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“This is a great and exciting book; a volume filled with stories of endeavour, achievement, appraisal

and learning; stories of heroism, challenge and hope. It will become a handbook for all who would

research the impact of disaster and terrorism on mental health and well-being.”

Beverley Raphael

Does terrorism have a unique and significant emotional and behavioral impact among adults

and children?

In what way does the impact of terrorism exceed the individual level and affect communities

and specific professional groups, and test different leadership styles?

How were professional communities of mental health clinicians, policy makers, and researchers

mobilized to respond to the emerging needs post-disaster?

What are the lessons learned from the work conducted after 9/11, and the implications for

future disaster mental health work and preparedness efforts?

Yuval Neria and his team are uniquely placed to answer these questions having been involved in

modifying ongoing trials and setting up new ones in New York to address these issues straight after

the attacks. No psychiatrist, mental health professional or policy-maker should be without this book.
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Foreword

This is a great and exciting book; a volume filled with stories of endeavor, achieve-

ment, appraisal and learning; stories of heroism, challenge and hope. It will become

a handbook for all who would research the impact of disaster and terrorism on men-

tal health and well-being. It is a courageous contribution to the science of this field

in giving testimony to the research that was done to assess need, to study reactions

over time, and to provide and evaluate the best possible care. It is also courageous in

that the research is presented openly, with its challenges, its successes, its imperfec-

tions, and with critical appraisal provided by “outside”experts. It is all the more pow-

erful for this. It is the most comprehensive drawing together of the wide range of

initiatives that followed a specific incident, initiatives that were implemented in the

times of chaos and uncertainty. It was instigated by researchers and clinicians who

were, at the time, themselves also experiencing the multiple, acute and subsequent

stressors of the attack and its aftermath. It is a further contribution in terms of the

universal wish to make meaning of what has happened. As mental health profession-

als and scientists, this surely, is one of our ways of making meaning.

A number of themes thread their way through this book: The enormity, unex-

pectedness and uniqueness of what happened; not only was America assaulted, but

the world saw, and felt what happened. Courage, the “democracy” of distress, resolve,

resilience – the coming together of peoples: ranging from the comforts of strangers,

to the convergence of those who would provide help, all attested to the wish to

repair, to undo the damage, to make the world right and safe again, to heal. There

is the acknowledgment and measurement of the research reported: the psycholog-

ical injuries experienced by many, and, as well, the stressors that arose subsequently

and made further burdens for those fighting to recover. There is a suffering revealed

vividly when we listen to the words of those most directly affected. Recognition of

the extent of the catastrophe, and its possible effects, the “global distress”, as well as

the individual pathology, has led most contributors to talk of the public health

issues. There is documentation of need for the “population injury” to be dealt with,

as well as the clinical psychological injury; and many of the diverse concepts,
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initiatives and research mobilized to address these, including those of powerful com-

munity driven responses. This recognition also demonstrated the need for a coher-

ent population health framework for such an approach for mental health, including

the importance of core baseline data and surveillance programs (Commonwealth of

Australia, 2000). There is also the pluralism which is so essentially American; the

multiplicity of approaches which has been creative and productive – yet the need for

consistency and coordination of response – all most obvious is the convergence of

agencies, ideas and methodologies, which demonstrate the need for the reassurance

of governance, coordination and structure in the face of chaos and uncertainty.

Researchers and commentators highlight the vital importance of evaluation, not

only of individual treatments, but also of organizational response of the public health

as well as the clinical initiatives. The aims to provide the “highest quality evidence-

based practice” and “rigorous outcome evaluations” are important but extremely dif-

ficult to achieve at most times, let alone in the face of catastrophe. Further research

questions are also seen as relevant; for instance, what are the exposures of “terrorism”

and its aftermath; what is resilience; how are interventions to be really targeted to

those with greatest need related to their experience of this incident; what is the nature

of “psychological trauma” and “collective trauma” and how can we better deconstruct

these scientifically to research their etiological significance; and how can excessive

“trauma expectations”be avoided? There is also the need for better scientific appraisal

of ethno-cultural “trauma” impacts.

Sophisticated science for “ecological assessment” to inform learning from these

responses; for instance, how positive dynamics can be supported and negative

changes mitigated is also important. Changes such as those associated with social

network damage, splitting, fear and rejection of those who are different, perhaps in

terms of ethno-cultural distinctions, need to be better understood. This should

include an understanding and tracking of what happens to the anger and rage in

such settings and the complex social consequences, the coming to terms with the

“darker side of human nature” – both in our attackers and ourselves.

What are the effects of no clear end points to an event, and more specifically of

ongoing terrorism “threat” – what changes occur socially, personally, and individ-

ually and politically as a consequence? How do individual and collective percep-

tions and realities interact? How can beliefs that have attached to models of

response, for instance, debriefing and screening, be changed by evidence and how

can evidence inform the realities of care in such circumstances? How do individuals

and communities live with, prepare for a threat, with individual and community

plans, that will be of wider value, that will promote well-being, even if the event

does not occur, while preparing for effective response if it does?

All these are important questions for future research. But such research should

learn from the rich contributions of this volume and the further work to come,
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from what Yuval Neria, Raz Gross, Randall D. Marshall have so powerfully drawn

together, and from all the excellent contributions that comprise this work. The

reviews of previous research, the science and actualities of response so comprehen-

sively documented and the unflinching critiques provide a valuable resource. We will

all learn from it in terms of research, but also in policy and planning ahead: much of

what has been learned can also enrich planning and research agendae world wide,

including those such as WHO–AIMS–E, (WHO, 2005) and other guidelines. The

need for core minimum data sets is critical for future research so that the knowledge

base can be built (Consensus Conference December 2005 Sydney, Australia), so that

we can compare what we do; and share and learn from others, including other cul-

tures and worlds. This book is a foundation stone for such future endeavors.

With this volume, and with the story of 9/11, there are other powerful themes that

shadow response. One is the theme of grief, grief for the multiple losses, the terrible

deaths, but also the consequent losses of the sense of invulnerability, trust in safe, con-

trollable worlds. Grief is touched upon for instance in describing Guliano’s leader-

ship, symbolized by how he “turned the grief and shock into action and compassion”

(this volume, p. 193). It is noted in the risk associated with the loss of a loved one, the

loss of social network, place of work, the loss of community,“of a place to collectively

mourn” (this volume, p. 343). As suggested in the contribution about the Pentagon,

those in the services, and Americans generally, had to prepare for war, and indeed

there is the documentation of the many subsequent challenges of the anthrax attacks,

wars in Afghanistan and Iraq, terrorist attacks elsewhere, and of course more recently

by international and national natural disasters of catastrophic proportions, the

Tsunami, Katrina, Pakistan earthquake to name a few. The shadows of grief, the sad-

ness of lost pasts, and future fears reflect changed worlds. That such challenges will be

courageously met is attested to by this volume, but is not easy, it is sad, sadness, that is

a human grief requiring recognition, comfort, memorialization and commitment to

value our loved ones and to make strong compassionate futures for our worlds.

As is so well evidenced by this magnificent work:“to come to terms with catastrophe

must reinforce human values of family and society, of love and hope, and of passion-

ate commitment to life, its value, and its preservation” (Raphael, 1986, p. 311).

Beverley Raphael
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Mental health in the wake of terrorism:
making sense of mass casualty trauma

Yuval Neria, Raz Gross and Randall D. Marshall

1

On the morning of September 11, 2001, with the attacks on the World Trade Center

(WTC) and the Pentagon, the world that many of us thought we knew, was altered.

While thousands of people were directly exposed to or witnessed the attacks from

close proximity, millions around the globe watched the events in real time or repeat-

edly over time on news channels. The attacks of 9/11 will likely be the most witnessed

terrorist acts in modern history.

The events that unfolded on and after 9/11, and the subsequent terrorism

around the globe have created a climate of fear and anxiety. These are the psycho-

logical outcomes that terrorists seek to inflict. Terror can only be effective if it

leaves lingering concerns about safety; if it disrupts the most basic ways citizens

manage and control their lives.

The overall goal of this volume is to document and critically examine the com-

prehensive and wide-ranging mental health response after 9/11. Specifically, this

volume aims to examine:

(1) Whether the research on the psychological consequences of 9/11 suggest a

unique and substantial emotional and behavioral impact among adults and

children.

(2) In what way the impact of these attacks exceeded the individual level, affected

communities and specific professional groups, and tested different leadership

styles.

(3) How professional communities of mental health clinicians, policy makers and

researchers were mobilized to respond to the emerging needs post-disaster.

(4) What are the lessons learned from the work conducted after 9/11, and the

implications for future disaster mental health work and preparedness efforts.

Contemporary terrorism: a psychological warfare

While early definitions of disasters typically implied a single “event” that affected a

single “social group” and was usually limited to a specific point of “time” or “location”



(see Quarantelli, 1998; Lopez-Ibor, 2005), the scale of the 9/11 events, occurring

simultaneously in two major urban centers, challenges early concepts of disasters. The

unfolding series of post-9/11 al-Qaeda assaults (e.g., March 11, 2004 in Madrid; July

7, 2005 in London) has impacted enormous numbers of people sending a clear mes-

sage that terrorism is primarily psychological warfare rather than conventional mili-

tary warfare, aimed at causing fear and disarray in large populations.

More than 25 years ago, before suicide terrorism had become a worldwide con-

cern, Mengel (1977) distinguished between terrorism that seeks to discriminate its

target selection and terrorism that involves random acts. While the first type of ter-

rorism has a political agenda and uses bargaining to maximize its political power,

the second type, rooted in an extreme ideology, aims to create global conflicts, and

to maximize the destruction of its “enemy”. In the pre-9/11 era terrorist activities

targeted mostly narrow and specific objectives, were limited to specific geographical

areas (e.g., Israel, Lebanon, Indonesia), and the terrorists benefited from relatively

limited media coverage. Contemporary terror campaigns, however, target major

metropolitan areas with vast geopolitical and economic significance, threatening

large masses, relying on wide media coverage, and benefit from worldwide attention

to accomplish their agenda.

9/11 and the following stream of terrorist attacks demonstrate that contempo-

rary terrorism has an extremely effective capacity to impact the psychological and

social well-being of citizens in places never before disrupted by security problems.

Large urban cities are especially vulnerable to terrorist assaults because they are

open, easy to infiltrate, and easy to hit.

More than seven decades ago, Carr (1932) conceptualized a disaster not only as

an “event” but rather as the collapse of a community’s “cultural protections”.

Accordingly, large-scale, unanticipated, incidents such as the orchestrated attacks

of 9/11, or for that matter any large-scale unpredicted disaster, has the potential to

intimidate large communities causing them to doubt whether they are able to

effectively defend themselves and to guarantee their own existence.

As previously discussed elsewhere (Neria et al., 2005) a major aim of contempo-

rary terrorism, especially in its suicidal form, is to ignite a worldwide clash between

ideological and religious groups: to create a division between “good” and “evil”,

between “true believers” and “infidels” and to stigmatize people who don’t believe

in a certain divinity as sinners doomed to be rebuked and eventually exterminated

from the earth.

Continuous exposure to this sort of stress might result in a wide range of behav-

ioral changes. In several urban centers around the globe, citizens are voluntarily

limiting their actions, avoiding public transportation, changing social habits such

as entertainment in crowded spaces. In Jerusalem, for example, many people have

developed the so-called “security zones”, where they can socialize freely, creating
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the illusion of security or invulnerability. In other cities (e.g., New York City), citi-

zens are being monitored, their bags checked, and they are being questioned and

asked to show identification papers more and more often.

Sadly, these are the calculated consequences of terrorism as warfare (see Levy &

Sidel, 2003; Post, 2003; Susser et al., 2002; Yehuda & Hyman, 2005). Terrorism’s

objective is emotional and behavioral modification of entire populations through

widespread dissemination of fear and psychological distress (Velez, 2005). Terrorists

accomplish their goals by inducing instability and distress, violating the underpin-

nings of daily life (Fullerton et al., 2003) and inflicting changes to the ordinary routines

of the general population (Holloway & Fullerton, 1994). Although typically, terrorism

does not pose existential danger to nations due to its lack of significant military

impact, it is effective in attacking the public’s morale, reducing trust in democratic

processes, and eventually eroding resilience in continuously exposed communities.

Individual and community sequelae of disaster trauma: 
vulnerability and resilience

Terrorism is often perceived as a “pervasive generator” of psychopathology (Fullerton

et al., 2003; p. 4 Holloway et al., 1997; North et al., 1999; North & Pfefferbaum,

2002). However, research on the mental health consequences of terrorism, with the

exception of the Oklahoma City bombing (e.g., North et al., 1999; Pfefferbaum,

1999), has been relatively scant.

In the immediate aftermath of a disaster, affiliative, attachment-motivated behav-

iors such as bonding, caring, and collaborating were suggested to be common among

victims and rescue forces (Mawson, 2005; Raphael, 2005). Indeed the extreme expe-

riences of disasters often bring people together with altruistic intent to help victims,

directly, or indirectly (e.g., making or raising donations). These types of behaviors

may be common in the first and the second post-disaster phases referred to respec-

tively as the “rescue” and the “honeymoon” phases (Raphael, 2005). However, when

the hard facts about the toll of the disaster sink in (e.g., scale of loss and destruction),

and penetrate the “denial shield” typical to the immediate aftermath of the disaster,

a “disillusionment” phase often takes place, and fatigue and bereavement take over.

Previous research has underscored the role that immediate responses to trauma

play in the long-term adjustment of the exposed individuals, suggesting that

uncontrolled behaviors are powerful predictors of chronic post-traumatic stress

disorder (PTSD; e.g., Neria et al., 2000a). Similarly, 9/11 studies have shown that

the experience of panic during the attacks is strongly associated with PTSD in 

people exposed to the WTC attacks (Galea et al., 2002).

The nature and the impact of the immediate response of the public to disasters

are yet to be understood and so far the findings are not conclusive (see Mawson,
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2005; Raphael, 2005). Early reports on Londoners in the aftermath of the attacks

during the summer of 2005 suggest that panic was uncommon in the immediate

aftermath of the attacks (Wessley, 2005). However, images of people running from

the WTC site during the morning of the 9/11 attacks suggest that many people

experienced acute and intense fear and horror. The images recently received from

Hurricane Katrina sites (September 2005) similarly suggest intense anger and panic-

type responses in neglected neighborhoods, rescue sites and temporary shelters

especially among people caught in extreme conditions waiting for rescue and help

that are late to come. Dysfunctional behaviors (e.g., people who engaged in aim-

less, dissociative and stunned behaviors) have also been observed when disasters

strike (Tyhurst, 1951; Weisath, 1989), and it has been suggested that bio-terrorist

events may further escalate fears of chemical or biological agents (see Ursano et al.,

2004). Differences in the collective, immediate responses in affected populations

might be accounted for by specific characteristics of the exposure (e.g., whether

the way out of a building is cleared), availability of help, and social support and

cultural differences.

Research on the long-term effects of extreme traumatic events has provided use-

ful information, enabling disaster clinicians and policy makers to make inferences

about risk and vulnerability among affected populations. Traumatic events 

are common (Kessler et al., 1995) and most of the individuals exposed to trauma

effectively cope with such events, even if they experience significant adversities

(Bonanno, 2005; Bonanno, et al., 2005; Neria et al., 1998, 2000b). At the same time,

disaster research has systematically documented that a significant minority will

experience functionally impairing distress, especially in the immediate aftermath;

some are likely to manifest behavioral and cognitive changes; and others will

develop long-term trauma-related psychiatric disorders such as PTSD, trauma-

related depression and substance abuse (e.g., Norris et al., 2002a&b).

The severity of a post-disaster psychopathology is associated with various risk

and protective factors including type, intensity and duration of exposure, level of

resource loss, social support, sense of community and meaning making (e.g., Norris

et al., 2002a). Sociodemographic factors such as previous trauma history, mental

health problems, age, gender and education might also play a role in onset and per-

sistence of psychiatric symptoms (Brewin et al., 2000). The interaction of human

loss and trauma exposure may be particularly powerful in post-traumatic adapta-

tion (Neria & Litz, 2004; Neria et al., this volume). At the same time, traumatic

experiences may serve as an opportunity for positive growth, an enhanced sense of

purpose, and an opportunity to reprioritize everyday life goals. Persons who are

able to draw positive appraisals of their adversities were found to grow personally

from traumatic experiences, as compared to those who do not, even if they suffer

symptoms of PTSD (Dohrenwend et al., 2004).
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To date, the effects of large-scale disasters on communities and individuals have

been focused almost entirely on natural disasters (Norris et al., 2002a&b). However,

when a community is struck by terrorism, the experience is likely to differ from that

of a natural disaster. Natural disasters (Kaniasty, this volume; Kaniasty & Norris, 2004;

Norris, this volume) are usually limited to time and space, are often expected (e.g.,

hurricanes) and their pace usually enables some coordination of rescue efforts,

sheltering and deployment of medical services. Terrorism, however, usually occurs

randomly and unexpectedly with regard to place and time. Accordingly, the psycho-

logical impact is likely to be accumulative, wide, non-specific and enduring, affect-

ing how whole communities cope with subsequent threats and demands (Shalev,

2005; Maguen & Litz, this volume).

Indirect exposure and post-disaster psychopathology

The nature of the psychological effect of disasters, especially man made, may exceed

the scope of the particular epicenter where the impact occurred (see Schlenger et al.,

2002; Galea et al., this volume; Silver et al., this volume). The magnitude of this kind

of exposure might not be necessarily limited to the well-documented dose response

associations of trauma and effect. The studies presented in this volume provide a rare

opportunity to address this topic. For example, while Neria et al. in their study of pri-

mary care patients exposed to the 9/11 attacks in Northern Manhattan did not find

indirect exposure to WTC attacks by itself to be related to PTSD (Neria et al., this vol-

ume), other studies conducted in national samples after 9/11 (Schlenger et al., 2002;

Silver et al., 2002; Stein et al., 2004; Silver et al., this volume) or in distant population

areas after the Oklahoma City bombing (Pfefferbaum et al., 2000) or in Israel after

the 1991 Scud missile attacks (Bleich et al., 1992) provide some evidence for proba-

ble relationships of indirect exposure and PTSD. These kinds of findings may chal-

lenge the core definition of PTSD. They lead to the question whether a person who

was not directly exposed to trauma, witnessed it, or lost a loved one, might be trau-

matized by this type of exposure and would be eligible for a positive Diagnostic and

Statistical Manual for Mental Disorders (DSM) Criteria A of PTSD.

Instead of direct exposure to the attacks of 9/11 most of the persons interviewed

in post-9/11 national surveys reported indirect exposure (e.g., watching live and

retransmitted coverage on TV). The inclusion of this type of exposure is certainly

new to the discipline of trauma research and brought experts to doubt its reasoning

and validity (e.g., Southwick & Charney, 2002; McNally, 2003; Breslau & McNally,

this volume). The events of 9/11, the subsequent wars in Afghanistan and Iraq, and

terrorist events in Europe and recent major natural disasters provide a further

opportunity to examine whether direct exposure to trauma is a necessary condition

for PTSD, or alternatively an interaction between a “sufficient” level of exposure and
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certain risk factors (e.g., genetic susceptibility) can result in post-exposure 

psychopathology even via indirect exposure.

Post-disaster outreach and intervention

It was suggested that most of the people exposed to 9/11 attacks did not seek mental

health care (e.g., Stein et al., 2004). The degree to what other sorts of care (e.g., from

friends, colleagues, employers or clergy), often mentioned in the media, are utilized in

the face of disasters is not clear and has never been systematically studied. Indeed,

people exposed to traumatic experiences often remain in isolation due to shame and

guilt associated with the trauma, stigma associated with treatment of mental health

problems, and the social context (Litz, 2004). However, when trauma has occurred in

the public domain (e.g., national disasters) and is associated with a public emergency,

large and varied groups of professionals are likely to intervene at the disaster sites in

attempts to aid affected populations during, immediately or soon after the incident.

Most early responders (e.g., firefighters, police officers, medical teams, National

Guard, Red Cross) are not qualified or trained to provide mental health care. They are

focused on providing for the safety and basic needs of victims and evacuees. However,

some first responders may also be required to address the mental health needs of vic-

tims, especially in the acute phase when fear and terror are prevalent. It is especially

important to address immediate interventions aimed at high-risk groups such as the

injured children and the elderly (Litz, 2004). To date little is known about the emo-

tional care, screening or triage conducted in the immediate phase after impact.

Schechter and Coates (this volume) provide a rare opportunity to learn about imme-

diate intervention provided to children in the immediate aftermath of the WTC

attacks.

Despite emerging evidence that did not provide any support for the effectiveness 

of psychological debriefing post-exposure (Bisson et al., 1997, 2000; Mayou et al.,

2000; Rose et al., 2002), this type of intervention was still common among people

involved in 9/11 rescue and recovery efforts (http://edition.cnn.com/2002/US/07/20/

wtc.police/?related). Randomized clinical trials conducted in the last decade con-

sistently support the use of cognitive behavioral treatment (CBT) post-exposure

(Foa & Cahill, this volume). The differences between these two modalities are sub-

stantial. Psychological debriefing was originally conceptualized to be implemented by

non-clinicians, immediately but not only after the exposure, consisting of a single and

long meeting, and without a clinical evaluation either before or after the intervention.

On the other hand, CBT programs are initiated at least 2 weeks after the exposure,

implemented only by clinicians, usually consist of 4–12 sessions, and entail a system-

atic pre- and post-intervention evaluation.While the efficacy and effectiveness of CBT
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was consistently proven (Foa & Cahill, this volume), debriefing was found to be either

not effective in preventing PTSD (Bisson et al., 2000; Rose et al., 2002) or delayed

recovery (Bisson et al., 1997; Mayou et al., 2000). Several explanations were suggested

to explain the poor performance of debriefing (e.g., for a review see Friedman et al.,

2004) such as that debriefing interferes with habituation and cognitive changes that

are beneficial for recovery (Foa & Cahill, this volume); that a focus on acute post-

traumatic symptoms may foster negative cognitions about oneself and the world

(McNally, 2003); and that the timing of the intervention in psychological debriefing is

too early and impedes normal remission and normal recovery (Ehlers & Clark, 2003).

The terrorist attacks of 9/11 had an enormous impact on the mobilization of the

professional community in the New York area (Marshall et al., this volume; Felton 

et al., this volume). Large-scale training programs aiming at dissemination of

knowledge of trauma treatment were offered to clinicians (Amsel et al., this volume);

treatment programs for adults (Katz et al., this volume; Difede et al., this volume;

Marshall et al., this volume) and children (Hoven et al., this volume; Murray et al.,

this volume; Schechter & Coates, this volume) were developed; and statewide out-

reach (Draper et al., this volume) and counseling programs (Felton et al., this vol-

ume) were rapidly developed and employed.

Drawing quality lessons from horrific experiences such as 9/11 attacks is central

to the future work mental health professionals will conduct before (e.g., prepared-

ness), during (e.g., management and triage), and after (e.g., long-term care; training

and dissemination) the next mass casualty trauma. This volume was created to

facilitate this learning process. Clinicians, researchers and policy makers who are

involved in this work devote their best intellectual and emotional resources.

Effective and meaningful disaster research relies on reliable observations and the

ability to update the questions asked, and the tools selected to answer them (Galea

et al., this volume). We hope that this volume will contribute to all domains of dis-

aster and terrorism-related mental health knowledge.
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The visibility and the political import of the collapse of the World Trade Center

Towers made it an extraordinary event even in a world replete with disasters and

wars. These massive buildings symbolized the financial center of the world. Their

dramatic collapse was witnessed directly by millions of people in New York City,

and indirectly on television by countless others around the globe. Thousands died,

tens of thousands narrowly escaped death, and the effects rippled across commu-

nities of a wide region.

The chapters in this part of the book are concerned with the way in which this

event affected the mental health of people in New York City and elsewhere in the

USA. The authors of three key studies of the mental health effects describe the way

in which their research was conceived and executed, and some of their most strik-

ing results. Leading psychiatric epidemiologists were invited to critique these stud-

ies, and comment more generally on the nature of research on mental health effects

of disasters. In addition, one of the study authors was invited to respond to the 

critiques. We are indebted to all of the authors for their contributions.

By design, therefore, the chapters present divergent viewpoints about the nature

and the magnitude of the mental health effects of September 11th. This approach

results in a lively exchange, and enables readers to appreciate the ongoing debate

and form their own opinions about it. But readers also have a right to know what

the editors perceive to be the main lessons of this work. We will highlight five

which have clear implications for future studies of the mental health effects of large

scale terrorist attacks and other disasters.

First, the mental health impact could not be captured only in the effects on the

“direct” victims who were present at the scene. The event precipitated symptoms of

mental disorder in large numbers of adults and children in New York who were

very far from the buildings themselves. Indeed, some psychological symptoms

were reported by people across the entire USA.

Second, the mental health impact on this broader population could not be cap-

tured only in the occurrence of post-traumatic stress disorder. The mental health

effects extended over a fairly wide range, including not only post-traumatic stress

disorder, but also symptoms of depression, panic, substance use, agoraphobia in



children, and probably medically unexplained symptoms. Not all of these manifes-

tations should be considered as psychopathology, but some of them might be.

Third, the impact was dependent on the social context as well as the experience

of the event per se. For example, the effects were substantially greater for those who

lost jobs. The social context tends to receive too little attention, and therefore, we

dedicate a full part of this book to it (Part III). Social tensions across groups might

have been important, as well as social ties within groups. One might imagine that

the effects of September 11 were greater in communities that suffered discrimina-

tion and stigma in its aftermath, notably Muslim communities, but we have no data

to bear on this point.

Fourth, advance preparation is required for rigorous studies of the effects of disas-

ters. The preparation should extend to studies of interventions to promote resilience.

Some of the interventions we have been using to support individuals in the immedi-

ate aftermath of a disaster, such as psychological debriefing, do not appear to work.

Nor can we say with any surety what kind of political leadership or other actions make

a whole community more resilient in the aftermath. We need to find out, and the 

only way to do so is to be ready at the time of the disaster, with an intervention and a

research design to test it. This should be an integral part of disaster preparedness, and

requires substantial organization beforehand, including collaborative arrangements

among service providers and researchers, procedures for expediting ethical reviews,

and carefully developed guidelines for conducting evaluations that balance feasibility

with scientific rigor.

Finally, we need to strike a balance between a local and a global view of this event.

It is never appropriate to be dismissive of human suffering on the grounds that there

is greater suffering elsewhere. The tragedy of September 11 stands as a watershed

event in the history of New York City and merits the attention it has received. At the

same time, it is important for us to keep in mind that even the thousands of deaths

and the massive destruction of September 11 pale in comparison to disasters that

occur every year in other parts of the globe. Our response should be to heighten our

awareness of these events and their effects on other peoples, and to look for ways to

prevent their occurrence, as well as to mitigate their impact in the aftermath.
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3

Introduction

Post-traumatic stress after disasters and after September 11, 2001

Major disasters are associated with increased rates of psychological distress and

morbidity among survivors (Norris et al., 2002a, b; Galea et al., 2005). The vast

majority of post-disaster research has focused on the groups that are typically con-

sidered to be most affected by disasters and a substantial literature has documented

the burden of psychopathology faced by survivors of disasters (North et al., 1999;

Salcioglu et al., 2003) persons who are involved in the post-disaster recovery efforts

(North et al., 2002), and family and friends of persons who are killed or seriously

injured in disasters (Stoppelbein & Greening, 2000). Post-traumatic stress disorder

(PTSD) is the most commonly studied, and likely the most prevalent mental health

problem in these groups after disasters (Green & Lindy, 1994; Galea et al., 2005),

although other mental health problems including depression (Kuo et al., 2003),

generalized anxiety disorder (Smith et al., 1990), and non-specific psychological

stress (Carr et al., 1997) have been studied.

In the aftermath of the September 11 attacks there was every reason to believe that

the impact of the attacks among the survivors of the attacks would be comparable

to that among survivors of other major disasters. For example, in the aftermath of the

bombing of the Murrah Federal Building in Oklahoma City, North and colleagues

reported that 34.3% of adult survivors of the bombing who were either in the

building at the time of the bombing or in close proximity had symptoms consis-

tent with a diagnosis of PTSD in the first 6 months after the bombing (North et al.,

1999). Official estimates of the number of persons who were survivors of the

September 11 attacks vary. A report commissioned by the New York City (NYC)

Mayor’s Office and conducted by a private consulting company estimated that

there were 9–12,000 family members of the deceased, up to 3000 persons injured

by the attacks and 12,000 residents of the immediate area around the World Trade



Center (WTC) (south of Canal Street) (NYC Fire Department, 2002). Although

this was a larger number of survivors (who are traditionally both the subject of

research and the focus of much of the public health attention in the aftermath of

disasters) than after most other previous US disasters, this number represented a

very small proportion of the total residents of the NYC metropolitan area.

A number of factors also suggested that the September 11, 2001, terrorist attacks

would have substantial mental health consequences in the NYC metropolitan area

that extended beyond those direct victims of the attacks. The NYC metropolitan area

is the largest and the most densely populated metropolitan areas in the US (Bureau

of the Census, 2000). Although estimates of population size vary, depending on the

areas selected as boundaries of the metropolitan area, approximately 15 million 

people live in the vicinity of NYC in the tri-state area of New York State, New Jersey,

and Connecticut. The attacks on the WTC were perceived as an attack on the US

(Kennedy, 2001). During the day of September 11,“fog of war” rumors had many in

the NYC metropolitan area afraid for their lives. Early rumors of more planes being

hijacked and aimed for other NYC and national targets were rife. As round-the-

clock, real-time television coverage of the attacks saturated the airwaves, millions in

the area saw images of people waving for help from the towers of the WTC, and sub-

sequently saw the towers fall. Meanwhile, countless residents of the tri-state area

knew someone or were related to someone who was working in the WTC. Disrupted

communications systems meant that many were uncertain about the fate of family

or friends for most of the day of September 11 and, in many cases, for days after.

Therefore, in the aftermath of September 11, we developed a study to assess the

potential mental health consequences of the September 11 attacks in the general

population of the NYC metropolitan area (Galea et al., 2002a). Underlying this work

was the premise that all residents of the NYC metropolitan area were potentially

exposed to the September 11 attacks, and could plausibly develop post-traumatic

stress symptoms related to the attacks. There were three key research questions

guiding this work. First, it was considered of paramount importance to determine

the burden of post-traumatic stress in the general population a month after the

September 11 attacks; this could both contribute to public mental health planning

and also add new insight to the literature where there were no peer-reviewed

papers documenting the early prevalence of PTSD in the general population.

Second, it was considered equally important to document the course of PTSD in

the general population in the months after September 11. Third, we wanted to

identify specific groups that were at high risk of post-traumatic stress symptoms in

the general population after the terrorist attacks and who would, as such, benefit

from targeted public mental health interventions. This research group conducted a

number of studies to address these questions in NYC metropolitan area. We dis-

cuss here the rationale behind the studies conducted and the study design chosen,
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evidence about post-traumatic stress in the general population in the first 6

months after September 11, and the implications of this work for public health

planning after major disasters in densely populated urban areas.

Study history and motivation

In the immediate aftermath of the attacks, there was a rapid mobilization of health

care personnel in NYC to provide care to those injured and affected by the attacks.

Mental health clinicians began assisting families of the deceased and rescue per-

sonnel who were working at the disaster site and, eventually, to residents of NYC at

large. In concert with the provision of mental health services there was also clear

need for assessments that could determine the scope of mental health need both

among persons who were directly affected by the terrorist attacks as well as in the

general population at large. In that context, The New York State Psychiatric Institute

(NYSPI) began working with the Substance Abuse and Mental Health Services

Administration (SAMHSA) to prepare a mental health needs assessment that could

be used as part of an application for Federal Emergency Management Agency

(FEMA) funding for mental health services (Herman et al., 2002). In its early stages

the assessment began to draw on published research. However, although previous

research provided estimates of the prevalence of post-disaster mental health prob-

lems, published data had limited applicability to the NYC context. The studies that

had been carried out provided estimates of the prevalence of mental health prob-

lems in the general population ranging from 2.0% to 18.3% (Hanson et al., 1995;

Carr et al., 1997). Thus, it became clear that a primary role for public health

researchers in NYC would be to characterize the mental health consequences of the

attacks in NYC, both among those directly affected by the attacks, and in the NYC

population at large.

The Center for Urban Epidemiologic Studies (CUES), the institution primarily

responsible for the research discussed here, is a division of the New York Academy

of Medicine (NYAM). CUES is a research institute comprised of epidemiologists

and physicians with an interest in the health of urban populations. CUES research

is funded by the Centers for Disease Control and Prevention, the National Institutes

of Health (NIH), and by private foundations. CUES was explicitly founded as an

unaffiliated center that could work through collaborations with other academics in

NYC and throughout the country. Throughout its history CUES had worked col-

laboratively with a number of universities in NYC and in other parts of the country.

Also, prior to September 11, the epidemiology of emergent conditions, including

the epidemiology of mental health after severe trauma was one of the research inter-

ests at CUES. As such, investigators at CUES had both an a priori interest in the

questions that were rapidly emerging in the aftermath of the attacks and were well

positioned to develop a project which would require the collaboration of researchers
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and practitioners at multiple institutions. Approximately a week after September 11,

in consultation with the New York Department of Health and Mental Hygiene

(NYDOHMH), NYSPI, and SAMSHA, CUES investigators started work on design-

ing, and implementing, research that could estimate the prevalence of mental health

problems in the general population and identify groups who were particularly at risk

of psychopathology and who could benefit from acute mental health intervention.

In deciding to develop an assessment to document the mental health conse-

quences of the September 11 attacks in the NYC population at large, CUES inves-

tigators sought to collaborate with other investigators and institutions with

specific experience in post-disaster research. The National Crime Victims Research

and Treatment Center (NCVC) is a division of the Department of Psychiatry and

Behavioral Sciences at the Medical University of South Carolina in Charleston,

South Carolina. The primary focus of NCVC investigators is to understand the

impact of violence on adults, children, and their families. In more recent years,

NCVC research efforts have expanded to include an examination of the mental

health impact of natural disasters and urban violence. NCVC studies have been

sponsored by agencies and organizations such as the NIH and the National

Institute of Justice. NCVC researchers are often involved in providing consultation

to other researchers and agencies interested in pursuing work related to the 

psychological consequences of severe trauma and disasters.

One of the major projects carried out by NCVC was the National Women’s Study

(NWS), a large epidemiological research project that involved the assessment of

national household probability samples of adult women about a variety of topics

including history of traumatic events, PTSD, and major depression (Resnick et al.,

1993; Kilpatrick et al., 1997). These assessments happened via telephone over a 

3-year period between 1989 and 1993. As part of this project, NCVC researchers had

developed and validated modified diagnostic measures for PTSD and depression

that were particularly relevant to the work that CUES investigators were considering

in NYC. The NWS PTSD module probably represents the most widely used tele-

phone instrument for lay-assessment of PTSD that is currently extant and as such

lent itself particularly well to the planned assessment of the burden of psychopathol-

ogy in the general population that was being planned by investigators at CUES.

In addition to looking for content expertise in a collaboration with NCVC,

CUES investigators also sought to collaborate with an institution with expertise,

and a track record in rapid implementation of population representative surveys.

CUES had previously collaborated with Schulman, Ronca, & Bucuvalas Inc.

(SRBI), a global research firm based in NYC, in conducting the Harlem Social

Environment Study (Galea et al., 2001). SRBI specializes in public policy and opin-

ion surveys, health care, and communications and has a long track record collabo-

rating with academic institutions. Coincidentally, SRBI also had been responsible
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for implementing the NWS in collaboration with NCVC investigators making a

CUES–NCVC–SRBI collaboration natural to guide the planned research. Ultimately,

all three parties involved in organizing this research were committed to its rapid and

rigorous execution. CUES’ status as an unaffiliated small institution, relatively

unencumbered by much of the bureaucracy that is often endemic in larger institu-

tions and with a history of carrying out rapid epidemiological studies was a catalyst

for moving quickly on implementing the post-September 11 research described

here. NCVC and SRBI both understood the importance of implementing research

rapidly and the three teams worked around the clock in the first few weeks after

September 11 to implement the first phases of this research.

Choosing a research design

There were several considerations that guided the choice of research design at proj-

ect inception. Principal among these was the necessity for a rapid assessment that

could contribute data to the ongoing NYSPI and SAMSHA mental health needs

assessment. Recognizing that the extant literature that had studied the prevalence

of PTSD in the general population provided a broad range of possible estimates,

and that previous studies had been conducted at least 6 months after disasters,

implementing an intervention that could assess the burden of post-traumatic

stress in the general population 1 month after the September 11 attacks was con-

sidered of paramount importance. Two principal study designs and three primary

sampling methods were considered.

The first decision that had to be made was the specific study design to be

employed. Given our interest in documenting both the baseline burden and the

course of post-traumatic stress in the general population, we first sought to imple-

ment a prospective cohort study whereby participants could be recruited 1 month

after the September 11 attacks and subsequently followed up over the coming

years. However, there were two factors that precluded the implementation of a

cohort study in this context. The first limitation was one of human subjects pro-

tection. In the aftermath of September 11, given the widespread consequences of

the attacks throughout NYC, coordination of committee meetings and space for

quiet discussion were difficult to come by. In consultation with the Institutional

Review Board (IRB) at NYAM, it was apparent that it would not be feasible to fully

review a cohort study and the necessary attendant human subjects precautions in

the month after the attacks. As such, it was decided that the first wave of this

research should be anonymous; that is, that no identifying data would be collected

about any respondent enrolled in the study. With this decision in place, NYAM IRB

provided expedited approval of the study protocols on October 2, 2001. This pre-

cluded longitudinal follow-up of respondents or collection of any potentially 

identifying data such as addresses (the intersection closest to respondents’ residence
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was instead collected as a means of determining distance from the WTC site). We

then opted to implement a serial cross-sectional study design in order to permit

assessment of the course of post-traumatic stress symptoms after the September 11

attacks while obtaining only anonymous data. The serial cross-sectional study

implemented was designed to mimic a natural history study, whereby persons

recruited in each subsequent cross-section were persons who were living in NYC

on September 11, 2001, and as such persons who would have been eligible for each

of the survey waves. The second factor that precluded the implementation of a

cohort study was financial. Although, as described below, funding was eventually

obtained to permit the implementation of three cross-sectional surveys, at the time

these studies were being designed there was no assurance of funding availability

nor that funds would become available in time to implement what was recognized

to be a time sensitive project. As such, a serial cross-sectional design that could add

survey waves as funding became available was considered optimal and was the

eventual study design implemented.

With respect to sampling method to implement in this study design, the investi-

gators first considered the possibility of carrying out in-person interviews. However,

in the first weeks after the disaster, security measures throughout NYC prevented

movement south of 14th Street (the area closest to the WTC) making door-to-door

contact with an important portion of NYC residents difficult. In addition, experi-

ence at SRBI suggests that door-to-door interviews in NYC is particularly difficult

given the high prevalence of high rises with doormen preventing access to a ran-

dom sampling of households. Second, was the possibility of carrying out a phone

survey with a complex, stratified, phone sampling technique that would selectively

over-sample persons who were directly affected by the event (e.g., families of vic-

tims, persons who were in the WTC during the attacks) for comparison with the

general population. This option was considered not feasible due to the cost that

would be associated with screening for these subgroups specifically. Although the

September 11 attacks affected a large number of persons, screening for those

directly affected in NYC at large would require an estimated 50 screening inter-

views for every target person interviewed making the cost associated with such 

a project prohibitive. The third option and the option eventually chosen by the

research group, was a simple area probability random digit dial (RDD) survey of

residents of NYC. This option was considered feasible, and would provide 

the research team with estimates of mental health problems in the general NYC

population that could guide the ongoing needs assessment.

There were a number of reasons why it was considered optimal to carry out RDD

telephone survey sampling in this context. First, telephone survey methods have been

shown to be an efficient method for collecting information from large representative

samples of respondents at a relatively low cost with non-significant response bias or
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detection of critical variables of interest as compared to in-person interview

approaches (Weeks et al., 1983; Simon et al., 1993). In addition, studies suggest that

telephone assessments of psychiatric conditions produce results that are comparable

to those obtained through in-person assessments. For example, one study compared

telephone and in-person assessment of Diagnostic and Statistical Manual for Mental

Disorders, Third Edition (DSM-III) Axis I disorders, including anxiety disorders, affec-

tive disorders, alcoholism, and no mental disorder using a structured diagnostic inter-

view. Kappas ranging from 0.69 to 0.84 were obtained, even with a delay between

in-person and telephone methods of 12–19 months (Paulsen et al., 1988). RDD tele-

phone survey method has been gaining in importance in public health research and

surveillance in the past decade and is currently used routinely in important national

projects such as the Centers for Disease Control Behavioral Risk Factor Surveillance

System (BRFSS) which assesses risk behaviors within the adult population.

In addition to these decisions about study design and sampling methodology,

other decisions had to be made about sampling area, languages to use in the sur-

veying, and several other design details that would ultimately have bearing on the

final results documented. Although there was a strong interest in carrying out the

initial assessment of all of NYC and in a variety of languages, uncertainty about

funding that would be available for this project suggested that a more limited sam-

pling frame would have to be selected at least for the first stages of the project. After

some discussion it was decided that the first survey wave would sample residents of

Manhattan living south of 110th Street for three primary reasons. First, this was the

area of Manhattan closest to the WTC site of the September 11 attacks. Second, given

finite resources, a broader geographic focus would have diluted the representation

of those directly affected. Third, a substantial proportion of residents of Manhattan’s

Upper West and Upper East sides worked in southern Manhattan and were thus

more likely to witness the attacks or to be affected directly (through loss of relatives

or colleagues) or indirectly (through loss of employment) by the attacks. Time con-

siderations limited this first assessment to English and Spanish. The survey was

translated and back translated into Spanish and surveying was carried out in

English and Spanish using bilingual interviewers. Funding for both the first assess-

ment and for subsequent surveying became available about a week before the first

assessment started. As such, subsequent surveys were conducted in all of NYC and

in the NYC metropolitan and included other languages in the assessments.

Funding

One of the primary difficulties faced by the research group in carrying out this

work was obtaining funding, or assurance of funding, to carry out this research.

Although early on all the investigators were donating their time to the project in-kind,

financial resources were needed to fund the data collection. It was clear early on
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that if the assessment was to be implemented early after September 11, prepara-

tions for the research would have to be made in the absence of assurances of fund-

ing. In the early weeks after the September 11 attacks, several NYC foundations

were formed with the explicit intent of funding post-September 11 relief efforts.

However, the vast majority of these resources were earmarked for clinical relief

services. In the weeks after September 11, the investigative team approached private

foundations and federal funding agencies for resources to carry out the assessment.

Although the majority of the requests were unsuccessful, assurances of funding

eventually were obtained from the National Institute on Drug Abuse (in the form

of an administrative supplement to an ongoing research project) and from The

New York Community Trust/United Way Consortium that had been formed to

administer donations received for post-September 11 work. Assurances of funding

were received about a week before the start of data collection. Eventually funding

was also obtained from the National Institute on Mental Health that permitted the

subsequent survey waves.

Methods

Sample

Overall, three serial cross-sectional RDD household surveys were conducted. The

first survey (n � 988) was conducted between October 16 and November 15, 2001,

the second survey (n � 2001) was between January 15 and February 21, 2002, and

the third survey (n � 2752) was between March 25 and June 25, 2002. The sampling

frame for survey 1 included adult residents (18 years of age or older) of Manhattan

living south of 110th Street. The sampling frame for survey 2 included all adults in

NYC with an over-sampling of residents of Manhattan living south of 110th Street to

permit comparison between surveys. The sampling frame for survey three included

all adults in the NYC metropolitan area with over-sampling of residents of Manhattan

south of 110th Street and of NYC to permit comparison among surveys. Further

detail about these surveys is available in other work published by the authors (Galea

et al., 2002a, b, c; Galea et al., 2003; Vlahov et al., 2002; Vlahov et al., 2004). Here, we

present results from survey 3. The sampling frame for this survey included all adults

in the following contiguous geographic areas: NYC and Nassau, Westchester, Suffolk,

and Rockland counties in New York State, Hudson, Essex, Bergen, Passaic, Union,

Middlesex, Monmouth, Morris, and Somerset counties in New Jersey, and Lower

Fairfield county in Connecticut. The counties in New York State, New Jersey, and

Connecticut chosen were those closest to the WTC site of the attacks and with a high

proportion of residents who commuted to NYC. The adult population of this region

was 15,802,925 in the 2000 US Census (Bureau of the Census, 2000). The sampling

26 Sandro Galea et al.



frame was divided into four zones, radiating concentrically from the WTC sites with

over-sampling of the zones closest to the site. All interviews were conducted by

trained interviewers using a computer-assisted telephone interview system. Inter-

views were conducted in English, Spanish, and Chinese. Native English, Spanish,

Mandarin, and Cantonese speakers administered the interviews (using translated

questionnaires) in their respective languages. Surveys were approximately 35 minutes

long and the measures used were consistent between surveys to allow for compari-

son. The overall cooperation rate was 56% and the response rate was 34%. Sampling

weights were developed and applied to our data to account for the number of house-

hold telephones, persons in the household, and over-sampling. Further discussions

of the methods and results from these surveys can also be found elsewhere (Galea 

et al., 2002b, c; Vlahov et al., 2002).

Survey instrument

Respondents were asked questions using a structured interview which assessed the

mental health consequences of disasters (Freedy et al., 1993). We asked questions

about demographic characteristics (age, race/ethnicity, gender, yearly household

income, education, and marital status), assessed proximity to the disaster site

(south of 14th Street in this analysis; the WTC complex is in the south end of the

borough of Manhattan and the area south of 14th Street is the area closest to the

complex within NYC), and asked about September 11 event experiences including:

if the respondent was in the WTC complex, was injured during the attacks, wit-

nessed the attacks of September 11, was afraid for her/his life during the attacks,

was displaced from home as a result of the attacks, if the respondent was involved

in the rescue efforts, lost a job or possessions as a result of the September 11 attacks,

and if friends or relatives were killed during the attacks. For the purposes of these

analyses we combined the event exposure variables into a composite variable

(referred to as being “directly affected” by the attacks) including: being in the WTC

complex during the attacks, injured in the WTC attacks, having a friend or relative

killed, losing possessions during the attacks, losing a job as a result of the attacks,

or being involved in the post-disaster rescue effort (e.g., construction workers,

doctors). We also assessed if the respondent reported experiencing symptoms con-

sistent with a panic attack in the first few hours after hearing about the September 11

attacks. Symptoms of a peri-event panic attack were consistent with DSM-IV symp-

toms for panic attacks (American Psychiatric Association, 1994).

We used the NWS PTSD module to assess PTSD symptoms. The NWS was a

large epidemiological research project carried out by the National Crime Victims’

Research and Treatment Center (NCVC) at the Medical University of South

Carolina that involved the assessment of national household probability samples

of adult women about a variety of topics including history of traumatic events,
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PTSD, major depression, and drug and alcohol use (Resnick et al., 1993; Kilpatrick

et al., 1997). These assessments were made by telephone interviews over a 3-year

period between 1989 and 1993. As part of this project, NCVC researchers devel-

oped and validated a diagnostic measure for PTSD and that was used in this work.

The NWS PTSD module was validated in a field trial against the PTSD module of

the Structured Clinical Interview for DSM-III-R (SCID; Spitzer et al., 1992)

administered by mental health professionals. The NWS PTSD module has been

used in a number of RDD studies throughout the US (Hanson et al., 1995;

Kilpatrick et al., 1997). In the field trial, inter-rater kappa coefficients for SCID

based diagnoses were 0.85 and 0.86 for diagnoses of lifetime and current PTSD,

respectively. In terms of comparison between the NWS PTSD module and the

SCID, the kappa coefficient of the NWS PTSD module with SCID diagnosis of

PTSD was 0.77 for lifetime PTSD and 0.71 for current PTSD. Instrument sensitiv-

ity was 99% and specificity was 79% when compared to SCID diagnosis (Resnick

et al., 1993; Kilpatrick et al., 1998). Previous research using this measure among

persons with a history of specific potentially traumatic events (e.g., rape, physical

assault, or crime more generally) has shown that associations of these covariates

with the PTSD were highly consistent with those reported in other epidemiologi-

cal studies that carefully assessed both history of events and PTSD (Kilpatrick 

et al., 1998), suggesting good construct validity for the NWS PTSD module.

The NWS PTSD module is a measure of PTSD that assesses the presence of

Criterion B, C, and D symptoms and determines content for content-specific

symptoms (e.g., content of dreams or nightmares) if symptom presence is

endorsed. We measured PTSD symptoms and probable PTSD related to the

September 11 attacks. We assessed probable PTSD since September 11 and current

probable PTSD at the time of the survey based on prevalence of necessary PTSD

Criterion B, C, and D symptoms since September 11 and within the previous 30

days, respectively. All re-experiencing symptoms (Criterion B) and all content-

specific (e.g., avoidance of thoughts or feelings) avoidance symptoms (Criterion C)

were required to be related to the September 11 attacks. Specifically, for each rele-

vant content related PTSD symptom endorsed as being present for 2 weeks or

more in the relevant time period, respondents were asked: “Was this related to the

WTC disaster or to something else?” A subset of avoidance symptoms and all the

arousal symptoms (Criterion D) could only be linked to the attacks by time frame

(occurrence since September 11 or within the past 30 days). Participants were then

required to report at least one re-experiencing symptom specific to the attack, at

least three avoidance symptoms, and two arousal symptoms for a diagnosis of

probable PTSD related to the September 11 attacks. Those reporting the combina-

tion of symptoms since September 11 or in the past 30 days were classified as 

having probable PTSD in the relevant time period.
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Data presentation in this chapter

We present here prevalences of current probable PTSD and probable PTSD since

September 11 as measured 6 months after September 11 for each of the key geo-

graphic areas in the NYC metropolitan area. These areas were: the boroughs of NYC

(Manhattan, Brooklyn, Bronx, Queens, and Staten Island), the rest of New York

State (NYS) (excluding NYC), New Jersey (NJ), and Connecticut (CT). We present

the prevalence of each of the 17 DSM-IV PTSD symptoms and the prevalence of

persons having sufficient symptoms to meet Criteria B, C, or D in the diagnosis of

PTSD for the overall sample. We also present key bivariate relations between covari-

ates assessed and the prevalence of probable PTSD since the September 11 attacks

in the population sampled. We present variables that were significantly associated

(p � 0.05) with probable PTSD since September 11 in two-tailed Chi-square test-

ing. We used bivariate logistic regression analyses to determine odds ratios (OR)

describing the relations between key covariate levels and probable PTSD.

Results

Characteristics of sample

Table 3.1 shows the demographic characteristics of the respondents interviewed

for the entire sample and for the NYC subsample together with comparable data

from the 2000 US Census to show similarity between the demographic estimates.

Both the overall sample and the NYC subsample are statistically comparable to the

population estimates from the US Census and do not suggest appreciable differ-

ences between the survey sampled and the underlying population.

Prevalence of probable PTSD in the NYC metropolitan area

The prevalences of probable PTSD in the different geographic regions of interest are

shown in Table 3.2. Overall, 5.8% of respondents met criteria for probable PTSD in

the aftermath of the September 11 attacks and 0.9% of respondents met criteria for

current probable PTSD 6 months after September 11. The prevalence of probable

PTSD after September 11 was highest in the NYC boroughs of Bronx, Brooklyn, and

Staten Island (9.0% each for Bronx and Brooklyn, and 8.5% for Staten Island, com-

pared to Manhattan prevalence of 7.7%). The prevalence of probable PTSD in these

boroughs remained higher than that of other boroughs 6 months after September 11

(2.6% in Bronx, 2.4% in Brooklyn, 1.9% in Staten Island compared to 0.7% in

Manhattan). The overall prevalence of probable PTSD since September 11 in NYC

was 7.4% and the current prevalence 6 months after September 11 was 1.5%. The

prevalence of probable PTSD in NYC was higher than that in the rest of NYS, NJ, or

CT. In these three areas, the prevalence of probable PTSD since September 11 was

4.6% (NYS), 5.3% (NJ), and 1.1% (CT); current prevalence was 0.1% (NYS),
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Table 3.1. Demographic characteristics of respondents surveyed 6 months after

September 11 in the NYC metropolitan area compared to anticipated demographic

characteristics based on the 2000 US Census (n � 2752)

Characteristics NYC (n � 1530) NYC metropolitan area (n � 2752)

Weighted Percent Chi-square Weighted Percent Chi-square 

percent from 2000 p-value percent from 2000 p-value

from US Census from US Census

sample sample

Age

18–24 14.7 13.2 0.58 13.6 11.7 0.69

25–34 27.0 22.5 23.7 20.4

35–44 19.6 20.8 20.6 21.9

45–54 18.3 16.7 19.0 17.7

55–64 11.2 11.3 12.3 11.8

65� 9.2 15.5 10.7 16.5

Gender

Male 44.1 46.2 0.67 46.3 46.9 0.90

Female 55.9 53.8 53.7 53.1

Race

White 35.8 38.7 0.51 55.4 54.8 0.80

African-American 23.7 23.0 15.8 16.5

Asian 6.3 10.1 5.2 7.7

Hispanic 28.7 24.7 19.6 18.5

Other 5.5 3.6 4.0 2.6

Table 3.2. Prevalence of probable PTSD in the NYC metropolitan area after September 11

Probable PTSD after Current probable PTSD 6 months after

September 11 September 11

Overall 5.8 0.9

Bronx 9.0 2.6

Brooklyn 9.0 2.4

Manhattan 7.7 0.7

Queens 4.6 0.3

Staten Island 8.5 1.9

NYC overall 7.4 1.5

New York Statea 4.6 0.1

New Jersey 5.3 1.0

Connecticut 1.1 0.0

a New York State not including NYC.



1.0% (NJ), and 0.0% (CT) 6 months after September 11. Figure 3.1 illustrates the

geographic distribution of the prevalence of probable PTSD since September 11.

Symptoms of PTSD in the overall sample

Twenty point four percent (20.4%) of respondents met re-experiencing symptom

criteria (Criterion B), 9.9% of respondents met avoidance symptom criteria

(Criterion C), and 20.7% met hyper-arousal symptom criteria (Criterion D) after

the September 11 attacks. These prevalences had decreased to 8.9%, 3.9%, and

9.2%, respectively 6 months after the attacks. The most commonly reported symp-

toms after the September 11 attacks were insomnia (20.7%), irritability (17.4%),

and intrusive memories (16.0%), and the most commonly reported symptoms 6

months after the attacks were insomnia (13.2%) intrusive memories (11.8%), and

irritability (6.3%). Prevalences of PTSD symptoms since the September 11 attacks

and 6 months after the attacks are shown in Figure 3.2.

Bivariate relations between demographic and event-exposure covariates and probable 

PTSD in the aftermath of the September 11 attacks in the NYC metropolitan area

Figure 3.3 shows socio-demographic variables that in bivariate analyses were signif-

icantly associated with the likelihood of probable PTSD since September 11 among
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Figure 3.1 Geographic distribution of probable PTSD in the NYC metropolitan area.
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Figure 3.2 Prevalence of post-traumatic stress symptoms and of symptom criteria assessed in the

NYC metropolitan area. Solid bars represent prevalence of symptoms since September 11

and the cross-hatched bars represent current symptoms, both measured 6 months after

September 11.



residents of the NYC metropolitan area. Some of the variables that were associated

with a higher likelihood of probable PTSD in the aftermath of September 11 in the

NYC metropolitan area were: being Hispanic (OR � 2.15 vs. white referent),

income (OR � 2.62 for annual income of $75,000–$99,999; OR � 4.06 for annual

income of $30,000–$39,999; OR � 4.71 for annual income less than $20,000; all

compared to referent annual income of more than $100,000), marital status

(OR � 2.48 for persons who were divorced; OR � 3.27 for members of unmarried

couples; both compared to married persons as referent), social support (OR � 1.99

for medium; OR � 2.46 for low social support; both compared to high social sup-

port as referent), lifetime traumatic event experience prior to September 11

(OR � 3.65 for previous experience of 2–3 traumatic events; OR � 6.30 for previ-

ous experience of four or more traumatic events; both compared to no prior trau-

matic event experience), and stressors in the 12 months prior to September 11

(OR � 3.16 for persons who experienced one stressor and OR � 3.82 for persons

who experienced two stressors; both compared to persons with no stressors in the
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Figure 3.3 Odds Ratios describing the relations between key socio-demographic variables and

probable PTSD in residents of the general population of the NYC metropolitan area

assessed 6 months after September 11 (n � 2752).



12 months prior to September 11). Figure 3.4 shows event exposure variables that

in bivariate analyses were significantly associated with the likelihood of probable

PTSD since September 11 among residents of the NYC metropolitan area. Event

exposure variables that were associated with a higher likelihood of probable PTSD

were living south of 14th Street, that is, in close proximity to the WTC (OR � 2.30),

seeing the attacks in person (OR � 3.27); having been afraid of personal injury or

death (OR � 2.66), experiencing a peri-event panic attack (OR � 8.03); losing 

possessions during the attacks (OR � 5.07), having been involved in the rescue

efforts (OR � 2.31), and losing a job due to the attacks (OR � 3.59). Persons who

were directly affected by the attacks (28.1% of overall sample) had 3.51 times greater

odds of reporting symptoms consistent with probable PSD since September 11.

Discussion

In the aftermath of a large man-made disaster in a densely populated urban area

our work showed that there are symptoms of post-traumatic stress in the general

population beyond those who are typically considered to be victims of such dis-

asters. Consistent with previous work, we showed that persons who were more

exposed to the disaster (e.g., persons who lived closer to the WTC complex, persons
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Figure 3.4 Odds Ratios describing the relations between event exposures and probable PTSD among

residents of the NYC metropolitan area assessed 6 months after September 11 (n � 2752).



who had a friend or relative killed in the attacks) were more likely to have symptoms

consistent with PTSD after September 11. Overall, we estimated that persons

directly affected by the attacks were 3.5 times more likely to have probable PTSD

after the attacks than persons who were not directly affected by the attacks.

However, we also showed that persons in the NYC metropolitan area who were not

directly affected by the attacks also reported post-traumatic stress symptoms.

It is difficult to compare the absolute prevalence of probable PTSD documented

here with prior research given both the uniqueness of the September 11 attacks and

our focus on the general population. However, the preponderance of hyperarousal

symptoms and of intrusive memories documented here are consistent with other

post-disaster work (North et al., 1999; McMillen et al., 2000) and confirm our previ-

ous findings after this disaster (Galea et al., 2002b). The geographic distribution of the

prevalence of probable PTSD documented in this study was somewhat surprising,

and an important reminder of the fact that multiple factors beyond proximity to the

event determine the likelihood of psychopathology at the population level. We found

that although Manhattan residents who lived closest to the WTC complex were 

more likely to develop probable PTSD after September 11, in the overall population,

the prevalence of probable PTSD was highest in the boroughs of Brooklyn, Bronx,

and Staten Island. This was true both for the development of probable PTSD since

September 11 and for the current prevalence of PTSD as measured 6 months after 

the attacks. We conducted our earlier studies of PTSD after September 11 only in

Manhattan due to our a priori assumption that the highest prevalence of PTSD would

be in the borough where the WTC was located (Galea et al., 2002a, b). However, this

study showed that other factors beyond proximity are probably important in deter-

mining population prevalence of post-disaster psychopathology. It is likely that dif-

ferent factors contributed to the high prevalence of PTSD in Brooklyn, Bronx, and

Staten Island. The former borough is to the east of Manhattan and residents of

Brooklyn had probably the best views of the WTC complex from the attacks to the

collapse of the towers. Also, Brooklyn is a predominantly commuter borough with

residents of Brooklyn traveling to Manhattan for work on a daily basis. It is plausible

that a combination of directly witnessing the event and being afraid of having friends

or relatives killed in the attacks contributed to the high PTSD prevalence in Brooklyn.

Staten Island is also a commuter borough and home to many of the rescue workers

employed by the city police and fire departments. In contrast, the Bronx is a borough

in northern NYC, further away from the WTC. However, the Bronx is predominantly

Hispanic and our work has consistently shown Hispanicity to be a risk factor for the

development of PTSD. Although it is likely a combination of factors that contribute

to the higher prevalence of PTSD in these two boroughs compared to Manhattan, this

observation serves to highlight the contribution of a complex set of variables to 

overall population prevalence in the aftermath of a disaster.
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This relation between the individual risk of psychopathology and the population

prevalence of psychopathology is interesting in this context, and has implications for

public mental health planning in the aftermath of disasters. In this study, we esti-

mated that 28.1% of respondents to this survey were, in some way, directly affected

by the September 11 attacks. For the purposes of this analysis we used a very liberal

definition of persons who might have been directly affected, with an eye to identify-

ing as broad a range of persons as possible who may be conventionally referred to as

“victims” of the disaster in one way or another. This group had odds 3.5 times higher

than the rest of the respondents surveyed of developing probable PTSD related to the

attacks. In the NYC metropolitan area that was the sampling frame for our work, we

estimate approximately 4,440,000 persons directly affected by the attacks and

11,400,000 persons not directly affected by the attacks (Bureau of the Census, 2000).

The net burden of probable PTSD in the former group would then be expected to be

500,000 and in the latter group 300,000 persons. While this calculation is meant to be

merely illustrative and not a definite assessment of the number of people who had

psychopathology, it demonstrates that the net burden of psychopathology in the

aftermath of a disaster in a densely populated urban area may be at least as high

among persons who are not directly affected by the disaster as it is among those who

are. Calculations using different definitions about what constituted being directly

affected by the attacks (e.g., different combinations of whether respondents saw

events in person, lost relatives or friends, etc.) yield similar results. This discussion of

the population burden of psychopathology is premised on two primary observa-

tions. First, although persons who are more exposed to an event are substantially

more likely to have post-disaster psychopathology, this group is small relative to the

general population. Second, the prevalence of post-traumatic stress symptoms in 

the general population of persons not directly affected by an event is not zero. As the

general population is substantially larger than the group of persons who are directly

affected, there is a substantial contribution from the general population to overall

psychopathology. While the first of these observations is uncontroversial, the second

is quite controversial. The DSM-IV diagnostic definition of PTSD requires that a

person “experienced, witnessed, or was confronted with an event or events that

involved … a threat to the physical integrity of self or others” (Criterion A1) and that

the person have a subjective experience of “fear, helplessness, or horror” (Criterion

A2). (American Psychiatric Association, 1995). On September 11 and during the dif-

ficult days afterwards there were many reasons for residents of the NYC metropoli-

tan area to fear that their personal safety and that of others was under threat, to be

confronted by the attacks, and to experience helplessness or horror, even if they were

not directly affected on the morning of September 11. In the context of the

September 11 attacks, persons who were not directly affected by the attacks may have

been aware of the attacks through media, word-of-mouth, and communication with
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friends or family who were present for the attacks and who subsequently suffered

post-traumatic stress symptoms. Our results argue that these exposures, albeit 

indirect, may have been sufficient for “indirectly affected” residents of the NYC

metropolitan to experience the attacks and to subsequently suffer substantial post-

traumatic psychopathology.

We have previously documented the progression of probable PTSD in the NYC

subsample of this survey. The progression of probable PTSD in the NYC metropol-

itan area reflects that in the larger area, as in the City, a substantial proportion of

symptoms resolve spontaneously in the first 6 months after the event (Galea et al.,

2003). This is consistent with other work. For example, the National Comorbidity

Survey showed a steep decline in PTSD symptoms in the first year after a traumatic

event and remission of approximately two thirds of PTSD cases (Kessler et al.,

1995). Longer-term studies of the longitudinal course of PTSD, particularly among

Vietnam veterans, also suggest that only a third of PTSD cases persist chronically

(Kulka et al., 1990; O’Toole et al., 1996) and prospective studies of patients hospi-

talized due to a traumatic event, female rape victims, and persons who were affected

by motor vehicle accidents have shown that more than half of the cases of PTSD

remit in the first 3–6 months after onset (Shalev et al., 1988; Rothbaum et al., 1992;

Blanchard et al., 1996). However, of particular interest to the public health commu-

nity are the persons who have persistent PTSD in the long-term. Extant research

suggests that a substantial proportion of persons who continue to have PTSD 

6 months after an event will have symptoms in the long term (Kessler et al., 1995).

Further longitudinal work is required to assess this after September 11. It is worth

noting that the overall prevalence of probable PTSD documented here 6 months

after September 11 was 0.9%. Although this prevalence is low, in the general popu-

lation of the NYC metropolitan area this is equivalent to approximately 142,000

persons (and to 92,000 persons in NYC proper), a substantial proportion of whom

may be expected to have long-term symptoms. This further highlights the long-term

ramifications of disasters in densely populated areas.

We have previously commented on the role of specific covariates in relation to

the development of probable PTSD in the aftermath of September 11 in Manhattan

and in NYC (Galea et al., 2002b, c). The observations reported here are largely con-

sistent with those earlier findings and with the current literature. For example, our

observation that marital status and social support were predictors of PTSD onset

after September 11 is consistent with findings from other research (Boscarino, 1995;

Bromet et al., 1998; Brewin et al., 2000) and suggests that in the general population

specific groups may be at particular risk of psychological consequences of disasters

and may warrant more focused screening. Our finding that peri-event emotional

reactions may be an important predictor of PTSD suggests that early interventions

to address these emotional reactions may have the potential to reduce the incidence
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of PTSD after disasters (Resnick et al., 1993). The importance of job loss highlights 

the complex relations between individual experiences (i.e., the job loss itself) and

features of the recovery environment (i.e., the availability of jobs) and suggests that

societal factors may be important determinants of symptom development after a

disaster. The association of post-traumatic stress symptoms, substance use, and tel-

evision viewing in this population are beyond the scope of this report and has been

addressed elsewhere (Ahern et al., 2002; Vlahov et al., 2002; Vlahov et al., in press).

Limitations

There are a number of limitations to this work in general and to this analysis in

particular. Many of these limitations have been discussed in previous publications

by this research team (Galea et al., 2002a, b, c). We discuss briefly here some of the

primary limitations of this work. Given the phone survey methodology and the

lay-administered PTSD ascertainment instrument employed, case ascertainment

and sampling bias are the two primary concerns with this work. With respect to the

former, it is possible that since the NWS PTSD module is linked to event content

only for content-specific symptoms, our probable PTSD prevalence is an overesti-

mate of the true burden of psychopathology. There are two reasons why we think

this is unlikely to be the case: (a) we have reported substantially lower prevalence

of probable PTSD in the general population 1 month after September 11 than did

the only other published representative population sample estimates of PTSD 

in NYC during the same time frame (Galea et al., 2002b; Schlenger et al., 2002);

(b) a comparison between probable PTSD prevalence assessed using the PTSD

Symptom Check List (PCL) and the NWS PTSD module, conducted on a subsam-

ple of 229 participants in survey 2, suggested that the NWS PTSD module provides

a conservative estimate of the prevalence of probable PTSD compared to the PCL

(Galea et al., 2002d, Ruggiero et al., in press). However, case ascertainment remains

the primary limitation of assessments such as ours.

With respect to sampling bias, it is possible that our telephone sampling selectively

sampled persons who were different than the rest of the population. Comparison of

our sample to census demographic and socio-economic characteristics provides

some reassurance in this regard. We note, however, that the response rate obtained in

our study suggest that most people contacted in fact did not agree to participate in

the survey. This is a problem endemic to all telephone surveys, irrespective of inves-

tigators’ careful efforts to maximize response rates. There have been a number of

recent observations that provide reassurance about the extent of sampling bias intro-

duced in telephone surveys. Specifically, the RDD telephone survey method has also

been routinely used to complete the CDC BRFSS which assesses risk behaviors in

adults. A recent analysis of BRFSS data suggests that with changing response rates

over the past 20–30 years have introduced minimal bias in data accuracy (Mariolis,

38 Sandro Galea et al.



2001; Mariolis, 2002). Also, other work has shown that making extraordinary effort

to reduce non-response in telephone efforts can in fact introduce bias in samples

(due to the inclusion of respondents who are different than other non-responders)

and that there are very few significant differences in key covariates over a range of

reasonable response rates (Keeter et al., 2000). In our surveys we were able to repli-

cate our estimates of event exposure prevalence and symptom prevalence in each of

the three surveys suggesting that only systematic sampling bias present in all three

surveys is plausible. However, the potential for sampling bias remains. It is possible

that persons with post-traumatic stress symptoms were less likely to participate in

our surveys; this would suggest that our reported prevalence is an underestimate of

the true burden of psychopathology in the general population. Conversely, if persons

burdened by post-traumatic stress symptoms were more eager to talk on the phone

it is possible that estimates presented here of probable PTSD represent overestimates.

Ultimately, it is worth noting that generalizability is a concern with this work.

Although one of the prime motivations of this work was to provide reliable esti-

mates of the population prevalence of PTSD after a disaster, the September 11 ter-

rorist attacks in many ways were unique. Future terrorist attacks in the US are

unlikely to be as unexpected as were the September 11 attacks. In addition, the

September 11 attacks were accompanied by other ongoing events (e.g., the anthrax

threats) that make the post-September 11 context unique. At best the burden of

psychopathology estimated here can then serve as a guide as to what may be

expected after other disasters in densely populated urban areas.

Directions for future research

This work encourages research in four areas. First, this research has been among the

few to study PTSD in the general population starting immediately after a disaster.

Soon after we published the first assessment of PTSD in the general population after

September 11 (Galea et al., 2002b), other authors (Cohen Silver et al., 2002; Schlenger

et al., 2002) published work premised on similar assumptions to the ones we made and

discuss here (although methods used, particularly by Cohen Silver and colleagues

were substantially different than ours). Results, particularly from Schlenger and 

colleagues’ study (Schlenger et al., 2002) were similar to ours, providing further cre-

dence to some of the issues that we raise here about the implications of our observa-

tions for public health and for our conceptualization of PTSD. Therefore, a primary

area of research that is encouraged by this work is the study of the impact of large-

scale disasters in densely populated urban areas on the general population. As 

discussed above, this has substantial implications for public health practice and for

our understanding of the burden of PTSD in a population. In addition, better under-

standing of the differences in the nature of PTSD between persons who are heavily,

and less heavily affected by a disaster may also shed insight into the biology of PTSD.
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Second, this research points the way to more focused work to explore the longitu-

dinal course of PTSD in the general population after disasters. Although, as discussed

in this chapter, the research implemented through the NYAM studies made use of a

serial cross-sectional design to study the course of PTSD in the general population, a

more explicit exploration of many of the observations that are emerging from this

work (Galea et al. 2003b) is only possible through longitudinal studies. In addition,

longitudinal studies can assess the course of PTSD in the general population in the

longer term, and whether the currently accepted dogma that most cases of PTSD after

disaster arise in the immediate short term is valid in a study of the general population.

Third, this work points to the need for further research about peri-event emo-

tional reactions, and the extent to which interventions that target these emotional

reactions (particularly among different racial/ethnic groups) may be effective in

reducing incident PTSD. We showed in this chapter and in other work (Galea et al.,

2002b, c) that peri-event panic attacks were among the most important predictors of

probable PTSD onset and that these emotional reactions may be differently impor-

tant for persons of different ethnicities (Galea et al., unpublished data). These 

observation point to the importance of a better understanding of the determinants of

PTSD and highlights our current paucity of understanding of PTSD cross-culturally

and cross-nationally. Future research on PTSD must include cross-national and

cross-cultural comparisons that have the potential both to illuminate the true global

burden of PTSD and also to suggest differences in pathophysiology that can lead to

greater biological understanding and the potential for preventive interventions.

Fourth, our work suggests the need for further research that considers the impli-

cations of the range of possible exposures to disaster both for the diagnosis of

PTSD and for public mental health interventions in the general population. With

respect to the diagnosis of PTSD, further work is needed to understand the range

of exposures in the general population of densely populated urban areas after dis-

asters, and to corroborate our observations about the importance of PTSD in the

general population in the aftermath of disasters. Future studies need to consider

the range of services that are needed in the general population after a disaster,

especially among specific subgroups (e.g., Hispanics) within the general popula-

tion that may be particularly vulnerable to the development of PTSD.

Implications for mental health intervention in the post-disaster setting

In the aftermath of disasters limited resources for research and care have resulted in

a focus on persons who are at highest risk of developing psychopathology. This

study, like others before it, identified persons who were directly affected by the event

as being at greater individual risk of PTSD. Here, we also confirm our earlier reports

that Hispanicity and the presence of a peri-event emotional response are important

determinants of PTSD that must be considered in conjunction with other, better
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established risk factors such as prior life stressors. However, studying the general

population of the NYC metropolitan area shows the complex relation between indi-

vidual risks and the ultimate population burden of psychopathology post-disaster.

Clearly, public health practice must concern itself not only with persons who are

high risk, but also with the larger population of persons who may be at low risk but

may still develop post-traumatic symptoms. In the aftermath of a major disaster in a

densely populated urban area it is possible that there may be more persons in the

low-risk group who require attention than there are in the high-risk group.

Unfortunately, this does not make public health intervention in the aftermath of a

disaster easier. In many ways, it is easier to target persons who are directly affected for

intervention (e.g., relatives of family members who die in a disaster are likely to be

involved in support groups) than persons in the general population who otherwise

share few risk factors. This highlights the importance of extensive general population

outreach to people not otherwise connected to the post-disaster infrastructure.

Recent work showing the difficulty in reaching persons through public health

announcements (Rudenstine et al., 2003) and the scope of unmet mental health need

(Kessler et al., 2001) suggests that this is not easily done. In that light, innovative early

post-disaster interventions that may be easily accessed by the general population

may be particularly important after future disasters.
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The terrorist attacks of September 11, 2001, exposed every person in the USA to an

experience that, in recent decades, was unprecedented in its scope and traumatic

impact. Perhaps over 100,000 individuals directly witnessed these events, and

many others viewed the attacks and their aftermath via the media (Yehuda, 2002).

It has been argued that this national trauma “influenced and will continue to influ-

ence the clinical presentation of patients seeking health care services” in the USA

(Yehuda, 2002, p. 108).

A wide range of responses can be expected following traumatic life events.

Research conducted after the Oklahoma City, OK, bombing indicates that responses

to a terrorist attack are likely to be highly variable (North et al., 1999). Research in

the broader field of stress and coping has also demonstrated considerable variabil-

ity in emotional and cognitive responses to stressful experiences (Silver &

Wortman, 1980; Wortman & Silver, 1989, 2001). Despite advances in understanding

reactions to traumatic events, our understanding of responses to community-level

events in general, and terror attacks in particular, is limited. Progress in under-

standing the social and psychological process following such occurrences requires

examination of how responses to a variety of stressful events are similar and differ-

ent at both the group and individual level. Research has matured to the point that

large-scale, prospective, longitudinal studies with the scope to examine mediators

and moderators of adjustment processes are not only possible, but also necessary

(North & Pfefferbaum, 2002). Moreover, the threat of future terrorist attacks

demands that a higher level of urgency and research sophistication be directed not

only at understanding the effects of such attacks, but also at the individual and

social variables that predict psychological outcomes to such events over time.

The purpose of our research has been to document the variability in acute and

ongoing responses to the largest community-based trauma in recent US history

across a nationally representative sample of individuals. Specifically, we have sought
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to understand psychological responses to the September 11th attacks and their

aftermath across the USA, and identify specific personal, social, and psychological

factors that predict differences in outcomes over time. Our work is informed by

decades of research on stress and coping that suggests a dynamic process in which

responses to events are influenced by both individual and social variables (McCann &

Pearlman, 1990; Kaniasty & Norris, 1995; Lepore et al., 1996; McFarlane & Yehuda,

1996; van der Kolk, 1996; King et al., 1999). The accumulated data in the stress and

coping field present a wide variety of relations among psychological responses and

psychiatric symptoms (e.g., distress, positive affect, depression, posttraumatic stress

disorder (PTSD)), social and psychological variables (e.g., social support, world

views), and behaviors (e.g., coping strategies) (Janoff-Bulman, 1992; Norris &

Kaniasty, 1996; Taylor et al., 2000; North et al., 2001). However, integrating these

findings has been hindered by the lack of methodological consistency across studies

that examine adjustment to different events, using different measures, and sampling

different populations. This prior work has nonetheless provided empirical and the-

oretical foundations for a comprehensive and rigorous examination of adjustment

processes in a social context.

Since September 2001, we have conducted a longitudinal panel study of responses

to the terrorist attacks of September 11 in a national probability sample of Americans.

The national scale of the terrorist attacks allowed us to examine the emotional, cogni-

tive, and social impact of a single event within a representative sample of individuals.

Early results indicated substantial variability in response (Silver et al., 2002). One goal

of our ongoing research is to examine factors that may account for this variability, and

to identify early predictors of long-term adjustment to this traumatic event. Tracking

the interplay of social and psychological factors in responses to the terrorist attacks

over time will provide baseline data for understanding reactions to other community

disasters.

As noted by others (North et al., 2001; Norris et al., 2002a), empirical evidence

concerning the adjustment process can aid clinicians by identifying potential risks,

and may facilitate the design of interventions for individuals coping with stressful

life events (e.g., Chemtob et al., 1997). As potentially harmful myths of coping

remain prevalent in both lay and professional communities (Wortman & Silver,

2001), rigorous examination of various paths for adjustment among a representa-

tive sample of individuals allows us to address and challenge these myths directly.

Overcoming limitations in the study of adjustment to stressful events

As research on adjustment to stressful events has evolved, increasingly sophisti-

cated methods have become necessary to advance our understanding of the coping

process. Adjustment is likely to be influenced by interactions among intrapersonal



and interpersonal factors (Pritchard & McIntosh, 2003; Holman & Zimbardo,

submitted). As yet, little is known about the development of, and interactions

between, cognitive, social, and emotional responses to trauma. Most traumatic events

(both natural and human-made) occur locally, and most studies use samples too

small to examine these interactions thoroughly. The field has reached the point at

which a major effort is needed to explicate the adjustment process in its complexity.

Our project has sought not only to document variability in responses to a commu-

nity trauma, but also to address several important questions derived from the research

literature. The nationwide impact of the attacks has offered us the opportunity to

examine adjustment processes unhindered by a number of methodological limita-

tions typical to this research area. Our study also addresses several weaknesses noted in

recent reviews of coping research (Compas et al., 2001; Norris et al., 2002b). First,

with few exceptions (Shalev et al., 1996; Koopman et al., 1997; North et al., 1997;

Holman & Silver, 1998), researchers have yet to study the long-term progression of

cognitive, social, and emotional responses to trauma starting with early baseline

responses. Only longitudinal research allows identification of plausible causal path-

ways and detection of patterns over time. As levels of distress do not change linearly

over time (Wortman & Silver, 1989; Norris et al., 2002b), their association with coping

responses may vary with time since the event.Among survivors of a mass murder inci-

dent, for example, active outreach coping was negatively associated with disorders at

3–4 months and 3 years, but not 1-year post-event; acceptance/reconciliation was neg-

atively associated with outcomes at 3-years post-event, but not at 3–4 months or 1-year

post-event (North et al., 2001). Thus, longitudinal studies with low attrition rates are

required to document possible patterns of adjustment and identify the paths through

which traumatic events impact individuals and the processes by which they adjust.

Second, data collection rarely begins early enough. Due to the difficulties inher-

ent in identifying “at-risk” populations, few studies have been able to collect pre-

trauma information, or to use data collected before a stressful event occurs (for

exceptions, see Harlow et al., 1991; Mendes de Leon et al., 1994; Carnelley et al.,

1999; Reifman et al., 2000). Without information on pre-event functioning, it is

very difficult to disambiguate the effects of the trauma on later outcomes. It is per-

haps even more difficult to collect data in the immediate aftermath of a traumatic

event, and few studies provide clear data on acute responses to such experiences

(Shalev et al., 1996; Holman & Silver, 1998). Because some disaster survivors later

report having never had symptoms that they reported closer to the time of the

event (North et al., 1997), only data collected shortly after a trauma allow for com-

parisons of adjustment over time. As noted by North and Pfefferbaum, “Delay in

initiating data collection limits opportunities to obtain early information needed

to understand mental health effects of disasters. If researchers cannot act quickly,

important data may be lost forever” (North & Pfefferbaum, 2002, p. 634).
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Third, although most longitudinal studies complete data collection within 12

months of the event (Norris et al., 2002b), longer follow-ups are necessary to assess

long-term consequences of traumatic experiences (Tait & Silver, 1989; Wortman &

Silver, 2001). For example, Murphy found disaster victims showed higher symptom

levels than controls, even 3-years post-event (Murphy, 1984, 1985; see also Lehman

et al., 1987, for a similar result 4–6 years after loss of a spouse or child in a motor

vehicle accident). Because many studies fail to follow individuals for several years

after a stressful event, limited information is available about the long-term effects

of responses seen in the trauma’s immediate aftermath. In fact, although several

studies have provided snapshots of early reactions to the September 11th attacks

(Schuster et al., 2001; Galea et al., 2002; Schlenger et al., 2002), the long-term impli-

cations of these early distress responses and psychiatric symptoms are unknown

(North & Pfefferbaum, 2002).

Fourth, too few studies include assessments of the ongoing occurrence of stressful

events. Recent research demonstrates that negative events and other stressors that

occur post-disaster are strong predictors of mental health outcomes, including PTSD

(Norris et al., 1999; Maes et al., 2001). Thus, information on ongoing events is criti-

cal in tracking patterns and processes of adjustment. Without information on the

occurrence of stressful events following an initial trauma, it is impossible to know

whether specific factors such as low SES are tied to long-term negative adjustment

because they are related to higher initial impact, to fewer resources, or to greater 

frequency of negative events over time.

Fifth, the sample size and composition of most studies precludes comparisons of

responses across demographic groups (e.g., SES, geographic region, ethnicity),

as well as across groups of individuals with certain psychosocial characteristics (e.g.,

substance use to cope). The median sample size for studies of adjustment following

disaster is 149 (Norris et al., 2002b). Given that the vast majority of current research

is conducted on non-minority, middle-class respondents (Compas et al., 2001;

Norris et al., 2002b), little is known about how demographic groups may differ in

processes associated with adjustment. Studies that include minority participants

tend to find that the impact of events differs across ethnic groups (Norris et al.,

2002b) and may depend, in part, on prior lifetime exposure to trauma (Holman 

et al., 2000). However, studies typically do not have enough respondents to allow

analysis of low-frequency groups (based on demographic or other individual dif-

ference variables), events (e.g., traumatic events that occur between waves of data

collection), or behaviors (e.g., atypical coping strategies), or to examine their inter-

active effects with emotional, cognitive, or social responses.

Sixth, far too few methodologically rigorous studies conducted in the aftermath

of a traumatic event pay adequate attention to mechanisms underlying the variabil-

ity that has been identified in response to trauma (Wortman & Silver, 1989, 2001).
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In fact, it is critical to identify important intervening variables that may mediate the

relations between trauma and mental and physical health outcomes. For example,

work by members of our research team has highlighted the importance of several

cognitive processes in adaptation to traumatic experiences. We have found that the

extent to which individuals continue to focus attention on their past experiences, in

part by engaging in attributional searches (Downey et al., 1990), counterfactual

thinking (Davis et al., 1996), or the search for meaning (Silver et al., 1983; McIntosh

et al., 1993), appears to be associated with long-term psychosocial difficulties. In

fact, global ratings of the extent to which individuals remain focused on their past

have been associated with both negative mental health outcomes and higher rates of

social conflict 2 years after the event in our prior studies on coping with trauma

(Holman & Silver, 1998; Holman & Zimbardo, submitted).

Finally, the impact of the social environment on coping with traumatic events

remains poorly understood. We know that social network responses to an individual’s

attempts to come to terms with a traumatic event are likely to have a direct impact on

long-term psychosocial adjustment (Silver & Wortman, 1980; Tait & Silver, 1989;

Holman & Silver, 1996). In fact, research has demonstrated that having the oppor-

tunity to discuss one’s traumatic life experiences with a supportive audience can 

facilitate long-term adjustment (Pennebaker, 1989; Lepore et al., 1996), whereas an

unsupportive environment may exacerbate the maladaptive tendency to focus one’s

attention on the past (cf. Tait & Silver, 1989; Holman & Silver, 1996; Lepore et al., 1996;

Holman & Zimbardo, submitted). But substantially less attention has been given to

the broader social context of coping beyond global indicators such as “social support”

(cf. Silver et al., submitted). Very little is known, for example, about the impact of

responses from specific relationships (e.g., spouse, friend, sibling) on an individual’s

ability to adjust to traumatic events (see Brock et al., 1996; Sarason et al., 1997), and

limited consideration has been given to dynamic interpersonal systems, such as the

family (Norris et al., 2002a, b).

When compared to other age groups, school-aged youth report the highest level

of psychological impairment following trauma (Norris et al., 2002b), and a grow-

ing body of literature explores coping with stressful life events among children and

adolescents (e.g., see Garbarino et al., 1991; Weisenberg et al., 1993; Yule et al.,

2000). Yet despite this interest, few published studies have contrasted the adjust-

ment processes of youth and their parents to the same trauma, and have examined

how their responses mutually influence each other. As parental adjustment pre-

dicts children’s adjustment beyond the effects of levels of exposure (Gleser et al.,

1981; McFarlane, 1987), and higher levels of parental support and warmth are

associated with children’s adjustment following exposure to violence (Gorman-

Smith & Tolan, 1998; Kliewer et al., 1998; Kliewer et al., 2001), it is important to

understand how dynamic family processes shape each family member’s response.
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Community traumas affect not only parents and adolescents individually, but also

their relationships, which complicates the provision of support (Hawkins et al.,

2005). We expect long-term negative consequences of the traumatic experience to

be exacerbated when parental distress is high and open discussion of the trauma is

constrained (Kliewer et al., 1998; Silver et al., submitted).

After their exhaustive review of research on coping with disasters, Norris et al.

(2002a, p. 249) concluded: “We need carefully conceived and theory-driven studies

of basic process that are longitudinal in design.… We need more research that

addresses the needs of diverse populations. We need more complex studies of family

systems and community-level processes.”

Our prospective longitudinal study is one of the first attempts to recruit and sys-

tematically follow a national sample of individuals shortly after a major traumatic

event, and the only one to continue to do so for several years after September 11th. We

address many of the aforementioned methodological limitations of prior research

(see Norris et al., 2002a, b). First, we have obtained access to data on physical and

mental health collected before the terrorist attacks. Second, we collected data on stress

and coping responses shortly after them (e.g., 9–14 days post-attacks). Third, our

study is longitudinal (follow-up data have been collected at multiple intervals over

several years post-attacks). Fourth, as our study is designed to track the influence of

prior life events on adjustment to the attacks, we have assessed the pre-September

11th occurrence of a variety of personally experienced stressful life events during

childhood and/or adulthood (e.g., witnessing someone being injured or killed, sex-

ual assault). Because we anticipate that the prior experience of community trauma 

may also influence response to the events of September 11th (see Turner & Lloyd,

1995), we over-sampled from three US communities that previously experienced 

trauma, including large-scale interpersonal violence (i.e., the Columbine High School

Shooting in Littleton, CO), terrorism (i.e., the bombing of the Murrah Federal

Building in Oklahoma City, OK), and a natural disaster (i.e., Hurricane Andrew in

Miami, FL). As immediate exposure to the events of September 11th may exacerbate

responses to this atrocity (Yehuda, 2002), we over-sampled from New York City

(NYC). Thus, we can compare responses to the terrorist attacks among three groups

(NYC, previously traumatized communities, and the rest of the country), and can

compare responses to subsequent traumas and highly stressful life events more gener-

ally between individuals and communities (e.g., NYC, Miami, Littleton/Denver,

Oklahoma City) that have or have not had previous trauma. Through repeated assess-

ments of stressful events that occur both individually and at a community level over

the course of our study, comparisons of response before and after a variety of life

events are possible. Fifth, our sample size provides us with sufficient power to exam-

ine processes within and across low-frequency groups and variables, and our study

will broaden significantly the participation of underrepresented groups. Sixth, by
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studying a representative sample of Americans, we will also be able to examine how

the traumatic event interacts with an individual’s cognitive and social resources to

predict long-term adjustment. Finally, because we have included a longitudinal sub-

study of adolescents and their parents, we can explore the adjustment process within

families over time.

Overview of methods

In collaboration with Knowledge Networks, Inc. (KN), a survey research organization

that maintains a nationally representative web-enabled research panel of potential

respondents, we have administered a web-based survey at several points in time since

September 11th to a national sample of US residents. Respondents have completed

several items exploring their specific 9/11-related experiences, including the severity of

their exposure to and loss from the attacks, the hours per day they watched TV cover-

age of the attacks and their aftermath, and other behavioral responses surrounding the

events of September 11th (e.g., volunteer efforts, church attendance). We have also

examined the role of prior exposure to traumatic events, and the role of psychological

and social processes that may affect psychological outcomes after the September 11th

attacks. Specifically, participants have completed a trauma history questionnaire,

measures of cognitive response following the attacks (e.g., searching for meaning, tem-

poral disintegration, counterfactual thinking), emotional response (e.g., frequency

and intensity of positive and negative emotions), and overall functioning (e.g., social,

work-related limitations). To understand the role of social relationships in response to

the attacks, the quality of social relationships available in the aftermath of this

trauma have also been assessed (e.g., interpersonal conflict, support, and frequency

of ventilation with several different social contacts). Prior research documents the

importance of these variables in studies on coping with highly stressful or traumatic

experiences (see Silver & Wortman, 1980; Terr, 1983; Steinglass et al., 1988; Baum,

1990; McCann & Pearlman, 1990; Herman, 1992; McIntosh et al., 1993; van der Kolk,

1996; Holman & Silver, 1998). Consistent with recent work on coping with trauma,

we have also included an assessment of core beliefs about self, others, and the world

using the World Assumptions Scale (Janoff-Bulman, 1989). In addition, a pre-9/11

mental and physical health history had been assessed on our sample via a survey

completed by most KN Panel Members prior to the attacks (between September 2000

and September 2001). Respondents reported whether they had ever suffered from an

anxiety disorder (obsessive compulsive disorder, generalized anxiety disorder) or

depression, and whether they received such a diagnosis from a medical doctor.

Respondents also indicated whether a medical doctor had ever diagnosed them

with any disorders from a list of 28 physical ailments (e.g., asthma, diabetes, hyper-

tension) (see Silver et al., 2002).
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Since September 11, our study has examined the impact of the attacks on indi-

viduals’ current psychological and emotional state, life satisfaction, world views,

and perceptions of future risk. Below, we briefly discuss the levels and types 

of reactions to the attacks over time, and note how several selected individual 

(e.g., prior life stress) and social variables (e.g., adolescent social interactions with

parent) are linked to various outcomes.

Data collection following 9/11/2001

KN administered an initial survey between September 20 and October 4, 2001, to

identify early coping strategies employed and acute stress symptoms experienced by

a national probability sample of individuals in the immediate aftermath of the events

of September 11th. The survey consisted of the brief COPE (Carver, 1997), a meas-

ure of coping strategies, and a modified version of the Stanford Acute Stress Reaction

Questionnaire (SASRQ; Cardena et al., 2000), a measure used to assess acute stress

disorder (ASD). In total, a sample of 3134 KN Panel Members completed the initial

survey, including 2729 adults (78% participation rate) and 405 adolescents between

ages 13 and 17 (41% participation rate; see Table 4.1 for a full summary of N’s and

participation rates). Over 75% of respondents completed this survey within the first

few days (9–14 days post-attacks); the remainder completed it the following week.

KN also administered a web-based self-administered survey designed by our

research team between November 10 and December 3, 2001 (Wave 2). Budgetary con-

straints and lack of full panel availability precluded a follow-up of all Wave 1 partici-

pants. The sampling strategy employed in Wave 2 included a randomly drawn sample

of KN adult panelists (ages 18 and over) who completed the Wave 1 measures, and a

random sample of KN adult panelists drawn from each of four targeted communities:

Littleton, CO and the surrounding Denver metropolitan community; Miami, FL;

Table 4.1. N’s and per-wave completion rates for each wave of data collection

W1 W2 W3 W4 W5 W6 W7 

September November March September March September September

2001 2001 2002 2002 2003 2003 2004

N % N % N % N % N % N % N %

National sample 2729 78 933 87 846 91 2033 75 1666 78 1571 74 1950 79

Previously 449 78 355 87 333 76

traumatized 

communities

Adolescents 405 41 110 65 146 76

Parents 151 86 166 86
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Oklahoma City, OK; and New York, NY. The Wave 2 sample included 1382 adults

(overall participation rate was 84%). Individuals who did not respond to the survey

were not significantly different from respondents in terms of income, education, gen-

der, marital status, or ethnicity. Non-respondents were, however, significantly younger

(M � 40 years) than respondents (M � 48 years; t (1371) � �8.33; p � 0.001). The

survey assessed posttraumatic stress symptoms with the IES-R (Weiss & Marmar,

1997), global distress with the Hopkins Symptom Checklist (Derogatis et al., 1974),

life satisfaction with the Satisfaction with Life Scale (Diener et al., 1985), and positive

affect (Diener et al., 1995) (see Table 4.2 for a general timetable of assessments).

Table 4.3 (modified from Silver et al., 2002) presents the demographic breakdown of

participants from Waves 1 and 2 – both weighted and unweighted – and provides a

comparison with September 2001 Current Population Survey (CPS) benchmarks

from the US Census Bureau (2001).

A follow-up survey (Wave 3) was conducted between March 16, 2002 and April 11,

2002, using measures similar to Wave 2 (e.g., the BSI-18; Derogatis, 2001). All adult

panelists who completed Waves 1 and 2, and who remained part of the KN sample 

Table 4.2. Timetable of assessed variable categories for each wave of data collection

Pre- W1 W2 W3 W4 W5 W6 W7 

9/11/2001 September November March September March September September 

2001 2001 2002 2002 2003 2003 2004

Physical health X X X X X X

(disorders,

ailments,

utilization)

Mental health X X X X X X X X

(e.g., depression,

PTS symptoms,

distress, positive

affect, life 

satisfaction)

Coping strategies X

9/11 Exposure/loss X X

Stressful life events X X X X X X

(age, duration,

type)

Social support/ X X X X X X

conflict

Anniversary X X X

exposure/response
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Table 4.3. Demographic composition of the initial sample and comparisons with 2001 US Census 

Data (CPS, US Bureau of the Census, September 2001)

Wave 1: 9–14 days Wave 2: 2 months US Census

N Unweighted % Weighted % N Unweighted % Weighted % Weighted %

Gender

Male 1322 48.4 47.8 676 48.8 48.2 48.0

Female 1407 51.6 52.2 706 51.2 51.8 52.0

Total 2729 100.0 100.0 1382 100.0 100.0 100.0

Age

18–24 223 8.2 10.9 98 7.1 9.8 13.3

25–34 474 17.4 20.6 222 16.1 21.1 18.1

35–44 577 21.1 21.9 293 21.1 21.7 21.7

45–54 567 20.8 17.9 307 22.1 19.4 18.9

55–64 416 15.2 13.3 211 15.4 13.0 11.9

65� 472 17.3 15.3 251 18.2 15.0 16.1

Total 2729 100.0 99.9 1382 100.0 100.0 100.0

Race

White 2138 83.2 80.0 1068 82.7 80.4 83.2

Black/African 265 10.3 12.3 127 9.8 12.5 11.9

American

American Indian 38 1.5 1.7 32 2.5 2.4 0.9

Asian/Pacific 42 1.6 1.9 23 1.8 1.6 4.0

Islander

Other 88 3.4 4.1 41 3.2 3.1 N/A

Total 2571 100.0 100.0 1291 100.0 100.0 100.0

Hispanic ethnicity

Non-hispanic 2379 91.8 89.3 1200 89.4 86.6 89.2

Hispanic 213 8.2 10.6 142 10.6 13.4 10.8

Total 2592 100.0 99.9 1342 100.0 100.0 100.0

Education

Less than HS 247 9.1 15.7 109 8.0 16.0 15.8

HS Diploma or 952 35.2 32.8 418 30.7 31.7 33.0

equivalent

Some college 685 25.3 24.0 368 27.0 23.5 19.3

Associate Degree 119 4.4 3.5 72 5.3 4.3 7.8

Bachelor’s Degree 703 26.0 24.0 395 29.1 24.5 24.1

or beyond

Total 2706 100.0 100.0 1362 100.0 100.0 100.0
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6 months after the attacks (N � 1323) were included in this data collection. Ninety

percent of those fielded the survey completed it. Individuals who did not respond to

the Wave 3 survey were not different from respondents in terms of gender, income,

education, marital status, or ethnicity. Non-respondents to the Wave 3 survey were,

however, significantly younger (M � 45 years) than respondents (M � 49 years;

t (930) � 2.33; p � 0.05).

The Wave 1 sample also included 405 adolescents: 201 (49.6%) males and 204

(50.4%) females, ranging in age from 13 to 17 (M � 15.35 years). Seven months after

the attacks (4/2/02–4/30/02), a sub-sample of these adolescents also participated in a

parent–adolescent dyad study of coping within families. The Wave 3 adolescent 

sample included 54 (49%) males and 56 (51%) females ranging in age from 14 to 

Table 4.3. (Continued)

Wave 1: 9–14 days Wave 2: 2 months US Census

N Unweighted % Weighted % N Unweighted % Weighted % Weighted %

Marital status

Married 1691 62.9 61.3 772 57.5 57.6 57.1

Single 520 19.4 21.9 269 20.0 22.1 24.1

Separated, 476 17.7 16.8 302 22.5 20.3 18.8

divorced,

widowed

Total 2687 100.0 100.0 1343 100.0 100.0 100.0

Household income

Under $10,000 133 4.9 5.6 73 5.4 6.5 7.4

$10,000 to 448 16.4 19.2 232 17.1 19.6 18.4

$24,999

$25,000 to 1052 38.6 39.6 509 37.5 38.7 28.5

$49,999

$50,000 to 612 22.5 20.8 308 22.6 21.0 20.0

$74,999

$75,000 or more 480 17.6 14.8 237 17.4 14.2 25.7

Total 2725 100.0 100.0 1359 100.0 100.0 100.0

Region

Northeast 558 20.4 19.7 285 20.6 19.4 19.1

Midwest 566 20.7 21.5 185 13.3 22.0 22.9

South 1016 37.2 36.4 593 43.0 36.1 35.6

West 589 21.6 22.4 319 23.1 22.5 22.4

Total 2729 100.0 100.0 1382 100.0 100.0 100.0



18 (M � 15.89). The adolescents who completed the survey did not differ signifi-

cantly from non-participants in terms of gender, age, ethnicity, early coping strategies

employed, or Wave 1 trauma symptoms. A randomly selected parent/guardian living

in the same household with the adolescent was also recruited at the same time to com-

plete a companion survey. Half the parents/guardians were male, and they ranged in

age from 21 to 93 (M � 44.56 years). Twenty-two percent were college graduates,

39.5% had attended college, 32% had a high school diploma, and 6.5% had not com-

pleted high school. Household income ranged from less than $5,000 per year to over

$125,000 per year with a median of $40,000–49,999. There were 104 matched dyads

in which an adolescent and a parent/guardian from the same household participated.

The Wave 4 1-year anniversary data collection was fielded between September 20

and October 24, 2002. All Waves 1 and 2 adults (N � 3170) were eligible for this data

collection. Although 17.5% (N � 555) of these individuals had left the KN panel by

September 2002, we re-approached them for this follow-up data collection effort.

These withdrawn panelists were given the opportunity to complete our survey

online (via a password protected link) or via a paper and pencil version of our Wave

4 questionnaire. Over 32% of the withdrawn KN panelists were retrieved for this

data collection (45% of whom completed the survey online). Overall, 75% of all eli-

gible adults completed the 1-year anniversary data collection (N � 2366), which

included measures similar to those included in earlier surveys. In addition, the PTSD

Checklist (PCL; Weathers et al., 1993) was used to assess posttraumatic stress symp-

toms 1 year after the attacks. Table 4.4 presents the demographic breakdown of the

Wave 4 participants – both weighted and unweighted – and provides a comparison

with 2002 Census data. At the 1-year anniversary data collection, we continued to

maintain a sample that was nationally representative of the adult US population.

Another data collection took place 18-month post-attacks (Wave 5) that included

similar measures to those in prior waves and was fielded between March 13 and April

9, 2003. All withdrawn and active panel members from Wave 4 (N � 2138) who had

completed the Wave 1 survey and all NYC residents were eligible for this survey, and

78% (N � 1666) participated. This number included 55% of the withdrawn 

panelists (42% of whom completed the survey online). In response to the initiation of

US hostilities against Iraq, an additional survey was fielded from March 27 (1 week

after the first major US attacks) to April 6, 2003. Because the purpose of this data 

collection was to obtain rapid-response data on a timely national event, only active

KN panelists were asked to complete this supplemental survey. It was fielded to 1801

panelists and 75% (N � 1349) participated. The war survey was shorter than the

September 11th-related surveys, included a question to assess general war-related

distress (“How distressed do you feel about the ongoing war in Iraq?” 1 � “Not at

all”; 5 � “Extremely”), the SASRQ (Cardena et al., 2000) for war-related acute stress

symptoms, and a measure assessing the frequency with which respondents had seen

16 specific images of the war through their exposure to the media.
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Table 4.4. Demographic composition of the 1-year sample and comparisons with 2002 US Census Data

Wave 4 (12 months) US Censusa

N Unweighted % Weighted %b Weighted %b

Gender

Male 993 48.8 48.2 48.0

Female 1040 51.2 51.8 52.0

Age

18–24 96 4.7 9.0 13.3

25–34 274 13.5 21.9 17.8

35–44 414 20.4 21.2 21.1

45–54 452 22.2 18.3 19.0

55–64 359 17.7 13.5 12.7

65� 438 21.5 16.2 16.1

Marital status

Married 1313 64.6 63.7 57.2

Single 315 15.5 19.5 24.1

Separated, divorced, widowed 405 19.9 16.8 18.7

Race

White 1705 84.3 81.8 82.9

Black/African American 185 9.2 11.3 12.0

American Indian 43 2.1 2.6 1.0

Asian/Pacific Islander 48 2.4 2.0 4.1

Other 41 2.0 2.3 N/A

Hispanic ethnicity

Non-hispanic 1867 92.0 89.9 88.9

Hispanic 162 8.0 10.1 11.1

Education

Less than HS 175 8.6 13.6 15.9

HS Diploma or equivalent 679 33.4 35.9 32.3

Some college 661 32.5 27.2 27.5

Bachelor’s Degree or beyond 518 25.5 23.3 24.3

Household income

Under $10,000 126 6.2 8.3 7.4

$10,000 to $24,999 351 17.3 19.5 18.4

$25,000 to $49,999 723 35.6 36.2 28.5

$50,000 to $74,999 441 21.7 20.2 20.0

$75,000 or more 392 19.3 15.8 25.7

Region

Northeast 427 21.0 19.4 18.9

Midwest 410 20.2 25.5 22.8

South 769 37.8 34.1 35.7

West 427 21.0 21.0 22.6

aData source: CPS, US Bureau of the Census, December 2002.
bWeights adjust estimates for sampling design and post-stratification to Census characteristics. Some of the

variables have missing data and the numbers do not add up to the total.



Finally, data collection efforts were also completed approximately 2 years (Wave 6)

and 3 years (Wave 7) post-September 11th. We successfully maintained a substantial

portion of the eligible adult sample at each wave (74% participation rate at Wave 6

and 79% participation rate at Wave 7).

Overview of analytic strategy

The following statistical analyses were conducted with STATA version 7.0, a pro-

gram designed to handle weighted analyses of complex longitudinal survey data

and provide the necessary adjustments of standard errors for these analyses. Data

were weighted to adjust for differences in the probabilities of selection and non-

response both within and between households. In addition, the post-stratification

weights are calculated by deriving weighted sample distributions along various

combinations of age, gender, race/ethnicity, region, metropolitan status, and educa-

tion. Similar distributions are calculated using the most recent US Census Bureau’s

CPS data and the KN panel data. Cell-by-cell adjustments over the various univari-

ate and bivariate distributions are calculated to make the weighted sample cells

match those of the US Census and the KN panel. This process is repeated iteratively

until there is convergence between the weighted sample and benchmark distribu-

tions from the 2001 CPS and the US Census Bureau.

Weighted rates of acute stress symptoms were examined using SASRQ symptom

reports. Using the Diagnostic and Statistical Manual of Mental Disorders, Fourth

Edition (DSM-IV) criteria B, C, D, and E for ASD (i.e., three or more dissociative

symptoms, one or more re-experiencing/intrusive symptom, one or more avoid-

ance symptom, and one or more arousal/anxiety symptom) (American Psychiatric

Association, 1994), individuals who met these cut-offs were classified as having

“high” levels of acute stress symptoms. Because we did not assess all DSM-IV criteria

(e.g., feelings of fear, horror or helplessness; duration of symptoms), respondents were

not assumed to have ASD. After Wave 1, a dichotomous index of high vs. low post-

traumatic stress symptoms was calculated from the measure of posttraumatic

stress symptomatology employed at the particular wave (the IES-R or PCL).

Symptoms were considered positive if respondents reported having been at least

“moderately” distressed by them in the prior week (2 on a 0–4-point scale)

(Mollica et al., 2001). Rates of high levels of posttraumatic symptoms were deter-

mined using DSM-IV criteria B, C, and D for PTSD: one or more re-experiencing

symptom, three or more avoidance symptoms, and two or more arousal symptoms

(American Psychiatric Association, 1994). Because we did not assess all DSM-IV

criteria (e.g., degree of functional impairment, duration of symptoms), and

because most respondents did not meet the basic requirement for direct exposure,

they were not assumed to have PTSD.
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Analyses were designed to address (1) levels of acute or posttraumatic stress symp-

toms and distress over the years following the attacks, and (2) how pre-September

11th physical and mental health status, lifetime and recent stressors, and September

11th-related experiences were associated with patterns of posttraumatic stress symp-

toms and psychological distress over the 18 months following the attacks. Generalized

estimating equation (GEE) population-averaged models were used to identify predic-

tors of (a) posttraumatic stress and (b) global distress symptoms over the 18 months

following the attacks. Two time-varying, longitudinal outcome variables were created

for these analyses using the standardized, continuous mean scores for posttraumatic

stress and global distress, both measured at four time points (2, 6, 12, and 18 months

post-9/11/2001). The time-varying posttraumatic stress symptom score was used as

the outcome in the first set of analyses, and then was employed as a time-varying

covariate in the analyses of global distress. This approach allowed us to examine pre-

dictors of global distress scores independent of the predictor-posttraumatic stress

symptom relationship. In each analysis, significant predictors from five groups of vari-

ables (demographics, pre-9/11 health, lifetime and recent exposure to stressful events,

9/11-related exposure and loss, 9/11-related acute stress symptoms) were tested for

inclusion in the final models. Non-significant variables (p � 0.05) were removed from

final analyses to provide the most parsimonious model. All analyses were weighted

and estimated adjusting for time. Tables present standardized Betas as the relative

effect size for each variable. When appropriate, missing values were imputed within

waves using the EM method to maintain the size and integrity of the sample (Little &

Rubin, 1987). KN used the mean income score for each respondent’s census block to

impute missing cases for income.

Immediate response data

At Wave 1, respondents reported using several different strategies to cope with the

attacks. The three most commonly reported were acceptance (M � 3.31, SD � 0.72),

self-distraction (M � 2.80, SD � 0.86), and religion (M � 2.60, SD � 1.11). High 

levels of acute stress symptoms were present in 11.7% (N � 368) of the Wave 1

sample (Silver et al., 2002).

Presence of posttraumatic stress symptoms

High levels of posttraumatic stress symptoms were reported by 17.0% of the Wave

2 respondents, by 5.8% of the Wave 3 respondents, by 5.2% of the Wave 4 respon-

dents, by 3.3% of the Wave 5 respondents, by 4.4% of the Wave 6 respondents,

and by 4.5% of the Wave 7 respondents. Additionally, at the 1-year anniversary of

the September 11th attacks, 43.2% of respondents reported that the anniversary 
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reactivated feelings that they experienced immediately post-September 11th at

least “somewhat.”

Predictors of posttraumatic stress symptoms

Table 4.5 presents results from the analysis of posttraumatic stress symptoms. The

findings suggest that several variables were important in explaining the presence of

these symptoms over time. After adjusting for the strong relationship between acute

stress symptoms and posttraumatic stress symptoms, individuals reporting direct

exposure to the attacks reported higher levels of posttraumatic stress symptomatol-

ogy over the 18 months after the attacks. Pre-9/11 mental health and childhood

trauma were also associated with higher levels of posttraumatic stress symptoms.

Importantly, the number of recent traumatic life events experienced following the

September 11th attacks were associated with higher levels of 9/11-related post-

traumatic stress symptoms, even after adjusting for significant demographics (e.g.,

education, gender, income), pre-9/11 mental health and trauma, and acute stress

symptoms. As shown in Table 4.5, both education and income served as protective

factors – individuals with higher levels of education and income reported fewer 

posttraumatic stress symptoms over time.

Predictors of global distress

Table 4.6 presents results from the analysis of global distress symptoms after adjusting

for the time-varying longitudinal posttraumatic stress symptom score. Not surpris-

ingly, pre-9/11 mental health was the strongest predictor of global distress after adjust-

ing for posttraumatic stress symptoms. Importantly, however, the next most powerful

predictor of global distress was the number of recent traumatic life events – the more

events a person reported experiencing during the period following the attacks, the

higher their levels of global distress over time. Consistent with the research linking

physical illness, depression, and anxiety, the number of pre-9/11 physician diagnosed

physical ailments was associated with higher levels of global distress over time as well.

Both age and income served as protective factors – older and wealthier individuals

reported fewer global distress symptoms over time.

Rates of stressful life events

Over the course of our study we have collected lifetime exposure to stressful life

events (other than the September 11th attacks) on our sample. Occurrence, timing

and duration of stressful life events was assessed using a checklist of events derived

from the Diagnostic Interview Schedule section on PTSD (Robins et al., 1981) and

supplemented with items derived from the open-ended coding of lifetime traumas
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Table 4.5. Longitudinal GEE model of posttraumatic stress symptoms over 18 months

following 9/11 attacks (N � 1923)*

Model 1

� z p

Demographics

Gender 0.09 4.20 0.000

Education

High School �0.10 �2.11 0.035

Some college �0.13 �2.74 0.006

College Degree �0.15 �3.62 0.000

Income �0.06 �2.17 0.030

Self-reported pre-9/11 health

Physician diagnosed mental disorder 0.11 3.47 0.001

Life events

Total number of childhood stressful events 0.08 1.97 0.049

Total number of adulthood stressful events 0.06 1.84 0.066

Total number of recent stressful events 0.07 2.26 0.024

9/11-related exposure

Direct exposure 0.14 4.59 0.000

Watching live TV 0.05 2.54 0.011

9/11-related responses

Initial acute stress/functioning 0.24 7.73 0.000

Statistical value

Model Wald �2 187.00

p-value �0.0001

*N � 1923 cases, 4811 observations. The following groups of variables were tested for inclusion

in the model: (1) demographics (i.e., gender, age, marital status, ethnicity, education, and

income); (2) pre-9/11 mental and physical health status (i.e., MD diagnosed mental

disorders/physical ailments); (3) total number of childhood stressful life events, total number of

adult stressful life events, and total number of recent stressful life events (from the year following

9/11, September 2001 to September 2002); (4) 9/11-related experience (i.e., exposure to and

distance from 9/11 attacks); and (5) immediate post-9/11 acute stress/functioning symptoms

following the 9/11 attacks. Variables not listed in the table were not significant (p � 0.05) and

were removed from the final model. Gender was coded 0: male; 1: female; individuals who did

not complete high school comprise the reference group for the education comparisons;

individuals who were not directly exposed through witnessing 9/11 events live or by watching live

TV comprise the reference group for exposure to 9/11 attacks; � is the standardized regression

coefficient, “z” is the significance test for “�”.
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reported by a primary-care community sample (Holman et al., 2000). The measure

provides a wider range of events than is typically found in measures of traumatic

events and has produced overall lifetime rates of specific traumas in this sample

comparable to epidemiological surveys conducted in other representative commu-

nity samples (Norris, 1992; Kessler et al., 1995; Breslau et al., 1998). Overall, 93.4%

of the sample reported experiencing at least one stressful event during their lifetime

(e.g., natural disaster, domestic violence, lost a loved one to homicide or suicide).

Table 4.6. Longitudinal GEE model of psychological distress over 18 months following 

9/11 attacks (N � 1923)*

Model 1

� z p

Demographics

Age �0.11 �4.67 0.000

Gender 0.01 0.65 0.517

Income �0.07 �3.37 0.001

Self-reported pre-9/11 health

Physician diagnosed mental disorder 0.16 5.02 0.000

Physician diagnosed physical ailments 0.10 3.83 0.000

Life events

Total number of childhood stressful events 0.01 0.48 0.631

Total number of recent stressful events 0.11 3.71 0.000

9/11-posttraumatic stress symptoms

Posttraumatic stress symptoms 0.50 18.46 0.000

9/11-related responses

Initial acute stress/functioning 0.05 2.18 0.029

Statistical value

Model Wald �2 655.68

p-value �0.0001

*N � 1923 cases, 4811 observations. The following groups of variables were tested for inclusion 

in the model: (1) demographics (i.e., gender, age, marital status, ethnicity, education, and

income); (2) pre-9/11 mental and physical health status (i.e., MD diagnosed mental

disorders/physical ailments); (3) total number of childhood stressful life events, total number of

adult stressful life events, and total number of recent stressful life events (from the year following

9/11, September 2001 to September 2002); (4) 9/11-related experience (i.e., exposure to and

distance from 9/11 attacks); and (5) immediate post-9/11 acute stress/functioning symptoms

following the 9/11 attacks. Variables not listed in the table were not significant (p � 0.05) and

were removed from the final model. Gender was coded 0: male; 1: female; � is the standardized

regression coefficient, “z” is the significance test for “�”.



While 6.6% of respondents reported never having experienced a stressful life event,

27.8% reported experiencing 1–4 events, 57.1% reported 5 or more events, and

24.8% reported 10 or more events. Nearly 60% reported at least one childhood

trauma (e.g., childhood abuse or neglect, interpersonal violence, a loss prior to age

18). Over 86% of the sample reported having experienced at least one highly stress-

ful event during adulthood. Finally, 41.4% of the sample reported having experi-

enced at least one highly stressful event during the year after September 11th.

Community comparisons on posttraumatic stress symptomatology

The Wave 2 proportions of respondents reporting high levels of posttraumatic stress

symptomatology across the four over-sampled metropolitan areas were 29% for

NYC, 30% for Miami, 15% for Oklahoma City, 9% for Littleton/Denver, and 17% 

for the national sample outside these communities. At Wave 3, the proportions for 

the four over-sampled metropolitan areas were 16% for NYC, 17% for Miami, 6% 

for Oklahoma City, 3% for Littleton/Denver, and 6% for the national sample.

Longitudinal logistic regression modeling indicated that, after adjusting for demo-

graphic characteristics, prior mental health, September 11th-related experiences and

distance from ground zero, individuals in the Littleton/Denver area were 49% less

likely (odds ratio (OR) � 0.51, 95% confidence interval (CI) � 0.25–1.04), and indi-

viduals in both Miami (OR � 2.35, 95% CI � 1.40–3.96) and NYC (OR � 2.21, 95%

CI � 1.11–4.44) were more than twice as likely, to report high levels of posttraumatic

stress symptomatology than individuals in the national sample. Residents of

Oklahoma City reported levels of posttraumatic stress symptomatology compara-

ble to the national sample. These findings suggest wide variability in responses to 

the September 11th attacks across communities and raise questions about the role 

of prior community-based trauma in inoculating vs. sensitizing individuals to the

impact of future stressful or traumatic events.

Parent–adolescent study findings

At Wave 1, adolescents reported experiencing on average 4.42 (SD � 4.34; on a 

26-item scale) 9/11-related acute stress symptoms. Seven months post-attacks, adoles-

cents’ levels of symptomatology were low, with adolescents reporting an average of

2.51 (SD � 4.19; 22-item scale) positive 9/11-related posttraumatic stress symptoms

(scores of 2 or higher). The coping strategies most frequently employed by adolescents

included acceptance, self-distraction, active coping, and religious coping. However,

adolescents’ patterns of coping in the immediate aftermath of the attacks were not

associated with subsequent distress or posttraumatic stress symptoms 7 months later.

After adjusting for adolescents’ perceived threat associated with the attacks and acute

stress symptoms at Wave 1, higher levels of parental distress (� � 0.25, p � 0.01),
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parental coping advice to seek advice and help from others (� � 0.32, p � 0.001),

adolescents’ perceptions of parental unavailability to talk (� � 0.25, p � 0.01), and

adolescents’ reports that discussions with their parents about the attacks were not

helpful (� � 0.25, p � 0.01) were associated with higher levels of posttraumatic stress

symptoms 7 months after the attacks (Gil-Rivas et al., submitted).

Acute stress response during the Iraq war

As assessed by the SASRQ and the duration of participants’ acute stress symptoms,

7.0% of war survey respondents exhibited war-related acute stress symptoms. After

adjusting for pre-September 11th mental and physical health, the odds of experienc-

ing acute stress symptoms were significantly higher for women (OR � 2.37, 95%

CI � 1.23–4.58), lower income individuals (OR � 0.91, 95% CI � 0.84–0.97), and

those who experienced high levels of acute stress symptoms in response to the

September 11th attacks (OR � 3.37, 95% CI � 1.56–7.30). Another important pre-

dictor of acute stress was individuals’ trajectories of change in posttraumatic stress

symptoms following September 11th, with those experiencing a slower decline or even

an increase in symptoms having greater odds of war-related acute stress (OR � 5.65,

95% CI � 2.86–11.18).

Summary

A terrorist attack psychologically targets an entire population, not merely those in

physical proximity to the attack. Most research on reactions to traumatic events,

natural disasters, and mass murders has focused on the impact on those immedi-

ately affected. Largely unexplored are the psychological consequences to the indi-

viduals beyond the immediate community in which the event occurs. In the case of

the September 11th attacks, the population of the USA was the terrorists’ intended

psychological target. In this chapter, we described the extent to which this attack

affected adults across the US and identified variables that predicted who was most

likely to suffer greater long-term psychological consequences. These data under-

score the importance of looking beyond the obvious, immediate samples typically

examined in disaster research, and the need to consider effects beyond those 

populations directly affected by tragedy.

Our results over the first 18 months after the attacks suggest the importance of

prior mental health history, prior life traumas, as well as the significant role of sub-

sequent stressors, in explaining distress and symptomatology over time. In addition,

our findings from the Iraq war survey suggest that stress symptoms in response to

one event – in this case, the Iraq war – may be strongly related to responses to a prior

event – the September 11th attacks. Prior research has been largely unable to 
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examine the association between individuals’ stress responses to multiple events over

time. This limitation has potentially thwarted understanding of the unique roles

played by intra- and interindividual factors in responses to particular events.

Prospective assessments of responses to multiple stressful events provide an excellent

opportunity to examine these factors.

A second purpose of this chapter has been to describe how we conducted this

research, and to emphasize that such research is not only possible, but also crucial

in studying risk and resiliency factors for psychological distress in populations out-

side a directly impacted community. Launching a national study quickly after an

event is rare and expensive – but we have demonstrated it can be done, and only by

collecting such immediate national data and following the sample over time can

the true impact of terrorism be understood.

Together, the findings from this program of research also raise a number of impor-

tant, unanswered questions about patterns of coping with highly stressful events.

Broadly, we found that outcomes are multiply determined, and that there are several

factors beyond mere exposure to the event that predict outcomes. Our work suggests

that, to understand fully how trauma affects human functioning, we need to consider

the unique roles of individual differences (e.g., coping responses, previous experience

with trauma), and social interactions (e.g., social constraints, conflict, social support)

in mediating the relations between specific events and subsequent outcomes. These

processes need to be documented over time and ideally in response to multiple events.

In our ongoing data analyses, we are addressing these issues prospectively in the con-

text of coping with a variety of personal and community-based events. Ultimately, it

is our hope that information collected in this effort can illuminate the coping process

more generally so as to advance future conceptual work in this area. We also hope it

can further our understanding of the unique needs of traumatized individuals and

provide information to help identify those at risk for subsequent difficulties. With

these data in hand, educational and intervention efforts that are designed and imple-

mented in response to terrorism can be better informed, more cost-effective, and

more sensitive to community needs.
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Introduction

American school texts, quoting Emerson’s Concord Hymn (1837), tell us that the

rifles fired at Lexington and Concord, Massachusetts, in 1775 were “the shot heard

round the world.” In a more literal sense, given the virtually instantaneous trans-

mission of current news events, September 11, 2001 has become for adults and

children worldwide just such a universally acknowledged point of reference. The

attack on the World Trade Center (WTC) towers in the financial center of New

York City on September 11th occurred in the morning rush hours of a bright

sunny September day, at which time hundreds of thousands of persons near to 

or inside the WTC were either already at work, at school, or still on their way.

Because September 11th was, and probably will remain, a defining moment in

American history, it is important to understand how society’s leading agencies

responded to this event and how and why they took specific actions. From such

analyses we can better prepare for future disasters, and, thus, be in a better position

to meet the psychological needs of those most affected in such times. In this chapter,

we outline the background, development and major findings of the New York City

Board of Education’s (NYC BOE) epidemiological study of the psychological

effects of September 11 on a representative sample of 8236 4th–12th grade public

school students.

Without question, it was immediately understood that the terrorist attacks on

September 11th had the potential to have a great psychological impact on children.

But before comprehensive, long-term interventions could be planned and imple-

mented, the precise extent and manifestations of these mental health effects

needed to be assessed. Moreover, the NYC child mental health infrastructure had

not previously been tested in addressing children’s needs in a crisis of such magni-

tude. The needs of different populations of children (e.g., age, gender, race/ethnicity,



language, culture, etc.), the degree of both direct and indirect exposure experi-

enced, and the level of resources available for addressing the potential mental

health sequelae, were all unknown in the immediate aftermath of September 11th.

Hence, a major goal of this chapter is to examine the events and processes by which

the NYC BOE 9/11 study was fashioned, how it evolved, and how it was ultimately

influential in garnering intervention sponsors and key financial contributors, as

well as a brief overview of the study’s findings which so influenced subsequent 

policy.

Background

Prior to September 11, 2001, disaster literature chiefly focused on mental health

sequelae in adult populations, in the aftermath of such natural disasters as earth-

quakes, floods, fires, tornadoes, and hurricanes. A relatively small body of literature

revealed that children were also at high risk for developing mental health problems

following large-scale disasters (Garmezy & Rutter, 1983; Pynoos et al., 1987a; Shannon

et al., 1994; Goenjian et al., 2001). These important works informed and influ-

enced our thinking and were helpful in the design and planning phase of the NYC

BOE study. The following provides a brief overview of other studies that informed

the NYC BOE investigation, as well as more recent findings that have helped to

guide the interpretation of our findings.

Pre-9/11 studies of psychopathological sequelae in children in the aftermath of

disasters were mostly limited to measuring post-traumatic stress disorder (PTSD)

and occassionally depression (Pynoos et al., 1987a; Shannon et al., 1994; Sack et al.,

1999; Bolton et al., 2000; Vizek-Vidovic et al., 2000; Goenjian et al., 2001; Rothe 

et al., 2002). In the first systematic evaluation of PTSD symptoms in children fol-

lowing a disaster, conducted after a school shooting, 60.4% of exposed children

presented symptoms consistent with PTSD (Pynoos et al., 1987b). These studies

revealed age differences in vulnerability to psychopathology, as well as differences

in type and severity of reactions among boys and girls. For example, it was found

that preteen girls were more likely than boys to be at risk for developing PTSD

(Davis & Siegel, 2000; Qouta et al., 2003).

In the USA before 9/11, the literature about children’s reactions to acts of terror-

ism centered on the 1995 Oklahoma City and the 1993 WTC terror bombings. In the

1995 terrorist bombing of the Murrah Building in Oklahoma City, PTSD reactions

were found in 44–49% of children who knew someone killed (Pfefferbaum et al.,

1999a). Among 22 children who were evaluated after the WTC bombing in 1993,

PTSD reactions were found in 66% of those evaluated after 3 months, with these

symptoms persisting in 55% of these children 9 months later (Koplewicz et al.,

2002). As each of these investigations was based on convenience samples, rather
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than on samples representative of the general population, the overall rates of psy-

chopathology in the larger population could not be determined. Note also that the

reported rates in these studies were for assessed reactions or symptoms, not for

diagnosed or probable disorder.

Prior studies showed that being in geographic proximity to the site of a disaster

is associated with risk for PTSD in children (Dyregrov et al., 2000; Kitayama et al.,

2000; Udwin et al., 2000; Goenjian et al., 2001; Smith et al., 2001; Brener et al.,

2002). It has been reported that following natural disasters, children who were

present and physically injured developed PTSD (Hsu et al., 2002). Proximity or 

physical presence, however, may not be the only requirements for developing 

a post-traumatic reaction; exposure can also be indirect. Factors associated with

children who developed PTSD after the Oklahoma terrorist acts included media

exposure (Pfefferbaum et al., 2000) and knowing someone who was injured or

killed (Pfefferbaum et al., 1999b). PTSD reactions have been observed in children

who lost a household family member (Hsu et al., 2002) and also in children living

with a parent who survived a disaster but who presented significant post-traumatic

symptoms (Stoppelbein & Greening, 2000). Children’s reactions following expo-

sure to war were shown to be influenced by other factors, such as lack of resources

at home or in the community, and presence of school stressors (Barath, 2002).

These studies point to the possible development of PTSD as the result of indirect

exposure. An interesting example of the impact of indirect exposure to trauma was

that, after the April 1999 Columbine shooting spree, 9th–12th graders throughout

the USA reported feeling unsafe (Brener et al., 2002). Most of these children lived

far from Colorado and Columbine High School and experienced no direct expo-

sure to the shooting. Although there was extensive media coverage of Columbine,

many children were affected without ever viewing the incident on TV, but simply

by learning that the event had occurred. Spree shootings, like Columbine, seem 

to be particularly effective in creating a general sense of fear, irrespective of the

number of individuals wounded or killed (Johnson, 2000). Along the same lines,

the 2003 sniper shootings in Washington, DC and in Maryland were also effective

in inducing widespread fear (von Drehle et al., 2003).

The effect of media coverage of disasters has also recently been studied. It has

been found that exposure to media accounts of terrorist attacks is often associated

with the development of psychopathology in children (Pfefferbaum et al., 2003).

Saylor et al. (2003) surveyed children 1 month after the 9/11 attack, and found that

children who viewed Internet reports showing images of death or injury, as well as

children who feared that a loved one might have died, experienced a considerable

number of PTSD symptoms.

The most recent literature reporting children’s reactions to disaster consistently

show that the development of PTSD is a complex occurrence, often comorbid with
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other disorders, and has a tendency to cluster in families. Kolaitis et al. (2003) report

that 6 months after the 1999 earthquake in Athens, Greece, 78% of elementary

school students attending schools in the epicenter of the tremor endorsed severe to

mild PTSD symptoms. Moreover, the rate of depression among these children was

one third higher compared to a matched group of Greek students from schools not

affected by the earthquake. Thus, it is important to note that PTSD is but one of

several types of childhood psychopathology that can manifest in reaction to a trau-

matic event (Hoven et al., 2003).

Prior exposure to traumatic situations is among the factors that influence the

development of psychopathology in children (Asarnow et al., 1999; Udwin et al.,

2000). Also noteworthy is the finding by Kilic et al. (2003) that disasters often affect

the mental health status of an entire family. In that study which examined the

effects of parental psychopathology and family functioning on child psychopathol-

ogy 6 months after an earthquake in Bolu, Turkey, it was found that severity of

PTSD in children was mainly affected by the presence of PTSD and depression 

in the father, particularly when the father’s symptoms included detachment and

irritability.

Correlatively, there are factors that also enhance resilience and/or impede devel-

opment of psychopathology. Lahad et al. (2000) point out the importance of

both community involvement and individual coping mechanisms in preventing

the formation of psychopathology. In their chapter, “Coping and Community

Resources in Children Facing Disaster,” Lahad et al. present a model tested on

Israeli populations, which emphasizes the salutary effects of individual and com-

munity resources in fostering resiliency. Shalev et al. (2004) find that both the

severity of the trauma and the accessibility of support systems may affect long-

term outcome.

A number of recent studies also show that the type of coping mechanism

employed by children and adolescents is strongly related to the subsequent devel-

opment of psychopathology. For example, Bokszczanin and Kaniasty (2002) found

that the coping strategy employed by children after severe flooding in Poland

served as an intervening variable between exposure to the stressor and subsequent

psychological well being. Langley (2003) also addresses the issue of coping and

degree of exposure. She found that PTSD in children related to a wildfire disaster

varied with coping efficacy and coping strategies.

An important issue is whether the experience of life-threatening events and 

subsequent development of PTSD results in persistent psychopathology or is 

generally characterized by a decrease in severity over time. The matter remains

controversial. On the one hand, Morgan et al. (2003) studied the long-term effects

of surviving the 1966 coalmine accident in Wales. The study revisited survivors,

aged 4–11 years at the time of the disaster, 33 years after a coal tip cascaded 
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down a mountain, hitting an elementary school and killing 136 of the occupants.

Forty-six percent of the survivors had had PTSD at some point since the disaster,

and 36 years later, 29% continued to meet diagnostic criteria for current PTSD.

Yule et al. (2000) also corroborates the possibility of long-term persistence, finding

that PTSD symptoms may be exhibited years after the occurrence of a traumatic

situation.

On the other hand, a number of older studies demonstrate that symptoms may

decrease over time. For example, children who survived the Buffalo Creek dam 

collapse in 1972 were found to have fewer psychiatric symptoms of anxiety, bel-

ligerence, and agitation when they were reevaluated 17 years post-disaster (Green

et al., 1994). Similarly, in a study of Cambodian refugee trauma, re-interviewed

children were found to still have PTSD, but the symptoms appeared less severe

(Sack et al., 1993).

Although a few pre-9/11 post-disaster studies assessed disorders other than

PTSD and depression, most were influenced by the assumption that these two dis-

orders would be the only important forms of psychopathology to emerge after a

disaster and thus other diagnoses have not been well studied. Following the events

of September 11, 2001, the NYC BOE offered an opportunity to go beyond this

assumption.

NYC BOE response to September 11, 2001

There were many heroes on 9/11, including many individuals associated with the

NYC BOE. For example, Ada Dolch, Principal of the High School for Leadership

and Public Service, located in the Ground Zero Area (GZA), led students out from

school and across the Brooklyn Bridge at the very time she fearfully anticipated

that her own sister, Wendy Dolch, had died. Scarlet Tavares, a student in attendance

at that school on that day, went on to testify before the US Senate’s Health,

Education, Labor and Pensions Committee and Senators Hillary Rodham Clinton

and Jon Corzine about her own and other’s experiences on 9/11 and to recount the

heroism of Ada Dolch, whose sister did indeed die in the attack (Rosner &

Markowitz, 2003; Degnan et al., 2004).

For the NYC BOE, the drama of the WTC attack, just days after the opening 

of the fall semester, was a challenge of unprecedented magnitude. With nearly 

1.2 million students, the NYC public school system is the largest in the USA, and

probably the most racially and ethnically diverse anywhere. Evacuating students

from school buildings in close proximity to the WTC and leading them to safety

was a daunting challenge. Furthermore, because 750,000 students reached school

each day by means of public transportation (especially to Manhattan schools), stu-

dents from each of the five boroughs were caught in the general travel nightmare
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that ensued. Fortunately, prior to September 11, 2001, each of the more than 1,100

NYC schools was required to have a plan in place to deal professionally and com-

passionately with its students to minimize the confusion expected from a calami-

tous event. Without a doubt, nothing of the magnitude of September 11th had

been anticipated.

The NYC BOE, however, met the unanticipated challenges on that day with

superb professionalism (Degnan et al., 2004). Immediately, messages of informa-

tion, instructions, and assurance emanated from the Chancellor’s office, and soon

after the planes struck the WTC towers superintendents and principals addressed

teachers and staff, sending out guidelines provided by leading psychological and

psychiatric associations on how and what to convey to students in the aftermath of

disaster. Strict rules to insulate and protect students from excessive journalistic

interference were also immediately put into place, as parents, teachers, and students

seized the opportunity to collaboratively sort out educational alternatives, such as

moving schools en masse or by working together to explore bringing individual

students back to neighborhood schools.

As would be expected, the NYC BOE commissioned a number of 9/11-related

reports. As the potential mental health effects of September 11th on the school

children of NYC were of immediate and compelling interest to the NYC BOE,

Dr. Michael Cohen of Applied Research and Consulting (ARC), LLC was, within days,

commissioned to conduct a survey of the psychological effects of 9/11 on students

attending school in the GZA. ARC had a long history of doing targeted contract

work for the BOE and was a natural choice to conduct such a study. ARC prepared

a questionnaire to be administered to approximately 3000 students attending

schools located in the immediate vicinity of the WTC, probing mostly for attitudes

and feelings of loss. The instrument was intended to provide information about

the general effect of the 9/11 WTC attack. Although informative, that study, as

planned, would not have yielded an overall assessment of the extent of probable

psychiatric disorders, level of functional impairment or identified variations in

types of exposures and vulnerabilities among students throughout the five bor-

oughs of New York City. Perhaps, most importantly, the study design would not

have yielded a representative sample and thus it would not have been possible to

extrapolate from that study’s findings to the status of non-survey participant 

students.

Partnership for recovery of New York City schools

Prior research on the range of the potential effects of trauma on children’s mental

health was limited, and NYC lacked an adequate child mental health strategy to

respond to a crisis of this proportion. Therefore, the NYC BOE, in conjunction
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with the Children’s Mental Health Alliance, a private, non-profit agency in New

York City, immediately set up the Partnership for the Recovery of NYC schools, with

Dr. Pamela Cantor, a child psychiatrist, at its helm. The purpose of the Partnership

was to collectively explore all avenues to assist the NYC BOE in its effort to identify

and meet the psychological needs of NYC’s public school students. Participating in

the Partnership, with the support of Chancellor Harold Levy, were the BOE’s leaders,

including Deputy Chancellor Dr. Judith Rizzo; Ms. Francine Goldstein, Chief

Executive for School Programs and Student Services Director; Mr. Vincent Giordano,

Executive Director for School Programs and Student Services; Dr. Lori Mei, Director,

Student Information; and Ms. Linda Weirmkoff, Deputy Superintendent, Special

Education. Other Partnership members included psychiatrists Dr. Robert Abramovitz,

Jewish Board of Family Services; Dr. Harold Koplowitz, New York University Child

Study Center; and Dr. Reese Abright, St. Vincent’s Hospital and Medical Center,

heads of the three largest child mental health services in the GZA. Each of these

three psychiatrists had been actively involved in rendering assistance in the GZA

starting on 9/11. In the weeks that followed, they had also facilitated support for

parents, teachers, and children returning to evacuated schools and subsequently

helped to create a new curriculum that would enhance the ability of mental health

professionals in school settings to address the needs of affected children. A number

of other individuals representing a range of expertise and resources were also

invited to join the Partnership, including Dr. Steven Marans from the Yale Child

Study Center, who would arrange for the training of school personnel in every dis-

trict in each of the five boroughs. Those training sessions were designed to improve

the ability of staff to recognize and deal with mental health problems (especially

PTSD) in situ, and to learn how best to refer children in need.

A major purpose of the Partnership was not only to help guide the provision of

immediate assistance for psychological stress, but also to facilitate understanding

of the scope of mental health needs of students consequent to 9/11. Hence, later in

September 2001, upon the recommendation of Dr. Cantor, the Partnership enlisted

the assistance of Lawrence Aber, PhD and Christina Hoven, DrPH to provide sci-

entific oversight of the study already commissioned by the BOE to be conducted by

ARC. Dr. Aber assumed the role of primary consultant to Dr. Cantor, focusing on

policy and fundraising for mental health services, while Dr. Hoven, a child psychi-

atric epidemiologist, assumed the role of principal investigator of what quickly

became a new NYC BOE study. Both Drs. Hoven and Aber were enlisted from the

Mailman School of Public Health, Columbia University. Dr. Hoven also represented

New York State Psychiatric Institute (NYSPI), where she was already working on an

Office of Mental Health appointed September 11th Task Force, headed by Dr. Ezra

Susser, to determine a methodology to predict the effect of 9/11 on the residents of

New York State. Although the initial charge to Dr. Hoven by the NYC BOE and the
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Partnership was to develop and implement a study that would reveal the scope and

breadth of mental health needs of NYC public school children in the GZA subse-

quent to 9/11, she quickly determined that a citywide assessment would be

required to adequately understand the mental health sequelae in NYC’s school

population. The rationale for conducting a citywide assessment was presented to

the BOE leadership, which agreed to void the existing ARC contract and to support

a citywide epidemiological investigation. Consequently, ARC received a new con-

tract through which it would be compensated additionally for the extra data col-

lection required for this new, citywide Mental Health Needs Assessment.

To effectively design the Needs Assessment, advice from all members of the Part-

nership was sought. Additionally, scientists and staff from the Mailman School

Public Health of Columbia University, the NYSPI and other institutions were con-

sulted to help develop a multi-faceted instrument and to expedite the process of

launching a study which would truly portray the mental health status of NYC

school children 6 months after 9/11. At Columbia University and the NYSPI, Drs.

Hector Bird, Patricia Cohen, Cristiane Duarte, Renee Goodwin, Donald Mandell,

and Ping Wu were particularly important in helping to select, review, and/or

design instrumentation, with Dr. Chris Lucas providing the diagnostic screening

measure (Lucas et al., 2001). Dr. Fan Bin was recruited to provide data manage-

ment and Mr. George Musa to work with the Centers for Disease Control and

Prevention (CDC) for geographic consultation, monitoring, and sampling com-

pliance. Ms. Judith Wicks contributed to instrument development and provided

training of ARC interviewers.

Dr. Martin Frankel of the City University of New York and Dr. Patricia Cohen of

Columbia University and the NYSPI generously provided the initial consultation

concerning possible sampling parameters. Dr. Hoven subsequently requested and

received the support and collaboration of the US CDC, which assigned Drs. Victor

Balaban and Bradford Woodruff to the project. Their contribution was critical in

ultimately fashioning the study’s sampling design. Advice and consultation on 

the survey instrument was also sought and was enthusiastically provided by many

individuals, such as Drs. Steven Marans of the National Center for Children Exposed

to Violence, Yale University; Betty Pfefferbaum of the University of Oklahoma

College of Medicine; Elissa Brown of the New York University Child Study Center;

Robert Pynoos, William Saltzman, and Alan Steinberg of the National Child

Traumatic Stress Network, UCLA; Ezra Susser of the Departments of Epidemiology

and Psychiatry, Columbia University and the NYSPI; Claude Chemtob of the

National Center for Post-Traumatic Stress Disorder, Pacific Island Division,

Honolulu; and others, too numerous to mention. Dr. Michael Cohen, Ms. Victoria

Francis, Ms. Nellie Gregorian, and Mr. Chris Bumcrot of ARC (currently known 

as the Michael Cohen Group) had the critical responsibility for fielding the study
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in the schools. Throughout the planning and implementation phases they 

provided insight and advice, but most importantly, they provided the level of col-

laboration required to guarantee the study’s scientific integrity. From all advisors

and collaborators, there was a genuine sense of commitment, collegiality, and gen-

erosity that ultimately determined the success of the study. Except for tasks per-

formed by ARC, all work was provided pro bono. The US Department of Education

School Emergency Response to Violence (SERV) Project funded the data collec-

tion, through monies provided to the NYC BOE as a result of 9/11.

Background to the needs assessment

The first responsibility when considering the best design for the NYC BOE Study

was to thoroughly review the literature and to speak with experts in the assessment

of childhood psychopathology following a disaster. Having done this, it became

apparent that most of the studies previously launched in the aftermath of natural

and human-influenced disasters failed to reveal all that they might have, had they

been planned and conducted from a broad epidemiological perspective. Such an

approach was particularly relevant for the proposed investigation, as it was not

being conducted for the purpose of case finding, the reason for most previous

post-disaster assessments. Additionally, research into the effects of 9/11 on children

in NYC posed an unprecedented opportunity to consider a number of possible 

disorders, as well as a range of contextual factors, such as loss, level of personal and

family exposure, prior exposure to traumatic events, media exposure, family mem-

ber’s involvement with rescue efforts, parental occupation, coexisting medical con-

ditions, coping practices, school location vs. home location, etc., which might be

associated with the mental health effects of 9/11.

At the outset of the planning process, it was realized that merely surveying stu-

dents in schools that were situated in close proximity to the WTC would (1) fail to

capture a broad representation of all students potentially affected by the attack and

(2) fail to assess the effects felt by students who were not themselves in the eye of

the attack, but who nonetheless suffered from loss of family or friends, or endured

the sting of discrimination or changed economic condition. The NYC public

school system is responsible for nearly 1.2 million students enrolled in both typi-

cal comprehensive schools and a host of schools with special curricula to which

students may travel from any of the five boroughs of New York City. Therefore, to

sample exclusively from GZA would be myopic.

The challenge, then, was to sample not only those children attending schools in

the GZA or in other high impact areas presumed to be heavily affected by 9/11, but

also to survey a probability sample of all NYC public school children. Our interest

was to determine the level of psychopathology among NYC public school children
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6 months after 9/11, so as to produce an accurate estimate of the kind and quantity

of required ameliorative services: including where such services were needed and by

whom. Our population of interest, therefore, was not only the students who them-

selves witnessed the attack in the GZA, but all students, including those whose

family members may have been among the hundreds of thousands of workers who

commuted to the GZA daily, who worked as a first responder, who were evacuated

from the WTC towers, who themselves became absorbed in media coverage of the

event, or who simply were present in NYC on September 11, 2001.

Study considerations

In addition to those students potentially at higher risk because of proximity to the

attack or familial relationship to those immediately affected, the study team pro-

jected that particular areas and special populations would also potentially have a

greater chance of being affected by the events of 9/11. For example, a dispropor-

tionate number of firemen resided in the Borough of Staten Island. Since loss of

life was particularly high among firefighting personnel, Staten Island was an area to

be over sampled. Another population at elevated risk was the residents of the area

of Brooklyn along the East River facing the WTC, who could have had a direct view

of the attack and of its aftermath. In addition, on November 12, 2001, there was the

crash in Belle Harbor, Queens, of American Airlines flight No. 587 carrying pas-

sengers to the Dominican Republic. This crash was, at first, also thought to be related

to terrorism and caused high levels of stress in both the section of Queens (Belle

Harbor) where the crash occurred, as well as in the Washington Heights section of

Manhattan, where many relatives of those killed in the crash resided or had immedi-

ate family.

Selecting the sample

It was determined that students below grade 4 would require a different assessment

methodology, therefore the target group for this Needs Assessment were students

enrolled in grades 4–12 (approximately 716,189 youth). Based on the previously

described considerations, the sampling parameters were determined with assis-

tance from the US CDC. Each of the 1,193 schools in the public school system with

grade-eligible students was assigned to one of three sampling strata (see Figure 5.1).

Stratum 1, GZA, consisted of the 15 grade-eligible schools located in the immedi-

ate vicinity of the WTC, including elementary, middle, and high schools. Stratum 2,

High Risk Areas, included schools where students were considered to be at elevated

risk due to family exposure, geography or other factors. This stratum consisted of
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schools located in Manhattan above the GZA and below 14th Street; in Brooklyn in

the area along the East River facing the WTC; Staten Island; Belle Harbor, Queens;

and Washington Heights, Manhattan. The purpose of this stratum was to guaran-

tee that these populations would be represented in sufficient numbers in the 

sample. Stratum 3 consisted of all other grade-eligible public schools located

throughout NYC (excluding District 75 – special education). Mainstreamed spe-

cial education students were eligible for selection. Details of the study sampling

procedures are described elsewhere (Hoven et al., 2002a; Hoven et al., 2003; Hoven

et al., 2005).

The sampling plan was designed to allow for the study estimates, after being

appropriately weighted, to truly represent the entire NYC school population 

of students in grades 4–12. The resulting representative sample consisted of 8,236

students in grades 4–12, drawn from 94 schools, selected randomly, proportional 

to school size, except in the GZA, where there was an effort to recruit all grade 

eligible schools. In Strata 2 and 3, three classrooms were randomly selected in 

each school, while the method was simple random selection of classrooms in 

in all grade-eligible GZA schools (Hoven et al., 2002a; Hoven et al., 2003; Hoven 

et al., 2005).
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The survey instrument

The primary goal of this study was to assess how many children in New York City

public schools, as a result of the 9/11 attacks on the WTC, had a psychological reac-

tion (probable psychiatric disorder) that included a negative impact on their daily

functioning. Furthermore, we wished to determine how many children were

exposed to the effects of the 9/11 attacks, either because they were physically

exposed or because one of their family members had been exposed. We were also

interested in identifying specific risk factors that could help school authorities and

mental health workers recognize children with the highest need for mental health

services. It was expected that the outcome of this research would reveal current

mental health service need and utilization after the attack of 9/11, as well as the

geographic distribution of these effects.

After careful review of the disaster literature and thoughtful consideration of

which psychiatric disorders and associated factors should be assessed in the after-

math of this particular event, the NYC WTC BOE Needs Assessment Questionnaire

was constructed (Hoven et al., 2002b). In addition to assessing selected probable

psychiatric disorders, this questionnaire was designed to elucidate a range of puta-

tive associated factors, such as demographics, health problems, discrimination,

service need and utilization, school performance, coping practices, health status

and conditions, support, home environment, safety issues, parental monitoring,

and students’ perspectives on the future. Information about different types of

exposure to the 9/11 attack was also included, such as personal physical exposure,

family exposure, and media use, as well as previous exposure to other traumatic

situations.

Eight probable psychiatric disorders were identified as important to assess 6 months

after the attack: PTSD, major depression, generalized anxiety, separation anxiety, panic

disorder, agoraphobia, conduct disorder, and alcohol abuse/dependence. The assess-

ment employed the Diagnostic Interview Schedule for Children (DISC) Diagnostic

Predictive Scales (DPS; Lucas et al., 2001), a screening measure derived from the

National Institute of Mental Health (NIMH) DISC Version IV(DISC IV; Shaffer 

et al., 2000), a structured diagnostic interview for children. The items in the DPS

were derived by secondary analysis of a series of large data sets from studies con-

taining DISC symptom, diagnostic, and impairment information. The screening

performance of the DPS had been calculated in separate samples from those used

for the screen’s derivation and was also calculated separately for clinical and com-

munity, non-referred samples. DISC questions that were not originally part of the

DPS major depression and conduct disorder scales were substituted for those

addressing suicidal and criminal behavior, at the request of the BOE. The new items

selected yielded the same overall psychometrics for each of these two disorders. For
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the disorders assessed in this study, a test of the DPS in a community sample,

showed acceptable psychometric properties. The DPS also includes a measure of

children’s impairment (seven global questions derived from the DISC), which is

consistent with the Diagnostic and Statistical Manual for Mental Disorders-IV

(DSM-IV) criteria (American Psychiatric Association, 1994) and is optimally

included in epidemiological assessments of childhood psychiatric disorders, com-

bined with symptoms, to define as a probable case (Bird et al., 2000). As the DPS is

a screening measure, psychiatric disorders identified in this Needs Assessment

were to be considered “probable” disorders.

Because the NYC BOE allowed one class period (less than 1 hour) for the assess-

ment, the full complement of desired questions could not be administered in the

allotted time. Therefore, we decided upon a “planned-missing”design (see Figure 5.2)

in which there was a core set of questions, and subgroups of non-core questions,

only two-thirds of which would be combined with the core (Graham et al., 1996;

Schafer & Graham, 2002). This resulted in two of the three non-core sections 

(versions 1–3) plus the core section being randomly administered to students in

grades 6–12. Similarly, with slightly modified (shorter) non-core sections, two of

the three non-core sections (versions 4–6) plus the core were randomly administered

in grades 4–5 (see Figure 5.2). This strategy allowed us to subsequently impute the

missing information by applying the appropriate statistical techniques.
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Data collection

Six months after September 11th, a time when most school officials were still try-

ing to regain focus, it would have been easier for schools to refuse participation in

this survey. Fortunately, the combined efforts of the BOE and ARC persisted in

conveying the rationale that was key to obtaining the necessary individual school

access and student compliance. In the data collection phase, it was the staff of ARC,

especially Nellie Gregorian and Victoria Francis who coordinated the field work,

and the leadership of Mr. Giordano of the NYC BOE who facilitated access to

school superintendents and principals. These efforts permitted this study to pro-

ceed in a timely fashion, with excellent student participation rates.

All data were collected during a 6-week period from late January through early

March 2002. In grades 6–12 the different versions (1–3) of the questionnaire were

randomly distributed to students, whereas in grades 4–5 the random distribution

of versions (4–6) was by classroom, as in these grades the questions were read

aloud to students as they marked their responses. In grades 6–12, students read and

marked their own questionnaires. In all instances, at least one monitor and the

teacher were present during the survey administration to explain procedures and

to answer questions.

Compliance

In general, school, parent, and student compliance with the Needs Assessment was

excellent. However, school compliance in Stratum 1 was only 60%, resulting in 

an under representation of 4th–5th graders from that area. Perhaps, as might be

expected, elementary school principals in the GZA who refused participation fre-

quently noted that in their opinion it was better for the students to focus on school-

work, not the events of September 11th. Strata 2 and 3 had 87% school compliance.

The student response rate in Stratum 1 (N � 2,044) was 92.6% without absences

(80.3% with absences); Stratum 2 (N � 2,084) was 88.1% without absences (76.7%

with absences); Stratum 3 (N � 4,138) was 90.6% without absences (79.5% with

absences). Absences during the Needs Assessment were consistent with non-survey

absentee rates, so there is no reason to assume that students avoided school or that

parents kept them home to avoid survey participation.

Approvals

Immediately following September 11th the NYC BOE’s Institutional Review Board

(IRB) decided to exercise extreme caution before allowing any school-based stud-

ies to occur. It was decided that this investigation would be the only assessment of
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students allowed to go forward, with any pending investigations or new requests

delayed or refused.

This study was carried out in full compliance with all IRB requirements. Partici-

pation in the Needs Assessment was anonymous. Active, signed consent was obtained

for students in grades 4–5 while parental notification, with an option to refuse, was

employed for parents of students in grades 6–12. All students had the option to refuse

participation at the time of the survey. Before the study was initiated, the NYC BOE

IRB and the Columbia University and the NYSPI IRB approved the survey’s methods

and consent procedures. Also, the NYS Office of Mental Health, Disaster Research

Review Committee for WTC-related Research reviewed and approved all aspects of

the participation of Columbia University and the NYSPI investigators and staff.

Overview of initial findings

Prior to conducting in-depth analyses of these data, they were first compared to

the entire BOE body student demographics for grades 4–12. Table 5.1 demon-

strates how well the study’s sample, drawn randomly from schools and classrooms

as described earlier, matched the actual NYC public school student “population,”
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Table 5.1. Socio-demographics: New York City public school students and survey sample,

grades 4–12 (N � 8236)

Sample size Weighted NYC public 

(unweighted) percentage (SE) schools grades 4–12a

Grade group

4–5 1245 25.3 (9.6) 24.0

6–8 2924 33.7 (9.1) 34.4

9–12 4067 41.0 (10.0) 41.5

Gender (female) 4316 53.1 (2.8) 50.6

Race/ethnicityb

African-Americans 1855 27.9 (5.3) 34.6

Latinos 2936 40.2 (4.4) 36.3

Whites 1489 13.4 (3.3) 15.8

Asians 1552 12.8 (3.2) 13.0

Mixed/others 404 5.7 (0.8) 0.3

aSource: www.nycenet.edu/Administration/Offices/Stats/Register/RegByEthnGndrJForm
bThe NYC BOE used US Census 1990 race/ethnicity categories that does not include “mixed

race.” The “other” group reported by the BOE is Native American (0.3%). The study reported on

here used US Census 2000 race/ethnicity categories and allows for mixed race. (Modified from

Hoven et al., 2005. Copyright © (2005), American Medical Association. All rights reserved.)



by grade group, gender, and race/ethnicity (with the exception of African-Americans),

according to the NYC BOE statistics at the time of the Needs Assessment.

Our data corroborated the notion that children could be exposed to the WTC

attack in several ways, besides being in a school in the GZA. The different types of

exposure experienced by children in the GZA (Stratum 1) or in the rest of the city

(Stratum 2 and 3) on September 11, 2001, are displayed in Table 5.2. As noted,

although most children (81%) in the GZA were directly exposed to the attack,

almost one quarter (24%) of the children in the rest of the city were similarly

exposed. Considering family exposure, more family members of children going to
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Table 5.2. Different types of exposures experienced by NYC public school children (grades 4–12)

assessed 6 months after September 11, 2001 (N � 8,236)

Total GZA Rest of the city 

Exposures (%) (%) (%) p

Direct (two or more) 24.56 80.83 23.83 �0.0001

Personally witnessed the attack 7.56 55.94 6.93 �0.0001

Hurt in the attack 3.81 2.69 3.83 0.1695

In or near the cloud of dust and smoke 10.03 66.11 9.30 �0.0001

Evacuated to safety 31.71 88.07 30.97 �0.0001

Extremely worried about the 47.91 37.31 48.03 0.0008

safety of someone she/he love

Family (any) 12.51 8.57 12.56 0.0006

Family member died 3.53 2.58 3.54 0.1184

Family member was hurt 3.89 2.24 3.91 0.0042

Family member escaped unhurt 15.81 11.20 15.87 0.0001

Television use (a lot) 63.35 60.66 63.38 0.3803

Belle Harbor plane crash 2.88 1.59 2.90 0.0582

Prior to 9/11 (ever, two or more) 30.60 22.11 30.71 0.0011

Badly hurt/killed in a violent/

accidental situation

Self 14.28 9.91 14.34 0.0004

Close friend 25.74 20.88 25.80 0.0470

Family 24.99 17.90 25.08 0.0019

Seen anyone killed/seriously injured 35.35 26.45 35.46 0.0009

Lived in another country during a war 4.89 2.89 4.91 0.0080

Been in a big disaster 4.23 3.30 4.25 0.1315

Note: Weighted data; p values for Chi-square tests of GZA vs. rest of the city, adjusting for clustering in the

sample design.



non-GZA schools were likely to be WTC evacuees. Approximately two-thirds of all

the children watched “a lot”of TV about the attack. In addition, more children attend-

ing public schools outside the GZA were exposed to the Belle Harbor plane crash, or

had had two or more exposures to traumatic events before September 11, 2001.

The primary purpose of this Needs Assessment was to determine if rates of any

of the disorders assessed were elevated from expected rates. Table 5.3 shows the

prevalence of probable psychiatric disorders in the NYC public school population

in grades 4–12, 6 months after September 11, 2001. Unfortunately, a direct com-

parison with pre-9/11 rates of psychopathology among NYC children and adoles-

cents was not possible, as these data had never been collected. In addition, national

data that could provide comparative rates for the most important child psychiatric

disorders in the USA did not exist. Fortunately, however, rates for at least some of
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Table 5.3. Prevalence of probable mental disorder in grades 4–12, 6-months post-September 11th by

exposure level, compared with USA pre-September 11th community rates (N � 8236)

US community studies

NYC BOE age in years (9–17)

Estimated Total sample Pre-September 

number of N � 8236 11, 2001 

Probable disordersa students (%) (%)

PTSD 75,916 10.6 3.3e

Major depression 58,011 8.1 2.1–5.9b–e

Generalized anxiety 73,767 10.3 3.4–5.5d,e

Separation anxiety 88,091 12.3 1.7–7.7b–e

Panic disorder 62,308 8.7 0.6–4.1d,e

Agoraphobia 105,996 14.8 1.3–4.5b, e

Anyf anxiety/depressive 204,829 28.6 ~

Conduct disorder 91,672 12.8 3.9–11.2c–e

Alcohol abuse/ 24,461 4.5 0.9–2.2b,d,e

dependence (6–12)

Weighted data:
aReported rates are with impairment, except for alcohol and conduct disorder.
bBird et al. (1988); DSM-III; 4–16 years; DISC 2 0; N � 777 (386).
cCohen et al. (1993); DSM-III-R; 9–18 years; DISC 1 0; N � 776.
dShaffer et al. (1996); DSM-III-R; 9–17 years; DISC 2 3; N � 356.
eLucas et al. (2002), DPS validation report; DSM-IV; 9–17 years; DPS; N � 687; DISC IV; N � 191.
fAny is limited to PTSD, major depression, generalized anxiety, separation anxiety, panic, and agoraphobia.

(Modified from Hoven et al., 2005. Copyright © (2005), American Medical Association. All rights reserved.)



the major childhood psychiatric disorders were available from well-designed com-

munity studies, conducted using sound methodology, such as Cohen et al. (1993),

Costello et al. (1998), Bird et al. (1991), Shaffer et al. (1996), and Offord et al. (1989,

1996). Note that rates for the disorders assessed in the NYC BOE study are all ele-

vated over what might be expected based on these community studies assessing

psychopathology in children of similar ages (9–17 years), prior to September 11,

2001. In fact, each probable disorder assessed in the NYC BOE Needs Assessment

is approximately two to three times the expected rate.

The NYC BOE was particularly interested in learning about differences in the need

for mental health service intervention among different student groups. According

to Table 5.4 there were major differences in the prevalence of psychopathology by

disorder, gender, and age groups. PTSD, generalized anxiety disorder, separation

anxiety disorder, panic, and agoraphobia, as well as any anxious/depressive disorder,

were higher for girls than boys, with the highest rates of probable disorder found

in the youngest grade group.

Public health implications

The NYC BOE study demonstrates the need and feasibility of conducting epi-

demiological research in the aftermath of disasters. As in any carefully designed
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Table 5.4. Prevalence of probable mental disorder by gender and grade group, New York City public

school children 6 months after September 11th (N � 8236)

Gender Grade group

Girls Boys 4–5 6–8 9–12 

Probable disorders (%) (%) (%) (%) (%)

PTSD 13.3 7.4 20.1 9.1 5.9

Major depression 10.4 5.5 7.3 6.8 9.6

Generalized anxiety 12.8 7.5 10.9 9.2 10.8

Separation anxiety 16.0 8.2 20.2 12.1 7.6

Panic disorder 11.6 5.4 10.9 8.2 7.8

Agoraphobia 20.0 9.0 24.1 12.7 10.9

Anya anxious/depressive 34.7 21.8 34.1 27.8 26.0

Conduct disorder 10.6 15.3 9.6 12.4 15.1

Alcohol abuse/dependence (6–12) 4.3 4.8 – 1.8 6.8

Weighted data:
aAny is limited to PTSD, major depression, generalized anxiety, separation anxiety, panic, and agoraphobia.

(Modified from Hoven et al., 2005. Copyright © (2005), American Medical Association. All rights reserved.)



epidemiological investigation, consideration must be given to the context in which

the study will be conducted. For example, this study took place in New York City,

with approximately 750,000 children traveling to school through tunnels, over

bridges and waterways each day on their way to school. Thus, it was only prudent to

include agoraphobia as a disorder of interest. All disasters, however, present unique

circumstances and contexts that must shape, not only the immediate interventions,

but also the investigative response. Because of the NYC BOE Needs Assessment’s

inclusiveness and methodological rigor, it has been hailed as a landmark for the new

light it has shed on the mental health consequences for children and adolescents in

the aftermath of a large-scale disaster. However, until there are more epidemiological

studies assessing the disorders included here, as well as other types of psychological

impact, prejudging who will be affected with which mental health sequelae will most

likely lead to limited, if not inappropriate responses (Costello et al., 2004).

This study also highlights the need to rethink how mental health delivery sys-

tems can best reach out to children and adolescents following a disaster. The NYC

BOE clearly demonstrates the importance of systematic screening for childhood

psychopathology following a disaster. Because the greatest differences in expected

levels of probable disorder in this study were found for the internalizing disorders,

it is also prudent to consider these findings to be supportive of school-based screen-

ing, in general (Hoven et al., 2002a). Specifically, this study also points out the need

for improved, ongoing training of teachers and ancillary staff to recognize children

with less obvious manifestations of post-disaster psychopathology. This study high-

lighted the need in NYC schools for strengthening teamwork in multi-component

prevention programs for all children citywide. For example, in 2002, guided by the

study’s results, the BOE collaborated with The New York Academy of Medicine to

start the Moving From Crisis To Hope And Well-Being Program, designed to train staff

and teachers to implement school wide mental and emotional health promotion

activities and to teach skills needed to cope, not just with this traumatic experience,

but with a wide range of life situations. Developing mental health and mental illness

curricula for students in all grades is paramount to engaging students themselves

in recognizing when personal behavioral or emotional conditions warrant inter-

vention. Because the general population has now become familiar with the fact that

psychological disturbance is not uncommon following a disaster, using disaster-

related training and preparation could serve as an opportunity to expand mental

health education in general. Such curricula would also help to demystify mental ill-

ness and reduce the stigma associated with seeking help.

Another important lesson from this investigation should be an appreciation that

proximity to a disaster is not the exclusive factor in determining which populations

might be most affected. Failure to consider the larger context, both personal and

geographic of those potentially affected by a disaster, inappropriately limits the
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scope of appropriate response and intervention. Similarly, the role of the media

needs to be considered as an important form of exposure following any major dis-

aster, regardless of where in the world the event occurs.

Limitations

It is most unfortunate that this study could only be anonymous and cross-

sectional, rather than with full identification and longitudinal. Understandably,

immediately after 9/11 there was great concern by the BOE that parents and chil-

dren already adversely affected by the WTC attack itself should not be inundated

with requests for interviews. That decision, which the NYC BOE itself later regret-

ted, meant that we could neither return to the same study participants for follow-

up, nor could we cross compare study responses with other NYC BOE data, such as

academic performance. It is our hope that lessons learned in this important study,

including its limitations, will inform future post-disaster investigations, so that we

can better help children in need.
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6

Introduction

This chapter will review the history of research on disasters and terrorism leading

up to the state of the field at the time of the September 11th terrorist attacks and the

methodological challenges faced in responding to this unprecedented event. This

chapter will also discuss translations of empirical data to clinical intervention and

policy, and the ramifications of disaster studies for future research and disaster

planning.

Historical perspective

Catastrophic events have plagued mankind since the beginning of history.

Emotional effects of disasters were recorded 4000 years ago in Egyptian cuneiform

records (Kramer, 1969) and later in the Iliad of Homer (Shay, 1991). The Biblical

floods of the Book of Genesis are even older, dating to approximately 5600 BC

(Ryan & Pitman, 1998). Although history has provided ample opportunity to study

psychiatric consequences of disasters, this area is a relatively new field of scientific

inquiry.

The first medical literature on psychiatric sequelae of disasters can be found in

descriptions of Railroad Spine Syndrome by John Erichsen in 1867 in connection

with locomotive accidents in England (Fischer-Homberger, 1970; Trimble, 1981).

At the time, Railroad Spine Syndrome was thought to be caused by physical damage

to the spinal cord (Erichsen, 1875). It was not long, however, before experts identi-

fied psychiatric origins to the syndrome, attributing its manifestations to extreme

fear (Page, 1885) or hysterical neurosis (Putnam, 1883), possibly representing the

first modern recognition of psychiatric origins in posttraumatic syndromes.

War has provided opportunities to observe mass psychological casualties in sol-

diers. In the American Civil War, war-related symptoms were attributed not to the



spine, but to the heart, which was thought to become irritated by battlefield fear

and excitement (Hawthorne, 1863). Names given to the syndrome include Irritable

Heart Syndrome, Da Costa Syndrome (Da Costa, 2003) Soldier’s Heart, and Effort

Syndrome. In the 20th century, 80,000 soldiers were discharged from World War I

(Culpin, 1930) because of a nervous condition known as “Shell Shock” (Myers,

1915) thought at the time to require psychiatric as well as neurological interven-

tion (The Medical Department of the United States Army in the World War, 1929).

In World War II, extensive psychological manifestations were observed among

prisoners of war and concentration camp survivors (Whiles, 1945; Bradford &

Bradford, 1947; Bensheim, 1960). Later, the Vietnam War became a springboard

for formalizing and popularizing posttraumatic stress disorder (PTSD) as a diag-

nosis, and interest in the syndrome grew substantially in the decades to follow

(Lamprecht & Sack, 2002).

Although the psychological basis of these syndromes in soldiers was recognized as

far back as World War I (MacKenzie, 1920; Mathers, 1942; Kinzie & Goetz, 1996),

notions of physical disturbance as the basis of posttraumatic states persisted into the

20th century. The nervous condition known as hysteria at the time was then consid-

ered to represent a state of neurological damage caused by exposure to highly trau-

matic events (Ellenberger, 1970). Freud, Janet, and others, however, recognized the

importance of fantasy and imagination in hysterical disorders and the related disso-

ciative syndromes (Janet, 1907; Freud, 1953; van der Kolk & van der Hart, 1989;

Kinzie & Goetz, 1996). These psychological processes distinguish hysterical and dis-

sociative processes from the mental health effects of severely traumatic events in

other populations – an important distinction not sufficiently appreciated today.

Since early in the 20th century (Stierlin, 1911), civilian victims of community-

wide disasters such as earthquakes and workers in industrial and occupational

accidents have also been known to suffer psychological consequences of these

events. The first systematic study of psychological effects of major disasters was the

study of the 1943 Coconut Grove fire in Boston (Adler, 1943). Several classical sys-

tematic studies of disasters followed this legacy in the following two decades

(Langdon & Parker, 1954; Block et al., 1956; Friedman & Linn, 1957; Bennett,

1970), before the formulation of PTSD as a recognized psychiatric illness.

PTSD epidemiology and disasters

The signature diagnosis of disaster mental health is PTSD. Although studies have

documented many core features of PTSD, at present, this psychiatric diagnosis

lacks validation through demonstration of unique features, distinction from other

disorders, evidence of heritability in family studies, and consistency over time in

longitudinal studies (Robins, 1990).

96 Carol S. North et al.



PTSD may not represent a unified construct. Even its symptom profile appears to

vary in different populations and settings. For example, while studies of combat

veterans have identified prominent re-experiencing symptoms such as flashbacks,

studies of witnesses of abusive violence have demonstrated prominent denial (True

et al., 1993), former prisoners of war have described hyperarousal, and rape victims

have shown avoidance profiles (Henigsberg et al., 2001). While dissociative syn-

dromes are commonly observed in patients presenting to clinical settings, they are

not part of the usual presentation in disaster settings (Yargic et al., 1998; Zanarini 

et al., 2000). PTSD further varies across different populations in the psychiatric

comorbidity associated with it. Cluster B personality features, especially borderline

traits, are prevalent in patients who develop PTSD after community accidents,

physical and sexual assaults, and present to clinical settings (Herman & van der

Kolk, 1987). Premorbid psychiatric features such as personality traits and chaotic

family background linked to risk for accidents and victimization may provide

sources of bias in sampling in such settings (Breslau et al., 1991). Traumatic events

do not strike randomly in community settings, but disaster settings provide oppor-

tunities to study the effects of exposure to severe trauma minimizing selection bias.

The level of exposure to a disaster agent has differential effects on various seg-

ments of the population. The segment of the population with the highest exposure

burden can be expected to experience the most prevalent and severe mental health

consequences (Frederick, 1980; Gleser et al., 1981; Baum et al., 1983; Beigel &

Berren, 1985; Rubonis & Bickman, 1991; North et al., 1999) this may be true even

of those with no prior psychopathology. Indirectly exposed and remotely exposed

groups will generally be the most mildly affected psychiatrically, and those less

directly exposed individuals who succumb to postdisaster psychiatric disorders

will have high rates of pre-existing psychiatric problems (Breslau & Davis, 1992).

Therefore, it is important to examine different exposure groups separately to

determine the mental health effects of a large disaster on a community.

Numerous studies have examined populations directly exposed to disasters.

Prevalence of PTSD has varied considerably from study to study, from 2% in a

study of a volcano eruption (Shore et al., 1986), 4% following torrential rain and

mudslides (Canino et al., 1990), and up to 8% in association with combined flood-

ing and dioxin contamination (Smith et al., 1986), ranging up to 44% after a dam

break and flood (Green et al., 1990), and 54% after an airplane crash landing (Sloan,

1988). Even with direct exposure to the most highly catastrophic events, however,

the majority of people do not manifest serious psychiatric consequences. Less than

one-half of people in the direct path of the bomb blast of the Oklahoma City

bombing developed a psychiatric disorder, and only one-third experienced PTSD

in association with it (North et al., 1999). Although the usual focus of such studies

is on PTSD and other psychiatric illness, the relatively low rates of diagnosable
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psychopathology in the majority of people following the Oklahoma City bombing

provides evidence of human resilience in the face of unimaginable trauma.

Most disaster research has focused on the most highly exposed groups. Prior to

the September 11th terrorist attacks, less directly disaster-exposed groups had

received little systematic mental health research. The psychological effects on the

larger, indirectly exposed community are an especially salient issue in major ter-

rorist incidents. Terrorism aims to evoke fear and intimidate a wider population

than just those directly targeted physically (Pfefferbaum et al., 2002), producing

especially far-reaching and profound effects. Psychological effects have been

reported on indirectly exposed and remotely affected members of the populations

affected by the Oklahoma City bombing (Smith et al., 1999; Pfefferbaum et al.,

2000; Sprang, 2001). Most studies of communities affected by terrorism have described

symptoms of PTSD or other syndromes such as posttraumatic or depressive reac-

tions. Research results suggest that symptoms and emotional distress are highly

prevalent in nondirectly affected members in the community affected by terrorism

(Pfefferbaum et al., 2003).

Studies of disasters and terrorism have applied a plethora of instruments, most

of which measure symptom counts, scale scores, or various approximations to

diagnostic criteria for psychiatric disorders, making it difficult to interpret the 

data and compare findings inconsistently collected from one study to another.

Without appropriate comparison data, the degree to which the measured symp-

toms and emotional upset reflect an increase of distress levels and specific

responses to the event is unclear. Despite methodological limitations, studies sug-

gest that disasters may have the anticipated effects on people not only directly

exposed to such events but they may also have far-reaching effects on surrounding

populations with less direct exposure. Disaster researchers and intervention plan-

ners must keep in mind that differences they observe in populations affected by

disasters may be due to inconsistencies in research methodology such as variation

in selection by disaster exposure rather than differences in population responses to

disaster.

Disaster research has consistently identified two characteristics of individuals

that have emerged as robust predictors of PTSD: female gender (Moore &

Friedsam, 1959; Kasl et al., 1981; Lopez-Ibor Jr. et al., 1985; Weisæth, 1985;

Steinglass & Gerrity, 1990; Rubonis & Bickman, 1991) and pre-existing psy-

chopathology (Bromet et al., 1982; Weisæth, 1985; McFarlane, 1989; Ramsay, 1990;

Smith et al., 1990; Southwick et al., 1993; North et al., 1994; North et al., 1999;

Chen et al., 2001; Maes et al., 2001; Liao et al., 2002). Negative life events after dis-

asters also appear to predict PTSD (Epstein et al., 1998; North et al., 1999; Maes 

et al., 2001), although not with the predictive strength of female gender and pre-

existing psychopathology.

98 Carol S. North et al.



Disaster research methods and diagnosis-focused investigation

Critical aspects of disaster research methods include time frame, sampling, com-

parisons, assessment tools, and interpretation of data. Review of disaster research

methodology will follow this outline.

Timing of data collection is a primary consideration for disaster research. Studies

that enter the field rapidly may have to sacrifice integrity of methods for early data

collection (North & Pfefferbaum, 2002). However, the value of rapid entry into the

field is that early data can be obtained only during a brief time period after a disas-

ter, and if the information is not obtained then it will be lost forever. Practical and

ethical difficulties obstruct research efforts to obtain early data. Respect for the

study population’s special and difficult circumstances and sensitivity to issues of

appropriate timing may dictate delay in starting research while survivors address

needs to locate loved ones, bury the deceased, seek shelter and secure their property,

deal with insurance issues, and recover their possessions. Entry into the field before

one month has passed faces the additional problem that diagnostic criteria requir-

ing a one-month duration of symptoms mean that PTSD cannot be diagnosed dur-

ing this period. Observation of the course of postdisaster mental health over time is

also needed to help understand findings in the acute phase. Long-term outcomes

may be very different from findings in the early postdisaster period. On the other

hand, entering the field too late may yield corrupted and distorted data from

research subjects. To determine the most appropriate time for conducting disaster

research, researchers must balance obligations to victims at a particularly vulnera-

ble time with the costs and benefits to society and future disasters.

Sampling issues present early barriers and obstacles to disaster research. Popu-

lation samples that are easily accessible in the short run may yield limited data that

are not well suited for generalization to other groups. Because disaster victims are

considered emotionally fragile and vulnerable by the surrounding communities,

researchers and outsiders may be barred from contact to establish systematic sam-

pling strategies necessary for the conduct of methodologically sound research

(North & Smith, 1994; Smith, 1996; North et al., 2002a). Recently heightened con-

cern among institutional review boards for protection of research participants and

new regulations for protection of personal privacy further complicate the sampling

procedures in disaster research. The more severe, wide-reaching, and politically

charged the event, the more difficult the issues pertaining to sampling become. For

these reasons, terrorism presents greater challenges than other disasters to research.

In disaster studies, sampling must involve considerations of separate subpopu-

lations based on exposure status. Directly and indirectly exposed populations

require separate consideration because the mental health effects will be expected 

to vary. Aggregate findings will describe no segment of the population, instead
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characterizing a nonexistent amorphous average. Rescue worker populations have

additional issues that distinguish them from other populations. For example, fire-

fighters are selected as well as self-selected for their line of work that anticipates

exposure to trauma, they may have accumulating experience with fire and trauma

emergencies on the job, and they have pre-existing issues with alcohol (Boxer &

Wild, 1993; Wagner et al., 1998; North et al., 2002b).

The selection of comparison groups is fundamental to most scientific research,

but in disaster settings selection of comparison groups is innately problematic

(North & Smith, 1994; North & Pfefferbaum, 2002). The goal is to choose a com-

parison group that is like the exposure group in every way except for not having

had the exposure. In disaster research, either the comparison group is likely to be

so different from the exposure group in other ways besides disaster exposure that

it will be impossible to discern disaster-related effects from predisaster dissimilar-

ities, or it is so closely related to the exposure group that it is tainted by some 

exposure to the disaster.

Contrasting postdisaster with predisaster mental health status is a critical com-

parison that involves temporal relationships. Without predisaster comparison

(even with the flaws inherent in retrospectively obtained predisaster data), one

cannot know what part of the postdisaster picture is due to the disaster and how

much of it was pre-existing.

Selecting measurement instruments and deciding on a unit of measure are diffi-

cult tasks in disaster mental health research. It is important to consider both psy-

chiatric disorders and emotional distress of nondiagnostic proportions along with

many other variables, but the choice of instruments depends on the intended goals

and purposes of the assessment. Instruments addressing psychiatric diagnosis need

to assess all the diagnostic criteria in estimating the presence of disorders. Simple

symptom counts or scales for which arbitrary thresholds are established fail to pro-

vide adequate diagnostic information. Assessment is required of other diagnostic

features of PTSD, including discrimination of new symptoms from pre-existing

symptoms that cannot be considered products of the traumatic event, determina-

tion of more than one month’s duration of symptoms, and establishment of func-

tional or clinical severity of the symptoms. Some instruments ask respondents to

decide the relevance of the symptoms to an event rather than determining the onset

of symptoms after the event. Judgment of causal determination is not part of diag-

nostic criteria, which require only that the symptoms be new after the event, which

is a much more reasonable expectation of research participants.

The formal diagnosis of PTSD requires either direct exposure to or witnessing a

traumatic event that threatens life or limb of those in its path, or vicarious expo-

sure through the experience of loved ones directly in the path of the traumatic

agent. Therefore, assessment of PTSD in populations lacking direct exposure or
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direct eyewitness experience must be limited to the select members of the popula-

tion with loved ones directly exposed to the event, as described in Diagnostic and

Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV): “learning about

unexpected or violent death, serious harm, or threat of death or injury experienced

by a family member or other close associate (Criterion 1A)” (American Psychiatric

Association, 1994, p. 424).

Assessment of indirectly exposed or remotely affected populations therefore

encounters a unique dilemma in fitting the concept of PTSD to the experience of

the individuals involved. Without fulfilling the exposure criterion, these individu-

als cannot meet PTSD criteria. In practice, however, the criterion symptoms 

of PTSD have often been counted and reported independently of the Criterion 

1A exposure requirement as disembodied symptoms outside the context of expo-

sure to a sufficient traumatic agent. Consideration of posttraumatic symptoms with-

out the requisite context of a traumatic event is paradoxical and problematic for

interpretation.

Screening instruments typically rely on symptom counts or scales. Screening

scales are much easier to administer than full diagnostic assessment and they have

utility for identification of subgroups with substantially increased risk of disorder

for the purpose of further evaluation for diagnosis. This is only one part of ass-

essment, however. Individuals who screen positive are of uncertain status until

they receive more definitive assessment to determine their diagnostic status.

Instruments that count symptoms or generate scales can also be used to follow

symptoms over time in individuals already diagnosed. Discussion of symptoms

outside of a disease construct lacks meaning and defies validation. Assessment of

psychiatric symptoms without consideration of full diagnostic criteria does not

approach adequate diagnostic assessment and should not be presented in diagnos-

tic terms such as PTSD or “probable” caseness. Measurements based only on sim-

ple symptom counts, scales, or symptom thresholds should not be applied 

in assessment or to estimate disorders without some clear form of validation to

determine the amount of error involved in such approximations.

Disaster exposure status may help determine the most suitable type of assess-

ment tool for clinical or research evaluation. The type of instrument needed will

depend on the research goals and outcomes to be studied as well as on the exposure

level of the sample. For example, for evaluation of large population samples with

low levels of exposure, an instrument with high sensitivity and low specificity such

as a screening measure would help identify the at-risk proportion of the population

most likely to benefit from more intensive evaluation and management. Such

screening may spare valuable resources that would be wasted on formal diagnostic

assessment of large numbers of people without a disorder that is difficult to accom-

plish and is prohibitively exhaustive of resources for the study of large samples.
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Additionally, attempts at full diagnosis may be limited by failure to address signifi-

cant subclinical and nonpsychiatric issues. For small, high-risk groups such as

highly exposed individuals, however, full structured diagnostic assessment may 

be justified to estimate the incidence rates of specific disorders such as PTSD in 

relation to the disaster.

Exposure status itself should not be considered a proxy for diagnosis, however.

People in the highest exposure groups, for example, are not automatically PTSD

“cases.” Even the most precise measure of exposure cannot determine the level 

of psychopathology in individuals. Exposure level has utility for predicting 

psychopathology in groups or populations but can be misleading if applied to

individuals as an indicator of diagnosis.

Similar issues complicate the collection, interpretation, and reporting of sub-

stance abuse data. Differentiation must be made between patterns of use of alco-

hol/other drugs from diagnoses of abuse/dependence. Data reflecting use of

substances or changes in patterns of use of substances without indicating how the

patterns of use fit into diagnostic criteria such as through negative effects on

employment, family relations, social and recreational activities, and health and

legal status provide little useful information for clinical or research purposes. If, for

example, after a community-wide catastrophe, an individual spends more time

socializing and consumes moderately more alcohol and cigarettes than previously

for a circumscribed period such as a week or two, this is not necessarily evidence of

a problem requiring clinical response or intervention.

Interpretation of data is a vital part of disaster research that requires careful con-

sideration. Potential pitfalls include inappropriate assumptions of causation from

association, failing to differentiate disorders from normative distress, confusing

predisaster issues with disaster-related outcomes, and lack of validity in assump-

tions of psychological morbidity in the context of the disaster setting. For example,

the clinical significance of phobic symptoms is questionable in unusual and

extreme settings of disaster when extreme fear may be a normative and expected

response. Interpretation of the validity of such data can have profound implica-

tions for policy and practice in postdisaster interventions. Assumption of pathol-

ogy in the fear response might suggest need for large-scale major mental health

interventions for the affected population. Alternatively, understanding of fear as a

normal yet distressing experience following extreme trauma might point interven-

tions toward reassurance and education of the population.

The Oklahoma City bombing study: an empirical template for research

The Washington University study of survivors directly exposed to the 1995 Oklahoma

City bombing (North et al., 1999) is regarded one of the most authoritative sources
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for anticipating psychiatric effects in the population following the September ter-

rorist attacks (e.g., Norris, 2002), especially because of its methodology. This study

used formal diagnostic criteria for psychiatric disorders applied through struc-

tured interviews to a systematic sample of highly exposed individuals. One-third of

the sample (34%) developed PTSD. The next most prevalent diagnosis was major

depression, in 23%. No new cases of alcohol or drug abuse were identified after the

bombing. The majority (55%) did not develop a postdisaster psychiatric disorder,

exhibiting resilience even after surviving this severely traumatic experience. The

major predictors of PTSD were female gender and a pre-existing psychiatric disor-

der. Major depression was found to have an extremely high likelihood of persist-

ence or recurrence after the disaster.

Despite psychiatric resilience in this highly exposed population, symptoms and

distress were nearly ubiquitous, with 96% reporting one or more PTSD symptoms.

Avoidance and numbing (PTSD Group C) symptoms were pivotal to the diagno-

sis. While approximately 80% met criteria for intrusive re-experience (PTSD

Group B) and hyperarousal (PTSD Group D) symptom clusters, only 36% met

avoidance and numbing criteria.

Avoidance and numbing (Group C) criteria virtually defined PTSD, with 94% of

those reporting 3 or more Group C symptoms meeting full criteria for PTSD.

Avoidance and numbing symptoms were associated with indicators of illness

including interference of the symptoms with activities, predisaster psychopathol-

ogy, diagnostic comorbidity, receiving treatment, medication use, and use of alco-

hol for coping. These other variables were not associated with intrusive recollection

(Group B) or hyperarousal (Group D) criteria in the absence of Group C criteria.

Initial onset of PTSD was rapid, with 76% of PTSD cases beginning the first day,

94% the first week, and 98% the first month. The early onset and chronicity of

PTSD, the dominance of avoidance and numbing in the development of PTSD

after disaster, and the lack of new cases of substance abuse are all consistent with

findings of other disaster studies (North et al., 1994; North et al., 1999; McMillen

et al., 2000). PTSD was chronic as defined by DSM-IV (lasting 3 months) in 100%

of cases. A followup study almost one year later, at 17 months postbombing, found

that few of the PTSD cases had remitted (North, 2001).

Translation of empirical data to policy and intervention

A number of consistent findings have emerged from the research literature that

can be directly applied to intervention and policy. First, trauma mental health

research conducted in other settings may not apply to disasters. Confounding

effects of pre-existing risk factors for trauma with predictors of mental health

effects of trauma may render the findings inapplicable in disasters due to more
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random effects by disasters in involved populations than by individual traumatic

events in general communities, much of what is known about posttraumatic

response to other events may not apply to disaster settings. Therefore, interven-

tions and policy are best informed by disaster research.

One of the most important, and often overlooked, findings of disaster research

is that people are resilient, even after the most severe of traumatic events. Most

people do not develop a new postdisaster psychiatric disorder (e.g., the Oklahoma

City bombing). Despite this resilience, however, emotional distress may be ubiqui-

tous among people exposed to community catastrophes, as observed in very high

rates of PTSD symptoms reported and general expression of emotional upset

among Oklahoma City bombing survivors.

This leads to the crucial distinction between psychiatric illness and emotional

distress that forms the basis for developing interventions and planning disaster

mental health responses. A central task of disaster mental health research and

intervention is the differentiation of psychiatric illness from “subdiagnostic dis-

tress.” In clinical settings, this differentiation provides direction for triage and

treatment decisions. It allows psychiatrically ill individuals to be triaged to appro-

priate treatment while attending to subdiagnostic distress without pathologizing

that distress. On the other hand, recognition of postdisaster distress apart from

psychiatric illness avoids stigmatizing disaster populations. This differentiation

prevents blanket application of uniform diagnosis of everyone with psychiatric ill-

ness while recognizing the importance of subdiagnostic distress and the potential

for benefit from interventions involving education and reassurance. The phrase,

“One size does not fit all” applies to the distinction between psychiatric illness and

subdiagnostic distress and the decisions incumbent upon it.

Identification of psychiatric illness becomes possible through application of

previous disaster research findings. The Group C criteria may have potential as a

screening instrument. In the Oklahoma City bombing study, most people with any

psychiatric disorder or PTSD were identified by Group C criteria (endorsement of

at least three avoidance/numbing symptoms in association with the event). Other

studies such as the study of the Northridge, California earthquake have reported

similar findings (McMillen et al., 2000). Further research, especially prospective

studies, will be needed to confirm the utility of the approach to recognition of

PTSD in populations through screening for Group C criteria.

PTSD is an important starting point because it is the most prevalent postdisas-

ter psychiatric disorder in most populations, and because it identifies most of the

cases of psychiatric illness following disasters (North et al., 1999). PTSD is more

often than not comorbid with other psychiatric disorders in postdisaster settings.

The lesson to be learned from this is that although PTSD is the place to start to

identify most of the psychiatric cases, one should not stop once PTSD has been
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diagnosed, because it is likely that another psychiatric disorder is present that may

be at least as important as the PTSD to treatment and outcome. The comorbid

cases appear to be those with greatest severity and may require the most intense

treatment interventions.

Previous disaster research has repeatedly demonstrated that PTSD begins rap-

idly after disaster, indicating the value of commencing mental health intervention

efforts promptly after a disaster. Although people with PTSD often delay in seeking

treatment, these cases should not be assumed to represent delayed onset. The over-

whelming chronicity of PTSD identifies need for services to continue to provide

mental health services long term as the need persists.

Critical comments on research methods of studies of the September 11th
terrorist attacks

This section provides relevant comments about the research literature pertaining

to the September 11th terrorist attacks. A comprehensive review of this work is

beyond the scope of this chapter, however. The outline structure of this chapter’s

earlier discussion of research methods will be followed in exploring post-9/11

research issues.

The early post-9/11 studies entered the research field quickly to obtain acute

phase data during a brief interval that presented major obstacles to the conduct of

research. In this context, difficult decisions had to be made to allow the data to be

gathered. Early postdisaster research requires efficient data collection to succeed,

but efficiency may conflict with ideal methodology, compromising the quality of

the data to be obtained. Limitations in the data that may reduce the utility of the

data must be considered in the interpretation of the results. The difficulties

imposed by the temporal concerns may affect sampling, comparison, measure-

ment, and interpretation of the data.

Early pursuit of post-9/11 data presented especially complex considerations for

sampling efforts. A specific aspect of the September 11th terrorist attacks was the

gradation of exposure level among differently affected subgroups of the popula-

tion. Levels of exposure have previously received little consideration in sampling of

disaster-affected populations. Most studies of mental health effects of disasters and

terrorism have focused on high-exposure subgroups. Deciding who was affected

by the September 11th attacks posed difficulties for selecting research samples. The

profound magnitude and intensity of the event prevented systematic research

access to the most highly exposed survivor groups. To date, the potentially most

vulnerable subset of the population, those who escaped the Twin Towers during

the terrorist attacks on them, has not yet been systematically examined for mental

health effects. When data become available on the rescue workers, the findings may
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be compared with studies of the rescue workers from the Oklahoma City bombing,

with the recognition that their exposure also involved direct threat to life and limb

and massive traumatic bereavement issues not experienced by the Oklahoma City

firefighters.

Post-9/11 research studies started with selecting random samples of the Manhattan

residential population and national household samples from other metropolitan

areas (Schuster et al., 2001; Galea et al., 2002; Schlenger et al., 2002; Silver et al.,

2002). These initial post-9/11 research samples thus constituted mixed indirectly

and distantly affected groups, with a few highly exposed individuals sprinkled

among the more indirectly exposed samples. Random sampling of these groups

cannot substitute for consideration of exposure level in sampling designs because

exposure status is an important predictor of psychopathology. Stratification of 9/11

data by exposure and correlation of variables of interest with exposure might help

manage mixed-exposure samples if they contain sufficient numbers of partici-

pants within the subgroups.

Sampling issues in post-9/11 research in turn are critical to comparability of

data sets, choice of study instruments, and interpretation of the data. Inconsistent

exposure levels present problems for comparing mental health effects across

events. For example, a randomly selected sample of residents of households across

Manhattan had inherently different exposure level to the 9/11 terrorist attacks than

a sample of surviving Murrah Building occupants had to the bomb blast in

Oklahoma City.

The random-digit-dial samples of household residents in the surrounding com-

munities of the World Trade Center attacks could reasonably be compared with

indirectly exposed members of the Oklahoma City community, but not with the

Murrah Building occupants surviving the Oklahoma City bombing. Another

appropriate comparison would be between those who escaped the Twin Towers

after the terrorist attacks and occupants of the Murrah Building in the Oklahoma

City bomb blast. In interpreting data from indirectly exposed samples, it is impor-

tant to acknowledge limitations in utility of the data and to refrain from generaliz-

ing to directly exposed groups or comparison to directly exposed samples. Conversely,

comparison or extrapolation from studies of directly exposed groups such as

Murrah Building occupants in the Oklahoma City bombing to apply to indirectly

exposed populations such as the population of Manhattan post-9/11 would inflate

the anticipated effects.

Difficulties in using available measurement instruments as described in the

research methods section were encountered in the early post-9/11 studies. Instru-

ments are usually validated in other populations and settings pursuing various

research goals and types of outcomes. The validity of the data obtained from these

instruments in the post-9/11 setting may be uncertain. Additionally, no systematic
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study of psychiatric disorders in post-9/11 populations has been conducted. Estimates

of PTSD provided to date are limited by lack of addressing one or more of the diag-

nostic requirements of DSM-IV: satisfying the exposure criterion, one-month

duration of symptoms, new onset of the symptoms after the event, and clinically or

functionally significant impact of the symptoms. As a result, it becomes difficult to

differentiate emotional distress from psychiatric illness and to determine the

degree to which the psychopathology has resulted from the terrorist attacks and

not other sources of stress. Collective results of post-9/11 studies suggest that

symptoms and emotional distress are nearly ubiquitous in affected populations

(Associated Press, 2001; Schuster et al., 2001; Galea et al., 2002; Herman et al.,

2002; Schlenger et al., 2002; Silver et al., 2002).

In interpreting the data, researchers in this field can do much to help the public

and policy planners avoid confusing emotional distress with formal psychiatric

illness. These research precautions are especially appropriate for public health

intervention planners because the findings may alternatively suggest divergent

interventions such as a public media information to educate people about norma-

tive emotional responses and emphasize resilience vs. need for a large outpouring

of resources for professional psychiatric assistance for hundreds of thousands of

psychiatric casualties. Causal assumptions should be avoided when available data

reveal simple associations among variables. Consideration of causal directionali-

ties opposite to those assumed is needed as well as consideration of other variables

that may confound or explain the apparent associations.

Ramifications of post-9/11 studies for subsequent research, 
intervention, and policy

Experience in disaster research and findings from recent studies suggest several

recommendations to the research field. One of the most fundamental principles is

differentiation of psychiatric illness from distress, through assessment of the com-

plete set of DSM criteria for PTSD and other psychiatric disorders (rather than

relying on symptom counts, symptom frequency, severity scales, or estimates from

thresholds of symptom counts or scales). Psychiatric diagnostic assessment is

resource intensive. Other means of adequate diagnostic approximation are needed.

Timing of entry into the disaster field deserves serious consideration to resolv-

ing competing desires to collect data before the data vanish forever and needs to

develop optimal methods yielding quality data before entering the field for data

collection.

Population subsets need separate study by exposure type, not only because they

differ in exposure, but because they may differ in important ways not related to a

particular disaster.

107 Research on psychiatric consequences of terrorism and other disasters



Consistent methodology, especially structured assessment instruments, should

be repeated from study to study so that disasters can be compared. Collection of

data should also consider special interests of disaster-related inquiry, such as cur-

rent or postdisaster symptom count, symptom count, and diagnostic assessment in

the immediate predisaster period for baseline comparison, and change in status

related to the disaster that may not be routinely assessed in structured diagnostic

interviews.

The September 11th terrorist attacks represented the first modern disaster

research setting in which researchers might get in one another’s way, inundate 

the survivor groups, and duplicate one another’s efforts in research studies. After

the Oklahoma City bombing, the Governor of Oklahoma set up a gatekeeper func-

tion for the conduct of research studies to protect the survivor population from

these potential problems and from unworthy research efforts (Nixon et al., 1998;

Quick, 1998; Tucker et al., 1998). Such control was not possible after September

11th terrorist attacks, and researchers have found themselves bumping into one

another as they seek large samples of the most highly exposed groups.

Coordination of efforts by the major research funding agencies might suffice to

prevent many of these potential difficulties in future research on major disasters

and terrorist attacks.

Coordination of interventions encounters parallel issues of duplication of

efforts and potential for specialization in meeting the very different needs of indi-

viduals and subpopulations. While some segments of the population may need

treatment for major psychiatric disorders following the event, other segments of

the population may benefit from reassurance and education about their emotional

responses. The population also needs efforts to build emotional resilience. The

next disaster or terrorist attack will truly test the population’s resilience.

Summary and conclusions

This chapter has reviewed the history of research on disasters and terrorism and

the current methodological difficulties faced by the field in mounting organized

research to respond to the September 11th terrorist attacks. Appropriate interpre-

tation of carefully established empirical data is a necessary foundation for leaders

in the field to develop the most effective mental health interventions and policy

following disasters. The field has overcome many obstacles inherent in the conduct

of disaster research, making important advances in methodology in recent

decades. Numerous challenges remain, however, in organizing, planning, design-

ing, and carrying out research on the mental health effects of disasters and terror-

ism. The unfortunate likelihood of future events demands that the field constantly

update and maintain readiness to meet the next challenge.
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Introduction

Since the United States Civil War in the 19th century and World War I in the early

20th century, it has been recognized that some of the casualties of war are caused

by the psychological impact of these experiences rather than just by their physical

impact. Similarly, since the seminal descriptions of survivors of the Coconut Grove

fire disaster in 1942 (Adler, 1943), many studies of natural and human-made dis-

asters, including toxic exposures, have described their physical and psychological

consequences (Havenaar et al., 2002). By their very nature, the recent terrorist

attacks are specifically intended to induce fear (terror) in the population 

in addition to physical casualties and damage. Hence it is useful to consider the 

lessons learned from research on the diverse catastrophic experiences over the 

past 50 years.

The advent of structured interviews and clinical criteria in psychiatric research

during the 1970s spurred a large number of epidemiological studies that have

quantified the impact of disasters on mental health and well-being (Bromet &

Dew, 1995; Galea et al., 2005; Van den Berg et al., 2005). The first study to use struc-

tured diagnostic interviews focused on the impact of the 1979 accident at the

Three Mile Island nuclear power plant rates on major depression and generalized

anxiety disorder (Bromet & Schulberg, 1986). Since then, the Diagnostic and

Statistical Manual of Mental Disorders (DSM) classification system officially oper-

ationalized post-traumatic stress disorder (PTSD), and the ICD-10 introduced a

similar category. Subsequently, much of the research on the psychological impact

of disasters has tended to focus more or less exclusively on PTSD, even though it is

increasingly recognized that the range of potential negative outcomes is far broader

and includes affective, anxiety, and substance use disorders and non-specific 

medical symptoms. Thus, while the research over the past decades has produced 

a wealth of information documenting the prevalence of mental health problems 



115 Capturing the impact of large scale events through epidemiological research

in the aftermath of disasters, and identifying the major risk factors and protec-

tive factors determining outcome, the recent work has generally focused only 

on PTSD.

The terrorist attacks on New York and Washington, D.C. on September 11, 2001,

have once again given rise to a wave of post-disaster studies. There are both empir-

ical and public health reasons for conducting further descriptive epidemiological

studies in the wake of these disasters (Morris, 1964; Fielder et al., 2002). From a

research perspective, the reasons include:

(a) ascertaining high-risk groups among children, adults, and the elderly;

(b) identifying risk and protective factors as well as potential unique aetiologic or

pathogenic mechanisms;

(c) completing the clinical picture beyond people who present for treatment;

(d) identifying new syndromes.

Public health reasons include:

(e) estimating the prevalence of psychopathological reactions in the community

for needs assessment purposes;

(f) gathering information that can be used for preparing and tailoring response

programs;

(g) evaluating the effectiveness of interventions;

(h) monitoring the long-term health problems, particularly in cases involving

exposures with uncertain future effects;

(i) addressing public concerns about the health effects of the event;

(j) responding to possible legal challenges.

In a recently published review of the disaster literature, we expressed the concern

that contemporary disaster research has reached a point where further descriptive

studies may be expected to yield little added value to what is already known (Bromet &

Havenaar, 2002). We pointed out that recent studies tend to reconfirm findings

that are well established. In part, this occurs because the majority of contemporary

studies administer a core battery of interview schedules and questionnaires that

contain pre-formatted questions and pre-determined answer categories. Thus, we

suggested that except for the need for further studies about psycho-physiological

mechanisms associated with adverse outcomes, especially in cases where the disaster

involves exposure to toxic substances with potential negative effects on the central

nervous system, the main reasons for doing further disaster studies are likely to be

in the public health domain. Conceivably, a merger of quantitative and qualitative

methods might yield some significant novel findings about disaster’s impact.

Along these lines, funding agencies, such as the National Institute of Mental Health

(2002), are in fact more interested in studies designed to develop and evaluate post-

disaster mental health interventions than in further descriptive epidemiologic

post-disaster research.



Challenges in designing disaster studies

Disasters by their very nature are unanticipated. As such, a number of challenges

arise in designing studies of their mental health sequelae.

Assembling a research team

The first such challenge is to identify collaborators and organize a research team.

Relationships within any research team must be built on mutual trust and respect.

In disaster studies, the team is likely to be assembled quickly and at the same time to

find itself having to operate under extremely difficult circumstances and with major

time constraints. Also, it is not unusual for some members of the research team or

their relatives to be directly affected by the event. It is equally important to establish

trust between the team and the affected population, as well as between the research

team and people involved in relief work in the field. While this may seem obvious,

these challenges are not easily achieved when both the research team and the

affected population share the shock and devastation of the event. Thus, the research

team needs to take stock of their own emotional responses and privacy needs as

they consider how to deal with the same issues among potential study participants.

Timing

The design of an investigation will depend largely on the aims of the study and the

conditions under which the study will take place. Most mental health studies will

take place after the disaster occurs, and after the physical toll is known. Many

recent studies have involved cross-sectional surveys, including telephone surveys.

These studies try to show differences in rates of symptoms across time, but only

longitudinal (follow-up) studies are capable of describing the course and outcome

of post-disaster psychological effects, risk and protective factors, and benefits of

intervention programs. The timing of the research, as well as of the follow-ups, will

be determined by the specific research questions being addressed, as well as by the

feasibility and availability of resources available for conducting the study.

So far, we have focused on post-disaster research. It is also important to consider

the challenges involved in studying “potential” disasters, such as future bio-terrorist

attacks in which the need for an entirely different type of study may arise. In this

scenario, researchers may be confronted with an essentially unique situation, that

is, to design an investigation of whether certain observed health problems are the

result of an as yet unknown attack (Fielder et al., 2002). This was the case in the ini-

tial days after the first cases of anthrax were diagnosed in Florida in the fall of 2001

and the source of the infection was unknown. This type of cluster analysis will not

be further discussed here, but readers interested in this issue are referred to Fielder

et al. (2002).
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Exposure identification

The next step is to identify the relevant physical and psychosocial exposures. This

issue is critically important because it will determine which end-points are to be

assessed, that is, only psychological or psychiatric sequelae or also global and/or

specific physical health outcomes. In the realm of mental health outcomes, it 

is important to consider a range of potential clinical and sub-clinical domains,

including depression, anxiety, substance use and abuse, somatic symptoms, and

PTSD. Recent research has demonstrated that medically unexplained physical

symptoms (MUPS) are an under-researched outcome of disasters (Bromet &

Havenaar, 2002; Van den Berg et al., 2005). They may occur especially after disas-

ters involving toxic exposure or in cultural settings where somatic complaints are

the normative means for expressing distress. For each of the outcomes to be studied,

the relevant competing risk factors, and the potential confounding variables, must

be carefully measured as well. Often this means that the interviews or question-

naires will be lengthy, and this too poses a special challenge for disaster studies.

One of the important challenges in disaster research, which gives rise to continu-

ous debates at all stages of the research, from design and instrument selection to

data analysis and interpretation, is to bridge the gap between the psychological and

psychiatric approaches. Psychologists tend to approach research from a dimensional

and dynamic point of view, whereas psychiatric epidemiologists tend to focus on

categorical disease end-points. To some extent, this will influence the sample size

needed to achieve a specific result. More than that, these different approaches may

give rise to incorrect use of terms, such as “PTSD” which is meant to be a clinical

category but is often used to describe individuals with high scores on scales evalu-

ating the intrusion, avoidance, and hyperarousal symptoms encompassed by the

DSM-IV definition of PTSD.

Sample selection

Once the aim of the study has been set, and the study design decided upon, the

next step is to define the affected population. This represents one of the most dif-

ficult tasks in disasters studies. The chaotic situation that occurs immediately after

a disaster often makes it impossible to determine who exactly was affected and who

was not. Immediately after the crash of the El Al Boeing 747 into a housing block

in Amsterdam in 1992, killing 29 residents and 4 crewmembers, the authorities

estimated that between 1000 and 1500 persons had directly experienced the crash.

This included rescue workers who arrived during the early hours after the event.

Six years later, after the endless rumours regarding the possible presence of toxic

agents in the cargo was finally proven to be false, more than 6000 people came for

a medical check-up because they feared that their health might have been compro-

mized because of the event (Yzermans & Gersons, 2002). Because of the chaos and
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the need to maximize the number of people available at the disaster site, even

tightly run organizations such as police and fire departments may be unable to

produce accurate lists of officers who participated in relief work. Because of the

difficulties in defining the sampling frame for a disaster study, many studies turn to

convenience samples, such as litigants, web survey responders, telephone respond-

ers, insurance claimants, or clinic attenders. Prevalence estimates based on such

samples are likely to be unreliable. For example, studies of help-seeking refugees

from Cambodia residing in the United States produced prevalence rates of disaster-

related disorders ranging from 22% to 92% (Abueg & Chun, 1996).

Once the target sample is defined, it is often extremely difficult to identify an unaf-

fected control group (or groups) who are similar in all respects except for exposure

to the disaster. Usually control groups are selected from nearby towns. One obvious

problem is that people in nearby towns may in fact be exposed via extensive media

coverage, by working in or near the disaster area, or by having friends or family

members living or working in the exposure site. For example, in a study of the effects

of major floods in southern France, Verger and colleagues found that many control

subjects from the unaffected villages nearby had family members or business inter-

ests in the flooded villages (Verger et al., 2000). In disasters involving toxic exposures,

the comparison sites should be screened for other contaminants that could lead to

the same end-points. For example, one of the first western epidemiological studies

of the health effects of the 1986 Chernobyl accident, the International Chernobyl

Project (IAEA, 1991), evaluated the health status of five age groups living in rural

contaminated communities with that of controls from “non-exposed” villages and

found no significant differences in physical health (hematological, thyroid, and gen-

eral health measures). After the report was disseminated in Ukraine, the authorities

claimed that the control villages were polluted by dangerous levels of pesticides.

Challenges in instrument selection

Diagnosis vs. symptom checklists

Once the research questions, study design and relevant outcome domains have been

determined, the next step is to select the specific measures. A large number of stand-

ardized diagnostic and symptom inventories are available, and certain measures,

such as Diagnostic Interview Schedule (DIS), the General Health Questionnaire

(GHQ), and the Impact of Events Scale (IES), have been administered in many dis-

aster studies. Even though most of these instruments have been shown to have

acceptable reliability and validity, it is important to realize that when different

instruments are used to measure the same condition, or even when single instruments

are used with different cut-off scores or diagnostic criteria, wide variation in
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prevalence rates may ensue. More specifically, in the recent National Comorbidity

Survey-Replication, a sub-sample of those initially interviewed with the Composite

International Diagnostic Interview (CIDI) were subsequently re-interviewed by

clinicians over the telephone with an abbreviated 12-month version of the Struc-

tured Clinical Interview for DSM-IV (SCID) (Kessler et al., 2003). Although 7.6%

of the sample met DSM-IV criteria for major depressive disorder on the CIDI,

5.2% met the same criteria on the SCID, with a chance corrected agreement that

was at best moderate (kappa � 0.6, 95% CI 0.2–0.6). It is therefore important to

keep in mind that the variability in the prevalence rates achieved across different

studies is in part attributable to the specific instruments included in the research.

Having made the choice between dimensional or categorical (diagnostic) meas-

ures, or the choice to use both, the next issue to decide upon is whether to use self-

report or interview methods. Self-report questionnaires are convenient and relatively

inexpensive to use. They tend to have good sensitivity but less favourable speci-

ficity. Interviews are more costly, and especially in the case of structured inter-

views, have reasonable specificity. The cut-points themselves may be culturally

specific. For example, in the USA, when asked to rate your health, the majority of

people in the general population answer excellent or very good; few people say

moderate, fair, or poor. In Ukraine, the normative response is moderate, and the

next most popular response is fair. Few people would evaluate their health as very

good. In our Chernobyl research (Adams et al., 2002), it was necessary to extend

the low end of the scale by adding a “very poor” category in order to capture the

full range of responses in a meaningful way.

To date, most disaster studies have been conducted in the West. Whether our

measures are equally reliable and valid across race and ethnic groups is a topic that

has rarely been studied. Thus, September 11 affected a diverse set of cultural and

ethnic groups. Our lack of knowledge about the cross-cultural validity of western

measures and the absence of culturally sensitive measures for most of these

affected populations has limited what could be learned from this body of disaster

research. Similarly because the majority of disasters occur in underdeveloped areas

of the world, selecting appropriate instruments is a major challenge. Unfortunately,

few disaster studies include an examination of cultural variations in idioms of dis-

tress or the cross-cultural validity of the instruments and assessment methods that

are used (Van Ommeren, 2003). The best way to handle the issue is to include

investigators on the research team who are part of the community that was affected

by the disaster although even then, the arduous task of establishing cross-cultural

reliability and validity may be beyond the grasp of the typical disaster study that is

done under both time and budgetary constraints.

A further measurement issue is the assessment of the level of personal involve-

ment and incurred stress as a consequence of the disaster. Usually in disaster studies,
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proximity to the disaster site is used as a proxy for exposure to stress emanating from

the event. In addition, other information is collected to assess the level of personal

involvement, such as whether the subject was injured, lost relatives or property,

had to be evacuated, or witnessed dead or injured persons. When the exposure

information is subjective (Did you feel threatened by the event?), recall bias may be

a special problem because the response will be influenced by current affectivity.

However, even when the exposure information is presumed to be objective, recall

bias is an issue, especially over time. Southwick et al. (1997) interviewed veterans

from the first Gulf War about their traumatic experiences 1 month and again 

2 years after their return home. Eighty-eight per cent changed their response to 

at least one item of the questionnaire that asked about their experiences in the field.

Challenges in executing disaster studies

Access to remote areas

Not only it is difficult to define the affected population, in many cases it may also

be difficult to reach the area. Many disasters in developing countries occur in remote

areas, but even areas that are accessible under normal conditions might be difficult

to reach because of disrupted transportation systems or restrictions imposed by

the authorities regarding entry. Conducting telephone surveys may be a way to cir-

cumvent these problems, providing telephones are widely available and are func-

tional. When the Chernobyl accident occurred in 1986, many people in Kiev had

party lines, and thus there was no guarantee that privacy could be achieved. Condi-

tions at the disaster site may also make it difficult to adequately monitor the field-

work. Another problem is that affected populations or parts of them may have been

evacuated or scattered.

Response rates

Even if eligible subjects can be reached, response rates may be low because people

have other priorities and have no time to participate in a mental health study. The

post-disaster period is often characterized by great turmoil, food and housing short-

ages, economic hardships, and battles for benefits. These can all lead to relatively

low response rates and potentially biased samples. This is certainly not always the

case, and response rates of more than 80% have been achieved (e.g., Adams et al.,

2002). In general, however, response rates from disaster follow-up studies have

been disappointing. For example, in a 33-year follow-up after a mudslide in Aberfan,

South-Wales, which killed 116 children, it was possible to trace 115 of the 145 sur-

vivors in the original cohort, but only 41 agreed to participate (28% of the total).

Achieving a good response rate in the control group is sometimes more difficult
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because the motivation for participation is not as obvious. In the Aberfan study,

only 19% of controls participated in the follow-up (Morgan et al., 2003).

Informed consent

In settings where the population is not literate, or distrust in authorities is the

norm, including a western-style informed consent procedure may be challenging.

However, in our experience studying the effects of Chernobyl, while our colleagues

in Ukraine, Belarus, and Russia expressed outrage at the concept, virtually every-

one whom we studied was happy to hear about confidentiality and related issues

and did not hesitate to sign the consent form.

A related concern that has been raised is whether trauma victims are able to give

valid informed consent, especially immediately after the event. DuMont and Stermac

(1996) found that 10–39 months later, 14 out of 15 survivors of sexual assault who

had signed consent forms to participate in a trauma study could not remember

having given consent. However, they also reported that they had no problem with

being approached by the research team and were willing to participate. To date,

there is no evidence to suggest that participation has negative effects on partici-

pants, even in the immediate aftermath of traumatic experiences, although more

research needs to be conducted on this issue.

In a similar vein, several authors have suggested that trauma survivors may be

too fragile to endure the painful memories and the stress evoked by participation

in PTSD research (Templeton, 1993; DuMont & Stermac, 1996; Drauker, 1999).

These concerns have largely been based on anecdotal evidence. The few empirical

studies to investigate this issue found no negative effects of interviews among vic-

tims of interpersonal violence (Walker et al., 1997; Newman et al., 1999; Griffin 

et al., 2003). In fact, in most studies participants tended to view participation as 

a positive experience, while only a minority reported that the emotions aroused

during the interview were stronger than they expected. In the Bromet follow-up 

3 years after the Three Mile Island accident (Dew et al., 1987), one control mother

said that the questions previously asked about her marriage were extremely upset-

ting and she thus refused to participate again; however, no other respondent refusing

the follow-up interview indicated that her decision was based on the content of the

previous assessment.

Challenges in the analytic phase

Power

Many disaster studies are by their very nature designed and implemented on short

notice. Usually no power analysis has been done beforehand. Power problems are
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particularly likely to be problematic in studies focused on clinical diagnoses with

relatively low prevalence, such as somatization disorder. Thus, the two published

prospective studies of subjects who had by chance participated in a mental health

survey and subsequently experienced a disaster had relatively small numbers of

subjects (Robins et al., 1986; Smith et al., 1986; Canino et al., 1990; Escobar et al.,

1992). While these studies are very valuable from a methodological point of view,

their relatively low N’s have made it practically impossible to establish whether the

disasters had an effect on clinically diagnosable disorders although symptom

severity for these disorders increased significantly.

Multiple comparisons

An issue arising in any study involving extensive testing, and therefore also in dis-

aster studies, is the multiple comparisons problem. This is further compounded by

the fact that the measures themselves are highly intercorrelated (e.g., depression,

anxiety, PTSD, and somatic complaints). To date, very few disaster studies have

controlled for multiple comparisons, and it is important that future studies con-

sider this issue when establishing cut-points for statistical significance.

False positive and misleading inferences

The widely used IES (Horowitz, 1990) and other PTSD scales contain measures of

intrusion and avoidance symptoms. It is important to realize that with recurrent

images of disasters shown on TV, high scores for intrusion may represent false posi-

tive answers, and instead may be tapping repeated exposure to images on the news

networks. In a recently completed study of the mental health effects of an accident

near Lviv, in western Ukraine, in which a jet fighter plane crashed into a crowd of

families who had gathered to watch an air show, we found a modest but statistically

significant correlation between the presence of intrusive symptoms on the IES and

watching the event over and over again on TV (Bromet et al., 2005). If the symp-

tom inventories were not comprehensive in scope, false negatives can occur. Thus,

for example, if acting out behaviours or substance abuse problems are not assessed,

and anxiety and affective symptoms are evaluated, women will appear to have 

suffered more in relation to an event than men when in fact, the overall impact 

on psychological and substance morbidity may be similar.

Reporting mental health effects

In the situation of disasters, where the stress is collective, a public health perspec-

tive should be maintained when describing the psychological impact on a stricken

community. For example, if the results show an increased rate of panic attacks in
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exposed vs. controls, it is important to clearly communicate that this does not

imply that “the population was in a panic”. Indeed, as Glass and Schoch-Spana

(2002) commented, the findings generally suggest that panic is the exception, not

the norm. As responsible citizens, it is our obligation as researchers to present a

balanced picture of the impact of the event under study. Rarely do we include “posi-

tive” outcomes, rarely do we examine the functional consequences of psycho-

logical symptoms, and rarely are we mindful of the limitations of our measures.

Thus in our opinion, it is important for investigators not to over-emphasize or

over-dramatize the findings. Durodie and Wessely (2002) take this point one step

further by suggesting that the strong emphasis placed on the negative impact of

terrorist events by media and authorities – who mostly obtain their information

from researchers and clinicians – may even be exploited by terrorist groups to their

advantage (Durodie & Wessely, 2002; Gearson, 2002). Following these authors’ line

of reasoning, negative findings from disaster studies may send an unintended 

message to the public that massive psychopathology is likely to ensue.

As noted above, disaster studies usually do little justice to describing the overall

resilience of the population, or the positive effects a disaster can have in strength-

ening community ties or sense of patriotism. In the worst-case scenario, studies

emphasizing negative outcomes may instead strengthen victim identity among the

survivors and/or suggest symptoms to future study subjects. In short, disaster

research is a form of intervention, and like any intervention, it may have positive as

well as negative effects which should be taken into consideration.

Discussion

In recent years many studies have been published about the health effects of disas-

ters. The point has been reached where one might get the impression that every

disaster either is or should be followed by a mental health study. As we indicated

earlier, it is unlikely that studies that continue in the tradition of using the same

standardized interviews with predetermined response categories will come up with

new, clinically relevant information. Perhaps one of the main reasons that these

studies are still being done is that they are a way for society at large, and mental

health specialists in particular, to show their concern for the affected community.

The study confirms for the victims that the outside world cares about them and

may be a way to communicate the outcry of the affected population to the outside

world.

From a scientific point of view, it is important that future studies be designed to

investigate the effects of large-scale mental health interventions. After the terrorist

attacks of September 11, numerous support services were set up in the New York

area, although reportedly socially underprivileged neighbourhoods received far
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less mental health support than more affluent parts of the city. As researchers, we

are in a position to recognize disparities in the provision of mental health care after

disasters and other catastrophic events. Indeed, since most disaster studies are epi-

demiologic in nature, and epidemiology is the scientific arm of preventive medi-

cine, it behaves us as disaster researchers to address this issue.

We also believe that it is timely to reconsider the need for rapid interventions in

the intermediate aftermath of a disaster (Sensky, 2003). A number of studies have

reported that “crisis support”, that is, providing people who will listen and give

practical and emotional support, has positive effects on well-being (e.g., Dalgleish

et al., 1996). Undoubtedly people from the affected population will appreciate the

attention and support offered, whether this is provided by mental health profes-

sionals, clergy, or lay people. It remains to be seen, however, whether providing

such support by mental health professionals makes sense from a public health point

of view. There have been relatively few studies which have systematically investi-

gated the effectiveness of mental health interventions, such as psychological debrief-

ing, in a randomized controlled fashion. The studies that have been done were

unable to consistently show a positive effect of this type of intervention (Wessely &

Bisson, 2001). Two trauma studies, in fact, reported a negative effect of individual

and group emotional debriefing (Carlier et al., 2000). It remains to be investigated

whether these results also hold true in disaster situations.

Even less is known about the effects of information provided by authorities

about what occurs in the immediate aftermath of an event. In the Amsterdam air-

plane crash disaster described above, it was believe that failure of the authorities to

credibly falsify rumours about the presence of toxic substances aboard the freighter

was one of the crucial factors which fuelled uncertainty and fear in the public.

Similar allegations have been made about the way the British government handled

the bovine spongiform encephalitis crisis (Furedi & Taylor-Goodby, 2002). More

research is needed about the most effective strategies for risk communication in

the wake of disaster.

Despite our lengthy discussion of caveats and potential drawbacks of conduct-

ing disaster research, it is our experience that meeting the special challenges that

disaster research poses is well worth the effort. Victims of disasters do need to talk,

and researchers who listen (not just prejudge all the questions and possible

responses) may contribute valuable insights about coping with horrific stress.

From a scientific point of view because disasters are independent events, often

occurring indiscriminately to subjects regardless of their personal histories or per-

sonalities, they offer epidemiology the rare opportunity to study the effects of a

“natural” experiment. Most importantly, the results of carefully designed and

interpreted studies can be used for planning public heath interventions in the

future.
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Mental health research in the aftermath of
disasters: using the right methods to ask 
the right questions

Sandro Galea

8

Introduction

Several research teams have documented the consequences of the September 11,

2001, terrorist attacks in New York City and throughout the country. The chapters

in this part bring together reports from three of these research teams and summa-

rize some of the key findings from each of their studies. Two commentaries offer

perspectives on the challenges that this research faces and what these challenges

suggest for post-disaster research in general. There are several key methodologic

points that emerge from these preceding chapters. In this discussion I will synthe-

size the key methodologic issues that emerge both from the empiric papers and from

the accompanying commentaries. Some of my comments are congruent with those

already articulated in the preceding six chapters. I restate those comments here to

reflect their importance and to present them as a part of a broader reflection on

this area of research.

Overall, we can fruitfully consider the key methodologic issues at hand along

two principal lines, namely issues pertaining to nature of the sample and issues

that pertain to assessment methods used in the research.

Population sampling

Choosing the right sample to ask the right questions

We can consider that there are three principal types of samples that have, appro-

priately, been the focus of most post-disaster research. These are: samples of per-

sons who were directly affected by a disaster (frequently referred to as “victims” in

the literature), samples of rescue works (including police, fire-fighters and others),

and general population samples. As noted by North et al. (this volume) in their

commentary, studies that are implemented in each of these samples are not com-

parable and indeed neither should they be. We can readily imagine that persons in
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each of these three samples may be affected by a particular disaster in different

ways. For example, the relation between intensity of traumatic event exposure and

risk of post-traumatic stress disorder (PTSD) is well established (Brewin et al., 2000;

Galea et al., 2005). It is to be expected that samples of those directly affected by a

disaster will have higher prevalence of psychopathology than either of the other

two samples. Similarly, the event exposures of general population samples are likely

to be immensely heterogenous, ranging from direct personal exposure (i.e., some

persons in the general population will have been direct victims) to no exposure

whatsoever, and as such, the overall prevalence of psychopathology in general 

population samples would be expected to be far lower than that in victim groups.

These different types of samples present researchers with an opportunity to ask

different questions in the aftermath of disasters. Samples of disaster victims allow

inquiry about individual-level mechanisms that explain the associations between

risk factors and risk of psychopathology. For example, recent work using such sam-

ples has explored both the role of social support in shaping post-disaster resilience

(Tucker et al., 2000) and the physiologic precursors of PTSD (Goenjian et al., 2003).

Samples of rescue workers are marked by heterogeneity in exposures that is typ-

ically greater than that in victim samples. Rescue workers may include, for example,

both fire-fighters who were directly involved in the extraction of persons from a

disaster site and construction workers who were involved in cleanup operations.

In many disaster instances, the September 11, 2001, terrorist attacks among them,

rescue workers are exposed to disaster sites for a prolonged period after the disas-

ter. Therefore, these samples are particularly suited to questions that pertain to the

relations between nature of exposure and subsequent psychopathologic outcomes.

In addition, rescue workers may be exposed to occupational hazards ranging from

fine particulate matter that may result in respiratory disease to direct physical

injury from unsafe work sites. Occupational and environmental health researchers

then have a unique opportunity to better inform our understanding of the after-

math of disasters, and how the consequences of these events can be minimized

both in magnitude and in duration.

Finally, general population samples introduce opportunities to consider the

population burden of disaster consequences, to understand the determinants of

population rates of disease, and to understand disasters (and their consequences)

within multivariate and multilevel frameworks that can facilitate our understand-

ing of the factors beyond the individual that influence post-disaster outcomes.

Direct victim samples do little to elucidate the overall burden of mental health

problems. This may be a particular concern in large disasters such as the

September 11, 2001, terrorist attacks where, in the months following the event,

state and federal officials needed population estimates of disease burden in order

to implement adequate mental health relief resources. Population-based samples



can assess both those who were directly affected as well as those who were less

directly affected by the disaster, hence providing such estimates. Importantly,

research using population-based samples needs to ensure that there is a well-con-

ceived rationale as to why a particular general population sample may be affected

by a disaster. As noted in some of the preceding chapters, there may be conceptual

reasons why PTSD, which nosologically requires linkage to exposure, may not be

plausibly present in distant populations (e.g., general US samples) after a disaster

in New York City but may well be plausible in areas closer to the disaster site.

Epidemiologically, the determinants of population rates of disease may be dif-

ferent than the determinants of individual risk (Rose, 1992). Factors that have only

small effects on individual risk of pathology may, by virtue of their ubiquity, be

sentinel determinants of population rates. Population-based samples are then

essential to identify such factors. For example, although controversial, there have

been some provocative findings published recently which suggest that television

exposure may be linked to a greater risk of psychopathology among direct victims

of a disaster (Ahern et al., 2004). This observation was facilitated by the hetero-

geneity of a population-based sample; samples that studied only victims would not

have been likely to isolate television viewing as a risk factor. The ubiquity of mod-

ern television exposure to disasters unfolding in real time suggests that television

viewing may be a critical determinant of population rates of psychopathology after

future disasters.

Although there has been a longstanding appreciation in the scientific literature

that factors which influence post-disaster outcomes include community-level fac-

tors there is very little empiric research about factors at levels beyond the individ-

ual that may affect population prevalence of post-disaster pathology (Norris et al.,

2002; Galea et al., 2005). The social context undoubtedly modifies the individual

experience of disasters and elucidating the role of social context in these circum-

stances is emerging as one of the most promising areas of disaster research. In addi-

tion, community-level factors such as social cohesion have no individual analog

and must be studied at the group level often necessitating a representative, large,

population-based sample to test specific hypotheses.

In sum, there is much room for growth in disaster research, particularly in 

moving beyond the victim-based samples that have been the traditional focus of

most of this research, to innovative use of other samples asking questions that

extend what we understand in the area.

The relevance of different sampling strategies

A smaller, but important, consideration about choosing samples to inform disaster

research relates to the methods that are used to collect these samples and the impli-

cations these methods have for inference from this data. Perhaps an easy example
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of this concern arises in the use of random representative samples and the so-called

“convenience” samples. Although randomly selected representative population-

based samples may provide us with an opportunity to generalize to populations at

large, in contrast, convenience samples embed biases about reasons for participa-

tion that make it difficult to draw inference from such samples to other populations.

More subtle differences in sample selection may also make generalization from

studies employing different sampling strategies challenging. For example, although

both the studies conducted by Galea et al. and Silver et al. discussed in chapters in

this part of the book, recruited population representative samples, the former used

random-digit-dialing techniques for sample selection while the latter employed an

existing Internet-based cohort that was originally recruited through random-

digit-dialing techniques (Galea et al., this volume; Silver et al., this volume). Many

factors, including computer literacy, personal need for ongoing incentives, and

amount of free time, may influence ongoing participation in an Internet-based

cohort. The epidemiologic experience with these methods is limited and it is diffi-

cult to fully know how to account for the potential factors that influence ongoing

participant involvement in this cohort, and as a result, to draw firm conclusions

about the comparability of these two samples, even though both may mirror their

target population socio-demographically. This issue may be a particular challenge

when considering sampling strategies employed across countries. For example, in

a series of studies that have assessed the consequences of the Chernobyl nuclear

meltdown in the Ukraine, Bromet et al. (2000) recruited samples that represented

the populations of interest in the Ukraine. However, the incentives to participate in

such a study within a rigidly regimented centrally controlled system are undoubt-

edly different than the incentives that motivate volunteers in the USA to partici-

pate in disaster research. The challenges in obtaining representative samples, and

the specific implications of the decisions made by the investigators to obtain such

samples need to be understood and carefully considered when interpreting results

of post-disaster research. An upcoming volume that concerns itself with method-

ologic issues in post-disaster research addresses these issues in substantially more

detail (Norris et al., 2006).

Comparing data across studies

Inherent in this discussion is the fact that data obtained from different sampling

frames is frequently not directly comparable and as such cross-study inference can

only be made with judicious attention to the nature of the sampling frame and its

components. In some ways this observation is self-evident. For example, it is

clearly unwise to use data from samples of children, such as those presented by

Hoven et al. in this volume, to extrapolate to potential findings in adults, or vice

versa (Hoven et al., this volume). Other cross-sample comparisons may be more
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tempting to make and may well lead to erroneous conclusions. This may be partic-

ularly relevant when considering general population samples given these samples’

heterogeneity. For example, reviews of the empiric epidemiologic literature have

long suggested that the psychological consequences of human-made disasters may

be more pronounced than the consequences of natural disasters (Norris et al.,

2002). However, as has been previously noted (Galea et al., 2005), the persons who

have typically been enrolled in studies of human-made disasters (e.g., explosions)

tend to be more directly affected by the events than studies of natural disasters (e.g.,

tornadoes), where the samples typically include persons in the general community

whose exposure is more heterogeneous. It is likely that the reason for lower esti-

mates of psychopathology in the latter samples is simply that these samples include

more persons whose exposure was less marked than those in the former samples.

Limitations of cross-sample comparisons have somewhat limited the field. In

some ways all disasters are unique and as such observations drawn from one dis-

aster study and one particular sample may require replication in several subsequent

disasters before we can draw generalizations confidently. It is worth noting though,

that it is often possible to compare specific subsamples within larger studies. For

example, in the series of studies after the September 11, 2001, terrorist attacks con-

ducted by Galea et al. (and discussed in part in an earlier chapter in this volume),

the prevalence of PTSD among the subset of persons in the general population

sample who actually were in the World Trade Center complex during the attacks

was 34% (Galea et al., 2003), virtually identical to the prevalence of PTSD docu-

mented among victims of the Oklahoma City bombing (most of whom were in the

Murrah Federal building during the bombing) studied by North et al. (1999). Such

comparisons can increase our confidence in replicability of these epidemiologic

findings and can be immensely helpful to public health planners.

Comparing data within studies

A parallel issue to the above, and one that has been the subject of some debate in

research related to this issue, is the issue of within-sample comparison. As Havenaar

and Bromet suggest in their chapter in this part (Havenaar & Bromet, this volume),

identifying control communities that are exactly comparable to those affected by

disasters is next to impossible. This becomes even more apparent when we con-

sider the potential contributions of community-level factors to population rates of

disease. The search for control communities that are comparable to affected com-

munities both on individual socio-demographic parameters and on key contextual

characteristics is almost certainly futile. General population samples then present

a particularly important opportunity for within-study comparison of persons who

were differently exposed to a disaster but all of whom may plausibly have been 

at risk for psychopathology after the event. For example, in the series of studies
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conducted by Galea et al. after September 11, 2001, a sampling frame that included

New York City and the New York metropolitan area allowed the investigators to

compare persons who were geographically closer or further from the disaster focus

(as discussed in a chapter in this book). This sample also allowed for comparison

between those who were highly exposed (e.g., close to the World Trade Center) and

those who were at most only indirectly affected by the event. This then permits

comparison to other studies that have sampled only persons who were direct vic-

tims of the event (as noted earlier in comparison to North et al., chapter) and also

allows for intra-study comparisons between exposure groups, testing hypotheses

both about risk factors for individual psychopathology and population-level deter-

minants of disease rates.

Assessment methods

Rigorous adherence to DSM-IV nosology

There is little question that the field of mental health epidemiology has been

immeasurably advanced by the establishment of the Diagnostic and Statistical

Manual of Mental Disorders (DSM), and in particular since the DSM-III which was

published in 1980. The DSM provides diagnostic algorithms and, as a result, allows

for comparability of diagnosis across clinicians. North et al. in their chapter, dis-

cuss the implications of the DSM nosology for PTSD (North et al., this volume).

I concur with North et al. that the DSM should provide the basis for assessment of

psychopathology in disaster research. However, it is also worth noting that diag-

nosable disorders and diagnostic criteria within psychiatry have not been sub-

jected to extensive validation. Several authors (e.g., see Rounsaville et al., 2002)

have addressed the uncertainties of validating psychiatric diagnoses as established

in the DSM. In particular, the DSM assumes that “psychiatric disorders are discrete

biomedical entities with clear phenotypic boundaries” (p. 8) (Rounsaville et al.,

2002; Pfefferbaum et al., in press). The DSM itself acknowledges this issue and

notes that diagnostic criteria are “meant to serve as guidelines to be informed by

clinical judgment.” (American Psychiatric Association, 2000, p. xxii). Epidemiologic

studies attempt to obtain data from participants in a systematic and invariant

manner. As a result, numerous structured instruments have been developed that

allow researchers to systematically collect psychiatric data from participants in a

reproducible fashion. However, clearly, none of these instruments allow for clinical

judgment and none of them can make diagnoses. Probably the most broadly accepted

full structured interviews today are the CIDI, Composite International Diagnostic

Interview and the clinician-administered PTSD scale (CAPS) (a discussion of

the properties of the CIDI is provided in the Havenaar and Bromet chapter in this
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volume). However, these instruments are too lengthy for use in most general pop-

ulation surveys, where the researcher must balance issues of volunteer burden and

costs, and obtain valid information as efficiently as possible. As a result, general

population studies usually rely on brief instruments that have been validated, typ-

ically in studies that have compared their discriminatory ability to clinician diag-

nosis. Beyond such validation, the choice of instrument used then must depend

on the particular study exigencies, the questions that are being asked, and the meth-

ods that are being used. It is in turn the responsibility of the researchers to make

sure their decisions and instruments are presented clearly and of the consumers of

the research to evaluate the validity of these findings accordingly.

There are two final points worth making in this regard. First, while I concur

wholeheartedly with North et al. discussion (in this volume) about the need for

semantic caution in presenting findings about psychopathology, I would suggest

that since no diagnosis can be established absent clinical assessment, the essence 

of careful research interpretation lies not in nomenclature used for mental heath

status detected (i.e., whether the appropriate term is “probable PTSD” or not), but

rather in judicious interpretation of the findings of studies with careful attention

paid to what the measures used in a particular studies were and how they were

implemented. Second, regardless of our potential concern for the nosologic impli-

cations of findings from general survey research in the general population, the fact

remains that several studies have shown that a substantial proportion of persons in

the general population reported psychopathologic symptoms after the September

11, 2001, terrorist attacks, and that a proportion of those persons reported that

these symptoms reduced their functioning (Galea & Resnick, 2005). It seems to

this author self-evident that we must then consider the implications of this obser-

vation, both for the purposes of public mental health planning, and as an occasion

for critical reflection on our current DSM-IV nosology and its potential limitations.

Choice of screening instrument

A corollary, but important point to this thinking is that the choice of assessment

instrument, dictated, as I note above, primarily by what the key questions of interest

are and what the best methods might be to address these methods. Use of different

instruments across studies inevitably further complicates cross-study comparison.

The use of different assessments instruments is critical because structural differ-

ences between assessment methodologies may lead to meaningfully different 

population-based prevalence estimates and small differences in diagnostic prevalence

can produce significant underestimates or overestimates of the post-disaster needs

of a community. To illustrate, in the 1–2 months following the September 11 terrorist

attacks, Schlenger et al. (2002), using the PTSD Check List (PCL) as an assessment

instrument, estimated that 11.2% of New York City area residents met criteria for
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probable PTSD. This estimate was 50% higher than of the 7.5% prevalence of

PTSD estimated by Galea et al. (2002) in a sample of Manhattan residents using the

National Women’s Study (NWS) as an assessment instrument. Applying each of these

prevalences to the population of over 8 million New York City residents, one would

estimate that approximately 900,000 (Schlenger et al., 2002) vs. 600,000 (Galea 

et al., .2002) persons met criteria for probable PTSD, a difference of 300,000 people.

Clearly, a discrepancy of 3.7% points can have significant implications for public

mental health planning and resource allocations. Subsequent analyses have shown

that the NWS instrument is more specific than the PCL and it is likely that these

differences between these two population representative studies are primarily a

function of the assessment instrument used (Ruggiero et al., in press). It is then

important that studies conducted after disasters explicitly state the psychometric

properties of the assessment measures used to enable consumers of the research to

adequately assess how to evaluate results from individual studies and how to com-

pare results across studies.

Conclusion

As discussed throughout this section, and indeed in the whole book, post-disaster

research presents particular challenges that must be addressed in order for this

work to adequately document and understand the consequences of these events.

While some of these challenges are endemic to all work carried out after disasters

and mass traumas, others are particular to specific events. Clearly, researchers

interested in the aftermath of disasters need to consider these issues, develop and

implement study designs that best address them, and derive the best-possible

inference from their studies. Equally as important, however, is the careful interpre-

tation of post-disaster research. Unfortunately, both consumers of research and

researchers themselves often fail to consider the methodologic and conceptual

nuances that are guiding a particular study. Results from studies conducted in New

York City are frequently conflated with studies conducted across the USA. Clearly,

persons in each of these sampling frames may be at risk for different consequences

of the September 11 terrorist attacks for different reasons. Scrupulous attention to

decisions and assumptions embedded in particular study designs would go a long

way to judicious inference drawn from post-disaster research. Conversely, researchers

have a responsibility to present their work clearly, in such a way that consumers of

the research can understand both its limitations and the extent to which inference

can be drawn from their work. As the field expands, and as particular attention to

methodologic rigor in these areas becomes paramount, the contribution of the

field will undoubtedly grow and we will come closer to the goal of minimizing

human suffering after mass traumas and terrorism.
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How do we even begin to understand the aftermath of events as malicious, cata-

strophic, and far-reaching as the terrorist attacks of September 11, 2001? How can

mental health professionals even begin to meet needs that are at once so intense

and pervasive? The sections in this chapter illustrate that neither question can be

answered without a shift in our thinking that places the community at the crux of

the matter. Community is one of those concepts that semantically has meaning for

most people but is difficult to define precisely. Not always, but typically, a commu-

nity is an entity that has geographic boundaries and shared fate. Communities 

are composed of built, natural, social, and economic environments that influence

one another in complex ways. In introducing this section, I will draw upon past

research to illustrate the importance of thinking ecologically and systemically with

regard to understanding and alleviating the consequences of large-scale disasters.

Understanding the effects of disasters

Event and population dynamics

Understanding the nature and effects of disasters is inherently challenging because

it requires attention to event dynamics, population dynamics, community dynamics,

social dynamics, and ethno-cultural dynamics. The causes of disasters are many,

including natural forces, such as floods, hurricanes, and earthquakes, failures of

technology, such as nuclear, industrial, and transportation accidents, and mass vio-

lence, such as shooting sprees and peacetime terrorist attacks. Regardless of their

cause, disasters damage local infrastructures and strain the ability of local systems

to meet the population’s basic needs. For the survivors, disasters may engender an

array of stressors, including threat to one’s own life and physical integrity, exposure

to the dead and dying, bereavement, profound loss, social and community disruption,

and ongoing hardship. As a result of both the high prevalence and high stressfulness



of disasters, the question of whether they impact mental health has been of interest

for decades, and a substantial literature has developed that identifies and explains

these effects.

Norris and colleagues attempted to provide a synthesis of this vast literature

(Norris et al., 2002). Their review was restricted to quantitative studies published

in English between 1981 and 2001, selected from various databases using the search

term, disaster(s). That analysis encompassed 160 distinct samples of disaster victims

composed of over 60,000 individuals who experienced 102 different events. The

range of consequences experienced by these disaster survivors was broad, including

various psychological problems, such as depression, anxiety, and most notably post-

traumatic stress disorder (PTSD), physical health problems, such as sleep disruption,

somatic complaints, and impaired immune function, chronic problems in living,

such as troubled interpersonal relationships and financial stress, and resource loss,

such as declines in perceived control and perceived social support.

Of course, not all events are equally serious from a public health perspective. To

reflect the collective consequences of disasters in the review, the results for each

sample were classified on a four-point ordinal scale of severity of effects or impair-

ment. A few samples (11%) showed only minimal or highly transient effects or

impairment. The majority of the samples (51%) showed moderate effects or impair-

ment, indicative of prolonged stress but little psychopathology. In these samples,

depending upon the study’s design, there were significant differences between exposed

participants and some comparison group, changes between predisaster and postdis-

aster mental health measures, or significant correlations between exposure measures

and mental health measures. The remaining samples showed severe (21%) or very

severe (18%) impairment, indicative of a high (25–49%) or very high (50%�) preva-

lence of clinically significant distress (determined on the basis of percentages scoring

above established cut-points on standardized scales) or criterion-level psychological

disorder (determined on the basis on diagnostic instruments).

In a regression analysis, three factors – sample type, disaster location, and disas-

ter type – together explained a good percentage of the variance (32%) in samples’

severity of impairment. Relative to adult survivors, samples were more likely to be

impaired if they were composed of youth and less likely to be impaired if they were

composed of rescue and recovery workers. Relative to the USA, samples were more

likely to be impaired if they were from either developing or other developed coun-

tries, but the effect of location in a developing country was particularly large. It

might be noted that disasters in developing countries were often associated with

high losses of life. Relative to natural and technological disasters, samples were

more likely to be impaired if they had experienced mass violence.

Each of the 102 events in the database was classified by aggregating ratings 

from all samples experiencing that event. For example, 13 samples experienced
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Hurricane Andrew; their severity ratings ranged from 2 to 4 and averaged 2.8. A

relatively more subjective analysis of events similarly classified as of low (aggregate

severity ratings of 1.5 or less), moderate (1.6–2.4), or high (2.5�) impact suggested

that the effects of disasters were greatest when at least two of the following event-

level factors were present:

(a) The disaster caused extreme and widespread damage to property.

(b) The disaster engendered serious and ongoing financial problems for the 

community.

(c) The disaster was caused by human intent.

(d) The impact was associated with a high prevalence of trauma in the form of

injuries, threat to life, and loss of life.

The relevance of this prediction to the events of September 11, 2001, was immedi-

ately obvious.

The overall impact of disasters is not as dire as these results suggest because most

individuals and communities do recover over time. In Norris’ and colleagues’ review,

findings from 34 samples were most relevant for discerning the course of postdisaster

symptomatology because they were true panels, meaning that the same individuals

were assessed with the same measures at each wave, and effects were observed at some

point over the course of the study (Norris et al., 2002b). Symptoms declined, at least

predominantly, in 27 panels (79%) and, in general, the first year was the time of peak

symptoms or effects. However, the course of recovery was often not uniform. The

downward trends were predominantly or simply linear in only 3 of the 13 samples

that showed a general improvement over three or more postdisaster assessments.

Sometimes, symptoms declined at first, then stabilized; or stabilized for a while, then

began a new downward trend; or showed a quadratic or cyclical pattern. Factors that

influence fluctuations in population- and event-level effects are not yet well under-

stood, and much more longitudinal research on these dynamics is required.

Community dynamics

The challenge in disaster work is that these events bring harm, pain, and loss to

large numbers of people simultaneously. For the most part, our research strategies

have not acknowledged this, and we study survivors as if they each experienced

separate stressful or traumatic life events. This approach misses the essence of what

it means to be a victim of disaster. From an ecological perspective, an important

question is this: When predicting individuals’ psychological responses and recov-

ery, do only their own losses matter or are they influenced by the severity of losses

and degree of recovery experienced by the community-at-large? This may be the

question that I personally was asked most often in the aftermath of 9/11, as “indi-

rect” effects appeared to loom particularly large – and were later documented

(Schuster et al., 2001; Galea et al., 2002; Silver et al., 2002).
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The issue of extra-individual exposure is concerned with the relative contribu-

tions of two aspects of disaster exposure: personal loss and community destruction.

Certainly, past research has focused on personal loss, which is the extent to which

a given individual has experienced trauma or loss. Most definitions of disaster,

however, recognize the broader context in which these losses occur. For example,

it is generally assumed that as the proportion of victims to non-victims within a

community increases, the mental health consequences of the disaster increase (Green,

1982). As this proportion increases, it becomes more difficult for people to avoid

being exposed to physical destruction and even death following the more severe

catastrophes. Erikson (1976) proposed that the trauma experienced by survivors of

the dam collapse in Buffalo Creek, West Virginia had two facets, individual trauma,

the personal psychic impact of the disaster, and collective trauma, the impairment of

the prevailing sense of community. Bolin (1985) observed that there are two broad

categories of victims: Primary victims are those who directly experience physical,

material, or personal losses. Secondary victims are those who live in the affected

area but sustain no personal injuries or damages. From this conceptualization, it

can be inferred that a disaster is more than an individual-level event but is also a

community-level event with potential psychological consequences even for those

persons who experience no direct losses.

Occasionally, severity of exposure has been assessed at the neighborhood or

community level. Measures such as the respondent’s proximity to the “epicenter”

may be derived geographically but typically are used to group participants who

had similar individual experiences and are not intended to reflect extra-individual

experience. Three approaches to ecological assessment have been demonstrated in

the literature: (1) participants have been asked to describe conditions in their

neighborhoods or communities (Hanson et al., 1995; Kaniasty, 2003); (2) data

have been aggregated “up” from the individual to the neighborhood or community

level (Perilla et al., 2002); and (3) archival data have been collected that reflect col-

lective loss independent of personal loss (Norris et al., 1994). In general, such

measures tend to have modest effects, yet they often do explain variance in out-

comes over and above those of individual-level measures. For example, in their

study of 10 flooded counties, Norris et al. (1994) showed that personal loss and

community destruction interacted; victims who fared most poorly were those who

experienced both high personal loss and high community destruction. More

broadly, the psychosocial consequences of the disaster were not limited to primary

victims, but extended to the community-at-large. Pfefferbaum et al. (2000) and

Smith et al. (1999) similarly showed that the effects of the bombing in Oklahoma

City reached far beyond the direct victims and their families.

It is important to not overstate these findings because severity of exposure is

among the most consistent predictors of postdisaster distress in the literature 
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overall (Norris et al., 2002a). Persistent disaster-specific psychopathology appears to

be rare in the absence of severe, personal trauma or loss. However, less serious con-

sequences are not uncommon among secondary victims. Norris et al. (1994) doc-

umented community-wide tendencies for residents to feel less positive about their

surroundings, less enthusiastic, less energetic, and less able to enjoy life in the after-

math of the disaster. No one would suggest that such consequences constitute psy-

chopathology, but they do indicate that disasters may impair the quality of life in

the community for quite some time.

The differences between the effects of individual- and community-level exposure

may be more qualitative than quantitative in character, which points to a need for

additional conceptual progress if the goal is to describe the community’s mental

health. A strict focus on diagnostic criteria may cause us to erroneously or prema-

turely conclude that the community has recovered from the event. Moreover, crude

archival data are quite limited in their utility for assessing community-level impact

and recovery. Although the field of trauma research has provided an abundance of

instruments for assessing exposure and outcomes at the individual level, we do not

have validated tools for assessing the ecology of these individuals’ experience. This

shortcoming is a fundamental impediment to gaining a scientific understanding of

community recovery and makes a meaningful evaluation of community recovery

initiatives almost impossible to do. As Shinn (1996) noted, advances in assessment

are often prerequisites to advances in theory and understanding. Progress in under-

standing the collective aspects of disaster exposure may rest on making advance-

ments in ecological assessment and analytic strategies that allow us to explore the

transactions of individual, family, and community recovery.

Quite relevant to this discussion of community dynamics is the notion of “com-

munity resilience” that is emerging as a key concept in the field of public health,

especially with regard to terrorism. Because the intent of terrorism is to demoral-

ize people, induce chaos, and disrupt society (Hall et al., 2003), activities that pro-

mote a sense of unity, purpose, and collective well-being hold promise as effective

countermeasures to this disruption (Reissman et al., in press). The concept of

resilience – literally meaning to “bounce back” – is not new, but its application to

larger systems, such as families, occupational groups, and entire communities, is of

relatively recent origin. Community resilience refers to the capacity of a collective

to overcome shared trauma or adversity as manifest in social cohesion, mutual

support, hope, and the presence of communal narratives that give the experience

meaning and purpose (Fullilove & Saul, this volume). People who have attempted

to build community resilience have observed that in times of massive trauma,

community resilience is challenged because primary connections are disrupted

and resources are strained (Landau & Saul, in press). A related concept is commu-

nal mastery, defined as the sense that individuals can overcome life challenges and



obstacles through and because of their being interwoven in a close social network

(Hobfoll et al., 2002). There is clearly more to these notions than social support.

Nonetheless, social connectedness is perhaps their most fundamental component

(Kaniasty & Norris, 2004).

Social dynamics

A step forward toward an ecologically valid understanding of disasters is to recog-

nize that the individuals we are studying are connected and dependent upon one

another’s coping strategies. For many years now, my colleague, Krys Kaniasty, and

I have attempted to do this by studying postdisaster social support, social func-

tioning, and other social processes. Social support is a powerful protective factor

(Brewin et al., 2000) but is complicated after disasters (Kaniasty & Norris, 1999).

Initially, there is a strong mobilization of social support, but later, paradoxically,

there is a deterioration of social support. Several studies indicate quite strongly that

declines in social support and social participation underlie lingering postdisaster

distress (e.g., Kaniasty & Norris, 1993; Norris & Kaniasty, 1996).

In the immediate aftermath of disasters, high levels of mutual helping material-

ize, and previous conflicts and divisions in the community appear to fade away.

Survivors sometimes initially experience euphoria at having survived in the face of

death and destruction. Temporarily, at least, they forget old quarrels, spontaneously

share experiences, and are intensely uplifted by the recognition that others care.

This phase during which the mobilization of support predominates has earned a

variety of heartwarming labels, such as “altruistic community,” “heroic phase,”

“honeymoon phase,” and “postdisaster utopia” (see Kaniasty & Norris, 2004, for a

more detailed discussion and review).

In the longer period that follows, the realities of loss and the formidable chal-

lenges of recovery must be faced. The heightened level of helping and cohesion sel-

dom last. The attentive media and generous outsiders leave to another crisis. With

the passage of time, camaraderie is replaced by grief, anger, and disillusionment

(Somasundarum et al., 2003). Because resource loss is difficult to prevent and

more powerful than resource gain (see Hobfoll, this volume), the initial mobiliza-

tion of social support may not be sufficient to conquer the creeping deterioration

in social relationships routinely experienced by disaster-stricken communities.

Many things can lead to postdisaster declines in social support and social func-

tioning. Because disasters affect entire indigenous networks, the need for support

may simply exceed its availability, causing expectations of support to be violated

(Kaniasty et al., 1990; Harvey et al., 1995). Relocation and job loss – and even death

following the most severe events – remove important others from victims’ support-

ive environments. Disaster victims often abandon routine social activities, leaving

fewer opportunities for companionship and leisure (Bolin, 1993; Kaniasty, 2003).
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Social networks become saturated with stories of and feelings about the event and

may escape interacting. Whereas victims want and need to be listened to, they and

others in their social environments may not necessarily wish to be the listeners.

Physical fatigue, emotional irritability, and scarcity of resources increase the poten-

tial for interpersonal conflicts and social withdrawal. Different groups of victims

may sometimes find themselves at odds. Thus, over time, mutual helping, and cohe-

sion yield to conflict and disharmony. The mobilization of support yields to deteri-

oration of support.

The family is a critical context for understanding the social dynamics of disaster

recovery. Families are the primary source of postdisaster support (Kaniasty & Norris,

2000) and the cornerstone of community resilience (Landau & Saul, in press).

Unfortunately, the quality of intimate and familial relationships may deteriorate

after disasters because coping with stressors creates a shared “energy field” wherein

reactions of people inadvertently rub off on each other. Past research has shown

that, compared to other combat veterans and their wives, veterans with PTSD and

their wives have less satisfaction with their relationships, less intimacy, less com-

munication, more marital problems, and more family violence (e.g., Mikulincer 

et al., 1995; MacDonald et al., 1999). Such effects are sometimes referred to as sec-

ondary traumatic stress, a highly systemic construct. Relatively little disaster

research speaks directly to this issue, but a few studies provide corroborating evidence

(Gleser et al., 1981; McFarlane et al., 1987; Brooks & McKinlay, 1992; Norris & Uhl,

1993; Cohan & Cole, 2002).

The deterioration of support is, fortunately, not inevitable. Norris and Kaniasty

(1996) proposed a model of deterioration deterrence in which the positive relation

between severity of exposure and received support (mobilization) to a greater or

lesser extent offsets or counteracts the negative relation between severity of expo-

sure and perceived support (deterioration) because received support protects per-

ceived support (protective assistance); see Figure 9.1. Using data collected 12 and

24 months following Hurricane Hugo and 6 and 28 months following Hurricane

Andrew, we found strong evidence for the hypothesized model. Although disaster

stress led to deterioration of perceived support, the total effects of disaster on per-

ceived support were less severe than they might have been because the stress of dis-

aster was positively associated with received support, and received support was

positive associated with subsequent perceived support. Victims who receive very

high levels of help following a disaster are thus protected against salient erosion in

their perceptions of belonging and expectations of support. This finding indicates

that the more we can do to help disaster victims mobilize – and sustain – social

support, the better will be their long-term outcomes.

Tangible, informational, and emotional forms of social support are all needed

by disaster victims, regardless of the disaster’s cause. Tangible support may be the



easiest form to provide. Indeed, both governmental and non-governmental agen-

cies provide victims of disaster with essential shelter, food, money, and loans to

hasten physical and fiscal recovery. The public’s orientation to do something fur-

ther augments the abundance of tangible support. However, informational sup-

port may be even more important than tangible support after human-caused

disasters characterized by invisibility, confusion, and uncertainty. Information and

messages promoted by authorities must be accurate and trustworthy. This point

cannot be overemphasized. Otherwise, authorities will exacerbate processes (e.g.,

lack of consensus in appraisals, mistrust, misinformation, polarization, stress con-

tagion) that contribute to support deterioration. Warning the public while simul-

taneously minimizing fear is extremely challenging. Altogether, for responding to

terrorism and bioterrorism, risk communication and social marketing may emerge

as the most critical strategies for interventions that target public – and social –

health. Far more research is needed on how to apply these methods in the face of

terrorist threats. Notwithstanding the essential role government agencies and other

formal sources of support play in the aftermath of disasters, the greatest challenge

lies in fostering naturally occurring social resources, which are most vital for disas-

ter victims, especially with regard to the exchange of emotional support.

Ethno-cultural dynamics

The deterioration–deterrence model documents processes wherein helping activi-

ties counteract the forces of support deterioration. In one sense, it could be taken

as a resilience model suggesting that communities can be trusted to provide ample

support to their members in times of intense need. However, from an ecological
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Figure 9.1 Simplified deterioration–deterrence model, showing that the positive impact of exposure

on received support and the positive impact of received support on subsequent perceived

support together may offset the negative impact of exposure on perceived support.



perspective, it must also be recognized that various societal, cultural, and political

dynamics interfere with the adequacy and equity of resource distribution. In fact,

disaster-stricken communities are not always ruled in the most egalitarian way

(Kaniasty & Norris, 1995). Ideally, the distribution or mobilization of support in a

community follows the rule of relative needs, as represented in the figure by the path

from severity of exposure to received support. Simply put, the most support goes

to those who need it the most. More often, however, the distribution of support

follows the rule of relative advantage. Factors such as ethnicity and economic status

are key variables affecting distribution of social resources after disasters. Socially and

economically disadvantaged groups are frequently too overburdened to provide

ample help to other members in time of additional need. The abundant support

that the public marshals in times of crisis should not obscure the fact that not all

victims are fully participating in these emergent altruistic communities (Kaniasty &

Norris, 1999). Sometimes, the neglect may be more imagined than real, as it is not

uncommon for people from all walks of life to believe that other neighborhoods or

groups received more – or more timely – formal assistance than they did. The dis-

tribution of helping resources is critical from a community perspective because

many disaster studies have found that minority communities fare poorly in the after-

math of disasters or worse psychologically than do White communities (Bolton &

Klenow, 1988; Green et al., 1990; Palinkas et al., 1993; Garrison et al., 1995; Webster

et al., 1995; March et al., 1997; Galea et al., 2002; Perilla et al., 2002; Chen et al.,

2003; Thiel de Bocanegra & Brickman, 2004).

Such findings also demonstrate the importance of cultural competence if the

goal is to conduct community-centered or ecologically sound disaster research.

Palinkas et al.’s (1993) study of the aftermath of the Exxon Valdez spill is a case in

point. The investigation revealed significant differences between Native Alaskans

and others in rates of postdisaster major depression, generalized anxiety, and

PTSD that were not explained by exposure alone. The spill interrupted subsistence

activities, and these disruptions had greater impact on natives because they feared

losing long-held traditions that defined their culture and community. Perilla et al.

(2002) similarly demonstrated that acculturation is a key variable for understand-

ing ethnic differences in disaster-related distress. Also pertinent to this discussion

are findings showing that culture shapes the effects of other important variables,

such as gender and age, on postdisaster mental health outcomes (Norris et al.,

2001; Norris et al., 2002c).

Alleviating the effects of disaster

What do these event, population, community, social, and ethno-cultural dynamics

mean for planning mental health responses? Certainly, at minimum, they call for a
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public health approach that addresses the needs of the many, while simultaneously

reaching out to individuals most at risk for long-term mental health problems.

Chapters in this section address the critical importance of effective communication

systems (LifeNet), public sector responses (Project Liberty), integration of medical

and psychiatric care, and large-scale screening and treatment programs, and provide

excellent illustrations of systemic approaches that reach out to entire communities.

The impact of trauma-related services rests not only on their clinical efficacy but

also on the capacity of the system to deliver those services in an appropriate way,

making research on the functioning of disaster mental health systems important

from an ecological or public health perspective. Following major disasters, federal

agencies, state offices of mental health, substance use prevention and treatment

programs, victims’ services, school systems, universities, and various community-

based organizations may all be seeking to play a role in the recovery effort. Issues

of coordination and cooperation are very real and are mentioned over and over

again by professionals who have found themselves in the position of responding 

to major events in their communities (Hodgkinson & Stewart, 1998; Sitterle &

Gurwich, 1998; Call & Pfefferbaum, 1999; Canterbury & Yule, 1999; Jacobs &

Kulkarni, 1999; Bowenkamp, 2000). Gillespie and Murty (1994) noted that the fail-

ure of organizations to work together results in “cracks” in the postdisaster service

delivery network, whereas an effective service delivery system provides a complete

set of services and linkages in which such cracks do not appear. Norris and col-

leagues began their case studies of disaster mental health services with the assump-

tion that providers who function within coherent and supportive systems will deliver

services that are perceived to be credible, acceptable, accessible, and proactive,

thereby maximizing the reach of the program to those in need (Norris et al., 2005;

Norris et al., 2006).

Most of the programs described in this section aimed to provide relatively tradi-

tional dyadic counseling or psychiatric services, but they aimed to provide those

services on an atypically large scale or in atypical places. I do imply criticism with

this statement, as “clinical vs. community” debates are rather unproductive in the

aftermath of disasters. I am periodically struck by how relevant Barbara Dohrenwend’s

(1978) model of psychosocial stress continues to be. Dohrenwend identified numer-

ous potential points of intervention to reduce the impact of stressful events, rang-

ing from political action to corrective therapy. One of the appealing features of her

model was how seeming disparate activities took on, in Dohrenwend’s words, “a

satisfying coherence and directedness.” The prevention/intervention activities were

all directed at undermining the process whereby stress generates psychopathology,

but they tackled it at different points. This is a crucial lesson for the overall ecology

of postdisaster care. The professional clinician, paraprofessional outreach worker,

and community activist are each essential to the effort, although they might not
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even be aware of their collaboration. The International Society of Traumatic Stress

Studies (ISTSS) – UN Joint Initiative on Trauma (Green et al., 2003) adopted a sim-

ilarly integrative stance when it directed all committees (e.g., disasters, refugees) to

conceptualize their recommendations on the basis of a pyramid that has the com-

munity at its base, the individual at its apex, and the family in between. Nonetheless,

the scope of catastrophic disasters demands that we design community-level inter-

ventions for the population at large and conserve scarce clinical resources for those

most in need (Norris et al., 2002b). Thinking ecologically, one overlooks neither

the community’s functioning nor the individual’s functioning but strives for a

proper balance between the two.

In this volume, Fullilove and Saul provide the purest example of a community-

based approach in their intriguing attempts to build community resilience in the after-

math of 9/11. Harvey (1996), Van den Eynde and Veno (1999), and Somasundarum

et al. (2003) similarly advocated for postdisaster interventions that foster commu-

nity competence and ownership of problems and solutions. Solomon (2003) sum-

marized this viewpoint well: “Although professionals working in the mental health

arena are seldom trained or prepared to work at a broader community level, the

scale of these emergences may require abandoning dyadic interventions for those

that can be implemented via community action using a public health approach.”At

present, empirical support for these principles of community intervention is mea-

ger, at best. Yet these initiatives can claim a basis in theory, as Hobfoll’s contribu-

tion to this volume illustrates well. With regard to the conservation of resources,

the primary goal of postdisaster interventions is to help people replace valued

resources as quickly as possible (Hobfoll & Lilly, 1993). Providing indigenous net-

works with the resources they need to help one another is (or should be) the primary

objective of disaster mental health policy (Norris et al., 1994; Somasundarum 

et al., 2003).

From an ecological perspective, there is a critical need for further research that

provides sound data about how to tailor responses to meet the needs of our

increasingly diverse population. Norris and Alegria (2006) reviewed findings from

research on psychiatric epidemiology, disaster effects, disparities in service use, and

cross-cultural psychology to generate guidelines for culturally responsive postdis-

aster interventions. They concluded that ethnicity and culture influence mental

health care at various points – on need for help; on availability and accessibility of

help; on help-seeking comfort, and on the probability that help is provided appro-

priately. Norris and Alegria proposed that interventions for minority communities

should give greater attention to socially engaged emotions and functioning.

Notwithstanding the pain and stress they cause, disasters create opportunities to

de-stigmatize mental health needs and build trust between providers and minority

communities.
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In closing, it is all too predictable but nonetheless necessary to say (again) that we

must initiate more complex studies of community-level processes if we are to advance

a scientific understanding of the psychosocial consequences of disaster. And, rising

to an even greater challenge, we must find creative ways to test the effectiveness of

postdisaster community interventions. Books, such as this one, that record the far-

reaching consequences of terrorism – and give witness to the variety of ways in

which professionals and activists respond to community needs – move us several,

critical steps toward these goals.
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George Engel, in his classic article on the biopsychosocial model of psychiatry,

argued that a patient’s full recovery might depend on interventions in systems out-

side of the individual’s body, such as in the family system, the hospital system or

other social systems within which the individual is nested (Engel, 1980). He

pointed out that these systems were organized hierarchically, with larger systems

acting to constrain smaller systems, as, for example, the family can constrain the

actions of the individual. At each level of the hierarchy, we find systems that are

self-integrated. At the same time, each system is interconnected with other higher

and lower order systems. Following on Engel’s seminal work, it has become clear

that individual health is formed by interactions among systems. Analysis of these

systems – and the formulation of intervention – depends on the examination of

each system, or level of scale, on its own merits and with regard to other systems in

the hierarchy.

Large-scale disasters, such as the attacks on the World Trade Center of September

11, 2001, demand this kind of multi-level analysis and intervention. Although the

individual is the unit of most interest to biomedical practitioners, the injury that

results from disaster is not limited to the system of the individual. Larger social

groups, such as the family and the neighborhood, are also injured by disaster and

implicated in recovery. In fact, the solution to the problems of the individual may

lie at a level of scale at some remove from the single person.

To be more specific, when the Twin Towers collapsed, the neighborhood that

was housed in those enormous buildings was disrupted.1 All of the interactions

and interconnections that went on within the many-storied Twin Towers were dis-

assembled, as were the connections among the businesses within and without the

1When we say “neighborhood” with reference to the World Trade Center, people tend to think of the whole
of Lower Manhattan. But neighborhoods in New York City are often much smaller than that, consisting of
two or three blocks. In this discussion here, we are considering the Twin Towers as a neighborhood, specif-
ically a central business district. Hence, we are examining the consequences of the destruction of an entire
neighborhood.



Twin Towers. In sum, the social organization that was housed at the World Trade

Center was sundered. The remaining elements were dispersed to the four corners

of the region.

Similarly, the loss of the neighborhood of the Twin Towers had dramatic effects

on other neighborhoods in the city and the region. Those located circumjacent to

the disaster found themselves in a profound paralysis. The economy of Chinatown,

for example, did not recover for many months. But neighborhoods at some remove

were also affected. Some lost substantial numbers of people. Others were affected

by job loss, particularly among low-income workers. Still others were caught up in

budget cuts as the city scrambled to manage a $6 billion deficit.

Given that neighborhoods were affected, let us turn our attention to describing

the kinds of injury that occur at that level of scale. Urban neighborhoods differ

dramatically in their composition, but all are composed of structures used by

homes and/or businesses that are located close to and interact with one another. As

a result of these interactions, a neighborhood develops a fine pattern of daily inter-

connections among residents, workers and passersby.

One of the many kinds of relationships that develops is “familiarity among

strangers,” what the great urbanist Jane Jacobs dubbed a “sidewalk ballet.” In her

book, The Death and Life of Great American Cities, she wrote:

The stretch of Hudson Street where I live is each day the scene of an intricate sidewalk ballet. I make

my own entrance into it a little after eight when I put out the garbage can, surely a prosaic occupa-

tion, but I enjoy my part, my little clang, as the droves of junior high school students walk by the cen-

ter of the stage dropping candy wrappers. (How do they eat so much candy so early in the morning?)

While I sweep up the wrappers I watch the other rituals of morning: Mr. Halpert unlocking

the laundry’s handcart from its mooring to a cellar door, Joe Cornacchia’s son-in-law stacking

out the empty crates from the delicatessen, the barber bringing out his sidewalk folding chair,

Mr. Goldstein arranging the coils of wire which proclaim the hardware store is open, the wife of

the tenement’s superintendent depositing her chunky three-year-old with a toy mandolin on the

stoop, the vantage point from which he is learning the English his mother cannot speak… It is

time for me to hurry to work too, and I exchange my ritual farewell with Mr. Lofaro, the short,

thick-bodied, white-aproned fruit man who stands outside his doorway a little up the street, his

arms folded, his feet planted, looking solid as earth itself. We nod; we each glance quickly up and

down the street, then look back to each other and smile. We have done this many a morning for

more than ten years, and we both know what it means: All is well. (Jacobs, 1993).

Some version of this sidewalk ballet took place in the corridors, elevators and

plazas of the World Trade Center. A young woman, who had changed trains at the

World Trade Center during her high school years, remembered stopping with

friends to sit on the benches in the plaza to review the school day. This travel ritual

was a key part of those years; in the aftermath of the disaster, transitions over
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bridges and in elevators became very difficult for her. There are a million stories of

this sort, all stories of the Twin Towers’ particular sidewalk ballet.

A sidewalk ballet is largely composed of what sociologists call “weak ties,” the

slight connections such as that between a coffee seller and his regular customers

(Granovetter, 1972). Such a connection depends on place. Robert Browning’s 

triumphant, “God’s in His heaven, all’s right with the world!” depends on God 

and the world being in their designated spots. While they are a very particular kind

of social relationship, these weak ties are the social foundation of a neighborhood.

An important feature of an urban neighborhood is that neighbors are likely to

differ from one another, and this is true even within the constraints of a highly seg-

regated city. Neighbors eat different vegetables, celebrate different holidays and

pray to different Gods. The injunction in the Judeo-Christian tradition – “Love thy

neighbor as thyself” – is directed at helping urban people know what to do with

people who are neither family nor tribe. In that formulation, propinquity becomes

a new basis for courtesy. In a successful urban neighborhood, such as the one embed-

ded in the World Trade Center, these courtesies were, indeed, observed. As Jane Jacobs

makes clear, the relationships of propinquity and passage are highly satisfying. The

familiar face provides an anchor in the naked city.

Finally, these relationships are enabling relationships. The expression “six degrees

of separation” refers to the ability of the ordinary person to contact another per-

son. When we ponder the chain that would link the average Joe to the President of

USA, one link is a storekeeper. The link to the storekeeper is created by the sidewalk

ballet. It is weak links that move the nation. Weak links, in turn, are created by 

patterns of movement in well-defined places.

Within a neighborhood, a set of social relationships are created that are partic-

ular to that level of scale. They are neither the close ties of family nor the even

weaker ties of nationalism. They are the ties that are formed by daily routine, and

they depend on place. It goes without saying that the destruction of a place

destroys the material basis for the place-based relationships. What will endure are

the relationships of strong ties, that is the ties to work, family, church or school. But

these are not the ties that link across groups, the ties that connect the local to the

national. They are circumscribed ties, which belonging to a particular group. By

definition, they are not shared with others. Strong ties are tribal ties, but it is weak

ties that make cities function.

It is a matter of some urgency, therefore, to recreate weak ties in the aftermath of

disaster. While it is beyond the scope of this present work to examine the effects of

neighborhood destruction on each level of scale, we may surmise that there are

unique losses, parallel in importance, though different in content, to weak ties. Suffice

it to say that recreation of these essential linkages is at the heart of collective recovery.
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Principles of collective recovery

As it is used here, “collective recovery” refers to the recovery of a community from

injuries to its internal organization and its connections to other groups (Hernandez-

Cordero, 2003). Because there are interactions among all levels of scale, recovery of

the collective will have important implications for recovery of individuals. But it

cannot be inferred that recovery of the collective will happen as a result of the

recovery of many individuals. The following principles provide a basis for plan-

ning and carrying out collective recovery.

Principle 1: There is no “there,” no “them”

Theories of complex systems have helped us understand that all things in the world

are interrelated and small changes in initial conditions can lead to vast differences

in the final outcomes. This leads to the idea that a butterfly flapping its wings in

one part of the world can change the weather in another (Fullilove et al., 1997). Thus,

the idea that a disaster happened to “other” people is incompatible with current

ecological thinking. While it may be difficult to recognize the ways in which a dis-

aster that happened somewhere else will affect “my” place, the working assumption

should be that it will. The slogan of Project Liberty,2 “We’re all in this together,”

exemplified this ecological perspective.

Principle 2: The collective is not the tribe

The sundering of social ties at the neighborhood level of scale breaks inter-tribal

relationships, and people fall back on their tribal connections in order to survive.

The collective that has been injured is a supra-tribal entity. The repair of this system

requires reconnections among groups and people who have lost the neighboring

which was what they had in common.

Principle 3: The injury is not solely to the self

Though individuals experience enormous pain at the loss of a neighborhood, the

injury of interest to collective recovery is the injury to the collective, that is the sys-

tem of the neighborhood, itself. Oddly enough, this injury is obscured both by the

obvious grief of many people and by the disappearance of neighborhood. It is hard

to see the injury in something that has disappeared. Because people find new places,

within which they continue their lives, the focus moves from the “then” place to the

“now” place. In this strange configuration of lost place and present anguish, people
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find it hard to grasp the collective injury. But, when the collective is repaired, people

prosper again with a rapidity that we would not have thought possible.

Principle 4: The festival heals the collective

Just as individual therapy has identified a number of tried and true modalities, so

too have practitioners of collective recovery begun to identify the modalities that

lead to new ties among strangers. One of the most important is that of the “festi-

val” (Memmi, 1991; Cantal-Dupart, 1994).3 Though it may seem counterintuitive

to have a party-like event in a time of tragedy, this turns out to be what is needed,

and the need for this grows as time goes by. The festival is, first of all, at the right

level of scale. Second, it is able to encompass soothing and inspiring interactions

that enable people to re-envision the manner in which they will live together.

Putting collective recovery into action

Putting collective recovery into action is a challenging undertaking. Perhaps the

greatest challenge is that a commitment to the recovery of the collective must take

precedence over separatism, which is such a profound part of modern societies.

The practice of “divide-and-conquer” has characterized Western colonial societies for

hundreds of years, affecting both the colonizer and the colonized (Memmi, 1991).

It is accepted as axiomatic that people have deep and important differences due to

race, class, gender and religion. Asking that people act from solidarity across dif-

ference goes against centuries of acculturation in distrust. Furthermore, the phi-

losophy of “divide-and-conquer” was implemented because it was advantageous to

the ruling group. Ruling groups continue to benefit from division, and are suspicious

of efforts to unite the populace.

This problem is reminiscent of the problem known as the “tragedy of the com-

mons,” that is the human tendency to act from self-interest to the detriment of

group survival. The specific example is that of farmers who graze their cows on com-

mon land. If one farmer adds a cow to his herd, he will get richer. But the others,

seeing his new wealth, will emulate his actions. In the end, the number of cows will

exceed the carrying capacity of the land and lead to disaster for all (Hardin, 1968).

In this vein, if political leaders find separatism useful, they may not want to give

it up for the sake of collective recovery. Yet, the failure of collective recovery will

increase the impact of the disaster and its detrimental effects on society. Thus,

leaders can choose a path that offers short-term power but long-term social disas-

ter. There were numerous examples of New York City’s leadership acting to impede
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collective recovery, and these actions started almost immediately after the disaster.

The very first was targeted at Union Square, which had become a gathering point

for people seeking solace from their distress. Within days, the park was hung with

posters from all over the country, expressing people’s reactions to the events of

9/11. The Parks Department swept away the posters, thus undoing the sense 

that Union Square was the antidote to 9/11. Such actions ultimately inhibited col-

lective recovery, a set of decisions that will affect the city and the region for many

generations.

Implications for research and practice

Norris and colleagues, in an article reviewing mental health effects of disasters,

concluded, “We need to identify and investigate novel approaches to community

intervention, where the intervention itself has been designed to produce collective

rather than individual improvements” (Norris et al., 2002). We agree.

Moving out of treatment models that are focused on the individual, we will need

to have clear models of the kinds of interrelationships that occur at different levels

of scale, as well as ideas of interventions that recreate such connections once they have

been disturbed or sundered. This is, at one and the same time, a work of description

and invention.

While the public health community is placing increasing reliance on “evidence-

based” models of intervention, we think that many kinds of evidence should be

considered, and not simply the scientist’s darling, the randomized, controlled, clin-

ical trial. We can draw on history for solutions to these problems. We can draw on

history for motivation not to neglect this crucial work. We can draw on the vast

experience that resides among community organizations that have faced such

crises and overcome them. The wealth of experience collected by gay community

organizations during their decades-long fight against the AIDS epidemic holds many

lessons for others concerned with carrying out collective recovery (Petrow et al.,

1990, p. 453). Similarly, the redevelopment of neighborhoods devastated by disin-

vestment can teach us a great deal about the struggle to reknit social networks 

sundered by disaster (Freedman, 1993).

Finally, collective recovery is a very exciting process. It offers the opportunity

not only to repair injuries from new disasters, but also to fix problems inherited

from centuries of intergroup exploitation due to colonialism and other forces.

Collective recovery is the solution to the tragedy of the commons and offers us the

possibility of a sustainable future, in which the human race pulls back from eco-

logical catastrophe and learns to live in harmony with the natural world. This is a

useful project for all of us.
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Rebuilding communities post-disaster in 
New York

Mindy Thompson Fullilove and Jack Saul

11

What happened on September 11th?

Most clinicians and mental health professionals would say that what happened on

September 11, 2001, was a terrorist attack that traumatized people at rates relative

to their exposure to the event. Based on this assumption, the mental health system

enumerated symptoms and mobilized resources for individual treatment. This was

the driving logic of post-disaster response and it led to an investment of millions

of dollars in a narrowly defined effort to treat the trauma suffered by individuals.

But we hope to argue here that, on 9/11, a keystone urban neighborhood was

destroyed, an act that threatened the health and well-being of the New York metropol-

itan region, as well as the nation. Based on this assumption, an array of actions were

required that would serve to re-knit the social, economic, and cultural linkages of the

city, the region and the nation. This approach, though a minor part of the early disas-

ter relief, is an essential component of long-term urban rehabilitation. We assert that

the nature of long-term recovery will be influenced by the degree to which re-knitting

interventions are ultimately instituted.

In this chapter, we will describe the rational for community-level interventions,

and we will illustrate these ideas using examples from our work in Lower Manhattan

and in the larger region.

What is a keystone?

Perhaps the central concept in the argument we are making is that of a “keystone,”

a concept that ecologists adopted from architects to describe the entity that gives

stability to a complex system, similar to the manner in which a keystone gives sta-

bility to an arch. Urban ecologists have noted a keystone neighborhood will affect

the well-being of the city and even the region within which the neighborhood is

embedded (Fullilove, 1999–2000).
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The World Trade Center certainly qualified as both a neighborhood – specifically

a central business district – and a keystone. The World Trade Center was the work-

site for 50,000 people, and a daily crossroads for an additional 100,000 people.

Befitting a central business district, it was a transportation hub, connected by ferry,

bus, subway, and train to an enormously large region, a fact we can see in the maps

of the home communities of those who died on 9/11. In addition to its commer-

cial role, the World Trade Center exerted enormous psychological influence as an

icon of the city and the region. Countless trucks and pizzerias were decorated by

murals featuring the World Trade Center towering over Lower Manhattan. An

August 2001 cover of The New Yorker depicted people building sand castles mod-

eled after the World Trade Center, complete with a stick to signify the signature

antenna the North Tower. As a center of work, tourism, transportation, and as 

a symbol of the ego of the city, the World Trade Center functioned to meld the 

New York City (NYC) region into a social, economic, and cultural unit.

What happens when a keystone is eliminated?

Because of the keystone’s central organizing function, the elimination of the key-

stone undermines the integrity of the larger system. At the level of ecosystems, the

observation has been made that the disappearance of the key part of the food chain

will affect all of the other plants and animals that are part of the linkage. In the case

of neighborhoods, the destruction of a keystone neighborhood threatens the

health and well-being of the larger urban system of which it is a part. There are two

conclusions that follow from these observations. First, although the keystone is

what is destroyed in these examples, the implications of its destruction reach far

beyond the immediate area. Second, the ecosystem, as a whole, is faced with the

task of reorganizing to stabilize itself in the absence of an essential member. Its

ability to carry out these tasks in a timely manner will determine the manner in

which the system proceeds into the future.

Pitirim Sorokin, chairman of the Department of Sociology at Harvard University

in the 1940s, examined these issues extensively in his seminal book (Sorokin, 1942).

Following the short- and long-term consequences of hundreds of disasters over sev-

eral millennia, he observed that the actions of society were crucial to recovery. His

remarks on famine are of particular relevance to considerations of the losses that

accompanied the attacks on the Twin Towers. He concluded his assessment of the

management of famine with the following words:

The practical lesson of history is this: the orderly ways of an integrated society are always more

successful and less costly in dealing with famine than are the various disorderly modes resulting

in huge mortality. If the starving society is wise, if its governing and well-to-do classes are

unselfish, it will always seek a combination of the rational and less painful ways out of famine,
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never would it turn to revolutions, war, and other similar “medicine” which cure the sickness by

killing the patient. Unfortunately, many a society does not possess this wisdom of temporary 

sacrifice. They turn to pseudo-measures and pay the terrible penalty for their foolishness and

egotism, their lack of sociality and mutual help. (Sorokin, 1942)

In sum, the central need, in the aftermath of the destruction of a keystone neigh-

borhood, is unselfishness and temporary sacrifice, that is, the expression of interde-

pendence and mutual concern. Such actions are not only essential to rebuilding 

the society, but also are curative for the symptoms of trauma-related illnesses.

Overcoming aloneness, feeling the support of the larger group, having a manifesta-

tion of the higher power that lies in collective action are the best antidotes to linger-

ing feelings related to terror. Furthermore, the collective can use its energy to enact

targeted solutions to trauma recovery, such as creating inclusive narratives of the

traumatizing events. In many societies post-calamity, affected people have struggled

to articulate to their would-be rescuers that recovery lay in group interactions, not in

individual therapy.

How is interdependence to be expressed in a society of individualism and
warring groups?

The USA, though known for episodes of sacrifice, has a dominant culture that is a

mixture of individualism and tribalism. Though people are taught to stand on their

own two feet, they are also conscripted into identification with tribal groups defined

by complex mixtures of social class, occupation, ethnic origin, skin color, age, and

religion, what the market researchers have affectionately labeled “target audiences.”

These subgroups are socially signified by “lifestyle choices,” which range from favorite

jeans to neighborhood of residence, as signaled by the all-important “zip � four”1.

Because the subgroups live apart from each other and see themselves as different,

the potential sympathy for the crisis of another’s neighborhood is limited, as is the

likelihood of the expression of mutuality after neighborhood disaster.

The uneven effects of the disaster added a new layer of difference to those already

existing. In Figure 11.1, we present a pictorial representation of the region viewed

from the perspective of the immediate damage created by trauma. In this view, the

epicenter is the most heavily affected and the people there are most heavily trauma-

tized. Other affected neighborhoods are those that lost substantial numbers of citi-

zens, or were tightly connected by culture or economics to the World Trade Center.

1The “zip � four” refers to the seven digit zip code, plus four digits signifying an area within the zip code. It
turns out that these areas tend to be homogeneous for many lifestyle measures, like supermarket, preferred
automobile, etc. Market analysis has divided the US into approximately one hundred market categories,
based on analysis of the buying patterns by zip � four areas.
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Vulnerable neighborhoods (those that were home to minorities or illegal immi-

grants) faced elevated risks from the economic fall-out of the disaster.

Despite these layers of distinction, shared concern for “my” city overcame trib-

alism to a remarkable extent. People felt a common pain and despair and turned to

each for comfort. In this unique hiatus, black people smiled at police, rich people

cared about poor people, and Jews were concerned about attacks on Arabs. In

Lower Manhattan, people helped each other to find shelter, to search for loved

ones, and to endure months of uncertainty and displacement. In other parts of the

city, people made impromptu contact in parks, subways, and fire stations.

Thus, two tendencies could be discerned. One was a tendency to differentiate

among groups, but the other was a remarkable tendency towards unity. This impulse

towards togetherness created the possibility for healing not only from 9/11, but also

from the pre-existing divisions. In this setting, the sense of common injury was the

lever to use to overcome prior antagonisms and promote collective recovery.

What is the ecosystems approach to healing?

In the ecosystems approach, “treatment” should be directed at rebuilding the

strength of social groups, including families, school communities, neighborhoods,

and the city and region as a whole. The clinical approach can be distinguished from

an ecosystems, or community, approach in a number of ways. The clinical approach

focuses almost exclusively on the individual as the client, and particularly in a 

post-disaster context is easily stigmatizing, as people do not necessarily want to be

identified as having a mental health problem. It usually offers a limited range of

Metro area

City

Unaffected
neighborhoods

Vulnerable
neighborhoods

Heavily affected
neighborhoods

Epicenter

Figure 11.1 Nested systems and their relative injury.



possibilities for healing. Clinical services are usually not oriented to the stated needs

of clients, but to the services the clinicians are interested in providing. The clinical

perspective emphasizes enhancing the expertise of the providers and little attention

is paid to enhancing the competence of clients to recognize and find solutions to

their own difficulties.

In the ecosystems, or community approach, the client is the social environment

and the focus is on strengths, resources, and continuity. One of the most important

assumptions behind this approach is that communities have the capacity to heal

themselves and that the greatest resources for recovery are community members.

The activities supported by such an approach are often those that community mem-

bers are already engaged in and thus non-stigmatizing. In coming together around

practical concerns, the connections between people may be enhanced, and as we

have recognized both internationally and in New York, these become the sites for

sharing information, expressing emotion, and providing mutual support.

In the following two sections, we will first examine efforts to use community

mobilization to aid people at the epicenter and second examine efforts to develop

methods for mobilizing organizations throughout the region to cope with the 

consequences of 9/11.

Lower Manhattan post-catastrophe: the Ground Zero Initiative

People living in Lower Manhattan bore the immediate brunt of exposure to the

attack and its aftermath. As a psychologist with a long professional commitment to

trauma recovery, Jack Saul found himself in a new role: that of “victim” rather than

“helper.” He realized that what he wanted and needed for his own healing was the

mobilization of the local community. He thought that, among his friends and

neighborhoods, there was the raw talent for doing what was required. He found it

off-putting that people were arriving in droves from outside the neighborhood to

“care for” the residents of the area.

The initial approach of the NYC Board of Education followed in the same vein,

with a focus on screening children for post-traumatic stress disorder and offering

therapeutic services to those who were identified as having difficulties. Not only had

very little attention been paid to the impact of these events on teachers and parents,

but neither group had been engaged in giving input into the evaluation process of

the children. While the mental health of children became the focus of the school

system’s efforts, there were no places for parents to discuss their concerns as a group.

Thus, Saul, like many other parents and teachers, found himself disenfranchised

and unsupported. In response, they joined together to create family support com-

mittees that developed community forums for parents, teachers, and school staff

from the downtown elementary schools.
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Under the rubric of the “Ground Zero Initiative,” Saul worked, first and foremost,

with his children’s school community. That school was quite close to Ground Zero.

Teachers, students and administrators had experienced the immediate horror of

running from the collapsing Towers, as well as the long-term stress of being dis-

placed from their school building. The school of 600 children was offered a vacant

school building as a temporary measure. In one weekend the parents came together

and cleaned, painted and moved furniture into the vacant school, making it usable

for the children to attend the following week. The sense of togetherness and of tak-

ing action in the context of practical activities were repeated numerous times dur-

ing the year and were seen by many parents as some of the greatest contributors to

returning to a sense of well-being. By doing for their children, the parents were able

to reassert their own agency and thereby regain some sense of power and control.

Saul also worked with other parents, teachers, and residents in the Lower Manhattan

area to develop community forums. Their goal was to expand the notion of healing

from one primarily focused on individual stress reactions to a broader notion of com-

munity recovery. Parents of children from the schools in the vicinity of the World

Trade Center, who were also mental health professionals, established drop-in support

programs where parents could get help with difficulties they were having with their

children or in their families. These family support programs made connections across

school communities to share ideas about how to address the emotional issues faced by

children and parents as a consequence of the events that had taken place.

In January 2002, with the plan to return the children to their home schools, many

parents were feeling distress about going back for the first time to the place where they

had experienced the horror of 4 months earlier. Some families had already moved

back into their homes near Ground Zero, while others were still displaced from their

homes. Some people were more ready than others to have their children return to the

school, and the differences among peoples’ feelings about the safety of the environ-

ment and the visibility of the destruction were topics that caused tension in the com-

munity. To address these issues, a community forum was organized to give parents

and teachers an opportunity to talk about the issues that were on their minds.

The family support group invited Dr. Claude Chemtob, a child psychologist and

disaster specialist, to facilitate the meeting. As part of introducing a concept of

community recovery, Dr. Chemtob presented a framework to orient participants

about stages through which a community might pass following a disaster:

(1) An initial stage of shock and then coming together, sharing, and letting one’s

guard down, called the “united we stand” stage;

(2) As people start to get tired and irritable, stresses accumulate and tempers flare

and people retreat into groups within which they feel safer, referred to as the

“molasses and minefields” stage and it became apparent that there were things

people could do to reduce tensions and better work together;
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(3) A stage in which communities come together to create a positive vision of

recovery.

Thus, Dr. Chemtob introduced the idea that recovery was not a passive process, but

a consequence of the community actively coming together for a common purpose.

During the meeting the parents broke up into small groups to discuss their con-

cerns and to consider how they might increase their skills as parents and teachers.

This included a collective conversation about how parents and teachers could take

care of themselves and support each other as well. A community needs assessment

was conducted with the close to one hundred participants of the meeting. The

community forum thus accomplished several goals: it deepened participants’ under-

standing of the process of disaster recovery, it offered an opportunity to talk through

concerns, and it collected data on community needs. The forum, at one and the

same time, served for healing, problem solving, and needs assessment.

Through these activities, the Ground Zero Initiative demonstrated that disaster

victims could heal themselves by engaging actively and collectively with the series

of environmental challenges that had, literally, descended upon them. With each

action, the group gained clarity and sanity, pulling out of the chaos of the disaster,

a new basis for order. Empowerment, agency, engagement, initiative: these are

some of the key words that describe the work of community recovery carried out

by the Ground Zero Initiative.

Regional reconnections: NYC RECOVERS

The pain of 9/11 was felt throughout the metropolitan area, but people outside of

the epicenter were urged to “get back to normal.” This was specifically encoded in

messages telling people to: (1) tell others to go to therapists if they had symptoms,

(2) support the economy by shopping, taking an airplane and going to the theater,

and (3) accept, without discussion, the decisions politicians were making about

rebuilding Ground Zero. As these official instructions left vast numbers of people

sitting on their pain, Mindy Fullilove thought that an alternative was essential. The

major question she posed was, “How might we know what people are concerned

about and how best to intervene?” The answer she acted on was that offered by

urban theorist Louis Wirth, who noted that organizations are the key intermedi-

aries between a city and its diverse and divided subpopulations (Wirth, 1964). In

conjunction with Jennifer Stevens Madoff, Mindy Fullilove initiated NYC RECOVERS

(NYCR), an alliance of organizations concerned with NYC’s social and emotional

recovery.

The central thesis of NYCR – and here we find a key resonance with Jack Saul’s

ideas – was that the wisdom of recovery lay in organizations. Organizations, which

were integral to the myriad communities that comprised the regional ecosystem,
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had the ability to assess the needs of their constituents, and institute appropriate

remedies. Furthermore, organizations had the capacity to form linkages with other

organizations, thus recreating the social and organizational framework that had

been damaged by 9/11.

NYCR Coordinating Team

The NYCR Coordinating Team consisted of a small group of staff and volunteers of

the Community Research Group, a unit of the New York State Psychiatric Institute

and the Mailman School of Public Health of Columbia University. Prior to 9/11,

members of the Coordinating Team were engaged in a study of neighborhood oblit-

eration due to urban renewal, a federal program of the 1950s and 1960s (Fullilove,

2004). The team’s work had demonstrated that prominent among the long-term

effects of urban renewal was a slow but inexorable dissolution of social bonds. In

the cases under study, no efforts at social recovery had been made. Because the work

on urban renewal was then unpublished, and thus unavailable to the general public

or the disaster relief community, the team felt an obligation to share the need for

social recovery with others who might implement this intervention.

Members of the alliance

NYCR sought to mobilize all organizations in the New York metropolitan area.

Organizations of all kinds were of interest, from schools, churches, and other non-

profit organizations to commercial and government enterprises. Organizations

and individuals that joined in the effort were called “partners.” Organizations and

individuals who became associated with the effort, without formally joining, were

called “friends.” About 100 organizations established formal ties with NYCR. As

many of these were themselves coalitions, with ties to other organizations, the

effective range of NYCR’s network was about 1000 organizations.

The bowl of NYCR

NYCR’ Coordinating Team developed and offered to partners a “bowl,” that is, a

holding structure, or concept, which they might fill as they chose. The over-arching

concept that guided the first year of work was that of “Year of Recovery,” designed

to counter two major ideas that emanated from city officials: (1) that the disaster

had affected a small area of the city, and a small number of “heroes and victims,”

and (2) that the job of the “unaffected” was to “get back to normal” within days of

the disaster. NYCR argued that all people in the metropolitan area had lost a neigh-

borhood that was important to them and had a right to consider themselves

injured. Furthermore, NYCR argued that such injuries did not heal quickly or that

it was not even possible to get “back” to normal: rather, people needed to work

together to envision and create the recovered city and region.

171 Rebuilding communities post-disaster in New York



172 Mindy Thompson Fullilove and Jack Saul

The Year of Recovery was devoted to tasks that are within the purview of groups

in many cultures around the world, that is, mourning losses, learning what had

caused the disaster, rebuilding social connections, and preventing the development

of scapegoating and prejudice. The shorthand, “remember, respect, learn, and con-

nect,” was used to keep these core tasks at the forefront of the alliance’s concern. The

Coordinating Team initially proposed that these tasks might follow the seasons of

the year, with winter devoted to conferences for learning and preventing prejudice,

spring to rebuilding connections, and autumn to mourning, as the region encoun-

tered the first anniversary of the disaster. It became apparent as the year progressed

that, contrary to initial assumptions, this was not a serial process. “Remember,

respect, learn, and connect” were each observed in every NYCR gathering.

Filling the bowl

NYCR did not offer specific initiatives to partners. Rather, NYCR urged organiza-

tions to consider the idea, “We are all in pain. You know how to help your people.

If we each pitch in, we’ll all feel better.” It was the partners’ initiatives that gave con-

tent to the Year of Recovery, and this worked in two ways. In some cases, organiza-

tions began activities at the urging of members of the Coordinating Team. In other

cases, the initiatives of organizations drew in the NYCR Coordinating Team and

partners. Whatever the case, it was the organizations that created the events and

gave them character and meaning. Through regular meetings, e-mail messages,

and a large conference, the Coordinating Team worked to help organizations learn

about and learn from the efforts of others, thus building a collective knowledge

base of how organizations might promote recovery. A few examples will demon-

strate the range of events that were held.

The Walk to Honor and Heal

Held on November 12, 2001, to honor the third month anniversary of 9/11, the

Walk to Honor and Heal was led by a coalition of organizations active in the South

Bronx. The Walk started at a local fire station that had been an important site of

community struggle in the past. The Walk covered approximately 20 blocks

through three commercial areas and ended in a labyrinth painted in a church park-

ing lot at a major intersection. The Walk started shortly after Flight 587 crashed at

Rockaway Beach in Queens, killing all on board. The crash created an atmosphere

of fear and tension. As many of those who died had friends and relatives in the South

Bronx, the crash took on deeper and more immediate importance in the days that

followed. Despite the tension from the crash, the adults and children who walked

together created a joyous and enthusiastic presence in the streets of the neighbor-

hood. In a culminating moment, participants released white balloons in the blue

November sky and watched them float off, past tenements into the stratosphere.



The Novena for Flight 587

Washington Heights, a neighborhood at the northern tip of Manhattan, lost many

people in the crash of Flight 587. Alianza Dominicana, an early and important part-

ner of NYCR, organized a Novena, which is a Dominican mourning ritual. In this

instance, to honor the community’s pain, 7 days of public Novenas were organized.

Each day, the Novena started in a public park and was followed by a procession to a

nearby church. NYC RECOVERS urged leaders of the nearby Columbia-Presbyterian

Medical Center to join the Novena for the final day. Approximately 200 people from

the Medical Center, including many of its major leaders, joined the procession.

The Luncheon of Champions

The American Express Open the Small Business Network was displaced from its

Lower Manhattan offices, which made life difficult for staff already traumatized by

the tragedy. Staff used dollars from a community relations fund to plan a special

luncheon. They joined with another NYCR partner, the Washington Heights/

Inwood Coalition on Aging, to sponsor a “Luncheon of Champions,” held at a

Lower Manhattan restaurant that had just reopened after an extensive clean-up

(and, as it turned out, did not accept American Express). The American Express

hosts planned a delicious menu and a wonderful activity. Most of the guests were

monolingual Spanish speakers and most of the hosts were monolingual English

speakers. As one of the organizers commented, “It could have been a disaster.”

However, goodwill and sociability overcame the language barrier. The activity –

decorating cakes with New York themes – created what the organizer called “a third

language” of images and laughter.

Together we heal: community mobilization for trauma recovery

The most ambitious activity undertaken by the Coordinating Team was the organ-

ization of a conference on community resilience. The conference was sponsored by

Project Liberty, and organized with support from the NYC Department of Mental

Health and Mental Retardation, and the New York University International

Trauma Studies Program (Jack Saul’s program). It brought together 200 people

from organizations of all kinds. The concept of community mobilization was pre-

sented and its application to planning for the anniversary of 9/11 was discussed.

Out of the conference emerged the concept of “September Wellness,” an effort to

embed the anniversary in a larger period of healing mind, body, and spirit through

wellness activities.

Learning from each other

A major finding of the work of NYCR was that organizations learned from each

other. As communication and trust developed, people examined each other’s ideas,
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and freely adopted and adapted those that seemed to suit. Walking labyrinths

appealed to many people, hence Camino de Paz, the South Bronx labyrinth builders

and one of the sponsors of the Walk to Honor and Heal, was invited to events around

the city, such as the Riverside Church September Wellness Festival. Organizations

might copy an activity for a first effort, but then return to report something they

had created for a later event. Thus, a body of experience was created that helped to

identify “best practices.” In general, what emerged from the Year of Recovery was a

distinct preference for recovery events organized according to a “festival model” –

featuring activities, fellowship, and food – rather than a “heroic model” – featuring

honors and ceremony.

The barrier-free city

The Coordinating Team was interested in engaging many kinds of organizations,

hence outreach was made in a great number of directions. A surprise to the team,

which was previously occupied with research in poor, minority communities, was

that the city was nearly free of barriers in the immediate aftermath of 9/11. It was

possible to meet with the very rich, as well as the very poor, and it was possible for

them to meet together.

The major barriers to free exchange, in fact, were those erected by the officials of the

City. As one example, it took months for NYCR to establish effective linkages with the

Department of Health. While those linkages resulted in a very successful conference,

other initiatives that partners and team members deemed equally important were

stymied. In practice, the “heroes and victims” formulation narrowed attention and

concern to a very small group of people. Many of those who found themselves outside

of those narrow groups tended to accept the “unaffected” designation. This, in turn,

appeared to disenfranchise those groups from the post-disaster political process,

which included decisions around where the budget axe would fall.

Battle fatigue

One of the reasons partners developed the concept of “September Wellness:

Healing Mind, Body, and Spirit,” was the broad recognition of the onset of fatigue

related to a long series of crises beginning with 9/11, but quickly expanding to

include the fear of new attacks, the city budget deficit, the anthrax scare, the war on

terrorism and the threat, followed by the reality, of war with Iraq. All of these prob-

lems were complicating lives already lived at the fast and demanding pace of NYC.

Furthermore, some of the post-disaster sources of solace, like comfort food, and

psychotropic drugs, had their own side effects that needed to be countered. September

Wellness opened a door to self and community care, but also clearly revealed the

need for long-term support for managing the new regional situation. Hence, a 

second year of recovery, called “Take Heart,” was initiated.

174 Mindy Thompson Fullilove and Jack Saul



Healer, Heal Thyself

The Coordinating Team of NYCR consistently implemented its own advice, work-

ing hard to help its parent organization, the Community Research Group, remem-

ber, respect, learn, and connect. Like other organizations, the Community Research

Group felt the strain of piling new tasks related to launching NYCR onto a large

body of other work. Using events to sustain and nourish the group, the Community

Research Group was able to weather significant challenges it faced post-9/11, while

continuing to produce scientific papers and community educational materials, and

to compete successfully for new funding.

Conclusion

Community members have many advantages over outside providers. It has been

said that they are five times more powerful to affect change. They have greater

access to the local knowledge of existing resources and social networks and often

are already engaged in positive social processes that build community solidarity

and cohesion. These efforts have a greater possibility of success because they are

driven by the community members’ priorities and preferences. Because they live in

the community and have greater investment in its development, their initiative and

involvement is often crucial for the sustainability of such programs.

Thus, the role of the community-oriented provider is to offer structure and sup-

port that promotes positive connection and social process. The provider helps to

build new connections between constituencies in the community and recognizes

and enhances existing resources for recovery. This recognition can be one of the

most humbling experiences for mental health professionals working in a post-disaster

context. It is often very difficult for such professionals to shift their thinking from

a mental health to a disaster context and accept that they do not have a monopoly

on the processes of psychosocial recovery. In such a context, mental health profes-

sionals are one set of resources among many that exist in the community, and partic-

ipate with different occupational groups in promoting the well-being of community

members.

The community harbors a spectrum of opportunities for healing: community

members with a diversity of skills and ages contribute in different ways to the

resilience of the community. The elderly bring the memories of coping with previ-

ous tragedies, while children bring the capacity for play and spontaneity. People

bring a diversity of strengths and skills based on occupation and talents – from the

artistic to organizational management skills, from the sublime to the mundane –

to enhance the process of recovery. Thus, healing can be seen as a creative process

arising from the synergy of various community actors coming together to work

toward a common purpose.
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Community resilience approaches are systematically focused but at the same

time address multiple levels and themes in the process of recovery. One of the

shortcomings of many trauma programs is that they address trauma primarily at

the level of the individual while ignoring the larger contexts – the family, work

group, and other groups – in the community. The disruptions that take place to

family systems, work organizations, and communal structures are given short

shrift, even though the stresses related to the social trauma are often the most

debilitating for individuals. In some cases, the system’s response to traumatic

events (i.e. fragmentation, conflict, stigmatization, and destabilization) may be

even more painful and psychologically harmful than the primary traumatic event

itself. This was frequently the case in the aftermath of the terrorist attacks in NYC,

where fragmentation and conflict in the work setting and in schools and families

themselves were described by many as having been more problematic than the

events people experienced on 9/11. The disruption of such social systems was

ignored in favor of individual approaches.

A community resilience approach following massive psychosocial trauma 

usually encompasses the following four themes (Landau, 2002; Madoff, 2002; Saul,

2002):

(1) Building community and enhancing social connectedness: It is a foundation for

recovery. The foundation of community recovery is the reweaving of social

connections that have been disrupted by traumatic events. Referred to as the

matrix of healing, Judith Landau emphasizes the re-establishment of old com-

munity connections while facilitating new ones (Landau, 2002). This includes

strengthening the system of social support, coalition building, and informa-

tion and resource sharing.

(2) Collectively telling the story of the community’s experience and response: An

important part of the communal healing process is about having one’s story

validated and becoming a part of the collective story that emerges after a com-

plex and horrible tragedy. This affirmation by the community at large 

is often described by those who survive major disasters as a crucial step in

recovering their sense of well-being. As we have seen in NYC following 9/11,

the emerging story after such events needs to respect and to encompass the

stories experienced by many different people – those who have lost family and

friends, who have lost their homes, who were far away from Ground Zero but

still were deeply affected, those who were confused, and those who suffered

discrimination and injustice as a result of the events. It can be problematic

when the larger narrative is narrow, rigid or marginalizes some segments of

the population. This has been the case in particular for the Arab speaking and

Muslim communities where many members faced harassment, detention, and

deportation. Often it is those people who do not have a voice in society that

end up becoming the most victimized after a collective tragedy.
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(3) Re-establishing the rhythms and routines of life and engaging in collective healing

rituals: The spontaneous neighborhood vigils, anniversary rituals, and com-

munity events marking seasonal changes and holidays became important

times for communities to reconnect with established temporal rhythms and to

process the dissonant feelings associated with these events due to the loss and

other experiences associated with the traumatic events of 9/11.

(4) Arriving at a positive vision of the future with renewed hope: Many of the collec-

tive responses to 9/11 were attempts to re-establish hope in the future. One of

the most important questions faced by communities after a catastrophe is,

“how do we move from haunting memories of the tragedy to a vision of the

future that incorporates the new realities that we are facing?”

The efforts described here – the work of the Ground Zero Initiative and NYCR –

were efforts carried out with minimal personnel and modest funding. The vast

resources that were made available to pay for individual counseling of various kinds

were not available for the community mobilization efforts we are describing. Nor

were funds available to assess the effects of the work we are describing. Despite these

limitations, we think that such community mobilization is the central focus for

recovery of the city and the region in the years to come. In particular, the bright

moment of togetherness that followed 9/11 was allowed to slip away by leaders who

chose to use divisive interventions rather than promote mutuality and unselfish-

ness. Thus, we can expect ripple effects that will endure for decades, if not centuries.

At the same time, we can say with confidence that it is possible to mobilize com-

munities to work together in a highly effective manner, inventing creative and satisfy-

ing ways for healing trauma and envisioning the future of the city and the region.
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catastrophes
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When we think about the events of September 11, 2001, we visualize images of the

World Trade Center Twin Towers falling down, the fractured Pentagon, and a large

crater with wreckage in Shanksville, Pennsylvania. We envision firefighters, police,

emergency rescue workers, smoke, rubble, and ashen-covered people. Sounds come

back – confused and shocked voices explaining what is and is not known about these

events, and the voice of a telephone operator describing a group of passengers over-

taking a plane. For many of us our understanding, very memories, and images of

these events are derived from a set of professional people first on the scene: journal-

ists. These reporters, photographers, broadcasters, writers, and people behind the

scenes accompanied emergency workers in order to bring the world the images and

stories depicting 9/11 in real time.

Long before the events of 9/11 terrorism was a regular beat for journalists around

the world (Bull & Newman, 2002). In recent US history, for example, American jour-

nalists covered the 1990 abortion clinic bombings, the 1993 World Trade Center

bombing, and the 1995 bombing of the Murrah Federal Building in downtown

Oklahoma City (Bull & Newman, 2002). While organizations such as the Dart Center

for Journalism and Trauma (see www.dartcenter.org) have attended to the nature and

effect of trauma-related reporting for several years, the 9/11 terrorist attacks signifi-

cantly advanced the role of the media during traumatic times into the forefront of

public and professional discourse. This chapter reviews the roles of American jour-

nalists during times of crisis, the emerging empirical and clinical literature on the rela-

tionship between media consumption and distress among the public, and the impact

of covering trauma upon journalists themselves. The chapter concludes with recom-

mendations for future scholarship and practice for the public and journalists.

Journalists’ role

Journalists play a critical and multifaceted role in communities during times of

destruction, war, and chaos (Newman, 2002b). First and foremost, journalists 
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provide the public with information and analysis about traumatic events including

community responses to these events. Often in the immediacy of a catastrophe,

although not by design, the media become the primary means of crisis communi-

cation. This was readily apparent in the aftermath of September 11, 2001, when

broadcast media conveyed information about safety, transportation routes, and

volunteer needs. Tom Brockaw believed, “the most reassuring thing I could do was

to get as much information to the audience as factually and as swiftly as I possibly

could, and try to place it in perspective” (Gilbert et al., 2002). Following the imme-

diate crisis stage of a catastrophe, the role of journalists changes to that of “public

watchdogs,” investigating and providing truthful, verified information about pub-

lic and private responses focusing on the tragedy while independently monitoring

those in power (Kovach & Rosensteil, 2001). For example, journalists provided

information about the health effects of the burning debris from the World Trade

Center and the problems and successes of benefit disbursement to survivors and

their families. Furthermore, journalists offer a forum for public dialogue, com-

mentary and engagement about disaster-related experiences (Kovach & Rosensteil,

2001). Numerous columns, letters to the editors, editorial pieces, Internet-based

dialogues and interactive broadcast programs that focused on the events of 9/11

promoted this public discourse. Finally, journalists provide the first draft of the

history of particular calamities. The work of countless journalists who interviewed

and documented the struggles and triumphs of survivors, family members, wit-

nesses, rescue workers, experts, and politicians involved in 9/11 events will provide

substantive material for future scholars. In all these roles, the American journalists’

primary professional duty is to supply verified, comprehensive and proportional

information about events in the service of assuring that citizens and communities

have accurate information to make informed decisions and engage in democratic

processes (Kovach & Rosensteil, 2001). Traditionally, journalism emphasizes this

need to serve the public (Kovach & Rosensteil, 2001).

Covering terrorism is no easy task for even the most adroit professionals. Journalists

and photojournalists may arrive at the scene before rescue personnel, both placing

them in physical danger, and in ethical quandaries of whether to intervene or docu-

ment the situation (Cote & Simpson, 2000). Once information is gathered, the jour-

nalist needs to accurately and objectively present pertinent information about these

shocking events with a careful restraint as to not further the terrorists’ goal of pro-

ducing widespread panic (Bull & Newman, 2002). They need to depict horrific acts

yet avoid sensationalism. A broad range of practical and emotional impediments can

obstruct this process.

Firstly, as in the case of September 11th, information can be difficult to access

when communication systems such as cellular phones, facsimiles, Internet, and

telephone services are disrupted. Furthermore, the ability to provide information



about the disaster to colleagues and the newsroom may be severely compromised.

For example, the entire newsroom of the Wall Street Journal was moved to the New

Jersey location when the World Trade Center area was evacuated. The emergency

command center for New York City, which was based at the World Trade Center, had

to be relocated, causing temporary disruption in communication of vital informa-

tion. The need to be accurate and verify information that is pouring in every

minute can also be quite taxing, especially since journalists recognize the potential

harm to the public in disseminating falsehoods. Dan Rather wrote that on the

morning of September 11th, he thought, “Clearly this is going to be a day in which

every bit of information would have to be double- and triple checked...then again,

when you get into this kind of coverage, you face a deadline every nanosecond.

There were going to be mistakes. The most responsible thing you could do was to

keep them to a minimum” (Gilbert et al., 2002, p. 93).

Second, while journalists aim to be objective, the tragedies they cover may be per-

sonal ones, directly affecting their workplace, home, community, and loved ones

(Gilbert et al., 2002). Many experienced war correspondents who covered the events

of 9/11 told the staff at the New York office of the Dart Center for Journalism and

Trauma that covering “a hometown atrocity” challenged their emotional and 

professional ability to remain objective and detached. Business writers were 

confronted with the deaths of many of their longstanding sources. Even those

reporters who are not personally involved as victims, but bear professional witness

to horrific scenes of destruction, are emotionally affected by work that they do

(Cote & Simpson, 2000). Given these realities, journalists who covered the events

of 9/11 had to confront essential professional dilemmas in examining the degree to

which journalists can be truly “objective.” Further, many journalists had to con-

front their own ambivalence about documenting pain and tragedy instead of com-

forting and aiding victims. While it is not a stated mission of journalists to heal,

some may conceptualize their reporting as assisting individuals. Elizabeth Cohen

of CNN explained that telling stories about the families of those missing was

“something she could do and something that helped the families in a way”

(Sylvester & Huffman, 2002, p. 149). Although journalists feel the human tendency

to provide comfort and aid, their professional commitment is to document and

communicate the event if others are present who can assist those in harms way.

It may be difficult to have the clarity that photographer, Peter Turnley (2001, p. 9)

had during the midst of turmoil:

At the World Trade Center, there were other people who were much better prepared than I was

to rescue the victims. I felt that what I could best do with my energy was pay tribute to the men

and women who got out in those difficult conditions and made those gestures of help. The rea-

son I would justify that cameramen and photographers and journalists be present in these situ-

ations is not because they are making money or because they’re parasites. It’s because fifty years
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from now, it’s important that people contemplate the decency that so many people demon-

strated in trying to do the right thing in a situation that was difficult. I don’t know how that can

be communicated without images, without words, without film.

Clearly, journalists face multiple challenges in obtaining and communicating veri-

fied information, appraising the overall impact of disasters, coping with their own

responses to calamity, and ethically reporting on the events to serve the public at

large.

Public response

Mass disasters and catastrophes are unique traumas in a number of ways and may

have unique effects on the public. For example, 9/11 may have resulted in signifi-

cantly greater distress than any previous disaster due, in large part, to the extent of

vicarious exposure via the extensive media coverage. As Schuster and colleagues

(2001) postulated, many Americans may have identified these events as personal

attacks directed toward themselves, and not solely toward those who were injured

or killed, a phenomenon which has been noted in other disasters (e.g., Dixon et al.,

1993). Many watched the shocking events unfold live on television and continued

to access up-to-date information through the media, with a mean of 8.1 hours of

viewing time for adults and 3.0 hours for children on September (Schuster et al.,

2001). In a survey of 988 New York City residents, 87% reported seeing the image

of the airplane hitting the World Trade Center a mean of 7 times and a median of

36 times in the first week following the attacks (Ahern et al., 2002). The image of

the World Trade Center collapsing was seen a median of 29 times, whereas images

of people jumping was viewed a median of 2 times. Furthermore, a poll conducted

by the Pew Research Center (2001) of 1200 American adults from September 13 to

17, 2001, revealed that 63% of survey respondents reported that they “could not

stop watching” news about the terrorist attacks. In fact, 81% reported keeping a tel-

evision or radio tuned to the news for updates on the crisis and 46% reported that

they read the newspaper more closely. The poll also revealed a variety of emotional

responses to the coverage: 92% of the sample reported experiencing feelings of

sadness, 77% reported feelings of fright, and 45% reported feeling “tired out” while

watching such news.

These reactions are typical of many people during times of stress, and also typi-

cal of people learning about horrific events. Whether individual or collective stress,

human beings have two basic and opposing coping tendencies: to avoid or 

to approach the stressful information (Roth & Cohen, 1986). Both coping strate-

gies have potential advantages and disadvantages. Avoiding stressful material (e.g.,

not talking about the event, avoiding people, places, and situations that serve as
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reminders of the event) can help the person focus on tasks at hand and manage

emotional reactions in the short term, but can prevent the person from incorpo-

rating this information to make important decisions and adequately cope with the

trauma in the long term. Approaching such material (e.g., talking about it, experi-

encing it on emotional and intellectual levels) can be emotionally taxing in the short

term, at times even overwhelming, but may permit the person to integrate the expe-

rience into their understanding, or change their understanding of the situation based

on the information, thereby reducing long-term negative consequences (Roth &

Cohen, 1986).

Although only a minority of direct trauma survivors experience long-lasting psy-

chological distress severe enough to qualify them for a psychiatric disorder (e.g.,

Kessler et al., 1995), this distress is typically related to difficulty with regulating

approach and avoidance of the situation and its reminders. Post-traumatic stress

disorder (PTSD), seen in about 9% of the general population (Breslau et al., 1991),

is a disorder comprised of distressing re-experiencing symptoms related to the

trauma, avoidance and numbing to trauma-related cues, and general states of

hyperarousal. Similarly, in acute grief states, grieving individuals are both overcome

with memories of the deceased, sensitive to painful emotions when reminded of the

deceased, and prone to avoidance of thinking about the deceased. In the aftermath

of 9/11, individuals both directly and indirectly involved in the terrorist attack

found themselves trying to balance the need to make sense of the experience and the

need to avoid it. This balance was particularly difficult to achieve due to the over-

whelming amount of media coverage.

The “public” that journalists serve is a heterogeneous group with a diverse set of

interests, needs, and vulnerabilities with respect to approaching and avoiding stressful

information. Research has only begun to delineate the important demographic, social,

health-related, and historical variables that may discriminate differing responses

and needs of individuals. To fully explore the public’s response to terrorism-related

news coverage, it is important, at minimum, to distinguish four groups: adult sur-

vivors, child survivors, adult non-survivors, and child non-survivors of traumatic

events.

Adult survivors

Clearly, news reports contain the types of reminders or trauma-related cues (e.g.,

sounds, images) that may affect survivors and those grieving the loss of loved ones.

Exposure to reminders of traumatic events can be distressing to survivors, and

many may find it difficult to “calm down” after such exposure. During the Gulf War

for example, many Vietnam Veterans experienced a reactivation of distressing war-

related symptoms (Long et al., 1994). Although research has primarily focused on

survivors of the same event, clinical experience points to a generalized response to
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current trauma-related cues among individuals with a history of various types of

trauma. For example, a rape survivor may be affected by cues from other traumas

(e.g., war, terrorism). This may be related to several factors including a failure to inte-

grate information regarding the previous trauma, a general feeling of hyperarousal,

and/or a further example of the individual’s view that the world is not a safe place.

Adult survivors of a disaster or catastrophe may find it difficult to avoid reminders

of the event. Carrie Lemack, whose mother was killed in the collapse of the World

Trade Center, described her response to the images in the news (Lemack, personal

communication, July 24, 2002):

Each time they show her plane hit the World Trade Center, I have to hide, cover my eyes, or

quickly change the channel. I cannot watch my mother die, and every time I watch television I sit

ready, in a state of preparedness, in case a news broadcast, news journal, or other program

decides to air the horror of her final moments.

In fact, Ms. Lemack launched an advocacy campaign with families of September

11th, urging broadcast media to issue a visual or verbal warning each time they were

about to show planes crashing into buildings, people jumping from buildings or

buildings collapsing (http://www.familiesofseptember11.org/news/news2.asp?s�6).

Trauma specialists tend to concur that viewing trauma-related media can adversely

affect trauma survivors. McFarlane (1986) postulated that media exposure may

increase the risk of developing or maintaining chronic PTSD among survivors. He

postulated that media exposure may “reinforce the victim’s feelings of vulnerabil-

ity and fixate their images of death and destruction.” Alternatively, feelings of guilt,

blame, or shame may be reinforced by media depictions. A fact sheet prepared by

the International Society of Traumatic Stress Studies (2002) suggests that “media

reminders that occur without warning are particularly troublesome for survivors

because they contribute to a sense of helplessness, emotional imbalance, and lack

of control. In the face of these events, opportunities to anticipate and exercise

choice and control with regard to exposure to potential triggers can aid survivors

in regaining a sense of agency and control over their lives.” Regardless of cause,

there is some clinical consensus that survivors should monitor consumption of

trauma-related media and prepare for such exposure with a plan for ways to

reduce resultant distress (e.g., Hamblen, 2001; ISTSS, 2002).

Despite these opinions, there is only one published study of adult survivors that

documents a relationship between trauma-related media exposure and trauma-

related distress. Specifically, in a cross sectional random digit dial survey of 1008

adult residents of Manhattan surveyed between October 16 and November 15,

2001, frequency of viewing “people jumping from the towers of the World Trade

Center” media images was correlated with trauma-related distress. Among those

who directly experienced loss or witnessed the event in person, individuals who
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watched this broadcast image more frequently were more likely to report symp-

toms of PTSD (22.5%) and depression (21.3%) than those who did not (3.6% and

11.7%, respectively) (Ahern et al., 2002).

Adult non-survivors

As stated above, nearly all Americans were vicariously exposed to 9/11 through media

coverage. Many mental health professionals and others feared that this exposure

would result in tremendous numbers of individuals reporting significant trauma-

related distress. However, as reported in the study by Ahern et al. (2002), while there

was a strong relationship between viewing traumatic images among New York City

survivors, this was not the case for those not directly involved or affected by the

attacks. In contrast, a poll of Americans conducted 3–5 days after the attacks, docu-

mented that extensive television viewing was associated with stress reactions

(Schuster et al., 2001). As Pfefferbaum et al. (2002) elucidate, indirect victim’s reac-

tions to early media coverage may have nothing to do with the media’s representa-

tions of the event, but be a sign of the appropriate horror experienced when

learning about an atrocity.

Mixed sample of survivors and non-survivors

Among the general public, which includes some survivors, it appears that viewing

terrorism-related images and news is not necessarily associated with increased rates

of PTSD or depression, but instead may be associated with temporary anxiety.

In a study of 237 Israeli adults, half the group was randomly selected to watch

television clips of terrorism and the other half watched news clips not related to

terrorism. While it was not noted what percent of the sample was directly exposed

to terrorism-related events, individuals who watched the terrorism-related news

clips reported more anxiety than those who watched the other types of news clips.

Although the differences were statistically significant, the level of anxiety was not

in the pathological range (Sloan, 2000). Similarly, in a nationally representative sam-

ple of 2773 adults (some who were directly affected by the terrorist attacks), clini-

cally significant distress was associated with hours of terrorism-related television

watched each day and the number of different types of graphic terrorism-related

content viewed, although this distress was not greater than that seen in typical com-

munity samples. Furthermore, in a subset of 691 New York City dwellers surveyed 

2 months post-9/11, number of hours of terrorism-related television coverage

watched was significantly associated with higher PTSD symptom endorsement,

but the type of graphic imagery viewed was not (Schlenger et al., 2002). Among 

85 individuals seeking mental health services for any reason in Oklahoma City

after the bombing, numbers of hours viewing bomb-related television was not

related with increased PTSD symptomatology (Tucker et al., 2000).
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Child survivors

More extensive research across disasters has examined the relationship between

trauma-related television consumption and distress among child survivors. The

results are mixed, suggesting that the relationship between viewing, distress, and

psychopathology may not be linear. First, Oklahoman children related to deceased

persons from the Murrah Federal Building bombing, had considerably more diffi-

culty settling down after watching bomb-related television than those who did not

experience a personal loss (Pfefferbaum et al., 1999a, b; 2001). Furthermore, among

Oklahoman children in grades 6–12 who lost a relative, those that watched more

terrorism-related television reported more PTSD symptoms 7 weeks post-bombing

than those who watched less terrorism-related television. Nevertheless, the preva-

lence of PTSD among these children was not related to the extent of bomb-related

news consumption (Pfefferbaum et al., 1999a, b). In contrast, PTSD severity was

correlated with amount of television exposure to graphic images of mutilation

among 51 Kuwaiti children and adolescents exposed to a military occupation

(Nader et al., 1993).

Child non-survivors

Research studies have found increased distress related to amount of viewing time

of bomb-related news even among children who were not direct victims and did

not experience a personal loss in the Oklahoma City bombing. (Pfefferbaum et al.,

1999a, b; 2001). Specifically, among Oklahoman children (grades 6–12), who did

not lose a relative, those who watched more bomb-related television reported more

PTSD symptoms 7 weeks post-bombing than those who watched less bombing-

related television. Surprisingly, in a study of 2000 Oklahoman children, in grades

6–8, bomb-related television watching was associated with PTSD symptoms only

among those who were not personally affected (e.g., lost a relative, witnessed it) by

the Oklahoma City bombing. However, as Pfefferbaum et al. (2002) recently noted,

terrorism-related news consumption accounted for a small part of the relationship

to distress among those children not personally affected by the Oklahoma City

bombing.

In a survey of adults 3–5 days after September 11th, 34% of parents had limited

their children’s access to viewing September 11th news coverage. It is interesting to

note that children’s concern about safety of self and others was not related to either

parent’s restriction of television viewing or number of hours that the child viewed

terrorism-related television (Schuster et al., 2001). In a study of children who watched

the Challenger Space Shuttle explode on television, Terr et al. (1999) also docu-

mented traumatic symptoms 5–7 weeks later among children who had no personal

connection to the event. Likewise, 45% of a sample of 137 parents living Wisconsin

reported that their child was frightened by news coverage of the 1990 Desert Storm
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war on Iraq (Cantor et al., 1993). These results suggest that shocking news of events

not directly affecting children may be particularly difficult to assimilate, depending

on the cognitive and emotional development of the child. For example, young chil-

dren who viewed repeated images of airliners crashing into the Pentagon and the

World Trade Center may not have recognized that these were repeated images of

one event. Then again, perhaps children directly affected may receive explanations

from family members that help them understand the tragedy, while those who are

not directly affected receive no such guidance.

Critique and summary of literature

Although there are only a handful of studies that examine the relationship between

news consumption and symptoms, these studies revealed different results for

adults and children when comparing victims and non-victims. For adults, it appears

that direct victims evidence an association between symptoms of PTSD and amount

of disaster-related news coverage consumed, whereas indirect victims do not. It

does appear, however, that news consumption is related to temporary increases in

anxiety in the general public. Children, however, appear to be equally affected by

news coverage, regardless of the extent of their involvement in the disaster.

However, despite these correlations between distress and news consumption, the

majority of individuals directly and indirectly affected did not report lasting symptoms

(Michels, 2002).

Although a relationship between the amount of terrorism-related news consumed

(especially broadcast images) and trauma-related distress clearly exists, the direction

of causality is unknown. Specifically, it is unknown if watching terrorism-related tel-

evision contributes to trauma-related symptoms, or if those with trauma-related

symptoms choose to watch more televised depictions of terrorism. It is possible that

exposure to constant terrorism coverage or unexpectedly repeated images of a loved

one’s demise may impede the natural recovery process, preventing adaptive dosing

between approach and avoidance. Perhaps those who are in high states of arousal

seek out news coverage to maintain that state of arousal. Alternatively, those affected

may be searching for information to help them locate a loved one, better understand

the event, pay tribute to their loved ones, or atone for guilt for surviving when others

did not. Possibly another related mechanism that has not yet been identified might

explain this relationship, such as personality traits, or amount of available social sup-

port. Finally, there is also a possibility of a reporting bias, memory bias, or attention

bias such that those who endorse more trauma-related distress endorse more expo-

sure to media-related images and vice versa.

Given these findings, it may be tempting, but erroneous, to pathologize individ-

uals and blame the media for their difficulties. Learning about the death, injury,

and devastation associated with terrorism is an upsetting experience. It is perfectly
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appropriate, and adaptive, to experience negative feelings in the face of such atroc-

ities. Moreover, when journalists communicate such information, the news commu-

nication may not be the cause for this distress, just the messenger of this upsetting

news. Since it is difficult to disentangle to what degree the news itself, rather than the

communication of that news, contributes to distress, we need to be cautious not to

blame the messenger. Trying to separate the content and the communication of

these messages will be a challenging task for scientists to examine in future research.

Unfortunately, the empirical literature thus far has been mostly limited to visual

broadcast materials; therefore the effects of newspaper, magazine, radio, and Internet

news on the public is unknown. In addition, future studies need to be contextual-

ized with respect to the timing of assessment in relation to the event to clarify if

these are transient or long-lasting reactions. It would be important to evaluate if

warnings about the risks of viewing such images would actually increase or decrease

public anxiety to assist empirically based policy about this matter. Finally, it will be

important to examine the positive effects, and not solely negative effects of terror-

ism-related news coverage to have a complete understanding of the public health

implications. For instance, verbalizing the event for others, especially early on, may

have a calming effect on the larger community. Although these research efforts may

take substantial time and money, the potential gains are well worth the investment.

Journalists as witnesses

When journalists cover catastrophic events like those of 9/11, they bear witness to

horrific deaths, destruction, and profound grief. No published research has exam-

ined the effects of the terrorist events of 9/11 specifically upon correspondents,

although it is safe to assume that that journalists’ responses would be similar to

others groups (Schuster et al., 2001; Schlenger et al., 2002). Thus, a subgroup of those

who directly witnessed or experienced loss will have long-term psychological diffi-

culties, and a large number will have experienced temporary difficulties that abate

over time or linger at levels that do not cause impairment. Thus far, journalists’

testimonies suggest that these events affected individual correspondents at least

temporarily (e.g., Bull & Erman, 2002; Gilbert et al., 2002; Sylvester & Huffman,

2002), and that particular symptoms linger at sub-clinical levels, at least for a few

journalists. For example, Jim Pensiero, Vice President, News Operations of The

Wall Street Journal, told an American Society of Newspaper Editors panel on April 9,

2001, that after witnessing people jumping from the World Trade Center that,“you

don’t get rid of [those] pictures, they keep coming back.”

In general, research about journalists’ occupational risks is still in its infancy.

Thus far, there are six published studies investigating journalists’ long-lasting 

and deleterious responses to covering traumatic stories (Freinkel et al., 1994;
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Simpson & Boggs, 1999; McMahon, 2001; Feinstein, Owen & Blair, 2002; Newman 

et al., 2003; Pyevich et al., in 2002). Several studies document (Simpson & Boggs,

1999; Newman et al., 2003; Pyevich et al., 2003) that most journalists are exposed 

to events that mental health professionals would deem traumatic (e.g., involved

death, destruction, and injury while evoking fear, horror and helplessness). Among

reporters not covering war or conflict zones, vehicular accidents are rated as the

most stressful news to cover (Simpson & Boggs, 1999; Newman et al., 2003; Pyevich

et al., 2003). Short-term distress (Freinkel et al., 1994), and long-term distress have

been noted among journalists covering traumatic assignments (Simpson & Boggs,

1999; McMahon, 2001; Feinstein et al., 2002; Newman et al., 2003; Pyevich 

et al., 2003). Elevated rates of trauma-related symptoms have been documented

among journalists (Simpson & Boggs, 1999; Newman et al., 2003; Pyevich et al.

2003), with war correspondents demonstrating the greatest estimated prevalence

of PTSD (Feinstein et al., 2002). War correspondents also reported significantly

higher alcohol consumption than non-war journalists (Feinstein et al., 2002). Risk

factors for increased distress included higher amounts of professional and personal

trauma exposure (Simpson & Boggs, 1999; Newman et al., 2003; Pyevich et al.,

in press) and decreased social support (Newman et al., 2003).

A consistent strength of the studies reviewed is the use of standardized outcome

measures of psychological difficulties, which is especially notable given the breadth

of disciplines of the authors. Notwithstanding the groundbreaking content, these

studies all suffer from the methodological shortcomings of most emerging litera-

tures – small samples sizes, poor response rates, and potential selection biases. In

addition, since all participants but a sub-sample of the war correspondents were

assessed with self-report measures (Feinstein et al., 2002), factors such as concen-

tration problems, self-presentation issues, and other test-taking biases may affect

the quality of data obtained. Moreover, these self-report instruments are screening

devices rather than clinical diagnostic assessments, which yield less precise esti-

mates of disorders. In addition, since all these studies are cross-sectional and retro-

spective, it is unknown if any of these journalists had difficulties prior to covering

these difficult events. Nonetheless, these studies provide a beginning foundation of

consistent information about journalists’ needs in covering terrorism.

In sum, the emerging evidence indicates that most journalists are extraordinarily

resilient in the face of covering trauma-related assignments. In fact, it is somewhat

remarkable that in the face of high trauma exposure only a few journalists develop

long-lasting disorders. However this does not negate the fact that PTSD is an impor-

tant problem for some, especially those that repeatedly cover traumatic events or

work in war zones. Strikingly, there is a discontinuity between the extant empirical

research, which focuses upon significant clinical pathology among journalists and

the testimonies of journalists who focus on long-lasting sub-clinical distress.
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Understanding journalists’ acute and chronic responses to covering traumatic sto-

ries is a vital area of continued study since vicarious traumatization has been

demonstrated to affect the quality of care delivered (Pearlman & McCann, 1995;

Stamm, 1997), but it is unknown if such responses affect journalists’ work quality.

It is unknown, for example, if journalists who are struggling with their own avoid-

ance and numbing symptoms may be brusquer when interviewing survivors or fail

to represent certain issues in their coverage. Further, there is currently no system-

atic evidence available illustrating whether or not trauma-related symptoms affect

the journalists’ quality of work, although this is likely since both testimony of jour-

nalists (Sylvester & Huffman, 2002) and studies of other groups (e.g., Stamm,

1997) document such difficulties.

There are many important areas for future research about risks and protective

factors among journalists that are consistent with evidence about general risk fac-

tors for traumatic stress. For example, in the face of disaster, those who feel help-

less and out of control typically are more vulnerable to intense distress than those

who have a sense of self-efficacy (Norris et al., 2001). Given journalists’ testimonies

about the pride and satisfaction experienced when providing excellent coverage of

the September 11th attacks (Gilbert et al., 2002; Sylvester & Huffman, 2002), it is

likely that the journalistic role and endeavor itself may shield some journalists

from harm who are exposed to horrific events. Similarly, both one study about

photojournalists (Newman et al., 2003) and the overall literature on disaster sur-

vivors (Norris et al., 2001) suggests that good social support buffers the develop-

ment of traumatic symptoms. This is an extremely important finding to pursue as

it may guide inexpensive and effective prevention efforts.

Summary and future practice

Although distress is correlated with viewing media coverage of terrorism, especially

among those vulnerable (e.g., children, direct victims), the causal relationship is

unknown. It is unknown if those with greater distress or vulnerability seek out more

news coverage or if coverage creates greater distress over and above than would be

elicited by the particular tragedy itself. The key issue for future scholarship is to fur-

ther examine if media coverage of catastrophes may promote or hinder long-lasting

problems, and if so, what kind of problems, for whom, and under what circum-

stances. Moreover, caution is warranted when examining these issues, because dis-

tress, while unpleasant is not necessarily pathological – it may be a sign of health to

feel appropriate negative emotions when learning about atrocities befalling others.

As research examines the role of the news, it is vital to examine the role, training,

and reactions of journalists and media organizations to understand how reactions

of individuals and the organizational culture of newsrooms affect news production.
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The next section will review implications for journalists, public health workers,

and the public. As we explore evidence-based practice, gaps of knowledge, and

issues, our commitment is to foster collaboration in areas of mutual concern, while

respecting the different needs and goals of these three groups.

Implications for public health workers

Whether intentional or not, journalists are part of the immediate and the long-

term public health response in the wake of trauma. Given this reality, public health

officials need to consider the informational needs of journalists in crisis planning.

Appointing a public spokesperson to coordinate regular opportunities to meet with

print, radio, television, Internet, and cable media, representatives will help update

the community, ultimately saving time and confusion.

In advance, it may be useful to provide opportunities to those journalists inter-

ested in learning more about health risk communication. Alternatively, it might be

useful to ask journalists to participate in emergency response drills.

The issue of media policy and formal media liaisons is one that needs to be

approached cautiously within each locality. Journalists are appropriately cautious

that when establishing any formal media liaisons, they run the risk of becoming pub-

lic relation agents, losing their important and valued autonomy and investigatory

capacity. Therefore, journalists and news organizations may decline formal partici-

pation in an emergency response plan. Nonetheless, asking different media outlets 

to explain their needs at a planning meeting can help public health and disaster

response professionals create a feasible emergency plan. Since needs vary by medium

and focus, it is important to ask a wide range of journalists for input, since needs vary

by medium and focus. Freelance journalists and photojournalists should be an inte-

gral part of this process as they represent two different and unique groups within the

media. Although public health professionals cannot possibly meet the needs of all

media organizations, much is to be gained, if major needs are anticipated and

accordingly met.

Safety and security of sites, people, and evidence is essential after a crisis.

Nevertheless, journalists should be allowed to access the site as soon as it is feasible.

If journalists can provide information to the public about the crisis site, fewer non-

essential personnel are likely to inundate the disaster scene and interfere with

emergency responders. Similarly, it is important for the public to connect the event

with real human victims. Journalists have the capacity to help citizens understand

the full extent of the tragedy and set volunteer and civic action in motion through

accurately and compassionately conveying the impact of the event upon real peo-

ple. Therefore if the event involves families and survivors at the scene, it may be

helpful to plan locations for journalists to converge that simultaneously promotes

the privacy of survivors and access to journalists should the survivors want to talk
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to the media. The model of positioning families in a closed tent with a rope several

yards away where journalists congregate has worked successfully at airline disaster

sites (Robert Frank, personal communication October 2001).

After the acute phase of a disaster, continued fair and safe access to the site by

multiple journalists is also a worthy consideration. Potential conflict can arise

among journalists when only a select few are granted access to the site. Alternatives

such as rotating a pool of journalists with press credentials at certain hours of the

day may be a more viable solution that can meet multiple needs of journalists and

the public.

As public health organizations prepare disaster response plans, the physical and

psychological health of journalists may need to be considered. For example, many

journalists were at the World Trade Center vicinity immediately after the attacks

where they were possibly exposed to dangerous toxins, but they were not initially

included in health assessments of high-risk groups.

As Putnam (2002) suggests, the scientific community must continue to examine

the role of graphic disaster media coverage, with support from agencies such as the

National Institute of Mental Health who should make this a funding priority.

Implications for journalists

In light of the emerging relationship between audience response and exposure to

trauma-related images, journalism is faced with new professional issues to explore.

Ethics codes, like those of the Society of Professional Journalists, emphasize the

importance of minimizing harm by treating “sources, subjects and colleagues as

human beings deserving of respect” (http://spj.org/ethics_code.asp). Interestingly,

the focus of ethics codes has not been on minimizing harm to the sources and sub-

jects, not the audience. Yet more journalists and news corporations are addressing

issues related to potential harm to the audience, even though this has not formally

entered the ethical code. For example, both immediately after, and in the days fol-

lowing 9/11, many news organizations voluntarily chose not to show images of

people jumping from the World Trade Center or repeat images of the plane crash,

in the service of the public’s health. In the service of minimizing harm, the indus-

try will need to assess to what degree attending to the psychological response of the

audience serves the public and does not compromise their commitment to veri-

fied, accurate, and proportional information. Furthermore, if it indeed turns out

that trauma survivors and their families access the news in greater numbers than

non-trauma survivors, the industry needs to consider if they want to present the

news with an awareness of the particular needs of this viewing audience.

Despite the key role that journalists play in times of uncertainty and chaos like

the events of 9/11 journalists actually receive little preparatory training about cov-

ering violence, interviewing victims, and the field of traumatic stress studies. This
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is a critical omission because the taught skills needed to cover those in public office

differ radically from untaught skills needed to cover disempowered individuals

caught up in emotionally wrenching tragedies (Cote & Simpson, 2000). Similarly,

without appropriate training, reporters may make well-intentioned mistakes

regarding crisis needs that hinder rescue and relief efforts. For example, journalists

should not convey needs mentioned casually by sources, but wait until public offi-

cials detail precise community needs and ways of providing for those needs. Cote &

Simpson (2000) provide numerous examples regarding how well-intentioned 

journalists amplified, rather than reduced, public health problems in the wake of

disaster by offering a call for unneeded assistance. Given the necessity for such

trauma-related journalism education, several leading journalism schools have

added trauma training into to the curriculum (Cote & Simpson, 2000) and a pilot

study suggests that the doing so increased short-term knowledge about traumatic

stress and trauma-related reporting (Mills et al., 1999). Longitudinal examination of

changes in behavior to determine whether such programs actually change conduct

in the field is needed.

Although continuing education for professionals has lagged behind that of stu-

dents, the events of 9/11 have created new opportunities for professional training,

and increased interest in trainings that are regularly offered. For example, in the

wake of 9/11, the Dart Center for Journalism opened a satellite office in New York

City dedicated to supporting the trauma-related professional needs of journalists

(Monseu & Newman, 2002; Newman, 2002a). In addition several news companies

and professional associations are conducting trainings about reporting on violence.

For the past 4 years, mid-career and senior journalists could earn a special fellow-

ship to engage in intensive education about the science of traumatic stress and its

implications for newsgathering (http://www.Dartcenter.org). Although changes are

slow, more opportunities are evolving for journalists to consider trauma-related

reporting.

Clearly to advance reporting of terrorism, the culture of the newsroom may need

to be altered. The traditional newsroom culture is one where the stoic, objective,

and a “need to get the job done” zeitgeist prevails. In this cultural mythology, expres-

sion of emotion is seen as an impediment to truth, so personal responses to work,

subjects, and sources are ignored. This cultural norm may prevent journalists from

acknowledging distress caused by job-related exposure to horrible events and fos-

tering social support in response to job-related trauma exposure. Journalists, unlike

fire, police, and emergency safety have no culture of receiving interventions after cov-

ering harrowing events. Increasingly, newsrooms and professional organizations

are offering peer counseling, ombudspersons, and counselors for staff when cover-

ing major tragedies, although this is far from universal (Smyth & Hight, 2002), and

there are invisible and visible barriers to accessing these services. For example, in
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the work conducted at the New York office of the Dart Center for Journalism and

Trauma, several journalists reported that although debriefing was available in the

days after September 11, 2001, they were not able to use it, since they were so busy

working on the story (Monseu & Newman, 2002). Furthermore, some journalists

perceive that their editor’s actively discouraged staff from using offered crisis related

services (Barbara Monseu, personal communication, November 10, 2002). As Chris

Cramer has emphasized, it is important for management to help change the cul-

ture so that good journalists can seek emotional support as needed so they can

continue to contribute to the profession (Cramer, 2002).

Similarly, the culture of objectivity may obstruct journalists’ ability to tell the story

of victims in ways that are simultaneously truthful, sensitive to victims, and capable 

of mobilizing efforts to help (Ochberg, 1996). While emotional restraint is indeed

needed in journalism, emotions can offer vital information about how to interview

sources, understand survivors’ experiences, and avoid clichés about trauma. The

struggle to balance humanity and professionalism in the service of objectivity is not

unique to journalism. Training in research-based service professions, such as psychol-

ogy, use models in which explicit training about handling one’s feelings and how

those emotions can be useful and harmful in clinical decision-making are addressed.

It may be useful to examine the degree to which other professional models can be suc-

cessfully integrated into the service of good journalism.

Implications for public

Although not definitive, the results of extant studies do suggest that it may be pru-

dent for adults and children to limit exposure to trauma-related images as much 

as possible. In particular those with a direct connection to the event may want to

limit their exposure. Children, regardless of relationship to the event, should be

encouraged to watch less terrorism-related news coverage. In addition, it makes

sense to discuss with children their understanding of trauma-related events and

try to make them feel as safe as possible.

The public, as consumers of journalism, also bear some responsibility for provid-

ing the news industry with feedback. Reader opinion and response can shape cover-

age as journalists become more aware of community and readership standards.

Therefore registering both complaints and compliments of good coverage with news

organizations can be an effective strategy. The public can also provide feedback by

choosing which media outlets to financially support through subscriptions.

Final Remarks

It is clear that journalists fulfill an important role in the wake of disasters mediating

public awareness and response to catastrophes. Accurate communication about the

immediate and long-term catastrophe is a fundamental component of the public
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health response plan that should be respected and supported. Clearly, collaboration

across professionals and non-professionals is needed to promote public health. As

such, journalists have an ethical duty to examine their responsibilities to the public,

their profession, and to see the ways in which they can become more effective in this

role. Similarly, public health officials need to plan and support the role of journal-

ists, both in practice and research. Finally, the public also needs to be informed con-

sumers, who choose what news to watch under what context.
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As he ran, the tears on his cheeks were not from crying. He was too scared to cry.

They were from the acrid smoke and ash. There were bodies lying on the street –

some were getting help, some were beyond help. People were yelling, “Run, run.”

He thought this is what it must have been like in London during the blitz. But he

kept running toward the center of trouble. It was his job.

Having traded days off with a friend, David Simms decided to start sunny

September 11, 2001, jogging in a park near his home on Long Island. A neighbor

stopped him and said, “Aren’t you with the New York Fire Department?” to which

David nodded. “A plane just hit one of the World Trade Center buildings.” David is

a Lieutenant in New York City’s Fire Department, Ladder Company 20. So he did

what he thought was needed. He drove downtown to his station and found firemen

standing around confused. He told them to get their equipment and move out. All

of their vehicles were gone so he commandeered a truck to get them as close to

Ground Zero as possible. When the truck could no longer get through, they ran.

What he didn’t know at the time he was running down the street toward the

World Trade Center with his men was that 14 of his comrades were already dead,

including the man who had taken his place that day. The next 30 hours were as hor-

rible as can be imagined, but the most challenging aspects of the event were yet to

hit David. The nightmares, ever present guilt, flashbacks of shock and deep sorrow

plagued him for weeks.

Talking to others helped. Focusing on his wife and daughter helped. After all, his

brother and father, also New York firefighters were safe, but so many were not. He

found himself confronting life’s larger questions: What did this mean? How can

anyone make sense of such bizarre events? Reflection on these questions and talk-

ing with others helped. He spent a lot of time talking with his men and the media.

He estimated that he had conducted over 140 media interviews during the 5 weeks

following 9/11.

David Simms was a leader on 9/11 and in the months immediately following. He

mobilized the remaining firefighters of Ladder Company 20 into action so that

they could do their job and help others. He helped them also deal with the grief,



anguish, and confusion resulting from the horrible events of that day and the haunt-

ing replays that kept reoccurring day after day.

Effective leadership is a relationship. It is a resonant relationship (Goleman et al.,

2002). A resonant relationship is one in which the leader is in tune with the people

around him or her. David Simms did not have to consciously consider what needed

to be done as he entered the Fire House on 9/11. Similarly, he did not have to con-

sult psychological texts to know that talking about the events was a healing process

for his men, as well as for himself. He was in tune with the firefighters of Ladder

Company 20. His actions and comportment both reflected and addressed the feel-

ings of others around him.

Research on leadership shows that effective leaders create an overall positive emo-

tional tone with those around them and are in touch with these others (Goleman 

et al., 2002). A person’s emotional intelligence enables them to be in such relation-

ships and, as a leader, to initiate them.

Since human cognition is most often associated with emotions, emotional intelli-

gence can be defined as “the intelligent use of one’s emotions” (Le Doux, 1996;

Damasio, 1999; Goleman et al., 2002). Specifically, emotional intelligence is a cluster

of abilities, or competencies. Two clusters of the competencies describe a person’s

Self-Awareness (e.g., emotional self-awareness, self-confidence) and Self-Management

(e.g., emotional self-control, transparency, optimism, adaptability). They determine

the degree to which he or she can engender a positive emotional state within him- or

herself, and then using the contagion of emotions to spread it to others. The other

two clusters of competencies describe a person’s Social Awareness (e.g., empathy, sys-

tem awareness) and Relationship Management (e.g., inspirational leadership, conflict

management, building bonds, teamwork and collaboration). Clusters of competencies

allow individuals to get and stay in touch with others around them and to be sensitive

to the thoughts and feelings of others (Goleman et al., 2002). These competencies have

been shown to predict outstanding performance of leaders, managers, and executives

(Boyatzis, 1982; Kotter, 1982, 1988; Spencer & Spencer, 1993; Goleman, 1998).

Describing reality and giving hope: Ken Chenault1

Visiting the Salt Lake City office, Ken Chenault, Chairman and CEO of American

Express was on the phone with a colleague in the New York headquarters on the

morning of September 11, 2001. Suddenly, the phone call is interrupted. A plane
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chapter are primarily derived from press and media accounts at the time, with the exception of Ken Chenault
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be an assessment of each person’s leadership in general, but rather how they acted and the consequences at
this highly unusual, but critical moment in time surrounding the events of September 11, 2001.



just crashed into one of the Twin Towers, which is across the street from their head-

quarters. Chenault asked to be transferred to security. He told them to evacuate the

more than 4000 employees immediately. Unable to get back to headquarters for 2

days, he managed the company via hourly conference calls (Byrne & Timmons,

2001; McGeehan, 2001).

While assuming leadership of the company only months before September 11,

2001, Chenault had already begun to receive accolades from critics about his attrib-

utes as a good leader (Byrne & Timmons, 2001; Future Banker, 2001; McGeehan,

2001). “In a time of crisis you can’t manage by manual; you have to manage by 

values and beliefs,” contended Chenault (Chaffin & Larsen, 2001).

In the chaotic days that followed the collapse of the Twin Towers, American

Express acted quickly. They waived millions of dollars in delinquent fees, increased

credit limits to people in need, and helped over half a million cardholders get

home. American Express often went above and beyond what would typically be

expected from corporate America, they chartered airplanes and buses to get people

home across the country (Bloom, 2001).

Just days after his company had been evacuated from their headquarters and forced

into cramped, temporary spaces in New Jersey, he stated in an interview on September

14, 2001, “We’ve been around for 150 years. This is clearly an incredible tragedy, but I

said to the organization, we will survive and we will prosper, because of the character

and strength and courage of our people” (Francis & Viles, 2001). Chenault was able to

acknowledge the tragedy, while still instilling a positive vision of the future.

Despite his inability to be in New York on 9/11, his employees recalled that “he

was there, and he was in the middle of it” (Byrne & Timmons, 2001). Once back

home, Chenault wasted no time, rolling-up his sleeves and getting involved with

his company and his city. Maintaining a presence with his people, Chenault set up

an office for himself in each of the six locations the company was dispersed to,

spending a couple of days in each one, getting to know his employees personally by

making “the rounds” (Ingram, 2002).

On September 20, 2001, Chenault organized a “town hall” meeting of 5000

American Express employees at New York’s Paramount Theater. While others had

doubts about the timing and location of this meeting, fearing that people were not

ready to reassemble in Manhattan, Chenault simply stated,“The employees needed

to hear from me about how I felt about them and the state of the company. It was

a way to begin the healing process” (McGeehan, 2001).

During this meeting, Chenault expressed his own emotions, as well as those of his

grief-stricken employees. He admitted his feelings of despair, sadness, and anger;

embracing upset employees, saying, “I represent the best company and best people in

the world. You are my strength and I love you” (Byrne & Timmons, 2001). At this

meeting, Chenault also promised to donate $1 million of the company’s profits
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(despite the fact that profits would decrease after the crisis) to the families of American

Express victims, showing his faith in the company financially, as well as his desire to

support the company emotionally.

Both his actions in convening a meeting in downtown New York when others

would not and his honest and heartfelt words evoked a sense of hope in a time of

uncertainty. In addition to being in touch with the emotions of his employees, he

also recognized that they would have needs above and beyond his ability to help.

Therefore, he had the company providing a series of counseling services to the

employees to make sure that their emotional and psychological needs were met

(MacCallum, 2002).

Chenault’s resonant leadership did not cease once the ashes and dust had settled.

He continued to inspire and promote a sense of hope not only within American

Express, but within New York and the nation as well. On October 3, 2001, Chenault

was at President Bush’s side as millions of TV viewers watched. Chenault again

declared that,“We will not succumb to this evil … We believe in the American prom-

ise, and we will do everything to build on that promise” (Federal News Service, 2001).

In May 2002, he announced that American Express would move back into its

headquarters across the street from Ground Zero. His company led businesses

moving back. “If we can get people down here, I think the confidence increases

about the rebuilding of downtown New York … that’s why we are sponsoring

events like the Tribecca Film Festival and River to River” (MacCallum, 2002).

Creating and managing an overall positive emotional tone in the environment

require being in an authentically positive state oneself. To inspire others, the leader

must be in this hopeful state to communicate it and spread it, consciously and

unconsciously, and verbally and non-verbally (Goleman et al., 2002). In times of

crisis, the leader has to convey enormously difficult information acknowledging

the traumatic emotional realities of the day, while simultaneously reassuring oth-

ers that things are moving in a positive direction – engendering hope, not fear;

control, not chaos; resilience and the sense of overcoming great odds, not confu-

sion, anxiety or paralysis; unity, not fragmentation; and compassion, not hatred.

A crisis precipitates a condition of threat, fear, and stress. An extreme crisis pro-

vokes extreme stress. This often results in many of the same psychological and

physiological symptoms of chronic stress. People often turn to others for assurance

or interpretation of their feelings (Schachter, 1959; Taylor et al., 2002). Without

others to ameliorate or interpret this condition, continued stress would lead to 

various forms of clinical anxiety and inhibition of action.

The physical presence of a positive and calm leader during a crisis is particularly

reassuring; by emotional contagion it creates an immediate positive and calming

effect on others. Similarly, demonstrating courage in the face of imminent danger,

threat, or stress sets a high example and inspires others to also serve with courage.
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Effective leaders thus shift the mood and overall emotional tone in stressful

events. They do it by shifting their own reaction and then it spreads to others, both

intentionally and unintentionally. An effective leader is inspirational in this regard.

He or she is on the same wavelength with others around them. Their emotions are

the medium for their message. Since emotions are contagious, their emotional

tone spreads to others (Hatfield et al., 1994). They do not have to “align” people to

their vision or strategy. They are in tune with the people around them.

Stories of great leadership emerge when people face extreme crises. It can be as

clear as Winston Churchill reassuring a frightened nation and their allies while

bombs were falling in England during the early years of World War II. When peo-

ple did not know that there was to be an end of the bombing or worse that it might

end with an invasion, they listened to their radios and passed along any informa-

tion they could collect. Times of crisis raise the level of uncertainty to uncomfort-

able or intolerable degrees. Certain leaders can respond to the feelings of others

with the intensity needed. Charismatic leaders often emerge in such times to help

create meaning (Bass & Stogdill, 1990).

Dissing your colleagues: Dr. Bernandine Healy

Dr. Bernadine Healy, President and CEO of the American Red Cross, tried to help

the nation deal with the terrible tragedy. Soon after 9/11, criticism began about 

Dr. Healy’s actions. “The same steely qualities that Healy displayed during the

September 11th attacks have left ruffled feelings in the aftermath” (Farhi, 2001). It

was claimed that Dr. Healy had a “go it alone” style that led her to be overly aggres-

sive, redundant and premature in her gung-ho fundraising efforts (Farhi, 2001).

Dr. Healy’s response to these criticisms did not help to ease anxiety both within

the Red Cross and in public. She did not show as much empathy for co-workers or

fellow blood bank colleagues as they wished for or needed, but rather saw the

“public spiritedness” of the crisis aftermath as an opportunity on which to capital-

ize, stating, “In the best of times, we have a 3-day supply of blood in this country. I

kept thinking, ‘You ding-dongs. You had an opportunity to drive the inventory to

10 or 14 days.’ What really gets my Irish up is that everyone in America was saying,

‘What can I do to help?’ And the response they were getting was, ‘Come back later’”

(Farhi, 2001). Such words were not inspirational to employees or colleagues, who

themselves were experiencing the after-effects of the national trauma.

Dr. Healy’s critics claimed that she has been so aggressive in appealing for blood

that was not needed that some blood had actually expired (Seelye & Henriques,

2001). Others criticized her flip-flopping on whether the Red Cross should join a

non-profit, central database keeping track of how much victims’ families would be

receiving from donations raised after the attacks (Seelye & Henriques, 2001).
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Those around her were seeking to calm these criticisms. However, her comments

were often not calming, but rather focused on the pressures she personally faced in

her job: “It is not exciting to be in this job. It’s intense. In a quiet moment, you get

a deep fulfillment, but it’s linked with just a sense of heavy responsibility. It’s that

obligation that keeps you from ever being too pleased or satisfied …” (Farhi, 2001).

This was a trying time for everyone, including Dr. Healy. A leader’s personal

reactions often may cloud their perception or sensitivity to others’ needs. Coupled

with her task-focused management style, sentiments about her were injured beyond

repair when she ordered a separate special fund to be set up for terrorism-related

relief efforts. This led to confusion and bad will toward the Red Cross (and philan-

thropy associated with other 9/11 relief efforts) from donors who did not agree

with how Dr. Healy earmarked their money. Where donors believed they were giv-

ing money directly to victims, she designated funds to be used for projects like ter-

rorist prevention, increasing the Red Cross’s telecommunications, and a variety of

other services (Koppel, 2001; Seelye & Henriques, 2001). Ultimately, Dr. Healy was

asked to resign in October, 2001 (Koppel, 2001; Zahn, 2001).

Leadership is a power-oriented role (McClelland & Boyatzis, 1982). The leader is

called upon to inspire and “influence” others. This can be stressful even on a calm

day. But during a crisis, the power-stress of the role is added to the compounding

stress of the events. In a major tragedy, the stress increases geometrically.

There are few antidotes to stress syndrome. One is the experience of compas-

sion. When a person empathizes and cares for another person, it ameliorates the

arousal effects of the stress syndrome (Goleman, 2003). Normally, this would help

a leader rebalance their internal sensations and feelings. But in time of a major

tragedy, a leader is faced with hundreds, or in the case of 9/11, thousands of griev-

ing people needing compassion. This can be overwhelming to the leader and push

him or her back into a stress syndrome.

In addition to alleviating stress, compassion and empathy is a second aspect of res-

onance. In a crisis, a resonant leader is attuned to the emotional needs of others. Crises

are characterized by heightened limbic and emotional arousal, and the feelings are

typically negative – horror, shock, terror, fear, disbelief, sadness, withdrawal, anger,

hatred, powerlessness, and vulnerability. Reaction times are truncated. The contagion

and reaction to the leader’s expressed emotions are heightened because people are

emotionally fragile: “responses to such events and preparations for future ones have

critical consequences for the health and well-being for both their employees and

their organizations” (American Psychological Association, 2003). Even when a leader

thinks he or she is “putting up a good face,” they are usually telegraphing their 

negative effect through facial micro-muscles (Ekman, 2003).

Effective leadership in a time of crisis thus requires being in touch with the thoughts,

feelings, and reactions of others affected by the crisis. Beyond this sensitivity,
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a leader should communicate understanding of and empathy with the feelings of

the victims and their families, as well as the feelings of crisis survivors. In large-

scale disasters, leaders have to immediately address the feelings of emergency and

rescue workers, as well as the overall mood of the general public. Drawing on

Social Awareness and Relationship Management competencies, effective leaders in

a crisis build a large trust radius, conveying a compelling dual message of concern

and taking action that comes across as both authentic and reliable to others.

It is through such leadership that the people in the organization or community

can begin to deal with the crisis and heal. Resiliency of the human spirit and 

people’s ability to return to typical life functioning appears to be related to their

ability to recover from the trauma. Initial research suggests that the speed with

which a person can move thoughts from neural circuits emanating through the

right prefrontal cortex to the left may be a signal of their progress in healing the

wounds of a stress (Davidson et al., 2000; Goleman, 2003). The resonant leader, by

inspiring hope, helps people to refocus their thoughts and feelings in this way.

Primal leadership

In the wake of the 9/11 crisis, organizational leaders themselves began to view their

positions and responsibility differently. For example, in 2000, a survey of 194 CEOs

revealed that 42% said it was “very important” for them to be a spokesperson in a

crisis, with 10% indicating that it was “not necessarily important”. However, in a

2001 post-9/11 world, 50% of the CEOs surveyed stated that it was “absolutely vital”

for them to be the spokesperson in a crisis, with 46% saying it was “very important”

and none replied that it was “not necessarily important” (Bloom, 2001).

An entire consulting industry seems to be arising to help leaders deal with crisis

management. Web sites, company promotions, and books are offering “how to”

advice. Some of these books are scholarly reviews of how people have handled other

crises, such as the nuclear accident at Three Mile Island (Fink, 2000), the chemical

disaster in Bhopal, India, the arsenic-laced Tylenol, NASA’s Challenger and Columbia

disasters, and the oil spill from the Exxon Valdez (Mitroff & Anagros, 2000). But

amazingly, no empirical studies seem to have been completed to test ideas and help

us understand which advice seems most critical. On some topics, all of these case

studies agree. Leaders must be visible, authentic, speak to the feelings as well as

thoughts of those around them, speak to as many of their organization’s stake-

holders as possible, focus on shared values, and emphasize the mission or purpose

of the organization.

But the complexity of major or extreme crises, in which thousands are involved

directly and millions indirectly, is still a puzzle. Hindsight makes it easier to see

what worked and what did not, but when the event is unfolding, a leader is still a
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person. He or she must deal with their own fear and frustration while trying to

convey a spirit of hope and help others cope or deal with events.

Given the critical role of awareness and management of emotions in leadership,

Goleman, Boyatzis & McKee (2002) propose a framework of primal leadership that

encompasses the resonant (i.e., effective) leadership profile. These authors draw

attention to the primordial nature of effective leadership: leadership that is emo-

tionally compelling. The leader serves as the group’s emotional guide by positively

engaging self and others, and by being attuned to the emotional needs of others.

However, not all leadership is resonant. Dr. Bernadine Healy’s actions created

distance and discord among her staff at the Red Cross, their donors, and the 

public. Others took dissonance to greater extremes, even if they did not intend it.

Blamestorming: Rev. Jerry Falwell

Rev. Jerry Falwell, a Baptist minister appearing on the religious program “700 Club”

2 days following the 9/11 terror attacks, pointed the finger at “those who have tried

to secularize America” (Niebuhr, 2001, p. A18). He said, “The abortionists have got

to bear some burden for this because God will not be mocked. And when we destroy

40 million little innocent babies, we make God mad. I really believe that the pagans,

and the abortionists, and the feminists, and the gays and the lesbians who are

actively trying to make that an alternative lifestyle, the A. C. L. U., People for the

American Way, all of them who have tried to secularize America, I point the finger

in their face and say ‘You helped this happen’ ” (Goodstein, 2001, p. A15).

Rev. Falwell expressed his own anger and beliefs in an emotionally charged way

that likely matched the needs of some enraged followers seeking to explain the hor-

ror they felt. However, by channeling his message in a harsh and negative criticism

of people and groups that had nothing to do with the events of 9/11, Rev. Falwell

created an overall negative emotional tone, arousing hatred among his followers

and ridicule among those he attacked. Instead of helping to move beyond hatred to

healing, Rev. Falwell’s comments tapped into the undercurrents of fear and power-

lessness experienced in the wake of 9/11, and further stoked the fires of fear and

escalated the stress that was already at an unbearably high level.

In a subsequent interview following the televised program, Rev. Falwell stated

that he was simply making a theological statement. Later, he issued an apology over

the controversy.

From resonant to dissonant leadership and maybe back again: Howard Lutnick

On September 11, 2001, Howard Lutnick, CEO of Cantor Fitzgerald was late to

work after dropping off his 5-year-old son for his first day of kindergarten. As he
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was leaving the school, he got a call informing him that a plane had crashed into

the World Trade Center. He got there as fast as he could. Seeing that the damage was

worse than he had imagined, he walked around Ground Zero like a zombie after

the second tower collapsed – lost and caked with dust – only to find out later that

all his employees who were working that day had perished in the flames (including

his brother Gary). Two days later, in an interview with ABC-TV’s Connie Chung,

Lutnick mentioned that his life had changed and that he needed to direct his energies

to the families who have suffered such loss. He said, “there’s 700 families. 700 of my

families. I can’t say it … 700 of my families, 700 … what do I do? This is too many.

It’s too many, too many” (Howard Lutnick, 2001a). Although deeply affected by the

overall attack, Lutnick still managed to focus on the need to help the 700 families.

Lutnick did not sink into depression. He truncated his personal emotional dis-

tress and managed to act swiftly by reopening Cantor Fitzgerald for business, even

among such anguish and loss (“Tough bond trader,” 2001). To provide emotional

support, Lutnick immediately made available his home telephone number to the

affected families and employees, encouraging people to call. Lutnick opened a fam-

ily services center at the Pierre Hotel in New York City, where on the first day he

made an emotional appearance in a black suit, sharing hugs and weeping openly.

He also told his employees the reality that all rumors of rescued Cantor employees

were untrue. He went further to create the Cantor Fitzgerald Foundation to aid the

families of anybody who had died in the disaster, no matter where they worked.

Lutnick himself donated 1 million dollars to this foundation.

Paul Ofman, the Red Cross chairman of emergency services for Greater New York

mentioned that in such a situation “a firm’s leadership has to be very visible and

communicate a great deal. Management has to be a palpable presence throughout

the organization; they have to be empathic, thoughtful, and sincere. Howard Lutnick

was an example of such leadership” (Colaruuso, 2001). Yet, such exemplary leader-

ship took a turn only a few days later.

On September 15, 2001, Lutnick mentioned that he was not going to pay the

salaries of the missing employees. When asked why he cut the salaries after vowing

to look after the employee’s families, he said that it was the most difficult decision

he had to make. “It was not,” he said, “a business or personal decision – it was an

everything decision” (Raphael, 2001).

Lutnick’s decision to cut the pay of the missing employees caused strong reac-

tions. In a news broadcast, NBC News asked several of the employees and families

of the deceased employees if they still felt that Lutnick was going to take care of

them. An employee answered that he has not seen it in the deeds; he has heard the

words but not seen the deeds. Another woman said that she hopes and prays that

Mr. Lutnick is a man of his word, because if he is not, they’re left with nothing.

Another woman mentioned that she did not need another false hope (Howard
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Lutnick, 2001b). Some family members who lost their loved ones in the tragedy

mentioned that they were disgusted as they were not given the time to grieve; and

that Lutnick never treated anyone kindly in the firm and was not liked by the 

company. Others mentioned that he was trying to gain sympathy by sobbing on

national TV (Raphael, 2001). In response to the reactions people had, Lutnick said,

“Anyone who has anything to say, I hope they never have to walk in my shoes …

but they shouldn’t say anything until they close their eyes and try” (Knox, 2001).

It seemed strange that a caring man is remembered mainly for stopping the pay-

checks of his dead employees (Johnston, 2002). Lutnick had shifted to become a

dissonant leader. To his credit, Lutnick tried to turn this around. Beginning in

October 2001, he began paying for the first 10 years of promised health insurance

(Bay, 2001). Six months later, Lutnick made his first distribution of a percentage of

profits to the affected families (about $6000 each) (Schoolman, 2002). A year later,

Cantor’s profit contributions to its families totaled just under $25 million; still pro-

viding a decade of health insurance coverage to the affected families; and also pro-

viding a relief fund to hand out cash grants to cover many other financial needs

(Henriques, 2002). His efforts since that week have appeared extraordinary and

compassionate. But whether out of his own confusion or an impulse to preserve

what financial security he could for the company, damage had been done and lin-

gering doubts or shadows about his leadership during that time remain in some

people’s minds.

From dissonant to resonant leadership: Rudy Giuliani

These days it seems hard to believe that the former Mayor of New York, Rudolph 

W. Giuliani, was the subject of countless negative headlines during his years in office

prior to 9/11. He was accused of fueling racial tensions in the city for his reactions

to allegations of police brutality. His private life became daily tabloid fodder in the

latter years of his mayoralty (CNN.com, 2001). Reflecting upon his early years in

office, he said “People didn’t elect me to be a conciliator … They wanted someone

who was going to change this place. How do you expect me to change it if I don’t

fight with somebody? You don’t change ingrained human behavior without con-

frontation, turmoil, anger” (Pooley, 2001, p. 4). In New York’s darkest days, Giuliani

became a resonant leader.

Mayor Giuliani rushed to the scene of the World Trade Center disaster and

arrived just after the second plane struck. He immediately set up a command cen-

ter with his top safety officials and nearly got trapped in that building from the

destruction and debris. Covered with smoke and ash from the South Tower’s col-

lapse, he kept his composure. He led officials north in a blizzard of debris to set up

another operation center in a nearby firehouse (Perez-Pena, 2001).
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Mayor Giuliani reflected later that “I was so proud of the people I saw on the

street. No chaos, but they were frightened and confused, and it seemed to me that

they needed to hear from my heart where I thought we were going. I was trying to

think, where can I go for some comparison to this, some lessons on how to handle

it? So I started thinking about Churchill, started thinking that we’re going to have

to rebuild the spirit of the city, and what better example than Churchill and the

people of London during the Blitz in 1940, who had to keep up their spirit during

this sustained bombing? It was a comforting thought” (Pooley, 2001, p. 1).

Throughout the day and night of September 11, 2001 “Giuliani took to the airwaves

to calm and reassure his people, made a few hundred rapid-fire decisions about the

security and rescue operations, toured hospitals to comfort the families of the missing

and made four more visits to the apocalyptic attack scene” (Pooley, 2001, p. 1).

At a late afternoon press conference with Governor Pataki on 9/11, the Mayor

warned that feelings of anger and hatred are responsible for today’s actions and urged

that all rise above it, as one people, to recover from this tragedy. Later that same

evening, he said “It’s going to be a very difficult time. I don’t think we yet know the pain

we’re going to feel. But the thing we have to focus on now is getting the city through

this and surviving and being stronger for it. New York is still here.” (Ripley, 2001, p. 5).

“Tomorrow New York is going to be here,” he said. “And we’re going to rebuild, and

we’re going to be stronger than we were before” (Pooley, 2001, p. 2). He referred to the

strong role of hope that a leader provides to his people: “Look, in a crisis you have to

be optimistic.” When I said the spirit of the city would be stronger, I didn’t know that.

I just hoped it. There are parts of you that say, “Maybe we’re not going to get through

this.” He pauses,“You don’t listen to them” (Pooley, 2001, pp. 2–3).

Mayor Giuliani consistently urged the public to draw on their compassion and

humanity in the face of utmost grief and shock, calling them to a higher standard

of service and courage: “Again, we ask all New Yorkers to cooperate and to try to

help each other. There are going to be a lot of people today who need help and need

assistance, either because of the fact that they know people that were lost in the ter-

rible tragedy or because they are frightened of what may happen. If you could

comfort them, help them and assist them, that might be a way in which all New

Yorkers could lend a hand… I think for the people in New York, the best way to

deal with this tragedy right now, is not only to deal with all their own grief, which

we all feel and have, but to show that we’re not going to be in any way affected by

this, that we’re not going to be cowed by this, that we’re not afraid. We are going to

go about our business and lead normal lives and not let those cowards affect us in

any way” (NYC.gov, 2001).

Effectively balancing an awareness of his and others’ emotions with the manage-

ment of both his and others’ emotions is the embodiment of an emotionally intel-

ligent leader (Goleman et al., 2002). Mayor Giuliani showed confidence, optimism,
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and humor along with empathy and self-control in the hours and days following

the terrorist attacks. He demonstrated an acute awareness of what New Yorkers

(and indeed Americans and people throughout the world in general) were think-

ing and feeling, and responded to those emotions in ways that acknowledged them,

soothed them, and moved them. At the same time, the mayor was dealing with his

own personal loss of many friends and colleagues. He spoke of these multiple real-

ities honestly and forthrightly. His leadership was steadfast and inspirational. “He

inhabited the role of wartime leader with a fine mixture of brisk compassion and

gritty command presence” (Alter, 2001, p. 1).

Acting at once as chief operating officer of the city – personally monitoring, for

instance, how many pounds of debris have been removed by the hour to securing low-

interest loans to rebuild the city – to city psychologist, trying to assure a grief-stricken

and terrified population that they are safe and that he knows they are hurting, the

mayor had almost unilaterally managed to create the sense that the city and by its

proxy, the nation, are scratching their way back to normalcy (Steinhauer, 2001a, p.

A2). He was a whirlwind of activity, never once forgetting that the dominant emotion

he and others were feeling was grief and how quickly that can turn to anger. He,

through his actions and words, turned the grief into compassionate action.

“The mayor has also demonstrated a very soft and human side that seems to act

as a balm on the frayed and mournful souls of the city. Here is the mayor implor-

ing the city to dig deep and move on live television. Next, he is walking the sister of

a fallen firefighter down the aisle in the brother’s stead” (Steinhauer, 2001b, p. B9)

“Since the catastrophe, he has exerted the leadership which he’s always had. What

was different was that he was sensitive and warm and compassionate and showed

nuances with respect to emotion that he never showed before,” said Ed Koch, a for-

mer New York Mayor and Giuliani rival (CNN.com., 2001).

Leaders with the best results use multiple leadership styles and understand the

appropriate roles to play in any given situation (Goleman, 2000). One test of an

effective leader is his ability to demonstrate contrary behaviors. Mature leaders

develop more “balanced repertoires” (Denison et al., 1995; Hooijberg, 1996), or a

wide array of functions, that allow them to respond to complex demands. In addi-

tion to having a portfolio of behaviors, outstanding leaders are able to differentiate

the most effective roles to play depending upon the situation.

Particularly in times of crisis, where extreme emotions are aroused, leaders may

channel these emotions or further amplify them. With Rev. Falwell we saw someone

who turned the grief and shock into immediate anger. With Dr. Healy, we sensed her

not being connected with the people working for her organization, the Red Cross,

as well as the public. Howard Lutnick seemed to be connected and then broke the

connection with one decision, and seems to have rebuilt it after a great deal of work

following that week. Like Ken Chenault, Mayor Giuliani established the connection,
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turned the grief and shock into action and compassion, and then mobilized a city

and the millions of people watching the events on television. Instead of inflaming the

negative emotions of anger, retribution, and stereotyping associated with it, Giuliani

and Chenault created a positive emotional tone in the midst of a disaster.

Great leaders are made not born

As elusive as effective leadership can be, especially in moments of crisis, we offer a

message of hope. Adults can develop emotional intelligence competencies (i.e., the

habits or behavior patterns described in these competencies). Moreover, they can

develop them in ways that are sustainable.2 Longitudinal studies at the Weatherhead

School of Management have shown that a person who sustains improvement in

their emotional intelligence goes through a process described as Intentional Change

Theory (it was called Self-Directed Learning from 1967 through to 2002), shown in

Figure 13.1 (Boyatzis et al., 1995; Goleman et al., 2002).3 Because of the discontin-

uous nature of sustained change, the process is experienced as five discoveries. The

first discovery is one’s Ideal Self, that is what he/she wants out of life and work –

what his/her dreams and aspirations are (i.e., Personal Vision). Following develop-

ment of the ideal, each participant works toward the second discovery, awareness

of his or her Real Self, their strengths and weaknesses (i.e., Personal Balance Sheet).

With the help of coaches, each person converts their Personal Vision and Balance

Sheet into a Learning Plan for their development as a leader – this is the third discov-

ery in the process. The fourth discovery is the actual experimentation and practice

with the new behavior. The fifth discovery in the process is actually a continuous

discovery throughout the entire process – the development of trusting relation-

ships that help and encourage the person at each step in the process.

Concluding thought

Emotionally intelligent, or resonant leaders, can have an immensely positive influ-

ence on those around them. While acknowledging the horror that people have gone
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2The Consortium for Research on Emotional Intelligence in Organizations searched the scientific literature
for examples of programs that helped people developed such behavior (see their web site www.eiconsor-
tium.org). They found 15 programs, of which five were still functioning at the time of publication of their
findings (Cherniss & Goleman, 2001).

3One of the programs cited has 14 longitudinal studies of 25–35-year-old managers, 2 longitudinal studies of
38–42-year-old executives, and 4 longitudinal studies of 45–65-year executives as part of the Weatherhead School
of Management’s programs. These programs have shown that not only can adults develop emotional intelligence
competencies, as measured through behavioral coding of audiotape work samples from critical incidents and
videotapes of group simulations, but also have shown that these changes were sustainable up to 7 years after tak-
ing the course (Boyatzis et al., 2002; Boyatzis et al., 1995). These same programs have been extended to develop
leaders through emotional intelligence in specific organizations (Boyatzis & Van Oosten, 2003).



through, resonant leaders try to psychologically move people from fear to hope.

This helps people spiritually, emotionally, and physically by setting into motion

internal processes that strengthen their immune system.

To accomplish this feat, resonant leaders are physically present in times of crisis

and are able to inspire and arouse a sense of compassion and humanity in their fol-

lowers. Our profiles of Rudy Giuliani and Ken Chenault as resonant leaders during

the 9/11 crisis echo the American Psychological Association’s (2003) position that,

“the most effective leaders are visible, convey a sense of hope and optimism while

being realistic, and are calming, all the time communicating both what is known

and what is not known. Successful leaders also involve their employees in develop-

ing disaster and recovery plans and profoundly affect outcomes when they ensure

that organizational supports are in place and that they themselves are accessible,

supportive, and empathic”. Using the analogy of the immune system, resonant lead-

ers in crisis situations not only help eradicate the harmful germs of negativity and

disconnection, but have the ability to transform these germs into vaccines that build

human resilience in the present moment and may help people in future crises.

Just as resonant leaders are positive and in touch with the emotions of those

around them, there are also less effective or even ineffective leaders, who engage in
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Figure 13.1 Boyatzis’ Intentional Change Theory.



negative emotional messages and/or are out of touch with the emotional climate

around them. In times of crisis these leaders may act unintentionally or deliber-

ately, but they invariably belittle the trauma that individuals have experienced or

ineffectively pay attention to the emotional needs of their followers. Some disso-

nant leaders are paralyzed by their own panic or anger, or even worse, they exacer-

bate the anxiety and fear that ensue post crisis, becoming a contagion of negative

emotions. At the extreme, these toxic leaders turn into demagogues, who reflect,

channel, and amplify the negative feelings of the public into destructive ends. The

people around them suffer the negative health effects of the trauma that are made

worse by the continued arousal of destructive emotions.

September 11, 2001, served as an unexpected and traumatic public stage on

which these different types of leadership played out. It is a source of hope that

effective leaders emerge, when needed, to help us endure life’s traumas and

remember our humanity not our frailty.
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Clearly many nations have faced terrorism’s modern form for decades. Israel has

faced terrorist attack against civilian targets since before its inception as a state.

India is attacked daily by Muslim separatists from Cashmere, Spain has faced Euskadi

ta Askatasuna (ETA) for decades, and Russia and China have faced terrorist attack

from separatist movements that have brought violence and death to their major cities.

What is different about September 11th is that terrorists attacked the most pow-

erful nation on earth using its own technology of aircraft and structural physics in

a way that in minutes ended the lives of thousands in New York and nearly 200 lives

at the Pentagon. The attack was the first on American soil since the all but forgot-

ten attack by Japan on the Aleutian Islands during World War II, and even that

attack and Pearl Harbor were not on the continental USA. Moreover, and easily

forgotten, because no one knew what might occur in the wake of the aircraft geno-

cidal attacks, the secondary threat was the belief that “anything was possible” in the

hours, days, and weeks following the attack. Television news talked of possible, or

even probable, secondary attack that could take the form of more airplanes, suicide

bombers, chemical or biological weapons, or even an atomic attack. The US secu-

rity establishment was clearly caught unprepared. Fully 5 hours after the attack

(1:44 p.m. EST), the first warship and aircraft carriers were ordered dispatched

from the US Naval Station in Norfolk, Virginia (US Department of State, 2002).

These facts are critical if we are to understand the public response to the attack.

Specifically, as terrible as the loss of life was and as great as was the physical devas-

tation, the public feared much more and the follow-up anthrax attacks were easily

linked in people’s minds to a proliferation of the terrorist attack in a way that could

kill millions. It is not hyperbole to say that many believed that the thousands killed

in the World Trade Center and the Pentagon was only the beginning.

Need for a threat-loss-response model

The unexpected nature and magnitude of the attacks of September 11th raises a

critical point for a mental health response to terror. Specifically, any response or plan
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for the future that is merely the adoption of “lessons learned” from prior instances

is likely to be obsolete before it enters the field because of the potential for unique

variations of attacks. Yet, this is indeed the model being formulated by the few pol-

icymakers who are even bothering to contemplate what to do in case of future

attacks. So, web sites have proliferated from the two APAs (American Psychological

Association and American Psychiatric Association) about care for victims of terror,

but these are essentially amalgams of clinical wisdom and provide few if any guide-

lines for communities and for policy per se. Despite the fact the homeland security

depends on the response of citizens of the homeland, I know of no plans or alloca-

tions for this aspect of homeland security.

Paradoxically, traumatic stress treatment has been one of the most theoretically

articulated and carefully researched areas of clinical intervention (Foa & Meadows,

1997; Foa et al., 2000). However, the extrapolation of these efforts to populations

who have been exposed to terrorist attack who have developed clinical levels of dis-

order or, perhaps more importantly on the community level, to victims who are

subclinical, but under high levels of distress, has not been followed, despite prior

publications that carefully consider these issues (deJong, 1995; Hobfoll & de Vries,

1995; Weisæth, 1995). Clinical psychology and psychiatry have weak, almost non-

existent, public mental health wings, and community psychology has all but aban-

doned interest in clinical-community intervention. This leaves community response

policy an orphan at a time when it is the most pressing area of mental health con-

cern. Still, the clinical model is probably the major approach that has been adopted

for addressing community level responding to terrorist attack.

COR theory and its application to community trauma

I have argued elsewhere that stress-appraisal theory (Lazarus & Folkman, 1984)

provides an excellent model on the clinical level, but a partial model for more

major stressors and where large numbers of people are involved (Hobfoll, 1988,

1989, 1998). There are a number of reasons that I have lodged this criticism against

this valuable and popular theory. First, if we need to wait for appraisals, then we

need to wait for the event to occur. Second, appraisals mix personal evaluations of

threat, circumstances, and resources, so that these important factors cannot be dis-

entangled. Third, appraisals tell us critical information about the individual, but

little about the group or classes of people. Finally, appraisal theory has, in practice,

relocated the focus of stress research from structural elements of the stressor and

resources to cognitions. This is consistent with clinical intervention that motivates

people to reframe events, but at odds with the viewpoint that it is change in the

actual structural elements that cause or perpetuate the stress. The clinician works

with rape victims’ feelings, not with making streets safer. The cognitive revolution



in psychology has moved us away from social policy and community change, and

placed the problem as one of individuals’ cognitions.

COR theory (Hobfoll, 1988, 1989, 1998, 2002) offers an alternative to stress-

appraisal theory which may help guide community intervention following major

traumatic events such as terrorist attack. The basic tenet of COR theory is that

individuals strive to obtain, retain, protect, and foster those things that they value.

These valued entities are termed resources, and one way of dividing them is into

object (e.g., car, home, clothing), condition (e.g., employment, marriage), personal

characteristic (e.g., self-esteem, optimism, job skills), and energy (e.g., credit, knowl-

edge, stamina) resources. Resources are not individually determined, but are both

transcultural and products of any given culture. Our research uncovered 74 basic

resources (see Table 14.1) that represent a comprehensive, but certainly not exhaus-

tive, set (Hobfoll, 1998). It follows that psychological stress will occur in one of

three instances and that these are all represented when we refer to the community

impact of terrorism.

217 Guiding community intervention following terrorist attack

Table 14.1. COR resources and evaluation

Resources Extent of actual lossa Extent of threat of lossb

1. Personal transportation (car, truck, etc.)

2. Feeling that I am successful

3. Time for adequate sleep

4. Good marriage

5. Adequate clothing

6. Feeling valuable to others

7. Family stability

8. Free time

9. More clothing than I need

10. Sense of pride in myself

11. Intimacy with one or more family members

12. Time for work

13. Feelings that I am accomplishing my goals

14. Good relationship with my children

15. Time with loved ones

16. Necessary tools for work

17. Hope

18. Children’s health

19. Stamina

20. Necessary home appliances

21. Feeling that my future success depends on me

(cont.)
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Table 14.1. (cont.)

Resources Extent of actual lossa Extent of threat of lossb

22. Positively challenging routine

23. Personal health

24. Housing that suits my needs

25. Sense of optimism

26. Status/seniority at work

27. Adequate food

28. Larger home than I need

29. Sense of humor

30. Stable employment

31. Intimacy with spouse or partner

32. Adequate home furnishings

33. Feeling that I have control over my life

34. Role as a leader

35. Ability to communicate

36. Providing children’s essentials

37. Feeling that my life is peaceful

38. Acknowledgment of my accomplishments

39. Ability to organize tasks

40. Extras for children

41. Sense of commitment

42. Intimacy with at least one friend

43. Money for extras

44. Self-discipline

45. Understanding from my employer/boss

46. Savings or emergency money

47. Motivation to get things done

48. Spouse/partner’s health

49. Support from co-workers

50. Adequate income

51. Feeling that I know who I am

52. Advancement in education or job training

53. Adequate financial credit

54. Feeling independent

55. Companionship

56. Financial assets (stocks, property, etc.)

57. Knowing where I am going with my life

58. Affection from others

59. Financial stability

60. Feeling that my life has meaning/purpose

61. Positive feelings about myself
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Resources Extent of actual lossa Extent of threat of lossb

62. People I can learn from

63. Money for transportation

64. Help with tasks at work

65. Medical insurance

66. Involvement with church, synagogue, etc.

67. Retirement security (financial)

68. Help with tasks at home

69. Loyalty of friends

70. Money for advancement or self-improvement

(education, starting a business, etc.)

71. Help with child care

72. Involvement in organizations with others 

who have similar interests

73. Financial help if needed

74. Health of family/close friends

My resources: 0: not at all/not applicable; 1: to a small degree; 2: to a moderate degree; 3: to a considerable degree; 4: to a

great degree.
a To what extent have I experienced actual loss during the past 6 months/since “name of event”? (Asked again on separate

page for resource gain).
b To what extent have I experienced threat of loss during the past 6 months/since “name of event”?

Stress will occur:

(1) when individuals’ resources are threatened with loss,

(2) when individuals’ resources are actually lost,

(3) where individuals fail to gain sufficient resources following significant resource

investment.

This means that when threat of terror or terror occurs, a basic motivation of indi-

viduals is disturbed. This follows because terror is meant to threaten both the

physical reality of those it kills or maims, but more so the underlying belief that

people can conduct their lives in a way that allows them to obtain, retain, foster, and

protect their resources. Terror attempts to challenge people’s belief that they can

preserve these lifelong resource caravans that they have so carefully created and that

their government is obliged to protect. Nor is this only a perception. Terrorism in

Israel in the Al-Aqsa Intifada has crippled Israel’s economy and September 11th

has cost Americans billions of dollars in disruption of business and the costs of

added security.

A number of principles and corollaries follow from COR theory. They are pre-

sented in Table 14.2. The empirical support and more complete justification of

these principles are detailed elsewhere (Hobfoll, 1991, 1998, 2001, 2002). These
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principles and corollaries form a roadmap by which to predict and respond to

threat of resource loss that is an inevitable part of terrorist threat and attack and

outline a strategy for initiation of the gain cycles that can be initiated to respond to

such attack.

Principle 1 of COR theory (see Table 14.2) emphasizes the primacy of resource

loss. It states that resource loss is disproportionally more salient than resource gain

(Hobfoll & Lilly, 1993; Wells et al., 1999). This means that in the face of terrorist

attack that the other gains that people are making in their lives become less salient

for them and the treat to resource loss or actual loss that accompanies attack is

magnified, often well beyond the purely rational nature of the threat. Hence

September 11th quickly took on the attributes of a doomsday scenario. Although

many news media discussions and politicians emphasized that America was strong

and we would overcome this attack as we had Pearl Harbor, the very reference to an

attack that destroyed the US Pacific Fleet and entered the US into a major world

war is illustrative of the degree to which loss is exaggerated. In part due to media

Table 14.2. Principles and corollaries of COR theory

Principles

1. The primacy of resource loss

The first principle of COR theory is that resource loss is disproportionally more salient than resource gain.

2. Resource investment

The second principle of COR theory is that people must invest resources in order to protect against

resource loss, recover from losses, and gain resources.

3. Increased salience of gain in the face of loss

Gain increases in salience in the context of loss, because the loss makes the gain more critical.

Corollaries

1. Those with greater resources are less vulnerable to resource loss and more capable of orchestrating

resource gain. Conversely, those with fewer resources are more vulnerable to resource loss and less

capable of resource gain.

2. Loss cycles: Those who lack resources are not only more vulnerable to resource loss, but that initial loss

begets future loss. At each iteration of the cycle they have fewer resources to use to mount a defense

against ongoing resource challenges that occur. Further, because resource loss is more potent than

resource gain, loss cycles will be more impactful and more accelerated (i.e., occur at greater speed) than

gain cycles.

3. Those who possess resources are more capable of gain, and initial resource gain begets further gain.

However, because resource loss is more potent than resource gain, gain cycles will be less impactful and

have less acceleration than loss cycles.

4. Those who lack resources are likely to adopt a defensive posture to conserve their resources.
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sensationalizing, and in part due to the true nature of the tragedy, fears of loss to

the self and loved ones, and even to one’s way of love for omnipresent following the

events of September 11th.

Extrapolating this principle to the community level, we can see that not only is

resource loss more salient than gain for the community, the weight of loss is multi-

plied by the collective experience. This has been shown in what Riley and Eckenrode

(1986) termed the process of stress contagion and what Hobfoll and London (1986)

termed the pressure cooker effect. Stress contagion occurs on the individual level,

whereby the stress experience is shared by those who occupy a common social

space. The pressure cooker effect further indicates that when stress contagion

occurs that the sharing of the stress experience increases its power because it comes

to define reality – stress is everywhere one turns.

It is also notable that Norris (2001) in establishing a template for research that

was promoted by National Institute of Mental Health (NIMH) adapted the COR

theory loss of resources scale as a critical element that all research projects con-

cerning September 11th should include. This scale addressed personal loss, social

loss, economic loss, and psychological loss (e.g., diminished hope). The long tail of

this loss sequence is also illustrated by the accumulating number of crisis calls over

time, even a year after September 11th as noted by Katz et al. and Draper et al. in

this volume.

The primacy of loss is also noted in the study of the impact of September 11th

in New York City by Galea et al. (2002). They found that degree of loss, proximity

to the World Trade Center, and ethnic minority status (which is related to lack of

available resources) were key risk factors for development of post-traumatic stress

disorder (PTSD). These findings, and the very study approach, are consistent with

COR theory and quite different than the approach that would be taken by appraisal

or clinical theories which would instead rely on individual difference variables.

This said, individual difference variables are also important, but many of the key

individual differences are central personal (e.g., optimism and self-efficacy), social

(e.g., social support, marital ties), or condition (e.g., insurance, having stable employ-

ment) resources.

The second principle of COR theory (see Table 14.2) states that people must

invest resources in order to protect against resource loss, recover from losses, and gain

resources (Hobfoll, 2002). So, people may invest self-esteem to offset a threat to self-

esteem or can invest social support to offset loss of self-esteem. Translating the con-

cept of resource investment to a community level presents special problems and

opportunities, however. First, the opportunities should be considered. Specifically,

people can rely on collective resources when a terrorist attack occurs. The resources

of state, church, organizations, the workplace, and neighborhood are typically avail-

able to victims of terrorist attack because it is considered an attack on the collective.
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These are all critical to aid lagging resources of individuals who can be easily over-

whelmed by terrorist attacks, and especially of large scale attack such as September

11. Second, people in more everyday circumstances may fail to respond to threat

because they can forestall change and because the threat of even some major stres-

sors (e.g., divorce, work layoffs) can be vague. Terrorist attack offers a clear threat

with a clear need to respond.

Turning to the obstacles to resource investment, the principal obstacle to respond-

ing with resource investment to terrorist attack is that individual and collective

coping responses are seldom articulated or practiced for individuals and commu-

nities for events of such magnitude or scale. For New York City, September 11th

represented an entirely new scenario that was outside New Yorkers’ or New York

City institutions’ coping repertoires. This was not just because of the scale of

attack. Even an attack of one-tenth the magnitude would have been outside the

repertoires people and institutions had for coping. Even in Israel there is no stan-

dard, disseminated, practiced, let alone institutionalized response repertoire to ter-

rorist attack in terms of people’s or institutions’ coping responses.

Because individuals’ families’, organizations’, and institutions’ coping responses

are outstripped when terrorist attack occurs, there is an added feeling of chaos,

threat, and doom. “Not only have we been targeted for attack, we don’t know what

to do and neither do those institutions whom we depend upon.” Initial responding

is often altruistic (Kaniasty & Norris, 1995), but that does not make it organized or

effective. Still, and importantly, Principle 2 of COR theory tells us that individuals

and groups will mobilize resources to respond to offset the impact of resource loss.

That is, they will move into an action, mobilization phase if at all possible, whether

or not they know their direction or are clear on either means or goals. When this is

a directed effort, as in the several community programs discussed in this volume by

Fullilove and Saul, it is most effective. Fullilove and Saul (this volume) illustrate

how experts should form a partnership with the healthy natural tendencies of the

community and can redirect the unhealthy sequelae and pathways that people

might otherwise adopt.

To suggest that resource gain is also critical when COR theory emphasizes the

primacy of resource loss over resource gain appears paradoxical. It is clarified by

Principle 3, which is stated outright as a principle of COR theory for the first time

here (previously it was nested in the primacy of loss). Recent work on traumatic

stress due to threat of life from AIDS (Billings et al., 2000) and in the case of long-

term gains when major life stressors are considered (Holahan et al., 1999) indicate

the importance of resource gain in the context of loss. Specifically, Principle 3 states

that resource gain becomes more salient for people when they face significant losses and

when they can sustain gains over long periods (e.g., obtain a better marriage, improve

their education, increase their internalized sense of self-efficacy) (Wells et al., 1999).
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When terrorism or other traumatic community events occur, the world can quickly

become painted black and this blackness and doom seems to reach out to the long

horizon. A common perceptual bias invades the population in which it is easy to

feel that “all is lost,”“our dreams are crushed,”“the terrorists are so powerful; we’ll

never be able to stop them.” For this reason, even small gains in the wake of major

resource loss are critical. Individuals are biased to overweight loss compared to gain

(Tversky & Kahneman, 1974; Ito et al., 1998). However, this in part also increases

their search for instances of gain and increases the value they place on gain when

loss is omnipresent.

The increased salience of resource gain in the face of loss suggests the need for

interventionists to encourage messages of resource gain by public officials in public

statements. These should not be exaggerated because, if found false, they under-

mine the potency of future such communication. Similarly, families and organiza-

tions can be aided in paths that they can take to initiate family and organizational

gain cycles, and a similar process can be encouraged in individual counseling. This

is very different than what cognitive therapy calls “reframing.” Instead, gain initia-

tives should be real, involve personal and social action, and as much as possible

have consequences that are clear to those involved.

DeJong (2002) argues persuasively that interventionists should not stop at work-

ing for small, local wins. Rather, groups should work on making major gains such

as organizing to work for tolerance of others, working on the fight against the

causes that breed terrorism in some cases (e.g., Israelis working together for peace

with Palestinians; Irish Catholics and Protestants working on equal housing and

employment opportunities). This is critical because terrorism also makes people

feel small and inconsequential on the plane that the attack involves. Citizens natu-

rally feel that these are political problems that are out of their control and to some

extent this is true, but it is a hurdle that can and should be crossed. This is clearly

illustrated in the chapter by Fullilove and Saul (this volume) who emphasize how

working with the community, sharing expertise, and reminding people of their

efficacy to solve local problems are critical gain steps. This can be compared with

the clinical model which places therapists as knowing experts and citizens as hapless

victims as clinical models are consistently focused on addressing psychopathology,

as opposed to building resilience (Rappaport, 1981).

Protecting the most vulnerable

In addition to COR theory’s primary principles, COR stipulates a number of related

corollaries that follow from these principles.

Corollary 1 of COR theory states that those with greater resources are less vulner-

able to resource loss and more capable of orchestrating resource gain. Conversely, those
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with fewer resources are more vulnerable to resource loss and less capable of resource

gain. This means that intervention following terrorist attack must act quickly to

protect vulnerable populations. Those who already lack resources, such as those who

are poor, have a history of psychological disorder, are more dependent on social

institutions (e.g., the elderly, those on welfare, the physically handicapped), ethnic

minority, and immigrant populations are particularly susceptible to resource loss

following major traumatic events such as terrorism. Events quickly can escalate for

them into rapid resource loss cycles as indicated in Corollary 2 which states that

those who lack resources are not only more vulnerable to resource loss, but that initial

loss begets future loss. At each iteration of the cycle they have fewer resources to use to

mount a defense against ongoing resource challenges that occur. Further, because

resource loss is more potent than resource gain, loss cycles will be of more impact and

more accelerated (i.e., occur at greater speed) than gain cycles.

Loss cycles are especially powerful and accelerate rapidly because people’s loss of

resources is stressful and because people employ their resource reservoirs to fore-

stall the negative impact of resource loss. On a community level people can call on

insurance, government institutions, and their workplace to aid them when terror-

ist attack occurs. However, the more disenfranchised and disempowered they are,

the less capable they are of mobilizing such resources. Those with few resources are

most likely to have their few resources quickly overwhelmed. Then, in the wave of

secondary losses and threat to loss that occur following such major events as terror-

ist attack, they have few reserves to mount an emotional, material, or social defense

of further resource loss. Thus, it is not surprising that Galea et al. (2002) found that

following the attack of September 11th that those in Manhattan who had greatest

risk of PTSD were of Hispanic ethnicity, had low social support, lost a family mem-

ber or friend in the attack, and lost a job due to the attack. Moreover, as indication

of the net effect of drained resources, those who had two or more prior major life

stressors were also more vulnerable to PTSD. These findings clearly indicate how

resource loss and possessing limited psychological resistance resources combine to

increase psychological risk, striking the most vulnerable populations.

COR theory also indicates in Corollary 3 that those who possess resources are more

capable of gain, and initial resource gain begets further gain. However, because resource

loss is more potent than resource gain, gain cycles will be of less impact and have

less acceleration than loss cycles. This translates to a process whereby gain cycles tend

to be difficult to catalyze, perpetuate, or accelerate in speed. Gain cycles tend to be

slow moving. Following terrorist attack, even more resilient individuals must invest

much of their resource armamentarium just to sustain themselves and their loved

ones and prevent further loss. Much of their resources and resource energy must

be invested in limiting the slide of loss cycles. This is where intervention can be so

critical, however. Interventionists have the professional training and experience to



understand the difficulty of initiating and sustaining resource gain. They can there-

fore use their own resources to make wise investments in critical community, family,

and individual processes as illustrated so well by Fullilove and Saul in this volume.

The fourth and final corollary of COR theory states that those who lack resources

are likely to adopt a defensive posture to conserve their resources. This is a critical pos-

tulate of COR theory for events such as September 11th or disasters that seriously

and perilously invade people’s resources. To understand the nature of this corollary

we must consider that people are not necessarily altruistic, and indeed may become

quite selfish following an attack. The fear of further loss of resources, once loss

occurs, may instead motivate extreme measures which can be short-sighted and

negative. This helps explain the emotional call for action to attack the attackers fol-

lowing September 11th. This can be seen in the calls to bomb “them” that emerged

as soon as al-Qaeda and Afghanistan’s Taliban regime was a recognized source of

the attack. Even more sinister, the tendency to form a defensive posture can result

in attacks against local Muslims or anyone else that appears like “them.” The defen-

sive posture accentuates in-group–out-group differences as a knee jerk defensive

reaction. In this way people’s defensive posture results in their wanting an enemy

who they can do something about directly in order to insure their own future safety.

Following major threat or loss, people “hole up” and “dig in” both metaphorically

and actually. It can become difficult to get them to take the risks involved in investing

resources for recovery. Long after the attack people may avoid flying, going to tall

public buildings, and visiting abroad. Despite the lack of serious follow-up attacks

and the greater likelihood of other health concerns being in actuality of greater threat,

we see security remain a major political agenda item in the polls long after a more

realistic viewpoint would otherwise inform people of their risk. It is for this reason

that a major part of military training is aimed at training troops to continue follow-

ing orders after their own responsive system would have them withdraw physically

and psychologically. In the case of civilian non-combatants this is of course more

problematic as they are neither trained nor feel that they have “signed up”for the duty.

Principles of intervention in the community

COR theory can be used to devise several intervention principles for major com-

munity threats such as terrorist attack (Hobfoll et al., 1995). For the sake of brevity,

these are simply listed here and I refer readers back to the original source for

details:

(1) Act to halt loss cycles.

(2) Initiate gain strategies.

(3) Act early and with sufficient magnitude. Minor or late intervention will have

little impact.
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(4) Expect secondary loss chains; these will accumulate and gain negative

momentum.

(5) Resource losses are intertwined. Pay attention to the web of resource’s connec-

tions.

(6) Expect odd, defensive strategies.

(7) Don’t ignore those who are initially coping well.

(8) Loss cycles have long tails. Intervention must continue downstream of the

original “event.”

(9) Pay attention to political processes. They are not always munificent and often

represent the gain/loss advantages of entrenched in-groups.

Conclusion

The events of September 11th highlight the need to revitalize community psychiatry

and community psychology which have both atrophied and ignored training in dis-

aster preparedness. New thought must now be given to the response to terrorism and

this must be translated to public health policy and inform pre- and post-terrorism.

COR theory provides one theoretical outlook for organizing the promotion of

resilience and combating the many losses and negative psychological sequelae that

come in terrorism’s wake (Hobfoll, Canetti-Nisim & Johnson). We must also revitalize

the work on dogmatism and authoritarianism of Rokeach (1960) and others, as we

have allowed such study to lie fallow, sanguine that we successfully confronted

Naziism, communism, and McArthyism. There are many more “isms”whose support-

ers will use to perpetrate their view on the world through violence, denial of human

rights, and political process that psychology and psychiatry can do much to combat.
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Science for the community after 9/11

Randall D. Marshall

“… men [and women] of science are becoming conscious of the responsibility towards society

conferred by their knowledge, and are feeling it a duty to take a larger part in the direction of

public affairs than they have hitherto done.”

– Bertrand Russell, The Scientific Outlook, 1931 (p. 233)

15

Public health models after large-scale disaster always consider the problem of “surge

capacity” – that is, how effectively will a community be able to absorb a sudden

increase in a particular need for medical intervention. Before the 9/11 disaster, mod-

els of such an event – the complete collapse of two of the world’s tallest skyscrapers

along with the destruction of surrounding buildings would literally have focused on

surge capacity for medical treatment, for basic needs (food, clothing, shelter for per-

sons displaced from contaminated dwellings) and social services after dwellings. The

totally unexpected public health problem, was the need to address surge capacity for

mental health problems and disorders. These chapters document only a few of the

programs developed in response.

All epidemiological studies of the mental health consequences of the 9/11 attacks

found significant rates of new-onset 9/11 related posttraumatic stress disorder

(PTSD) in those directly and indirectly exposed in New York, and, surprisingly,

also in persons across the US. Several groups have replicated this finding inde-

pendently over time (Neria et al., this volume; Galea et al., this volume; Hoven 

et al., this volume; Cohen-Silver et al., this volume). Because the population base is

so large, small percentages translate into large absolute numbers (e.g., a rate of

0.9% in the New York area � 142,000 persons).

The term epidemic is defined as a disease “produced by some special causes not

generally present” (Oxford English Dictionary, 2002); and, in common usage,

“wide-spread.” The 9/11 attacks created an epidemic of mental disorder, by both

usages of the term (see Part II of this volume). Consider the public health response

that might result after detection of 5000 new cases of West Nile virus (0.06% of the

New York City population). Would sensible people be arguing over whether it

should be called an epidemic? That there is such a debate, in both the popular media



and the scientific literature, reflects the stigma associated with mental disorders and

PTSD in particular, the nascent state of our public health models, and the politi-

cization of the tragedy, and both are unfortunately shadow players on the larger

national and mental health stages.

The chapters in this section document a spectrum of largely institutional

responses to the early findings that hundreds of thousands of people were extremely

distressed after 9/11, and might benefit from community-based, social-support in its

place focused services, and that a smaller proportion of persons (still many tens of

thousands) would benefit from specialized treatment for serious mental disorders

such as PTSD, depression, and complicated grief. In most cases, these programs

illustrate productive partnerships between academia and other institutions (hospi-

tals, service providers, philanthropy, government) – a striking and effective 9/11

phenomenon in itself (see Rosenthal introduction, this volume; Marshall, this vol-

ume). Taken together, they represent a massive outpouring of services efforts

directed at improving mental health outcomes in a community struggling with an

economic depression, living in constant fear of additional attacks, and interspersed

with tens of thousands of persons whose natural capacity for resilience had been

overwhelmed by their 9/11 experience, and the multiple stressors faced in the

months afterwards.

In many ways, 9/11 brought into sharp relief several major deficiencies in the US

mental health care system, and in the state of our science. Little is known about

actual practices in the community in treating all serious mental disorders including

PTSD – and for that matter, little is known about medical outcomes in the commu-

nity, in general. Everything we do know suggests that PTSD remains underdiag-

nosed in its place in the community (96–100% of cases) and is therefore almost

certainly inadequately treated. In an urban outpatient psychiatric clinic, Davidson

and Smith found that 22% (n � 12/54) were diagnosed with PTSD and another

9% had subthreshold symptoms; none had been diagnosed by the clinic (Davidson

& Smith, 1990). A similar study found that 40% (72/181) of outpatients in an

urban psychiatric clinic met structured interview diagnostic criteria for PTSD (but

only three had been diagnosed in the clinic (Switzer et al., 1999). Finally, Al-Saffar

et al. (2002, 2003) studied a Swedish psychiatric outpatient clinic and found the

prevalence of PTSD to be 46% (n � 53) based on a self-report questionnaire; none

had been diagnosed.

In other words, the attacks on 9/11 evoked an urgency about the lack of high

quality, evidenced-based care in the community that ideally should have been

there already. It is hoped that the different types of treatment interventions and

programs described in this section have created permanent highly competent serv-

ice delivery systems and programs. Eventually, evidence-based practices for PTSD

should become core competency requirements in mental health and medical training
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programs so that sufficient expertise is embedded in the community. Until that

time, however, we believe that ad hoc training and treatment programs will be

needed whenever there is a sudden surge in serious mental disorder due to disas-

ters and mass violence events. Moreover, ad hoc programs will always be needed to

address surge capacity problems in a community after a large-scale disaster or ter-

rorist attack.

Thus, after 9/11, treatment efforts were needed because (1) PTSD was not being

adequately treated prior to 9/11 and (2) both informed estimates, and then epi-

demiological research pointed to a sudden and dramatic surge in need for treat-

ment that would overwhelm community capacity to provide evidence-based

services. So 9/11, in essence compounded a services shortage that was already in

existence.

Two models of intervention

This section reflects the dual emphasis of post-9/11-programs. First, public health

programs emphasized psychodirectional programs focusing on resilience in the

general population, promoted healthy coping strategies that included the use of

social support (see Felton et al., this volume; Brewin et al., 2000) and made use of

an outreach model with embedded community members (with or without mental

health training) wherever possible. Although this perspective generated much

sound and fury in the super-specialized New York community initially, with much

skepticism expressed about the capabilities of untrained laypersons, the scientific

basis for this approach is reasonable (in that it overcomes a major source of stigma)

and has a long tradition in disaster services. Simultaneously, treatment programs

were attempting to expand capacity to treat the subgroup of persons who would suf-

fer with serious mental disorders (e.g., PTSD).

Because these two approaches can seem diametrically opposed on the surface

(“you can get better on your own with the help of friends and family” vs. “you

should seek professional help”), they have been confounded in the treatment com-

munity, in the media, and even among experts in the field. It is our view that, after

large-scale disaster and if there are preliminary data suggesting that community

capacity to treat serious mental disorder will be exceeded, programs that aim to

address both public health problems should be launched simultaneously. Most

importantly, research methodology should be embedded within such programs from

the beginning so that some measure of quality assessment will be possible. Only this

will allow the field of postdisaster intervention services to be advanced based on real-

world outcomes.

An effort to ensure that purported objectives are actually being met within 

a clinical program does not constitute “R”esearch in the traditional sense the 
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“R” word. In reality, most services programs prior to 9/11 did not routinely assess

diagnosis and treatment progress, and after 9/11 the focus was on getting services

to the community. Visionary leaders in government, like Sharon Carpinello and

Chip Felton (New York State Office of Mental Health) and Lloyd Sederer (Division

of Mental Hygiene, New York City) found ways to integrate evidence-based princi-

ples into systems, and to encourage clinicians to make use of simple assessment

methodologies that allow a measure of quality control, and thus provide a rational

basis for improving services.

Still, it is a trenchant critique of the services model in the US to note that not one

of these efforts can document that effective community services were in fact provided

on a meaningful scale.

This is of course a very easy criticism to launch, and an extremely difficult problem

to address in the postdisaster environment, in the US (in which there is no centralized

health care system), and in a multiethnic community (Marshall & Suh, 2003). Services

researchers have documented, and are attempting to understand, the multiple barri-

ers to moving effective treatments into the community, and to getting these treat-

ments to the people who need them, and to assessing the outcome of these treatments

once they have been successfully disseminated. To study all of these problems in the

postdisaster environment, with no prior planning, we freely admit was too lofty a

goal. We hope that these chapters, in documenting the process of outreach, imple-

mentation, and dissemination programs, can contribute to the services literature and

advance this field, so that no other community will have to start from scratch in

mounting such large-scale efforts.
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Introduction

Mass violence disasters, especially terrorist events in urban areas, are hypothesized

to have greater impact on mental health than either natural or technological dis-

asters due to their intentional nature (Norris et al., 2002). The density of the urban

environment, its ethnic diversity, and expected support deterioration, might exac-

erbate the disaster effects (Norris, 2002). Studies focused on the exposure to ter-

rorist events in recent years: the 2001 World Trade Center (WTC) disaster (Schuster

et al., 2001; Galea et al., 2002; Schlenger et al., 2002; Silver et al., 2002; Vlahov et al.,

2002), and the 2000–2002 terrorist attacks in Israel (Bleich et al., 2003), have doc-

umented significant psychological problems, in the short term, in both directly

and indirectly exposed individuals.

A recent review concluded that the health effects of disasters are wide and

adversely affect several aspects of health including generalized distress, psychiatric

disorders, physical illness, and interpersonal problems (Norris et al., 2002). Mass 

violence was found to have greater psychosocial impact than natural or technolog-

ical disasters, due to its intentional character (Norris et al., 2002). For example, 6

months following the Oklahoma bombing (North et al., 1999) adults injured in

that event had markedly elevated rates of post-disaster mental health disorders

(45%), including post-traumatic stress disorder (PTSD, 34%).

Political terrorism, and especially suicide terrorism, has emerged as a highly

detrimental international problem. As a well planned and executed violent event,

suicide terrorism is deliberately intended to cause massive destruction and grue-

some death; induce fear and helplessness; diminish safety and stability; weaken

crucial social bonds; and disrupt the economic, political, and social order

(Kaniasty & Norris, 2004; Neria et al., 2005). For example, Bleich et al. (2003) have

studied the effect of an ongoing exposure to suicide and other terrorism acts in

Israel, and found significant signs of general distress together with a deterioration

in a sense of safety.
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The 9/11 attacks were aimed directly at two prominent symbols of the Western

World, and shocked American society and the world community. The huge loss of

human lives; unprecedented destruction; and the broad, live, continuous media

coverage may have contributed to the impact of these events on the mental health

of the general population. The impact may have been especially acute for specific

populations including the bereaved, evacuees, rescue personnel, and clean-up

workers, and those with fewer resources (North et al., 2002).

As expected, all September 11 studies to-date have demonstrated elevated preva-

lence of 9/11-related stress symptoms. The first national survey (Schuster et al., 2001),

conducted 3–5 days after the attacks, used a sample of 560 adults (73% response

rate) obtained by random digit dialing. The results indicated extensive PTSD symp-

toms across the nation. Specifically, 44% of the adults reported at least one of the

five PTSD screening symptoms, and 90% reported at least some stress symptoms.

Proximity to the epicenter of exposure was related to the severity of the emotional

reaction.

A random-digit telephone survey of New Yorkers below 110th Street in Manhattan

conducted 4–8 weeks after the attacks, reported that 7.5% of adults met provi-

sional criteria for PTSD (Galea et al., 2002). In addition, 9.7% of the sample reported

symptoms of current depression while 3.7% met criteria for both disorders. Of

special relevance to the proposed study, PTSD was significantly more common

among Hispanics than non-Hispanics and among persons who had two or more

stressors preceding 9/11. In addition, 10% of the respondents reported an increase

in frequency of visits to a mental health professional in the month following 9/11,

compared to the month before, and 3.4% reported new use of psychotropic medica-

tions during this time period (Galea et al., 2002). Importantly to the proposed study,

although the prevalence of PTSD symptoms was consistently higher among persons

who were more directly affected by the attacks, a substantial number of persons who

were not directly affected by the attacks also met criteria for probable PTSD.

A national, web-based community survey (Schlenger et al., 2002) conducted 1–2

months after 9/11 attacks on a larger sample (N � 2733, 73% response rate) found

the prevalence of current PTSD to be higher in the New York City (NYC) metro-

politan area (11.2%) than in Washington, DC (4.0%). Being in NYC on the day of

the attacks was associated with a 2.9 fold increase in the likelihood of PTSD.

A time-related decline in the rate of PTSD has also been observed in a longitu-

dinal, nationwide study (Silver et al., 2002). According to this web-based survey,

2 months after the attacks 17% of the population outside NYC experienced acute 

or post-traumatic stress symptoms; 6 months after the attacks prevalence had decli-

ned to 5.8%. Overall, the findings suggested persistent stress symptoms, across the

nation and in persons who were, mostly, only indirectly exposed to the attacks.



No study to date has investigated the effects of WTC disaster in primary care

patients. A greater understanding of the risk and protective factors for the develop-

ment of PTSD in an exposed low-income immigrant primary care population will

facilitate planning for targeted primary care-based interventions.

The aim of the study described in this chapter was to study a systematic sample

of low-income, mostly Hispanic patients attending an urban general medicine clinic

in NYC. The specific aims of this study were to: (1) estimate the current prevalence

of patients who receive a positive screen results for current 9/11-related PTSD;

(2) compare demographic, 9/11 trauma exposure, clinical, treatment, and service

use characteristics of patients who screen positive for current PTSD with those

who do not; and (3) report on comorbidity, impairment, and health functioning of

screen positive patients.

Trauma and PTSD in primary care

As compared with the general population, poor, and ethnic populations are at

increased risk for a range of mental disorders, including PTSD (Brewin et al., 2000;

Ortega & Rosenheck, 2000). Low-income minority populations also tend to dispro-

portionably rely on primary care services for the provision of mental health care

(Olfson & Pincus, 1996), and they are less likely to seek (Howard et al., 1996) and to

receive treatment from mental health specialists (Gallo et al., 1995; Leaf et al., 1998).

In recent years, it has become increasingly evident that individuals with trauma-

related mental health problems are likely to be seen in primary care (Fifer et al.,

1994; Dickinson et al., 1998; Samson et al., 1999; Stein et al., 2000; Bruce et al.,

2001; Mcquaide et al., 2001; Taubman-Ben-Ari et al., 2001; Yang et al., 2003). In

one primary care study, PTSD was the most common anxiety disorder: 17% of the

study group met criteria for PTSD (Fifer et al., 1994). In a second study, 38.6% of

primary care patients referred for mental health services met criteria for PTSD

(Samson et al., 1999). In a study of affluent primary care outpatients, Stein and 

colleagues found that 11.8% of the sample met criteria for PTSD (Stein et al.,

2000). Primary care studies in Israel (n � 2975) (Taubman-Ben-Ari et al., 2001) and

Taiwan (n � 663) (Yang et al., 2003) have found PTSD in 9% and 11% of the cases,

respectively.

Although considerable research has shown that a large percentage of people who

go to their primary care doctor have a mental health diagnosis including PTSD, the

psychosocial impact of mass violence events in urban area, such as 9/11 attacks, has

not been studied in the primary care setting to date. To the best of our knowledge

this is the first study to propose the examination of the psychological sequelae to

mass violence in the primary care setting.
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Ethnicity, acculturation, and PTSD

Ethnicity may be significantly related to the experience of large-scale trauma and

its aftermath. For example, as compared to Whites, African Americans were found

to be exposed to fewer traumatic events, but were more likely to develop PTSD

(Green, 1990; Norris, 1992). Since Hispanics are now the largest minority in the

USA, exploring the relationships between ethno-cultural factors and mental health

is increasingly important (Ortega et al., 2000). Recent literature suggests that

Hispanics are more likely to be exposed to life stressors and adversities (Ruef et al.,

2000), and to suffer from psychiatric distress following the exposure than Whites

(Penk et al., 1981; Kulka et al., 1990; Ortega & Rosenhack, 2000; Ruef et al., 2000;

Pole et al., 2001; Perilla et al., 2002).

Socio-economic status (SES) may also mediate the relationships between the expo-

sure and PTSD symptoms and thus worthwhile to study. In the disaster literature,

lower SES indicators (e.g., education, income, literacy, occupational status) were

found to be related to adverse effects (e.g., Bolin & Klenow, 1988; Hanson et al., 1995;

Epstein et al., 1998; Armenian et al., 2000; Caldera et al., 2001; Norris et al., 2002).

African Americans and Hispanics are known to face elevated levels of stress (e.g.,

racism), but appear to have lower rates of PTSD than Hispanics (Kulka et al., 1990;

Galea et al., 2002; Perilla et al., 2002). It has been suggested that the increased rates

of PTSD among Hispanics compared to their White and African American coun-

terparts, may represent an over-expression of symptoms rather than a true increase

in disorder prevalence (Ortega et al., 2000).

A greater vulnerability to PTSD among Hispanics may be related to their higher

level of fatalism and acculturative stress: their discomfort in dealing with members

from other ethnic groups. If true, this might affect seeking social support and pro-

fessional help in times of stress (Norris et al., 2002). It has also been suggested that

Blacks may feel more empowered to cope with adversities (Ruef et al., 2000), and

discrimination due to the Civil Rights and the “Black Power” movements.

Health utilization, trauma, and PTSD

The study of trauma, PTSD, and health utilization has been similarly focused on

war veterans (Kulka et al., 1990; Litz et al., 1992; Marshall et al., 1998; Deykin et al.,

2001). There is a dearth of relevant information concerning low-income ethnic

minority patients. Post-9/11 research conducted by Galea et al. (2002) found that

10% of the respondents in their study of the general community in NYC, have

increased the frequency of their visits to mental health professionals after September

11, and 3.4% have reported the use of new psychiatric medications in the month

after September 11.
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Another study (Rosenheck & Fontana, 2003) examined use of mental health serv-

ices by veterans with PTSD after 9/11 attacks. They found no significant increase in

the use of Veterans Administration (VA) services or change in the pattern of serv-

ices for the treatment of PTSD or other mental disorders or in visits to psychiatric

and non psychiatric clinics in NYC. An important limitation of this study, not

present in our proposal, is use of registry database, and thus lack of information on

symptoms, distress, and impairment. Another limitation of that study is lack of

data on use of emergency and informal services. In our study data on emergency

room (ER) visits will become available through cross-linkage to the hospital’s

computerized database; data on informal services will be obtained by means of

structured questions.

Structural barriers, such as low rates of insurance and lack of providers have

been suggested to impede access to care for low-income individuals and Hispanics

(Norquist & Wells, 1991; Miranda et al., 1996), and studies have emphasized the

key role of cultural factors in modulating predisposing, enabling, and need-related

barriers to care (Kleinman, 1980). Hispanics show significantly lower utilization

than those with greater connection to mainstream US society, even after controlling

for differences in socio-demographic and economic status, physical and mental

health status, and type of insurance (Vega et al., 1999).

Study design, recruitment, and sample characteristics

The study was conducted at the Associates in Internal Medicine (AIM) clinic of

New York Presbyterian Hospital (Columbia Presbyterian Medical Center), New York.

The AIM clinic is the faculty and resident group practice of the Division of General

Medicine at College of Physicians and Surgeons of Columbia University. Each year

AIM serves approximately 18,000 patients from the surrounding northern Manhattan

community.

The initial study design for this survey took place before the 9/11 attacks, and

did not include an assessment of trauma exposure and PTSD. Following the attacks

we added questions assessing exposure to the WTC attacks and a PTSD instru-

ment. All data forms were translated from English to Spanish and back by a bilingual

team of mental health professionals. Institutional review boards of both Columbia

University and The New York State Psychiatric Institute approved the survey methods

and procedures, and a signed informed consent was obtained from all participants

at the beginning of the interview.

Subject recruitment started on April 1, 2002, and was completed on January 16,

2003. Patients seeking primary care who presented to the AIM clinic waiting room,

were invited to participate in the study. Eligible patients were between 18 and 70 years

of age, had made at least one prior visit to the practice, could speak and understand

243 PTSD in urban primary care patients following 9/11



Spanish or English, and were waiting for scheduled face-to-face contact with their

primary care physician. Patients were excluded from the study if their current general

health status prohibited completion of the survey form.

A systematic sample of consecutive adult patients seeking primary care who pre-

sented to the waiting rooms of the AIM practice was invited to participate over the

time period of 7–16 months after the 9/11 attacks. Eligible patients were between

18 and 70 years of age, had made at least one prior visit to the practice, could speak

and understand Spanish or English, were waiting for scheduled appointment with

a primary care physician, and were able to complete the survey. Of the 1118 patients

who met eligibility criteria, 992 (88.7%) consented to participate, and of these, 930

(93.8%) provided detailed data with regard to their location on 9/11 and PTSD

symptoms, and therefore comprise the analytic sample. All assessment forms were

translated from English to Spanish and back-translated by a bilingual team of

mental health professionals. The Spanish forms were reviewed and approved by

the Hispanic Research and Recruitment Center at Columbia Presbyterian Medical

Center. The Institutional Review Boards of the Columbia Presbyterian Medical

Center and the New York State Psychiatric Institute approved the study protocol,

and all participants gave informed written consent. Subject recruitment started on

April 1, 2002, and was completed on January 16, 2003.

Study survey

All participants completed a history form to assess socio-demographic character-

istics and family psychiatric history. Type of exposure to the 9/11 disaster was

determined by questions inquiring whether the patient was in Lower Manhattan

(below 14th Street); directly witnessed the WTC attacks; had a loved one or some-

body close to them at the WTC during the attacks; knew somebody who was killed

in the WTC attacks; was involved in the recovery efforts; and knew somebody who

was involved in the recovery efforts. Exposure to trauma prior to 9/11/2001 was

determined based on (1) a positive report of at least one trauma exposure from a

modified version of the Life Events Scale (Kessler et al., 1995) (“happened to me”

or “witnessed it”); and (2) age of patient at which the “earliest exposure occurred”

was at least 2 years earlier than the subject’s current age, to verify that the exposure

occurred prior to 9/11. An item following the Life Events Check List format was

added to assess exposure to the plane Crash of Flight 587 to the Dominican Republic

that crashed in Rockaway, New York, on November 12, 2001, killing all 265 passen-

gers (“having a loved one or somebody close to you on the plane”).

The PTSD Check List – Civilian Version (PCL-C) (Weathers et al., 1993) was

used to screen for probable current 9/11-related PTSD. The PCL-C consists of 17

items corresponding to each Diagnostic and Statistical Manual of Mental Disorders,
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Fourth Edition (DSM-IV) PTSD symptom rated from 1 (not at all) to 5 (extremely)

to the extent to which the symptom bothered the patient in the last month with

regard to the WTC attacks. This instrument has been widely used as a PTSD screen

and has been shown to have good internal consistency, high correlations with other

measures of PTSD (Weathers et al., 1994; Blanchard et al., 1996; Andrykownsky 

et al., 1998; Forbes et al., 2001) and high diagnostic efficiency (Manne et al., 1998).

Following a previous 9/11 survey (Schlenger et al., 2002), a cut-off score of 50 was

used to determine a diagnosis of probable PTSD.

The survey forms included the Primary Care Evaluation of Mental Disorders

(PRIME-MD) Patient Health Questionnaire (PHQ) (Spitzer et al., 1994) to assess

current symptoms of DSM-IV Major Depression (MD), Panic Disorder (PD), Gen-

eralized Anxiety Disorder (GAD), and past-year probable alcohol abuse/dependence.

A probable drug abuse/dependence section patterned after the PRIME-MD PHQ

alcohol use disorder assessment was also given. Suicidal ideation was positive for

subjects who reported on the PHQ that they had been bothered by “thoughts that

you would be better off dead or thoughts of hurting yourself in some way” for at

least several days in the last 2 weeks. There is good agreement between PHQ diag-

noses and those of independent mental health professionals (for the diagnosis of

any one or more PHQ disorder, kappa � 0.65; overall accuracy, 85%; sensitivity,

75%; and specificity, 90%) (Spitzer et al., 1999).

Physical and mental health functioning were measured with the Physical and

Mental Component Summary scores of the Medical Outcome Study 12-Item

Short Form Health Survey (SF-12) (Ware et al., 1996). Impairment was evaluated

with the 10-point self-rated social life and family life/home responsibilities sub-

scales of the Sheehan Disability Scale (0 � none, 1–3 � mild, 4–6 � moderate,

7–9 � marked, and 10 � extreme) (Leon et al., 1995). Significant impairment for

each subscale was defined by a rating of 7 or greater. Because only 152 (20.0%) of

the patients were gainfully employed, the work subscale of the Sheehan Disability

Scale was not used in the following analyses. An assessment was conducted for the

number of days in the past month that patients had missed work (paid or unpaid)

or school. Work loss (yes or no) was based on missing seven or more days in these

activities. Self-report information was collected on mental health diagnoses of

first-degree family member(s) including “bipolar disorder”, “manic depression”,

“depression”, “anxiety/bad nerves”, and/or “alcohol/drug use problems”, or previ-

ous diagnosis of these same disorders given to the patient by a health professional.

In addition, self-report information was collected on mental health treatment and

hospitalization history. The latter section included information on past month use

of psychotropic medication.

In order to examine whether patients with 9/11-related PTSD had increased uti-

lization of services during the first year post-9/11, a cross-linkage to the Columbia
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University Medical Center’s computerized database enabled the analysis of data

concerning (1) visits (number and dates) to the primary care clinic and to the ER

(both general and psychiatric); and (2) information on hospitalizations (including

admission and discharge dates) during this time frame.

Analytic strategy

Subjects with a PCL-C score of 50 or above were classified as having current PTSD.

The rates of MD, PD, GAD and alcohol use were based on diagnostic algorithms for

the PRIME-MD PHQ (Spitzer et al., 1994; 1999). A similar algorithm was developed

for drug use disorder.

Prevalence of current PTSD was stratified by age, gender, race/ethnicity, immi-

grant status, marital status (defined as married or cohabiting vs. not), educational

attainment, annual household income, employment status, and family psychiatric

history. Age was categorized into four groups: 18–44 years, 45–54 years, 55–64

years, and 65–70 years. Race/ethnicity was based on self-designated national origin

and race. Patients were categorized as Hispanic if they identified their nation of

origin as Spain or a Latin American country or if they chose to complete the study

forms in Spanish. In addition, patients of Hispanic origin were divided into three

groups (1) Dominicans, (2) Puerto Ricans, and (3) others. Non-Hispanic patients

were divided into two groups: (1) Blacks and (2) Whites or others.

We restricted our analysis of post-9/11 health care utilization to patients who

had received services at New York-Presbyterian Hospital at least 1 year prior to 

9/11. Because of the small number of subjects with one or more ER visits or hospi-

tal admissions during the time frame examined, use of each of these services 

was coded as a binary outcome (1 � any, 0 � none).

Chi-square analysis was used to compare patients with and without PTSD on

background variables that included demographic characteristics, presence of fam-

ily psychiatric history, and presence of any pre-9/11 trauma. Fisher’s exact test was

used when any cell had an expected count less than 5. Binary logistic regression

was used to assess the effect of three types of trauma exposure on the likelihood of

PTSD (1 � present, 0 � absent): proximity to the WTC on 9/11 (3 � in the WTC

or Lower Manhattan, 2 � in NYC, 1 � in the NYC area, 0 � outside the NYC area)

and knowing someone killed by the WTC disaster (1 � yes, 0 � no). In subsequent

analyses, we adjusted for the categorical variables sex, marital status, education,

race/ethnicity, immigrant status, family psychiatric history, and exposure to at least

one traumatic event prior to 9/11. Logistic regression was also used to assess the

effect of PTSD (1 � present, 0 � absent) on other binary outcomes (other mental

disorders, impairment and work loss, self-reported mental health treatment). In

subsequent analyses, we adjusted for sex, marital status, education, race/ethnicity,
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immigrant status, family psychiatric history, exposure to at least one traumatic

event prior to 9/11, proximity to the WTC on 9/11, and knowing someone who was

killed by the WTC disaster. Impairment, work loss, and treatment outcomes were

further adjusted for the presence of any current disorder other than PTSD (i.e.,

Major Depressive Disorder (MDD), GAD, PD, and/or alcohol or drug use disorder).

Because many of the outcomes in this study were relatively common (�10%),

and odds ratios (ORs) are known to overestimate the relative risk (RR) in such

instances, we converted all ORs and corresponding 95% confidence intervals (CIs)

to RRs (regardless of the prevalence of the outcome) using the formula proposed

by Zhang and Yu (1998). These RRs are always more conservative than the ORs

from the logistic regression output, and provide a more accurate estimate of risk.

Linear regression was used to assess the effect of PTSD (1 � present, 0 � absent)

on SF-12 scores expressed as unstandardized betas with 95% CIs. Further analyses

adjusted for the same variables as the logistic regressions described above that had

PTSD as the primary predictor.

We fit linear regression models to assess the effect of PTSD (1 � present,

0 � absent) on the number of outpatient visits made in the year after 9/11, con-

trolling for the number of outpatient visits made in the year prior to 9/11. We used

logistic regression to assess the effect of PTSD on the likelihood of ER visits in the

year after 9/11 (1 � any, 0 � none), controlling for ER visits in the year prior to

9/11. Analysis of hospital admissions was analogous to that of ER visits.

Exploratory analysis of PTSD rates during each month of the study suggested

that from the start of the study until the 1-year anniversary of 9/11 (i.e., September 11,

2002), the likelihood of PTSD gradually receded and leveled off after the anniver-

sary. However, the number of patients with PTSD in any 1- or 2-month period was

too small to allow a sufficiently powered test of trend based on these rates. Therefore,

we used piecewise linear regression to test the slope of PCL-C scores across time

during two periods: between study start on April 1, 2002, and the 1-year anniver-

sary of 9/11 on September 11, 2002; and between September 12, 2002, and study

end on January 16, 2003. We further assessed whether the pre-anniversary and post-

anniversary trends (i.e., the two slopes) were equivalent.

All tests were two-tailed, and significance was set at 0.05. Statistical analyses were

conducted with SAS software version 9.0 (SAS Institute Inc, Cary, NC).

Main findings

Sample characteristics and location during the attacks of 9/11/2001

The sample was composed primarily of low income, Hispanic patients, who were

born outside of the USA and had little formal education. 69.6% of the patients
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were females; mean age was 51.2 (SD � 11.9) years; 55.3% had not graduated from

high school; 75.9% reported an annual family income of less than $12,000; 70.0%

had never married or were currently separated, divorced, or widowed, and only

20.0% of the patients reported they were paid workers; 81.1% of the sample had

immigrated to the USA; 81.9% were of Hispanic origin, predominantly from the

Dominican Republic (78.7%), followed by Puerto Rico (8.7%) and other Spanish-

speaking countries (7.6%). Of the non-Hispanic patients, 73.2% were black. Notably,

38% of all patients reported a family psychiatric history and 62% reported 

pre-9/11 exposure to trauma.

The majority of the patients (78.2%) reported that they were in NYC during the

9/11 attacks and another 3.8% reported being in the WTC or in Lower Manhattan

below 14th Street. More than a quarter (27.1%) reported knowing someone who

was killed during the 9/11 attacks.

PTSD and sociodemographic and exposure characteristics

Seven to sixteen months after 9/11, a total of 4.7% of the sample (95% CI: 3.5–6.7%)

had a positive screen for current 9/11-related PTSD (hereafter referred to as PTSD).

PTSD was significantly related to being born outside of the USA, not being 

married or cohabiting, and having a family history of psychiatric disorders, and

pre-9/11 trauma exposure (Table 16.1). No significant differences in PTSD were

found between patients from Puerto Rico (3.0%; n � 2/66) as compared to the

Dominican Republic (5.7%; n � 34/600) and to other Spanish-speaking countries

(5.2%; n � 3/58) (p � 0.76; Fisher’s exact test with df � 2)

Mean PCL-C scores in patients interviewed 7–12 months after the attacks (n � 491)

significantly declined during this period (t � �4.38, p � 0.0001) (Figure 16.1).

Starting at the first year anniversary (9/11/2002), PCL-C scores (n � 439) started to

increase. We found a positive time trend (t � 1.92, p � 0.055). The two slopes (pre-

anniversary and post-anniversary) were significantly different (t � 3.13, p � 0.002).

Proximity to the epicenter of the attacks was associated, but not significantly,

with PTSD. A monotonic increase in the likelihood of PTSD was found: from

1.15% among patients who were outside NYC; to about 5% among patients who

were in NYC/NYC area; and to 8.6% among patients who were in the WTC/Lower

Manhattan area during the attacks (Table 16.2).

PTSD was more common among patients who reported that they lost a person

due to the attacks of 9/11 compared to those who did not experience such loss

(Table 16.2).

To test whether indirect exposure to the attacks is associated with PTSD inde-

pendent of family psychiatric history and history of trauma, we examined the preva-

lence of probable PTSD in patients who were not directly exposed to the attacks

and reported no family psychiatric history or past trauma exposure (N � 178).

None of these participants screened positive for PTSD.
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Table 16.1. Prevalence rates of current WTC-related PTSD, by patient background characteristics

Characteristic Percentage �2 (df � 1) P value

Entire sample (N � 930) 4.73

Age

18–54 (n � 536) 5.22 0.68 0.41

55–70 (n � 394) 4.06

Gender

Female (n � 647) 5.41 2.17 0.14

Male (n � 283) 3.18

Ethnicity

Hispanic (n � 762) 5.25 2.51 0.11

Non-Hispanic (n � 168) 2.38

Immigrant status

Born outside of the USA (n � 754) 5.44 4.41 0.04

Born in the USA (n � 176) 1.70

Marital status

Separated/divorced, widowed, or never 5.71 4.06 0.04

married (n � 631)

Married/cohabiting (n � 297) 2.69

Education level

Not a high school graduate (n � 509) 5.89 3.12 0.08

High school graduate (n � 412) 3.40

Annual household income

�$12,000 (n � 700) 5.14 1.50 0.22

�$12,000 (n � 222) 3.15

Gainfully employed

No (n � 744) 5.11 1.17 0.28

Yes (n � 186) 3.23

Family psychiatric historya

Yes (n � 341) 8.21 15.45 �0.0001

No (n � 558) 2.51

Any pre-9/11 traumab

Yes (n � 474) 7.38 19.49 �0.0001

No (n � 285) 0.35

aFirst-degree family member(s) have been diagnosed with “bipolar disorder”, “manic depression”,

“depression”, “anxiety/bad nerves”, and/or “alcohol/drug use problems”.
bData available for 759 subjects.

Psychiatric comorbidity

The majority of the patients with PTSD (79.6%) met criteria for a positive screen

of one or more other mental disorder. The most frequent comorbid disorders were

MD (63.6%); GAD (45.5%); and PD (18.6%) (Table 16.3). After adjustment for
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demographic and exposure covariates, PTSD remained strongly associated with

each of the anxiety and mood disorders. One quarter (25.0%) of the patients with

PTSD, as compared with 3.8% of those without PTSD, reported suicidal ideation

at least some days during the previous 2 weeks (Table 16.3). After controlling for the

presence of MDD, demographic, and exposure covariates, PTSD did not remain

significantly associated with current suicidal ideation.

Impairment, functioning, and health

Significant social and family life impairment were more common among patients

with PTSD than those without it (Table 16.3). Impairment in both areas remained

strongly associated with PTSD after adjusting for demographic and exposure

covariates and the presence of any current mental disorder.

Work loss of 1 week or more in the past month was also more commonly reported

by patients with PTSD than by those without, but was not significantly associated

with PTSD after controlling for demographic and exposure covariates and the pres-

ence of any current mental disorder (Table 16.3). Finally, mental and physical health-

related quality of life were worse for those with PTSD than for those without PTSD

(Table 16.3). The group difference in SF-12 Mental Component Summary scores

remained statistically significant after controlling for demographic and exposure

covariates and the presence of any current comorbid mental disorder.
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Figure 16.1 Each dot represents a PCL-C score for a single participant plotted above the date of the

interview. Separate lines of best fit are shown for two periods (a) between study start on

April 1, 2002, and the 1-year anniversary of 9/11 on September 11, 2002; and (b)

between September 12, 2002, and study ends on January 16, 2003.
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Mental health treatment and utilization of medical services

One-half of the patients (50.0%) with PTSD reported receiving mental health

treatment and 69.8% reported taking a prescribed psychotropic medication in 

the last month. The most commonly reported medications were antidepressants

(64.3%) (Table 16.4). A history of previous mental health hospitalization was sig-

nificantly more commonly reported by patients with PTSD than those without

PTSD. In logistic regression models that adjusted for demographic and exposure

covariates, PTSD remained significantly associated with the use of prescribed 

psychotropic medications and antidepressant drug and previous mental health

hospitalization.

9/11-related current PTSD was not associated with making an ER visit, being

admitted to a hospital, or the number of outpatient visits made during the 12-month

post-9/11 period, in either the crude or adjusted analyses.

Discussion

Nearly 5% of participants at an urban general medicine clinic screened positive for

current 9/11-related PTSD approximately 1 year after the attacks of 9/11. This esti-

mated prevalence exceeds previously reported estimates of probable PTSD (1.5%)

found 6 months after 9/11 in NYC (Galea et al., 2003). The high estimated preva-

lence of 9/11-related probable PTSD in this clinical setting (4.7%) may be related

to extensive exposure to pre-9/11 trauma and family psychiatric history, as well as

immigrant and marital status of this population. In a community survey in NYC

conducted 6 months after 9/11, the prevalence of PTSD was the highest (15.1%)

among participants who experienced four or more lifetime stressors before 9/11

(Galea et al., 2003). In our clinical sample nearly 6 in 10 patients reported pre-9/11

trauma, and the rate of probable PTSD was significantly associated with exposure

to pre-9/11 trauma. These findings are consistent with both community and clinical

studies conducted before 9/11 (Breslau et al., 1998; Bromet et al., 1998; North et al.,

1999; Brewin et al., 2000; Neria et al., 2002; Norris et al., 2002; Galea et al., 2003).

While community studies in NYC suggested a rapid decline and diminished rates

of PTSD over the 6 months after 9/11 attacks, our findings suggest that a signifi-

cant proportion of this sample of NYC residents seeking primary care, continued

to have PTSD associated with substantial functional impairment 7–16 months

after the attacks. Similar to the pattern observed in previous studies (Galea et al.,

2002; Silver et al., 2002) our findings indicate a steady decline in the prevalence 

of PTSD over time, but notably, starting at the 1-year anniversary (9/11/2002) 

an upward trend in PCL-C scores was observed. This finding might reflect the 

so-called “anniversary reaction”, possibly related to the massive media coverage of

the 9/11 events around the 1-year anniversary. The graphic documentaries of the
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attacks entailed in this coverage, as well as detailed accounts of bereaved, evacuees,

rescue workers, and witnesses might have activated or exacerbated PTSD symp-

toms in a significant number of individuals to either meet full diagnostic criteria in

persons with a partial syndrome or trigger a new onset of PTSD. Further research

is needed to clarify this finding.

Nationwide post-9/11 surveys suggest that when disaster strikes indirect expo-

sure might be associated with PTSD (e.g., Silver et al., 2002). Our findings suggest

that indirect exposure to the attacks by itself was not associated with PTSD among

patients who did not report pre-9/11 trauma and/or family psychiatric history.

These results are consistent with disaster (North et al., 1999; Norris et al., 2002;

Hoven et al., 2005) and combat (Solomon et al., 1994) studies documenting a rela-

tionship between trauma severity and PTSD.

Previous research at our clinic (Olfson et al., 2000) has found high rates of MD

and suicidal ideation. The current study found that a majority of participants with

current probable PTSD had comorbid MDD (64%), GAD (45%), and PD (19%).

PTSD is associated with significant disability (Yehuda, 2002). Many patients with

chronic PTSD are not able to function in work and social activities and they remained

impaired despite maintenance treatment (Marshall & Cloitre, 2000). Our study

demonstrates that primary care patients who screen positive for PTSD also experi-

ence significant disability in health, social, and family functioning even after

adjusting for the presence of exposure to trauma both before and during 9/11 and

other mental disorders.

Findings from the general population and war veterans suggest that visits to

mental health professionals and use of psychiatric drugs decreased over time fol-

lowing 9/11 (Galea et al., 2002; Boscarino et al., 2003, 2004) or were unchanged

(Rosenheck & Fontana, 2003; Druss et al., 2004). Findings from this primary care

population suggest that while self reported use of medication increased after 9/11,

the administrative records from this population indicate that PTSD is not associated

with increased hospital admissions, emergency care use, or outpatient care during

the first year after the 9/11 attacks. The accuracy of these self reports remains uncer-

tain. Adults who report high levels of distress tend to report more mental health

care than can be confirmed in administrative records (Rhodes et al., 2002, Rhodes &

Fung, 2004).

Taken together, these findings highlight the specific needs for health care associ-

ated with post-disaster psychopathology among low-income Hispanic primary

care patients. Because poor and ethnic populations tend to avoid seeking (Howard

et al., 1996) or receiving treatment from mental health specialists (Gallo et al.,

1995; Leaf et al., 1998), and disproportionately rely on primary care services for the

provision of their mental health care (Olfson et al., 1996), our findings underscore

the importance of developing post-trauma care for affected individuals in general

257 PTSD in urban primary care patients following 9/11



medical practices, especially when disasters strike minority communities (Lecrubier,

2004).

Limitations

The study has several limitations. First, self-report of traumatic exposure is subject

to recall bias, and it is possible that some participants may have attributed PTSD

symptoms to the 9/11 attacks that were actually more closely related to other trau-

matic events. Second, the computerized database that recorded the utilization of

services of the patients in this sample is limited to Columbia University Medical

Center and so does not capture services delivered by other providers. However,

people in this community tend to be highly dependent on the university hospital

services and therefore it is likely that the medical records provide a reasonable

index of total medical care use. Third, our outcomes might be affected by the small

number of patients with PTSD, which could render the results statistically unsta-

ble. However, the precise assessment of PTSD via face-to-face interview by mental

health professionals, using a validated and reliable instrument, and the use of con-

tinuous scores when statistical power was limited, helped preserve statistical

power. Fourth, because our survey assessed current PTSD, it undoubtedly missed

patients that had 9/11 PTSD that resolved prior to survey completion who did not

seek treatment. However, this sample provides an important opportunity to learn

about chronic, persistent post-disaster PTSD. Last, because the study was under-

taken in an urban general medical practice serving a low-income population, the

findings may not be generalizable to primary care settings with different popula-

tions (Blazer et al., 1985; Bruce et al., 1991).

Our findings have clinical implications. Primary care patients from vulnerable

populations, present in general medical settings, are likely to experience PTSD asso-

ciated with long-term and clinically significant symptoms and functional impair-

ment following large-scale events (e.g., Stein et al., 2000). In order to recognize

PTSD in primary care, physicians and mental health professionals need to obtain 

a detailed trauma history (Lecrubier, 2004; Engel, 2005). Timely interventions in

patients who have been detected with exposure to trauma and manifest with PTSD

symptoms in the aftermath of large scale disasters could prevent long-term,

chronic morbidity.
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Introduction

The impact of the World Trade Center terrorist attacks has no historical peacetime

precedent in the USA in terms of loss of human life, magnitude of physical destruc-

tion, adverse economic consequences, and psychological distress and disorder. In

this chapter, we review the literature on mental health consequences of disaster,

review research findings on the mental health consequences of the 9/11 attacks,

describe the large-scale response undertaken by the New York State Office of Mental

Health (NYSOMH) to address the mental health needs, and, finally, summarize

lessons learned and their public health implications for mental health and homeland

security policy.

Historical perspective: long-term mental health impact

Disaster experts have consistently documented the persistence of mental health

needs long after the disastrous event itself. The 1995 bombing of the Alfred P.

Murrah building in Oklahoma City was perhaps the best-documented mass vio-

lence disaster in terms of its impact on mental disorders before the attacks of

September 11, 2001. Surveys conducted in the Oklahoma City metropolitan area

found that 62% of persons reported experiencing at least one of the following 

as a direct response to the bombing: increased alcohol use (approximately double

their prior amount), increased psychological distress (approximately double their

prior level), post-traumatic stress disorder (PTSD) symptoms, and intrusive

thoughts related to the bombing (Smith et al., 1999). The psychological effects

were prominent and persisted more than a year after the disaster. Two years after

the disaster, children who were geographically distant from the disaster site and did

not directly experience an interpersonal loss still reported PTSD symptoms and

functional impairment associated with increased media exposure and indirect loss
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(Pfefferbaum et al., 2000). Three years following the bombing, researchers found a

large proportion of survivors, especially those seriously injured, experienced long-

term physical and/or emotional problems, and continued to have an increased

need for treatment of bombing-related medical conditions. The most frequently

reported PTSD symptoms were “being jumpy or easily startled” and “recurring

distressful thoughts of the bombing,” and the most frequently utilized medical

services were psychological counseling (63%) (Shariat et al., 1999).

These findings are consistent with prior research indicating that mass violence

of human design that causes large-scale loss of life, property loss, and widespread

unemployment is associated with particularly “severe, lasting, and pervasive psy-

chological effects” (Norris et al., 2002). These findings also dramatically illustrate

the need for improving public health mechanisms for providing effective counsel-

ing for the larger community and evidence-based treatment for the most sympto-

matic persons.

The mental health impact of the September 11th terrorist attacks

The 9/11 attacks had a nationwide impact on mental health. In the immediate after-

math of the disaster, epidemiologic surveys found widespread trauma-related men-

tal distress in the general population. Nationally, 44% of adults and 35% of children

reported one or more symptoms consistent with traumatic stress (Schuster et al.,

2001). Eighty-seven percent of the population was estimated to have experienced

one or more emotional, cognitive, or behavioral reactions that might have inter-

fered with functioning but would not have been disabling. Fully 13% of the popula-

tion was judged to be at risk for the development of trauma-related mental disorders,

defined by multiple reactions of sufficient intensity and duration to limit function-

ing, at least in the short term. Groups at greatest risk in this study were individuals

with life-threatening exposure or severe loss related to the event and individuals

with prior trauma exposure.

The mental health impact of the September 11th terrorist attacks was particu-

larly severe for New York City residents and others living within commuting dis-

tance of the World Trade Center (Felton, 2002), with 61% of adults living within

100 miles of the disaster site reporting substantial traumatic stress symptoms

(Schuster et al., 2001). Because government mechanisms of disaster relief require

demonstration of community need, NYSOMH conducted several needs assess-

ments in the months following September 11th. It was estimated that 3.1 million

residents of New York City and the surrounding counties would experience substan-

tial emotional distress as a result of the disaster (NYSOMH, 2001). In December

2001, estimates based on prior research and surveys conducted by the New York

Academy of Medicine indicated that over the year following September 11th, 422,000
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individuals in the World Trade Center disaster area would meet diagnostic criteria

for PTSD and 129,000 would seek assistance (Herman et al., 2002a). The cost of

treating those who would seek treatment was estimated to be $197.5 million, with

65% of the cost expected to be covered by private insurance and 35% by public/

philanthropic funds (Herman et al., 2002b).

Subsequent epidemiologic-style surveys confirmed and extended these initial

findings. One study commissioned by the New York City Board of Education and

conducted by Applied Research and Consulting in collaboration with the Columbia

University Mailman School of Public Health and the New York State Psychiatric

Institute (2002) assessed the mental health needs of New York City public school

students 6 months after the terrorist attacks. Another included the collection and

analysis of data from telephone calls to New York City’s mental health information

and referral hotline (1-800-LIFENET).

Two months after the terrorist attacks, 58% of respondents in a telephone sur-

vey of residents in Manhattan reported at least one PTSD symptom in the previous

month (Galea et al., 2002a). Of Manhattan residents south of 110th Street, 14%

reported symptoms consistent with PTSD and/or current depression (8% or 67,000

people with PTSD; 10% or 87,000 people with current depression) (Galea et al.,

2002b). These rates were nearly twice as high as those reported in national samples

prior to September 11th. Among survey respondents in Manhattan, 29% reported

an increased use in cigarettes, alcohol, and/or marijuana 2 months following the

World Trade Center attacks, and both depression and PTSD were more common

among users of these substances who increased their use than among those who

did (Vlahov et al., 2002). Other researchers noted an increase in illicit drug use 

3 months after the attacks (Deren et al., 2002).

Three to six months following the World Trade Center terrorist attacks, symp-

tom reactions to the attacks persisted. For about one-third of adults who exhibited

symptoms consistent with PTSD and major depression within 30 days of the

attacks, these disorders were still present 4 months later (Galea et al., 2003). Six

months following the attacks, a substantial and persistent impact on school-age

youth was found throughout New York City. The Board of Education assessment

conducted in March 2002 estimated that 190,000 New York City children (27%) in

grades 4–12 had at least one of five mental health problems, and that the impact of

September 11th was responsible for a large elevation in the number of youth with

mental health problems citywide (Applied Research and Consulting, Columbia

University, and New York State Psychiatric Institute, 2002). The study also found

that more than two-thirds of the children with probable PTSD following the

September 11th attacks had not sought mental health services. Rates for all disor-

ders were elevated based on (non-New York City) comparison data (e.g., 11% vs. 2%

for PTSD).



Twelve months following the terrorist attacks, a continued emergence of

trauma-related disorders was found. Preliminary findings from a survey con-

ducted in September 2002 by the New York Academy of Medicine uncovered new-

onset World Trade Center-related PTSD, where 5% of respondents without PTSD

in March 2002 met criteria for PTSD in September 2002 (Galea, personal commu-

nication, 2003). Variables that were associated with new-onset PTSD were one or

more significant life stressors since 9/11/2001; being “very concerned” over being

in a major city; being “very concerned” over possible exposure to chemicals in the

environment, food, or water supply; and/or believing another terrorist attack in

New York City is “very likely” over the next year.

Project Liberty: New York State’s emergency mental health response program

The World Trade Center disaster produced an unprecedented and chaotic post-

disaster environment that required the most complex emergency management

response ever mounted in U.S. history. As part of this response, NYSOMH rapidly

implemented “Project Liberty,” the designated name of New York’s federally

funded disaster mental health crisis-counseling program. President Bush’s desig-

nation of the New York City region and 10 surrounding counties as a federal 

disaster area on September 11th made the region eligible for a range of Federal

Emergency Management Agency (FEMA) programs, including one specifically

designed to address the short-term mental health needs of communities affected

by disasters: the Crisis Counseling Assistance and Training Program (CCP). This

program, which is jointly operated by FEMA and the federal Center for Mental

Health Services (CMHS) of the Substance Abuse and Mental Health Services

Administration (SAMHSA), funds short-term public education, outreach, and 

crisis-counseling services. It explicitly does not fund specialized longer-term men-

tal health treatment.

When applying for CCP funds after a community disaster, state mental health

authorities must demonstrate that existing mental health capacity is insufficient to

meet disaster-related needs. The CCP has two components: the Immediate Services

Program (ISP), which covers the first 60 days following a disaster declaration and

the Regular Services Program (RSP), which extends the same services for an addi-

tional 9 months. NYSOMH sought and was awarded more than $155 million in

federal funding for this program through FEMA. NYSOMH also received invaluable

technical assistance from CMHS following the disaster declaration. Throughout

the post-9/11 work, NYSOMH also had to continue its functions in overseeing and

providing services to individuals with severe mental illness.

NYSOMH’s role in Project Liberty was to create a functional infrastructure that

made it possible for the New York City and county mental health authorities and
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provider agencies to deliver the widespread interventions necessary to meet the

disaster-related mental health needs in their communities. As a result, Project

Liberty was a massive, unprecedented, and largely successful collaboration between

NYSOMH, local governments, and nearly 200 local provider agencies. Project

Liberty was the single largest and most rapidly implemented public mental health

program in the history of the USA.

Project Liberty goals and program principles

Project Liberty’s overall goal was to reduce psychological distress that resulted

from the World Trade Center attacks by providing effective, short-term, commu-

nity-based disaster mental health services. An important objective was to help 

persons recover from their psychological reactions and regain their pre-disaster

level of functioning. Consistent with the literature, the project operated on the

assumption that most people’s reactions to the disaster, although personally dis-

turbing, constitute normal responses to a traumatic event that will be short term in

duration.

Core program principles of Project Liberty focused on supporting healthy coping,

and assisting each survivor to return to a pre-disaster level of functioning. With a

community-based service delivery system, Project Liberty relied on a confluence of

mental health professionals and other community workers to work together to

achieve program goals. Outreach efforts were viewed as a critical element in reach-

ing people who typically do not consider themselves as in need of mental health

services following a disaster. Service providers strived to enhance cultural compe-

tence within community subgroups in order to maximize and encourage program

participation.

Project Liberty delivered short-term outreach and educational-counseling serv-

ices to affected individuals and groups at no cost to them. In addition, Project Liberty

counselors made referrals to longer-term mental health services when necessary. The

program’s crisis counselors provided face-to-face disaster-related services through

outreach in community settings: homes, businesses, schools, places of religious wor-

ship, recovery centers, shelters, and community centers. Populations of special con-

cern thought to be at increased risk for post-disaster impairment included families of

victims, survivors and their families, displaced individuals, emergency and recovery

workers, the elderly, children, certain cultural and ethnic groups, and people with

limited financial and social support resources, and/or mental illness.

Recognizing that a minority of persons demonstrated persistent and continuing

difficulties as a result of September 11th, Project Liberty requested and received

federal approval to offer expanded trauma-related services. Introduced in 2002,

these expanded or “enhanced services” were designed to provide brief, intensive,
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and evidence-informed interventions to persons who have been highly affected by

the September 11th terrorist attacks.

The extraordinary cultural, ethnic, and economic diversity of the disaster area

presented a particular challenge to Project Liberty goals; in the end, services were

noteworthy for their cultural responsiveness to the communities served. In addi-

tion to being offered in English, Spanish, and Chinese, services were provided in

American Sign, Russian, Haitian Creole, Hebrew, Polish, Italian, French, Arabic,

and a variety of Asian languages. Through Project Liberty’s outreach model,

New York State’s public mental health system integrated culturally appropriate

counseling services into the fabric of the community in non-stigmatizing ways that

encouraged people to seek help. In New York City and the surrounding counties,

Project Liberty was always accessible through a central number, the 1-800-LIFENET

hotline, where Spanish and Asian language LIFENET and other linguistic and cul-

turally competent services were also available.

Public outreach and education efforts

One of Project Liberty’s primary functions was to provide public education about

normal reactions to the events of 9/11 and assistance in accessing services. This

model is based on the principle of psycho-education, which is a core component of

evidence-based treatment for affective and anxiety disorders, including PTSD. The

goal is amelioration of fears about intense emotional reactions that might com-

pound functional disability and promotion of coping strategies that could amelio-

rate reactions through normal mechanisms. To this end, millions of New Yorkers

were informed about free and confidential counseling services through a statewide

media campaign and local-level media efforts, including information dissemina-

tion via newspapers, television, radio, subways, buses, and trains. According to the

New York Academy of Medicine, awareness of Project Liberty among New York City

residents survey increased more than 100% between January 2002 and September

2002, from 24% (Rudenstine et al., 2003) to 53% (Galea, personal communication,

2003).

Additional Project Liberty educational outreach efforts included the distribu-

tion of more than 20 million pieces of project literature in English, Spanish,

Chinese, Korean, Haitian Creole, Russian, and other languages. Large-type versions

of brochures in English, Spanish, and Chinese as well as audiotapes in English 

and Spanish were made available for individuals who are blind or had visual

impairments.

Another important vehicle for outreach and public education was Project

Liberty’s web site located at www.projectliberty.state.ny.us. Information in English

and Spanish about project services, eligibility, access, and educational materials
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remains available on the site for both consumers and providers. The site has had

more than 1,300,000 visits since its launch in December 2001.

Outreach to children

A special children’s initiative conducted in partnership with Sesame Workshop

developed a toolkit of materials and online resources to effectively reach millions

of children aged 3–8 years and the adults who care for them. The project was aimed

at promoting resilience and coping skills in children and providing practical strate-

gies for parents and care providers to help their children. Materials were prepared

in English, Spanish, and Chinese, and provided children with culturally appropri-

ate lessons, skills, and tools to deal with their responses to the 9/11 attacks. The

video component, which consists of four Sesame Street episodes that deal with

loss, disasters, grief, and accepting differences, was shown on television as a public

service and in schools.

Project Liberty also built project awareness by working collaboratively with other

New York State agencies to reach special populations through their agency networks

and affiliate groups. Project Liberty collaborated with the New York State depart-

ments of health, children and family services, temporary and disability assistance,

aging, thruway authority, and alcohol and substance abuse.

Linking to crisis counseling via LIFENET

During the first 12–16 months following the World Trade Center attacks, the call

volume at 1-800-LIFENET remained high, with approximately 4000 calls monthly,

which was more than double the number of calls received monthly by LIFENET

prior to September 11th. With the advent of Project Liberty television and radio

advertisements, calls rose to 5300 in December 2001. From January to July 2002,

Project Liberty implemented multimedia campaigns with television, radio, subway,

and print media, and monthly LIFENET calls averaged close to 6000. During August

to October 2002, the months surrounding the 1-year anniversary of the attacks,

LIFENET averaged more than 10,000 monthly calls, which tapered to an average of

6700 calls monthly during November 2002 to January 2003. LIFENET’s call volume

has continued at an average of more than 6000 calls per month through September

2003, and decreased slightly to an average of 5600 calls monthly by December 2003

(Mental Health Association of New York City, 2003).

In January 2002, 9% of individuals surveyed in New York City by the New York

Academy of Medicine reported that they had called or had considered calling

LIFENET to find out more about Project Liberty services (Rudenstine et al., 2003);

by September that same year, 33% of New Yorkers reported that they had called 

or had considered calling, suggesting a startlingly high rate of both awareness 



of the program and potential need for assistance (Galea, personal communication,

2003).

Overview of Service Delivery

Between Project Liberty’s inception and the end of December 2004, face-to-face

counseling, education, and outreach services were provided to an estimated 1.5

million individuals in the disaster area. Nearly 740,000 individuals were served

with public education, and more than 750,000 individuals received crisis counsel-

ing. Approximately 89% of those served were in New York City. By comparison, the

total number of individuals served in the New York State public mental health sys-

tem in 1999 was estimated to be 600,000.

Project Liberty’s service volume steadily increased throughout the first 7 months

of operation, with the number of counseling and educational sessions about dou-

bling in each succeeding month, from a September 2001 start of 700 service encoun-

ters. In May 2002, monthly volume reached 41,000 sessions and that level of service

was sustained over the next 14 months until August 2003 when program phase down

began. Subsequently, from September through the close of most of the community-

based crisis-counseling program in December, 2003 the number of sessions pro-

vided gradually declined from about 24,000 to 12,000 per month. In 2004, services

continued to be offered only to the FDNY and in the New York City Public Schools.

In all, nearly 923,000 counseling and education sessions were provided, demon-

strating the continuing need for the program’s services over more than 3 years.

In addition to the sustained volume of service provision, Project Liberty out-

reach efforts continued to identify and provide counseling services to new individ-

uals previously not served by the program, even after the program had been operating

for months. The anonymous nature of the service reporting data precludes know-

ing the number of sessions any particular individual received; however, first ses-

sions can be distinguished from follow-up sessions, so examining the number of

first-session encounters gives an indication of the proportion of services going to

new service entrants. In the first year of the program, 80% of the counseling sessions

were first sessions. During the second year, the number of new service entrants

remained high, and nearly two-thirds (65%) of counseling sessions were first ses-

sions. Even when phase down was occurring in the fall of 2003, half of the coun-

seling sessions were initial sessions. During 2004 when services continued to be

available only to the FDNY and in New York City Public Schools, 27% of those

receiving individual or family counseling were new entrants to service.

The crisis-counseling model emphasizes active outreach and provision of serv-

ices at easily accessible locations within the community. Consistent with this phi-

losophy, only 20% of Project Liberty sessions were held at provider sites, with the

remaining 80% at a variety of settings in the community. Services were provided at
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individuals’ homes, schools, places of worship, work places, community centers,

disaster recovery centers and public places such as parks, libraries, transportation

stations, and shopping areas. For children, school was the most common location to

receive services, with 83% of counseling sessions occurring there.

Demographic description of service recipients

Data on age group, gender, race/ethnicity, and preferred language were collected

on persons receiving individual or family counseling. The majority of service

recipients (72%) were adults 18–54 years of age, followed by older adults (13%) 55

years and older; 159% of services were provided to children 17 years of age or

younger. Slightly more than half (53%) of crisis-counseling recipients were female.

The residents of the disaster area represented a wide variety of ethnic backgrounds,

cultures, races, and languages. Project Liberty made significant efforts to provide

culturally appropriate outreach and service delivery to these diverse communities.

Ethnic characteristics showed recipients to be 30% African American, 26% His-

panic American, 31% Caucasian, and 10% Asian/Pacific Islander. The preferred

language of 20% of crisis-counseling service recipients was something other than

the English. Spanish was preferred by 10% of recipients and a Chinese language by

6%; 4% expressed a preference for some other language. These other languages

numbered more than 20 and included: American Sign, Russian, Haitian Creole,

Hebrew, Polish, Italian, French, Arabic, and a variety of Asian languages.

High-risk groups

Nearly 45% of Project Liberty individual or family counseling was delivered to indi-

viduals who were members of groups highly impacted by the disaster or considered

at elevated risk for mental distress due to past or pre-existing trauma, psychological

or substance abuse problems, and/or physical disability. Among recipients of indi-

vidual or family counseling, about 16,000 lost a family member or friend and 27,000

were injured, evacuated or experienced major damage to their homes as a result of

the disaster. Another 51,000 were emergency workers including firefighters, police

officers, and other rescue and recovery workers, accounting for approximately 10%

of those receiving services. Persons who lost their jobs or were displaced as a result of

the attack represented 11% of those receiving counseling. Slightly more than 72,000

persons (14%) who received crisis counseling had past or pre-existing trauma, psy-

chological or substance abuse problems or physical disability.

Needs assessment estimates developed using FEMA criteria resulted in estimates of

direct victims, rescue workers, displaced employed or unemployed and others in the

general population of slightly more than 3,100,000 individuals affected. Based on
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this estimate, penetration rates for Project Liberty for counseling and public edu-

cation were 62% for those directly impacted (including victims, rescue workers,

and displaced employed or unemployed individuals), and 43% for other general

populations, for an overall total penetration rate of 47%. These rates did not include

the millions of additional New Yorkers who, while they did not receive face-to-face

services through the program, did receive written public educational materials and

mass media-based public informational messages through Project Liberty.

Reactions, symptoms, and probable disorders in service recipients

The majority of individuals (69%) receiving crisis counseling through Project

Liberty reported multiple reactions and substantial distress. Reactions most com-

monly reported by Project Liberty service recipients include sadness/tearfulness

(41%), anxiety/fear (40%), irritability/anger (28%), sleep difficulties (24%), hyper-

vigilance (24%), intrusive thoughts or images (23%), difficulty concentrating (23%),

extreme change in activity level (22%), distressing dreams (16%), and isolation/

withdrawal (17%).

Recipients with “depression-like” symptom clusters included those with four 

or more of the following reactions: change in activity level, sadness/tearfulness,

despair/hopelessness, sleep disturbances, difficulty eating, fatigue/exhaustion, dif-

ficulty concentrating, difficulty remembering things, difficulty making decisions,

suicidal thoughts, or suicidal thoughts alone. Thirty percent of service recipients

exhibited reactions suggestive of depression.

Another set of four items that commonly appear on brief screens for PTSD

include intrusive thoughts or images, distressing dreams, hypervigilance, and emo-

tional numbness. Recipients experiencing two or more of those reactions or hyper-

vigilance alone are likely to be at elevated risk for PTSD. Thirty percent of individuals

receiving counseling reported such reactions.

Looking at event reaction groupings suggestive of PTSD or depression, we

found that nearly half (48%) of the individuals who participated in individual

counseling experienced reactions consistent with one or both groups. The propor-

tion of individuals exhibiting these more intensive reactions when beginning coun-

seling remained substantial and also quite consistent over time, ranging between

40% and 52% when the data were examined quarterly.

Initially, in keeping with the federal CCP guidelines, Project Liberty provided

only short-term counseling and public education services. Persons found to be in

need of longer-term, more intensive professional mental health treatment were

offered referrals to those services. Ten percent of those receiving counseling were

offered such referrals. Nearly two-thirds (64%) of persons referred had event reac-

tions suggestive of PTSD or depression. The most exhibited event reactions of
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persons referred for additional mental health services included: sadness/tearfulness

(45%), anxiety/fear (46%), sleep difficulties (35%), irritability/anger (36%), extreme

change in activity level (34%), distressing dreams (28%), intrusive thoughts or

images (33%), difficulty concentrating (31%), and/or isolation/withdrawal (25%).

Event reactions for individuals who were not referred for additional mental health

services ranged from 15% to 41% in these areas.

Project Liberty Evidence-Informed Enhanced Services

The accumulated evidence from first-year studies of the mental health impact of

September 11th and from the Project Liberty service delivery process showed that,

while the project’s short-term psycho-educational services were likely sufficient to

facilitate a rapid return to pre-disaster functioning for the majority of individuals

encountered, these services alone were not sufficient for the sizeable minority of

individuals who, 1 year after the attacks, continued to experience persistent trau-

matic symptoms at levels resulting in substantial functional impairment.

Project Liberty service encounter data showed that nearly half (48%) of all

counseling service recipients encountered in the 12 months following September

11th exhibited event reactions suggestive of PTSD and/or depression, and that the

proportion of individuals exhibiting these reactions did not show a consistent pat-

tern of decrease over time. These findings agree with evidence from a study by North

et al. (1999) that assessed mental health after severe trauma, which suggests that up

to one-third of those who develop PTSD may continue to meet full PTSD criteria

6 months after the traumatic event, and that a substantial proportion of persons

may continue to suffer symptoms in the long term.

NYSOMH used this new information to expand Project Liberty services to meet

the needs of more severely impacted individuals with new screening methods, a

broader set of free, evidence-informed brief counseling interventions, and additional

training and technical assistance to a select set of service providers. These expanded

services, known as Project Liberty enhanced services, were approved by FEMA and

SAMHSA in August 2002. This is the first time that such an expansion of crisis-

counseling services has been authorized under an FEMA grant, and it exemplifies

how federal and state agencies worked together to move the field of public health

disaster response forward based on needs survey data and current evidence-based

knowledge.

In implementing this new component of the CCP, NYSOMH identified a select

group of qualified providers for Project Liberty enhanced services. Additionally,

NYSOMH collaborated with the September 11th Fund and the American Red

Cross – who partnered to fund a mental health benefit for September 11th direct

victims and their families – to insure that individuals encountered through Project
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Liberty would be screened for benefit eligibility, which for qualified individuals

paid for all mental health treatment outside of Project Liberty. In addition to these

efforts, NYSOMH reallocated $33 million in Project Liberty funds to more inten-

sively address the serious and continuing September 11th-related mental health

needs of New York City’s schoolchildren.

The Child and Adolescent Trauma Treatment Services program

In the aftermath of the World Trade Center disaster, NYSOMH was greatly con-

cerned about possible significant and lasting effects the disaster might have on

children and adolescents. Previous studies from the Oklahoma City bombing had

shown significant psychological distress and problems among children and adoles-

cents exposed directly and indirectly to the bombing (Pfefferbaum et al., 1999,

2000, 2001).

Through funding from SAMHSA, NYSOMH created the Child and Adolescent

Trauma Treatment and Services (CATS) program, which was designed to reach chil-

dren and adolescents affected by September 11th who showed severe symptoms as a

result of trauma or who had not improved through existing services such as Project

Liberty. CATS was a nine-site collaborative project that offered affected youths inten-

sive, evidence-based trauma treatments provided by mental health professionals

who had received specialized training from nationally recognized trauma experts.

The project also provided direct outreach to school districts where a high proportion

of students had been affected. Referrals for CATS services were made in a number of

ways, including through Project Liberty and the LIFENET hotline.

Based on its review of the child trauma literature, CATS identified two therapies

that are demonstrated to be effective with traumatized youth. The Child and Parent

Trauma-Focused Cognitive Behavioral Therapy Treatment Manual (Cohen et al.,

2002), and is based on a program used extensively with sexual abuse populations

and targeted toward children between 3–18 years of age who show significant emo-

tional or behavioral difficulties after exposure to a traumatic life event, such as the

September 11th disaster. The Trauma/Grief-Focused Group Psychotherapy Program

(Layne et al., 2001) is directed toward adolescents (aged 12–18 years) and was

developed by members of the University of California, Los Angeles, and Trauma

Psychiatry Service. This program is used in Southern California with adolescents

exposed to community violence and in postwar Bosnia with severely war-exposed

school students. Results from studies of the effectiveness of these treatments show

significant reductions in post-traumatic and grief symptoms, improvements in

grade point averages, reductions in the number of disciplinary actions, and

improvements in classroom attention and concentration (Saltzman et al., 2001).

Both treatments demonstrate an overall decrease in impairment in addition to

symptom reduction. In total, about 445 children received CATS services.
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Program evaluation

NYSOMH, in collaboration with New York City, the participating counties, and

academic partners, conducted a multifaceted evaluation of Project Liberty. In

addition to the collection of service encounter data, information was gathered

from stakeholders involved in providing and receiving crisis counseling to docu-

ment issues related to the program’s implementation and operation, and the needs

of the communities served. Feedback from crisis-counseling recipients was sought

through surveys and telephone interviews regarding their experiences, needs, and

opinions on the helpfulness of Project Liberty and their satisfaction with the care

received from crisis-counseling providers.

Respondent demographics for the outcome survey (N � 352) showed the

majority as female (57%), with an ethnic breakdown composed of 53% Caucasian,

21% Hispanic, and 11% African American. Among survey respondents, 84% saw

the World Trade Center attacks live or on television; 36% thought they would be

injured or killed; 32% lost a family member; 23% had personal possessions dam-

aged in the attacks; 19% were evacuated from an area due to the attacks; 22% lost

a job due to the attacks; and 23% were involved in rescue efforts. The Project

Liberty evaluation found that recipients rated services received highly, with per-

centages of “good” to “excellent” ranging from 90% to 97%, and an overall quality

rating of 97%. Similarly, recipients rated the efficacy of services received highly, with

an overall rating of 94% ranking “good” to “excellent.” Comparison of functioning

prior to the attacks to current functioning following receipt of Project Liberty serv-

ices ranged from 69% to 83% as “same” or “improved” in areas for employment,

school, maintaining relationships, handling daily tasks, maintaining health, and

involvement in activities.

The evaluation provided useful information about program operations that

assisted in decision making. It also informed disaster preparedness efforts by

describing the implementation process used, identifying best practices and obsta-

cles encountered, and based on the lessons learned, making recommendations

about how to organize a mental health response in the future. Given the scope of

this project, its innovations, and the unfortunate but likely need for future broad-

scale responses to disasters, we believe the evaluation of Project Liberty effective-

ness was critical. This also represented the first time in US history that a FEMA

program was intensively evaluated for effectiveness.

In addition to the Project Liberty evaluation, CATS also conducted a number of

ongoing evaluations to examine the effectiveness of its treatment intervention pro-

grams. The first examined a wide range of symptoms including anxiety, depression,

overall functioning, and substance use. Data were collected at intake, treatment com-

pletion, and 3-month follow-up intervals from children and their parents. CATS

also evaluated aspects of the therapeutic process that contributed to improvements
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in mental health outcomes. Lastly, the project studied the implementation processes

associated with delivery of these evidence-based interventions in a variety of settings

including schools, outpatient clinics, and community-based clinics. Understanding

gained from these activities will be used to inform the implementation of evidence-

based practices on a large scale.

Challenges, lessons learned, and implications for policy development

The magnitude and devastation of September 11th presented unprecedented chal-

lenges to NYSOMH in implementing Project Liberty immediately following the

attack. Challenges included working in a chaotic post-disaster environment, devel-

oping protocols and infrastructures for a major new emergency public health

intervention, and simultaneously preparing grant submissions for federal aid to

obtain project funding. What we have learned from these challenges in developing

and implementing such a large-scale program may prove valuable in future plan-

ning for community mental health disaster preparedness.

Challenges posed in development and implementation

Although it was certain that there would be major mental health implications as 

a consequence of the disaster, the dimensions of the need were largely unknown.

The needs assessment was demanding due to the inherent difficulties in rapidly

assessing the number of human deaths, injuries, and evacuations, and the physical

and economic consequences following a catastrophic disaster. In addition, the use

of FEMA’s disaster mental health response program model, with the exception of

the Oklahoma City bombing, had previously been confined to the aftermath of

natural disasters in less densely populated geographic locations with less heteroge-

neous populations. It was necessary to adapt the model on a large scale to meet the

needs of the sizeable, diverse population in a broad geographic area that included

the five boroughs of New York City and 10 surrounding counties, and to reflect the

fact that this disaster was caused by an intentional act of mass violence as opposed

to the forces of nature.

Project Liberty’s large-scale outreach effort needed to efficiently address issues

including, but not limited to, contracting, staffing, training, budgeting, and inform-

ing the public of the existence and services available through Project Liberty. To

meet these challenges, a variety of mechanisms were developed and implemented

to sustain the infrastructure necessary to create and support effective outreach

services within a short time span. These mechanisms included establishing new

contracts to allow the emergency mental health funds to flow from state to local

government; developing new service claim and reimbursement mechanisms; creating

new service encounter reporting forms and procedures to monitor the program’s
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geographic and demographic penetration; designing and disseminating print and

electronic public education materials; creating a media campaign to inform the

public about Project Liberty and its services; recruiting counseling staff to supple-

ment existing staff; and developing curricula and providing training to thousands

of mental health professionals and paraprofessionals in community outreach and

disaster mental health counseling.

Such challenges required the rapid development of new expertise within the pub-

lic mental health system, drawing upon the assistance of a wide range of experts

from around the country. Perhaps the most dramatic challenge was a shift from a

focus on severe mental illness to the mental health of the general population using

a public health model. Completely new service infrastructures were built, with

large-scale provision of community-based, psycho-educational services to people

who might have been responding normally to an abnormal experience, but who

were impaired by fears of the intensity of these reactions. Promotion of healthy cop-

ing in response to psychological trauma was also a major shift in emphasis for

NYSOMH. As a result of this disaster, the residents of greater metropolitan New

York may be among the best educated in the country with respect to response to

psychological trauma.

The New York City and county mental health departments developed local plans

of service and recruited existing mental health agencies to participate. The project

assisted localities in identifying and contracting with a large number of culturally

competent and specialized providers were capable of meeting the crisis-counseling

needs of the affected populations, which were remarkably diverse in terms of socio-

economic status, age, ethnicity, culture, language, geographic spread, and special

needs. Among nearly 200 mental health agencies participating in the delivery of

Project Liberty services, more than 8,000 workers were trained in outreach-based

disaster mental health counseling and public education techniques.

Lessons learned

The rapid implementation of Project Liberty, within 6 weeks of the disaster, and

the high volume of services delivered has demonstrates that the fundamental goal

of the project was met in reaching and providing services to individuals in need,

and that such services could aid in the vast majority of people returning to pre-

disaster levels of functioning. However, the numerous systemic challenges with

development and implementation indicated that the public mental health system,

including the provider community, was not sufficiently prepared to respond to 

terrorism.

Responding effectively required a dramatic expansion of focus to the entire pop-

ulation and large-scale provision of out-of-the office, psycho-educational services

that were unfamiliar to most providers, but are the essence of a public health
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model. Because disaster mental health has not been a central part of clinical training

or public health, all programs had to be developed essentially from scratch imme-

diately in the aftermath of the disaster. This took vast amounts of time and energy.

Moreover, disaster mental health funding streams historically have not supported

the brief, more intensive services needed to enable individuals with more severe

and persistent traumatic reactions to return to pre-disaster functioning. We believe

the new enhanced services program instigated by NYSOMH is one of our more

valuable contributions to planning for large-scale post-disaster programs.

Implications for mental health and homeland security policy

Components of a comprehensive mental health terrorist-response strategy include

a broad-based outreach and public education effort concerning normative reactions

to trauma, and supportive counseling to respond to emotional distress. Additionally,

the identification of individuals with intensive and persistent trauma reactions

must be included as well as provision of appropriate interventions for populations

at risk for trauma-related disorders. Last, resiliency at the individual and commu-

nity levels must be enhanced to promote better preparation for and more effective

responses to terrorist disaster should the need arise again.

The mental health impact of terrorism is substantial, varied and can be persist-

ent, particularly in an environment of ongoing threats, an environment in which

“the major impact of terrorism is terror.” The public sector is capable of mounting

a large-scale response, but to do so requires intense intergovernmental collabora-

tion and flexibility. Since terrorism is new to us, the necessary infrastructure for an

effective mental health response to terror has to be built largely from scratch; once

built, government needs to support its persistence over time as a preparedness

strategy. Government also needs to support continued clinical and services

research concerning the mental health impact of terrorism and effective clinical

and organizational interventions, as scientific knowledge remains scarce. The

experience and knowledge gained in New York should be used to inform national

level planning and policymaking concerning the role of mental health in home-

land defense.
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When the New York City (NYC) Department of Mental Health contracted with the

Mental Health Association (MHA) of NYC in 1996 to start a new program called

LifeNet, all parties believed that this multi-cultural, 24-hour, seven-day-a-week

professional crisis, information, and referral hotline would become an essential

vehicle for promoting access to treatment resources around the City. In doing so,

they laid the foundation for mobilizing the largest mental health disaster response

in the nation’s history.

In addition to expanding the hotline’s geographic reach beyond the five boroughs

of NYC, LifeNet’s extended role has encompassed aspects of professional training and

outreach to businesses and community groups; central coordination of referrals for

the Federal Emergency Management Agency (FEMA) funded counseling program,

Project Liberty; and administration of an innovative program, funded jointly by the

American Red Cross (ARC) and the September 11th Fund (SEF), for enabling access

to mental health and substance treatment for “primary victims” of the disaster.

This chapter will discuss the various roles the MHA of NYC’s LifeNet has played

in the post-disaster recovery, and review the many lessons learned – thus far – in

this ongoing effort.

LifeNet before the disaster

Lesson 1: Before a major disaster occurs, it is a major advantage to have
a behavioral health hotline that is already performing functions that are
useful following a disaster on a daily basis.

The success of LifeNet’s post-disaster experience resulted from its pre-disaster his-

tory. By establishing a credible presence in the community prior to September 11th –

through building relationships with government agencies, law enforcement, social

service provider networks, the media, and a multi-cultural public at large – LifeNet
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was poised to take on the broad, multi-level spectrum of challenges unfolding in

the wake of this unprecedented catastrophe.

Partnering with government, agencies, and community at large

Although the MHA of NYC and its LifeNet service enjoyed a positive relationship

with the State Office of Mental Health before the disaster, LifeNet’s primary net-

works were within the NYC limits. Through its founding partnership with the

City’s Department of Mental Health, LifeNet built strong ties in subsequent years

with the City’s Department of Health, the Department for the Aging, the City’s

Board of Education, and the NYC Police Department. LifeNet’s professional hot-

line service was attractive to these systems due to its promise of making mental

health and substance treatment referrals a simple process.

Police officers, school counselors, hospital or clinic staff, members of the clergy,

senior center workers, or anyone near a telephone could call at any time of day to

anonymously seek services for themselves or someone they cared about. The major-

ity of LifeNet’s staff comprises master’s level social workers, most of whom have had

extensive experience in working with persons suffering from mental health or sub-

stance problems. A caller would speak to a LifeNet staff member who would listen

to the problem, assess its nature and severity, and provide the caller with appropri-

ate referrals to services from a database of over 6000 support and treatment

resources. In addition, LifeNet’s separate hotlines for Chinese and Latino callers (as

well as a translation service for other languages) have made it easier for cultures not

traditionally known to be high users of mental health care to seek services in their

own language.

Although the vast majority of LifeNet’s calls have been information and referral-

related (99%), LifeNet is known by many as the city’s “crisis hotline.” The hotline

has authorized linkages with the city’s crisis and emergency services, including

Emergency Medical Services and the City’s 25 psychiatric mobile outreach teams.

LifeNet has been central to all of the Department of Mental Health’s disaster plan-

ning efforts, used primarily by on-site mobile outreach teams as an information

and referral line for survivors needing additional support services.

Promoting awareness through public education campaigns

LifeNet has developed strong public recognition over 5 years through citywide

public education campaigns and grass roots outreach activities. LifeNet joined

with the Department of Mental Health and other city agencies in several major

campaigns designed to reduce the stigma of mental illness and promote awareness

of mental health problems. Campaigns targeted the general public as well as spe-

cial populations, including seniors, adolescents, serious and persistently mentally

ill persons, Latinos, and Asian-Americans. For 5 years prior to 9/11, MHA of NYC



and LifeNet personnel conducted extensive multi-cultural outreach among service

providers, and in schools, community centers, workplaces, faith-based organiza-

tions, and other key locations to enhance awareness of mental health concerns and

promote access to treatment through the hotlines.

Call volume pre-9/11

By September 2001, LifeNet’s years of outreach and public education work had

yielded increasing call numbers, which had roughly stabilized at approximately

3000 calls per month over the previous 8 months. Many of LifeNet’s callers (40%)

had reported no previous history of seeking treatment, reinforcing our belief that

this was a non-stigmatizing, highly accessible method of seeking help.

Although no disaster plan had been constructed to prepare for the events that

were soon to unfold, LifeNet’s high visibility, its City partnership and its ability to

handle high call volume had unknowingly prepared the organization to ramp up

for a broad-scale response to catastrophe. As a federally funded case study con-

ducted by the National Center for Post-traumatic Stress Disorder (PTSD) noted in

their description of New York’s 9/11 mental health response:

Communication systems are a critical element of a disaster mental health response plan. “The

communications infrastructure [such as LifeNet] must be something that consumers recognize,

government recognize, and providers recognize as a central means of communicating about or

accessing services.” It is critical for this system to be in place beforehand.… A joint venture of

NYC DMH and the Mental Health Association, LifeNet had relationships with government at all

levels and with service providers. It was critically important, perhaps the “single most important

asset in the response”. (Norris et al., in press)

September 11, 2001: the immediate disaster response

Lesson 2: When a major disaster occurs, it is important to have a vehicle to
efficiently mobilize qualified crisis counselor volunteers to affected sites.

After the planes crashed into the World Trade Center (WTC), communications

around the city were severely disrupted. The toll-free phone lines in LifeNet’s call

center, 20 blocks north from the scene, fell silent. Outside our offices, thousands of

pedestrians marched swiftly, uptown, away from the WTC Towers. When it was dis-

covered that the toll-free lines were not working, we quickly provided our alternate

phone numbers to our colleagues at the Department of Health and Mental Hygiene’s

(DOHMH) communications office, who relayed the information to the media.

LifeNet’s Director sat with his staff and reviewed post-disaster crisis counseling 

techniques, discussed symptoms of acute stress disorder, and prepared them for the

calls we expected to come at any moment. On September 11, 2001, LifeNet had fewer

calls – 16 – than on any other day in its history.

284 John Draper et al.
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Early hotline calls were typically related to basic needs

In the days and weeks immediately following the collapse of the Twin Towers,

LifeNet received a mix of calls unique to the disaster reflecting a need for basic

information about missing persons, or available charitable benefits related to food,

cash, and shelter. Some callers reported acute stress symptoms, such as a horrified,

sleepless delivery driver who escaped Tower Ones minute just before its collapse,

who had to drive his truck “over bodies and body parts” to leave the scene.

Emerging importance of coordinated mobilization of trained professionals

Beginning of September 12, 2001, through the Office of Emergency Management

command center, the city and state governments called on LifeNet to identify,

organize, and dispatch thousands of crisis counselors to family assistance centers,

shelters, workplaces, schools, and community centers around the City. Each day,

from September 12, 2001, through December 2001, LifeNet worked together with

DOHMH, the State Office of Mental Health and the ARC to maximize coordination

of up to 100 personnel per day at the family assistance centers. This crew formed the

basis of the Trauma Resource Network, a group that continued to meet regularly for

the next three years to collaborate on the delivery of long-term recovery services.

Meanwhile, LifeNet was receiving hundreds of calls from counselors, trauma

experts, and disaster support teams from all over the city, state, and nation, want-

ing to volunteer their services. For weeks, it seemed that we received more calls

from well-intentioned individuals seeking to give assistance than from persons

actually seeking help. Sorting through qualifications from many hundreds of vol-

unteers to determine fitness for deployment was often a precarious endeavor. We

typically relied on major NYC mental health providers to constitute the core force

of volunteers, most of whom had no previous experience in post-disaster crisis

counseling. Clearly, in planning for a mental health response to a disaster of this mag-

nitude, it is crucial to have both procedures for credentialing qualified volunteers and

coordination in place to ensure that counselors provide the support most appropriate

for the situation.

However, our greatest challenge came in responding to the scores of requests

from shaken schools, community centers, and workplaces around the city seek-

ing an outreach worker to conduct group crisis counseling. LifeNet needed to 

find counselors who were qualified to conduct crisis counseling and who were will-

ing and able to go before groups in a wide variety of settings. Only a few services 

in the city had regular experience and training in these skills, and they were used

exhaustively.

Lesson 3: Following a large-scale disaster, there will be a need to expand
and adjust local mental health resources to respond to persons in distress.
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Resource needs become clear

Emerging from the first 2 weeks of the disaster, we met with officials from local

government and charitable foundations and recommended the following resource

needs based on our experience:
● expansion of LifeNet to meet the continuing and expected growth in calls;
● extensive mobile outreach services to affected persons throughout the commu-

nities of NYC and beyond;
● greater coordination of services across agencies to reduce service duplications

and identify service gaps;
● preparing clinicians for work with disaster-affected populations via “best prac-

tices” trainings;
● an ongoing public education, multi-media messaging, and outreach campaign

to promote awareness of disaster-related mental health problems and access to

relevant support services;
● continuing disaster planning and preparation, utilizing a centralized communi-

cations infrastructure to enable better coordination of resources.

LifeNet hotline expansion through the SEF

Parallel to the flood of volunteers was the speed and generosity in which individu-

als, businesses, foundations, and government agencies sought to provide financial

assistance to meet the massive mental health needs of the many thousands of New

Yorkers shocked and devastated by the tragedy.

During the week of September 11, 2001, The United Way of NYC – in partner-

ship with the New York Community Trust – created the SEF, and collected over

$518 million, more than $128 million of which was received within the first 2

weeks after the disaster (September 11th Fund Report, 2002). Beyond extending

direct cash assistance and other immediate benefits to impacted families, the SEF

determined that the need for expanding LifeNet’s hotline network was its top men-

tal health funding priority. In just over 2 weeks after the disaster, the Fund provi-

ded a grant to LifeNet to enhance its disaster response infrastructure.

In addition, the SEF allocated funds to form LifeNet’s Crisis Resource Center

(CRC), comprising dedicated personnel to facilitate the continuing group out-

reach requests and mobilization of crisis counselors. The CRC’s function was two

fold:
● Provide support to communities – neighborhoods, businesses, and other organ-

izations – by coordinating and mobilizing mental health professionals to work

with groups
● Equip regional mental health professionals with the skills and tools they need to

serve their clients and patients after 9/11.



The CRC’s initial role of mobilizing outreach to distressed groups within the com-

munity waned as Project Liberty counselors began to proactively deliver psychoe-

ducation and outreach services throughout the New York area. However, its role in

the massive, two year promotion of the SEF-sponsored trauma and bereavement

treatment trainings to professionals – as will be described further in this chapter –

became central to the City’s response to the long-term recovery needs of 9/11-

affected New Yorkers.

Aside from the services provided through the SEF’s support, FEMA initially

granted $22.7 million for New Yorkers to provide free crisis counseling resources

through a program to be administered by the New York State Office of Mental

Health (SOMH), called Project Liberty.

LifeNet as a centralized access vehicle for Project Liberty services

By the end of October 2001, Project Liberty service providers were positioned to

provide a valuable resource for the thousands of LifeNet callers seeking referrals

for crisis counseling and public education services. The New York SOMH desig-

nated 1-800-LIFENET as the central hotline to assist New Yorkers in accessing all

Project Liberty sites in NYC and its 10 surrounding counties.

Project Liberty’s public education campaign

Soon after the disaster, Project Liberty would embark on the most comprehensive,

ongoing mental health public education and media campaign ever launched in the

New York area, and the most broad-scale post-disaster mental health media campaign

ever supported by the federal government. Beginning in November 2001, this cam-

paign stretched across the city and its surrounding counties, with 1-800-LIFENET as

the hotline anchoring all communications. The SOMH’s Project Liberty office devel-

oped English and Spanish television and radio ads that were broadcast in neighbor-

hoods from NYC to as far as upstate New York, New Jersey, and Connecticut. The

NYC’s Project Liberty Office and the DOHMH blanketed the local subways, tele-

phone kiosks, and billboards with Project Liberty messages and LifeNet’s phone num-

ber. Brochures describing common emotional, behavioral, and physiologic responses

to disasters – as well as the scope of Project Liberty services and how to access them

through LifeNet – were developed and distributed throughout the New York area.

Web sites, newspaper ads and articles further alerted the public to these counseling

services, accompanied by legions of Project Liberty outreach workers combing the

communities to distribute literature and provide a supportive presence.

As Project Liberty media and outreach saturated the region from November

2001 through March 2002, LifeNet calls continued to surge upward. LifeNet’s CRC

worked closely with the NYC Project Liberty office, which assigned the various

287 Central role of Mental Health Association of New York City
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Project Liberty providers to the continuing group outreach requests from LifeNet

callers. But the vast majority of calls were from the many thousands of distressed

individuals who were seeking services for themselves or their loved ones.

LifeNet call volume trends after 9/11

LifeNet’s professional staff utilizes a customized software application that allows

them to efficiently assess caller needs, manage confidential caller information, and

facilitate referrals from a database of nearly 6000 services. From the aggregate data

it collects, the software can instantaneously produce a variety of reports that can

demonstrate geographic, demographic, and/or temporal trends in behavioral

health problems reported, services needed, etc. However, because LifeNet workers

are engaged in an information and referral process rather than in conducting

research, they only record information about callers that is necessary for enabling

an efficient referral. While blank fields in call records are common, they are not

systematic, and the large sample size of calls over the years has shown general reli-

ability in using the recorded data to measure call trends.

As noted in Table 18.1, LifeNet calls have more than doubled in volume since the

disaster. The prominent trends related to LifeNet call volume have been driven by

three primary, interrelated factors: media influences; broad-scale “activating events”;

and temporal distance from September 11, 2001.

Lesson 4: In order to inform the public about available behavioral health
resources for support following a disaster, it is vital to conduct public edu-
cation campaigns linked to a central hotline to facilitate access to services.

Media influences

Clearly, no single factor has had greater affect on LifeNet call patterns than Project

Liberty’s multi-media public education campaigns. From December 2001 until

December 2003 when the final Project Liberty print campaign appeared in sub-

ways, LifeNet’s number was publicly advertised in one or more media for 13 of the

24 months. The television ads, which were seen in much of the tri-state area pri-

marily during 2002 (for 8 months), were the most significant media prompt to call

LifeNet, as calls to the hotlines rose anywhere from 11% to 103% when they were

added to the print campaign. In 2003, when only the television ads appeared in

March, calls rose 40%, and returned to their pre-March levels after the ads ceased.

One Project Liberty multi-media campaign that was particularly effective in target-

ing a specific demographic group was designed to reach parents and adult 

caregivers of children who had been affected by 9/11. The importance of reaching

affected youngsters was reinforced by a survey conducted by the Columbia Psychiatric
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Institute in partnership with the NYC Department of Education, which showed that

approximately one in five children in grades 4–12 in NYC-area public schools had

some significant emotional problem 6 months following the disaster (Hoven et al.,

2002). A combined Project Liberty–LifeNet television, poster, and brochure cam-

paign targeting children and caregivers sustained a 58% increase in calls for children

under 12 years old (the campaign’s primary target group) and a 44% increase in 

adolescent-related hotline calls (the secondary target group) from September

2002–August 2003.

In the first 6 months after 9/11, half of LifeNet’s callers reported that they had

never sought treatment before, a significant increase of novice users over pre-9/11

rates (41.5% with no treatment history, March 2001–August 2001). Many of these

new 9/11-related treatment seekers attributed the Project Liberty media campaign

as the prompt for calling the hotline.

While there were periods when print and broadcast journalists gave 9/11 inten-

sive and extensive coverage, this type of media had little or no effect on hotline calls

unless the report specifically mentioned 1-800-LIFENET. However, when such

reports featured LifeNet and explicitly described the services it could offer for 

Table 18.1. LifeNet call volume

Month 2001 2002 2003

January 2978 6646b 6661

February 2805 5735 5488

March 3158 7857b 7711a

April 2968 5887 6393

May 3123 5037 6330

June 3341 4809 6087

July 3248 5187a 6353

August 3098 9057b 5950

September 3404 12,602b 6334

October 5194 8856b 6408

November 4647 6339 5158

December 5310a 7016b 5316

July–August 2001, monthly average � 3173

September–December 2001,

monthly average � 4639

2003, monthly average � 6182

2002, monthly average � 7086

aProject Liberty television campaign only.
bProject Liberty multi-media campaign.
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victims, the results could be dramatic. For example, when LifeNet was mentioned

in a front-page New York Times article on 8/21/2002 describing its role in enrolling

“primary victims” who were eligible for the SEF’s and ARC’s “mental health bene-

fit program” (see description later in this chapter), it persuaded hundreds of callers

to contact the line on that day … and for each day after for a solid week.

Lesson 5: Broad-scale activating events alone – such as anniversaries –
are not likely to promote more mental health help-seeking unless a public
education campaign is co-occurring with the event.

Broad scale activating events

Calls to LifeNet began to exponentially increase in October 2001, well before any 

of the far-reaching Project Liberty ads were developed. The work of the City’s

DOHMH to distribute the LifeNet number to the media within a day of the attacks

(and in subsequent press releases) was instrumental in creating greater public

awareness of this hotline. However, the symptoms of continuing acute stress disor-

der and the onset of PTSD began to emerge in October, and were further activated

by the alarming reports of anthrax in Florida, Manhattan, and New Jersey. At that

time, it was not clear how these initial post-9/11 activating events were interfacing

with the wider distribution of the hotline number to affect the first remarkable

increase of calls in October 2001 (53%).

In March 2002, print and broadcast journalists from all over the world focused

attention on the status of NYC and its residents in preparation for the “six-month

anniversary of the September 11th attacks”, a period in and of itself heretofore unfa-

miliar to typical post-catastrophic observances. Beams of light shot skyward in a

memorial tribute from Ground Zero; a vivid French documentary filmed by a crew

just blocks from the WTC on 9/11 was broadcast on a major television network;

news reports replaying film of the attacks were frequently shown on networks; and

Project Liberty messages appeared on television, subways, in newspaper print, and

heard on the radio. While the notion of a six-month anniversary alone may not have

been a sufficient “activating event”, the surrounding exposure from the media

clearly was: distressed callers dialed LifeNet’s line in unparalleled numbers, with

37% more persons phoning in March 2002 than the previous month. As one caller

in March reported:

ALL THIS MEDIA, THESE REMINDERS … IT’S KILLING ME. After the towers fell, I was

digging for survivors for days – picking up body parts, fragments, different colored skin tissues, and

toys. I did that for 5 days straight, moving and loading bodies, until I couldn’t handle it anymore.

It’s made me a different person … somebody I don’t recognize, somebody I don’t want to be. I’ve

lost my job … I’m drinking all the time. I can’t go near the news – I get all choked up – and I
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smell that putrid odor from the site all the time, I see the pile, the bodies … I don’t know how I’ll

ever get over it if I haven’t gotten over it by now …

LifeNet’s experience of the six-month anniversary was a small-scale preview of what

could be expected when the first anniversary arrived. Prior to August 2002, the

largest single number of calls to register on the LifeNet hotlines was 515 calls on the

six-month anniversary of March 11, 2002 (nearly 200 calls above its previous high).

In the weeks approaching the actual anniversary, LifeNet averaged nearly that num-

ber every weekday, with over 650 calls a day received the week of September 11th.

On the day before the anniversary, the anticipatory anxiety levels were nearly equal

to the experience of the anniversary itself. On September 10th, LifeNet registered

758 calls, and on September 11th, LifeNet realized a new peak of 761 contacts.

Approximately 70% of callers were seeking services directly related to problems

resulting from the 9/11 attacks (as compared to approximately 40% of callers over

the past year). For that memorable month, calls occurred at four times the rate seen

pre-9/11/2001.

The calls on the anniversary captured the lingering devastation of the attacks a

year before, as the stories and symptoms of witnesses, evacuees, family members,

rescue workers, and others were recounted in fresh, explicit detail. Several callers

contacted LifeNet stating, “Today is my birthday,” disturbed by how the attacks

robbed them of their feeling of celebration. Almost every other caller described

symptoms of post-traumatic stress (PTS), with sleep problems, flashbacks, and

anxiety about their safety prominent among their concerns. Most of them received

Project Liberty referrals. Simply, September 11, 2002, was apart from anything that

LifeNet has ever experienced.

While broad-scale activating events have certainly occurred, their impact on

LifeNet calls seems inextricably linked to accompanying media that directs distressed

persons to the hotline. Following the first anniversary, Project Liberty media cam-

paigns appeared only during December 2002 and during the war with Iraq in March

2003 (for 3 weeks). Other than those 2 months, at no other times during the past 15

months have LifeNet calls spiked in accordance with potentially activating events such

as terrorist alerts, embassy bombings, and the second anniversary of the attacks.

Lesson 6: Help-seeking for mental health care is more pronounced begin-
ning a month to 3 months after the disaster, continuing at higher rates
for at least 2 years thereafter.

Temporal distance from the disaster

While calls to the hotline rose within 2 weeks following the attacks, they were consis-

tently and dramatically higher than pre-9/11 call volume beginning the third month

after the disaster, continuing to date. Calls to the LifeNet hotline network rose over
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98% the first year after 9/10/2001 (36,254 calls). In the second year beginning

9/11/2002, calls rose 130% over pre-9/11 rates (83,627 calls), with many calls occur-

ring during and shortly after the first anniversary.

In Table 18.1 it is clear that in 2002 extraordinary increases in calls fluctuated

with the presence of media and specific activating events, such as anniversaries.

However, in 2003, LifeNet had less media presence than at any time in its 7-year

history (3 weeks of television ads, 2 weeks of subway poster placements).

Nevertheless, monthly call rates in 2003 virtually stabilized at levels just over dou-

ble those observed for the year prior to 9/11.

The increase in calls over the second year is comparable with the help-seeking

behaviors of the survivors of the 1995 Oklahoma City bombings. Nancy B.

Anthony, Executive Director of Oklahoma City Community Foundation, observed

that it took 2–3 years before most of the persons suffering from bombing-related

psychiatric problems sought counseling (Goode & Eakin, 2002). In spite of appar-

ent consistencies in experience, specific LifeNet data regarding the actual ratio of

LifeNet 9/11 calls to non-9/11 calls in 2003 suggest a scenario different from

Oklahoma City. Although overall calls have increased, the frequency of callers

reporting 9/11-specific problems diminished noticeably, from 1 out of 3.6 callers

in 2002 to 1 out of 5.7 callers in 2003.

Why then, have LifeNet calls gone up over time, while 9/11-specific calls

decreased? Certainly, one explanation for the general call escalation must be that

the Project Liberty 2002 media campaign allowed LifeNet’s number to successfully

penetrate public awareness, particularly within the human service culture (agen-

cies throughout the City accounted for the overwhelming majority of referrals to

the hotline in 2003). Second, it may be that the unprecedented media and outreach

campaign was so potent that it prompted many more persons to seek help sooner,

rather than later (as in Oklahoma City).

However, there may be a more insidious 9/11-related explanation for the higher

number of calls. That is, the further we move away from the terrorist attacks, the more

difficult it is for emotionally affected persons to identify 9/11 as a significant factor

related to their current concern. Experts in trauma research state that many persons

emotionally affected by catastrophic events tend to delay seeking professional mental

health services until other crisis situations emerge, such as job loss or problems in

their relationships (CDC press release, September 2002). Specifically, the accumula-

tion of such stressful life events for persons who have been exposed to the WTC

attacks have resulted in devastating psychological affects. In a survey of persons living

in Manhattan, those who reported significant disaster exposure and had one major

stressor (loss of a job, loved one, etc.) since 9/11 had a 4.5-fold greater incidence of

PTS symptoms. Exposed individuals with more than one stressful event reported PTS

symptoms had a 47 times greater frequency of PTS symptoms (Galea et al., 2003).
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Other trends in LifeNet call data

Lesson 7: Certain prominent ethnic groups – such as Asian and Latino
populations – are not nearly as likely as non-minority groups to seek free
behavioral health services following a disaster, even with aggressive, cul-
turally targeted outreach efforts.

Comparisons among the Asian, Spanish, and general LifeNet hotlines reveal some 

cultural differences in post-disaster help-seeking behaviors

With two well-established, culture-focused hotlines – Asian LifeNet and Ayudese

(Spanish LifeNet) – adjoining the general LifeNet number for 2 years prior to the

attacks, the hotline network was positioned to assist a cross-section of cultures

widely impacted by the disaster. Since the catastrophe, the culture-focused hotlines

have registered remarkably few calls, particularly in comparison to the general

LifeNet line (see Figure 18.1) and in light of the disaster’s well-documented impact

on these cultural groups. Interestingly, both non-English lines showed a slight

decline in calls for the first 6 months after the disaster, while LifeNet’s calls nearly

doubled in that same time frame.
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Figure 18.1 Growth comparison among call lines.



There are several factors that may be contributing to the little or no rates of

increase among the Asian and Spanish hotlines. First, the relative absence of

culture-focused Project Liberty ads (particularly for Asian ethnic groups) has had

some bearing on call rates. Although all Hispanic print ads, radio commercials and

outreach clearly publicized the 1-877-AYUDESE hotline number, it was not until

the Project Liberty television ad was broadcast in Spanish around the first anniver-

sary that Spanish calls began to show a marked increase (rising from a 9% increase

6 to 11 months after the attacks to a 32% increase in the fall of 2002). In all,

seven separate English Project Liberty television ads were produced and rotated

through several network and cable stations for a total of 27 weeks, as compared to

approximately 10 weeks for the single Spanish television ad. Although more than

500,000 Asian (Chinese and Korean) Project Liberty brochures were disseminated

and Asian newspapers and radio featured stories about 9/11 mental health, no Pro-

ject Liberty radio, television, or subway campaigns specifically targeted the Asian 

community.

In spite of the comparatively limited Asian and Latino public mental health

messaging by Project Liberty, there are other reasons to suspect that call rates for

these hotlines would still have been lower than what was experienced on the gen-

eral English-oriented LifeNet hotline. In general, treatment seeking is lower among

these cultural groups, stemming from mistrust, stigma, and the tendency for these

ethnic groups to first seek care through primary care or less formal sources of sup-

port, such as family, friends, clergy, and “traditional” healers (US Department of

Health and Human Services Report, 2001.) The mistrust factor, in particular, has

some profound relevance to the post-9/11 environment among immigrant groups,

many of whom feared risking identification and deportation if they sought serv-

ices advertised publicly. However, many of the 9/11-affected Asians and Latinos

who have been coming forward for services have been more likely to seek assis-

tance for basic needs such as health insurance or job training and placement (9/11

United Services Group Report, 2002).

Lesson 8: Anxiety disorder symptoms – such as those for PTS – will be
among the most commonly reported problems for many months after the
catastrophic event.

PTS and anxiety symptoms remain the principal concerns reported by callers

In the months following 9/11/2001, LifeNet experienced exponential increases in

the number of callers reporting symptoms of sleeplessness, pre-occupation with

their safety and subsequent attacks, intrusive memories of the attacks, and avoidance

of people, places or things that either reminded them of the disaster or portended

potential risk. Some of the classic PTS symptoms such as hypervigilance – and its
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impact on both psychologic and physical health – are evident in this teacher’s call

to the hotline:

Every day when I get on the subway and walk down the stairs I have to prepare myself. I work at a

school downtown, and had to run for my life with a few hundred kids that terrible day. Now, I

spend the whole day worrying about ‘what ifs’ … what if an attack comes and the kids are in

between periods? They know how to evacuate from a classroom, but not during passing time.

What if an attack comes during recess and everyone is all spread out on the playground? I’ll never

be able to get them to line up, count them and run. It’s all I think about. When I mention it to my

co-workers, they tell me to relax and that I worry too much … I never want to be unprepared

again, I just want to be ready for anything. At the end of the day, I’m relieved that another day has

gone by, and nothing bad has happened. … but each day I feel worse. My stomach is in knots, my

head always hurts, and when I get in my house and close the door, I break down and cry. I feel like

my life has been ruined, and I feel like I’ll never be able to relax again. Maybe I’m losing it …

Prior to 9/11/2001, about one of every 200 problems reported to LifeNet consisted

of PTS symptoms. Six months after the attacks and beyond, 1 in 7 problems

recorded for callers were consistent with one or more symptoms of PTS. Relative

to the exponential increase in calls and problems reported overall in the year after

the attacks, only reports of bereavement complications were disproportionately

noted (322% above the prior year; see Figure 18.2 for more information).
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Figure 18.2 Year-to-year comparison of problems reported by LifeNet callers.
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As also noted in Figure 18.2, reports of PTS were recorded more frequently in the

second year post-9/11, particularly in the months following the first anniversary.

Only problems related to anger management (31%) and family conflicts (33%) rose

significantly in the second year, relative to overall increases in recorded problems

(20%). The growing number of post-traumatic symptom reports to the hotline is

consistent with a statement made by Dr. Rachel Yehuda of Bronx Veteran’s Affairs in

the New York Times: “Everything we know about PTSD suggests that it takes a long

time for the serious cases to make an appearance” (Goode & Eakin, 2002).

Outpatient service and Project Liberty service requests predominate

Traditionally, the most frequent service need recorded for callers to the hotline has

been for mental health outpatient clinic-related needs (individual therapy, med-

ication management, etc.). Since the disaster, requests for outpatient mental health

assistance has remained the most frequent need of callers, becoming even more

prominent in the months furthest away from the disaster. For example, in the 

6 months following the first anniversary of the attacks, mental health outpatient

requests have nearly doubled relative to pre-9/11 rates (Table 18.2).

Since 6 months after the attacks, LifeNet callers have been seeking more outpa-

tient clinic services than ever before. However, following the second anniversary,

outpatient clinic referrals dropped by 23.6%, particularly in the winter of

2003–2004. Interestingly, this trend reflects pre-9/11 patterns, when outpatient

referrals tended to decline in the winter by over 20%. Beyond outpatient clinic

needs, Project Liberty services have been the second most regularly recorded

request. During its months of operation, it is likely that the Project Liberty services

significantly buffered the number of referrals that would have otherwise been

made to outpatient clinics.

Compared to the other common service referral categories, the relatively mod-

est increases in substance abuse/addiction resource referrals is noteworthy. The

greatest number of substance treatment service referrals occurred between 6–11

months after the disaster, but this higher rate was not sustained following the first

anniversary. This trend towards a modest, short-lived increase appears consistent

with findings among rescue workers engaged in the cleanup following the

Oklahoma City bombing, where few new cases of substance abuse problems were

seen among the workers, but significant relapses were seen among personnel with

a history of problem drinking (North et al., 2002).

Although LifeNet does not routinely conduct follow-up, the Robin Hood

Foundation supported a project that enabled this hotline to check on the status of

9/11 callers. Beginning around the second anniversary, LifeNet began calling back

9/11-affected persons who had agreed to participate in the survey after contacting us

for help approximately 3 months earlier. Of the 250 clients contacted in the first 
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3 months of the survey, 77% had linked to services (more than half through LifeNet’s

referrals). Most (89%) of the persons contacted by LifeNet also reported feeling bet-

ter, with the majority feeling “quite-a-bit” (31%) to “extremely better” (13%).

LifeNet’s data suggests what many disaster mental health experts predicted follow-

ing the events of 9/11/2001: more people would be reporting symptoms of PTS, and

more people than ever would be seeking treatment to resolve mental health issues

precipitated or aggravated by the disaster. Many of these persons would require more

sophisticated clinical interventions than could be applied through Project Liberty

encounters.

Many questions subsequently emerged for both providers and funders of post-9/11

treatment services: How do we prevent cost from being a barrier to accessing the men-

tal health care system? Further, it was believed that many persons impacted by this dis-

aster would not seek help if it were provided through the public mental health system.

How then, do we help such persons obtain access to private practitioners? In addition,

9/11 victims have dispersed across the nation and to various regions throughout the

world. How do services aimed at addressing their needs reach them where they are?

In an ambitious and extraordinary undertaking, the ARC and the SEF collabo-

rated with LifeNet to address these concerns for many of the “primary victims” of

the terrorist attacks.

9/11 Mental health and substance abuse program

Beyond the short-term assistance provided by FEMA and the private charities,

both the SEF and the ARC each committed to the support of long-term recovery

programs for victims. By the early spring of 2002, both groups affirmed that in

some form, sustained mental health treatment should be one of the key compo-

nents of their respective long-term recovery efforts.

By June 2002, it was determined that the most effective course would be for both

charities to coordinate their respective plans to support mental health treatment.

1-800-LIFENET was selected as the key point-of-entry to accommodate the wide

geographic distribution of potential beneficiaries, and MHA was designated to be

the administrator of the enrollment process for SEF’s program beneficiaries. All

callers would be screened through the hotline, those who appeared to meet eligi-

bility requirements would be conditionally enrolled, and enrollees would be subse-

quently contacted by either ARC or MHA benefit coordination staff to complete

the process. An added advantage of using LifeNet as the “front-end” for enrollment

was that LifeNet referral specialists could provide alternative referrals for callers

that do not fall within the populations covered by the charity programs.

The task facing the parties was to develop a coordinated mental health program

on an unprecedented scale from the ground up in a very short period of time.
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Operational planning for the combined mental health benefit program took place

during the period June through mid-August 2002, with the program’s official launch

occurring in late-August, 2002. Never before has such a broad scale,“insurance-like”

program for behavioral health been developed and implemented so quickly. Our

joint commitment to this extraordinary program created equally unprecedented

challenges, and led to a series of critical decisions to address these concerns. The

working solutions to major policy and operations questions are summarized below.

Portable benefit model chosen over grant funding

Since the victims and their families came from all over the USA and from around

the world, a model based on grant-funding local mental health providers would be

impractical. The alternative of an insurance-like, portable benefit program under

which beneficiaries would be free to work with mental health providers of their

own choosing – regardless of where they lived – was selected as the model better

suited to the aims of the program.

Eligibility and division of responsibility for victim population pursuant to Mitchell plan

Neither nationality nor immigration status played any part in defining benefit eligi-

bility. Victims from the Pentagon, WTC, and Pennsylvania disaster sites were all to 

be included. Under the Mitchell plan, the ARC was required to devote its resources 

to the following groups: the immediate families of the deceased; persons seriously

injured and their families; uniformed and non-uniformed rescue and recovery

workers; and displaced residents. To afford the broadest possible coverage to affected

groups, the SEF supplemented this population coverage by adding categories defined

as: extended families of the deceased; evacuees; persons working in the vicinity of the

WTC who lost jobs or had a significant wage reduction; families of rescue and recov-

ery workers; and school age children and their families in the vicinity of the WTC.

The ARC and the SEF agreed that, when a person fell into categories covered by both

charities, the ARC would assume coverage responsibility. Only a broad estimate of

the total population defined by these categories has been possible, and it should also

be noted that within the first 6 months of operations, several of the definitions have

been expanded (most notably, the category of evacuee). Our best estimate is that

somewhere between half and three-quarters of a million people may comprise the

victim categories as currently defined.

Types of providers and services covered

The charities defined a comparable, but not identical benefit structure. The defini-

tion of covered services is quite detailed, compiled as a listing of industry-standard

current procedure terminology (CPT) codes. Generally speaking, however, most out-

patient psychotherapies, psychotropic medications and substance abuse treatment
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services are covered. Inpatient psychiatric and substance abuse treatment services

are also covered for some groups. Persons covered by the SEF portion of the pro-

gram have a dollar limit on the benefit ($3000), whereas persons covered by the

ARC portion of the program have a days or sessions limit (e.g., 32 outpatient ses-

sions or 30 inpatient days). Both charities have required that providers must either

be from a licensed mental health program, or must be a licensed individual mental

health practitioner in the state in which they are providing services.

Provider rate limits for services set per industry standards

The charities defined a common fee schedule for covered services that would be

attractive enough to persuade most licensed professionals to accept the benefit’s

reimbursement as full payment. Based on aggregate insurance industry data, the

final fee structure was established at the 80th percentile reimbursement level for

out-of-network providers.

Interaction with other benefits or insurance coverage

This has proven to be a very complex issue. In its simplest form, the policy is that this

benefit picks up where other benefits leave off. For example, if a person has mental

health insurance that covers 50% of the cost of treatment, the 9/11 Mental Health and

Substance Abuse Program will cover the remaining 50%, up to the limits of the pro-

gram fee schedule. If the person has no insurance coverage, the Program becomes the

primary payer. Both charities made the decision to contract with third party claims

payment vendors to handle the actual claims submission and payment processes.

New technology developed to handle information management

There was an immediate recognition that there would be substantial information

processing needs associated with an undertaking on this scale. Accordingly, MHA

of NYC undertook the development of a new benefit software application system,

that supported LifeNet’s front-end screening, as well as enrollment process track-

ing, claims payment, and program evaluation activities for both charities.

Who has the program served?

Through the end of December 2003 more than 13,000 people have requested

enrollment in the benefit program and have been determined to be “conditionally

eligible.” Conditional eligibility means that, pending submission of required docu-

mentation regarding victim status, a person appears to meet eligibility criteria, and

he/she is transferred to a benefit coordinator. The benefit coordinator works with

the person to confirm eligibility, answer questions about use of the benefit, and

issue enrollment materials.

The monthly conditional eligibility volume is shown in Figure 18.3. As with

LifeNet, the demand has been sensitive to activating events such as anniversaries
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and direct and indirect media coverage. The same week during which the program

was launched, a very favorable article appeared on the front page of the New York

Times national edition. In the next 10 days, there were nearly 1000 calls for the ben-

efit. Although Project Liberty’s extensive broadcast campaign did not mention the

mental health treatment program, there was nevertheless a corresponding spike in

demand each time such 9/11 campaigns was launched. LifeNet’s role as the entry

point for both Project Liberty and the 9/11 treatment benefit program nullified the

need for the charities to spend a great deal of donor money on program advertising.

Table 18.3 shows the distribution of conditionally eligible beneficiaries by vic-

tim category for both charities combined. We note that the evacuee category is by

far the largest. Originally defined as someone who evacuated a building that was

damaged or destroyed, the definition of evacuee was very quickly changed to a def-

inition with street, rather than building, boundaries because we encountered many

personal accounts such as the following:

I was approximately 200 yards from the SouthTower when the plane hit. It was horrible. I ran for

my life. I will never forget that moment. I have been haunted by it ever since that day. I have

nightmares all the time. I can’t seem to get past this.

The definition has recently been expanded yet again to encompass more extended

street boundaries, based on accounts from many people whose subjective experience

was that they had to run for their lives that morning. Indeed, one of the inevitable
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difficulties in developing operational definitions for these victim categories is that

wherever the lines are drawn, there are always groups of people whose personal cir-

cumstances that day placed them just outside the lines that bound the covered cate-

gories. This is particularly common with people who approach us on the basis that

they have lost a job, but whose work location falls outside the boundaries that have

been established for this victim category.

Table 18.4 shows this distribution of conditionally eligible beneficiaries by state.

Note that international cases, most of which are managed through a separate

process by the international Red Cross, are not included in these figures. Not unex-

pectedly, the highest demand has been from New York. New York demand has

principally been from Manhattan and the other boroughs, but a zip code analysis

shows that it has also been high from within a “commuting radius” of approxi-

mately 75 miles from NYC. Reflecting that this has indeed been a national tragedy,

to date people from a total of 44 states and the District of Columbia have sought

services under the mental health benefit program.

On a voluntary basis, beneficiaries covered by the SEF portion of the program are

asked to provide information about racial/ethnic identification, using categories

established by the US Census Bureau. Through December, 2001, 59.9% of the SEF

enrolled beneficiaries had provided this optional information, as shown in Table 18.5.

A significant observation is that demand has been somewhat disproportionately

low from the non-white victim populations for mental health services under the

Table 18.3. Distribution of victim categories for persons deemed

conditionally eligible for the mental health benefit program

Victim category N %

Evacuee 3889 28.2

Displaced resident 2604 18.9

Immediate family of deceased 1613 11.7

Extended family of deceased 1169 8.5

Family of evacuee 895 6.5

Un/underemployed 748 5.4

Uniformed rescue and recovery 747 5.4

Not determined at initial screening 596 4.3

Non-uniformed rescue and recovery 495 3.6

Family of rescue and recovery 353 2.6

Family of un/underemployed 216 1.6

Family of student 145 1.1

Injured 143 1.0

Student 136 1.0

Family of injured 19 0.1

Total 13,768 100.0
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program. We have conducted focus groups with representatives of the Asian and

Latino communities around this issue. As noted in the earlier section describing lower

call volume among Asian and Latinos on the respective LifeNet lines, a wide variety of

cultural influences (ranging from stigma, misinformation, perceived threats to immi-

gration status, other culturally accepted alternatives for support, etc.) have affected

the uptake of the benefit in these communities. In some cases, local support groups

that do not have the connotation of mental health treatment are often perceived as

safer, less stigmatizing, more culturally relevant alternatives than licensed mental

health treatment. Nevertheless, focused outreach has had the effect of increasingly

enrollment on a proportionate basis from the end of 2002 to the end of 2003.

Lessons learned in administering the 9/11 benefit program, thus far

The program is a work in progress. There are changes in eligibility criteria, covered

services, covered providers, benefit limits, and approaches to outreach made on 

an ongoing basis. In general, we have learned that media helps enrollment, and

Table 18.5. Ethnic/racial mix of a sample of enrolled mental

health program beneficiaries

US census categories N %

Hispanic/Latino any race 419 17.1

Not Hispanic, one race

White 1527 62.5

African-American 235 9.6

Asian 115 4.7

Native American 9 0.4

Hawaiian/Pacific Islander 3 0.1

Other 19 0.8

Two or more races 118 4.8

Total reporting (59.9% of enrolled beneficiaries) 2445 100.0

Not reported (40.1% of enrolled beneficiaries) 1639

Table 18.4. State distribution of

conditionally eligible beneficiaries

State %

New York 81

New Jersey 11

Connecticut 1

41 Other States 7

Total 100
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enrollment needs remain substantial more than 2 years after the disaster. Other les-

sons learned more specific to this program are noted below.

Nimble, mid-course correction approaches are essential

The first lesson is that to be effective, responsive, and fair, a program such as this

must be willing to make modifications based on operating experience. It is virtu-

ally impossible to imagine in advance all of the variations of individual experience

and circumstances within the populations seeking services.

Programs must address diverse culture needs vis á vis outreach and actual services

While the effects of the disaster have been felt broadly, there is a strong, culturally

determined predisposition in some groups against defining their personal experience

as a mental health problem, and against seeking licensed mental health treatment 

as a culturally appropriate remedy for such problems. Part of the outreach effort must

include community education to counteract stigma associated with mental health

problems. It may also be necessary to move beyond support for traditional, licensed

mental health services, to alternative modalities and providers perceived to be more

natural and relevant supports by the members of some cultural communities.

Create a point-of-entry that is easily accessible

In addition, the transom must be culturally sensitive, and, ideally, have the capac-

ity to also offer on-the-spot alternatives for those persons who do not meet pro-

gram criteria. As the multi-lingual point of entry for all other 9/11 (as well as

non-9/11) behavioral health programs, LifeNet has been particularly well suited to

this task. By layering in a customized benefit coordination software application, it

has been possible to process thousands of calls in a timely, responsive, and organ-

ized fashion. We have been able to match callers with the appropriate resources

very efficiently, helping people avoid a succession of attempts at finding out where

the most appropriate help might be available.

Lesson 9: When a large-scale disaster creates large-scale demand for
mental health services, it will be critical for the clinical workforce to
have the skills appropriate for responding to their needs.

A challenge related to ensuring greater access to behavioral health care for persons

emotionally troubled by the disaster has also been that of ensuring “appropriate,

quality care”. In the tri-state area, many providers expressed a need for more training

in clinically managing the symptoms related to PTSD and complicated bereavement,

so that 9/11-affected victims could receive optimal care upon entering treatment.

The SEF utilized LifeNet’s new CRC program to meet this vast training demand,



providing support for the largest post-disaster training program for licensed men-

tal health practitioners ever seen in the USA.

LifeNet’s CRC and the SEF’s training program

As noted earlier, the SEF supported the formation of LifeNet’s CRC. Although its

original purpose was to provide support to communities by coordinating and

mobilizing mental health professionals to work with groups, its most significant

role in the recovery effort was to equip mental health professionals in the region

with the skills needed to serve people seeking their help in the aftermath of 9/11.

The CRC served as a clearinghouse for workshops and training in trauma and 

crisis counseling around the New York area. The CRC advertised this via MHA of

NYC web site postings and mass faxing to the thousands of providers in LifeNet’s

database. In December 2001, MHA received funds from The New York Times

Foundation to establish the CRC as the engine for promoting and coordinating the

trauma treatment workshops offered through a consortium of local facilities with

notable expertise in the field (The Consortium for Effective Trauma Treatment).

Subsequently, the CRC was called upon by the SEF to administer a program designed

to bring training for various evidence-based trauma and bereavement treatment

approaches to thousands of metropolitan NYC area mental health professionals.

Setting up the skills training program

Since evidence-based, trauma treatment is not necessarily included in every gradu-

ate school training program, it was assumed that many mental health professionals

in the surrounding area would not have the requisite skills to provide appropriate

clinical interventions following such an incident of mass trauma (Ruzek, 2002). The

program established the goal of training between 6000 and 7000 mental health

providers in a variety of trauma-related assessment and intervention skills. MHA of

NYC organized, promoted and administered more than 130 courses over an 18 month

period, beginning in 2002 and continuing through 2004. The trainings were offered

at no cost and were held in a variety of venues, such as mental health agencies, hos-

pitals, and at other private facilities.

Trainings were promoted through direct mailings, faxes to mental health and

substance abuse agencies in the LifeNet database, e-mails to membership lists

maintained by mental health agencies who had partnered with us in the past, and

through advertising in mental health trade journals. The most effective response

rate resulted from direct mailings, followed by faxes to mental health and sub-

stance abuse agencies. Continuing education credits were secured for medical, psy-

chology, social work, nurse practitioner and certified alcohol and substance abuse

counsellor (CASAC) disciplines. More than 6500 area professionals have registered
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for these courses, with attendance for all modules averaging at over 70%. More

than half of attendees are licensed social workers (16% are psychologists), and they

average 13 years experience in providing clinical treatment.

The trauma training program components are summarized below:

Program Faculty Description

Practical Front Line A pool of local professionals Developed by Carol North, M.D., from the

Assistance and Support with backgrounds in this  Washington University School of Medicine and 

for Healing (PFLASH) area was trained by  Betty Pfefferbaum, M.D. from the University of

and Dr. Carol North Oklahoma School of Medicine, based on their 

Practical Front Line research with victims of the Oklahoma City 

Assistance and Support bombing in 1995 (North et al., 1999). Training 

for Healing for  provided an introduction to assessment of

Children (KFLASH) pathologic responses, understanding outcome 

predictors and basic front line intervention 

techniques. The KFLASH version emphasized 

issues unique to children and adolescents

9/11 Group Therapy Instructors recruited by the  Developed by the American Group 

Training series American Group Psychotherapy Association, these 10 modules 

Psychotherapy focused on group interventions that can be used 

Association with populations affected by mass violence and 

trauma

Prolonged Exposure Faculty from Columbia Based upon work by Edna Foa (Foa et al.,

Therapy University and the New York 2000). Focused on providing cognitive 

State Psychiatric Institute, behavioral techniques for the treatment of

Trauma Studies and Services individuals suffering from PTSD. The emphasis 

was on training licensed clinicians. Program 

included clinical demonstrations, role-plays and 

an advanced practice manual

Traumatic Grief Faculty from Columbia Katherine Shear, MD, from the University of

University and the New York Pittsburgh, developed a curriculum focused on 

State Psychiatric Institute, treating complicated grief in individuals unable 

Trauma Studies and Services to progress through the normal mourning process

Trauma-Based Faculty and affiliates from Developed by Kenneth Hardy, Ph.D and Peter 

Family Therapy the Ackerman Institute Fraenkle, Ph.D, the training was built around the 

for the Family idea that trauma experienced by one member of

the family can negatively impact the functioning 

of the family unit. For traumatized individuals,

family response can be a source of healing and 

resilience, or can greatly exacerbate symptoms



Addressing “compassion fatigue”

Training programs frequently offer little in the way of follow-up activity or support to

trainees, so a small pilot project was conceived to offer free support group services to

clinicians. The provider community also expressed concern regarding issues of com-

passion fatigue, and training evaluation data collected by MHA of NYC indicated that

trainees surveyed were expressing interest in attending support groups. MHA of NYC

partnered with the American Group Psychotherapy Association (AGPA) to imple-

ment groups specifically for providers working with 9/11 populations. Five separate

groups initially met at mutually convenient locations, on a monthly or bi-weekly

basis. Qualified licensed AGPA clinicians with extensive experience in facilitating

group activities led the support groups.

Although a large percentage of registered clinicians (61%) had expressed inter-

est in attending support groups, most groups were lightly attended, and several

were discontinued after a short period of time. A number of factors may have

influenced this, such as the difficulty in developing freestanding support groups

from scratch vs. utilizing naturally occurring groups within existing agencies set-

tings. In addition, there may be a gap in the education of clinicians regarding their

ability to recognize the need for self-help and mutual aid.

Assessing the impact of the training program

Through the training program, the SEF sought to diversify the range of skill-

acquisition opportunities for clinicians, by establishing short-term training initia-

tives to meet the specific demands of this unprecedented event. While it is too early

to assess the longer-term impact of these trainings on clinical practice, the partici-

pants have given the trainings high ratings (on 1–5 scale with 5 being outstanding,

workshops have averaged an overall rating of 4.22). Further, these trainings appear

to have reached 9/11-affected clients in treatment, as participants have estimated

that 53% of their caseload has been impacted by 9/11.

Conclusion

A number of factors have enabled the MHA of NYC’s LifeNet Hotline Network to

support the massive mobilization of mental health resources in the wake of the

September 11th attacks. However, a central key to LifeNet’s post-disaster success

was that its every-day operations (responding to persons in crisis; assessing, edu-

cating and referring troubled persons to services; working closely with government

agencies and community providers; and conducting broad-scale behavioral health

public education campaigns) were in place well before 9/11.

While LifeNet’s pre-9/11 operations were vital to the short- and longer-term dis-

aster response, it appears that LifeNet’s current “every day” service will never look
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exactly as it did before 9/11. At this time, calls to the hotline continue to be more

than double the volume experienced 2 years before, with many callers regularly

remarking, “I thought I would be over this by now.” General public recognition of

the service, high levels of distress, and perhaps some reduction in the stigma asso-

ciated with seeking help for emotional problems may be contributing to the new

base-line for this hotline’s expected monthly call volume. Further, LifeNet will con-

tinue to be the front-line for enrolling eligible persons in the 9/11 mental health

benefit for some years to come, ensuring that this once NYC-centered service will

continue to take regular calls from 9/11-affected persons wherever they live, for as

long as the benefit remains available.

As LifeNet and the ARC/SEF treatment benefit work to enhance access to care

for persons with longer-term 9/11-related emotional problems, the massive SEF

training program for clinicians in the tri-state area will potentially improve access

to clinically appropriate treatment. At the very least, introducing a program rich in 

cognitive-behavioral lessons to a community of New York therapists traditionally

steeped in psychoanalytic theory is, itself, some measure of advancement towards

eclecticism in treatment methods. It is hoped that the ultimate impact of such a

program – which eventually trained 5436 professionals in 18 months – will per-

haps leave a legacy of broader clinician skill and preparedness for a wide variety of

trauma cases in the years to come.

The need to actively promote access to readily available services following a dis-

aster is a high priority for public mental health. A common post-catastrophe

behavioral health malady, PTSD, is characterized by avoidance, and requires

aggressive outreach measures. Project Liberty’s campaign showed that an extensive

media and community-based efforts are effective in drawing people from behind

closed doors. However, Project Liberty’s historic program closed its own doors at

the end of 2003, leaving LifeNet and a handful of other 9/11-focused behavioral

health programs to continue this vital long-term work.

For LifeNet and the mental health system’s treatment providers who seek to

directly assist 9/11-affected persons, serious challenges confront us in the months

and years ahead.

As we drift further from that day in September when terrorists steered American

planes into American buildings, the lives still troubled from exposure to those hor-

rific attacks may feel increasingly disconnected from the event. Its psychologic fallout

may create lower thresholds for stress, anxiety, and depression in these individuals,

while blending deeper into the fabric of the overall population’s experience of emo-

tional problems, struggles with drugs and alcohol, domestic disputes, and/or work

and school complications. A major task for us will be to educate the public – through

both targeted and broad-scale methods – as to how catastrophic events can compli-

cate lives even now, affecting different people in different ways, and at different times
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in their lives. Above all, we must find a variety of ways to inform the public that

LifeNet will be here to help those who need it, whenever that may be.
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INTRODUCTION
Randall D. Marshall

From the first chaotic days after the attacks of September 11, 2001, the co-directors

of the Consortium – Marylene Cloitre, PhD, Spencer Eth, MD, Randall Marshall,

MD, and Rachel Yehuda, PhD – shared a collective sense of alarm that the need for

mental health services in our community would greatly exceed capacity to provide

evidence-based treatment for trauma-related problems and disorders. Because fed-

eral programs almost exclusively emphasize the public health objective of restoring

the general population to a semblance of normal functioning, we worried that

there would not be adequate programs devoted to helping persons developing seri-

ous psychiatric disorder as a result of the attacks. Subsequent epidemiological stud-

ies (reviewed in this volume) confirmed our impression, but by the time these data

were available – many months after 9/11 – we were already well underway with the

project of providing intensive training to a group of clinicians at each of our cen-

ters, who could then serve as expert treatment providers, and, more importantly,

clinician experts available to the community for educational programs. In sum, the

Consortium was a rapidly implemented large-scale project with the overall objec-

tive of disseminating evidence-based treatments for trauma-related disorders to the

greater New York community.

During the first year alone, approximately 920 patients were evaluated and

treated at all sites. Treatment was provided in English, Spanish, Hebrew, German,

Korean, and several Chinese dialects. Some sites developed intensive trainings for

clinicians, and other focused on clinical work or other kinds of educational pro-

grams (e.g. intensive training and supervision for a small group of community clini-

cians). The flexibility of the Consortium was critical, in that each site could respond



according to its own strengths and the needs of its local geographic community. In

the first year, 201 clinicians were trained in these seminars, and training continued

into the second year after the attacks. In addition, we gave more than 115 lecture-

format trainings to an estimated several thousand persons. Trainees included 

clinicians, clergy, school personnel, human resources personnel at corporations, and

lay audiences. Over the second year, all four centers continued work established by

the Consortium project.

This chapter documents the process of forming the Consortium and the individ-

ual experiences and activities of each center. We hope this will prove useful to other

communities attempting similar such efforts, and to dissemination researchers.

Ideally, such projects could be prepared in advance, with research methodology

embedded in the project. These “off-the-shelf” programs could then be made avail-

able to communities after any large-scale disaster that threatens to overwhelm capac-

ity to provide evidence-based treatment. At present, FEMA Program templates focus

only on short-term and resistence-enchancing interventions, as they are mandated.

What is clear in retrospect is that the Consortium was possible only because it

was funded through philanthropy. Within a few weeks, the generosity of donors

from around the world, and the visionary leadership of Jack Rosenthal at the New

York Times 9/11 Neediest Fund, made it possible for us to move quickly and deci-

sively while most other programs and efforts were still in the planning phase,

including government-sponsored programs. The success of this kind of partner-

ship in itself might serve as a model for future disaster response initiatives.

We thought it best to allow each center to speak for itself, after an introduction

by our first benefactor, Jack Rosenthal, President of The New York Times Company

Foundation.
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THE NEW YORK TIMES COMPANY FOUNDATION
Jack Rosenthal

On September 11, 2001, the demand side was instantly clear. The World Trade

Center disaster scorched the psyche of New York. There would surely be many

thousands who would soon learn firsthand about the time bombs that such a

trauma can leave in the mind.

The supply side, however, was far from clear. What we at The New York Times

Company Foundation asked ourselves was, would there be enough therapists, even

in this, the shrink capital of the western world, sufficiently skilled in shock trauma,

312 Randall D. Marshall et al.



to meet the need? Even within a scrupulous definition of victims, it was easy to 

calculate that 200,000 or more people were subject to trauma – 3000 families who

lost a loved one; 25,000 or so who escaped from the buildings and their families;

10,000 school kids and their families; perhaps 50,000 families which saw their

livelihoods evaporate in minutes.

We didn’t anticipate that 200,000 people would experience post-traumatic stress.

But as Betty Pfefferbaum’s research teaches, some proportion would, perhaps 15%.

Were there enough therapists with advanced trauma training to handle 30,000 new

patients? Our initial inquiries brought a startling answer. Not only was the answer

no, but some people we consulted believed that the rudimentary treatment many

therapists could offer might even be toxic. As we considered how best to spend the

many millions that the public was contributing to our New York Times 9/11 Neediest

Fund, we could see that quickly increasing the supply side, was a priority goal.

The next question was how to do that. We turned for advice to Dr. Randall

Marshall at the Trauma Studies and Services Program of the New York State Psy-

chiatric Institute at Columbia University. With appealing candor, he said, “Please

understand, we’re only one of several hospital-based trauma centers in the city”.

Others included at Mount Sinai, St. Vincent’s, and Cornell Medical, which later

moved to New York University. And when we asked whether the four might get

together, Randall Marshall immediately set out to make it happen. Within days of

9/11, the Consortium was formed. Dr. Marshall won the eager cooperation of

Dr. Spencer Eth at St. Vincent’s Hospital; Marylene Cloitre, then at the New York

Cornell Medical Center and now at the NYU Child Studies Center; and Rachel

Yehuda, Director of the Traumatic Stress Studies Division at Mount Sinai. These

four became joint directors of the Consortium and its success arises from the intel-

ligence and extended energy each has brought to the enterprise.

One measure of success is reflected by a study Rachel Yehuda is doing that

involves three categories of patients: those who were treated by therapists without

specialized trauma training, those who were treated by the original 60 clinicians

trained by the Consortium, and those who were treated by the hundreds of clini-

cians who were students of the original 60. Her initial study yields two impressions:

patients of therapists without the advanced training have done much less well. And

patients treated by the 500 have done just as well as those treated by the original 60.

It’s a satisfying indication that the training is being passed on effectively.

The comfortable collaboration of the four trauma centers in the Consortium

offers a model for some potential disaster in the future, one that applies far beyond

mental health. Our experience demonstrates the wisdom of creating a loose council

of philanthropies, service providers, and professional associations. Such a council

could convene immediately, not necessarily with the aim of tight coordination 

but at least to share information and goals. As Vartan Gregorian, President of

the Carnegie Corporation told a group that met after 9/11, “Look, this is not 
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coordination; this is just information, so I know that if you’re giving shoeshines,

I can give haircuts”.

We find it at least as gratifying that the Consortium has continued its work. Its

seminars continue, it has won further funding from more permanent sources of

support and it daily demonstrates the mutual benefits of working as partners. We

are pleased and proud to be among them.

TRAUMA STUDIES AND SERVICES,  THE NEW YORK STATE
PSYCHIATR IC INSTITUTE,  COLUMBIA UNIVERSITY COLLEGE 
OF PHYSICIANS AND SURGEONS
Randall D. Marshall, Yuval Neria, Eun Jung Suh and Lawrence Amsel

Training, Treatment, and Research Team included: Steven B. Rudin, MD, Donna

Vermes, BS, NPP, BC, Gretchen Seirmarco, APRN, BC, Smit Sinha, MD, Raz Gross,

MD, Jaime Carcamo, PsyD, Arturo Sanchez, MD, Helena Rosenfeld, BA and

Kimesha Thompson.

The first few weeks

As the primary clinical research site for the New York State Office of Mental Health

(NYSOMH), our staff was immediately enveloped in an atmosphere of emergency.

A few of our staff had been directly affected. Several staff members lost siblings.

One lost three members of her family. Another lost an uncle who had essentially

raised her from early childhood. Others lived in lower Manhattan, and were dis-

placed from their homes. These personal losses compounded our already height-

ened sense that we had all been deeply and permanently affected by this tragedy,

and lent urgency to all our activities for many months to follow.

The first weeks passed in a blur of long days and nights spent in helping NYSOMH

develop a plan for its emergency relief services application; assisting persons at cor-

porations and institutions that had been directly affected by the attacks; and learn-

ing as much as possible from the experience of other disaster experts through their

writings and through emergency meetings.

In the first weeks, Dr. Marshall presented to the Columbia faculty on what was

known about acute intervention after severe trauma. There are no medications

proven effective for either reducing symptoms or preventing the development of

chronic post-traumatic stress disorder (PTSD). A handful of studies suggested a

cognitive–behavioral therapy (CBT) that focused on processing the trauma might

be helpful, but this was by no means conclusive. No treatment study had been 

conducted specifically with victims of a large-scale community disaster. Most con-

cerning, however, was the fact that almost no one in the audience had advanced

training in this approach. It became clear to us at this point that our mental health
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community was almost certainly not going to be able to provide the latest evidence-

based treatments to 9/11 victims on the scale required. As confirmation of this

impression, in the first week our center had received hundreds of calls from clini-

cians all over the city asking for additional training in how to treat the survivors of

the World Trade Center attacks.

Creating the Consortium

It was at this point that Jack Rosenthal called asking if the New York Times

Foundation could help with the mental health needs of New Yorkers affected by

9/11. We felt the need was going to be too big for any single institution to handle,

and turned to our colleagues for help. We met and developed a proposal based on

two core principles: first, that there was likely to be an epidemic of mental health

problems related to 9/11, for which our community was unprepared; second, that

victims of 9/11 deserved the highest quality treatment, based on state-of-the-art

research, that could be obtained anywhere in the world.

The strategy, then, was clear: we needed to enhance the expertise of our staff; be

available to provide services; and devote a portion of our energies to disseminating

evidence-based techniques to the larger community of mental health practitioners.

Enhancing expertise in trauma treatment

The Consortium grant allowed each center to designate core personnel who would

become “trauma treatment experts”. To provide rapid training to our newly expanded

staff, we turned to trauma experts around the country.

Over the next several months, we invited the following experts to present to our

group on trauma-related treatment issues:
● Edna Foa, “Prolonged Exposure Therapy for PTSD”.
● Katherine Shear, “Traumatic Grief Treatment”.
● Shirley Glynn and Kim Muesser, “Family Involvement in Recovery from Acute

Trauma”.
● Patricia Resick, “Cognitive Processing Therapy”.
● Arieh Shalev, “Living Under Chronic Threat”.
● Jonathan Davidson, “Psychopharmacological Management of PTSD”.
● Bessel van der Kolk, “Complex PTSD”.
● Roberto Lewis-Fernandez, Carmela Perez and Maria Astidillo,“Cultural Compe-

tence in Trauma Treatment”.
● Judith Cohen, “Treating Children with PTSD”.
● Marylene Cloitre,“Skills Training in Affective and Interpersonal Regulation (STAIR)

as a Preparatory Stabilization Phase for the Multiply Traumatized Patient”.
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● Barry Krakow and Dominic Menendrez, “Treatment of Post-traumatic

Nightmares”.
● Tuvia Peri, “Treating Acute Stress”.
● John Markowitz, “Interpersonal Psychotherapy”.
● Denise Hien, “Substance Abuse in PTSD”.
● Claude Chemtob, “Children with PTSD in Disaster Settings”.
● Stan Rosenberg and Kim Meusser, “PTSD in Chronically Mentally Ill Patients”.

We owe a tremendous debt of gratitude to the above colleagues who were willing

to share their time and expertise.

Developing a focus on training

As time passed, our initial concerns were confirmed by multiple surveys demonstrat-

ing epidemic rates of new-onset PTSD-related specifically to the 9/11 attacks. At

Columbia and the New York State Psychiatric Institute, we perceived a growing appre-

ciation in the mental health community that treating these patients did indeed require

special expertise, together with a genuine openness not seen before to acquiring addi-

tional clinical skills. We therefore decided to make this our special area of emphasis,

and set about developing a training strategy and curriculum that could provide effec-

tive training to as many clinicians as possible in a relatively brief amount of time.

We initially made the decision that our trainings would emphasize diagnosis of

trauma-related psychopathology and psychotherapy techniques, rather than psy-

chopharmacology. This decision was based on our strong impression that the avail-

ability and effective use of medication for the treatment of chronic PTSD and major

depression was widely known and appreciated, whereas evidence-based psychother-

apy techniques for PTSD were known and practiced only by a small, highly specialized

group, and had not yet been embraced by the general community of practitioners. In

addition, we were aware that the majority of mental health service providers in the

community are not physicians and thus do not prescribe medication.

Developing a state-of-the-art training program

We recognized from the outset that our training project was in essence an educational

endeavor, not a clinical one. Although this appears obvious, it was a critical first real-

ization, since it followed that we should turn to the educational research literature for

guidance. Drs. Lawrence Amsel and Peter Jensen contributed their special expertise in 

educational methodology. To be effective, a psychotherapy training (as is true for any

educational program) needed to specific, practical, interactive, experiential, highly

engaging and able to overcome at least some trainee barriers to implementation.What,

then, should such a training look like, and how could we evaluate its effectiveness?
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We selected two manualized psychotherapies for our trainings: a well-studied

form of CBT called prolonged exposure, developed by Edna Foa and colleagues;

and a new psychotherapy for persons with the new diagnosis of Complicated Grief,

developed by Katherine Shear (Shear et al., 2005).

We then settled on the use of several different educational strategies that were

implemented systematically to teach a series of core concepts or skills: lectures and

discussion (present the concept/skill), followed by clinical case demonstration (dem-

onstrate the concept/skill), and then individual role-play in pairs (foster discussion of

the concept/foster practice of the skill). Passive learning – that is, lecturing, the mode

used most widely in professional education, and the mode known to be ineffective in

promoting behavioral change – had to be kept to a minimum. The other widely used

mode of training – supervision – was too labor intensive, too difficult to organize

quickly in the community, and insufficient for reaching large numbers of practition-

ers. The challenge then became the following: develop the most effective training pos-

sible that will maximize the likelihood of attendees acquiring new concepts and skills

such that they could be implemented appropriately in clinical practice.

Dissemination of an evidence-based psychotherapy had never before been

attempted on this scale in the setting of community disaster. As researchers, we

placed a high priority from the beginning on the importance of evaluating the

quality of our trainings, in an effort to further this much-neglected field of profes-

sional education in mental health. In small-scale trainings, the typical approach is

to provide a training workshop, and then study the implementation of new skills

in the attendees’ clinical practice. This would have been logistically impossible 

and prohibitively expensive, however, since several hundred clinicians were to be

trained in a relatively brief period of time. Instead, we opted to study the training

itself, and specifically whether the training (1) increased perceived favorableness for

the therapy we were teaching and (2) increased skill level in the techniques being 

presented. High ratings on both variables are necessary if attendees are going to apply

the skills they are learning in clinical practice.

Our theoretical framework was derived from motivation science (Amsel et al.,

this volume). The premise of our model was that, in the trainees, the motivation 

to alter practice patterns and incorporate new behaviors as a therapist would 

of necessity precede the actual behavior. Effective training, then, should enhance

motivation to implement the skills being presented, and reduce psychological barriers

to their implementation. These variables are measurable. We therefore attempted

to study factors that would suggest a trainee is likely vs. unlikely to try out techniques

learned in the training. We also attempted to anticipate barriers to using these tech-

niques that experienced clinicians might experience, and then systematically address

these barriers in the trainings. An early report of our findings is presented in this

volume (Amsel et al., this volume).

317 The New York Consortium for Effective Trauma Treatment



Results of the training project

We conducted these trainings on a weekly basis for nearly 2 years. Our trainings

were attended by over 1500 licensed mental health practitioners in the greater New

York area, and were funded by a number of philanthropic and government-based

programs, including the New York Times Foundation; Atlantic Philanthropies; the

Surdna Foundation; the September 11 Fund; and Project Liberty. We could not

have functioned without the extraordinary organizational assistance of the Mental

Health Association of New York City, Inc. (LIFENET).

We are proud to report that we received “superior”ratings from our attendees, with

average evaluation scores between 4 (very good) and 5 (excellent) on a 5-point scale.

An overwhelming majority of the attendees stated that they anticipated changing

their patient care practices by incorporating the assessment and treatment tech-

niques learned from our trainings. In addition, attendees unequivocally endorsed

recommending our courses to fellow colleagues. We think this success is in part

due to our taking to heart a number of early criticisms, as well as the ongoing feedback

we received, and revising our trainings accordingly.

Other beneficial consequences of the Consortium project

For our center, these funds allowed us to begin immediately with a training effort that

was funded for an additional 11⁄2 years by the September 11 Fund and Project Liberty;

a clinical treatment program that led to a major National Institute of Mental Health

(NIMH) treatment grant for 9/11 victims with PTSD (Randall Marshall, MD,

Principal Investigator); a follow up study of primary care patients in Northern

Manhattan funded by NIMH and conducted in collaboration with Drs. Myrna

Weissman and Mark Olfson (Yuval Neria, PhD, Principal Investigator); a Hispanic

Research and Outreach Program led by Roberto Lewis-Fernández, MD with an

emphasis on improving detection and treatment; a new Grief Studies program focus-

ing on the phenomenology and treatment of Complicated Grief, and the training of

clinicians to provide effective psychotherapy for these patients (in collaboration with

Katherine Shear, MD). Our work and perspectives have been presented in the USA,

Canada, Japan, Israel, Great Britain, the Netherlands, and France, in lecture, television,

newspaper, magazine, or radio format. The opportunity to lend our own experience in

the service of helping other communities has been particularly gratifying for all of us.

Conclusions

Interacting with several hundred mental health practitioners in New York City taught

us a number of invaluable lessons. Perhaps the central benefit of these trainings for
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us was the opportunity to learn from the collective experience of these community

clinicians. In a sense, these trainings functioned for us as focus groups giving us a

window on the dilemmas being faced by clinicians, and the problems that 9/11

patients were facing in their recovery. Overall, we were deeply impressed by the

openness and sophistication of clinicians in the New York community. Feedback

about the trainings themselves was immensely useful in refining our curriculum,

techniques, and educational strategy.

We witnessed firsthand the gap between the training backgrounds of most prac-

ticing clinicians, and the expertise needed to implement recent empirical findings

in PTSD research. At the time of this writing, there continues to be strong interest

from the community in learning these techniques. Our last 4 weeks of trainings

were booked at double capacity (150 clinicians), 21⁄2 years after the attacks.

There are many formidable barriers to dissemination of psychotherapy tech-

niques. We believe they can be overcome, but only with a considerable amount of

effort, using methodologies that are in the early development and testing phase.

Traditional approaches for continuing education are embarrassingly inadequate to

the task, and yet many millions of dollars are still spent annually on traditional

Continuing Professional Education (CPE). Based on our preliminary work we will

be studying at least three basic strategies to improve this situation. First, in creating

CPE programs, we believe programs should be designed based on a scientifically

sound behavior change model. Second, trainings should maximize their use of

case-based material such as documentary-style video and role-play demonstration.

These appear to enhance motivation and convey potential for positive outcomes

much more effectively than traditional slide and lecture presentations. Third,

training modules should specifically focus on how to implement the techniques,

and on strategies to overcome barriers to implementation in individual practice

settings.

The only way to avoid the difficulties we had to address after 9/11 is to address

them before disaster occurs – through preparedness planning. The obstacles we

encountered were formidable and exhausting, and many could have been addressed

before the attacks. Communities should have a disaster preparedness plan that

includes effective educational programs that target common disorders such as

depression, PTSD, and sub-threshold fear and phobic avoidance. This is separate

from, though complementary to, an acute intervention program that is typically

implemented through federal guidelines.

It was particularly important to our team to effectively “translate” manual-

based, CBT-derived therapy techniques into terms that psychodynamically trained

clinicians would find useful. Most of us were trained in both psychodynamic and

CBT therapies, and believe that both approaches have strengths and limitations.

We hope we were able to convince many New York clinicians that CBT techniques,

319 The New York Consortium for Effective Trauma Treatment



and manualized approaches in general, can be highly effective complements to

psychodynamic intuition and knowledge.

ST.  VINCENT CATHOLIC MEDICAL CENTERS OF NEW YORK,
BEHAVIORAL HEALTH SERVICES AND NEW YORK MEDICAL
COLLEGE
John Kastan and Spencer Eth

St. Vincent’s Hospital in Manhattan, an academic medical center of New York

Medical College, was at the center of the emergency medical and public health

response to the September 11, 2001, terrorist attack on the World Trade Center

(WTC). Located less than 2 miles from the site in Greenwich Village, with a clear

view of the Twin Towers, the hospital’s emergency room staff were ready to receive

the anticipated thousands of physically injured within minutes of the first plane

hitting the North Tower at 8:46 a.m. Although the anticipated medical crisis never

occurred, the need for psychological interventions continues to this day, almost 

2 years after September 11, 2001.

In the hours, days, and weeks that followed the WTC disaster, St. Vincent’s

responded to the mental health care needs of tens of thousands of people. St.Vincent’s

was able to mobilize immediately dozens of mental health professionals from its

own inpatient and ambulatory care programs to meet the acute mental health

needs of the community. Its proximity and relationship with the community per-

mitted the hospital to provide therapists for the hundreds of people demanding

urgent crisis care in a way that was impossible for less localized state and federal

institutional responders, who required days and weeks to fully establish a major

presence.

Because the number of physically injured survivors needing care was relatively

small, for public health response purposes, the September 11th WTC terrorist

attacks can be viewed primarily as a mental health disaster. In place of injured

patients, thousands of emotionally perturbed people converged on the hospital.

One mass of people sought information about relatives or friends who were miss-

ing in the disaster in the hope that the victim had been hospitalized unconscious

and remained unidentified. Others were neighbors and visitors, all feeling an

urgency to offer to help in some way. Hundreds of people arranged themselves by

blood type, though the hospital lacked the capacity for so many donors. The news

media also came; St. Vincent’s had quickly become a favored location for roving

television and radio reporters, and word of the hospital’s centrality in the disaster

was soon widely known in New York City and throughout the world. Other sur-

vivors, in addition to those relatively few who experienced physical injury, also

came to St. Vincent’s, reeling in the aftermath of the disaster and seeking a thera-

peutic reconnection to undo the horror and inhumanity of the violence.
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Emotional distress is the normative response to catastrophic trauma. The 

intensity of symptoms of survivors of a disaster can be classified according to their

exposure level (Cohen, 2002). The primary level consists of those with maximum

exposure to the disaster (Cohen, 2002). The demographics of Manhattan predicted

an unusually large number of eyewitness victims from near the WTC site (Herman

et al., 2002), and these survivors arrived first and continued to present for days and

weeks afterwards. The secondary level consists of grieving, close relatives (Cohen,

2002). We saw fearful or grieving relatives and friends in large numbers, as they 

anxiously walked through the neighborhood posting pictures and descriptions of

missing loved ones, in the fervent hope that theirs would be the lucky survivors

found alive in the rescue operation or in a hospital. Although the population directly

exposed to the WTC disaster was clustered in lower Manhattan near St.Vincent’s, the

grieving survivors were distributed differently. Less than half of the people killed that

day lived in New York City, so that the majority of the bereaved relatives lived many

miles away from the hospital. Nonetheless, many attempted to journey to “Ground

Zero” or the hospital. The third level of distressed survivors consists of rescue, recov-

ery, and medical personnel (Cohen, 2002). Although relatively few of these survivors

presented immediately for crisis counseling, St. Vincent’s developed outreach, crisis

counseling and alternative therapy programs which ultimately reached many indi-

viduals during the ensuing months. The fourth level is the immediate community

(Cohen, 2002). In addition to on-premises response, St. Vincent’s developed out-

reach programs for school personnel and students in closest proximity to Ground

Zero. The fifth level includes those in distress from media reports (Cohen, 2002).

Many New Yorkers were seen for anxiety, which appeared to have been amplified by

the incessant media coverage of the disaster (Ahern et al., 2002).

As mentioned above, we were able to draw on a large pool of highly trained and

experienced attending psychiatrists, psychiatric residents, social workers, nurses,

and other health professionals, from within the St. Vincent’s – Manhattan commu-

nity. On the other hand, because of the proximity of St. Vincent’s to the WTC site,

the individuals providing the crisis mental health response were themselves deeply

affected by the events of the day. Many hospital staff lived in downtown Manhattan,

and many had relatives and friends who worked and lived in the WTC vicinity.

Some of the St. Vincent’s community were themselves killed or lost loved ones in

the attack. Thus, from the beginning, there was an imperative to provide support

to all hospital staff. During the first few weeks, the Behavioral Health Service,

working with other departments, developed presentations that senior clinicians

delivered to managers and front-line staff in both self-care and how to refer for

more intensive services. We also recognized the need for additional training for

clinical staff. Despite the high prevalence of a history of traumatic stressors within

our patient population, post-traumatic stress disorder (PTSD) was usually not the

primary diagnosis or focus of clinical attention. Hence, staff was not uniformly
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schooled in specific trauma treatments. Through the support of the New York

Times Foundation to the Consortium for Effective Trauma Treatment, we were

able to provide our staff a range of educational opportunities offered by some of

the leading experts in the field. In addition, the Consortium model helped to cre-

ate a community of practitioners across the four academic medical centers and the

affiliated community agencies that was unprecedented. Further, its train-the-

trainer approach allowed the further dissemination of knowledge to other staff

and trainees throughout the medical center and to other mental health facilities.

Immediately after 9/11, St. Vincent’s deployed therapists to the New York Fire

Department counseling services unit in downtown Manhattan and to the public

schools closest to Ground Zero. This work was facilitated by generous support

received from charitable foundations and donors.

The disaster care that we were asking our staff to perform was fundamentally

different than the usual inpatient and outpatient treatment they provided. Crisis

oriented therapy in the immediate aftermath of a disaster and the later treatment

of traumatic anxiety and depression are demanding work. First, the therapist

strives to create a safe and accepting environment to facilitate emotional expres-

sion and trauma reconstruction. Then, the therapist must listen and encourage the

verbalization of the painful and dehumanizing experiences of violent trauma. If

the victim experienced multiple traumas over the course of a lifetime, processing

all of the misery can be enormously challenging to the patient and therapist alike

(Zimering et al., 2003). St. Vincent’s therapists understood firsthand patient com-

ments such as: “I remember vividly the smell of the burning bodies that spread

across the city. That was the most unbearable part”, and “I still do not feel truly safe

anywhere” (personal communications to authors).

That clinicians themselves develop symptoms as a result of caring for traumatized

patients is well documented (Salston & Figley, 2003). Cumulative exposure to 

victims’ accounts can induce negative changes in therapists’ sense of self, others, and

the world, especially if the therapists shared the same traumatic experience. Thus, it

has been important to monitor the therapists and titrate their exposure. For example,

most of the St. Vincent’s clinicians who provided crisis counseling in the immediate

aftermath of the attack returned to work in their assigned mental health programs,

both to protect them from a cumulative trauma burden and to insure continuity of

care for St. Vincent’s patients already in care prior to the terrorist attack. New thera-

pists were recruited for the crisis counseling programs funded by Federal Emergency

Management Agency (FEMA) and other sources during 2002 and 2003.

It was critical that staff achieve the requisite skills and knowledge as they ven-

tured into this personally and professionally threatening territory. The added value

of the Consortium for Effective Trauma Treatment was that it established a com-

munity of trauma professionals across New York City medical centers by leveraging
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internal and external expertise and conferring peer support to the ultimate benefit

of thousands of New Yorkers.
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NEW YORK UNIVERSITY CHILD STUDY CENTER,  NEW YORK
UNIVERSITY SCHOOL OF MEDICINE
Lori Davis and Marylene Cloitre

On September 11, 2001, our clinical team was situated at New York Presbyterian

Hospital-Weill Cornell Medical Center on the Upper East Side of Manhattan. Like

other major hospitals in the area, we waited for the scores of patients to arrive at

the emergency room who were in need of medical attention and crisis intervention,

but they never arrived. Our skills as mental health clinicians, however, were soon

put to use.

First response: consultation, education and support of the community

In the immediate aftermath, the hospital organized an on-site response that included

a telephone hotline and a 24-hour walk-in crisis center adjacent to the emergency

room, where members of the community could stop by for a half an hour of time

with a therapist. A multidisciplinary team of psychologists, social workers, and 
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psychiatrists took shifts during the week and on the weekends. During the first 

2 weeks post-9/11, we spoke or met with approximately 100 individuals to provide

a forum in which they could speak of their experiences or express their worries

about themselves and their loved ones. We provided psychoeducation about com-

mon reactions to trauma, spoke with worried family members on how to best pro-

vide support to loved ones who had been affected by the trauma, and provided

referrals for treatment, if necessary.

In addition, our service provided consultation and psychoeducation about the

effects of traumatic stress and the warning signs of post-traumatic stress disorder

(PTSD). We visited with companies who had lost employees during the disaster,

and with schools, shelters, and city mental health associations. Our team members

made over 400 visits in 2 months, primarily to Ground Zero businesses. We began

to hear firsthand of what had occurred downtown, not only about the deaths and

destruction, but the displacement from homes and jobs.

Our largest single effort was to one corporation which had lost over 250 employ-

ees and who had been located in one of the Twin Towers. We organized around-

the-clock support service and consultation for the company during the 3-month

period of the rescue efforts in downtown New York. We were located in the com-

pany’s temporary headquarters in a hotel approximately 30 blocks from Ground

Zero. Our tasks were primarily logistical and supportive in nature. The first task

was to support management in developing a system of information dissemination

concerning the outcomes of daily rescue efforts. The second, and more wrenching,

task was to support family members when they received confirmation of a death,

or more often, when there was an absence of evidence about a loved one’s death.

Thirteen weeks after the attack, the mayor of New York City declared the formal

transition from a rescue effort to a search effort, indicating that no further sur-

vivors were expected to be found. This formally ended our role as a support serv-

ice in the rescue effort. There was a palpable shift in the needs of family members,

survivors of the attack, and the community of New York as a whole.

Second response: training the mental health community

In preparation for the longer-term effects of the attack, we helped to form the 

New York Consortium for Effective Trauma Treatment. As our staff became adept in

learning new trauma treatments, we brought these treatments into the community

by providing workshops for clinicians. Additional goals of the Consortium were to

evaluate factors that influenced the likelihood that community clinicians could use

these treatments themselves, and to evaluate the effectiveness of manualized treat-

ments used by expert Consortium clinicians and community clinicians for 9/11-

related trauma.

324 Randall D. Marshall et al.



Third response: implementation of mental health services

The New York Hospital – Cornell Medical College team, led by Dr. Marylene

Cloitre, had as its core set of training and service clinicians a team of ten therapists,

ranging in experience from 2 to 13 years (four PhDs, one PsyD, one MD, one MSW,

one CSW, and two Master’s Degrees in Clinical Psychology). Prior to 9/11, we

worked regularly with survivors of traumatic events, and were trained extensively

in assessment and treatment regarding PTSD and other anxiety disorders.

In September 2002, Dr. Cloitre was asked to create the Institute for Trauma and

Stress at the New York University Child Study Center, a division created expressly

to develop and test empirically based treatments, and to provide clinical services to

children, adolescents, and families in the community. Many of our staff decided to

join this new institute to continue our work as a team.

We noted that a large proportion of clients at our urban clinic had significant

trauma histories prior to 9/11. These histories included witnessing traumatic

events, being the victim of a mugging or burglary, or living through the traumatic

illness or the death of a loved one, or a series of early life losses. In addition, 61%

of females and 58% of males reported a history of childhood sexual and/or physi-

cal abuse or assault. In many cases, early traumas had re-ignited or exacerbated the

stress reactions to the World Trade Center disaster.

Cloitre had developed and refined a treatment called Skills Training in Affective

and Interpersonal Regulation (STAIR) for women who had been multiply trauma-

tized (Cloitre et al., 2002). It consists of sixteen 1-hour sessions with a focus on

learning to identify and modulate negative emotions, particularly anxiety and

anger. Other facets of the treatment included targeting improvement in interper-

sonal functioning. The other key component of the treatment was to work with

clients to process, integrate, and find meaning in traumatic memories through sys-

tematic narration and analysis of the memories. Dr. Cloitre’s research consistently

showed reductions in symptoms and improvements in the ability to tolerate nega-

tive distress and in interpersonal functioning.

Since many of the individuals who came to us for help after 9/11 were also mul-

tiply traumatized, we used this protocol frequently with the goal of adapting it for

a community setting. Our site remained focused on treating the multiply trauma-

tized youth and adults of 9/11.

The team also provided trainings for clinicians both in the New York City com-

munity and in the USA who were interested in learning about the applicability of

STAIR to 9/11 patients and other communities that have suffered mass violence.

We reviewed the empirical evidence that supported the efficacy of the treatment,

discussed its origins as a research treatment and its inception as a community

treatment, conducted role-plays, and provided videotapes to illustrate how to

325 The New York Consortium for Effective Trauma Treatment



administer the treatment. Approximately 800 clinicians have attended these train-

ings, which have been held at the NYU site, around the country, and as far away as

Vancouver, Canada.

Characteristics of persons seeking treatment at NYU

In the first 2 years, our team screened more than 160 individuals by phone, com-

pleted over 90 evaluations for PTSD and associated disorders and symptomatology,

and treated 73 patients in more than 840 sessions. Because of our proximity to

downtown New York City, the demographics of our clients reflect those of that com-

munity. We have treated artists, rescue workers, therapists experiencing vicarious or

secondary traumatization, teachers, journalists, homemakers, and business people;

72% of our patients have been female, and 28% of our patients have been male. It is

notable that several men came forward for treatment later on, during year 2, and

stated that they thought they could handle their symptoms; 73% of our clients are

Caucasian, 14% are Hispanic, and 14% fall into an “other” category. The age range of

our sample is 19–61 years old, with a mean age of 44 years old. Some clients had actu-

ally been in the World Trade Center and been forced to evacuate, others stood on the

streets below, while other waited at home or work waiting to hear about the fate of

loved ones. The details and individual stories differ, but most of our clients were 

similar in their struggle to make sense of their experience on 9/11.

Outcomes in the adaptation of a treatment to the community it served

Our goal was to use and adapt STAIR for a community population. To this end, we

provided it more flexibly, and also integrated it with other evidence-based modules

to address comorbidity such as panic disorder, generalized anxiety disorder, depres-

sion, or bereavement issues.

Preliminary review of our data at the time of this writing shows that, of the 73 indi-

viduals who received treatment at our setting, 18 completed the treatment and show

a significant decrease in PTSD symptoms. Significant reductions were also seen with

regard to symptoms of depression, the ability to regulate negative emotions, and over-

all functioning at work, school, and in relationships. Indeed, it is of special note that

the effect size of the reduction in PTSD symptoms in this pilot work is greater than

that obtained under randomized-controlled conditions. These data are counter to

some researchers’ assumptions that the effects of good treatments get diluted in the

community. Rather, we have found that community applications, at least if imple-

mented by knowledgeable clinicians can provide even greater relief than those found

in highly restricted academic applications. We are now in the process of modifying

STAIR for other community settings and populations of patients.
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This is one important result of our treatment effort and we are profoundly

grateful for the funding that has allowed us not only to provide treatment to those

in need but to evaluate whether we have done any good.

About the service providers

We took special care to create a process group for our clinical team early on. Our

purpose was to deal with issues such as vicarious traumatization, and to provide

support and encouragement to one another as we heard heartbreaking stories of

loss, and trauma narratives that rivaled one another in terms of specificity and grue-

some details. Time and again, we saw how an event such as 9/11 can cause an indi-

vidual to rethink his or her view of the self and the world. We were also impressed

with human resilience under the worst possible circumstances.

We connected with our patients in ways that still surprise us. We were deeply moved

by the ways our patients expressed themselves through art, through their words,

through photographs and through poetry. Our patients’ motivation to survive and to

move forward in their lives despite the losses they suffered was inspiring. For many of

us, this work reinforced the reasons we decided to enter a helping profession.
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THE MENTAL HEALTH MANDATE OF SEPTEMBER 11,  
MOUNT SINAI  SCHOOL OF MEDICINE
Gila Schwarzbaum and Rachel Yehuda

The events of September 11, 2001, and their aftermath brought into sharp focus

striking gaps in our knowledge about how to deal effectively with the mental health

implications of a large-scale trauma. When faced with the immediate problem of

dealing with 9/11 as a crisis and the public necessity for treatment, of thousands,

and possibly tens of thousands of people needing help, those gaps became immediate

mandates to address. The development of the New York Consortium for Effective

Trauma Treatment was extremely instrumental in helping our center conceptualize

an appropriate mental health response to the events of 9/11.

Because the Traumatic Stress Studies Division at Mount Sinai School of Medicine

has been a longstanding clinical treatment program in a major academic hospital

and medical school in New York, we instantly felt on 9/11 that this event was going
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to represent a professional watershed. However, against the backdrop of horror sur-

rounding this event, we also believed that it would provide an opportunity to learn

about certain aspects in the field of traumatic stress that were still unknown to us.

The Traumatic Stress Studies Division was established in 1991, and began with 

a modest clinical program aimed at the treatment of post-traumatic stress disorder

(PTSD) in combat veterans. Specialized Treatment Program for Holocaust Survivors

and their Families was established at the Mount Sinai School of Medicine and by 1997

the Traumatic Stress Studies division had expanded to include a Psychopharmacologic

Treatment Trials Program. In 1999 we opened the Women’s After Trauma Care 

and Health Program (WATCH) and the Children’s After Trauma Care and Health

Program (CATCH). Thus, by September 2001, The Mount Sinai Traumatic Stress

Studies Program had an established history of conducting research in connection with

and providing treatment services to trauma survivors with PTSD. However, our pro-

gram had been more focused on helping people deal with events that had transpired

months, and usually years or even decades, prior to seeking treatment with us.

In the immediate aftermath of 9/11, it was not clear to us whether the same

treatment strategies in which we had already developed confidence for use with

more chronic patients would be instrumental for persons requesting treatment in

the weeks and months following 9/11. In fact, at a time when almost everyone in

New York City (NYC) was reeling from the effects of 9/11, it was not clear to us that

we would be able to properly identify those at risk for PTSD or long-term psy-

chopathology based on their earlier responses.

It had been clear for many years prior to 9/11 that most people exposed to

trauma initially develop symptoms of PTSD, but the great majority also recover,

even without mental health treatment. In fact, statistics suggested that while many

people met criteria for PTSD in the first week post-trauma, only 1–25% of those

exposed to natural disasters or accidents were at risk for developing PTSD. The

implications of this for the events of 9/11 were that many people would at first

appear very symptomatic, but ultimately, their symptoms would resolve, with or

without treatment. The question was whether persons should be treated, and if so,

how, during the first few weeks or months post-trauma?

Initial epidemiological studies showed that, 5–8 weeks after the attacks, a preva-

lence rate of 7.5% of randomly sampled subjects living south of 110th Street

reportedly had developed PTSD (Galea et al., 2002), with those having the most

severe exposure or personal loss at higher risk than others. Initially, this caused

alarm in NYC, and in our program in particular because it suggested that there

would be many more persons with PTSD than could be accommodated by the cur-

rent mental health system. Indeed, greater symptom severity from 1 to 2 weeks

post-trauma and onwards is positively associated with subsequent symptom 

severity (Shalev et al., 1997; Harvey & Bryant, 1998; Murray et al., 2002).
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One of the things we immediately recognized was that mental health response to

the World Trade Center (WTC) attack could not be wholly guided by evidence-

based medicine or psychology, in that the understanding of how to treat survivors

in the aftermath of a disaster of such magnitude was limited. Thus, we identified

the need to form the infrastructure that would gather the necessary information so

that future decisions about mental health responses could be made on the basis of

empirical knowledge. In working towards that goal we determined that it was time

to consolidate the various programs and hire and train more staff.

In response to the terrorist attack on the WTC, our program immediately

assembled a cadre of psychiatrists, psychologists, and social workers to be on call as

needed as well as to enter the community and make known the availability of our

clinicians to assist survivors, their families, and the community at large in dealing

with this monumental tragedy. Within a short period of time we began to receive

telephone calls from individuals seeking mental health services. For people who

contacted us in the weeks immediately following the trauma, we encouraged them

to seek natural supports, knowing that symptoms would likely decrease with time.

Simultaneously, we trained residents and first-line mental health responders to

understand that the most appropriate intervention was to help survivors gauge

whether their symptoms were remaining the same, slowly improving, or increas-

ing. By about 6 weeks post-trauma, we began to see patients exhibiting serious

symptoms of depression and anxiety disorders.

At the time of 9/11 we were in the midst of collaboration with Dr. Edna Foa in

which we were examining biological measures associated with rape victims in the

context of cognitive–behavioral therapy in the treatment of these women. At the

suggestion of the National Institute of Mental Health (NIMH), we submitted an

administrative supplement to this collaboration for the purpose of examining the

efficacy of the Brief Recovery Program (BRP) with individuals experiencing signif-

icant symptoms of PTSD after the WTC attack and comparing it to supportive

counseling (SC), examining the efficacy of prolonged exposure (PE) with individ-

uals who failed to respond to BRP or SC, examining the biological changes over the

course of both treatments and at follow up, and learning and implementing the

BRP and PE models as developed and utilized by Dr. Foa, for the treatment of

recent victims with severe PTSD symptoms and with chronic PTSD, respectively.

The training provided through the New York Times Consortium (Consortium)

enabled the immediate establishment of such a treatment protocol with different

therapeutic options. Through the New York Times Consortium, our clinicians

were offered numerous training programs to further educate them with respect to

interventions determined to be highly useful in treating patients affected by the

WTC. Further, in some cases, arrangements were also made to have ongoing clini-

cal supervision of diagnostic assessment and psychotherapy that took place both
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in-person and by telephone conference. Thus, patients treated in our program

were able to receive either exposure therapy or SC by clinicians whose training

supported their skills in these protocols.

As not all callers seeking treatment from our program were eligible for inclusion

in the research study, it quickly became clear that a third treatment option was

needed to serve those patients who although did not meet inclusion criteria, were

in need of trauma treatment services. We therefore established the treatment as

usual (TAU) arm of the study, which also served as a basis for comparing the

Consortium trained therapists with those who were providing TAU and were being

trained and supervised within our program.

Patients seen within our program through any of the treatment options under-

went periodic evaluations throughout treatment in order to assess progress and to

determine whether additional treatment was necessary. Upon completion of the

treatment sessions, referral for further treatment was made if indicated. Addi-

tionally, our program has performed both 3- and 6-month follow-up evaluations

for each patient so that longer-term progress could be monitored as well.

With respect to CATCH, the Consortium has enabled our program to expand its

direct treatment services to children and adolescents who were impacted by the

events of 9/11 and continue its community services. CATCH’s WTC-related activ-

ities began in the immediate aftermath of the attack as its clinicians worked with

the Disaster Psychiatry Outreach Program to staff the Family Relief Center set up

by the Red Cross to serve victims of 9/11. The Division of Child and Adolescent

Psychiatry and CATCH personnel were involved in counseling the families of the

Cantor-Fitzgerald and Aeion Corporations. Immediately following the WTC attack,

our staff also conducted widespread outreach to both the NYC public school sys-

tem and private schools and has continued to work with school-based mental

health service providers in order to assist them in helping their students cope with

the disaster. This effort has been implemented through off site seminars as well as

through programming at the schools themselves. Initiatives have also extended to

mental health workers at higher-education facilities. Further, CATCH was and

continues to be involved in a variety of other activities in an effort to raise the

social consciousness about effective trauma treatment for children and adoles-

cents. It has developed an affiliation with and provided consultation and guidance

to SOS, a social action-based organization originating with synagogue-based inter-

vention that plans to further expand. CATCH consulted with Sesame Street

Workshop to assist in planning episodes of Sesame Street and other multimedia

features aimed at addressing some of the issues associated with the WTC attack.

Also developed for widespread distribution, was a Parent and Teacher Trauma

Information Brochure, in question and answer format. The CATCH program con-

tributed trauma-related information to the Mount Sinai Hospital and Mount Sinai
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School of Medicine web sites and continues to develop a web site in conjunction

with the Traumatic Stress Studies program at Mount Sinai. Finally, CATCH has

been the subject of WTC media coverage in both articles and interviews, hopefully

highlighting the importance of seeking effective trauma treatment for sympto-

matic children and adolescents.

Through research initiatives established through CATCH, our program further

pursues its mission of establishing infrastructures to gather information that can

inform future trauma treatment response as well as provide the necessary treat-

ment. Together with the Jewish Board of Family and Child Services (JBFCS), we

have secured funding through the NIMH to provide for the establishment of a part-

nership between CATCH and JBFCS to systematically develop a collaborative field

research organization that integrates laboratory-based clinical research with field

trials of clinical interventions. The collaboration is aimed at screening trauma in

children and youths and at evaluating the efficacy of trauma-focused treatment for

children and youths served by JBFCS. This initiative is in response to a federal call

for proposals to establish partnerships between academic medical centers and com-

munity service agencies, a collaboration that clearly is aligned with our mission.

Beyond these activities, The Mount Sinai Traumatic Stress Studies Program has

been offering seminars as well as supervision within Mount Sinai for staff and vol-

untary faculty members and has been actively engaged in educating other NYC

mental health treatment providers with respect to effective evaluative and treat-

ment services in the wake of the events of 9/11. Such treatment providers include

clinicians practicing in community settings, school psychologists, social workers

and counselors, teachers, and clinicians in private practice. And as part of our edu-

cational mission, our program has provided consultation to other agencies who

offer mental health services such as the Jewish Board of Family and Children

Services, in order to help them in their outreach and treatment efforts.

The Mount Sinai Traumatic Stress Treatment Program has been the subject of

widespread media coverage in both recent articles and interviews, highlighting the

importance of seeking effective trauma treatment for symptomatic adults and chil-

dren. Our program’s efforts in this regard have enabled us to be called upon as a

useful resource for other mental health professionals seeking guidance-based upon

our expertise in the area of trauma treatment.

CONCLUSION
Randall D. Marshall

The process of both coping with and responding to 9/11 proved to be a grueling

but remarkable lesson in the difficulties of enhancing community services after a

major disaster. The logistical impediments to creating a multisite collaboration
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under super-accelerated, crisis conditions taught us the critical importance of disaster

preparedness planning within and across institutions, government, and philanthropy.

We are deeply indebted to trauma experts across the country and around the

world for their participation in our program. On short notice, every expert we con-

tacted made themself available to provide training to our newly expanded staff, and

thereby enhanced mental health services in the greater New York area. This outpour-

ing of generosity in a time of profound crisis made a deep impression on all of us.

Over the course of the year, our collaboration developed to have a number of

strengths. Our geographic distribution around Manhattan facilitated accessibility

to the community; our differing institutional emphases (e.g. research vs. services

oriented) proved to be complementary. Our ability to operate semi-autonomously

made it possible for each team to respond rapidly, drawing on their individual

strengths of infrastructure and personnel.

Our effort would not have been possible without the willingness of Jack Rosenthal

to adopt mental health as a critical area of focus for the New York Times Foundation.

Although the data has since amply validated this decision, it was a risky and largely

intuitive commitment in the first weeks after the attacks. Other funding sources were

largely unavailable in the immediate post-disaster setting for mental health services

and research, including research funds from NIMH. It is gratifying to see that this

problem is now being recognized at both the local and national level.

Research is desperately needed in the area of interventions after community dis-

aster. Rates of serious mental disorder have been well studied and described after

numerous different kinds of events, but our knowledge base becomes grossly defi-

cient when the practical questions arise as to what should be done to assist these

persons and repair the damage done to a community in the wake of disaster. In the

interim, of course, communities must still respond as best they can when disaster

occurs. We hope that the documentation of our efforts serves other communities

in some way in the aftermath of future disasters.
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The tragic events of September 11, 2001 put the resources of the American people to

the test like no other event in US history. The world watched as people came together

from all walks of life, from all parts of the country, to clear up the ruin that the ter-

rorists had left behind in lower Manhattan. At the time of the attacks, we found our-

selves in the unique position to lend our psychological expertise in the field of trauma

to two distinct groups called upon, by profession, to respond to the devastation: the

New York Fire Department (FDNY), and employees of Consolidated Edison (Con

Edison), the utility company responsible for providing New York City with elec-

tricity, gas, and steam. We had a prior history with both of these groups via the pri-

mary author’s role as liaison between the Weill Cornell Medical College Department

of Psychiatry and the New York Presbyterian Hospital (NYPH) Burn Center for the

past 15 years. Our involvement with these specific groups stems most basically from

the fact that people in these positions undergo trauma via work-related accidents

and injuries and require evaluation and treatment for the psychological sequelae of

trauma. It was these facts that left us in a position to organize the evaluation and treat-

ment post-disaster, on a scale we had never imagined, to two populations that had

never previously been so massively traumatized.

In this chapter we share what we have learned about how these two populations

were effected by their exposure to the terrorist attacks and their aftermath. Before dis-

cussing the psychological effects of their involvement with the disaster, it is important

to give the reader a picture of what the individuals that make up these populations

endured in the fall of 2001. Like us, the firefighters and Con Edison employees were

responding to the disaster from their areas of expertise. The firefighters were there

to respond to an emergency, put out a fire, and rescue its victims, followed by a long

period of recovery of human remains. Con Edison employees were there to shut off

energy sources potentially feeding the fire, followed by restoring gas, steam, and 

electric power to lower Manhattan. Due to the nature of their jobs each of these 



sub-populations of what are commonly referred to in the literature as “disaster relief

workers” (DRWs), came from different backgrounds to perform different duties.

What they share is the fact that they were called in their line of duty to work at the

World Trade Center (WTC) site for extended periods. Following, we will discuss

some of the distinct features of the exposure endured by these sub-populations.

Con Edison employees were exposed to the site to varying degrees (Con Edison,

2002). Approximately 3800 workers responded to the need for stopping and recover-

ing service in the minutes and days following the attack, often undertaking tasks that

were life-threatening and witnessing horrific carnage. Some were working near the

site as the events took place, others responded immediately from different locations,

and others arrived days or weeks after the event. One general pattern of exposure was

to arrive the day of 9/11 and work 12–16-hour shifts for about 1 month, some with

a few days off, others working straight through. Physical stress resulted from working

long hours for countless days, often wearing heavy protective clothing and respira-

tors that had to be removed to speak or eat. Psychological stress resulted in part from

working in a potentially dangerous environment amidst tremendous devastation

and loss of human life. Many employees describe their first time to the site, staring at

the six-story pile of rubble, in disbelief that all that was before them was twisted steel

and dust – no desks, no computers. They walked by medical units set up to help sur-

vivors, only to notice the cots were empty. Additionally, many employees either grew

up or currently lived in communities that suffered multiple losses of both rescue

workers and civilians who were known in their communities as the little league

coach, the store owner’s daughter, the neighbor’s son, etc. Their distress was com-

pounded by concern for their health (primarily regarding what they were breathing

in) and a sense of helplessness that they could not do more.

The firefighters endured different types and degrees of exposure to the attacks,

both in their line of duty and in their social lives (New York City Fire Department,

2002). Responding to the attacks as they were happening many saw people hurling

from the top floors of the Trade Center Towers, and also may have had to flee from the

Towers as they crumbled. During and after the attacks they were occupied in des-

perate attempts to rescue and recover their brethren. Fundamental to understand-

ing the exposure of FDNY to the attacks is the significance of the social network that

permeates their work and personal lives. Taking into account the fact that their line of

duty puts them in a position to regularly face possible injury and death, it is no sur-

prise that firefighters live in a culture of “brotherhood.” Each of the 343 firefighters

who died as a result of 9/11, left not only their own families grieving, but left their

close knit community in mourning as well. Some firefighters we worked with made

their final eye contact with lifelong friends as they headed into the Trade Center

Towers. In addition, the firefighter’s exposure to the attacks seemed to only worsen

after the towers fell and the site was cleaned up. There were a nightmarish string of
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events they were yet to endure: hearing their deceased brother’s voices on the 9/11

tapes released by the New York Times, being notified as remains of their brothers

were recovered, or actually finding the remains themselves, attending an endless

number of memorial services and funerals. The aforementioned events were

endured through a fog of physical and emotional exhaustion.

As shown above, as well as being described in the literature, disaster workers can

be confronted with a variety of situations in the course of their efforts that chal-

lenge their physical and emotional functioning (Paton, 1997; Young et al., 1998;

National Center for Post-traumatic Stress Disorder, NCPTSD, 2001a). Emanuel and

Ursano (1999) delineate four potential hazards of disaster work: (1) “psychological

stressors,” such as risking injury or death, gruesome or disturbing experiences, and

isolation from primary social network; (2) “physiological stressors,” such as heavy

physical exertion, lack of sleep, and poor nutrition; (3) “occupational stressors,” such

as conflicts between personal and organizational needs and role confusion; and 

(4) “organizational stressors” such as concerns about personal safety and limits of

ability to rescue.

This chapter will focus on our efforts to evaluate and treat both groups of DRWs.

Following a brief summary of the scientific literature, we will discuss our experience

in establishing a screening and evaluation program for DRWs post-9/11, providing

empirical data as well as clinical observations garnered from our programs.

Post-traumatic stress disorder and DRWs

Disasters come in the form of natural events, such as earthquakes; accidents or tech-

nological failures, such as airplane crashes; and human-generated incidents, such

as terror attacks (NCPTSD, 2001c). Such disparate events share a common feature –

the swift, most often unanticipated, infliction of harm and damage (Neufeldt &

Guralnik, 1989). Communities recovering from the aftermath of disasters may have

to come to terms with members’ threatened or actual injury and loss of life, disrup-

tion of social relations and networks, loss of property and resources, and increased

uncertainty about the future (NCPTSD, 2001c).

A recent review of articles based on studies of 80 disasters worldwide point to

five key outcomes of disaster on individuals and communities: (1) “psychological

problems,” such as post-traumatic stress disorder (PTSD), major depressive disor-

der (MDD), and generalized anxiety disorder (GAD); (2) “non-specific distress;”

(3) “health problems,” such as somatic complaints, increased substance use, and

sleep disruption; (4) “chronic problems in living,” such as increased interpersonal,

occupational, and financial stressors; and (5) “psychosocial resource losses,” includ-

ing reductions in perceived social support and social embeddedness (NCPTSD,

2001c).
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The bulk of empirical support for these outcomes is drawn from research on direct

victims. However, communities depend for their recovery on the efforts of diverse

groups of disaster workers – search and rescue personnel; fire and safety personnel;

medical personnel; police, security, and investigators; clergy, mental health, and

social service providers; elected officials; volunteers; and the media (Young et al.,

1998). In the past two decades clinicians and researchers have begun to appreciate

the risk of trauma to disaster workers (Wright et al., 1990). The section below out-

lines findings regarding the evaluation and treatment of disaster workers in the

industrialized world.

Assessment of disaster workers

Assessment of the negative psychological sequelae of disaster work is a complex

endeavor. In a recent review of studies conducted in both the industrialized and

industrializing world, Norris et al. (2002) concluded that disaster workers are less

at risk for distress than direct disaster victims. They estimated that 42% of studies

of direct victims revealed at least severe distress, but put the figure at 13% for 

studies of disaster workers.

Clinicians and researchers have hypothesized that persons who choose emer-

gency work as an occupation are likely to be resilient, that disaster organizations

select resilient workers, and training enables disaster workers to cope with disaster

conditions (e.g., Moran & Colless, 1995;Young et al., 1998; North, 2002). For instance,

disaster workers are thought to be characteristically independent, self-confident, and

strong (Young et al., 1998). They use problem-solving and suppression of emo-

tions to effectively manage disaster situations (Moran & Colless, 1995). Certainly, it

is necessary to acknowledge that many workers derive satisfaction from their efforts

and report positive outcomes (Raphael et al., 1983–1984; Hytten & Hasle, 1989;

Moran & Colless, 1995; Young et al., 1998; NCPTSD, 2001a). Negative stress reactions

may be an inevitable but transitory aspect of disaster work (Young et al., 1998;

NCPTSD, 2001a).

Nevertheless, there is converging evidence from diverse studies that a significant

proportion of disaster workers are at risk for enduring distress. This appears to hold

true for responders to a wide range of incidents, from natural disasters (McFarlane,

1986, 1988; Marmar et al., 1996), to accidents and technological failures associated

with mass casualties (Taylor & Frazer, 1982; Raphael et al., 1983–1984; Durham et al.,

1985; Ersland et al., 1989; Fullerton et al., 1992; Ursano et al., 1995). Of most rele-

vance, enduring distress occurs as a consequence of human-generated disasters

(Jones, 1985; Harvey-Lintz & Tidwell, 1997; Sims & Sims, 1998); most notably war

(McCarroll et al., 1995) and terror attacks (North et al., 2002a; Rosenczweig et al.,

2002).
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Studies have revealed rates of generalized distress and poor mental health reaching

37% in samples of disaster workers (Taylor & Frazer, 1982; Raphael et al., 1983–1984;

Jones, 1985; Duckworth, 1986; McFarlane, 1986, 1988; Ersland et al., 1989); and

researchers have identified rates of PTSD ranging from 9% to 35% (Durham et al.,

1985; Duckworth, 1986; Marmar et al., 1996; Harvey-Lintz & Tidwell, 1997; Marmar

et al., 1999; North et al., 2002b; Rosenczweig et al., 2002). Many studies suggest that

a significant subset of disaster workers may experience sub-syndromal levels of

PTSD symptoms (Wilkinson, 1983; Duckworth, 1986; Ursano et al., 1995). Major

depression and GAD are also common responses to disaster (NCPTSD, 2001c).

McFarlane and Papay (1992) found that some 77% of Australian volunteer fire-

fighters who responded to a natural disaster and developed PTSD had other con-

ditions, most commonly depression. It is only in rare cases (Hytten & Hasle, 1989;

Alexander & Wells, 1991; Renck et al., 2002) that researchers conclude that workers

are unaffected by disaster exposure.

What is the course of post-traumatic stress and other distress reactions among

disaster workers? Some studies have documented acute distress among disaster work-

ers within 4 months of disaster (e.g., Fullerton et al., 1992; McCarroll et al., 1995;

Ursano et al., 1995; Weiss et al., 1995; Rosenczweig et al., 2002). Other studies have

identified significant rates of PTSD among workers 5 months to several years post-

disaster (e.g., Jones, 1985; McFarlane, 1986; Harvey-Lintz & Tidwell, 1997; Marmar

et al., 1999). Most notably, a few longitudinal studies reveal that while symptoms

may diminish somewhat over time, distress tends to be chronic in 9%–14% of indi-

viduals (e.g., McFarlane, 1986, 1988; Marmar et al., 1999).

Besides revealing patterns of distress in disaster workers, studies also highlight

some features of disaster work that may put DRWs at elevated risk for negative out-

comes. Some limited evidence suggests that the greater the number of stressors a

worker encounters, the greater will be his or her distress. For instance, researchers

have found that those involved in gruesome or disturbing work, such as body han-

dling, may experience significant levels of distress (Taylor & Frazer, 1982), higher

levels than those not involved in such work (McCarroll et al., 1995). Researchers

have also found that workers reporting psychological stressors, such as life threat;

physiological stressors, such as food and sleep deprivation; and occupational stressors,

such as confusing orders, are more likely to develop PTSD reactions (Marmar 

et al., 1996). Furthermore, workers who report high levels of dissociation or strong

emotional reactions during disaster operations may be at risk for PTSD symptoms

(Weiss et al., 1995; Marmar et al., 1996).

Certainly, these studies indicate the importance of assessing disaster workers for

clinically significant negative psychological reactions. However, there are limitations

to this body of evidence. Studies to date have relied primarily on self-report data, an

approach that, while cost-effective, may lead to an under-identification of symptoms.
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Given that disaster workers value the display of strength and mastery, and may have

reservations about people outside of their sub-culture (Young et al., 1998), self-

reports may be unduly influenced by social desirability and other such effects. Few

researchers employ in-person interviews (Taylor & Frazer, 1982; Sims & Sims,

1998; North et al., 2002a, b) or conduct their studies in the workplace (e.g., Marmar

et al., 1996; Harvey-Lintz & Tidwell, 1997; North et al., 2002a, b).

Treatment of disaster workers

As a significant proportion of disaster workers are at risk for clinically meaningful

and potentially chronic distress, there is a clear need for empirically validated treat-

ments. However, there is a paucity of research in this crucial area.

Psychological debriefings have become the standard of care for disaster survivors,

especially those in the disaster worker community (NCPTSD, 2001a). Typically,

debriefings involve time-limited, small group discussions held within days of the

disaster experience. It is argued that debriefings serve as a stress management tool

by providing for emotional release, cognitive restructuring of the disaster experi-

ence, development of social support, education about trauma reactions, and identifi-

cation of symptomatic individuals (Armstrong et al., 1991; Shalev, 1994). However,

the effectiveness of debriefings has recently been hotly debated and empirical

research on the issue is equivocal (Jenkins, 1996; Kenardy et al., 1996; Nurmi, 1999;

Fullerton et al., 2000). (As we did not begin our interventions with either group until

several weeks post-9/11, we do not discuss the role of debriefings in either group.)

Expert treatment guidelines recommend that cognitive-behavioral treatment

(CBT) with an exposure component be the first-line intervention for PTSD 

(Foa et al., 1999). In a recent review of the extant research, Rothbaum and colleagues

write that some 12 controlled studies have documented positive outcomes for expo-

sure treatment (Rothbaum et al., 2000). Such treatment commonly includes relaxation

training, imaginal exposure of the trauma memory, in vivo exposure to trauma-related

stimuli, and cognitive restructuring. It aims to provide systematic desensitization

of traumatic effects and cognitive reprocessing of pathogenic meanings, allowing

the survivor to tolerate memories of the events without emotional flooding or

rigid avoidance, and to restore more realistic views of self, others, and the world.

While no controlled trials involving disaster workers have yet to be reported in the

literature on terrorism, recent case reports (Tolin & Foa, 1999) and controlled stud-

ies have been extended to include emergency service personnel dealing with non-

disaster-related trauma reactions, yielding promising results. Two controlled studies

of police officers diagnosed with PTSD following work-related critical incidents

demonstrated that participants in psychotherapy incorporating CBT (Gersons et al.,

2000) or eye movement desensitization and reprocessing (EMDR) intervention
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(Wilson et al., 2001) showed significant remission of PTSD symptoms. Finally, while

no exposure therapy treatment studies have focused their attention exclusively on

disaster workers, Gillespie et al. (2002) included disaster workers in a study of the

effectiveness of exposure therapy in treating survivors of a terrorist bombing in

Northern Ireland. Both civilians and DRWs showed clinically significant levels of

improvement in post-traumatic stress and depressive symptoms.

Organizational interventions

Some in the disaster community have called for organization-based intervention

strategies to address the strains and challenges disasters pose for workers (Paton,

1997; Dunning, 1998; Smith, 2001). Dunning (1998) points out that organizations

are often under-prepared to address their needs for a variety of reasons. First, since

disasters are considered uncommon, there is little incentive for organizations to pre-

pare for such occurrences. Second, organizational resources are often strained by

disaster response, leaving little available for addressing worker strain. Third, organi-

zations often hold the view that “stress can bring out the best in a worker” (p. 286)

and thus, does not need to be addressed. However, both in the immediate aftermath

and recovery period, peers and supervisors can be in a unique position to provide

support and respond to workers’ needs (Paton, 1997; Dunning 1998). For instance,

supervisors can be trained to identify symptoms of stress so that workers can be

given any needed respite from duties (Dunning, 1998). There is an increasing call

for organizations to implement programs that train workers about normal reac-

tions to disaster and stress reduction techniques (Dunning, 1998; Smith, 2001) prior

to such an event.

Summary

The empirical literature underscores the paucity of research on DRWs, especially

compared to civilian trauma populations. Many questions remain regarding the pub-

lic health significance of multiple exposures to life-threatening events to DRWs.

The dearth of treatment studies is compelling given the rates of PTSD and related

problems in these civil servants. The following section describes our efforts to estab-

lish a program to evaluate and treat DRWs, using the extant literature as a guide for

our efforts.

The Weill Cornell Disaster Relief Screening and Treatment Program

Our empirical data and observations stem from a breadth of involvement with dis-

aster relief populations post-9/11 as well as a longstanding history with these and
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other trauma populations. The firefighters and some of the Con Edison workers

became part of National Institute of Mental Health (NIMH) funded controlled

clinical trials comparing the efficacy of various psychological interventions includ-

ing CBT, exposure therapy, virtual reality enhanced exposure therapy, and sup-

portive psychotherapy. In response to Con Edison’s involvement at the disaster 

site, a special psychological screening program was set up in conjunction with a

mandatory medical screening organized by their Occupational Health Department.

In the end, we will evaluate 3800 utility workers and a percentage of those will also

be treated for the psychological sequelae of trauma. As of this writing, we have

completed over 2300 evaluations on site at the Con Edison Occupational Medicine

Department. In addition, 100 utility workers and firefighters have been treated in

our clinical program, while an additional 20 utility workers, 15 firefighters,

and 17 civilians have completed or are currently engaged in research treatment 

protocols.

Establishing the screening program

Inherent in organizing services in the aftermath of a disaster is the need to act

quickly, at a pace that modern bureaucracies are not typically prepared to accom-

modate. Our mandate was to organize the screening program for 3800 workers

within about 6 weeks. We sought advice from trauma experts around the country

and drew on previously formulated guidelines in establishing our screening pro-

gram. According to general guidelines developed by the NCPTSD,“disaster screen-

ing should address past and current psychiatric and substance abuse problems and

treatment, prior trauma exposure, pre-injury psychosocial stressors, and existing

social support. Event-related risk factors should also be assessed, including exposure

to death, perception of life-threat, and peri-traumatic dissociation” (NCPTSD,

2001a).

Following these guidelines, all participants in our clinical and research programs

were evaluated with structured clinical interviews and widely used, well-validated

self-report measures (Difede et al., 2004). The structured interviews included com-

pletion of an exposure questionnaire developed for this project, the clinician-

administered PTSD scale (CAPS) (Blake et al., 1990), selected modules of the

structured clinical interview for the Diagnostic and Statistical Manual for Mental

Disorders-IV (DSM-IV) (SCID) (First et al., 1997) and a traumatic history interview.

All of the psychologists working on the project were trained to conduct the CAPS

and SCID. Some had several years experience conducting evaluations and treat-

ment of trauma patients, administering structured clinical instruments and using

standardized treatment protocols with trauma populations. Each clinician, regard-

less of their seniority, met weekly with the program director for supervision.
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Clinical presentation of the DRW common symptomatic presentations

Approximately 15% of the 519 Con Edison employees met criteria for PTSD and

23% met criteria for sub-threshold PTSD. Sub-threshold was defined as meeting 

criteria on two of three symptom clusters. Fifty-three percent of the total sample had

a history of prior trauma. Participants who reported having prior trauma were

more likely to be diagnosed with both PTSD, or sub-threshold PTSD, as well as

major depression.1

The most common self-reported symptoms for both Con Edison employees and

firefighters were anger, irritability, difficulty falling asleep, difficulty staying asleep,

and distress at reminders. While many participants found the anger, irritability,

and sleep problems compelling, and a primary motive to seek treatment, the dis-

tress at reminders was not. Most expected this distress and perceived it as a normal

reaction to an overwhelming event, compounding the task of the clinician faced with

persuading the worker of the need for treatment. As many DRWs persisted in the

view that the symptoms were expectable reactions to overwhelming trauma, we

tried to focus on the relationship between their symptoms and functional impair-

ment to motivate them for treatment. By doing so we were able to remove the focus

from a discussion of whether or what might be considered “normal” and empha-

size the adverse impact the symptoms were having on their quality of life and their

ability to function in their social and vocational roles.

There were two common presenting profiles for the Con Edison employees.2 There

were those with PTSD from direct exposure to the attack or prolonged exposure to the

recovery site; and those who did not have direct or prolonged exposure, who nev-

ertheless technically met diagnostic criteria for PTSD. Perception of imminent life

threat appeared to be a critical difference between these groups. Those in the latter

group generally did not perceive imminent threat to themselves, endorsed different

symptoms than those in the direct exposure group, and most notably lacked the

anxious-arousal component generally associated with PTSD.

Those with PTSD from direct exposure usually presented with anxiety, irritabil-

ity, and sleep problems (i.e., sleep latency and continuity, as their most common

complaints; Difede et al., 2004). Those in this group usually had direct and prolonged

exposure to the attack beginning on September 11, 2001, as illustrated by Mr. G.,

a Con Edison employee. He responded within minutes of the attack, with sufficient

time to observe the towers fall. His usual responsibilities included responding to

emergencies and assessing safety factors. Thus, he had the burden of knowing his
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decisions would affect the safety of his employees and the community. Mr. G. lived in

a community in the city that is home to countless firefighters, police, and Con Edison

employees. He grew up in the same neighborhood where he currently resided and was

a well-respected community leader. As a consequence of his stable community ties,

he knew countless men who died at the WTC on September 11, 2001, many of them

since their childhood. Upon presentation, he was anxious and tearful. He chose to

accept treatment because he recognized that he could no longer control his irri-

tability. He accepted the argument that he would be more effective in his quest to

help others if he was able to accept treatment for himself, and in so doing serve as

a role model to others who could benefit from treatment.

The second group technically met criteria, but generally did not report anxious-

irritability as among their chief complaints, nor did they usually have direct or pro-

longed exposure to the site. This second group was characterized by having indirect

exposure, current life stressors, and often a prior psychiatric or trauma history.

Those who fell into this group usually met symptom criteria by strongly endorsing

one re-experiencing (“B”) symptom: distress at reminders; two or three avoidant

(“C”) symptoms: avoiding reminders, avoiding thoughts and emotions, social

withdrawal; and two arousal (“D”) symptoms: difficulty sleeping (though without

the sleep continuity component), and difficulty concentrating. Though not terri-

bly specific, those in this classification would best be described as generally dis-

tressed. Often there were suggestions of a habitual way of perceiving and coping

with life stressors that was maladaptive. Take for example, Mr. P. who had been out

sick for close to a month at the time of the attacks. He had no direct exposure to

the site until visiting there one time months later. His indirect exposure came from

numerous colleagues sharing their stories with him as their union representative.

This individual had numerous life stressors (coping with a chronic health condi-

tion, longstanding marital problems) as well as a significant trauma history. The

events of 9/11 served as a catalyst to exacerbate the emotional distress that he was

already experiencing. During the screening he endorsed all symptoms for PTSD as

well as major depression. He reported the greatest distress from frequent crying

spells, depressive irritability, trouble falling asleep and early morning awakening.

He became distressed at reminders of the attacks; however, this distress generalized

across many issues, including reminders of past traumas. Once in treatment it

became clear that the experience he was undergoing, rather than to focus on the

content of his traumatic life goal of treatment, would be to teach him how to bet-

ter identify, tolerate, and modulate the intense emotional experiences, including

his indirect exposure to 9/11.

The distinction between these two groups is an important public health issue as it

has implications for both screening and interventions post-disaster as well as pre-

disaster education and training. For example, those in the “generally distressed”group
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were pre-morbidly more vulnerable, suggesting a need for specific preventative inter-

ventions targeted to those DRWs with a trauma and psychiatric history.

Co-morbid diagnoses

Co-morbidity of major depression and substance abuse with PTSD have been well

documented (Kessler et al., 1995; Jacobsen et al., 2001). Our empirical data, as

noted above, as well as our clinical observations are consistent with this literature.

Among the Con Edison employees depression was, not surprisingly, more com-

mon among those with a pre-morbid trauma history or with additional life stressors.

About 5% met criteria for major depression (Difede et al., 2004). Among firefight-

ers, the picture was further complicated by bereavement. Most firefighters experi-

enced multiple and extensive losses. A typical example, Mr. F. had been a firefighter

for 20 years. Ten men from his firehouse (who he had known from 7 to 20 years)

were killed, including his two best friends. Individuals with loss this extensive were

not uncommon and often appeared numb. Survivor’s guilt was common, especially

for officers who wished that they could take the place of younger men, who had left

wives and young children behind.

Regarding substance abuse, many DRWs are not likely to readily reveal the

nature or extent of their use due to the consequences of substance abuse in the

workplace. However, substance use, especially alcohol use, is a frequent problem in

DRWs. One not uncommon presentation among the Con Edison employees were

Vietnam Veterans who had been sober for a decade or longer, now presenting with

a relapse, or an overwhelming urge to drink with the risk of imminent relapse.

These stories were especially poignant as many described battling with alcohol or

other substances after their return from Vietnam, achieving sobriety and social 

stability, only to be confronted with these demons again as the price of working at

the WTC site.

Substance abuse is a particularly thorny problem to address both because work-

related consequences are severe, and use of alcohol, in quantities far greater than are

commonly accepted in other social venues, are common. For individuals with sub-

stance abuse, it is a challenge to remain sober when one’s peers are not. And it is per-

haps even more extraordinary to be able to walk away from those friends, as a step

on the path to sobriety, when one relies on them at work and play, especially after

a catastrophic event, such as the attack on the WTC.

Though the prevailing clinical wisdom is to engage the patient in a plan to quit

their substance use, premature adoption of this strategy may lead to treatment fail-

ures (Ouimette et al., 1998). It was our impression, in working with both groups, that

as undesirable as the excessive alcohol consumption was, we would have lost many to

further treatment if we had been insistent on an immediate sobriety plan because
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we did not have an adequate substitute to offer that would ease their suffering. Many

refused to consider psychotropic medication as a palliative measure, despite our urg-

ing. There is some debate in the clinical literature as to how to approach the dual

problem of PTSD and substance use. Recent evidence suggests that the PTSD should

be treated concurrently. Otherwise, if the substance problem is ignored, any gains

made in the treatment hour might be mitigated by substance abuse. If the substance

abuse is treated first, the patient is likely to relapse because their PTSD symptoms,

such as intrusive imagery, are cues for drinking (Najavits, 2002).

In principle, we agree with the approach of treating PTSD and substance abuse

concurrently. Otherwise, the priority treatment of one disorder may be undermined

by the other one, as discussed above. However, while we favored this approach as our

guiding principle for treatment planning, in practice it was often quite difficult to

implement. Working individually with each patient, we often started by targeting

whichever symptoms were most distressing to the patient. Often, diminishing one

symptom made it possible to target others. For example, a bereaved firefighter

acknowledged he was drinking more in order to tolerate the immensity of his grief

and had no interest in curbing his alcohol use. Treatment then focused on his grief

and once he began to feel some relief, he came to his therapist for help to reduce his

alcohol use. The necessary steps to reduce his substance use were then assessed and

implemented. However, another patient was impacted by a discussion of how 

alcohol use was increasing his panic symptoms. He decided to begin by reducing

his alcohol intake and found that this diminished the frequency and intensity of

his panic. In time he was ready to directly discuss his trauma.

Common problems consequent to trauma and PTSD

In addition to endorsement of re-experiencing, avoidance and hyperarousal symp-

toms, the diagnosis of PTSD includes an evaluation of the social, occupational, and

subjective distress, that is Criterion E (First et al., 1997). The following section

describes the most common complaints reported to us. Generally, these complaints

were consistent with the extant literature on PTSD. However, there were problems

in each area that were idiosyncratic to each population.

Effects on cognitive appraisal

Cognitive theories of PTSD suggest that exposure to information during a trauma

that is contradictory to one’s fundamental beliefs may be associated with PTSD

symptoms (McCann et al., 1988). Thus, a cognitive framework may be of heuristic

value in explaining the relationship between the DRW’s subjective experience and
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their PTSD symptoms. Research also suggests that appraisal of fundamental beliefs

is affected by terrorism (Difede et al., 1997). Following 9/11 we found that there

were a common set of cultural beliefs and cognitions among the DRWs that were

deeply affected. The DRW’s fundamental beliefs regarding themselves (invulnera-

bility, immortality), the world (predictability, controllability, and safety), and oth-

ers (trust, safety, and isolation) that had shaped their lives had been shattered.

Specifically, we found that themes of “the world is a dangerous place” and “I am a

failure” (common to trauma survivors in general) manifest in unique ways in each

of the sub-populations as described below.

The ethos of the FDNY can be understood by the statement “we run in, when 

others run out.” New York City firefighters are renowned for their fearlessness. It

was this ethos that had members of the FDNY running up the stairs in the tallest

skyscraper without a thought to their own safety. Those who survived generally

had their world assumptions shattered, precipitating existential crises. Cognitive

theories suggest that disconfirmation of pre-existing world assumptions may be

associated with PTSD (McCann et al., 1988). Many firefighters reported feeling as

if the world was a dangerous place and as if they had failed. These were dissonant

thoughts for men accustomed to being in control. Most reported feeling bewil-

dered and embarrassed by the changes in their cognitive appraisal of themselves

and their relation to the world, adding shame to the list of painful feelings to be

mastered. From an existential perspective, their very preparedness to confront dan-

ger appeared to underlie their vulnerability to PTSD, as their self-assumptions

regarding efficacy, mastery, and fearlessness were called into question.

In contrast, most Con Edison employees, outside of the Emergency/Safety

Division, were not trained to confront disaster scenarios. Hence, they did not usually

have a self-concept that included preparedness and fearlessness in the face of danger.

Their symptoms generally did not seem to be as closely related to a disconfirmation

of their sense of self-efficacy. Instead, themes in cognitive appraisal seemed to focus

more on “the world is a dangerous place” with an overestimation of future harm risk.

A common theme for both groups was a profound sense of helplessness. However,

this helplessness appeared to be related to different cognitions for each group. For

the firefighters, it was associated with the thought of “I am a failure” for being unable

to meet expectations of saving the lives of their brethren and the civilians entrusted

to them. For the Con Edison employees, the helplessness turned on the cognition,

“the world is a dangerous” place. Many of the Con Edison workers were fathers3 who

expressed the fear that they were unable to protect their children and spouses from

an increasingly dangerous world.
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Effects on interpersonal lives

The symptoms of PTSD are known to be associated with interpersonal conflict.

Studies suggest rates of marital conflict leading to divorce at about 9% and impair-

ment of close relationships as high as 40% (North et al., 1999). Domestic violence

is not uncommon (Mechanic et al., 2000). Among firefighters and Con Edison

workers, two commonly reported problems were elevated conflict with supervisors

at work and exacerbation of pre-existing marital problems. Participants frequently

reported that the interpersonal problems were more troubling than the PTSD

symptoms.

Participants also frequently complained about changes in sexual functioning.

Not surprisingly, many reported being confused and embarrassed by this problem.

Some were scared because they interpreted their decreased interest in sex to mean

that they were no longer interested in their partner. Others, feeling isolated after

the attacks, craved more intimate contact with a partner who had become distant.

Either way, sexual problems were cited as a frequent cause for the rapid deteriora-

tion of intimate relationships. We found that a frank discussion, that included the

sexual partner, of the effects of PTSD on sexuality, often attenuated the discord. It

is a notable omission that current interviews and self-report measures for PTSD do

not address sexual feelings and performance; nor do manualized, empirically vali-

dated treatments address this essential area of human functioning.

Effects on work performance

Work performance is affected by trauma, and may lead to either temporary or per-

manent disability. Studies of firefighters after the Oklahoma City bombing suggested

that work performance was impaired in 83% of those with PTSD (North et al.,

2002a). Problems with work performance were compounded for firefighters and

the Con Edison workers. The nature of their work requires them to repeatedly con-

front potentially life-threatening situations that may evoke memories of the WTC

attack. This was especially true of the firefighters.

The decision to stop working either temporarily, by going on “light duty,” or per-

manently due to PTSD is often fraught with many emotional as well as bureaucratic

entanglements. The decision to retire or take disability presents unique challenges,

especially among firefighters, who generally derive a substantial part of their iden-

tity, including the challenge and reward of saving lives, and social community, from

their work. Light duty, though a necessary therapeutic strategy for many, itself became

a stressor, though of a much lower order of magnitude. Many DRWs meet their fam-

ily budget by supplementing their income through overtime, which is usually not

available while on light duty. Hence, light duty was potentially both a psychological
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and financial stressor; while making the decision to retire as a consequence of a 

disability, especially a psychiatric one, presented unprecedented challenges that

often became a topic of therapy.

Treatment and the therapeutic alliance

In the following section we will describe aspects of treatment that we found to be

either particularly challenging or idiosyncratic to working with DRWs. All workers

were treated with empirically validated treatments for PTSD using CBT plus exposure

therapy as the first line of treatment, where clinically indicated. We used a manual-

ized treatment approach, adapting a manual previously developed through our

research with burn patients (this study included non-WTC DRWs). If the worker did

not respond, or if in our clinical judgment this approach was not clinically indicated,

deviations from our protocols, including the use of virtual reality exposure therapy

(Difede & Hoffman, 2002) and cognitive processing therapy (Resicke & Schnicke,

1993), as previously applied to PTSD following terrorism (Difede & Eskra, 2001)

were implemented. Although workers were provided treatment through different

administrative venues (i.e., treatment studies, treatment programs, private prac-

tice), the content of treatment was generally comprised of a set of empirically val-

idated techniques tailored to each individual case. Our treatment approach can be

described as one in which both therapist and patient are active participants utiliz-

ing the following techniques both during and between sessions: in vivo and imaginal

exposure, cognitive restructuring, relaxation exercises (including controlled breath-

ing and guided imagery), anger management, sleep hygiene, and psychoeducation.

About 20% of our patients were placed on psychotropic medication; however, phar-

macotherapy was recommended for a much greater percentage of participants than

accepted. Referrals were offered, in accordance with Expert Consensus Guidelines

for PTSD, whenever there was evidence of functional impairment, impaired qual-

ity of life, or sleep disturbance, of moderate to severe intensity (Foa et al., 1999).

An active approach

We find the active as well as interactive nature of our treatment approach to be indis-

pensable with DRWs, and it is evident from the start of the evaluation process. During

the screening process it was not uncommon for the clinician to find the employee

endorsing symptoms of PTSD or major depression, only to minimize or even deny

any subjective distress. We have come to understand this minimization to involve,

in part, the “pull yourself up by the bootstraps” mentality common to both popu-

lations. “I may not be sleeping, and my marriage may be on the rocks, but I’m able

to do my job, so I must be okay.” The clinician is then faced with the task of selling
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the treatment to someone stating that there is nothing wrong. We have found that

certain tactics work best in these types of situations: (1) concretely matching the pro-

posed treatment to the individual’s particular situation and symptoms (e.g., how

treatment could help to improve sleep, driving over the bridge to work without

panicking, or ease marital distress), (2) framing treatment as stress management

training wherein they will be active participants vs. psychological treatment, which

many envisioned as a forum to complain about their problems and accomplish lit-

tle else, (3) emphasizing the “training”as means to help them regain a sense of control

in their lives, and (4) sharing our experience in successfully treating other DRWs.

Anticipating some resistance to treatment in the Con Edison employees, we set up

the treatment program to make it as likely as possible for employees from this par-

ticular population to receive treatment. To this end, employees are allowed to attend

treatment during work hours, which has been a popular option.

As we have already noted, DRWs, especially the firefighters, often have a very active,

mastery-focused style of coping. We capitalized on this to engage participants in par-

ticular aspects of the treatment, such as creating and completing homework assign-

ments. For example, a critical component of the treatment for PTSD is to derive an

in vivo hierarchy of situations the individual is avoiding, for example, talking to the

wife of a deceased brother, and then to gradually approach the situation with the

final goal of mastery. Most often, if the individual clearly understood the rationale

of such activities and then helped create their particular assignment, motivation to

follow through and complete it, as well as continue in treatment was high.

However, this active coping style did not preclude difficulties in initial engage-

ment in treatment. DRWs with a “pull yourself up by your bootstraps” mentality

who predominantly endorsed avoidant and numbing symptoms of PTSD were a

noteworthy challenge. During the first session, such an individual usually stated

that he had no idea why he was referred for treatment, but he was curious enough

to come to the first session, and perhaps even felt he was owed something for what

he went through at Ground Zero. So there he was reporting that everything was

fine, stating that he copes by trying not to think about his experience, and he has

no real problems from working at the site. It is imperative that the therapist does

not collude with the combination of avoidance and numbing symptoms coupled

with the habitual stance of self-sufficiency, and send the patient on their way. It is

not uncommon for therapists new to trauma work to report to their supervisor

that their patients with this presentation seem to be “just fine.”

The following example will serve to illustrate the potential for colluding with

avoidant and numbing symptoms, as well as the use of an active approach to treat-

ment. Mr. W responded to the site on the night of the attacks, to help map out the

shutting off of fuel potentially feeding the fires at the site. During his first session

he reported that everything was basically fine and he did not know why he had
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been referred for treatment. He was proud of his work at Ground Zero and felt he

was having no related problems. He had lost interest in most activities outside of

work, but attributed this to age. He made vague mention of his wife complaining

that he was forgetting more than usual at home. The therapist’s job at this point

was to inquire more in depth about his experience working at the site. As he began

to share his story, recounting in detail, he began to cry and become visibly anxious

when talking about having to run from other buildings that were potentially 

collapsing. Within a few weeks the patient was engaged in exposure therapy. As

expected, his hyperarousal symptoms increased before diminishing as he processed

his trauma experience piece by piece. Toward the end of treatment, therapist and

patient together looked for ways for him to become more active in his life. During

his final session, he proudly displayed pictures of the antique car he had begun

working on again.

Useful modifications to the therapeutic stance

In addition to the overall active nature of our approach, there are modifications to

a traditional therapeutic stance that we have found to be indispensable. These mod-

ifications can perhaps best be understood as stemming from the fact that these

patients are both trauma survivors and also inhabit the sub-culture of DRWs; the

latter of which fosters particular styles of relating that will inevitably impact the

therapeutic relationship. As trauma survivors, DRWs are not different from other

groups of trauma survivors in regards to: (1) feeling more emotionally and physically

vulnerable as a result of the traumatization and (2) coping with feelings of being

isolated and disengaged. As a result, these individuals will need to establish a ther-

apeutic alliance where they feel safe revealing their vulnerability as well as experience

a genuine connection with the therapist. To these ends we find that the primary issue

is navigating the gulf between the world of the therapist and that of the DRW with

the aim of establishing a useful working alliance.

The therapist must first acknowledge the gulf between the world of the DRW and

the world of the therapist in order to navigate it. The DRW may be wondering how

they can ever expect a person holed up in an office with books and diplomas to pos-

sibly help someone like themself who is usually busy saving lives or keeping the city

in power. Furthermore, they may wonder if the therapist will be tough enough to

tolerate hearing the details of their work and their trauma. We have found that essen-

tial to establishing a connection with DRWs is allowing oneself to become genuinely

curious and educated about their day-to-day work lives. We have also found humor

to be indispensable. The worlds of firefighters and Con Edison employees are filled

with bantering and “bust your chops” kinds of humor. Engaging in this bantering

with patients can go far in establishing a working alliance.
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Finally, therapists working with DRWs can expect to be asked a host of personal

questions in the patient’s attempt to establish a working relationship with their ther-

apist. Frequently, patients inquired about our experiences on 9/11, as well as about

more general areas of our lives. Perhaps the most helpful way to think of these

questions are as attempts to figure out if you are going to be able to help them with

the trauma. What can be most useful to keep in mind when establishing the thera-

peutic alliance, is that underneath the humor, the personal inquiries, the tests of

fortitude, is a search for reassurance that the therapist can be trusted to guide them

through a vulnerable time.

Conclusions

The empirical data and clinical observations resulting from our evaluation and

treatment of the FDNY and Con Edison employees following 9/11 are, for the most

part, consistent with the extant literature on trauma. Our data, which suggests that

up to one-quarter of the DRWs met criteria for PTSD, highlights the importance

of establishing mandatory screening programs for DRWs. It also underscores the

importance of conducting controlled clinical trials for the treatment of PTSD in these

groups, so we can better learn how to address their unique treatment needs. The

data further suggests a need to develop prevention and education programs that

occur as a routine part of on-the-job training; idiosyncratic to each population.

Many observers, both disaster relief personnel and those caring for them post-

9/11, have noted the widespread reluctance of these personnel to seek treatment.

Many DRWs who sought treatment in one of our programs told us of several

friends and colleagues at their firehouse or in their workgroup that needed help,

but would not seek it. Reasons cited included the stigma, misunderstanding of

PTSD and of the treatment, and feared negative impact on career advancement.

Our patients frequently asked for our advice as to how to motivate their friends to

seek appropriate help. Though anecdotal, these stories were poignant reminders of

the impediments to care for our city’s disaster relief personnel.

Both our data and experience lead us to speculate on the potential benefits of

educating disaster relief personnel about the effects of trauma and the nature of

treatment, as a preventative measure. Perhaps if such education was part of train-

ing, beginning as a probationary DRW, rates of seeking help following traumatiza-

tion might increase. Such training would not only provide necessary information

and skills, but also convey that the organization takes the potential effects of trauma

encountered in disaster relief work seriously. In addition, training might help to

ameliorate the stigma of mental health treatment as well as the feared implications

for career advancement. The goals could vary from a simple psycho-education pro-

gram about trauma and its effects to a preventive stress inoculation program that
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introduces DRWs to the concepts involved in treatment before it is needed. Because

DRWs generally engage in mastery as a coping style, are action oriented, and look to

help others, such a program would likely meet with the most success if it was offered

as training, rather than treatment, and framed as an active process that will both

allow them to help themselves and others.

Though our current state of knowledge precludes prevention of the cascade of

psychobiological events that occurs when a person perceives imminent threat to their

life, the growing literature on the long-term consequences of trauma suggests that a

concerted effort to ameliorate the effects is imperative. Preventive education cam-

paigns, mandatory screenings, and early intervention programs are essential to

addressing these public health problems. It is critical that public officials and organi-

zational representatives of the diverse groups of DRWs work in concert with the clin-

ical research groups with expertise in trauma to allocate necessary funding and

design programs for each disaster relief group before the next disaster. It is our

hope that our program, both its successes and failures, may serve as one guide-

post. Finally, we are grateful to those who entrusted us with their care for the 

privilege of serving them.
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The traumatic exposure

The dramatic effect of the pictures notwithstanding, the physical and mental effects

of being at “Ground Zero” were described by many “Ground Zero workers” as only

able to be understood through direct experience of it. The site occupied 16 acres in

lower Manhattan, with buildings grouped around a 5-acre central plaza. The site is

bounded by Vesey Street on the north, Church Street on the east, Liberty Street on

the south, and West Street on the west, about three blocks north of the New York

Stock Exchange. The Twin Towers were 110 stories, 1353 feet (412 meters) tall. In

total, there were about 10,000,000 square feet of rentable space. About 50,000 people

occupied the buildings. There were 43,200 square feet (4020 square meters) – about

an acre of rentable space – on each floor. The seven buildings were made up of 95%

air by volume, and contained 15 million square feet of space. Commercially, the

seven-story mall beneath the World Trade Center (WTC) was America’s third most

heavily trafficked mall (Tomasky, 2003). In the aftermath of 9/11, the site continues

to be an object of much interest, discussion and meaning for droves of visitors.

Whatever else “Ground Zero” may have been, it was also the workplace for a

large number of workers and volunteers. In addition to the firemen and policemen

whose volunteer, rescue, and recovery efforts have been chronicled in the media,

“Ground Zero” also provided employment for at least 50 other professions, as well

as a host of volunteers. Estimates of the number of people involved in the volun-

teer, rescue, recovery, and salvage effort at “Ground Zero” range from 18,000 to

35,000 (CNN.com. January 28, 2002; Herman et al., 2002), of which firemen and

policemen comprised a minority. In addition to the 343 lives lost from the New

York City Fire Department, and the 37 and 23 lives lost from the Port Authority

and New York City Police Departments (NYPD), respectively, there were 152

members of the building trades unions who were killed when the WTC collapsed.

The New York Medical Examiner reported that in the recovery effort, “Ground

Zero workers” found more than 18,000 body parts, and had issued 1932 death 



certificates. The protracted nature of the recovery effort is illustrated by the fact that

in the month of March 2002 as many as 3000 body parts were discovered (Kugler,

2002). By the completion of the salvage, recovery, and cleanup process on May 30,

2002, 1.8 million tons of debris had been removed from the disaster site (WTC 

web site). The scale of contributions made by building tradesmen and women and

construction workers was clearly enormous from a physical as well as a political

and social perspective.

Estimates of the short-term psychiatric consequences of 9/11 have been described

previously in local and national subsets of the general population (Schuster et al.,

2001; Ahern et al., 2002; Galea et al., 2002a, b). Additionally, increases in tobacco,

alcohol, and marijuana consumption were reported in the general population in

New York and surrounding states (Melnik et al., 2001; Vlahov et al., 2002). In Galea

et al. (2002a) among 1008 individuals contacted through random digit dialing, 111

of 877 interviewed stated they had been involved in the WTC rescue efforts. Their

rates of probable post-traumatic stress disorder (PTSD) and depression were 16.2%

and 14.1%, respectively, compared to average prevalence rates in this group of 7.5%

and 9.7%. While the association between involvement in rescue effort and depres-

sion did not attain statistical significance, the association with PTSD was signifi-

cant at p �0.03. Ahern et al. (2002) did not report results in this subgroup about

whether reported exposure to TV images of 9/11 was associated with increased risk

of PTSD or MDD (major depressive disorder) symptoms in this group.

In a needs assessment conducted by the Department of Epidemiology of the

Mailman School of Public Health at the request of the New York State Office of

Mental Health in October 2001, the potentially affected population from the attacks

on the WTC was divided into four groups: 10 surrounding counties of NY;

New York City; Manhattan below 110 street; and the WTC population (Herman et al.,

2002). The category of “rescue workers” comprised one of four sub-categories of a

larger “WTC population.” The number of rescue workers was estimated at 17,859.

The authors focused on PTSD because they hypothesized that the effect on PTSD

had generally been greater than on other measured disorders. Because of a dearth of

data on the exposures of the rescue workers, the risk of PTSD was estimated as 24%,

which represented an average of 34% for those who were extremely exposed and the

rate of 14% reported for Oklahoma City rescue workers (North et al., 2002).

Mental health sequelae in relief and recovery workers

The psychiatric literature contains a range of findings to confirm the likelihood of

mental health sequelae among the relief and recovery workers participating in dis-

aster response. Wright et al. (1990) advanced the concept of a disaster community

as a group of people and organizations affected by disasters arrayed in concentric
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rings around the direct victims. Service and support providers to the disaster scene

are placed in the third and fourth rings, following only next of kin, and were

deemed to be subject to significant, but potentially overlooked, psychological dis-

tress as a result of their work. The diversity of disasters investigated in the psychi-

atric literature, while each different from one another and of course from the

unique circumstances of 9/11, also appears relevant in anticipating the mental

health impact of Ground Zero on those who worked there. Many comprehensive

reviews of this literature are available elsewhere; some relevant aspects of the liter-

ature are briefly discussed below.

Among specific populations of disaster workers, firefighters have probably been

the best characterized from the perspective of mental health. McFarlane (1986)

followed 459 firefighters who were exposed to the Ash Wednesday bushfires in

Australia and found rates of likely PTSD to be as high 30% 29 months after the

incident. A descriptive report of firefighters involved in either a mass casualty air

disaster or special missions work found four common types of stress response:

identification with victims, feelings of helplessness and guilt, fear of the unknown,

and physiological reactions (Fullerton et al., 1992). Of the factors deemed relevant

to these experiences, clear role training and preparation were considered crucial.

This seems especially prescient with regard to 9/11, as the magnitude and scope of

what ultimately became known as Ground Zero clearly overwhelmed and chal-

lenged prior preparations by firefighting departments. Others have likewise com-

mented on the psychological impact of situation and role uncertainty among

disaster workers (Paton, 1989). In a related vein, the perception of relative success

may bear on firefighters’ ability to cope with the stress of their efforts in response

to disasters such as massive hotel fires (Hytten & Hasle, 1989).

With regard to other disaster workers, Raphael et al. (1983) examined 95 rescue

personnel involved in the Granville rail disaster in Australia. Of the 95 subjects, 77

(81%) found the experience to be stressful. Five sources of stress were identified as

especially prominent: feelings of helplessness, the magnitude of the disaster, the

sight and smell of dead bodies, the anguish of relatives, and the pressurized work

environment. All of these factors appear directly relevant to 9/11. In a study of

Amsterdam police officers involved in serious shooting incidents, 46% were found

to have met criteria for PTSD at some point since the event (Gersons, 1989).

Thirty-five percent of police officers involved in a massive fire at a 1985 soccer sta-

dium were found to be likely psychiatric cases based on the General Health

Questionnaire (GHQ) while another 9% were determined to be serious cases

(Duckworth, 1986). Five months after assisting victims of an apartment building

fire, 74% of on-site responders spanning rescue, police, fire, and medical personnel

reported at least one symptom of PTSD and 28% had four or more symptoms 

consistent with mild-to-moderate stress (Durham et al., 1985).
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Among persons who handled remains in Operation Desert Storm, inexperience

with body handling and extent of exposure to bodies, including number of bodies,

correlated with intrusive and avoidant symptoms of PTSD (McCarroll et al., 1993).

Of special concern with regard to 9/11, identification with the deceased may be a

particular risk factor for the development of PTSD among those handling the dead

(Ursano et al., 1999). Studies of other populations involved in public safety work have

included those of medical students (Kent, 1991) and of social workers (Hodgkinson &

Shepard, 1994), both of which detail significant levels of distress among higher-risk

individuals (based on disaster and individual characteristics) and the need for ade-

quate support for this issue. A recent survey of New York City medical students

involved in the various roles in response to 9/11 detected high levels of emotional

distress among those who were least supervised (Katz et al., 2002b).

Workers involved in the rescue and recovery work at Ground Zero thus were

likely exposed to a number of elements and factors known from the literature to

lead to psychiatric or psychological sequelae, including high exposure to a massive

catastrophe (where exposure includes loss of colleagues, personal injury, and physi-

cal proximity to the sights and scenes of Ground Zero), work in chaotic circumstances

for which prior training seemed wholly inadequate, and likely intense identifica-

tion with the dead. Although PTSD has been the primary Diagnostic and Statistical

Manual of Mental Disorders, Fourth Edition (DSM-IV) diagnosis evaluated in the

aforementioned studies and can thus be predicted as a likely mental health conse-

quence for the Ground Zero workers attending the Mount Sinai Selikoff Center 

for Occupational and Environmental Medicine (COEM) Program, other common

problems that have been found in the wake of disasters among the general popula-

tion include major depression, generalized anxiety disorder, and substance abuse/

dependence (Katz et al., 2002a). These could be anticipated in the Ground Zero

workers as well.

Experiences of salvage, volunteer, and rescue workers at Ground Zero

While it is nearly impossible to generalize about the experiences of individual mem-

bers of each of the occupations represented in the WTC Recovery and Cleanup Effort

(WTCRCE), there are nonetheless some general comments, which may have impli-

cations for understanding worker and volunteer experiences, both positive and

negative, which have been described.

Motivations for being at the site

In addition to the volunteers who generously gave of their time at “Ground Zero,”

there were also workers who were contractually obligated to work at “Ground Zero,”

or at the Staten Island Landfill to which debris was brought. Among paid workers
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who were not contractually obligated to participate in the WTCRCE, economic

pressure to work may have impacted their experience, particularly those workers

from vulnerable populations (e.g., undocumented asbestos workers).

Dosing: degree and type of exposures

The degree and intensity of exposure to the site can be conceived of in a number of

different ways. In previous investigations of the psychiatric impact of disasters, prox-

imity, number of lives lost or extent of property damaged have been predictors of

subsequent distress (Katz et al., 2002b; Norris et al., 2002). On the most concrete

level, measurement of duration of time spent at “Ground Zero” (total time spent,

number of consecutive days spent there, number of hours spent each day) provides

one estimate of an exposure. On another level, there is the type of work done – 

digging for bodies could be more distressing than rigging lighting fixtures. Many

different individuals described months spent sifting through rubble looking for the

remains of victims. However, for some affected individuals, being prevented from

participating in the recovery effort and being assigned instead to security or to

administrative work might plausibly be a source of considerable distress. It could be

conceived of as an “exposure” to disaster-related disempowerment and frustration.

Identification with the victims

Identification with deceased victims in a disaster has been described previously as

a mechanism through which exposure to the dead leads to disease and symptoms

in disaster workers (Ursano et al., 1999). Among the “Ground Zero workers” were

many who had lost family, friends, colleagues, or members of their communities

on 9/11. Given the nature of this disaster and the substantial representation of res-

cue workers among the victims, the potential for identification with victims was

obviously quite high for those belonging to, for example, police and fire depart-

ments. However, substantial number of building tradesmen and carpenters were

killed as well. And, other workers/volunteers who did not have direct connections,

either personal or professional, to particular disaster victims, nonetheless could

experience highly personal identifications with victims.

Subjective individual experiences of the site

Individuals will have different reactions to the site, ranging from those who saw it

as “sacred ground – a memorial” to those who described it as “really just a con-

struction site.” Variations in the experience of being a worker or a volunteer likely

stem from various intrapsychic factors, including both issues of motivation, and

the conscious and unconscious personal meaning of the event (Katz & Nathaniel,

2002). Objective and profoundly subjective interpretations of the manifest horror of

Ground Zero are relevant to the emotional impact of the WTCRCE. Of importance,
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of course, are perceptions of the clarity, meaning, and impact of one’s role in the

rescue/recovery effort. Some individuals may even have found that their work in

the WTCRCE revealed to them personal capacities and resources of which they

had previously been unaware.

Complex effects on support networks

For some patients, such as members of NYPD and retired firemen, the disaster

resulted in clear and catastrophic disruptions of significant sources of support, such

as the loss of significant number of colleagues and friends. However, the experiences

of community and loss were multidimensional. Some retired firemen and policemen

reported their distress coming in waves. First, they experienced the devastation of the

initial losses of comrades. When the site closed on May 30, 2002, however, they expe-

rienced a second loss – the loss of a community and of a place to go to work with col-

leagues, a place to collectively mourn, and finally, a loss of a connection to those who

were killed. It may be that studies that have defined “dose” of disaster exposure in

terms of lives lost may also be indirectly measuring a disaster-induced diminution in

the level of social support (Katz et al., 2002b).

Development of the Mental Health Screening Program

The WTC Worker/Volunteer Mental Health Screening Program (MHSP) arose as a

module within a broader 9/11-related medical screening program, the WTC Worker/

Volunteer Medical Screening Program. Organized and administered by the Mount

Sinai-Irving J. Selikoff COEM, this unique medical screening program was funded

by the National Institute of Occupational Safety and Health (NIOSH), a federal

agency within the Centers for Disease Control (CDC). NIOSH focuses on 

work-related injury and disease.

The medical directors of the COEM secured over $11 million in NIOSH fund-

ing to provide medical screenings of individuals who worked or volunteered at the

WTC site after 9/11. These screenings were primarily focused on identifying the

degree of persistent upper and lower airway disorders/dysfunction in individuals

who were eligible for participation in this program based on how soon and how

long they were present at the WTC site after the 9/11 attacks. The CDC funding

permitted the screening of 8500 such individuals by the COEM.

During the initial period, beginning July 16, 2002, workers were eligible to 

participate in the program if they satisfied three criteria. First, they needed to have

been worked and/or volunteered within (a) the site perimeter bounded by Chambers

Street, Broadway, Rector Street, and the Hudson River; (b) the Staten Island Landfill;

or (c) barge loading piers. Second, they needed to have been present on-site for 
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at least 24 hours between 9/11/2001 and 9/14/2001 in addition to having spent 

a minimum of a total of 10 days on-site in September 2001. Third, they needed to

have performed rescue, recovery, debris cleanup, and related support services. These

criteria were revised effective August 15, 2002, to allow participation by workers

present on-site for at least 24 hours between 9/11 and 9/14, and also those who had

spent a minimum of 80 hours on-site in September 2001. Subsequent revisions in

the stringency of these criteria have been considered. Federal employees, New York

City firefighters, and New York State employees are covered by other medical

screening programs and therefore were not eligible for this program. However, a

number of retired firemen and retired New York State employees had volunteered

on the site. They were therefore eligible for the screening.

In total, 6500 workers/volunteers were scheduled for evaluations at the Mount

Sinai Medical Center in New York City, whereas an additional 2000 workers/

volunteers would be seen at various collaborating sites in New York and nationally.

The COEM would administer this massive program via its several organizational

“cores” – administration, medical, outreach/exposure, and data management. The

outreach/exposure core, in particular, was to play a central role in communicating

with various trade unions and other entities which played a role in the WTC response,

capitalizing and building on the COEM’s longstanding relationship with many of

these unions. Through such relationships, union members would be encouraged to

attend the medical screening program. The outreach core was operational months

in advance of the start of the screening program in July 2002, working together

with the other cores to identify and schedule eligible patients.

Beyond the broad awareness of what was felt to be the immense psychological

impact on 9/11, several factors led to the eventual incorporation of a mental health

component in the medical screenings. First, during a pilot study for the medical

screening program in February 2002, 97 ironworkers who had assisted at the WTC

site for at least one of the 4 days beginning with 9/11/2001 and for at least 3 more

days thereafter were evaluated; 68% reported at least one significant and persistent

symptom of PTSD (J. Moline, Communication, June 1, 2002). Second, the clinical

observations of the COEM clinicians in seeing patients from the WTC response

suggested abundant emotional needs. Finally, NIOSH indicated the need for 

collection of psychological information about the programs’ participants, although

it did not provide specific funding for this purpose.

The COEM thus sought the assistance of the Mount Sinai Department of

Psychiatry to address the mental health needs of the screening programs’ partici-

pants. The Department of Psychiatry, through its affiliation with Disaster Psychiatry

Outreach (DPO) as well as other efforts, had already provided extensive assistance to

the community after 9/11. DPO is a non-profit organization devoted since 1998 to

providing psychiatric care to all people affected by disasters and to promoting
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research and education in support of its overriding clinical mission. DPO’s volunteer

psychiatrists, many of them from Mount Sinai, had specifically provided assistance

to over 3000 workers and volunteers at the WTC site in the first 2 months after the

9/11 attacks (McQuistion & Katz, 2001). This assistance consisted of largely informal

support to what usually remained anonymous individuals working amid the pile.

The COEM program was a natural opportunity to provide more formal help to this

same population.

With the request from the COEM to the Department of Psychiatry coming in

late winter of 2002, there existed a narrow window in which to organize, fund, and

staff a mental health program in time for the scheduled July 2002 start date of the

medical program. Neither DPO nor the Department of Psychiatry had the internal

resources to accomplish this. At the time, the possibility of funding from Project

Liberty, the crisis counseling program funded by the Federal Emergency Management

Agency, was uncertain and was also based on a retrospective model of funding that

posed fiscal challenges for starting the program.

Thankfully, DPO had previously been in communication with the Robin Hood

Foundation, a New York City based foundation that works to eradicate inner city

poverty. Expanding its mission in the face of 9/11, the Robin Hood Foundation

raised a sizable amount of funds after 9/11 for the purpose of disaster relief. They

had communicated an interest in funding direct mental health services to other-

wise under-served populations in the New York City area. When DPO approached

the foundation with the hope of providing such services to what has indeed tradi-

tionally been the under-served population of disaster workers, the Robin Hood

Foundation agreed to review a proposal. Just a month after receiving this proposal,

the Robin Hood Foundation’s 9/11 Relief Fund granted a nearly $1 million grant

to Mount Sinai and DPO to establish the WTC Worker/Volunteer MHSP.

Notification of the award came just weeks before the intended start of the screen-

ing program.

Program design

A major challenge in designing the MHSP, as in the broader medical screening pro-

gram, lay in how to conduct informative and ideally therapeutic evaluations of

thousands of individuals in the course of what was already a busy visit to the med-

ical screening program. Approximately 50 patients were forecast to attend the pro-

gram up to 6 days per week for nearly a year. Moreover, their medical screening

consisted of a number of stations, namely physical exposure assessment, physical

examination, blood-work, chest radiograph, and pulmonary function tests. Where

and when could mental health be addressed without overly burdening the patients

and the staff?
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Ultimately, the evaluations were conceptualized as occurring in two steps:

(1) completion of a self-administered mental health questionnaire; and (2) clinical

evaluations by mental health professionals of those patients who “screened in”

based on the answers they gave to the questionnaire. This format was chosen for a

number of reasons. First, it was felt that formal diagnostic evaluation via a struc-

tured clinical interview of all program attendees would be too time-consuming

and too staff intensive. Second, it was felt that an overly structured interview would

jeopardize the development of a therapeutic alliance with this group. Finally, rely-

ing on self-report screening instruments seemed like a very efficient way to capture

an abundance of mental health information that could be readily counted on to

determine the likelihood that any one individual would benefit from an in-person

evaluation by a mental health professional.

The initial design of the screening process was relatively simple. Based on prior

writings of DPO (Katz et al., 2002a) the GHQ was selected as an instrument used

previously in post-disaster investigations that could provide ready information on

the likelihood of an individual’s having a psychiatric disorder and that has also

been shown to be predictive of PTSD (Goldberg & Hillier, 1979; McFarlane, 1986;

Gregg et al., 1995; McFarlane et al., 1997). The GHQ consists of a set of questions

aimed at discriminating between the general class of psychiatric patients and all

other individuals. The 28-item version of the GHQ, the GHQ-28, is distinguished

from the other versions in that it has four sub-scales, reflecting somatic symptoms,

anxiety symptoms, social dysfunction, and depressive symptoms (Goldberg &

Hillier, 1979). Because of this additional feature, it was chosen for use in the MHSP

as an efficient way to collect multidimensional psychological information about

the patients.

Although the GHQ-28 offers the advantage of sub-scales, it is unclear how to

operationalize them, since the GHQ-28 was not designed to arrive at psychiatric

diagnoses. The initial plan involved having the MHSP clinicians arrive at diagnoses

based on their interviews with the patients and whatever information the GHQ-28

could provide. This plan was reviewed by what was a nascent Scientific Advisory

Team consisting of senior medical staff from the COEM, the Medical Director and

Senior Psychiatrist of the MHSP, and a consulting epidemiologist from Columbia

University. It was then concluded that the screening questionnaire could, and

should, be expanded to offer diagnostic assessment in a way that was not overly 

burdensome for either the patients or the patient flow within the program. The

hope was to render the questionnaire as efficiently informative in establishing likely

diagnoses as possible, apart from the issue of general “caseness.”

Based on the prior disaster mental health literature, the diagnoses of foremost

concern were PTSD, major depression, and alcohol abuse/dependence, although

there is some debate about the pervasiveness of the latter problem post-disaster
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(Katz et al., 2002b). The PTSD Symptom Checklist (Blanchard et al., 1996) was

selected for patient administered assessment of PTSD. The Cutdown Annoyed

Guilty Eye Opener (CAGE) Alcohol Questionnaire was chosen for determination

of likely alcohol problems (Ewing, 1984). These were both chosen for their brevity

and for being well known for their use in a range of settings. For example, the

PTSD Checklist (PCL) has been found to have utility in the primary-care setting

(Stein et al., 2000). The Patient Health Questionnaire (PHQ) was chosen for evalu-

ation of major depression (Spitzer et al., 1999). This was done for two reasons.

First, the PHQ was designed for the detection of mental illness in medical settings.

Second, the PHQ has modules for other disorders, including panic disorder and

generalized anxiety disorder, and given the focus on respiratory complaints in the

medical evaluation, these were both felt to be relevant to the worker/volunteer

population being served in the screening programs. Thus, the PHQ modules for

major depression, panic disorder, and generalized anxiety disorder were incorpo-

rated into the screening questionnaire.

Finally, the questionnaire was modified to include non-diagnostic information that

was believed relevant to the disaster mental health issues of the WTC Workers/

Volunteers. A modified Sheehan Disability Scale was added in order to ground the

patients’ symptom self-reports in a measure of psychosocial function/dysfunction

(Leon et al., 1997). In a related vein, a number of items were borrowed from the

Diagnostic Interview Schedule/Disaster Supplement of Carol North (North et al.,

1999). In particular, sections on the occurrence of stressful life events since 9/11,

so-called secondary stresses, and the presence of symptoms of emotional distur-

bance in patient’s children were added in order to round out the social picture of

the screening program participants. Likewise, in order to capture the large role that

perceived social support plays in post-disaster coping (Katz et al., 2002b), a table of

questions addressed those people who provided important or disappointing sup-

port to the patient post-9/11.

The questionnaire ultimately grew to nearly 200 questions over 11 pages and

was found to take about 15–20 minutes to complete. In order to enhance the like-

lihood of patients’ completing the screening survey, it was decided that they would

receive the packet along with other orientation paperwork when they first arrived

for their screening. As non-clinical mental health staff would be responsible for

collecting and scoring the mental health questionnaire, a scoring protocol was

designed for their use that incorporated pre-established thresholds for the GHQ-

28, PCL, the three PHQ modules, and the CAGE alcohol survey. A patient was des-

ignated as having “screened in” for a clinical interview with a mental health clinician

if they crossed the thresholds on any or all of these components. In addition, any

indication of severe problem(s) with psychosocial function on the Sheehan Disability

Scale was also considered a trigger in and of itself for a fuller clinical evaluation.
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Alone among all of the symptoms in the questionnaire, an endorsement of any

degree or frequency of suicidal thinking on the GHQ-28 or PHQ was also consid-

ered a reason for “screening in.”

In order to assist the mental health screening coordinator and staff to manage

the heavy influx of patients amid the hectic flow of the overall screening program,

a color system was established. “Green” patients did not screen in based on their

surveys and were not referred to a mental health clinician unless they asked for this

service or were referred based on the clinical impressions of the occupational med-

icine staff. “Yellow” patients were those who exceeded the thresholds on any one 

or more of the pre-established triggers but who did not endorse suicidality. A sub-

category of these patients was identified that consisted of patients who not only

screened in on one of the diagnostic instruments but who also endorsed severe

problems with psychosocial function. Finally, “red” patients were those patients

who indicated any degree of suicidality. These last patients were to be accorded a

high degree of priority and were to be seen by one of the mental health clinicians

as early in the screening process as possible.

The clinical interview was designed to be a semi-structured interview that would

permit the completion of the Clinical Evaluation Record. The goals of this inter-

view were many. First, they were meant to be therapeutic or at least supportive

experiences for the program participants, many of whom may never have spoken

to a mental health professional before. Some may not have even had the prior chance

to tell their story about 9/11. Second, the interviews had the parallel goal of assessing

the accuracy of the screening instruments in detecting emotional/psychological

problems in a given patient. Did a patient in fact have the problems identified by

the screening questionnaire? Third, the clinicians had the related task of determin-

ing if such problems were present, did they necessitate referral for ongoing care

and attention? If so, they provided the patient with a referral.

The Clinical Evaluation Record encompassed a number of sections and, supple-

mented by the screening questionnaire, was designed to permit a thorough psychi-

atric evaluation of patients that took approximately 1 hour. The opening section

included a detailed review of patients’ exposure to the WTC site, including the

amount of time spent there, the nature of their role, and a review of disturbing

aspects of their experience. This element of their exposure was not included in the

self-report questionnaire, as it was felt to be potentially too emotionally laden. In

addition, it was intended to serve as a springboard for patients’ construction of a

potentially therapeutic personal narrative about their experience.

Subsequent sections of the Clinical Evaluation Record prompted the clinician to

review a patient’s answers to the GHQ-28, PTSD Symptom Checklist, PHQ, and

CAGE alcohol survey. All of these sections were open-ended with the exception of the

alcohol section, which prompted the interviewer to administer the AUDIT survey for
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alcohol use disorders if the patient had screened in on the CAGE questions (Rumpf

et al., 2002). Such structure was incorporated into the interview in order to reduce the

likelihood of a patient’s minimizing their alcohol use. Questions about illicit drug use

in various time frames since 9/11 were also included at this point. Other sections

reviewed the details of the various domains of patients’ psychosocial functioning,

namely those of family/relationships, work, and recreation. Finally, the Clinical

Evaluation Record incorporated questions regarding past psychiatric history, utiliza-

tion of psychiatric services post-9/11, trauma history, and family history. It concluded

with a traditional mental status examination, diagnostic conclusions, and plans for

referral for any relevant treatment. Conclusions included clinicians’ opinion of the

degree to which psychiatric and psychosocial problems were related to 9/11.

The initial version of the Clinical Evaluation Record was largely open-ended.

That is, although it prompted clinicians to address important topics, it generally

made provision for only open-ended recording of replies and was intended as the

basis for a thorough and meaningful clinical interview and record and not as an

epidemiological tool. This emphasis was explicitly chosen in order to make what

may have been many patients’ first contact with mental health professionals as

comfortable and “non-clinical” as possible within the limits of the necessary infor-

mation required for clinical decision-making. However, several months into the

program, the Clinical Evaluation Record was modified to include many more

close-ended questions in order to render the information collected in the interviews

more uniform as well as susceptible to statistical analysis. This was done at the rec-

ommendation of the Scientific Advisory Team, which had by then coalesced into a

collection of experts in epidemiology, statistics, trauma, and psychiatric research

from the Mount Sinai School of Medicine, Columbia University, and New York

University. It was felt that the interview could be an opportunity to learn a consid-

erable amount of epidemiological information without sacrificing the quality of

the experience for the patients. MHSP clinicians were thus retrained in the use of

this revised record.

Operation of the MHSP

On each day of the MHSP, three social workers and one psychiatrist were on hand to

meet with patients who screened in based on their responses to the self-administered

questionnaires. This level of staffing was calculated based on an expectation of an

approximately 50% rate of screening in, a figure arrived at from an averaging of the

rates of various psychiatric disorders post-disaster (Katz et al., 2002b) and an

appreciation for the high exposure which many of the workers/volunteers endured

at the WTC site. Clinicians were to see patients in turn. Where possible,“red”patients
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were referred to the psychiatrist. Otherwise, the social workers were encouraged to

review difficult cases with the on-site psychiatrist, including requesting in-person

consultations prior to arriving at dispositions for certain patients. In brief, the psy-

chiatrist was present to provide a high level of oversight on appropriate cases but

otherwise was to work alongside of the social workers in seeing patients as they

arrived. It was expected that many patients’ problems would not be of an acuity

requiring a psychiatrist. A senior social worker served as the Clinical Director of

the MHSP, providing additional off-site supervision to the social workers. The

Medical Director of the MHSP supervised the staff psychiatrists.

Due to the rapidity with which the mental health program was conceived and

funded, design and implementation phases of the project were intermingled. While

the shortage of office space for the mental health team posed an initial obstacle, it

facilitated the development of familiarity and collegiality with the medical team.

This ultimately intensified formal and informal collaboration with the medical team

in the development of procedures and in a unified approach to the patients. Much

collaborative planning centered on maintaining the “flow” of patients through the

necessary medical and mental health portions of their visit. The mental health

team did not end up being ghettoized, or relegated to a back room. The presence of

informal bonds and easy physical access to mental health professionals permitted

informal conversation and case consultation, resulting in the development of inno-

vative strategies for intervention with and follow-up on patients. Without ques-

tion, by being situated within the medical program, the accessibility and credibility

of the mental health program was markedly enhanced in the eyes of patients who

were not otherwise necessarily seeking mental health services as their primary

agenda at the WTC Medical Screening Program.

Individual patient visits took between 2.5 and 4 hours. Nearly all patients 

have completed the self-report questionnaires, a situation that has been helped 

by developing Spanish and Polish language translations. After the completion of

self-administered mental health questionnaires, patients were all initially inter-

viewed by nursing staff as the first step in their medical evaluation. However,

these assessments were a key aspect of many of the successful mental health evalu-

ations and referrals. Nursing staff were often able to identify and support individ-

uals in significant distress and intervene rapidly. For some such patients,

immediate evaluation by a member of the mental health screening team dimin-

ished their distress and permitted them to complete the rest of the medical screen-

ing in greater comfort. There were some extremely distressed patients who, despite

their difficulties, were initially reluctant to meet with a member of the mental

health staff. In such cases, nursing staff frequently facilitated the mental health

evaluation process.
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The multidisciplinary approach allowed clinicians to individualize approaches

to patients. The valuable different perspectives afforded by multidisciplinary col-

laboration were well represented in this program’s conceptualization and func-

tioning. There were six essential facets of the evaluation process: recruitment/

administrative, nursing, medicine/allied health, psychiatric and social work.

However, each facet was in turn a composite. “Medicine” involved physicians with

specializations in occupational medicine, internal medicine, and pulmonology.

“Social work” involved clinical professionals with a range of backgrounds from

pure clinician psychotherapists to non-clinical entitlements specialists. “Mental

health” encompassed social workers and psychiatrists. Medical staff might initiate

discussions about emotions with the patients whereas mental health staff could get

involved in addressing the combined medical and mental health follow-up needs

of the patients.

While it might seem that mental health professionals or nurses would be the

most likely to be able to solicit or facilitate open discussion of mental health issues,

for many patients, the key connection was made with another member of the team.

Some patients reported that undergoing a structured facts-based interview about

the extent and nature of their physical exposures and symptoms helped them to

think through and process their experiences, sometimes arriving at an openness

toward talking about mental health issues that was new for them. For others, the

physician taking the history and physical was the initiator of what may have been

the patient’s first discussion of mental health issues with a physician. Indeed, the

sensitivity with which non-mental health clinicians in the program broached the

topic of mental health with their patients often proved to be a crucial linchpin in

facilitating their comfort with meeting with mental health staff.

A major goal of the MHSP was to refer patients in need for ongoing mental

health care. With the exception of the Division of Traumatic Stress Studies within

the Department of Psychiatry, a research division specializing in trauma, limited

resources were initially available at the Mount Sinai Medical Center. Thus, under the

supervision of the senior social worker, the MHSP clinicians gradually developed a

resource manual for 9/11-related mental health services in the New York City metro-

politan area. In addition, they developed a working knowledge of other quality men-

tal health services, whether trauma or disaster-related or not, across the region. These

included employee assistance programs and providers supported by employee insur-

ance plans. Much of this knowledge was acquired by trial and error. To inform this

process, all MHSP clinicians maintained a computerized Referral Log by which they

could track information pertinent to patients who needed referrals, including where

they were referred; whether they made the initial appointment; and whether the

patient was satisfied enough with the treating clinician or facility to plan to continue

under their care. Clinicians were expected to try to make initial appointments for
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patients and to follow-up regarding their adherence with planned treatment within

a clinically appropriate time frame. This level of involvement was mandated due to

concerns about treatment adherence rates among a population that may not have

been mental health treatment seeking in the first place.

Midway through the work of the MHSP, additional funding was obtained by the

Department of Psychiatry and the COEM to provide on-site treatment for 9/11-

related psychiatric and medical needs of workers/volunteers from the WTC site,

respectively. The latter funding also included support for a psychiatrist. Support to the

Department of Psychiatry came from two sources, the Substance Abuse and Mental

Health Service Administration of the US Government and Project Liberty, the Federal

Emergency Management Agency’s 9/11 crisis counseling program. The COEM was

granted an award for a “Health for Heroes”program from the Bear Sterns Foundation

in New York City. Together, these grants laid the basis for a treatment complement to

the MHSP, designated the Mental Health Intervention Program (MHIP).

The MHIP included psychiatrists and social workers who were fortuitously

located next door to the MHSP, a design anticipated to enhance treatment adher-

ence for those MHSP patients willing to return to Mount Sinai for their mental

health care. The same Medical and Clinical Directors jointly administered the MHSP

and MHIP, thereby permitting the development of an efficient referral mechanism.

In addition, this structure gave MHSP clinicians some opportunity to provide

some treatment of their own, while the MHIP clinicians occasionally rotated into

the MHSP. Treatment at the MHIP was clinically based.

Although the Robin Hood Foundation made it possible via the MHSP to have

on-site mental health staff at the WTC Worker/Volunteer Medical Screening

Program, the medical screening program in fact encompassed consortia sites in

occupational medicine around the USA. These sites were to serve workers from

around the USA who had taken part in the rescue and recovery activities at the

WTC site. None of these sites had made provision for mental health staffing of

their programs, whereas it was an expectation of the CDC that they collect infor-

mation about both the medical and psychological condition of their patients. The

COEM thus issued to them the MHSP screening questionnaire. Detailed instruc-

tions in how to score the survey were disseminated, as was general information

about how non-mental health clinicians could manage psychiatric issues arising in

the occupational medicine setting. MHSP staff made themselves available by

phone and pager as much as possible to address clinical concerns that arose at these

sites in the course of their trying to identify and meet the 9/11-related mental

health needs of patients without the benefit of on-site mental health professionals.

A training CD-ROM that included specific training information in both occupa-

tional medicine and trauma/disaster psychiatry was developed at Mount Sinai and

disseminated to these sites.
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Preliminary findings

At the time of writing, the phone bank responsible for conducting outreach efforts

has placed over 65,000 telephone calls and arranged for the screening of nearly

5000 workers/volunteers from the WTC site. In addition to the high rates of per-

sistent upper and lower airway disease found in these patients, nearly 60% of all of

these patients have “screened in” on the mental health surveys. This proportion has

been remarkably consistent from the outset of the program, suggesting little

diminution in the psychological consequences of 9/11 for disaster responders

despite the passage of time. A nearly identical percentage of the program attendees

have then undergone an evaluation with one of the mental health clinicians – not

everyone who screened in agreed to meet with the mental health staff while some

who did not screen in were nonetheless referred.

Preliminary data on the first group of participants was reported in the Morbidity

and Mortality Weekly Report (MMWR), published by the CDC in September 2004

(Smith et al., 2004). The 1138 program participants included in the analysis were

predominantly male (91%) and non-hispanic white (58%), with a median age of 41

years (range: 21–74 years). Non-hispanic blacks and hispanics accounted for 11%

and 15% of the population, respectively. Participants had sustained a median of 966

hours (range: 24–4080 hours) of exposure (approximately 4 months of 8-hour

workdays) to the WTC site. During July 16–December 31, the majority of partici-

pants (51%) met criteria for a clinical mental health evaluation on at least one

screening questionnaire. Symptoms of depression, panic, and generalized anxiety

were each reported by approximately 6% of participants. Nearly 10% reported at

least one item on the CAGE Questionnaire. The Sheehan Disability Scale indicated

that the top three emotionally related disabilities were problems with social life

(15%), work (14%), and home life (13%). On the PCL, approximately 20% of par-

ticipants reported symptoms meeting the thresholds for PTSD. The diagnosis of

PTSD requires both a characteristic pattern of symptoms and impaired functioning

or substantive clinical distress relative to a qualifying trauma. Among program par-

ticipants, sufficient exposure to qualifying traumatic events was assumed and not

assessed; however, despite meeting threshold by symptom count on the PCL, approx-

imately one-third (32%) did not meet the criteria for both pattern of symptoms and

impaired functioning or substantive clinical distress. Application of the diagnostic

criteria reduces the proportion considered to have PTSD from 20% to 13%. Of the

1138 participants, only 36 (3%) reported accessing mental health services before 

participating in this program.

Over 20% of all patients (or approximately half of all patients who screen in)

appear, upon clinical examination, to need and accept referral for ongoing mental

health services, whether through the MHIP or outside of Mount Sinai.
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Compilation of the Referral Logs of the clinicians at the 3-month mark revealed an

adherence rate of 38% of referred patients made their first scheduled follow-up

appointment.

Case examples

Beyond the objective data, the MHSP is a service-oriented program meant to

address the emotional needs of the thousands of relief/recovery workers who

assisted in the disaster response at Ground Zero. In the stories of these individuals

lies the richness and humanity of the program. The following vignettes capture the

range of such personal narratives and how the MHSP has become interwoven

therein:

(1) J. is a 42-year-old married but separated white male. He had worked as a fire-

man until 2 years before September 11, 2001 when an injury necessitated his

early retirement. He had supported himself on the income from a bar he had

inherited from his father. The bar was located several blocks from the WTC.

The patient reported a normal childhood, with attainment of all milestones

normally. He complained of feeling like something of a “black sheep,” having

siblings that were more successful than he was. He was a Viet Nam veteran,

who had served for 8 months, having been discharged after having been shot

twice in the chest. He admitted to having had “occasional disturbing memories

and dreams,” about Viet Nam, but denied other PTSD symptoms. He admitted

to a long history of significant alcohol use dating back to his teenage years, as

well as non-medical use of multiple prescription and illicit drugs. He described

one brief psychiatric hospitalization secondary to cocaine abuse 20 years 

previously, from which he had fully recovered.

On the morning of 9/11 J. made his way down to the a firehouse near the

WTC, talked his way in, picked up boots, a coat and a bullhorn, and went to

work. He reported having spent 29 days on the site and claimed to have worked

mostly on “bucket brigade” (for collecting and evacuating debris and remains).

He reported the onset of increased alcohol consumption almost immedi-

ately after beginning to volunteer on the site, partly, he said, “as a social com-

munity thing” and partly as self-medication. He noted sleep disturbance and

increased irritability within “a few months.”

By the time he reported for screening, he had become separated from his wife,

was not working, and become preoccupied with “day trading,” which he later

described as “compulsive gambling.” On self-administered questionnaires, he

reported symptoms consistent with PTSD, major depression and alcoholism.

He reported having lost 3 cousins, 3 fellow Viet Nam veterans, more than 31
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friends on 9/11. J. reported having sought out mental health treatment at Project

Liberty in Rockland County several months previous to the evaluation and hav-

ing been seen three times, after which he reported being told by his counselor 

“I think you’ll be fine, but if you are not, … call this hospital.”

During his screening visit, he reported feeling a strong antipathy toward talk-

ing with any mental health professional. J. said he felt antagonistic, contemp-

tuous, and fearful. He described several experiences that mitigated these

feelings: first of all, the patience of the nurse he saw first, including her kind-

ness and willingness to talk with him despite the fact that “I was being diffi-

cult.” He also described seeing a picture of her grandson eating birthday cake,

with a great deal of joie de vivre as “softening me up.” He was initially openly

contemptuous of the mental health professional with whom he initially met,

but decided “I may as well trust you;” because the professional, a psychiatrist,

had withstood some testiness from him and remained concerned.

Ultimately, the patient was admitted for a short psychiatric hospitalization

for detoxification, stabilization on medications, and the initiation of marital

and individual counseling. The patient stayed in the hospital for a week, and

thereafter continued with substance abuse treatment, medication, and marital

counseling. He did relapse once but re-initiated treatment.

(2) R. is a married South Asian 50-year-old operating engineer who was evaluated

in the fall of 2002. He described working at a church near the site of the for-

mer WTC on the morning of September 11, 2001. He was outside the church,

talking with a supervisor when they heard the explosion of the first plane hit-

ting the building, and saw people and debris falling from the buildings. They

assumed a pilot of a small plane had lost control of it and crashed into the

building. As they were discussing it, they heard the second plane overhead and

saw it crash into the building. They then realized the city was under attack.

Their church had a preschool, and their immediate reaction was to move the

hundred or so preschool children and their teachers into the basement of the

church. After the first building collapsed, they decided to evacuate the children

and teachers. After walking the children and teachers southward to safety, R.

returned to secure the church. He was there when the second building col-

lapsed. The power went out in the church, and there was no light. When R.

made his way out of the church, he encountered several people covered with

gray dust, some of whom were bleeding from cuts, none of whom appeared

badly injured, all of whom were “terrified, very shook up.” He assisted them in

walking to safety in the same direction in which he had helped evacuate the

children and their teachers.

R. was clinically evaluated as a result of reaching threshold scores on self-

administered questionnaires measuring symptoms of PTSD, panic disorder,
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and generalized anxiety disorder. Despite the preponderance of relatively

intense symptomatology, he presented to his clinical evaluation without

apparent distress. He acknowledged the debilitating effect of the symptoms 

he had endorsed, and stated that the irritability, difficulty concentrating, and

numbness were the most problematic symptoms. “I feel stressed and on guard

always. I have difficulty feeling satisfied or focusing on things. I know I love 

my family, but it is still hard to be around them. This is the biggest problem.”

He described a significant decrease in his libido, which exacerbated his wor-

ries about the way he was relating to his wife. He also endorsed flashbacks 

and nightmares, which had lessened from their initial frequency of occur-

ring several times a day to once a week. He described prominent avoidance

symptoms. “If something about 9/11 comes on TV, I have to leave.” His initial

and middle insomnia had not improved. He felt that he had been very seri-

ously affected by his symptoms, but did not seek mental health treatment

because “I didn’t think it would help. The union did send me a letter offering

it, though.”

Despite the negative impact of his symptoms on his life, R. felt very posi-

tively about his experiences on 9/11 and rather than feeling disempowered or

like a victim, he felt vindicated by the choices he had made to stay at the site

and help others. “After I secured the church, and came outside and saw the

devastation, I was very shook up. I sat down and thought of my family, and

thought I would never see them again.” I thought,“Well, I am finished now, it’s

over for me,” and I began to cry. Then I stopped. I stood up and said, “Well, if

it is over for me … I may as well help as many people as I can.” He said he felt

very proud of what he had done. “If I had run, as many did, … I don’t know

how I could live with myself. When I think of it, I feel sad for those who died,

but so happy that I was able to help some people.”

He agreed with the evaluating clinician’s recommendation that he accept

treatment to decrease his symptoms, and accepted a prescription antidepres-

sant medication, with a rapid and significant remission of symptoms.

(3) L. is a 47-year-old single Latina mother of three children who worked as an

asbestos cleaner at “Ground Zero” from September 11, 2001, until February

2003. She was evaluated in August 2002, after scoring above the threshold for

PTSD symptoms on the self-administered questionnaire. An immigrant from a

country in Central America, she had grown up with significant adversity; her

mother and father were both alcoholics, and her father had committed suicide

when she was 3 years of age. She denied any mental health history, and was func-

tioning at a high level at the time of the evaluation, working fulltime, caring for

her children and taking courses in night school. She admitted to both feeling iso-

lated and feeling avoidant of social contact. “I have friends but I do not call.”
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L. had sustained intense exposures to the events of 9/11. In addition to her

work as an asbestos cleaner, she also had witnessed the collapse of the second

building after exiting a train station nearby. Part of her work as an asbestos

cleaner at “Ground Zero” had involved potential risk to her own life. Several

days after 9/11, she was cleaning on the 42nd floor of a building near “Ground

Zero” which was thought to be unstable. The building was emergently evacu-

ated. She was afraid she was about to lose her life, and cannot remember the

details of how she escaped the building. Surprisingly, this episode does not fig-

ure in the flashbacks and nightmares from which she continues to suffer daily.

Rather, the flashbacks concern the suffering of others. “The flashbacks are

about the families who will never find the bodies and never know what hap-

pened – I have clear memories of the dogs finding bodies at the site, never

from close up, but from far away, as I saw it … that suddenly come into my

head, without a reason. It makes me feel more sad than frightened now,

although my heart beats fast and my breathing is hard when I remember this.”

The symptom which most upsets her is her profound sadness in thinking of

the families of the victims. She also described weariness and exhaustion from

trying to simultaneously present a cheerful exterior to her children, while try-

ing to minimize contact with them because she felt “always sad and distant …

numb. The panic, not so much now.”

She describes a strong relationship with her family physician, who had been

very concerned about her, telling her “ when I saw him a few months ago, he

knew I was not OK … he gave me medicine. I did not take it because I do not

like medicine … I did not tell him this because he would worry.” L. did agree

with the interviewer that she was suffering and asked if she could return for

treatment. However, she did not show up for her first appointment and did

not return repeated calls and letters.

Conclusion

The MHSP has provided an unprecedented opportunity to offer mental health

evaluation and assistance to a population whose medical and emotional needs 

previously have been too often overlooked amid the competing priorities of recov-

ery from past disasters. Following in the wake of the tragedy of 9/11, this carefully

calibrated program has enabled mental health professionals to offer whatever they

can to an astounding number of individuals whose work or volunteerism directly

exposed them to the events of 9/11 in New York City. A constellation of factors has

made this possible, including the wisdom and generosity of funders; the collegial-

ity of colleagues in occupational medicine; and the willingness of the workers/vol-

unteers themselves to open up their lives and stories for examination.While providing
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an important opportunity for mental health professionals to help and learn in a

way they have never done before, the MHSP’s lasting legacy will ideally lie in the

impact it has on the thousands of people it has sought to help.
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Introduction

The September 11th attacks were an act of terrorism beyond what the USA had

ever experienced, and represented a challenging venue for mental health profes-

sionals to respond to. Previous studies of the effects of terrorism on children largely

centered on examination of frequent exposure to violence, such as war. The Oklahoma

City bombing was one of the first investigations of how terrorism affects children

who live in a country relatively free from large-scale acts of violence. The number

of lives lost in this act were large and research results indicated far-reaching ripple

effects and delayed responses. Interestingly, data from Oklahoma also demon-

strated that television exposure appeared to be a significant risk factor in the develop-

ment of Post-traumatic Stress Disorder (PTSD) symptoms (Pfefferbaum et al.,

1999; Pfefferbaum et al., 2001). Although data such as these are useful in guiding

the response to September 11th, there remains a grave dearth of information on

how to respond to children in the aftermath of terrorism.

The destruction of the World Trade Center (WTC) was massive, and the damage

shattering on the heavily populated island of Manhattan and surrounding boroughs.

Early screening efforts showed that as many as 75,000 children (10.5%) had symptoms

that were predictive of PTSD (Hoven et al., 2002, Board of Education Study). In

addition, high percentages of children presented with other psychiatric symptoms

predictive of a range of disorders, including depression (8.4%), anxiety (12.3%),

agoraphobia (15.0%), separation anxiety (12.3%), and conduct disorder (10.9%).

These findings were compatible with previous research on children’s responses

after acts of terrorism. For instance, it is known that the long-term effects of terror-

ism most often include high rates of unremitting PTSD in children (Ayalon, 1993;

Desivilya et al., 1996; Trappler & Friedman, 1996; Almqvist & Brandell-Forsberg,
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1997; Elbedour et al., 1999). Children who do not develop PTSD are considered 

at-risk and may develop other significant behavioral and developmental difficul-

ties (Ayalon, 1982; Macksoud et al., 1993; March, 1999; Cohen et al., 2000). Studies

have demonstrated that children and adolescents can display a wide range of

symptomatology in response to a trauma including repetitive play, nightmares,

somatic complains, clingy behavior, difficulty concentrating, irritability, aggressive

behavior, or regressive behavior (Vogel & Vernberg, 1993; Vernberg & Varela,

2001). In addition, youth who have experienced trauma may display only partial

symptomatology of a disorder (Giaconia et al., 1995) or present with comorbid

disorders such as depression, anxiety, substance abuse, or behavioral problems

(Breslau et al., 1991; Goenjian et al., 1995). This diversity of presentation makes it

difficult to recognize, diagnose, and treat trauma in youth populations. Regardless

of the presentation, exposure to trauma can significantly interfere with the nor-

mal developmental trajectory and have a negative impact on children’s overall 

emotional and behavioral adjustment.

Given our knowledge about the effects of trauma on children and initial data on

NYC schoolchildren, one major concern that emerged was the woefully low rates

of therapeutic treatment or counseling services available to or used by students.

The Board of Education Study data suggests that highly impacted children and

youth were not receiving mental health services. For example, two-thirds of chil-

dren with elevated PTS symptomatology had not sought or received mental health

services from a school counselor or outside mental health provider. This led to the

development of numerous projects within the New York City (NYC) area, specifically

addressing the needs of children and adolescents.

The governmental mental health response to the disaster was substantial. The

Federal Emergency Management Agency (FEMA) responded almost immediately

with funds to provide funding to state and local agencies as well as private mental

health organizations to provide professional mental health counseling services to

victims of the disaster (see Felton and colleagues this volume for a more detailed

description of the response). These mental health funds were used to finance Project

Liberty, a massive public health initiative to address the mental health needs of

individuals regardless of age, affected by the WTC disaster. These services were

opened to anyone in the general public requesting them and were based on a brief

crisis counseling model that depended largely on paraprofessionals and/or mental

health professionals with limited training in disaster or trauma counseling. These

FEMA funded projects incorporated a service activity log which is a one-page data

management tool designed to document each service encounter made in the deliv-

ery of Project Liberty services. The log has sections for demographic data, character-

istics of the clients relative to the WTC disaster, and documentation of the type of

services provided. Characteristics of the clients being seen include event reactions
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and risk categories. Event reactions document psychological, behavioral, cognitive,

and emotional reactions reported by the clients regarding the WTC disaster. Risk

categories document various types of exposure to the WTC disaster, such as loss of

family members, being related to a disaster worker (e.g., fireman, policeman, emer-

gency medical therapists), or being directly exposed. Figure 22.1 shows the level of

Project Liberty service utilization by children and youth from 6 to 17 years of age

since October 2001, soon after the disaster. The data indicates an upward trend in

the utilization of services by children and youth in the Manhattan, Brooklyn,

Queens, and the Bronx, with the highest levels of service utilization in the Bronx.

Low and even utilization is shown in Staten Island and Nassau County. The service

utilization indicates a fairly common pattern across the NYC area, except for a sub-

stantial spike in service utilization in the Bronx in July of 2002. Also, the Bronx

maintains very high service utilization over and above the other boroughs, most

significantly, more so than Manhattan. Though service utilization has decreased,

there continues to be high service utilization 2 years post-WTC disaster.

Data from these service activity logs was also used to create categories of indi-

viduals who are heavily impacted and extremely at-risk. Heavily impacted individ-

uals are defined as those experiencing any of the three event reactions considered

most distressing and consistent with depressive and PTS symptomatology, including

experiencing extreme changes in activity levels, sadness and tearfulness, despair or
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hopelessness, or sleep or eating disturbances since 9/11. Tier-1 children and youth

are those considered most at-risk by virtue of their exposure to one or more of cer-

tain risk factors such as experiencing the loss of a family member, being injured in

the attack, or living in a home damaged by the attack. Table 22.1 shows that the

percentage of heavily impacted children and youth remains consistent across the

boroughs ranging from 39% to 45%. This data suggests that event reactions tend

to be fairly stable regardless of geography. Unlike the rates of children and youth

categorized by their own subjective experience of the events, the rates of children

who are considered at-risk by specific exposure factors tend to be quite variable by

borough. Percentages of children and youth at-risk range from a low of 4% (the

Bronx) to a high of 54% (Staten Island). This data highlights the need for ongoing

services, along with services that address youth experiencing more severe reac-

tions. Data clearly indicates that a significant proportion of the population affected

by a terrorist event, particularly children, suffer long-lasting distress and impair-

ment unlikely to be mitigated by a crisis intervention approach alone (Trappler &

Friedman, 1996; Almqvist & Brandell-Forsberg, 1997).

In addition to the funds from FEMA, the Substance Abuse and Mental Health

Services Administration (SAMHSA) provided modest funding to provide and

evaluate outcomes associated with the delivery of evidence-based treatments

(EBTs) for children and youth experiencing significant distress and/or mental ill-

ness associated with the WTC disaster. The SAMHSA funds were used to develop

the Child and Adolescent Treatment Services Consortium (CATS). CATS represents a

ground-breaking effort to treat youth, post-disaster, by implementing evidence-

based trauma treatments across all five NY boroughs. This chapter will focus on

the efforts of CATS as an example of responding to the needs of children in the

aftermath of September 11th.

Table 22.1. Profiles of children and youth ages 6–17 years for the period from

September 2003 to April 2004

Borough Total initial visits Heavy impact (%) Tier-1 (%)

Manhattan 3621 37 13

Brooklyn 2683 36 8

Queens 2617 36 10

Bronx 4231 41 4

Staten Island 176 41 20

Nassau County 141 50 27

Totals 13,469 38 9
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CATS overview

The CATS project was developed to put into place the highest quality evidence-

based practices (EBP) on screening, assessment, treatments, and services, and to

develop a rigorous outcome evaluation that would enable expansion of knowledge

on optimal practices and examination of service delivery context variables (e.g.,

organizational and structural factors) that may affect the delivery of evidence-

based trauma treatments. The specific goals of CATS include:

(1) to deliver these EBTs to children and adolescents experiencing distress associ-

ated with the 9/11 terrorist attack;

(2) to evaluate the effectiveness of the treatments for a diverse population;

(3) to evaluate aspects of the therapeutic process that contribute to improvements

in mental health outcomes; and

(4) to evaluate implementation processes associated with delivery of these evidence-

based interventions in a variety of settings (e.g., schools, outpatient clinics,

community-based clinics).

The CATS consortium is a network of seven community–academic partnerships

(see Table 22.2) in the NYC area that offer a range of therapeutic services in various

settings, including inpatient and outpatient psychiatry, community-based mental

health programs, and school-based health/mental health clinics. The CATS target

Table 22.2. CATS implementation sites

Partnership site Specific settings

Jewish Board of Family and Children’s University neighborhood High School,

Services/Mount Sinai Medical Center Stuyvesant High School, PS 83, Bicultural

and Bilingual Middle School, JHS 117, TAG

Program, PS 38, PS 108, Manhattan Center

High School

New York University Child Study Center/ Pediatric emergency room/Child Psychiatry

Bellevue Hospital Center

North Shore–Long Island Jewish Health Referrals from all school in Districts 25 and 

System/Catholic Charities of Long Island 27 (Queens)

Nassau County

Lutheran Medical Center/Sunset Park PS 24

Family Health Center Network

New York–Presbyterian Hospital/Alianza PS 4, PS 128, PS 152, and PS 173, IS 52, IS 164,

Dominicana IS 136, and IS 143, George Washington HS

Safe Horizon/North Shore–Long Island Borough Assistance Centers

Jewish Health System

St. Vincent’s Catholic Medical Center Lower Manhattan Schools 
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population is children or adolescents from ages 5 to 21 years with an identified

psychiatric disorder or children or adolescents with significant functional impair-

ments who reside in the geographic area included in the Presidential Disaster

Declaration issued subsequent to September 11 (the 5 Boroughs of NYC and 10

surrounding counties: Nassau, Suffolk, Westchester, Orange, Rockland, Putnam,

Dutchess, Sullivan, Ulster, and Delaware).

Modeling evidence-based service delivery post-disaster

In responding to children and adolescents in the aftermath of September 11, it was

important to balance what the scientific literature recommended against the reality

of post-disaster work, including the need to move quickly. Specifically, CATS was

designed to put the process of moving from efficacy to effectiveness to implemen-

tation to the test (see Figure 22.2).

Efficacy studies refer to a class of research that typically includes manualized

treatments that have been tested under tightly controlled conditions with random

assignment, and that use highly trained therapists, often graduate students who

receive intensive supervision. This is considered the “gold standard” within the sci-

entific realm but rarely fits within the context of the real world. Effectiveness stud-

ies typically involve the testing of a treatment or service protocol under conditions

that more closely approximate practice settings. This requires the use of system

employees (e.g., school counselors, private practitioners) as therapists, perform-

ance of the intervention under highly naturalistic conditions, and provision of

supervision by the investigator team. Effectiveness research also stresses the signif-

icance of variables such as practitioners (e.g., attitudes towards adoption of treat-

ment, training programs), service delivery (e.g., community-based, clinic-based),

and organizational (e.g., culture and climate wherein treatments are delivered)

(Hoagwood et al., 2001; Schoenwald & Hoagwood, 2001). Thus, the most valid

questions about the how, why, and with whom psychotherapy works may be best

Figure 22.2 Where transportability questions arise (Schoenwald & Hoagwood, 2001).
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evaluated in the real world, rather than with exclusively recruited samples in labo-

ratory conditions.

The implementation model that guides the evaluation of the project – the Imple-

mentation Model for EBP – is included in Figure 22.3.

The key elements of this implementation model include its interactive and mul-

tidimensional focus: to achieve improvement in outcomes, attention to a broader

array of organizational and systems factors are needed. The organizational context

issues will be assessed directly. Therapeutic processes including alliance and adher-

ence to the EBP model will be measured and assessed continuously throughout the

delivery of therapy. Stakeholder input has been part of the process of this evaluation

design throughout, as the major consumer groups not only reviewed the applications

that were selected, but continue to function as ongoing advisors on key aspects of

the evaluation. In addition, focus groups with stakeholders is part of the evaluation

design and will inform the final analysis. These factors may affect therapist behav-

ior, which become mediating variables, influencing changes in alliance with clients

or adherence to protocol. The CATS project developed its evaluation plan within

these frameworks as its starting point. Working closely with a scientific advisory

board and all participating sites, the best assessment measures, treatments, and

research design were determined.

Assessment

Based on the most current literature, CATS developed a thorough assessment

package assessing for a wide range of symptomatology including post-traumatic

symptoms, anxiety, depression, externalizing behaviors, overall functioning, and

substance use (see Table 22.3). This battery was designed to examine the diverse

presentation of symptoms post-disaster as well as evaluate the effectiveness of trauma

Figure 22.3 Implementation model for effective treatment and service transportability.
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Table 22.3. Child/youth and parents/caretaker assessments in the CATS project

Informants Domain Instruments Length and Reported psychometrics

time/mode of

administration

Children Anxiety Multidimensional Anxiety 39 items Sub-factor alphas range 

and youth Scale for Children (MASC) 15 minute from 0.60 � 0.85. Total

(March et al., 1997) questionnaire score alpha � 0.90

Depression Children’s Depression In- 27 items High Cronbach’s Alpha

ventory (CDI) (Kovacs, 1981) 15 minute for clinic youth

for school-age children questionnaire (alpha � 0.89).

Beck Depression Inventory 21 items High internal consis-

(BDI) (Beck et al., 1961) for 5–10 minute tency, especially for 

adolescents questionnaire student samples (alphas

range from 0.82 to 0.92)

Post- PTSD Reaction Index – 47 items Alphas range from 0.67

traumatic Child Version (Pynoos 15 minute (Hyperarousal) to 0.92

stress et al., 1998) questionnaire (Avoidance). Total score

alpha � 0.87

PTSD Reaction Index – 49 items Alphas range from

Adolescent Version (Pynoos 15 minute 0.67 (Hyperarousal) to

et al., 1998) questionnaire 0.92 (Avoidance). Total

score alpha � 0.87

Traumatic UCLA Trauma Psychiatry 13 items NA

bereavement Service Grief Inventory * 5 minute

questionnaire

Exposure to Developed specifically 32 items NA

WTC for this project to assess 10 minute

different types of exposure questionnaire

to WTC

Substance Personal Experience 41 items Alphas �0.90 across

use Screening Questionnaire 10–15 minute community and juvenile

(PESQ) (Winters, 1991) for questionnaire offender samples.

adolescents only

CATS Developed specifically for 31 item NA

adjustment this project to assess anger, 5–10 minute

survey somatic complaints and questionnaire

services history

(continued)
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Table 22.3. (Continued)

Informants Domain Instruments Length and Reported psychometrics

time/mode of

administration

Therapeutic Child/Youth Therapeutic 30 items Reliability alphas �0.90

alliance Alliance Scale (Youth–TAS) 5–10 minute for parent, child, and

(Doucette & Bickman, 2002) questionnaire clinician versions.

Symptom Symptom Screening Index 30 items Reliability alphas �0.90

severity (Doucette & Bickman, 2002) 5–10 minute for parent, child, and

questionnaire clinician versions. Low

correlations with CBCL

for youth version.

Parents Functioning Behavioral and Emotional 24 items Subscale and total score

Rating Scale (BERS) 5–10 minute Alphas range from 0.79 

(Epstein & Sharma, 1998) questionnaire to 0.90. Test-retest �0.84.

Correlated with CBCL�.

Externalizing Strengths and difficulties 24 items Subscale correlations 

behavior questionnaire – Child 5–10 minute with the Rutter 

version (Goodman, 2000) questionnaire questionnaire range 

from 0.78 to 0.88.

Behavior assessment System 32 items Good internal 

for children (BASC) 10 minute consistency (Alphas range 

(Reynolds, 1999) questionnaire from high 70s to low

90s). Median inter-

rater reliability � 0.71.

Symptom Symptom screening index 30 items Reliability alphas �0.90 

severity (Doucette & Bickman, 2002) 5–10 minute for parent, child, and

questionnaire clinician versions. High

correlations with CBCL

for parent version

Post- UCLA PTSD reaction index– 48 items

traumatic Parent/Caregiver version 15 minute

stress (Pynoos et al., 1998) questionnaire

Therapeutic Therapeutic Alliance Parent/ 30 items Reliability alphas �0.90

alliance Caregiver (Doucette & 5–10 minute for parent, child, and

Bickman, 2002) questionnaire clinician versions

Shaded areas indicate instruments that will be administered at intake. Non-shaded areas are instruments

that will be used during treatment.

*Only administered if a child has suffered a loss.
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treatment. This complete assessment battery is being collected from children and

their parents at intake, 3-, 6-, and 12-month follow-up. CATS is also evaluating

aspects of the therapeutic process that contribute to improvements in mental

health outcomes, such as therapeutic alliance and engagement procedures. It has

been suggested that both of these characteristics are necessary for any treatment to

be successful (e.g., Szapocznik et al., 1988; 1997; Cohen & Mannarino, 2000). This

data is collected at intake, and tracked approximately every other week during

treatment. Finally, CATS is evaluating the implementation processes associated

with delivery of these evidence-based interventions in a variety of settings (e.g.,

schools, outpatient clinics, community-based clinics). Evaluation of variables such

as clinician attitude and organizational culture and climate is being collected at

intake, and concurrently every other session. This information will help offer direc-

tion to future national initiatives to better implement effective EBP on a large scale.

Implementation obstacles: measurement tools

Some obstacles were experienced in the development of measures to be used in the

CATS evaluation. First, there is currently no consensus on the best assessments to

use with traumatized youth, especially with younger children between 5 and 8

years of age. In assessing children, there is usually significant reliance placed on

parents and other significant adults to report symptomatology. Unfortunately,

research shows that parents are poor reporters of children’s trauma related symp-

toms (Achenbach 1990; Achenbach et al., 1991). Parents and other adults such as

teachers often assume that children are resilient and that their reactions to disasters

are transitory and fleeting. Adults may also underestimate a child’s problems and

not realize to what extent their child is distressed (e.g., Saylor et al., 1997; McNally,

1998; Silverman & La Greca, 2002). By school age, children generally report higher

levels of post-disaster distress than parents report for them (Earls et al., 1988;

Belter et al., 1991). Thus, recent research has demonstrated the importance of

asking children directly about their post-disaster reactions rather than relying

exclusively on parent or teacher report, or using such reports as the primary infor-

mation. The measures selected for use in recent studies reflect an increasing focus

on child self-report of PTSD, with less emphasis on parent-completed measures.

Another challenge specific to trauma assessment in youth is that there is no one

typical presentation seen in children. As stated previously, children can present

with a diverse range of symptoms and/or impairments. Finally, one of the major

symptoms clusters of post-traumatic responses includes avoidance. This often pre-

cludes a child from admitting or endorsing items that suggest any difficulties.

Preliminary CATS data does show an influx of children that endorse very few items

on the assessment measures, yet are showing significant trauma symptomatology.
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Treatment

Despite the understood negative effects of trauma on youth, there is little empiri-

cal research on the efficacy of treatments. Manualized cognitive–behavioral thera-

pies (CBT) have received the most empirical support, although many still lack

repeated randomized clinical trials. CBT approaches to trauma have been tested

most rigorously with sexual abuse populations (e.g., Cohen & Mannarino, 1996;

Stauffer & Deblinger, 1996), and have been shown to be effective. Some researchers

have examined the effectiveness of various trauma treatment manuals with differ-

ent populations (e.g., war trauma or single-incident trauma) without randomized

controlled trials (e.g., Goenjian et al., 1997; March et al., 1998; Saltzman et al.,

2001). Studies such as these report positive outcomes including reductions in anx-

iety and PTSD symptomatology.

After a literature review, two specific treatment manuals were chosen for the

CATS project; one that focuses on children (6–12 years) and one that is directed

towards adolescents (12–18 years). Cognitive–Behavioral Therapy for Traumatic

Bereavement in Children Treatment Manual (Cohen et al., 2001) was developed in

response to 9/11, and based on a manual used extensively with sexual abuse popu-

lations (e.g., Cohen & Mannarino, 1996; Stauffer & Deblinger, 1996). This CBT

intervention was effective in decreasing post-traumatic stress symptoms and exter-

nalizing symptoms in sexually abused children (Deblinger et al., 1990). Cohen and

Mannarino (1996, 1998) conducted two studies of sexually abused children, com-

paring CBT to non-directive supportive therapy. Children provided with trauma-

focused CBT showed significantly greater improvement in PTSD symptoms,

sexually inappropriate behaviors, and internalizing and externalizing symptoms.

These differences were sustained at 1-year follow-up (Cohen & Mannarino, 1997).

In a study with older children (ages 7–14 years), trauma-focused CBT also resulted

in significant improvement in depression and social competence (Cohen &

Mannarino, 1998). The Trauma/Grief-focused Group Psychotherapy Program (Layne

et al., 2002) was developed by members of the University of California at Los

Angeles (UCLA) Trauma Psychiatry Service and used in Armenia following the 1988

earthquake (Goenjian et al., 1997), in southern California with adolescents exposed

to community violence (Layne et al., 2001), and in post-war Bosnia with severely

war-exposed school students (Layne et al., 2001). Results from these studies show

significant reductions in post-traumatic and complicated grief symptoms, improve-

ments in grade point averages, reductions in the number of disciplinary actions,

and, by teacher report, improvements in classroom attention and concentration

(e.g., Saltzman et al., 2001). Both treatment manuals demonstrate effectiveness in

decreasing impairment, in addition to symptom reduction.

The training of clinicians and supervisors within all of the CATS sites on these treat-

ment models was a high priority for the project. In January of 2003, approximately 45



CATS staff members were trained in each of the EBTs selected. The manual devel-

opers, Cohen et al. (2001) and Layne et al. (2002), nationally recognized experts in

the field of trauma, each trained for two full days on their respective trauma treat-

ment manuals. The training included background information, a review of litera-

ture on the efficacy and effectiveness of the specific model, didactic training on the

manual, extensive role-plays of the techniques, and question/ answer periods. After

the initial training, CATS clinicians were encouraged to pick up a training case. At

the end of April, the manual developers returned for another full day “booster

training” during which sites were encouraged to present cases and raise their ques-

tions or concerns. A second set of full 2-day trainings will be offered in September

of 2003 for any new CATS staff, and as a refresher for CATS clinical supervisors.

Additionally, all CATS clinical staff will participate in one more full-day “booster

training” at the end of the year. For the clinical treatment protocols, the supervisors

at each site have received weekly, high-level clinical consultation on the manuals

and CATS cases with the treatment developers. The clinical training director on the

project consults with each clinician and supervisor on a weekly basis, serves as liai-

son to the treatment developers, and provides case-specific consultation as needed

to ensure that the treatment models are followed with fidelity.

Implementation obstacles: engagement, outreach, recruitment

Given the nature and symptom presentation of typical trauma reactions, it is 

common for children and their families to avoid dealing with their difficulties.

Additionally, research shows that there are numerous barriers to involvement in

child mental health interventions. First, the population of NYC is comprised of

many families falling under a “triple threat condition” characterized by poverty,

single-parent status and stress. It is also well-known that many concrete obstacles,

such as time, transportation, child care, and competing priorities, can be a barrier

to adequately providing mental health services. Finally, negative attitudes about

mental health, or previous negative experiences with mental health institutions

also complicate the outreach process. Stigma is a well-documented obstacle within

the field of mental health services and presents as a constant challenge to clinicians.

Often, it is designated by families as a reason to not seek services and/or not follow

through with treatment. The stigma of “needing mental health services” is further

complicated by one of the primary symptom categories of trauma – namely avoid-

ance. In addition, research shows 40–60% families may drop out of services before

their formal completion (Kazdin et al., 1997) and that children from vulnerable

populations are less likely to stay in treatment past the first session (Kazdin, 1993).

Mounting evidence suggests that the most vulnerable child populations in terms of

seriousness of presenting problems or complexity of social situation are less likely

to be retained beyond the first mental health session (Armstrong et al., 1984;
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Russell et al., 1987; Wahler & Dumas, 1989; Miller & Prinz; 1990; Bui & Takeuchi,

1992; Cohen & Heselbart, 1993; Kazdin & Mazurick, 1994). Rates of service usage

are particularly low for children residing in low-income, urban communities

(Griffen et al., 1993).

In order to combat these barriers, CATS sites are also participating in engage-

ment strategy training. This training was developed and delivered by Dr. Mary

McKay and includes a systematic process of clarifying the needs of the child and

family, addressing the families’ concerns (how long, location, whom with), work-

ing through perception of services and “helpers” (relationship with teachers, pre-

vious therapy experiences, kids and parents), and getting the family help for their

concrete obstacles. Research has shown that applying simple but specific engage-

ment intervention strategies can have a significant effect on initial show rates and

service participation. In research with low-income urban families seeking mental

health treatment, 72% of parents receiving telephone engagement strategies

attended initial sessions compared to only 45% of families getting normal intake

services (McKay et al., 1999). Other studies have indicated that telephone engage-

ment intervention was associated with 50% decrease in initial show rates and a

24% decrease in premature terminations (Szapocznik, 1988, 1997).

To improve retention of youth and families within the evaluation protocol, the

CATS project enlisted the consultation of Dr. McKay to train intake teams at each

of the sites. Each engagement team (typically consisting of a project coordinator,

clinicians, and intake staff who field calls related to CATS referrals) attended a one-

day training in the basics of engagement strategies. Follow-up consultation visits

by Dr. McKay and her training team have been conducted at each site to identify

site-specific barriers to recruitment and retention, to trouble-shoot these obsta-

cles, and to develop site-specific engagement strategies to deal with them.

Implementing obstacles: training

Implementing evidence-based interventions (e.g., trauma treatment manuals and

systematic outreach efforts) has also presented some challenges. In order to effec-

tively transport these models to real-world settings, manuals have to demonstrate

a certain amount of flexibility to deal with different populations, diverse symptom

presentations, and varying organizational systems. It was quickly realized that

there was a need for ongoing consultation from both our treatment and outreach

experts to problem-solve independently at different sites. For example, some sites

access populations wherein the parents are largely inaccessible. In addition to 

different client populations, implementation has had to incorporate differences

among staff. For instance, some staff were previously trained in CBTs while others

were learning this model for the first time. Across all sites, implementation efforts
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included not only the challenge of who can conduct the interventions, but also

who will conduct them (refer back to Figure 22.2). Altering a system or a method

of treatment often meets with resistance so it was important to address this and

obtain buy-in from all levels of the organizational structure.

Overview of data collection

Families, children, or youth referred to the CATS provider sites are first provided

with an intensive phone engagement intervention (McKay et al., 1996) to identify

and overcome obstacles to service delivery. The process of engagement is critical to

research recruitment and service utilization. In the course of engagement, the

needs of the child are assessed and screening is completed for WTC and exposure

and trauma related symptomatology. Following engagement and screening parents

and children or adolescents are invited to come in for consent and assessment.

After obtaining informed consent from parents and assent of minor children, the

CATS assessment battery is completed.

As previously stated, the assessment battery is intended to assess a wide variety

of symptoms. Parent reports of functioning and impairments are obtained in addi-

tion to child and adolescent report data. Based on inclusion criteria from the base-

line assessment, children and youth are offered either: (a) the developmentally

appropriate trauma focused CBT or (b) a treatment as usual condition which may

include a referral to a more appropriately focused treatment (e.g., substance abuse).

Regardless of whether children and youth receive the trauma focused CBT or treat-

ments as usual, follow-up assessments occur at 3-, 6- and 12-months after baseline.

During the course of treatment dimensions of the clinical care process is also

being assessed. Therapeutic alliance, therapist adherence to the treatment and

symptom severity are obtained throughout the course of treatment for children

and youth receiving the trauma-focused CBT. Data is obtained by a combination

of child and youth, parent and clinician report data. Clinician data is also being

collected throughout the project to assess a number of key dimensions to service

delivery and implementation of EBTs. These include the therapeutic techniques

and strategies that clinicians feel most comfortable with, their attitudes about

EBTs, supervision, training and consultation, and their perceptions of the organi-

zational culture and climates in which they work.

Data report

One vital challenge for CATS was obtaining the necessary Institutional Review

Board (IRB) approvals from the State Office of Mental Health. Once all CATS

providers obtained IRB approval, recruitment began. A total of 445 children and
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adolescents were assessed as eligible for CATS treatment. This section describes the

measures of WTC exposure and PTSD symptomatology used, and some overall

profiles of the current sample of subjects. Based on current completed assessments

(n � 445), 190 (42.7%) were male, 255 (57.3%) were female, and the mean age of

participants was 11.54. All of these participants were CATS eligible, based on the

inclusion criteria of endorsement of at least one item on the WTC Exposure Survey

and a score of 25 or greater on the UCLA Reaction Index. Table 22.4 shows the

demographic characteristics of the sample and indicate that the children and youth

receiving trauma treatments are predominantly male, young, Hispanic and from

low-income families.

Measures
● WTC exposure. The WTC Exposure Survey is a 24 item inventory of experi-

ences related to the WTC attack. Seventeen items cover a wide variety of ways

that children or youth could have been exposed, including:

(1) direct exposure (e.g., being physically hurt),

(2) interpersonal exposure (e.g., knowing someone else who was at the WTC),

(3) loss (e.g., knowing someone who died as a result of the WTC),

Table 22.4. Socio-demographics for CATS

children and adolescents

Total N 445

Gender Female � 255 (57.3%) 

Male � 190 (42.7%) 

Ethnicity White � 46 (10.3%)

Black � 66 (14.8%) 

Hispanic � 272 (61.1%)

Other � 36 (8.1%) 

Missing � 25 (5.6%)

Age Average � 11.54

Range � 5–19

Income $7,000 � 96 (21.6%)

$ 7,000–$14,999 � 106 (23.8%)

$15,000–$29,999 � 60 (13.5%)

$30,000–$44,999 � 34 (7.6%)

$45,000–$59,999 � 39 (8.8%)

�$60,000 � 51 (11.5%)

Missing � 59 (13.2%)



(4) secondary adversity (e.g., being displaced),

(5) media exposure (e.g., learning about the attack from TV, radio or the world-

wide web). In addition, seven items assess symptomatology and functioning

relative to 9/11 (e.g., Since 9/11, do you find it harder to do your school

work?).
● PTSD. The UCLA PTSD Reaction Index for Diagnostic and Statistical Manual

of Mental Disorders (DSM)-IV (Pynoos et al., 1998) is designed to assess for

exposure to a variety of traumatic events and PTSD symptoms in children and

adolescents. The PTSD Index comes in three version: a Child version (7–12), an

Adolescent version (13 and over), and a Parent version developed to comple-

ment the child’s report. It is a self-report inventory keyed to DSM-IV Criteria: 13

questions assess exposure to a variety of traumatic events, 7 questions assess

Criterion A aspects of the traumatic event, 5 questions assess the child or youth’s

subjective experience of the event during or just after the traumatic event, and

22 items (20 for children) assess for the frequency of self-reported DSM-IV

PTSD symptoms. The instrument has good validity with alpha coefficients rang-

ing from 0.67 (Hyperarousal) to 0.92 (Avoidance), and a total score alpha coef-

ficient of 0.87.

Table 22.5 shows the average UCLA Reaction Index scores and subscale scores

for the sample of children and youth receiving CATS treatment. The total severity

mean score of 36.61 approached the established cut-off score of 38 that has high

reported sensitivity and specificity of detecting PTSD (Steinberg et al., 2004). The

data suggests that CATS sites recruited subjects who generally had moderately high

levels of trauma-related symptomatology but included numerous subjects with

levels of symptomatology beyond the range of probable PTSD diagnosis. The

trend was for adolescents to score higher than young children. In order to meet

DSM-IV Criteria for traumatic exposure only one A1 and one A2 item needs to be

endorsed. Subjects recruited for CATS averaged three A1 and A2 criteria. Youth in

CATS also reported exposure to multiple traumatic events with an average of three

events endorsed on the traumatic events inventory of the reaction index. Youth in

CATS were also exposed to the WTC disaster in a variety of ways.
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Table 22.5. Reaction index scores: Baseline severity and sub-criteria scores

Criteria n Mean SD

Re-experiencing 445 11.46 4.07

Avoidance 445 13.33 5.08

Hyper-arousal 445 11.81 3.43

Total Severity 445 36.61 9.36
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Figure 22.4 WTC exposure.

WTC exposure ranged from 0 to 7 discrete types of exposure to the disaster on

the WTC exposure inventory. Table 22.6 shows the average number of WTC expo-

sures experienced by children and youth receiving the CATS interventions and a

non-equivalent comparison group of youth with lower levels of traumatic symp-

tomatology. The average numbers of WTC exposures was 3.02 for children receiv-

ing the CATS intervention which did not differ significantly from the comparison

group sample of children and youth.

Figure 22.4 shows the various types of WTC exposure for those children and

youth in the CATS treatment intervention group. Among the CATS subjects, the

most common type of exposure was media (e.g., “After the attack, how much time

did you spend learning about the attack from TV?”), followed by witnessing

aspects of events of the WTC indirectly (e.g., “Did you smell the smoke from the

WTC buildings at any time after the September 11th attack?).

Table 22.6. WTC Exposures 

n Mean SD Range*

CATS 433 3.02 1.52 0–7

Comparison 142 2.67 1.32 0–7

*Includes a category for youths who report changes in

behavior and functioning since 9/11.
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The criteria for inclusion into the CATS treatment protocol were set broadly so

as to allow the project to capture and provide services to youth experiencing

trauma reactions for a variety of traumatic exposures. Youth for whom WTC was

the index event for their trauma symptomatology could be recruited along with

youth for whom a traumatizing event other than WTC was the source of their

traumatic reactions. This was done in the belief that children without direct WTC

exposure or for whom the WTC disaster was not the index event for their distress

could nonetheless experience trauma symptomatology associated with the WTC.

Thus, an important question to answer in this project is the degree of association

between WTC exposure and PTSD symptomatology. Figure 22.5 shows the PTSD

Reaction Index scores for children and youth grouped by low, medium, and high

exposure to the WTC disaster as determined by number of types of exposures. As

this figure indicates, PTSD Reaction Index severity scores increase relative to a

greater number of WTC exposure events among children and youth.

Conclusions

The city-wide mental health response to September 11th has been robust and 

has touched the lives of at least 900,000 persons (Felton et al., this volume).

However, epidemiological studies clearly indicate that a significant proportion 

of the population affected by a terrorist event, particularly children, suffer long-

lasting distress and impairment unlikely to be mitigated by a crisis intervention

approach alone (Trappler & Friedman, 1996; Almqvist & Brandell-Forsberg,

1997). Although many initial programs were developed, logs collected in connec-

tion with those demonstrated an ongoing need for services. CATS was designed to

address the ongoing and severe effects this act of terrorism had on children and
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adolescents. The design of CATS was crafted to test the move from efficacy to effec-

tiveness to implementation within a post-disaster venue. This is a vital step for dis-

aster work which requires rapid mobilization of a large number of mental health

providers. Many of these clinicians may have only minimal training in trauma-

specific treatment, and even fewer will have training in EBTs. Therefore, developing

a method of moving scientific-based treatments to the front lines in an effective

and efficient manner is much needed. The CATS project followed an implementation

model that accounts for the multidimensional nature of implementation work. In

addition to putting into place the highest quality EBP on screening, assessment,

treatments, and services, CATS also developed a rigorous outcome evaluation. The

evaluation will render invaluable information about the effectiveness of youth

trauma treatments and specialized outreach efforts with a diverse population, per-

formed by community providers. Additionally, the evaluation provides the oppor-

tunity to scientifically evaluate the implementation method, examining the many

surrounding variables (e.g., organizational and structural factors) that may affect

service delivery.

Although the initial data report is very preliminary and represents only a small

number of youth, it raises important points. First, data supports the need for a

project such as CATS. Youth in many areas of NYC are considered “at-risk” for

many reasons such as poverty, single-parent homes, or living in a violent neigh-

borhood. Due to these factors, it is likely that 9/11 exacerbated the post-trauma

symptomatology that these youth present with due to another trauma. In fact, the

population that CATS is serving has experienced multiple traumas. Second, the

data show that there are children and adolescents who are experiencing distress

due to trauma. This means that there are children who cannot sleep, are having dif-

ficulty in school, may be acting out, or are very anxious and fearful. Years of

research clearly states that difficulties in childhood can significantly disrupt a child’s

developmental trajectory and create a vicious cycle of future and more severe

impairments. Repeatedly, the take-home message is: Intervene early. The best place

to start is by helping our youth. In the aftermath of disasters, it is vital that we pro-

vide youth with the highest quality of care in order to mitigate future mental health

problems. These services cannot be provided by experts alone, but rather by the

providers within the communities themselves.

Since September 11th, a major objective of the United States was to become 

better prepared for disasters. This preparedness needs to be mobile to fit with the

nature of traumatic disasters. Thus, one of the most important lessons that can be

learned in responding to children and adolescents in the aftermath of September

11th is the process of implementing quality treatments for our youth. In the future,

this will serve to direct the response procedures and, hopefully, provide more 

efficient and effective help.
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Introduction

The terrorist attacks of September 11, 2001, made mental health professionals keenly

aware of the need for relationally and developmentally focused interventions for

traumatized young children and their families with greater urgency than ever before.

Healthcare providers, educators, the media, and politicians were barraged by ques-

tions about parents who were concerned about the effects of this very public politi-

cal violence on their young children, whether or not they were directly affected by the

attacks.

Those young children who were directly affected by the attacks in New York or

who witnessed the crashing of the two passenger planes into the World Trade Center

(WTC) and the toppling of the Twin Towers were many in number: over 3000 chil-

dren lost a parent, thousands of children attending schools and day-care centers near

Ground Zero directly witnessed the attacks. Additionally, untold millions of

children around the world watched the attacks repeatedly on TV. Children world-

wide were reported to suffer from nightmares following the events of 9/11, and for

weeks had difficulty concentrating in school (Hoven et al., 2003).

Historical overview of understanding trauma in a relational context

One of the most important observations which has informed our current relational

view of child traumatic stress came from the study by Anna Freud and Dorothy

Burlingham (1943). They noted the following during the London Blitz of World War

II: “The war acquires comparatively little significance for children so long as it only

threatens their lives, disturbs their material comfort, or cuts their food rations. It

becomes enormously significant the moment it breaks up family life and uproots the

first emotional attachments of the child within the family group. London children,
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therefore, were on the whole much less upset by bombing than by evacuation to the

country as a protection from it.” (Freud & Burlingham, 1943).

It is hard to recall now how startling the foregoing observation was at the time.

Indeed, it was so novel that its full import could not be integrated into the field.

What Freud and Burlingham had discovered went beyond the awful facts of the

London blitz: it was the child’s separation from the mother that was traumatic.

Two years after Freud’s and Burlingham’s observations, David Levy (1945)

observed that the impact of hospitalization on children separated from their parents

was so devastating that it resembled combat neurosis. This was at a time when public

health policy still dictated that the child be dropped off by their parents, who had no

further role to play in their treatment. In the USA, Levy was the first person to rec-

ognize both the parent’s role in moderating the child’s experience of trauma and to

study its impact systematically. Moreover, he was the first person to develop short-

term desensitization techniques for treating the traumatized child (Levy, 1939).

The full realization that a prolonged separation from the mother was inherently

traumatic for a child had to wait for the work of Bowlby in England. Bowlby and

Robertson’s deeply moving film entitled A Two-Year-Old Goes to Hospital helped

improve the fate of hospitalized children all over the Western world (Bowlby et al.,

1952; Bretherton, 1995, p. 50).

This first wave of clinical research on trauma in children established the importance

of the mother’s physical presence or absence in emotionally and behaviorally moder-

ating the impact of trauma on the child. The second wave begun in 1975 focused on

the mother’s role in emotionally and behaviorally mediating the transmission of

trauma from one generation to the next. Fraiberg, Adelson, and Shapiro’s famous

paper,“Ghosts in the Nursery,” remains a classic contribution to the understanding of

trauma as it occurs intergenerationally within a relationship (Fraiberg et al., 1975).

A third wave of trauma research in children began about 10 years ago with a focus

on the developmental and psychobiological factors that contributed to individual

differences in intensity and pervasiveness of posttraumatic stress disorder (PTSD)

and that make it move or less likely for trauma to be transmitted across generations

(Schechter et al., 2004; Scheeringa et al., 2004; Yehuda et al., 2005).

Manifestations of PTSD in children

Children were once thought to experience only transient stress in the wake of

traumatic events (Gurwitch et al., 1998). Advances in the nosology of psychiatric

disorders led to confirmation of clinical observations that PTSD also occurred in

children with a similar duration of symptoms and course as found in adults. The

classic triad of PTSD symptoms: reexperiencing, numbing/avoidance and hyper-

arousal, occur in young children just as in adults (Scheeringa & Zeanah, 1995;
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Schechter & Tosyali, 2001; Coates et al., 2003; Schechter et al., 2003; Scheeringa et al.,

2003). The youngest case of PTSD reported to date is of a 3-month old described

by Gaensbauer (1982) that noted “hypervigilance, exaggerated startle, as well as vari-

ous forms of dysregulation (i.e., distress to the point of vomiting), irritability, and

withdrawal in generalized form as well as in response to specific states.”As in adults

the range of severity is relative both to the type, duration and frequency of traumatic

exposure. Several large studies (Breslau et al., 1999; Yehuda et al., 2001) have demon-

strated that traumatic stress in childhood and, even more so, PTSD in childhood

are risk factors for PTSD in adulthood. Chronic life-stress has been shown to interact

with genetic vulnerability so as to contribute to the development of adult depressive

disorders as well (Caspi et al., 2003).

While systematic long-term studies capable of clarifying the significance of the dif-

ferent symptomatic presentations in children and adults are lacking, descriptive stud-

ies have been influential in the development of diagnostic criteria for young children

(Scheeringa et al., 2003). Increased separation anxiety, exacerbated specific fears (e.g.,

of the dark, car noises, or other separation-associated and/or trauma-associated fea-

tures), regressive behavior (e.g., increased need for pacifier or bottle), somatoform

complaints, and analogues of adult PTSD symptoms such as those clustering in the

general categories of reexperiencing the event, avoidance, and arousal have all been

noted for children 1-year old and older (Gurwitch et al., 1998; see Table 23.1.).

Among infants and toddlers, increased irritability and disruptive behavior, exac-

erbation of startle responses and other manifestations of disregulation of affect,

sleep, and feeding, along with, transient loss of milestones (such as bowel/bladder

control or speech and language competence), and disorganization of attachment

behavior have been reported (Scheeringa & Zeanah, 1995).

Reexperiencing the traumatic event(s) for preschoolers and school-age children

may involve repetitive play in which themes of the traumatic event are expressed

(Terr, 1987; Gaensbauer, 1995a). Automatic-appearing, rigidly repetitive activity

that lacks the sense of fun or creative spontaneity and lacks symbolic abstraction

inherent in normative play are hallmarks of posttraumatic play (Terr, 1987; Coates &

Moore, 1997). Such compulsive forms of play or reenactment of the trauma may,

depending on the child and his/her developmental capacities, concretely resemble the

traumatic event and/or may be displaced in content, yet contain the affective tone,

rhythmicity, or other more abstract features of the event(s) or associated details.

Posttraumatic reenactment play can lead to disorganization and obfuscation 

of meaning-making in the absence of a caregiver who is able to tolerate trauma-

associated effects and who is able to reflect on the play’s potential meanings. The

traumatized caregiver’s distress around posttraumatic play may lead to initiation

of a referral.

Pathognomonic of PTSD is avoidance of trauma-associated memory traces and/or

associated affects in the afflicted individual. In the case of young children, avoidance
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behaviors will depend on developmental capacities such as that of gross motor

abilities (Schechter & Tosyali, 2001). For an infant up to the age of 12 months, subtle

aversion of gaze, or turning of the head, have been observed in reaction to traumatic

triggers and frightening caregivers (Beebe & Lachmann, 1994). Marked anxiety reac-

tions to strange situations in the 6–12-month period may be noted, with more active

attempts to get away from traumatic reminders as the child learns to walk and run.

Avoidance behaviors in young children may take on extremes of generalization

perhaps due to developmentally based limitations in cognitive capacities. Preschool

children who experienced windows being blown out in their day-care center while in

the adjacent building to that which was destroyed in the Oklahoma City bombing

Table 23.1. PTSD symptoms in young children

Reexperiencing

Posttraumatic play or non-play activity/gestures

Recurrent recollections of the traumatic event

Repeated nightmares

Distress at exposure to reminders of the trauma

Features of a flashback

Avoidance

A numbing of responsiveness in a child

Increased social withdrawal

Restricted range of affect

Avoidance of exploration

Avoidance of trauma-associated individuals, places, or associated stimuli

Avoidance of separation

Fear of something bad happening again

Hyperarousal

Night terrors

Difficulty going to sleep

Repeated night waking

Significant attentional difficulties

Hypervigilance

Exaggerated startle response

Increased irritability or disorganization of play

Other symptoms

Fears not present before the traumatic event

Aggression or agitation not present before the traumatic event

Sexualized behavior not present before the traumatic event

Temporary loss of previously acquired developmental skills

Decrease or constriction in play



would go out of their way to avoid walking near windows in their subsequent schools

for some time (Gurwitch et al., 1998). While social withdrawal, numbing and other

dissociative or internalizing symptoms have been observed in very young children,

it is thought that children below the age of 4 years may more noticeably exhibit sep-

aration anxious clinging (i.e., avoidance of separation), and externalizing behaviors

such as tantrums (Scheeringa & Zeanah, 1995; Thomas, J.M. & Guskin, K.A. 2001;

Gaensbauer, 1995b; Gurwitch et al., 1998).

Several authors (Levy, 1939; Gaensbauer, 1995a; Scheeringa et al., 2003) have noted

that observational assessment and treatment of children with PTSD most often

requires a structuring of play so as to permit gradual therapeutic exposure within

a supportive, controlled setting to the traumatic events that the child will otherwise

avoid due to the PTSD during free-play. The degree to which a child avoids traumatic

themes during free-play coupled with a detailed history of their peritraumatic dis-

sociative response and degree of associated dysregulation may be the most impor-

tant factors in assessing the severity of the condition (Pfefferbaum et al., 2001;

Scheeringa et al., 2003).

In terms of the hyperarousal symptom-cluster of PTSD, traumatized children often

have difficulties paying attention, and have increased hypervigilance and startle

responses, in addition to difficulty falling or staying asleep. Their disturbances of

arousal may well take the form of increased irritability and temper tantrums over

minor events.

Contemporary models of PTSD in young children: relational PTSD

Trauma researchers that have studied young children have found that the Diagnostic

and Statistical Manual for Mental Disorders, Fourth Edition (DSM-IV) definition for

PTSD as involving actual or threatened death or serious injury, or a threat to the phys-

ical integrity of self or other has considerable limitations if one considers the very

young child’s perspective (American Psychiatric Association, 1994). A preschooler

who hears his traumatized mother’s shrieks after hearing news of her partner’s death

may fear separation from his/her mother as she becomes emotionally unavailable

due to her grief, even when there is no tangible threat to self or other. Analogous to

“shared psychotic disorder” or folie a deux, shared or “relational” PTSD has been pro-

posed as an alternative construct for thinking about trauma in young children who

are so thoroughly dependent on their primary caretakers for their feelings of safety

(Scheeringa & Zeanah, 2001). In their model of relational PTSD, Scheeringa and

Zeanah consider various ways the care-giving relationship mediates and moderates

childhood PTSD symptomatology.

They hypothesized the following models. In the Moderating Effect Model, the child

is traumatized directly by an event, but the “mother’s relationship with the child
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(including her ability to read his/her cues and respond effectively to his/her needs)

affects” or moderates the degree to which the child will become symptomatic. The

mother’s behavior either amplifies or helps contain the child’s traumatic reaction. In

the Vicarious Traumatization Model or what one could also call the Mediation

Model the mother has experienced a trauma and the child has not. In this situation

the impact of the trauma on the mother impinges on her relationship with her child

altering her responsiveness and thus mediates the child’s development of symptoms.

In the Compound Effect Model the mother and the child are both traumatized and

each exacerbates the symptomatology of the other (Scheeringa & Zeanah, 2001).

In an effort to improve the nosology for infants, toddlers, and preschool-age 

children, Zero to Three: National Center for Infants, Toddlers and Families (1994)

has developed the following diagnostic criteria for traumatic stress disorder. While

the diagnoses in the Zero to Three classification system are currently under recon-

sideration for revision (Emde et al., 2004), the following criteria for Traumatic

Stress Disorder remains more developmentally specific for infants and young chil-

dren than the DSM-IV. For a review of developmentally specific symptom criteria

(see Table 23.1).

The traumatic event (i.e., DSM-IV PTSD “Criterion A”) must also be considered

from a developmental perspective: for example, falling off a bed will not be trau-

matic for a healthy teenager; whereas for an infant or handicapped young child,

such an experience may seem life threatening. For any age, however, there are

events like being a passenger in a crashing car, being attacked by an animal, or

being raped that are likely to be traumatic. Having any of these experiences more

than once, is more likely to result in sustained PTSD than being traumatized once

(Breslau et al., 1999). Terr had put forth a simple distinction between isolated trau-

matic exposures or “Type I” traumas such as a traffic accident or natural disaster,

and chronic repeated exposures or “Type II” traumas, the latter associated with child

maltreatment or chronic illness (Terr, 1987). A recent review of studies of single-

event traumas has supported the need for further research of this distinction

(Wiedenmayer, in press).

Relationship between parental and family functioning and child outcome

In an ongoing study involving assessment of parents and children (via parental

report and direct observation) who were ages birth to 5 years on September 11,

2001, and living near and/or within viewing distance of the Twin Towers, preliminary

analyses have shown that as many as 96% of preschool age children experienced

one PTSD symptom and 35% met DSM-IV for PTSD and diagnostic classification

(DC): 0–3 criteria for Traumatic Stress Disorder (Klein et al., 2003). While parental

data from this study are still pending, in several prior studies where the family and



child were both evaluated, a significant relationship has been found between “poorer

maternal or family functioning” and worse child outcomes (Cornely & Bromet, 1986;

Laor et al., 1997; Yehuda et al., 2001). Koplewicz and colleagues found that follow-

ing the first WTC bombing in 1993, parents who had greater severity of PTSD had

children with more PTSD and disaster-related fears than children of parents with

less or absent PTSD (Koplewicz et al., 2002).

In a study by Laor et al. (1997) of the impact of scud missile attacks on Israeli

children, where effects were studied separately for ages of 3, 4, and 5 years, a strong

relationship between family functioning and child outcomes was found in children

ages of 3 and 4 years but not at age of 5 years. Thus younger children appeared to

be more affected by the state of their parents.

Scheeringa and Zeanah (1995) attempted to determine which kinds of trauma

best predicted severity of PTSD in children under age of 4 years and found only

one factor,“trauma that occurred when there were threats to the child’s caregivers.”

In a separate study, Pynoos and colleagues found that after a traumatic event

mothers who tried to avoid being confronted with reminders of the trauma and

who were in numb emotional states that restricted their capacity for closeness,

were unable to help their children process the experience of trauma (Pynoos et al.,

1995). These studies show that mother’s presence is not enough. For mothers and

other caregivers to serve as a “protective shield” to their child in the face of trauma

they need to be emotionally present as well (Lieberman et al., 2005).

The importance of the mother’s emotional accessibility to her child after the

experience of a traumatic event was dramatically underscored by the impressive

findings from a survey conducted at the New York Academy of Medicine after 9/11

(Stuber et al., 2002). They found that children whose parents did not know how

their child responded after 9/11 were 11.1 times more likely to have behavior prob-

lems at ages of 6–11 years and 4.0 times more likely at ages of 12–17 years. Parents

who cannot keep their child’s experience in mind after a traumatic event have

more behaviorally disturbed children and this effect is nearly 3 times greater in

younger children than in adolescence (Stuber et al., 2002). This important study

brought into stark relief the fact that in the wake of a trauma caused by an external

catastrophic event, a child’s response, especially the young child’s response depends

on the nature of their parent’s relatedness to them after the trauma.

Guidelines for working with children after acute disaster

Based both on the research findings reviewed above and our clinical observations

at the Kids Corner of the Family Disaster Relief Center at Pier 94 in the months fol-

lowing 9/11 (Schechter et al., 2001; Coates et al., 2003), and consonant with those

developed by Robert Pynoos and colleagues as psychological first aid after traumatic
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events (Pynoos & Nader, 1988). We devised a set of guidelines for clinicians work-

ing with young children and their caregivers in the wake of disasters similar to that

of the attacks of 9/11. Before describing those guidelines, we would like to place the

work that informed our recommendations in a context of the space and time in

which our work occurred.

Psychological mooring: clinical work at the Kids Corner at Pier 94

While as clinicians we are able to hold in mind the minimum requirements or

“frame” that our work with patients requires, the setting for our interventions within

this frame following a disaster is in many ways as unpredictable as the disaster

itself. The setting for our work after the events of 9/11 was Pier 94, which remains

a vast aluminum-sided hangar-like structure on the Hudson River on the West side

of Manhattan. The Family Assistance Center at this site (which was needed because

of limitations of space at the original site at the Lexington Avenue Armory) was set

up by the New York City Mayor’s Office to expedite provision of services to fami-

lies who had lost a family member, jobs or housing as a consequence of the events

of 9/11. Dozens of temporary booths served as the workstations for representatives

of numerous federal state and city agencies as well as the Red Cross Disaster Relief

Services and private agencies.

Mental health workers stood available to those presenting for these services as

those often grieving individuals completed their grim business of providing forensic

evidence for identifying remains and completed forms related to entitlements. There

were translators and chaplains, cafeterias and lounges, and as has been mentioned

the central informal memorial of the “Walk of Bears” or teddy bears sent with com-

forting messages from the children of Oklahoma City – a city that had also experi-

enced a massive terrorist attack.

This setting facilitated a positive transference to the whole Family Assistance

Center. Even though clinicians took shifts and, therefore, did not work in an ongo-

ing way with any one individual or family, there was a sense that the next clinician

on duty would continue the therapeutic work of those who had gone before them

in a collective effort, and often with the help of an informal verbal sign-out at the

changing of the shift. This context was particularly important because we observed

that it influenced the trust and confidence with which families approached us at

the “Kids’ Corner.”

“Kids Corner” at Pier 94 was founded within the first weeks after the events of

9/11 by Desmond Heath and several other child psychiatrists under the auspices of

Disaster Psychiatry Outreach (DPO) that provided mental health services on site at

Pier 94 as well as at Ground Zero. Kids Corner was located centrally at Pier 94 and was

easily visible so that families could leave their children and easily check back in-

between visits to various Family Assistance agencies. Parents also came to seek advice,
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talk about their predicaments around parenting while grieving, and to be with

their children in a place that offered respite from the stress of the fulltime demands

of children who were already distressed.

Kids Corner was the size of a small classroom, and had an adjoining carpeted

family consultation area with comfortable sofas. It had a block-building and toy area,

equipped especially with toy fire engines, police cars, and rescue vehicles to facili-

tate children’s expression of trauma-related feelings, thoughts, and memories with

an emphasis on repair and restoration. Clinicians monitored the quantity and

quality of the toys so as to ensure that the environment would not be over stimu-

lating. There was a crafts and painting table, which also promoted older children’s

working and talking together. It was especially meaningful and consoling for chil-

dren to see their signed artwork mounted all around the walls of the Kids Corner,

knowing that others similarly affected would see them. Snacks and children’s books

for a range of ages were always available.

Clinical contact with children was often no more than a single visit but the child’s

stay might be for 2–3 hours duration because of the freedom for parents to drop

off children while using the Family Assistance Center services. Some children were

brought back over consecutive days or for several weekends in a row. Follow-up by

the volunteer clinicians at the Kids Corner was often no more than a sometimes

successful attempt to reach the family by phone to see how they were faring.

While families seen by mental health professionals at Pier 94 were offered men-

tal health referrals through an outside agency for subsequent treatment if needed

or requested – and were given that agency’s phone number, the mental health agen-

cies within the Family Assistance Center did not permit clinicians volunteering at

Pier 94 (including at the Kids Corner) to continue working with families outside of

their volunteer role in that setting. This prohibition was intended to maintain,

as much as would be possible, equal opportunity for mental health treatment to

all-comers if they were motivated to pursue it.

One could argue that at least for some affected families, ongoing intervention with

the therapists who engaged, assessed, and worked with them closest to the time of the

disaster might provide a stronger overall treatment experience. On the other hand,

the degree of organization required to fairly distribute case-loads with attention to

geographical convenience, triaged urgency, fees, therapist availability, treatment of

individual vs. multiple family members, competing bids to treat the same families

by different therapists, perceived rejection by families if not accepted by an on-site

clinician, etc., would likely have exceeded the already overextended administrative

capacity of the on-site mental health agencies at the Family Assistance Center. Further

thought might be applied to these issues in preparation for future disaster work.

That being said, within the constraints in which we did work, we tried to be avail-

able and responsive to children and caregivers without being intrusive, guided by
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the hope that the presence of understanding adults would provide a safe space where,

as a first step, children’s overwhelming feelings of pain, shock, loss, anguish, anger

and fear could be expressed in a containing atmosphere to thoughtful, available

staff. Often we and other clinicians were providing ordinary human acknowledgment

and recognition for very difficult experiences, and often with few words. Interventions

on Pier 94 were of course often spontaneous though clinically and developmentally

informed responses to the moment. After reflecting on what we had been doing at

Kids Corner, we formulated the following clinical guidelines.

Guidelines for working with caregivers and young children after 
disaster strikes

These guidelines are useful as a first response to traumatic events. These guidelines

are reproduced here with minor revisions (Coates et al., 2003, p. 35–38).

Guidelines for children

The following guidelines apply to children:

Listen

Some children spontaneously want to talk about what they or their parents and other

family members are going through with a sensitive listener from outside the family.

Here acknowledging the reality of trauma and loss is implicit in simply listening.

Clarify

Children who wish to talk can be helped to make sense of their feelings and to find

words to name emotions. Finding words promotes containment, the development

of symbolic representation and the capacity for self-regulation. Clarification of

affects and events helps toward the restoration of a coherent narrative. It is impor-

tant to follow the child’s lead, to avoid probing exploration, responding only to what

the child spontaneously introduced, in order to support containment of overwhelm-

ing feelings.

Facilitate

It is important to facilitate children’s symbolic expression in play and in art proj-

ects by being supportively interested and available to observe or join play or to talk

with them while they use art and crafts materials.

Support the capacity to imagine repair

Robert Pynoos (2001, personal communication) described key moments in the

crisis intervention after the bombing in Oklahoma City when he helped children



to imagine reparative possibilities. When a session ends with a child who has relived

the trauma by telling about it or representing it in play or drawings, this may retrau-

matize the child, unless the session ends by helping the child imagine some way of

repairing or healing the damage. It is important to help younger children to think

about how their family and community will take care of them.

Support attachment bonds

In cases of loss a parent and for children who are ready to do this one can provide

support for the child’s identification with or internalization of the attachment to

the lost family member by actively facilitating the child’s need to remember and

talk about their lost loved one.

Guidelines for parents

The following guidelines apply to parents:

Contextualize the parents’ reactions

Contextualize the parents’ reactions, by helping them to understand that their fears,

anxieties and flashbacks are understandable reactions in the context of an extremely

traumatic event.

Support the child’s surviving attachment relationships

Support the child’s surviving attachment relationships by helping parents to under-

stand the child’s feelings and by facilitating communication between them. Help

parents recognize how much their children understand about the events all around

them. Help parents, family members and friends to be more accessible by answering

children’s questions directly and honestly without providing more information than

children need.

Clarify

Help parents to make sense of their children’s perplexing and disturbing expressions

and behavior. For example, help parents understand and make meaning of the feel-

ings being expressed through children’s repetitive dramatic play, traumatized draw-

ings, dreams or nightmares that parents often have difficulty making sense of and

find upsetting. Some parents are frightened or became angry with their children for

their increased clinginess, tantrums, and aggression. Parents sometimes are afraid

that these reactions are signs of lasting damage and future pathology. It can be dif-

ficult for parents to see these reactions as expectable responses to a situation of great

insecurity. Parents’ anxiety or anger in turn makes the child more frightened of

losing them, and so more demanding or aggressive. It is important to help parents

answer both the direct and indirect questions that children raise while protecting
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children from exposure to adult conversations. In this way, the adult’s reflective func-

tion can be reengaged so that they can begin to understand their child’s experience.

It is also important to encourage families to try to return to ordinary daily life

and customary routines as soon as possible.

In highly public traumatic events such as occurred on September 11, 2001 we

encourage parents to turn off the TV and not expose children to endless repetitions

of images of the traumatic event, as supported by research findings following the

Oklahoma City bombing (Pfefferbaum et al., 2003).

Case illustrations

In the two case vignettes that follow: each preschool-age child was suffering from

nightmares after the 9/11 attack. Maria was seen soon after 9/11 in the Kids Corner

at Pier 94 and Abbey was seen 5 months later in a private practice setting.

The case of Maria

Maria had settled at our play-table with some crayons and paper while her father,

Mr. P, waited to speak to a benefits counselor at an adjacent booth. He had lost his

job as a cook because of the WTC attack. Maria a 3-year old Hondurian girl was left

in the Kids Corner by her father while he explored available benefits after he lost

his job as a cook at the WTC. Her mother was at home with her younger brother.

Since 9/11 Maria had had nightmares and slept in the bed with her parents because

she was too frightened to sleep by herself.

Maria began to scrawl intently in bright overlapping reds, yellows, and black.

She readily told us that she was drawing the buildings that “fell and burned,” adding

that she had seen this on TV. Maria said her father had escaped from the WTC, as

the buildings collapsed. She said her father’s lungs had been filled with smoke so that

he could hardly breathe. While her father was running from the WTC to get home,

burning pieces of the building fell on him and burned his arms. She added loudly,

“He has marks from the fire on his arms!”

Mr. P. came over to check on his daughter while waiting for some forms to be

processed. Dr. Schechter asked father about the events his daughter had described.

He was surprised. “I was not anywhere near the WTC,” he said and added incredu-

lously, “She told you I was there?” Mr. P. had indeed been employed as a cook at

Windows on the World (hence the old burn scars from splattered grease on his

arms), but he had exchanged the breakfast shift with a colleague the week prior to

the attack. On the morning of 9/11, while his daughter had stayed home with her

mother, Mr. P. went out to do some errands in Manhattan, but he was nowhere near

the WTC.



414 Daniel S. Schechter and Susan W. Coates

Dr. Schechter enquired of the father as to how he was doing. The father, a young

man, slight and soft-spoken, wanted to downplay any troubles of his own. It took

two or three further gentle probes for him to reveal that he was profoundly dis-

tressed by the loss of his co-workers at Windows on the World. He struggled with

feeling responsible for having switched shifts and also because he had found work at

the WTC for some of his friends. His agonizing survivor-guilt took the form of feel-

ing obliged to vividly imagine how his friends had died: the fire, the smoke, and what

they had felt. He also had nightmares from which he awakened several times a night,

leaving him to ruminate over their deaths by himself, as he thought, in the dark.

After father spoke, Dr. Schechter exclaimed, “So your daughter is drawing your

dreams!” Indeed, Mr. P. appeared shocked that his daughter’s drawings and fantasies

(perhaps also her nightmares) so closely resembled his own nightmares; he had

not discussed them with her. He went on: “Every night when I close my eyes, I see

all my co-workers trapped in the smoke and burning up, and there’s nothing I can

do to save them.”His eyes welled with tears as he said:“I guess I’m lucky. It could have

been me there. But I miss all of my friends. I am sorry for the guy who took my

place. I pray for his family.”

This conversation that began in Spanish between Dr. Schechter and Maria’s father,

continued in English and was carried on within earshot of Maria, sometimes inten-

tionally including her.

After this, Maria turned to drawing a picture of her school, a low rectangle with

many windows and doors. She emphasized that there were as many doors as win-

dows, and counted them. A co-therapist from the Columbia University Parent–Infant

Program faculty Elsa First remarked that perhaps she meant that there were many

openings, many ways to get out of the school so that it would be safe if there were

a fire. When asked if she meant her preschool was safe, Maria replied, “Yes.”

In sum, both Mr. P. and his daughter were confused about what each other had

in mind. Mr. P. did not expect that his daughter would assume that he was a hero-

survivor of the WTC as she had presented him to Dr. Schechter. He was so pre-

occupied with his job-loss and mourning of his co-workers, that it had not

occurred to him that his daughter would not understand what his actual experi-

ence was on 9/11 unless he explained it to her – and in so doing, contain her anxi-

ety. Maria, on the other hand, resonated with his guilty fantasies but lacked

connection with her father’s actual experience on 9/11.

Neither parent had been available to Maria on this day that created such insecurity

for her. She had not been helped to understand what was going on in the mind of

the other. Father and daughter were each attempting to make sense of the trauma in

relative isolation. This resulted in their regulating their negative affect individually

at the expense of mutual regulation and understanding, which they began to recover

through interaction with the two Parent–Infant Program co-therapists.
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Dr. Schechter gave the family a referral network phone number and we asked father

for his permission to make a follow-up call. He agreed. As promised, Dr. Schechter

called the following week. Dad answered and spoke of how his daughter and infant

son were busy at play. Since our meeting, he reported, the little girl’s symptoms had

subsided though she still needed to sleep in her parents’ bed. He also said that his

own symptoms were better, he was receiving benefits, and he was hopeful that he

might get another job. He had not felt the need to bring his daughter back to the

Kids’ Corner and had no plans to seek further evaluation or treatment for himself,

wife, or children at the time of the follow-up. Further follow-up was unfortunately

not feasible for many of the families seen at the Family Disaster Relief Center due to

lack of manpower, funding, and foresight. A preplanned systematic follow-up mech-

anism to crisis intervention in the aftermath of future disasters would be desirable

from the authors’ point of view.

The case of Abbey

Ms. A and her 2-year-4-month-old daughter were at Ground Zero on 9/11 when

the first plane attacked the Twin Towers. Since 9/11 Abbey was having difficulty

sleeping including having frequent night awakenings and night terrors, and recur-

rent recollections of the events of 9/11. Ms. A did not get help at first when Abbey

was 2-year-4-month old but waited for 5 months after the terrorist attack to get

help for herself and for her daughter who was then 2-year-9-month old. Since 9/11

she and Abbey had been suffering from symptoms of PTSD. Ms. A was suffering

from flashbacks triggered by the sound of planes, fire engines and police cars as

well as exposure to any images on TV of the Twin Towers burning or falling.

On 9/11 Ms. A was in the plaza between the Twin Towers pushing Abbey in her

green stroller to her preschool classroom on the first floor of Tower 1 when the first

plane hit. The mother immediately panicked, grabbed Abbey and swung her up in

the air while she was still strapped into her stroller. Both were exposed to what she

said was an indescribably hideous loud sound followed by debris falling every-

where. Ms. A thought “it was the end of the world,” that “we had been hit by a

nuclear bomb.” She ran to safety in a nearby building. After a massively traumatic

day she returned home in the evening. Ms. A’s experience of terror was so great that

she would not open the door to her home for over a week even to get her mail at

the front door. Several weeks later after things begin to calm down a little bit she

found a new school for Abbey that to Ms. A’s relief Abbey took to immediately. She

adjusted without apparent anxiety and went off eagerly to join the other children.

Despite continuing to have severe PTSD after 6 weeks, Ms. A went back to work.

At the time of her first appointment with Dr. Coates, Ms. A reported that she

was so traumatized on 9/11 that she had no memory of Abbey’s reactions that day.

Nor had she noticed whether Abbey’s play has been affected since her experience



on that day. Some time after 9/11 Ms. A bought a new blue stroller to replace the green

one that she had abandoned at Ground Zero. Whenever Abbey saw the new stroller

she got very upset and said over and over again,“green stroller, rocks falling, terrible,

terrible, terrible.”

During Dr. Coates’ first session with Ms. A, a plane flew overhead and was then

followed by the sound of a fire engine. Ms. A startled, turned white, looked fright-

ened and began to weep. She said that this was typical of the constant flashbacks

that she had had since 9/11 and that they were triggered whenever she heard a

plane overhead. Hearing a fire engine afterwards only made things worse. She said

she had tried to put the whole experience behind her but had been unable to.

Dr. Coates met Abbey in a second session. Abbey was an adorable spunky little

girl who easily made herself at home, exploring the play materials and talking to

Dr. Coates’ readily. In about the middle of the session her mother left the room to take

a cell-phone call. After a minute or so Abbey went to the waiting room to check on

her mother and finding her there came right back to the playroom to resume her

activities. She discovered some small blocks about 3 inches long by about 1⁄4 of an

inch thick. She began to build two towers with the blocks, building them higher

and higher until they fell down”. She closely monitored Dr. Coates’ face and must

have registered her uneasiness about what she was doing because she was worried

that Abbey might retraumatize herself. Abbey looked startled when the blocks fell

down and looked at Dr. Coates to check her reaction. Dr. Coates said with a little smile

on her face,“boom they fell down”. In a pause in which she seemed to not know what

to do Dr. Coates said, “shall we build them up again?” With great eagerness Abbey

began to build them up again and Dr. Coates asked her if she would like to push them

over or if she might like her to push them over for her. She became animated and

asked Dr. Coates to do it. Dr. Coates built another tower, narrating as she did it ask-

ing her whether she wanted Dr. Coates to knock it over. She nodded her head enthu-

siastically. Then Abbey began to build them by herself over and over again knocking

them down in a very animated way. Dr. Coates picked up a few blocks and gently

dropped them on the floor from a height of about 2 inches. She had in mind the fact

that on 9/11 Abbey had experienced debris falling from the sky some of it landing

on her head. Abbey immediately imitated Dr. Coates and began picking the blocks

up higher and higher into the air dropping them becoming more animated with

squeals of “glee.”

Dr. Coates looked over at her mother and saw tears in her eyes. She said, “I can’t

believe that she can remember all this.” Dr. Coates asked her how it made her feel?

She said, “I can’t bear the sound of the noise of the blocks clinking, it makes me

think of the crash.” Dr. Coates explained to her that this was her daughter’s way of

working through and mastering her own experience of trauma just the way she was

trying to do by talking to her own therapist. Dr. Coates said,“Abbey needs your help,”
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and invited her to come join in and actively help Abbey build towers and knock

them down. Dr. Coates asked her to let Abbey take the initiative and let her be the

director of her own story: let her decide who would build up the blocks and who

will knock them down. She played with her daughter building and knocking down

towers until the session was over. At the end of the session Ms. A asked Dr. Coates

where she could buy these small blocks in my neighborhood so that she could take

them home to help her daughter.

As they were leaving Dr. Coates’ office, Ms. A heard some very soft footsteps in

the apartment above and had a startle reaction to it. Abbey then became very anxious

about the sound. Ms. A noted that she needed to try to keep her startle reactions in

check because she noticed that Abbey was beginning to have anxious reactions in

response to her own startle reactions.

Both Maria’s and Abbey’s reaction to 9/11 illustrates the way that young chil-

dren’s reactions to trauma is closely linked to their parents own reactions. In the

case of Abbey and her mother each traumatized the other, thereby illustrating

Scheeringa and Zeanah’s relational PTSD model of “compound effect.” Given how

unbearable Ms. A found it to witness Abbey reenacting her 9/11 experience in 

Dr. Coates’ office, it seems likely that she avoided and shut out Abbey’s ongoing

experience since 9/11 much in the same way that Maria’s father had done in his

grief and while experiencing intense survival quilt. During this time of great threat

and disorganization neither Maria’s father nor Abbey’s mother were able to reflect

upon their child’s experience and keep their child’s experience in mind. Once they

were in the presence of a third who could help them contain their own experience

each parent became able to take in their child’s experience.

Discussion

One might ask how the interventions described would lead to such impressive

results so rapidly. As has been described elsewhere by the authors (Coates et al.,

2003; Schechter, 2003a), the very young child’s unmodulated outpouring of nega-

tive affect has the power to render accessible in the parent, her own repressed, dis-

sociated, or otherwise posttraumatically avoided feeling states. The maternal drive

to repair the wounds of past traumas, to experience the mutual regard with her

present child, and to protect future generations from experiencing the traumas

that she has known are all positive motivators for change within the safety of a safe

and reflective therapeutic relationship. Rapid change within the parent–child rela-

tionship in the wake of trauma can be stimulated by therapeutic techniques that

directly address posttraumatic avoidance and dissociation.

Clinician guided video feedback (Schechter et al., 2003; Schechter, 2003a), a tool

frequently used with caregivers in parent–infant psychotherapy, as well as guided
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exposure through play with young children (Gaensbauer, 1995a; Scheeringa et al.,

2003) are examples of such techniques that can induce rapid integration of avoided

and dissociated negative affects and trauma-associated cognitions. More established

PTSD-directed psychotherapies such as cognitive behavioral techniques for adults

involving prolonged exposure, are only now being explored in relation to effects on

parenting behavior (Schechter, 2003b) as well as in modified form for young school-

age children (Scheeringa, 2003, personal communication).

The cases discussed above also clearly illustrate the principle supported by research

findings (Egeland et al., 1988; Scheeringa & Zeanah, 1995; Lyons-Ruth & Block,

1996; Schechter et al., in press), that trauma and its sequelae must be considered

particularly for young children and caregivers in a relational and developmental

context. Attachment when secure and organized can be a source of resilience in the

face of trauma or, when insecure and disorganized, can be a vehicle for the exacerba-

tion of trauma’s effects as well as transmission of those effects across generations.

When the primary caregiver is herself a source of trauma, alarm, or massive failure

of protection over the course of the relationship, disturbances of the attachment

relationship itself begin to overlap with PTSD (Hinshaw-Fuselier et al., 1999).

Relationally and developmentally informed community interventions post-9/11

Implications for intervention therefore involve both treatment of trauma-associated

psychopathology as well as bolstering and stimulating recruitment of social affili-

ation and reflectiveness within socially supportive relationships (Schechter, 2003a).

Several community-based projects in Israel and, more recently, in the USA have

attempted and/or are attempting to integrate knowledge of attachment theory,

child development, trauma studies, community systems, and public policy.

Lahad has developed a “Community Stress Prevention Center” (CSPC) in Kiryat

Shmona, Israel (Lahad, 2003) that involves mental health professionals working

with preschool teachers in small groups to enable these teachers to work with par-

ents and young children. The primary goals of the CSPC are to: (1) build capacity

for resilience within the preschool community; (2) impart general disaster prepared-

ness (i.e., learning how to use and tolerate gas masks); and (3) create a holding envi-

ronment for preschool staff and the children it serves.

Lahad has presented a thoughtful relationally based, developmentally attuned

approach to community disaster preparedness involving staff, preschoolers and

parents, the latter via education and support groups (Lahad, 2003). He has trained

mental health professionals to train preschool staff to become attuned to their own

strengths and vulnerabilities around trauma, as well as to locate the strengths and

address the vulnerabilities in the preschoolers and their caregivers.

Within the preschool environment, Lahad’s team promotes positive associations

to underground disaster shelters, and a sense of familiarity and predictability. His
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team does this by routinely having children celebrate birthday parties in the shelters.

An identical set of toys and materials to that in the classroom is kept in the shelter.

Lahad and his team also have created child-friendly coloring books with stories

that use what might otherwise involve frightening disaster preparedness materials

such as gas masks and other protective gear. Preschool staff build relationships

with the preschoolers so that the children can anticipate specific individuals who

will be monitoring them in times of crisis and exercise a rehearsed team approach.

While Lahad and colleagues have focused on primary prevention, Laor and col-

leagues have recently described “principles of systemic intervention” within disaster-

struck communities (Laor et al., 2003). The key principles of this approach include

the following:
● Early risk assessment that reaches as many new parents and families with preschool-

age children as possible and that involves user-friendly, reliable, and sensitive screen-

ing tools.
● Systematic broad-scale outreach programs no later than 1–3 months after the

disaster to address a range of needs of disaster-struck families with young children.
● Clinical triage protocols to match risk groups with appropriate intervention pro-

grams for preschoolers and their families. Clinicians therefore need to be famil-

iar with the various relevant systems that are affected and activated by a disaster

(i.e., concrete food and housing provisions, paramedic teams, social services,

religious and other community non-profit agencies).

The Early Trauma Treatment Network (ETTN) of the National Child Traumatic

Stress Network under the direction of Alicia Lieberman is a consortium of early child-

hood mental health specialists from across the USA who joined together in the wake

of 9/11 to develop better family- and community-based interventions for trauma-

tized families with young children. Programs consulting with the ETTN at sites across

the country are studying available interventions and reporting their outcomes. The

ETTN is furthermore studying available models in other countries such as those

described above in Israel. Largely based on these efforts, the ETTN has already

developed the first of a series of practice guidelines: namely, a book that describes

recommended treatment of traumatic bereavement in infancy and early childhood

(Lieberman et al., 2003).

Conclusion

In conclusion, we now know that the events of September 11, 2001, affected both

infants and young children and their caregivers. The intentional interpersonal vio-

lence of the terrorist attacks on that fateful day, particularly with their high visibil-

ity in New York City – and via the media, across the globe, fractured assumptions

of safety in the homes of many parents and young children.
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Research has supported the notion that violence exposure is one of the most

potent deregulators of psychophysiology. Those most affected by the events of 9/11

were those with very high direct exposure to the attacks via presence at or very near

to Ground Zero or experience of a loved one’s death. Severe avoidance symptoms

such as numbing at the time of or shortly after the event (i.e., peritraumatic disso-

ciation) in the case of the caregivers and/or child, as well as presence of prior his-

tory significant for early trauma in the caregivers and/or child’s life, are risk factors

for the development of PTSD (Pfefferbaum et al., 2001) and its transmission across

generations (Yahyda et al., 2005).

To be available for the mutual emotion regulation that a very young child needs

for social-emotional development, the caregiver must be able, more often than not,

to have the presence of mind to think about what might be going on with their

child and to feel for their child’s experience. Interventions that enhance the ability

of caregivers to recover their presence of mind – which is so often disrupted by

trauma, are therefore essential and require further research.

Promoting relationships that enhance this needed ability to think about and feel

for what is going on in their own mind and that of their young child become primary

goals of prevention and intervention efforts across the board. Relationships can thus

provide healing in the wake of violent trauma at best, and at worst, in the absence of

this reflective capacity, can render individuals more vulnerable to the adverse effects

of trauma, and even increase intergenerational risk for subsequent traumatization.

Enhancing sensitive and reflective relationships and promotion of help- and

support-seeking before, during, and after traumatic events is a goal that unites

peridisaster trauma treatment efforts for very young children and caregivers at the

individual, parent–child, family and larger community systems levels.

In summary, decreasing violence exposure (i.e., promoting safety), fully treating

trauma-associated psychopathology in the family, and increasing resilience by

strengthening relationships that support reflective care-giving are three essential

components of preventive and intervention work with preschoolers and their 

families in the wake of terrorism, war, and other violent experiences.
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Introduction

The prominent images of September 11, 2001, focus on the World Trade Center

falling, the firemen digging through the rubble, and the grieving in New York City.

The crash of the plane in Pennsylvania has been immortalized by the brave actions

of the passengers, and the enduring and inspiring “Let’s Roll” battle cry. The story

of the plunge into the Pentagon of the third plane, and the immediate valiant

response of the workers there, is less well known.

The medical and mental health personnel provided a superb and relatively com-

prehensive response to the disaster in Northern Virginia. Yet that story was dwarfed

by the larger tragedy in New York. This chapter hopes to highlight the work at the

Pentagon and the surrounding community.

Shortly after two airplanes smashed into the World Trade Center on the morning

of September 11th, the American Airlines 77 plane hit the south side of the Pentagon.

Those in the affected wedge heard a boom, and depending on how close they were,

saw, smelled, and heard smoke and fire. Many had to struggle to get out through

fireballs of jet fuel and dense smoke. Some even scrambled over the burning plane

to safety. Many returned numerous times to aid others. Others tried to get back in,

but could not, because of the intense raging fire.

After a relatively brief period of time, everyone requiring medical assistance was

treated or referred for further care. Within hours, it became apparent that the dead

were many and the wounded were few – though some of the wounded were very

seriously burned and injured. The responses thus turned to two missions: 1) to find

and identify the remains; and 2) to provide mental health support to the survivors,

rescue workers, family members of the victims, and other affected personnel.
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One hundred and eighty-nine people were killed in the crash, to include Pentagon

personnel, the airplane passengers and crew, and the five highjackers. Several offices

were especially hard hit, including the Army’s Deputy Chief of Staff for Personnel,

and the Navy’s Command Center. It would have been the biggest terrorist event on

American soil since Oklahoma City, if not for the World Trade Center tragedy that

morning.

This chapter outlines an overview from the authors’ experiences, and incorporates

what they learned from others. The first author wrote the first section, and the latter

two authors the second section. Interested readers are referred to a supplement to

Military Medicine containing almost 30 articles, from some 70 authors, which are

drawn on here (Ritchie & Hoge, 2002; Ritchie & Stokes, 2002). Vignettes are used to

illustrate, but identifying details have been masked, so that no identities will be

revealed. Some of the lessons learned are highlighted; others are implicit in the text.

Teams and individuals from the Services (Army, Navy, Air Force, and Marines),

Department of Defense (DoD), the Red Cross, the National Center for Post Trau-

matic Stress Disorder (NCPTSD) from the Department of Veterans Affairs (VA),

and many others provided assistance. Hundreds of mental health personnel, chap-

lains, mortuary affairs personnel and others worked around the clock for weeks.

Although some of the immediate responders were recognized with medals and by

the media, many others were not. These authors want to acknowledge all their 

contributions.

As is true in most disasters, the mental health needs came in phases: immedi-

ate, short-term, and long-term. The responses were also calibrated, and will be

described thus in this chapter. The literature on disaster psychiatry is, fortunately or

not, growing exponentially and has been extensively reviewed elsewhere. Thus a

review will not be repeated here (NIMH, 2002; Norris et al., 2002).

Part I: The immediate response

September 11, 2001

The Pentagon is nestled by the Potomac in Northern Virginia, flanked by numer-

ous office buildings in Crystal City, with Arlington Cemetery sloping up a hill

behind it. Built on 34 acres of land in 1943, the 6,500,000 square feet of office space

has 171⁄2 miles of corridors. Five concentric interior “rings” surround a central

courtyard. It houses 24,000 personnel, and another 16,000 work in buildings near

or adjacent to that building. Of the 24,000, approximately 10,000 are military and

another 10,000 are DoD civilian employees; the rest are contractors.

The incoming plane ploughed into the southwest side of the Pentagon, going

through almost four of the building rings. It did not penetrate through to the
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courtyard. Shortly after the crash, fire and black walls of smoke billowed into the

air. Smoke rapidly filled the corridors in that side of the building.

Many of those in the far side of the Pentagon did not even feel the crash. All

quickly learned of the event however: the entire building was immediately evacu-

ated. The childcare center, just outside the north side, was also emptied. Staff mem-

bers described putting four infants in each crib, rolling the cribs out across the

parking lot, then picking them up over the concrete barriers. They relocated fur-

ther outward a total of five times, with the flames and smoke billowing behind

them. Finally, later that day, the children were reunited with their parents.

Northern Virginia fire and rescue crews responded first. The immediate medical

response was a mission to evacuate and treat the wounded. Initially, most of the

severely injured were brought to the central courtyard. They were immediately air-

lifted to local hospitals, including the burn unit at the Washington Hospital center.

Only a few were brought to local military hospitals. Several times there were reports

of other planes approaching, and the rescuers needed to vacate the crash site for

fear of more plane bombs.

The flames were put out with a deluge of water, which caused further extensive

damage. The crash site was immediately secured. Law enforcement agencies, engi-

neers, chaplains, the Red Cross, and numerous other agencies set up tents there to

house their operations. Route 27 or Washington Boulevard, which runs next to the

Pentagon, was closed off. Medical facilities for the first responders and the morgue

were set up there.

Each branch of the military service hosts a major hospital in the Washington DC

area: Walter Reed Army Medical Center (WRAMC), National Naval Medical Center

(NNMC or “Bethesda”), and Malcolm Grow Medical Center (MGMC) at Andrews

Air Force Base. Immediately following news of the attack, the hospitals implemented

their respective disaster plans and team procedures for providing emergency medical

and mental health care. Assets from other military facilities, including Ft. Myers,

Ft. Belvoir, Bolling Air Force Base, and Keesler Air Force Base also joined the effort.

Chaplains and mental health personnel were immediately deployed both to the

crash site, and to the DiLorenzo Health Care Clinic in the Pentagon. The fire at the

crash site was put out within hours, but the building continued to smoke for days.

Thus the site remained hot and hazardous.

The DiLorenzo Clinic, on the north side of the Pentagon building, quickly became

the operations center for the medical and mental health response throughout the

building and the site. Fortunately the clinic had recently rehearsed their disaster

plan in a scenario that featured a plane slamming into the building (Geiling, 2002).

Communications between the site and the clinic were difficult, as the walk took at

least 20 minutes, cell phones do not work well in the Pentagon, and radios were not

immediately available.
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Lesson Learned: Numerous chaplains and mental health personnel went to
the crash site, instead of planning for the ripple effect on the community.
Anecdotally, one heard that “you could not move without tripping over a
chaplain”. The rescue workers, in general, were absorbed and motivated by
their task, and often felt like they did not need a formal “debriefing”. On the
other hand, as body parts were brought out, the chaplains prayed over the
remains, and many found that helpful (Edmondson, 2002; Powers, 2002).

The days and weeks after the attack

A wide variety of activities commenced the day after the attack. The bulk of the

mental health personnel were deployed to the Pentagon itself. Group sessions were

offered at the crash site, in the workplace, and in the DiLorenzo Clinic. Many work-

places had been destroyed, so often sessions were conducted in makeshift office

spaces. Individuals were seen at the clinic and the crash site on a walk-in basis.

Group interventions (“debriefings”) were offered on a regular basis at the health

clinic, crash site, and in work areas. (See below under “Therapeutic Activities” for

more details.)

Wounded individuals were first treated primarily in civilian local hospitals. The

severely burned came to Washington Hospital Center. The psychiatry consult liaison

service from Walter Reed worked with many of the hospitalized wounded (Wain et al.,

2002). Others were seen in their local emergency rooms and referred to mental

health if needed.

Special efforts were needed to coordinate interventions, both between the Services,

and between DoD, the VA, the Red Cross, local governments, and other agencies.

Conference calls were initiated by the first author for four afternoons following the

attacks. E-mail was used extensively. This mechanism helped reduce unnecessary

over-lap and minimized gaps in areas of need (Ritchie & Stokes, 2002; Ritchie &

Hoge, 2002).

Lesson Learned: The departments in the hospitals all had their own alert
roster, which did not reach across disciplines or hospitals. In addition, the
hospitals set up their own emergency control centers, the numbers of which
were not known to other facilities. (Ritchie & Stokes, 2002; Ritchie & Hoge,
2002). The importance of having alert rosters, which are known across the
different hospitals, became apparent.

Army and Air Force personnel principally operated out of the DiLorenzo Clinic.

The bulk of Navy personnel who had been located in the Pentagon were relocated
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to the Navy Annex, which is a large building overlooking the Pentagon. Thus the

Navy mental health team concentrated their efforts there (Grieger & Lyszczarz,

2002). The Air Force also developed a separate operations center, for reaching Air

Staff personnel located nearby (Rowan, 2002).

The impact on the daycare center was extremely disruptive. It was closed for the

next 10 days. (Children therefore had to endure not only the sights and smells of

the bombing but also their location and change of caretakers.). Their parents were

working long hours, in preparation for war. Two children lost their mothers. Many

parents decided not to send their children back there, out of fear of future attacks.

Therefore the staff did not know whether they would have a workplace to return

to. Child psychiatrists, first from Children’s Hospital and then from Walter Reed,

worked with the staff and children there (Black & Morris, 2002).

Lesson Learned: Each shift of mental health workers arrived highly moti-
vated, and each planned a strategy. Unfortunately the plans thus changed
with each shift. It was initially unclear as to who really was in charge of the
whole effort (Tarpley, 2002). Communication was problematic. (Communi-
cation problems are common during disasters.)

From other disasters, it was clear that many would not go into a mental health

clinic, but would respond to outreach. Military mental health has a strong tradi-

tion of operating within the workplace (Artiss, 1963). Thus outreach to the entire

Pentagon was undertaken a few days after the attack. Fortunately this effort was

supported at the highest levels of command.

By the fifth day, maps showing the sections of the Pentagon were pasted on the

walls of the conference room in the Wellness Center in the health clinic. Teams of

two walked through these areas to make contact, distribute a specially developed

flyer, and to help people become aware of the services that could be provided. This

proved to be a challenge, as the building is full of blind alleys and secured spaces.

The Employee Assistance Program, located in the Civilian Occupational Clinic

(part of the DiLorenzo Clinic), provided treatment and referrals to civilian employees

(Thomas, 2002). Civilian employees and contractors, not officially eligible for military

health care, were encouraged, but not required, to participate in both individual

and group interventions (again a decision made at the highest levels of command).

Many people officially assigned to the Pentagon work in adjacent offices in

Northern Virginia, such as in Crystal City, and the Hoffman and Skyline Buildings.

In addition, organizations whose offices were destroyed were relocated to buildings

such as the Taylor Building and the Navy Annex. Within a week group and indi-

vidual assistance was also offered to all these locations.
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The Family Assistance Center

Each Service (Army, Navy, and Air Force) initially set up their own Family Assistance

Center. However, the day following the event, a tri-service DoD Family Assistance

Center was set up at the Sheraton Hotel in Crystal City, near the Pentagon. There was

theoretically to be a center for airline passengers organized at Dulles Airport, but

as the airline agencies were in such disarray, the services were moved to the hotel,

a wise decision. This was organized and staffed by DoD personnel, and provided

services to the family members of all the victims.

This DoD Family Assistance Center provided a wide range of services to the

families of victims. The general in charge briefed twice daily on the status of

the rescue, then recovery effort. Each family had assigned to them a casualty assis-

tance care officer (CACO), who stayed with the family to help them negotiate 

all financial issues and other issues related to sudden death. Personnel from 

the Office of Victims of Crime of the Department of Justice, the Red Cross, the

Federal Emergency Management Agency, and the different Service relief agencies

offered assistance. There was a robust presence from chaplains, medical and men-

tal health assets (including child psychiatrists), and volunteers. Pet therapy was

also available.

Vignettes

During a group session a muscular handsome captain appeared very perturbed.

Eventually he said that he felt guilty that he had followed the orders to evacuate,

rather than gone in to rescue others, as he thought that some of his co-workers

may have been still alive when he left. During the session he learned that 

his efforts would have been fruitless. He seemed much less upset after the 

session.

A group session was held in an adjacent building with people assigned to the

Pentagon but relocated because of the ongoing renovation. Because they were

not in the affected building, several of the workers felt left out of the whole

process of grieving. They had also lost many of their long-term colleagues: “20

of my friends are dead, but I don’t know when the memorial services are”.

Several civilian employees came for assistance who were spooked by the

sounds of safes being unloaded – they thought it was another bomb. After

learning that treatment was free and easily available, they reappeared often with

symptoms and situations that clearly pre-dated the 9/11 attack. (It became

problematic to continue psychiatric treatment or prescribe medication for

civilians, since they were technically not eligible for long-term military care.)
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Hundreds of family members gathered at the hotel over the next month. The

ballroom, the main briefing room, became a shrine. Pictures and other mementos

were set up all around the walls. To watch the children play in the room and the

hotel, not yet truly realizing the loss of a parent or grandparent, was very poignant.

A team from the NCPTSD (part of the VA) drove non-stop from California to

join this effort. They primarily worked with the staff of the assistance center, to

help them process their work with the victim’s families. Many of these staff had lost

friends in the attack, but still worked continuously with the families for the follow-

ing month. The VA counselors paid special attention to the hotel staff as they knew

of the severe stress on ancillary staff through working with other disasters (Huleatt

et al., 2002; Ruzek, 2002; Thomas-Lawson, 2002).

The Armed Forces Institute of Pathology (AFIP) was responsible for the care

and identification of the remains. They also had a presence at the hotel, collecting

DNA swabs from family members, and informing them of the identification process

(Wagner & Kelly, 2002). Family members appeared to benefit by assisting in that

process.

Some disputes arose over who could be buried in Arlington Cemetery, and the

disposition of unidentified remains. Great pains were used to ensure that none of

the remains of the highjackers were mixed with those of the victims for burial.

However, in many cases, remains were identified over a period of time, and it was

not always apparent whether further remains should be returned to the families.

(Since then the military has developed a form to ask the family their wishes as to

what should be done if further remains are located.)

A memorial service was held on the north side of the Pentagon on October 11,

2001. Initially there were only to be eight seats per family member of the victim,

which caused some anger for those with larger families wanting to attend. However,

staff lobbied for more seats, and these were provided.

It was a beautiful morning service, with a full moon high in the morning sky.

President Bush and other notables spoke. Meanwhile, many mental health volun-

teers from the local community were available to help those family members who

requested assistance.

Lesson Learned: Numerous volunteers offered to help. However, it was dif-
ficult to verify their credentials. Again this is an issue common to many dis-
asters. The Pentagon security immediately became extremely tight. Because
of their lack of military identification they could not gain access. However,
they were very gainfully employed at the Family Assistance Center. After
the immediate crisis, much discussion was held on how to provide an 
easily available, centralized database for assessing credentials. This issue 
is still not resolved, either here or throughout the country.
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After the service the Family Assistance Center was closed, and a smaller one re-opened

nearby. The casualty officers continued to work with the nuclear families. Those

who lived in other parts of the country were provided with information about Red

Cross and other assistance in their local communities.

The Red Cross helped to coordinate efforts between governmental and non-

governmental agencies and volunteers. The American Psychological Association

picked up that function after the departure of the visiting Red Cross workers. At

those meetings, representatives from the federal government, different local gov-

ernments (DC, MD, VA), different professional associations, and local hospitals and

military members met to exchange information. These meetings continued over

the next year, and participants exchanged valuable information related to the anthrax

attacks (Dodgen et al., 2002). The informal network helped during the anthrax

attacks in October 2002.

Therapeutic activities

A variety of therapeutic activities were initially employed. Individual supportive

therapy was offered, again both in the clinic and as part of the outreach. Usually

the group intervention activities were tailored to the group and their particular sit-

uation. The term “debriefing” was used for the group meeting, but seldom was a

formal “Critical Incident Stress Debriefing” or “CISD” utilized. Groups were run

several times daily in the DiLorenzo Clinic, both for specific workplaces and for

walk-ins.

Meetings in the workplace often focused on “repairing the organizational fabric”.

A common theme emerged: few people would come to the clinic to be “debriefed” or

for therapy, but many were very willing to talk in their office or on “coffee rounds”.

All mental health disciplines were represented in the effort to include psychiatric

nurses and occupational therapists. Individual supportive therapy was offered,

again both in the clinic and as part of the outreach. Chaplains provided spiritual

and therapeutic services, both through individual and group work, and through

memorials and remembrances in the workplace. Fortunately, there is a long tradi-

tion of chaplains and mental health working side by side in the military, and chap-

lains were well incorporated in the initial mental health response (Powers, 2002).

Special mention should be made of the work provided to members of the Old

Guard. Those young infantry soldiers, stationed at nearby Ft. Myers, are normally

responsible for providing support for funerals and at the Tomb of the Unknown

Soldier. After 9/11, they were responsible for entering the smoking hole in the

Pentagon and clearing debris. Mental health workers provided information about

dealing with dead bodies before they began, and were given a chance to discuss

their experiences in the mental health tent at the end of each shift.



Lesson Learned: In general, both command and soldiers were receptive to
the briefings. However, long “debriefings” provided at the end of a long
shift were not always welcomed. Invitations for smoking cessation classes
were definitely anathema.

Similarly individual contact and group meetings were offered to other personnel at

the crash site, including first responders, the criminal investigative services and mor-

tuary affairs. These personnel were, in general, seasoned professionals, and did not

seek out counseling – although they were perhaps comforted by the aid offered there.

An Army team, working at the Hoffman Building, was concerned because many

workers who had been displaced there expressed a fear of going back into the

Pentagon. They performed a “group desensitization”, whereby they first brought

workers back together in buses to initially view the crash site, then had them view

photos of their old offices, before offering them a chance to go back in and reclaim

their personal effects. (Waldrep & Waits, 2002).

A mental health team also was present at Dover Air Force Base, where the task of

identifying remains was centralized. The regular staff of experienced forensic pathol-

ogists and other forensic scientists from AFIP was augmented with more junior 

X-ray and dental technicians. The team working there drew in the experience of more

senior staff to help more junior members with coping with the grisly business.

Apparently one of the hardest details was sorting through personal effects, including

family pictures and wedding jewelry (Peterson et al., 2002; Wagner & Kelly, 2002).

Issues about stigma and research

Great efforts were taken to reduce the stigma of receiving mental health counsel-

ing. In large part, this was done through the workplace interventions, where everyone

was encouraged to participate. Confidentially was stressed. Charts were not opened

unless it was clear that a psychiatric illness was present.

The research community in the military wanted to do research on the physical

and psychological effects of the trauma. As is true in many disasters, leadership was

worried about the impact of “having clipboards shoved in the faces of those who

have lost their loved ones”. Eventually the decision was made to do surveillance,

rather than research per se.

Lesson Learned: It is critical to have an Independent Review Board (IRB)
approved plan for doing research on disaster survivors prior to an event.
Recently the National Institute of Mental Health (NIMH) has tackled
issues of informed consent and ethics, but no “off the shelf ” protocol has
emerged at the time of this writing.
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Part II: The long-term response: Operation Solace

The US Army Surgeon General, Lieutenant General James B. Peake, assembled his

behavioral health consultants in psychiatry, psychology, social work, and other

fields, to develop a comprehensive behavioral health outreach program, Operation

Solace (OPSOL). Military planners identified those persons at high risk for the

development of behavioral health-related problems as were persons injured in the

attack, the next of kin or family members, work colleagues of injured or deceased per-

sonnel, emergency responders, Casualty Affairs Officers, other Pentagon person-

nel, and the National Capital Region (NCR) at large.

The program had these objectives: to provide behavioral health services for active

duty service members, Pentagon employees, and family members; to minimize the

long-term behavioral health impacts of the Pentagon attack; and to learn from the

Pentagon attack to better prepare the Army Medical Department for future terror-

ism responses.

During the 3 week long planning effort, the behavioral health consultants con-

sidered the lessons learned from the April 1995 Oklahoma City Murrah Federal

Building domestic terrorist bomb attack due to the many parallels between it and

the Pentagon terrorist attack (Hoge, et al., 2002). Since the study of adult survivors

in the immediate blast area in Oklahoma City showed that 45% met satisfied crite-

ria for a post-disaster psychiatric disorder, and that 34.3% had post-traumatic

stress disorder (PTSD) (North et al., 1999), planners estimated that as many as

2000 Pentagon personnel located in the impacted wedge might develop PTSD or

other significant behavioral health problems. Within the whole NCR, over 13,500

beneficiaries were anticipated to require behavioral health care, resulting in 54,000

sessions or visits (Hoge, et al., 2002).

Activities of OPSOL: challenges and solutions

The following information describes the OPSOL/Pentagon Stress Management

Team: its development and implementation. References to OPSOL in this discus-

sion imply the Pentagon Stress Management Team.

Military planners assumed that, unless specific corrective measures were taken,

OPSOL would suffer from the same obstacles impeding routine access to behav-

ioral health care.

Availability

Before 9/11 the Pentagon did not have a dedicated behavioral health clinic to

address the needs of military personnel. In order to seek help, service members had

to travel to behavioral health clinics in local military treatment facilities or medical

centers. An Employee Assistance Program for civilian employees is located in the
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Pentagon and many DoD-leased buildings to provide assessment, crisis counsel-

ing, brief treatment, referral and consultation services. Due to the inconvenient

locations of behavioral health care clinics, service members often chose not to pur-

sue evaluation and treatment during the workday.

The lack of worksite-based behavioral health care was the first and foremost

obstacle that OPSOL faced. Within the first week after the attack, a temporary

command center was developed in the Wellness Clinic of the DiLorenzo Health

Clinic, as previously described. From there, during the following 3 months, over 90

military behavioral health professionals and chaplains spread throughout the

Pentagon to conduct group stress debriefings, individual sessions, and psycho-

educational classes for the 25,000 DoD personnel. From December 2001 to the pre-

sent time, OPSOL was staffed by two Army psychiatrists, one psychiatric clinical

nurse specialist, two administrative specialists, and five to nine clinical social workers.

Due to water, smoke, and structure damage, many Pentagon offices were relocated

to outlying DoD-leased buildings in the immediate area. Displaced personnel were

considered a high risk for the development of behavioral health symptoms given

their probable proximity to the attack site. The displacement of nearly 4,000 per-

sonnel made it difficult for OPSOL to track office relocations, especially during the

heightened state of security concerns following the attack. The development of a

close working relationship with the Pentagon’s Building Management helped OPSOL

identify the dates and destinations for office relocations.

In the aftermath of the attack, Pentagon personnel, whose emotional resources

were nearly depleted, reported that fatigue and fear made it difficult to travel for

behavioral health care – even to the Pentagon’s clinic. Similarly, accounts from

injured survivors highlighted their difficulties in just getting to their worksite.

During this time span, the DC Metro station was undergoing renovation. This cre-

ated an additional, unforeseen stressor to Pentagon personnel. It was not unusual

to hear “I’m exhausted before I even get to my desk”.

Travel to the Pentagon was more emotionally laden than ever before due to linger-

ing concerns of terrorist acts. DC Metro riders were keenly aware of the similarities

between the attack site and subway environment. The ordinary rough-and-tumble

of subway travel evoked powerful memories of the attack. The vacillations in light,

the noise, the crowds, and the strangers, all contributed to feelings of vulnerability,

suspicion, fear and unease. Extraordinary events, such as subway cars temporarily

losing power or internal lights, immediately triggered a cascade of fears.

OPSOL specifically chose convenient and discrete locations within the workplace

to minimize customer discomfort and anxiety. The main office is now located in a

major thoroughfare on the second floor of the Pentagon, which was easily accessible

to incidental traffic. The Wellness Clinic served as the primary hub of OPSOL clinical

services in the DiLorenzo Clinic. The Wellness Clinic’s emphasis on monitoring
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health maintenance helped to deflect stigma commonly attached to behavioral

health services. Later, quality improvement surveys of OPSOL customers revealed

that convenient location was the leading reason for seeking OPSOL services.

Perception

Military planners were likewise concerned that potential stigma-related fears, both

real and imagined, could result in an obstacle to timely identification of emerging

stress reactions and to corrective interventions. In general, employees associate

negative consequences to seeking behavioral health care (Lawton, 1988).

Among Americans, less than one out of every four persons needing care actually

seeks help for behavioral health issues (Epidemiological Catchment Area Survey,

1980). Among military service members, the 1998 Department of Defense 

Health Survey of Health Related Behaviors revealed that less than 20% of active

duty respondents believed that behavioral health care was safe for their careers

(Department of Defense Survey of Health Related Behaviors, 1998).

Personnel fear potential humiliation, vulnerability, and discrimination. They 

worry about jeopardizing their security clearances, flight statuses, command oppor-

tunities, and career progressions (Porter & Johnson, 1994). Others are concerned

that their leadership authority will be eroded if their situation were discovered

(Kahn, 1993). The leading concern for most military service members is the docu-

mentation of mental health interventions in their medical records, which could

haunt them throughout the rest of their careers.

Their concerns are not necessarily baseless. Confidentiality is limited for military

service members. Like their civilian counterparts, military clinicians are legally obli-

gated to notify authorities for specific self-reports made by their patients (e.g., abuse

of children, threats to kill others). Confidentiality is limited under the following cir-

cumstances: (1) potential risk to national security; (2) abuse of alcohol, use of illegal

Vignettes

One employee reported having attacks of diarrhea everyday for months. She

routinely brought in a change of clothes for those days when she could not

make it to the nearest restroom. She did not stop coming to work or riding the

DC Metro. Over time her symptoms subsided.

A captain reported that a Metro experience sent him into the building to imme-

diately seek out his support group of other injured office-mates in order to discuss

an experience that had immediately triggered a series of flashbacks to 9-11. He

stated,“I’m sure that I looked just fine, but I was ‘jello’ on the inside.”



439 The mental health response to the 9/11 attack on the Pentagon

drugs, or misuse of prescribed medications; (3) inability to meet mission require-

ments; and (4) command directed mental health evaluations (Department of

Defense Directive 6490.1, 1997). In reality, for the vast majority of service members

seeking care, confidentiality is very rarely broached, but that is not the perception.

To overcome to the problem of negative perception, OPSOL developed a policy

limiting documentation only to those cases when medication was prescribed, when

a condition satisfied criteria for a serious clinical disorder within the Diagnostic

and Statistical Manual for Mental Disorders IV, or when legally mandated. The

shorthand version of this policy, “no names; no social security numbers,” was

widely advertised throughout the defense community.

Limiting documentation kept OPSOL fundamentally in a “combat stress con-

trol” mode of functioning, characterized by supportive, psycho-educational, and

stress management interventions, without documentation. The trappings of tradi-

tional behavioral health care, such as diagnoses and treatment plans, were avoided

whenever possible. For personnel needing clinical interventions, OPSOL referred

them to community- or military-based providers. In addition, OPSOL established

a behavioral health clinic, staffed by an Army psychiatrist within the DiLorenzo

Clinic, to provide onsite clinical evaluations and treatment.

Although this policy proved successful in skirting the negative perceptions by

Pentagon personnel, there was an unforeseen twist. In hindsight, some personnel

wished for documentation to establish the extent of their emotional pain and suffering

to strengthen their compensation claims through the Victims’ Compensation Fund.

It has been recognized that the policy of limiting documentation further hinders

research opportunities. Given the urgency of the situation and the potential for

large numbers of casualties, OPSOL planners decided to sacrifice future research

potential for the immediacy of accessible, de-stigmatized care.

Care delivery model

When designing OPSOL, military planners created methods to circumvent obsta-

cles inherent in the traditional medical care. Although working to establish collab-

orative relations, traditional medicine emphasizes the identification and treatment

of disease. Persons seeking consultation are encouraged to identify with the role of

“patient”. The care provider is the authority figure, and the patient passively accepts

recommendations and guidance. The emphasis on disease and patient-status

potentially increases exposure to unnecessary procedures, prolongs symptoms, and

creates a sense of disability and limitation.

Additionally, traditional medicine inherently waits for self-recognized symp-

toms to surface before care can take place. A person may delay seeking appropriate

care due to unconscious denial, failure to recognize the symptoms as warranting

medical attention, failure to recognize the symptom as having an emotional cause
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(e.g., somatization), or stigma-related fear. Delays in seeking care among Pentagon

personnel were common.

Vignette

One lieutenant colonel sought care for significant PTSD symptoms approxi-

mately 18 months after the attack. The precipitant for seeking care was an inap-

propriate outburst at his superior in public. He reported considerable relief in

learning from OPSOL staff members that his condition was treatable and that

help was readily available.

If asked, active duty personnel presenting for treatment often acknowledged that

they were there because of spouse and/or child pressures secondary to their signif-

icant behavioral changes within the family constellation. Individual tolerance for a

significant number of symptoms remained quite high.

To offset the medical paradigm, OPSOL implemented methods to engage person-

nel in a partnership on behalf of their own care. OPSOL attempted to de-emphasize

the authoritarian role of the care provider, and de-pathologize responses to trauma

by avoiding diagnoses. Health-risk communications were carefully managed through

interactive, educational dialog between OPSOL staff members and symptomatic

contacts. This proved to be a narrow tightrope to walk: too much information was

perceived as threatening or intimidating while too little appeared to have minimal

impact on perception of the problem.

Psycho-education focused on normal responses to traumatic events, methods of

symptom self-monitoring, and individual goals for symptom-tolerance. Resources

were provided for symptoms that interfered with family and/or work functions.

OPSOL endorsed the hypothesis that the more safe and in control a Pentagon

employee felt, the more likely he/she would seek care. To encourage that degree of

control and safety, OPSOL opened itself to delivering care in unconventional set-

tings embedded within the workplace, such as the cafeteria, hallway, office space,

window alcoves, courtyard benches, and coffee bars. Thus, a typically social envi-

ronment was used to provide structure to the interaction.

A surprising amount of privacy was afforded as personnel clearly were very used 

to avoiding interactions that appeared to be a “meeting”. Only one employee actu-

ally evidenced emotional upheaval “in public”. This was seen as a therapeutic indica-

tor. Likewise, the duration of meetings was contact-driven, and driven by the needs 

of the individual (e.g., tolerance, available time, and competing appointments).

Key to outreach and surveillance was the practice of “therapy-by-walking-

around” (Milliken et al., 2002). Rather than wait for Pentagon personnel to come
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to OPSOL, therapy-by-walking-around brought OPSOL staff members into offices

of the Pentagon and outlying buildings. This served several functions, it: (1) provided

immediate access to a behavioral health care provider for individual, group, and

command consultations; (2) provided ongoing surveillance of the emotional climate

within the workplace; (3) offered onsite support for the supervisor and employees;

and (4) enhanced trust and rapport between office personnel and the assigned

OPSOL staff member through repeated visits.

The OPSOL staff member’s familiarity helped to guide future supportive inter-

ventions and referrals. An additional long-term benefit of initial “debriefings”

was the formation of small, informal office support groups which continued to

meet spontaneously over several months. As one civilian stated, “These guys in

green (battle-dress uniforms) came thru and pulled us all together at the table and

talked to us about what had happened. After that, we just felt freer to talk among

ourselves”.

OPSOL faced the difficult challenge of providing care to Pentagon personnel

who needed to simultaneously clean up, relocate, heal, and go to war. Regression

and decompensation were not options available to this population. Interventions

were founded in supportive and solution focused psychotherapy techniques, thereby

fortifying ego strengths, and encouraging utilization of environmental supports

and resources.

The long-term results of OPSOL are not easily retrievable, partly because of the

deliberate efforts made to maintain strict confidentiality. As of December 2003,

OPSOL records show that it has made contact with over 83,000 military and civil-

ian personnel and surviving family members. Over 188 group debriefings, 100

support group sessions, and 224 psycho-educational classes have been conducted.

OPSOL maintains supportive interventions to 1022 high-risk individuals.

OPSOL also provides traditional clinical care in the DiLorenzo TRICARE

Health Clinic. A chart review revealed that 249 patients had been evaluated and

treated by OPSOL from 9/11/01 to 12/31/03. Of these 249 patients, the charts of 55

(22%) patients contained intake documentation indicating that they attributed the

9/11 terrorist attack to their need for seeking mental health care. Of these 55

patients, men accounted for 28 patients (51%) and women accounted for 27

patients (49%). PTSD (29%) and Depressive Disorders (22%) represented the two

leading primary diagnoses within this population. Of these 55 patients, 18 (33%)

are still in treatment with OPSOL providers.

Table 24.1 shows the demographic and diagnostic results based on the analysis

of those Operation Solace’s 9/11/01-related patient population.

There have been no known suicides or other major adverse events among

impacted personnel.
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Psychological sequelae

As mentioned above, formal research was very difficult to do in the aftermath of

the attack. However, a survey published recently by researchers from the Uniformed

Services University sheds some light on the degree of disability 7 months after the

attack. An electronic questionnaire was administered via Internet. Although the

response rate was low (11%) for a number of reasons, the findings are interesting.

Most respondents (70%) saw, heard, felt or smelled the aircraft, the explosion or

the resultant fire. However only 14% of respondents met the criteria for probable

PTSD. The respondents were all employed at the time of the survey, and neither

use of mental health interventions nor level of disability was assessed. (Grieger 

et al., 2003).

The authors conclude, “This study may represent a ‘best case’ scenario of the

psychological consequences of a terrorist attack in the United states. The sample

was taken from a group of highly educated, employed, socially supported individ-

uals, many of whom had warfare skills and had survived previous traumatic events

without negative sequelae.” (Grieger et al., 2003).

Conclusion

The tragedy of September 11, 2001, has shaken and traumatized the country.

Subsequent anthrax and sniper threats, as well as combat operations in Iraq and

Table 24.1. Operation Solace 9/11/01-related patients

# % of 55 Patients

Demographic category

Men 28 51

Women 27 49

Military 48 87

Civilian 7 13

Primary diagnoses

Adjustment disorder 2 4

Anxiety disorder (excluding PTSD) 4 7

Bereavement 2 4

Depressive disorder 12 22

No diagnosis 11 20

Other diagnoses 8 15

PTSD 16 29



Afghanistan, have turned the issue from a single, awful, acute event to a series of

chronic stressors. The response from mental health and chaplain personnel from

the Department of Defense to the Pentagon tragedy was comprehensive and

immediate. Mental health workers and chaplains provided immediate services to

first responders, Pentagon personnel, wounded victims and mortuary affairs work-

ers. The casualty offices provided additional ongoing support to family members

of the victims. Challenges did arise, however, as different agencies integrated in

providing services.

As a result of the combined efforts of OPSOL and sister military and civilian

agencies, the Pentagon community continues on its healing journey. Though the

majority of this population remains resilient and steadfast, even at 2 years after the

attack survivors continue to come forward with delayed recognition of grief, anxi-

ety, and/or depression.

There are critical research needs to be addressed. What is the burden of the dis-

ability caused by the attack? Were our interventions successful? Since we are unlikely

to be able to put the traumatized populations into randomized clinical trials, how

do we measure the effectiveness of our interventions? Nevertheless, even without

solid data on the evidence of effectiveness, we think that the mental health response

to the attack on the Pentagon was robust, guided by the literature, and one to be

proud of.
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response to the Pentagon
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Ritchie and colleagues should be congratulated for their work at the Pantagon on

and after September 11, 2001, for their useful and rich depiction of that horrific day,

and its aftermath, and for the various mental health activities provided to victims,

the traumatically bereaved, first responders, and graves registration personnel. In

order to appreciate the demands placed on Ritchie and colleagues, any mental health

professional need only to ask themselves what they would have done on 9/11, and

what they are prepared to do if a mass violence event were to occur in their work

setting or vicinity and they are called on to plan, implement, or assist in providing

mental health services to victims, workers, and their families. There is no doubt that

mental health professionals, public health officials, and individuals responsible for

planning disaster mental health and terrorism responses in employee assistance

programs and various work systems and organizations have much to gain by

absorbing the information provided by Ritchie and colleagues.

The authors describe the enormous difficulties and exigencies of deriving a work-

ing, good-enough mental health response plan that would be amenable or tolerable

to the military culture, and to the unique work culture at the Pentagon for civilians

and families of employees and military personnel directly and indirectly exposed

to the attack on 9/11. The decisions made about resources, the content and process

of the interventions provided, and who and where they would provide them were

arguably about as good as could be expected, given the state of knowledge in disaster

mental health and the unprecedented nature of 9/11 terror.

Because we don’t know how best to meet the immediate, acute, and long-term

needs of individuals exposed to terror and the aftermath of terror, it is critical to

learn as much as possible from the events that unfolded in the hours, days, and

months that followed the attacks. Working in conditions of great emotional upheaval

and uncertainty, some decisions about early mental health intervention were extraor-

dinarily valuable and prescient and bear repeating, while others may have wasted

resources or may have been inappropriately timed or implemented. Because most

people are heroically resilient in the face of extraordinary trauma and loss – they
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recover on their own for a variety of reasons (King et al., 2003) – the field needs

randomized-controlled trials to determine the efficacy of secondary prevention

interventions for victims of terrorism. However, it is very difficult, but not impos-

sible, to conduct planned randomized trials after disaster (Gray & Litz, 2003; Litz

& Gibson, in press). As a result, we need to learn as much as possible after the fact.

What follows is a series of comments and suggestions to assist in accomplishing this

goal, using the very helpful information provided by Ritchie and colleagues as an

embarking point.

What happened and how can we maximize the lessons learned?

A first and critical step is to describe accurately and in an unbiased fashion what

was decided and planned and what was implemented at every stage (immediately

afterwards, in the days that followed, and to the present), at every level of care

planned. We need to appreciate the struggles, pitfalls, conflicts, and the errors in

decision-making, as well as the apparently effective strategies. In effect, we need to be

uncompromising, objective Monday morning quarterbacks. We need to ask: “how

were decisions made;”“what assumptions about recovery from trauma were used;”

“what model of care was employed and why;”“what was actually implemented and

how do we know;” “how were needs assessed;” “how accessible were various ser-

vices?” Ritchie and colleagues appreciate the value of describing these facets of the

post-attack mental health response. Unfortunately, they rely exclusively on their

own subjective perceptions and inferences about the service delivery planning

process the plans themselves, and the value of various features of the services pro-

vided (and the manner in which it was provided). In the spirit of the ideal Monday

morning quarterbacking exercise, we need someone outside the Pentagon and the

military to describe the planning process, the plans, and their effectiveness in a

variety of different domains. This in no way suggests that Ritchie and her col-

leagues in their chapter and other published accounts have not been forthcoming

or would shy away from sharing this information, it only suggests that there are

state-of-the-art social science methods of evaluating organizational behavior that

should be brought to bear in order to maximize the lessons learned from the attack

on the Pentagon.

With respect to describing what took place immediately after the plane crash, it

appears from Ritchie’s and colleagues’ account that chaplains and a variety of men-

tal health professionals converged on the scene at what must have been a time of

panic and confusion. No doubt these people wanted to help in whatever way they

could to secure the area and assist the wounded as would any able person in 

such a time of need. As described by Ritchie and colleagues, it appears that just like

in New York City on 9/11, there were many impromptu acts of heroism, large 



and small at the Pentagon. There must have been many people at the crash site that

witnessed great horror and were experiencing all possible combinations of shock,

panic, and despair. There must have also been many emergency services personnel

(and individuals with no formal training with similar roles) who also experienced

horror, helplessness, and the various strains of helper and rescue roles. If these

individuals were secure from harm and they had no physical health care needs or

severe fatigue, in an ideal world, any naturally unmet emotional need would be

attended to as soon as possible, if so desired. It would be instructive to appreciate

the tacit assumptions that motivated and guided the emotional support provided

at the Pentagon in the immediate trauma context. Too often, in the crisis interven-

tion and grief counseling arenas, it is assumed that immediate emotional sharing,

support, and validation are necessary and sufficient to achieve secondary preven-

tion goals (Litz et al., 2002). The field is at best unclear about what to label this kind

of emotional support, what it should entail, who should provide it, what the goal

is, and most importantly how to identify individuals who want it. The worst case

would be to assume that individuals need it when they don’t want or need it (e.g.,

they may need respite from engaging on any level, they may need to be left alone,

they may get what they need on their own terms in the natural environment) and

to consider this kind of help necessary in the face of any number of more pressing

needs (e.g., the need for information). It is of note that chaplains, by virtue of their

garb and their special role in the culture, for some would be instantly unmistakable

as possessing a unique ability to provide comfort and support in a time of despair.

In the immediate aftermath of trauma, it is very rare to be able to readily identify

individuals who are indeed specially prepared and readily acceptable to provide

immediate emotional support and comfort.

In order to learn from what took place in the immediate context, we need answers

to the following questions: Did mental health professionals “converge” on the

scene to any greater degree than any other able person? Did they have special access

early on? Were chaplains experienced as uniquely approachable? What was the

implicit model of care employed by mental health professionals – what assump-

tions guided their work? Was there a common model? Were there instances of

intrusive interventions? To what extent did individuals with prior relationships or

by virtue of their common trauma provide a comforting presence to one another

and was this any more or less useful than the comforting presence of a mental health

professional?

In many respects, the same questions apply to all mental health interventions

provided at every stage described by Ritchie colleagues. As time passed and safety

needs were no longer pressing, it is especially important to ascertain, if possible,

what planners and clinicians assumed about what victims and their families

needed. Ritchie and colleagues described a surveillance study conducted at the
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Pentagon, which is unprecedented in this context, but how were these data used to

guide mental health care decisions about resources, intervention types, targets, and

methods? Were these data ever used to assist decision-making? If not, why? In large-

scale disasters and mass violence events, anonymous population surveillance can

be employed as a critical first step in preparing a meaningful and focused mental

health response. It is typically assumed that mental health needs are paramount

and pressing and services are needed and desired, but this is an empirical question

that has never been addressed.

It seems that Ritchie and colleagues (and others) struggled with at least two key

issues that are emblematic of conflicts that exist in the field and thus should be

underscored and expanded upon. First, throughout their chapter, Ritchie and col-

leagues use vague, equivocating terms to describe the mental health needs of vic-

tims and the interventions provided by professionals. They appeared unwilling to

formalize secondary prevention goals and methods of achieving these goals. For

example, the word debriefing was put in quotations, and the vague terms “sessions,”

“group sessions,” and “briefings” were used to describe interventions. They stated

that critical incident stress debriefing or CISD was used seldom, but failed to specify

why this was the case and what was used in its place. The authors used the rather

vague term “behavioral health problems” as the targets for interventions at all lev-

els. The terms trauma, acute stress, and post-traumatic stress disorder (PTSD), and

other forms of specifically trauma-linked problems were conspicuously absent.

This lack of specificity may reflect a degree of self-consciousness and conflict in the

field of early intervention for trauma. On the one hand, this is perhaps the way it

should be: mental health providers and decision-makers should circumscribe and

constrain their early intervention efforts and they should not pathologize psycho-

logical responses to terror that will likely abate without any formal intervention.

This is especially warranted because there is a grossly insufficient conceptual or

empirical base to appeal to for decisions about care, the large majority of victims

and emergency services personnel do not require services, and there is no consensus

method of screening for those most at risk for developing severe PTSD and thus in

need of early secondary prevention interventions (Litz & Gray, 2003). On the other

hand, the lack of specification makes replication virtually impossible (e.g., “group

sessions were held at the crash site”). Also, it would be instructive for the field 

to appreciate if the planners did not know what interventions to recommend, or

that CISD was the only viable game in town even though there is no evidence to

support its use, or that supportive counseling, although not serving a secondary

prevention function, was seen as an important service to provide, and so on. The

question that arises is: what should well-intentioned mental health professionals

prepare to do within organizations affected by mass violence in the future, given

the state of the field?
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The other generic issue Ritchie and colleagues faced is the concern about stigma

and the need to find a way of using the work setting and organization to promote

recovery and provide care without overly blurring the boundaries between worker

and helper, work setting and therapeutic setting, and helper and supervisor/man-

ager. These issues appear to have been handled with great care at the Pentagon.

However, it would be surprising that the measures taken to reduce stigma, main-

tain confidentiality, and maintain professional boundaries did not fail in some cir-

cumstances. If that is true, these are important lessons to be learned. For example,

since group sessions were provided to co-workers, how do we know whether this

may have created undue vulnerability or avoidance? How can we know if some

individuals avoided talking to an Operation Solace counselor at the water cooler

because of stigma or embarrassment – how confidential could these “sessions”

truly have been? The points made by Ritchie and colleagues regarding the need to

label counseling and advice giving as something other than formal psychotherapy,

the need to not medicalize problems that may not reflect psychopathology, the

need to do very creative outreach, and the need to highly circumscribe the roles of

counselors are very well taken and cogent, especially with respect to work cultures

such as the military and the emergency services (fire, police, etc.). On the other

hand, it appears that Operation Solace counselors made a lot of contacts and pro-

vided a lot of care. How can we know what constituted a substantive or sufficient

contact, what services were delivered, and whether they were associated with any

degree of effectiveness? We can’t rely solely on individuals who developed this form

of care or on individuals who provided it to answer these questions. The question

is: Should this form of care be recommend as a form of early intervention again? If

so, why? Perhaps the most important lesson to be gleaned from these efforts is that

some form of quality monitoring, validity checking, and anonymous follow-up

outcome evaluation is necessary. This is one of the unfortunate burdens of clinical

decision-making and planning in a field that sorely lacks an evidentiary base.

An additional objective in this post-event analysis is to find ways of asking con-

sumers of services to share their experiences in a way that elicits the most unbiased,

critical, yet informative data. To reiterate, because most people adjust well, on their

own, post-hoc, uncontrolled research of this nature cannot answer questions about

the efficacy of interventions. If you ask people whether they are doing better, chances

are they are. If you infer from this information that victims and helpers are doing

better because they received some sort of intervention, this would be a gross error.

In addition, if you can’t specify what was done to help people (i.e., if it is not replic-

able), and if the interventions were highly variable in content, process, and length,

it is similarly impossible and inappropriate to infer causal links between what was

done and outcome. On the other hand, there is important qualitative information

from care providers and consumers that will be useful and still can be collected in
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the aftermath of the mass violence crash at the Pentagon on 9/11. We can gather

correlational evidence that can give us some important clues about effectiveness

and clarify important questions for future controlled research.

One method of achieving this goal is to conduct focus groups, with the over-

arching goal of gathering bottom-up, phenomenological data about how care was

delivered, perceived, and taken (e.g., whether it was experienced as useful and why

this was the case). These focus groups would need to be conducted by profession-

als outside the Pentagon. Creating a comfortable and open atmosphere is essential.

Focus group participants would be encouraged to amplify and build on comments

from other focus group members to generate a more comprehensive discussion of

the nuances and complexities of putatively therapeutic contacts and its impact on

the coping process. Special attention would need to be paid to concerns about

stigma, confidentiality, and professional boundaries in the work setting.

Transcripts of the focus groups would need to be coded using reliable schemes.

Themes and exemplars of themes would be generated. This method would gener-

ate very rich qualitative information about how people coped with the aftermath

of their experiences on and after 9/11 and how they experienced the care they

received. It seems highly likely that we would learn a great deal about what victims

and emergency services personnel needed over time, how they coped, how they

appraised the services provided, and whether they experienced the care as useful.

Final remarks

The events that unfolded after the attack on the Pentagon to meet the anticipated

mental health needs of victims were well presented by Ritchie and colleagues.

However, many questions were unaddressed and many lessons are still to be

learned. We can’t assume that preexisting models of care are valid, we can’t know

what victims need, we need quality monitoring, and there is much we can glean after

the fact by interviewing decision-makers and planners, counselors, and consumers.

Because no consensus model or framework existed, Ritchie and others at the

Pentagon did the right thing: They provided the least intrusive level of care possible

and assumed that most people were not at risk for severe post-traumatic adjust-

ment problems. If they threw up their hands, succumbed to the lack of evidence,

and did nothing structured at various post-crash stages, they would have been con-

demned. On the contrary, they assumed that some contact was better than none,

and they probably assumed that non-intrusive, supportive, and information-based

interventions would reduce stigma and get people on the right track to get the for-

mal sustained care they need, when this was indicated. This is an empirical question

that can be addressed: Were victims who received brief interventions via Operation
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Solace more likely to seek formal professional trauma-focused treatment than those

who did not take part in such interventions?

More than anything what becomes evident from Ritchie’s and colleagues’ rich

overview of the mental health response to the attack on the Pentagon after 9/11 is

that the early intervention field needs a parsimonious, evidenced-based model of

care that can be flexibly applied, relative to the scope of an event and the resources

available at every post-disaster stage. Secondary prevention is critical because of the

individual and societal costs associated with chronic PTSD and other physical and

mental health problems implicated by exposure to severe trauma (Kessler et al.,

1995). We need to recognize the need to provide formal secondary prevention inter-

ventions to those who need it and we need much more research to identify mecha-

nisms of risk to pinpoint screening methods. We need to disaggregate palliative,

supportive, brief interventions from formal secondary prevention interventions,

which require sustained therapy at a point in which victims can participate actively

in a process of learning, reframing, and implementing a plan of action, as occupa-

tional, interpersonal, and self-care demands emerge over time (Litz & Gray, 2002,

2003). We have argued that the former type of early intervention should be labeled

psychological first aid – a term first used by Beverly Raphael (Raphael, 1977).

Psychological first aid is designed to provide information, emotional support, and a

human presence during a time of great anguish, confusion, despair, and helpless-

ness. Psychological first aid is not a time when event processing is promoted and it

respects the tremendous range of human response to tragedy (i.e., there is no single

index of healthy response). It does not serve a formal secondary prevention func-

tion, but it should reduce stigma and trigger help seeking down the line.

The good news is that there is sufficient evidence to recommend cognitive–

behavioral therapy as the guiding framework for formal secondary prevention

interventions (Bryant et al., 1998). However, these interventions require training,

adherence, time and effort on the part of the victim, and evaluation of process and

outcome. These factors can be a hindrance, but they should not be summarily dis-

missed because of outmoded assumptions about who needs care, what that care

should entail, and what individuals may or may not be willing to do to help them

recover from trauma and reduce the risk of lifelong complications. Resources,

planning, and training can overcome many obstacles.
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Among the consequences of the horrific events of September 11, 2001, are increased

awareness of and interest in the psychological effects of trauma and their treatment.

In this chapter, we provide an overview of the psychosocial treatments for chronic

posttraumatic stress disorder (PTSD) and interventions designed to prevent the

development of the disorder that have been found to be effective in randomized 

controlled studies. To date, no controlled studies investigating treatments for PTSD

following terrorist attacks have been published. Until then, we must extrapolate from

the extensive research on effective treatments for chronic PTSD and acute stress dis-

order (ASD) following other types of trauma. Such extrapolation can be justified on

at least two grounds. First, epidemiological studies conducted within the year follow-

ing 9/11 (e.g., Galea et al., 2002; Schlenger et al., 2002) indicate that PTSD is a com-

mon reaction to terrorist attack and that the various risk factors for the development

of PTSD following such attacks are similar to those identified following other kinds of

traumatic events (e.g., gender, degree of exposure to the trauma, history of prior stres-

sors, level of social support).

Second, the cognitive behavioral treatments that have been demonstrated to be

effective in alleviating PTSD symptoms and associated anxiety and depression have

been tested across a wide range of trauma populations including, but not limited to,

male combat veterans; female victims of sexual assault; male and female victims of

physical assault, survivors of serious accidents (motor vehicle, industrial), and politi-

cal refugees some of whom were victims of torture. Thus far, there is no evidence that

the type of civilian traumas affect differentially the outcome of evidence-based treat-

ments. Moreover, there is one published uncontrolled study of a cognitive therapy

program administered to PTSD sufferers after the 1998 terrorist attack in Omagh,

Northern Ireland (Gillespie et al., 2002) demonstrating that effect sizes were compara-

ble to those obtained in a randomized controlled trial of the same treatment program

administered to a sample of motor vehicle accident survivors (Ehlers et al., 2003).

At the same time, however, it is important to remain mindful of the different

environment in which treatment for posttraumatic stress reactions following an



act of mass terrorism takes place, compared to the treatment of chronic PTSD fol-

lowing more typical civilian traumas. The most obvious difference is the sheer

magnitude of people who are affected by the event who may need psychological

interventions at the same time. In a short period of time, the families of nearly

3000 individuals lost a loved one to the ruthless attack of terrorists in New York on

9/11, with many of them repeatedly witnessing the collapse of the two towers via the

intense media coverage. In addition, there are the many survivors who were able to

escape the buildings before they collapsed, other first hand witnesses of the attacks

on the Twin Towers, and the emergency services personnel who worked tirelessly in

the days and weeks after 9/11 to rescue lives and recover bodies of the victims.

Clearly, many thousands of people experienced severe distress related to the World

Trade Center. Providing psychological help to those in need would require mental

health infrastructure that does not exist at present.

Historical background of treatments for PTSD

Customarily, overviews of treatments for PTSD focus on knowledge that has accu-

mulated since 1980, when PTSD was introduced into Diagnostic and Statistical

Manual of Mental Disorders (DSM-III) (American Psychiatric Association, 1980).

While this convention may have a formal justification, it leaves the reader with the

erroneous impression that before 1980 we did not have knowledge about post-

trauma psychological disturbances and how to treat them, thus obscuring the conti-

nuity between current and past conceptualizations and treatments of these

disturbances. One body of knowledge that has influenced current views on PTSD

and its treatments derives from articles and books, published throughout the 20th

century, reflecting particular theoretical perspectives, such as psychoanalysis,

describing in detail how treatments were applied to individuals who had experienced

trauma-related symptoms with special attention to combat-related experiences (e.g.,

Hurst, 1919; Grinker & Speigel, 1944). This literature reflects the wide recognition

that chronic psychological disturbances following traumatic experiences are a com-

mon occurrence, that these disturbances frequently require therapeutic intervention,

and that various interventions were observed to alleviate post-trauma symptoms.

Another rich body of knowledge that influenced current cognitive behavior ther-

apy conceptualizations and treatments of post-trauma reactions comes from the

learning theory conceptualization of pathological anxiety and the treatments that

had been developed to reduce such anxiety. In this tradition, chronic post-trauma

symptoms were recognized as severe anxiety or fear reactions acquired through

Pavlovian conditioning. Indeed, that post-trauma reactions were perceived as the

prototype of pathological fear is exemplified in the work of Dollard and Miller (1950).

In a chapter describing how symptoms (phobias) are learned, the authors noted
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that the simplest and most convincing illustrations of how phobias are acquired

through conditioning come from symptoms following traumatic events, describ-

ing in detail a case of a pilot who developed intense fear and avoidance of airplanes

and related objects and situations after being exposed to intensely fear-provoking

stimuli during one of his missions. Rachman’s work (1978) on fear and courage,

which began in the 1970s, also exemplified the conception of traumatic reactions

as rooted in fear and anxiety. Indeed, to study basic mechanisms of fear and courage,

he chose military personnel as subjects for his experiments. In the same vein, in his

article on emotional processing, Ranchman (1980) conceptualized natural processes

of recovery from a traumatic event in terms of anxiety reactions.

The official placement of PTSD among the anxiety disorders in the DSM-III

reflected the wide recognition that anxiety is a predominant chronic reaction to

trauma. Indeed, the symptoms of PTSD overlap considerably with those of other

anxiety disorders. For example, the arousal symptoms such as hypervigilance sleep

disturbances, irritability, and difficulty concentrating are common to both PTSD

and generalized anxiety disorder (GAD). Fear and avoidance are common to PTSD,

specific phobia, social phobia, and agoraphobia. Furthermore, escape/avoidance

behaviors in PTSD sufferers, like many avoidance behaviors in individuals with

other anxiety disorders, are driven by the strong desire of anxious individuals to

avoid or escape states of high anxiety as well as by their bias toward exaggerating

the probability of threat (Foa & Kozak, 1986; Foa et al., 1989; Foa et al., 1996).

Hence, with the codification of PTSD, cognitive behavioral theories of PTSD have

essentially conceptualized the disorder as a phobia with especially extensive gener-

alization (Keane et al., 1985; Foa et al., 1989).

The conceptualization of the acquisition and extinction of pathological fear

within learning theory has prompted extensive research on the measurement of

fear and anxiety and their treatment with cognitive behavioral therapies (CBT)

beginning in the 1960s. The first CBT techniques to be successfully applied to 

morbid anxiety were variants of exposure therapy (Foa et al., 1989). Specifically,

techniques involving imaginal and in vivo exposure to feared objects, situations,

and memories had already been shown to be effective in the reduction of anxiety

in the treatment of specific phobias (Wolpe, 1958; Bandura et al., 1969), agora-

phobia (Emmelkamp, 1974; Emmelkamp & Wessels, 1975; Mathews et al., 1976),

public speaking phobia (Paul, 1966), and obsessive–compulsive disorder (Meyer,

1966, Meyer et al., 1974; Marks et al., 1975; Foa & Goldstien, 1978).

Interestingly, the knowledge that people who suffer trauma-related disturbances

can be helped by exposure to trauma reminders, including traumatic memories,

comes not only from the development of exposure treatment of anxiety disorders

and from the wide recognition that post-trauma reactions are predominately anx-

iety related. The “exposure principle” is also clearly imbedded in the much earlier
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literature on treatment of trauma-related disturbances. For example, as early as

1893 Freud and Breuer noted (Freud, 1973) in a article on the phenomenology and

treatment of hysteria (a condition that would be called PTSD in current diagnostic

systems) that individual hysterical symptoms disappeared when the therapist suc-

ceeded in bringing clearly to light the memory of the event by which it was pro-

voked and in arousing the accompanying affect, and when the patient had described

the event in the greatest possible detail and put the affect into words. A similar for-

mulation was offered by emotional processing theory (Foa & Kozak, 1986) and the

treatment of PTSD that has ensued from the theory which is focused on systematic,

repeated recounting (i.e., imaginal exposure) of the traumatic memory.

The 1970s witnessed another quite separate development in the treatment for anx-

iety disorders that parallels, and interacts with, the development of exposure therapy

described above. This approach is called “anxiety management training” (AMT)

(Suinn, 1971) and “stress inoculation training” (SIT) (Meichenbaum & Cameron,

1972). The basic tenet of this treatment is that anxiety symptoms can be ameliorated

by educating patients about anxiety symptoms, teaching them how to manage the

symptoms, and providing skills to cope with future stresses and anxiety evoking situ-

ations. SIT has been successfully applied to phobic patients (Meichenbaum, 1974).

To understand the continuity between treatment of anxiety disorders developed

prior to 1980 and treatments developed specifically for PTSD after 1980, it is

important to recognize that researchers studying these CBT interventions did not

view themselves as developing specific treatments for specific disorders, per se.

Rather, they viewed themselves as studying processes related to fear reduction gen-

erally, with the assumption that knowledge gained from investigating methods of

fear reduction with one group of individuals (e.g., agoraphobics) would be rele-

vant to the understanding of fear reduction among other groups (e.g., those with

obsessive–compulsive disorder).

These two factors, recognition that the basis of PTSD lies in pathological anxi-

ety and recognition that cognitive behavioral treatment is effective for anxiety dis-

orders, led to the application of the these procedures in the treatment of trauma

victims. Initial reports took the form of case studies of treatment for combat 

veterans (Saul et al., 1946; Kipper, 1977; Schindler, 1980; Black & Keane, 1982;

Fairbank & Keane, 1982; Keane & Kaloupek, 1982; Fairbank et al., 1983), rape vic-

tims (Wolff, 1977; Veronen et al., 1978; Olasov-Rothbaum & Foa, 1983; Veronen &

Kilpatrick, 1983) and motor vehicle accident victims (Kushner, 1965; Kraft & Al-Issa,

1965). Only later were these procedures formally tested in randomized controlled

trials (Resick et al., 1988, 2002; Brom et al., 1989; Cooper & Clum, 1989; Keane et al.,

1989; Foa et al., 1991, 1999; Marks et al., 1998). But the early case reports demon-

strate that trauma experts readily recognized that the treatment for anxiety could

naturally apply to trauma-related psychological difficulties.
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In summary: (a) there was from early on a wide recognition that trauma-related

psychological problems were rooted in fear and anxiety; (b) there was already 

in the 1960s and 1970s a great deal of knowledge concerning the effectiveness of

CBT, in particular exposure therapy, in reducing anxiety symptoms in a variety of

anxiety disorders; (c) the traditional descriptions of successful treatments for 

post-trauma disturbances converge with modern developments in the area of

anxiety disorders, both advocating therapeutic exposure to trauma reminders; and 

(d) there has been knowledge about the effectiveness of stress inoculation pro-

grams for anxiety and stress disorders. Thus, in anxiety clinics where behavior and

cognitive therapies were conducted, trauma victims were viewed as suffering from

pathological anxiety and were treated in the same manner as other anxiety

patients.

Current status of psychosocial treatments for chronic PTSD

While numerous case reports, books, and books chapters have described a variety

of treatments for post-trauma reactions (Foa et al., 2000), evidence for the efficacy

and effectiveness in reducing PTSD and other trauma-related symptoms such as gen-

eral anxiety and depression comes mostly from programs that utilized cognitive

behavioral techniques (Foa & Meadows, 1997; Foa & Rothbaum, 1998; Foa et al.,

2003). These programs include variants of exposure therapy, anxiety management,

and cognitive therapy. Combinations of these interventions have also been investi-

gated (Marks et al., 1998; Foa et al., 1999). More recently, the efficacy of several

programs for PTSD that include non-conventional exposure and cognitive therapy

techniques have also been submitted to scientific examination. The most studied of

such program is eye movement desensitization and reprocessing (EMDR) (Shapiro,

2001).

Most of the early studies of treatment for PTSD were conducted with two

groups of trauma survivors: male Vietnam veterans and female sexual and non-

sexual assault victims. In these studies, exposure therapy programs were generally

employed with veterans (Brom et al., 1989; Cooper & Clum, 1989; Keane et al.,

1989; Foa et al., 1991), and anxiety management programs such as SIT were 

generally employed with female assault victims (Veronen et al., 1978; Veronen &

Kilpatrick, 1983; Foa et al., 1991). More recent CBT studies have examined the effi-

cacy of cognitive therapy and combinations of exposure and cognitive therapy and

include patients with traumatic experiences other than combat and assault, such as

motor vehicle accidents (Blanchard et al., 2003), childhood sexual abuse (Cloitre 

et al., 2002), refugees (Paunovic & Ost, 2001), and mixed trauma samples (Marks

et al., 1998).
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“Conventional” CBT programs

Exposure therapy 

As noted earlier, the idea that therapy for trauma-related disturbances should

include some form of exposure to memories or reminders of traumatic event has

a long history in psychology and psychiatry (Rivers, 1920). In its modern form, this

idea is reflected in exposure therapy for PTSD. With PTSD, the core components of

exposure programs are imaginal exposure, or repeated recounting of the traumatic

memory, and in vivo exposure, the repeated confrontation with trauma-related sit-

uations and objects that evoke excessive anxiety. For example, a person who

directly witnessed the collapse of one of the Twin Towers would be asked to pro-

vide a detailed description of the events he or she experienced starting at the moment

the person realized that something was wrong and continuing until the point the

person recognized that he or she was safely out of the situation. The person would

tell this story out loud in first person narrative, using the present tense, and includ-

ing details about the thoughts and feelings he or she had at the time of the trauma.

While telling this story, the person would be instructed to develop a vivid image of

the events being described. The goal of this treatment is to promote habituation

and processing of the trauma memory (Foa & Kozak, 1986). In between sessions,

the person would listen to a recording of the imaginal exposure and would begin

to confront safe but feared situations – such as visiting tall buildings (Empire State

Building), crowded places, “Ground Zero” and nearby locations – that the person

has been avoiding. People whose trauma involved the loss of a loved one in the

attack may be encouraged to reminisce with others about the deceased, look at 

pictures or confront other reminders (clothing). Alternatively, they may be encour-

aged to begin engaging in normal activities of daily life or pleasant activities they

stopped doing, perhaps out of a misplaced sense that it is “too early” to be returning

to such activities.

Beyond the core components of imaginal and in vivo exposure, programs may vary

in the specifics. For example, the program developed by Keane and colleagues for vet-

erans with PTSD included relaxation training (Keane et al., 1989), and the program

developed by Foa and colleagues called prolonged exposure (PE), includes breathing

training and psychoeducation, as well as discussion and processing following the

imaginal exposure to the traumatic memory (Foa et al., 1991; Foa et al., 1999).

Moreover, the manner in which imaginal and in vivo exposure is implemented varies

across programs. In Foa and colleagues’ work PE program imaginal and in vivo expo-

sure are introduced simultaneously whereas Marks’ and colleagues’ exposure therapy

program introduced imaginal exposure for five sessions followed by in vivo exposure

for the remaining five sessions (Marks et al., 1998) Furthermore, some exposure pro-

grams include imaginal exposure only (Tarrier et al., 1999).
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Stress inoculation training (SIT)

Anxiety management approaches were commonly utilized in research on female

crime victims. The most researched program for PTSD is SIT (Meichenbaum, 1974),

which was adopted for post-rape PTSD by Veronen and Kilpatrick (Veronen &

Kilpatrick, 1983). SIT for PTSD includes education about trauma-related symp-

toms as well as techniques for managing anxiety such as breathing and relaxation

training, cognitive restructuring, guided (task-enhancing) self-dialogue, assertive-

ness training, role-playing, covert modeling, and thought-stopping. Accordingly, a

therapist may assist a survivor of the 9/11 attack in New York in the development of

a range of anxiety management skills (e.g., breathing and relaxation training) and

the use of these techniques to manage anxiety in challenging situations, such as

returning to work in a tall building located in lower Manhattan. As with exposure

therapy, SIT programs vary from one another. Some include exposure component

(Veronen & Kilpatrick, 1983) and others do not (Foa et al., 1991). Number of ses-

sion also varies, as does the format in which SIT is conducted (group vs. individual).

Notably, the interest in studying SIT for PTSD has diminished in the past few years.

Cognitive therapy

Cognitive therapy for PTSD is derived from Beck’s model of treatment of depression

and anxiety (Beck et al., 1985). With PTSD, the goal of cognitive therapy is to teach

the patient to identify trauma-related or symptom-related irrational or dysfunctional

beliefs that may influence his/her response to a situation and lead to intense negative

emotion (Marks et al., 1998; Tarrier et al., 1999). The patient is taught to challenge

these thoughts or beliefs in a logical, evidence-based manner. Relevant facts that sup-

port/do not support the belief are examined and alternative ways of interpreting the

eliciting situation are considered. The therapist assists the patient to weigh the alter-

native interpretations and consequently decide whether the belief is helpful and

accurately reflects reality, and if not, to replace or modify it. For example, fears of

being a victim in a future terrorist attack and attendant avoidance of perceived “high

risk” situations would be addressed by examining the realistic probabilities for that

particular individual being at the future target site at the time of the future attack.

Here too, the program varies with respect to length and number of sessions.

Moreover, some cognitive therapy programs include an exposure component –

Cognitive Processing Therapy (e.g., Resick et al., 2002), Ehlers and clark’s cognitive

therapy (e.g., Ehlers et al., 2003) – whereas others do not (e.g., Marks et al., 1998).

“Unconventional” exposure and cognitive therapy programs

In addition to the above three categories of CBT programs that include compo-

nents of conventional cognitive behavioral therapy, the field of treatment of PTSD
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has witnessed a proliferation of programs that include components of “unconven-

tional” exposure and/or cognitive therapy. By unconventional, we mean that the

methods used to implement exposure and cognitive therapy and/or the rationales

given to the patient for the efficacy of the technique may differ in significant ways

from how these techniques have traditionally been implemented. In addition, these

unconventional programs may include distinct features, such as eye movements in

the case of EMDR, which are thought to make the treatment unique.

The most studied of these programs is EMDR (Shapiro, 1989, 2001). In EMDR,

the therapist asks the patient to generate images, thoughts, and feelings about the

trauma (exposure?), to evaluate their aversive qualities, and to make alternative

cognitive appraisals of the trauma or their behavior during it (cognitive therapy?).

As the patient at first focuses on the distressing images and thoughts, and later

focuses on the alternative cognition, the therapist elicits rapid, laterally alternating

eye movements by instructing the patient to visually track a finger rapidly waved

back and forth in front of his face. Originally, Shapiro regarded these eye move-

ments as essential to the processing of the traumatic memory (Shapiro, 1991). The

assertion about the cardinal role of the rapid eye movements component of the

treatment has not been supported by studies (Lohr et al., 1998; Cahill et al., 1999).

Recently, EMDR programs have replaced the eye movement components with

other procedures – patient alternating finger tapping for right to left hand – claim-

ing equivalent mechanisms underlying these various procedures (Shapiro, 2001).

Other programs also seem to include unconventional exposure and cognitive

therapy. One such program is Imagery Rehearsal Therapy for nightmares (Krakow

et al., 2001), where patients describe their nightmares in writing (exposure?),

modify the content of the nightmares (cognitive restructuring?), and then imagine

the original and modified dreams (exposure?). In another program, called Emotional-

Focused Therapy (Paivio & Nieuwenhuis, 2001), patients are involved in gestalt-

driven imaginal confrontation with abusive others (exposure?), access maladaptive

cognitions, and change their meaning (cognitive therapy?). A third program, called

Interapy (Lange et al., 2001), is conducted via the internet. Patients are instructed

to describe the traumatic event in writing (exposure?), to identify and challenge

cognitive appraisals about the trauma (cognitive therapy?), and to instruct a hypo-

thetical friend how to process a traumatic event (cognitive therapy?). In contrast to

programs that used conventional CBT and EMDR, each of these therapies has been

submitted to one controlled study with waitlist as the control condition.

In a comprehensive literature search of recent (1995–2003) outcome studies on

PTSD, Foa and colleagues (Foa et al., 2003) identified 21 well-controlled random-

ized studies that reported on the efficacy of 14 different protocols. We have not

included the SIT alone program because of lack of current interest in this program.

These studies seem to illustrate that with few exceptions, each researcher invented
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a new program. Some modifications were minor (e.g., number of sessions) while

others were extensive (e.g., writing vs. imagining the traumatic event). Confusing

matters even more, similar programs have been given different names – Foa’s and

colleagues’ “PE” program (Foa et al., 1999) vs. Marks’ “exposure therapy” program

(Marks et al., 1998) and different programs have been given similar names – Ehlers’

and colleagues’ “cognitive therapy” program, which includes imaginal and in vivo

exposure (Ehlers et al., 2003) vs. Tarrier’s and colleagues’“cognitive therapy” program

which includes identifying, challenging, and modifying distorted cognitions, but

explicitly avoided exposure procedures (Tarrier et al., 1999).

How can we create order out of the present chaos?

Foa (2003) noted that all 14 identified protocols included at least some variation of

exposure or cognitive restructuring, and that most programs combined exposure and

cognitive restructuring. They divided the exposure therapy programs into: (1) pro-

grams that include both in vivo and imaginal exposure, which they labeled Extensive

Exposure; and (2) programs they labeled Limited Exposure, which involve either

imaginal or in vivo exposure, or limited duration of exposure. Foa (2003) further

noted that there were two types of programs that combined exposure and cognitive

therapy: (1) programs that combined Extensive Exposure with Cognitive Therapy

(e.g., Marks et al., 1998; Foa et al., 2005); and (2) programs that combined Cognitive

Therapy with Limited Exposure (e.g., Resick et al., 2002; Ehlers et al., 2003). In this

way, the existing programs were organized into five categories of conventional CBT

and one category of programs involving unconventional exposure combined with

cognitive restructuring. These groups are summarized in Figure 26.1.

Table 26.1 summarizes the number of studies that included each of the treat-

ment conditions (N Conditions) and the total number of subjects that completed
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All active treatment programs have at least one of the following two ingredients:
Extensive or limited exposure
Cognitive restructuring

Active treatment programs can be organized into six types:
Extensive exposure (imaginal PLUS in vivo exposure)
Limited exposure (imaginal or in vivo exposure; use of brief exposures)
Cognitive therapy
Extensive exposure � cognitive therapy
Cognitive therapy � limited exposure
Unconventional combined exposure and cognitive therapy

•

•

Figure 26.1 Elements present in various treatments for PTSD and categorization of treatment

programs.



treatment in each of the conditions (N Subjects). Because studies have used different

instruments to assess PTSD symptoms, we selected from each study the primary

outcome measure, computed the percent change score for each treatment condition,

averaged these scores across the number of treatment conditions (average % change),

and then computed the average percent change for each of the six types treatment

conditions (group average % change). For example, three studies included a con-

dition that combined cognitive therapy with limited exposure, in which a total of

70 patients completed treatment. On average, this treatment resulted in a 67.74%

reduction on the severity of PTSD symptoms. Table 26.1 presents the same data for

several active control conditions and for waitlist/minimal attention control conditions.

Some of the more frequently used outcome measures were the PTSD Symptoms Scale

Interview (PSS-I) (Foa et al., 1993), Clinician Administered PTSD Scale (CAPS)

(Blake et al., 1990), and the Impact of Event Scale (IES) (Horowitz et al., 1979). For

each of these measures, either the patient or an independent evaluator rated the fre-

quency and/or severity of the patient’s PTSD symptoms to compute a total symptom

severity score.

Inspection of the average percent change for the six active treatment categories

and the various control conditions suggests four clusters. The most efficacious clus-

ter consisted of three treatments: cognitive therapy with limited exposure, extensive

exposure alone (imaginal and in vivo exposure), and extensive exposure therapy

combined with cognitive restructuring. Across all the studies that included one or

more of these treatment conditions, there was an average reduction of PTSD sever-

ity of approximately 63%. The second cluster averaged 49% symptom reduction
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Table 26.1. Average percent change in PTSD symptoms for different treatments for PTSD

Condition N conditions N subjects Average % change Group average 

% change

Cognitive therapy �

limited exposure 3 70 67.74

Extensive exposure 6 170 63.18 63.21

Extensive exposure �

cognitive therapy 8 172 61.39

UCEC 7 158 54.89

In vivo or imaginal exposure 4 78 41.94 48.88

Cognitive therapy 2 51 40.89

Relaxation 3 45 33.17

Supportive counseling 3 59 29.92 28.53

Affect management 2 38 20.86

Wait list/minimal attention 15 326 9.37 9.37



and included the unconventional combined programs, just imaginal or just in vivo

exposure programs, and cognitive therapy programs that excluded exposure. The

least efficacious clusters included active control conditions such as relaxation or

supportive counseling (29% symptom reduction) and waitlist or minimal atten-

tion controls (9% symptoms reduction). Interestingly, it seems that the efficacy of

cognitive therapy alone (40.89% symptom reduction) was improved by the addi-

tion of either limited exposure (67.74% symptom reduction) or extensive expo-

sure (61.39% symptom reduction). In contrast, the efficacy of extensive exposure

alone (63.18%) was not enhanced by the addition of cognitive therapy (61.39%).

It seems then that the inclusion of exposure to trauma-related material may be

necessary for maximizing treatment efficacy. While strong conclusions cannot 

be drawn from comparisons across studies, there is ample evidence to suggest that

the addition of various techniques to Extensive Exposure programs does not enhance

and perhaps impedes its efficacy (Foa et al., 2003).

Current status of psychosocial treatments for the prevention of chronic PTSD

Although the majority of trauma survivors recover without intervention, a signifi-

cant minority develops chronic PTSD (Rothbaum et al., 1992). It is widely believed

that a brief intervention administered in the acute aftermath of a traumatic event

can speed recovery and prevent the development of chronic PTSD. Two approaches

to facilitating recovery following a traumatic event that have been subjected to 

the most research: psychological debriefing and abbreviated cognitive behavioral

packages.

Psychological debriefing

Following the recently published Practice Guidelines from the International Society

for Traumatic Stress Studies (Bisson et al., 2000), the term psychological debriefing

is used in a general way to refer to very brief (one or a few sessions) interventions that

are typically applied shortly after a traumatic event (frequently within 48–72 hours,

but not necessarily) and which share a number of features, such as discussing the

facts of the traumatic event and the trauma-survivors’ perceptions of what hap-

pened; expressing thoughts, impressions, and emotional reactions; normalizing

the trauma-survivors’ reactions; and developing coping strategies for dealing with

the trauma and its sequelae. These interventions have been administered in groups

and in individual therapy settings. Although psychological debriefing is often offered

as a stand alone intervention, proponents of critical incident stress management

(CISM) (Everly et al., 2001), one particular type of brief intervention for acute

trauma reactions, have recently argued that group psychological debriefing should
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be offered as part of larger set of services that include follow-up individual coun-

seling sessions.

Results of randomized controlled studies of the effects of debriefing have repeat-

edly shown high levels of consumer satisfaction with the intervention. However, the

effects of debriefing on reducing specific trauma-related symptoms has not been

encouraging, with most studies finding either no differences between conditions

(Conlon et al., 1999; Rose et al., 1999) or finding less improvement for debriefing

than control conditions (Hobbs et al, 1996), particularly at long-term follow-up

(Bisson et al., 1997; Mayou et al., 2000). The strongest support for debriefing is a

study in which emergency medical service workers completed a PTSD symptom

questionnaire 3 months after responding to the 1992 Los Angeles civil disturbance,

some of whom had received a debriefing session shortly after the riot, others of

whom did had not. Debriefed participants endorsed significantly fewer PTSD symp-

toms than did non-debriefed participants. However, the absence of random assign-

ment and pre-intervention assessment of symptoms preclude any strong conclusions

regarding the efficacy of debriefing. Other studies cited as supportive of debriefing

also suffer from significant methodological limitations (McNally et al., 2003).

Brief CBT

Brief (i.e., four to five sessions) CBT beginning approximately 2 weeks after the

trauma has been shown to speed the rate of recovery in women victims of sexual

and non-sexual assault who met symptom criteria for PTSD (Foa et al., 1995) and

prevent the development of chronic PTSD in male and female accident survivors

and assault victims with ASD (Bryant et al., 1998, 1999, 2003). For the most part, CBT

in these studies consisted of a combination of PE plus elements of SIT. In Foa’s and

colleagues’ study, at 2 months after the assault only 10% of women receiving CBT

met criteria for PTSD vs. 70% of those in the assessment control group (Foa et al.,

1995). However at follow-up, natural recovery in the assessment control group

erased the superiority of CBT on PTSD outcome. Thus, CBT sped the rate of recov-

ery but did not reduce the incidence of chronic PTSD.

Across a series of three studies by Bryant and colleagues, between 8% and 20%

of participants receiving CBT met criteria for PTSD at the end of treatment and

between 17% and 23% at 6-month follow-up, compared to between 56% and 83%

immediately following supportive counseling and 58–67% at 6-month follow-up.

In addition, Bryant and colleagues compared the full CBT program with five ses-

sions of just the PE elements of the treatment and found no differences between

them (Bryant et al., 1999). Thus, as with studies of chronic PTSD (reviewed in the

previous section), exposure therapy, either alone or in combination with anxiety

management, is an effective treatment. In addition, there is no apparent benefit of

a combined treatment program compared to exposure therapy alone.
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Discussion

The study of reactions to trauma and their treatments has occupied a central place

in psychiatry and psychology since the beginning of the 20th century and continues

to draw the interest of clinicians and researchers to date. This work has led to a rich

and solid body of knowledge of how to treat PTSD and related disturbances effi-

ciently and effectively. Despite this remarkable achievement, it is important to note

that a minority of patients does not improve and many remain somewhat sympto-

matic. Thus, the search for enhancing treatment effectiveness should continue. We

suggest that this endeavor is best served by replicating the best existing programs

with various trauma populations and different cultures/ethnic populations as well

as by improving these programs rather than by inventing “new” programs.

The need to further improve outcome notwithstanding, our main challenge is to

disseminate the excellent programs we have developed to mental health profession-

als. Recent findings from a survey of clinicians who treat trauma survivors under-

score the need for dissemination of effective treatments for PTSD. With respect to

PE, the most widely studied program in the most effective cluster, only 20% of the

respondents noted that they felt somewhat or very comfortable using imaginal

exposure for PTSD, only 17% reported ever using this treatment, and only 4%

reported using it most of the time with PTSD. The main three reasons for not using

PE were: (1) limited training, (2) a preference for individualized, non-manualized

therapy, and (3) the fear that patients will decompensate (Becker et al., 2004).

Based on our review of the literature above and on the few studies that compared

several active treatments, we conclude that exposure therapy, SIT, cognitive processing

therapy (which includes writing the trauma and cognitive therapy), and various pro-

grams that combined exposure with cognitive therapy or SIT procedures produce

comparable and excellent outcome. Given limited availability of training resources,

what factors should influence the decision of which treatments should be dissemi-

nated? The first factor is the strength of the evidence for the efficacy of the program.

The excellent outcome of exposure therapy alone and in combination with SIT and

cognitive therapy has been evidenced in many studies across a wide range of trauma

populations. On the other hand, cognitive processing therapy and SIT alone have

fewer replications and their efficacy was proven in women assault victims only. The

second factor to consider for selecting treatments for wide dissemination is the sim-

plicity of the program. Presumably, a simpler program will require less time to learn

and will be more robust in the hands of non-experts. Given that combined treatments

have not yielded superior outcome to exposure therapy alone, this treatment seems a

better candidate for dissemination than more complex programs. A third considera-

tion is acceptability of the treatment to patients and its safety. As discussed in detail in

Cahill et al. (this volume), there is an erroneous impression that exposure therapy
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alone is less acceptable and less safe than other treatments (Pitman et al., 1996; Tarrier

et al., 1999; Cloitre et al., 2002). However, a full review of the available data does not

support this belief (Cahill et al., this volume). Thus, at present it seems that dissemi-

nation efforts should focus on exposure therapy. As described in detail in Chapter 27,

we are extensively involved in disseminating PE Program in several clinics that treat

trauma survivors and examine the success of its dissemination.
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The catastrophic events of September 11, 2001, significantly raised this country’s

interest in and concern about the psychological consequences of mass trauma and

for good reason. Epidemiological studies conducted 1 to 2 months after 9/11 reported

prevalence rates of posttraumatic stress disorder (PTSD) in Lower Manhattan of

between 7–11% (Galea et al., 2002; Schlenger et al., 2002), a much higher figure

than the 4% or less in the rest of the country (Schlenger et al., 2002). Other studies

documented an increase in stress-related symptoms across the entire country in

the immediate days and weeks after 9/11, although the prevalence of PTSD decreased

substantially with distance from ground zero (Silver et al., 2002; Blanchard et al.,

2004). In addition, there was a small, but statistically significant increase in the use

of psychiatric medications among people living in Manhattan in the month fol-

lowing the attacks on the World Trade Center (Boscarino et al., 2003) and a substan-

tial proportion (29%) of Manhattanites increased their use of alcohol, cigarettes, and

marijuana 5–8 weeks later (Vlahov et al., 2002). Individuals who increased their

substance use were more likely to experience PTSD and depression (Vlahov et al.,

2002). These studies serve to illustrate the significant psychological impact even a

single incident of terrorism can have and the need to have appropriate resources

available to assist those who develop significant psychological difficulties in the

aftermath of such an event.

There has been substantial progress over the last 15 years in the development and

validation of effective psychological treatments for PTSD. Yet, as we will discuss

later, the majority of mental health providers who treat trauma survivors are not

trained in or do not use these empirically supported treatments for PTSD. The cat-

astrophic events 9/11 therefore also serve to highlight the importance of wide dis-

semination of effective treatments in order to minimize the negative mental health

consequences of such incidents. In the remainder of this chapter, we will provide a

detailed description of one particular treatment program for PTSD, namely pro-

longed exposure (PE), summarize the research documenting its efficacy, and then



discuss the results of our ongoing attempts to disseminate PE to community ther-

apists and the obstacles we encountered in these efforts.

Description of prolonged exposure

The term exposure therapy is used here to refer to a general treatment strategy for

reducing anxiety that involves confronting thoughts, situations, activities, and people

that are feared and avoided although they are not inherently harmful. Exposure

therapy can be conducted in imagination, where the patient is instructed to visualize

the feared stimuli, or in vivo, where the patient actually confronts the feared stim-

uli in real life. Exposure therapy is an effective component of treatment for all of

the anxiety disorders. The term PE is used here to refer to a specific treatment pro-

tocol that has been developed and evaluated as a treatment for PTSD (Foa et al.,

1991, 1999; Foa & Rothbaum, 1998). PE is typically administered in nine to twelve

90-minute sessions delivered once or twice weekly.

The first two sessions consist of patient education about the nature of trauma,

common reactions to trauma, and factors that maintain posttrauma reactions;

assessment of the patient’s trauma history; providing a rationale for treatment by

exposure; formalizing details about the treatment plan (e.g., creating a hierarchy of

feared objects and situations); and training in controlled breathing. In vivo expo-

sure is discussed in depth in Session 2 and the first in vivo homework assignment

is conducted between Sessions 2 and 3. To monitor progress, the patient is instructed

to indicate his/her level of anxiety at the beginning and end of each in vivo expo-

sure exercise on a scale of subjective units of distress (SUDs) ranging from 0 to 100.

Imaginal exposure (IE) is introduced in Session 3. During Sessions 3–5, IE is con-

ducted in a manner that involves the patient describing the entire trauma memory

from beginning to end. Patients are instructed to close their eyes, vividly imagine

the traumatic event, and recount it in detail, including a description of what had

happened as well as the thoughts and emotions they experienced during trauma.

The IE is conducted in session for 30–60 minutes and is tape recorded each time

for the patient to listen to their story as part of daily homework. The therapist asks

the patients to indicate his/hers SUDs levels approximately every 5 minutes

throughout IE. Beginning in Session 5 or 6, IE is altered to focus on one or more

specific “hotspots” within the overall trauma narrative. By this point in therapy,

most patients have experienced some reduction in their anxiety while telling the

story, but there usually remain one or a couple of specific points during the trauma

narrative that are more distressing than the rest, which we refer to as hotspots. IE is

focused repetitively on these hotspots, one at a time, until anxiety to the hotspot is

substantially reduced. In the last session, IE involves putting the trauma story back

together again and telling the narrative from beginning to end.
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At the end of each IE session, the therapist spends 15–20 minutes discussing

with the patient his or her experiences during the imaginal reliving of the trauma,

including new information or insights that emerged from this experience. This

part of the session, called processing, aims at helping the patient to integrate the

new information and insights into their memory, thus attaining a more constructive

perspective about the trauma. A detailed description of the treatment is found in

Foa and Rothbaum (1998).

Efficacy of prolonged exposure and related programs for chronic PTSD

We at the Center for the Treatment and Study of Anxiety (CTSA) have been study-

ing PE for PTSD since the mid-1980s and have completed three outcome studies of

this treatment among women assault victims with chronic PTSD (Foa et al., 1991,

1999, 2005). In addition, we have developed and tested a brief treatment, consist-

ing of only four sessions of cognitive behavior therapy (CBT), to be administered

starting within 2–4 weeks of a trauma as a method to speed natural recovery (Foa 

et al., 1995, in Press).

In our first treatment outcome study, we found PE and another form of CBT,

stress inoculation training (SIT; Meichenbaum, 1974; Veronen & Kilpatrick, 1983),

to be more effective in treating PTSD than waitlist, while supportive counseling

(SC) was not more effective than waitlist (Foa et al., 1991). In addition, there was

some evidence that SIT was superior to PE immediately after treatment, while the

opposite appeared to be case at 3-month follow-up. Foa et al. (1991) interpreted

this pattern of differential outcome to suggest that the two treatments may operate

through distinct mechanisms and that combining the two treatments would opti-

mize outcome. This hypothesis was tested in our second study by comparing the

outcome of patients randomized to PE alone, SIT alone, the combination of PE

and SIT, and waitlist control (WL) (Foa et al., 1999). On the whole, all three active

treatments were very effective whereas the waitlist condition was not. Contrary to

expectations, we did not replicate the differential effects of PE and SIT at post-

treatment or follow-up. Instead, regardless of whether assessments were at post-

treatment or follow-up, PE was found superior to SIT on some measures while on

other measures the two treatments did not differ from one another. Also contrary

to expectation, there was no evidence that combining PE and SIT improved outcome.

However, equating treatments on variables such as treatment length and time 

with therapist made PE/SIT a fairly demanding treatment for both patient and

therapist: patients engaged in IE for the same amount of time as did the patients in

PE alone, followed by instruction and practice of each coping skill of SIT. Thus the

PE/SIT sessions were jam-packed with tasks and therapists reported that they

sometimes sensed “information overload” in patients. It is possible that this format
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decreased efficacy of the combined treatment. But not all patients that received PE

do well and augmentation strategies are still relevant.

Therefore, in our third study, we compared PE alone to a program that included

PE and cognitive restructuring (CR), which we thought to be the most vital or

important ingredient of SIT, thus reducing the complexity of the combined treat-

ment. To test the hypothesis that the simplified combined treatment would augment

the efficacy of PE alone, we randomly assigned women with PTSD to PE alone, PE

combined with CR, or WL. Results showed that PE and PE/CR were highly and

equally effective at reducing PTSD and depression, and anxiety compared to wait-

list. As in the earlier study, combined treatment was not superior to PE alone (Foa

et al., 2002a, b). Similar results were reported by Paunovic and Ost (2001) who also

compared PE with PE plus CR and found that both treatments produced signifi-

cant improvement, but PE/CR was not superior to PE alone.

Resick et al. (2002) compared PE with cognitive processing therapy (CPT), a

form of cognitive therapy originally developed for rape survivors (Resick &

Schnicke, 1992) that focuses on the themes of safety, trust, power, esteem, and inti-

macy. Because Resick and Schnicke considered it important that rape survivors 

feel the emotions associated with the assault, CPT also includes an exposure com-

ponent of repeated writing and reading the trauma narrative. This exercise was

designed to encourage expression of affect and to ensure that all the important

trauma-related feelings and associated beliefs would be elicited. Resick et al. (2002)

found that, compared to waitlist, both PE and CPT produced large improvement

in PTSD severity and depression, and there were no significant differences between

groups on these measures.

Rothbaum (2005) compared PE with eye movement desensitization and repro-

cessing (EMDR). Results revealed that, compared to waitlist, both treatments pro-

duced significant improvement in PTSD, depression, and anxiety. Although the

treatments did not differ at the posttreatment assessment, PE was superior to EMDR

on a composite measure of good and state functioning at 6-month follow-up.

Marks et al. (1998) also developed and tested an exposure therapy protocol that

combined imaginal and in vivo exposure. However, in contrast to PE where the two

modalities were administered simultaneously, they were administered sequentially

in the Marks et al. protocol. The first five sessions were confined to in-session IE

and corresponding homework, followed by five sessions of in-session, therapist

assisted in vivo exposure, and corresponding homework. Patients in this study,

whose PTSD resulted from a variety of traumas, were randomized to exposure

alone, CR alone, combined exposure and CR, or relaxation training. They found that

exposure, CR, and the combination of exposure and CR were highly and equally

effective and were superior to relaxation. Follow-up evaluations conducted 3 and 6

months after treatment indicated that patients treated with exposure, either alone
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or in combination with CR, continued to show decline in PTSD symptoms over

time at a greater rate than those treated with CR alone. Taylor et al. (2003) utilized

an eight-session variation of the Marks et al. (1998) exposure therapy protocol (four

sessions devoted to each to imaginal and in vivo exposure) and compared it with

EMDR and relaxation. Significant improvement was obtained in all three groups.

Exposure therapy was found to be significantly superior to relaxation, whereas

EMDR did not differ from either relaxation or exposure therapy.

Prevention of chronic PTSD/treatment of acute stress disorder

Brief (i.e., four to five sessions) CBT beginning approximately 2 weeks after the

trauma has been shown in several studies to either speed the rate of recovery (Foa

et al., 1995, in press) and prevent the development of chronic PTSD (Bryant et al.,

1998, 1999, 2003). For the most part, CBT in these studies consisted of a combina-

tion of PE plus elements of SIT. In the first study, Foa et al. (1995) administered

four 90-minute sessions of CBT to a group of female sexual and non-sexual assault

victims meeting symptom criteria for PTSD. Results indicated that treatment

accelerated participants’ speed of recovery. Specifically, 2 months after the assault,

only one of the ten (10%) participants in the treatment group met criteria for

PTSD, which was significantly less than the seven out of ten (70%) women in a

matched comparison group who simply underwent repeated assessments. Three

months later, however, one of the nine CBT participants who completed the fol-

low-up met criteria for PTSD (11%), which was not different from two of the nine

control participants (22%) who were also reached for follow-up. In a replication

and extension of this study, Foa et al. (in press), found that female survivors of

sexual assault who received brief CBT had a greater decrease in self-reported PTSD

severity and a trend toward lower anxiety immediately after treatment than partic-

ipants who received SC. At 3-month follow-up, participants in the CBT condition

evidenced lower general anxiety than those in the SC condition and a trend toward

lower self-reported PTSD severity. However, at the last available follow-up, no differ-

ences were detected between brief CBT and SC, and neither condition was different

from an assessment only comparison group.

Using a modified version of the Foa et al. (1995) CBT program, Bryant et al. (1998,

1999, 2003) conducted three studies investigating the efficacy of five 90-minute

sessions of CBT compared to SC among individuals meeting criteria for acute

stress disorder (ASD) subsequent to motor vehicle and industrial accidents and

non-sexual assault. Harvey and Bryant (1998) had previously found that 78% of

motor vehicle accident victims who met full diagnostic criteria for ASD immediately

after the trauma met criteria for PTSD 6 months later, as did 60% of participants who

were classified as “sub-clinical”ASD, which contrasted with only 4.3% of participants
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who did not meet the criteria for either classification. Across the three treatments

studies by Bryant and colleagues, between 8–20% of participants receiving CBT

met criteria for PTSD at end of treatment and between 17–23% at 6-month 

follow-up, compared to between 56–83% immediately following SC and 58–67%

at 6-month follow-up. In addition, Bryant et al. (1999) compared the full CBT pro-

gram with five sessions of just the PE elements of the treatment and found no dif-

ferences between them. Thus, as with studies of chronic PTSD, both exposure

therapy alone and in combination with anxiety management is an effective treat-

ment, and there is no apparent benefit of a combined treatment program compared

to exposure therapy alone.

Availability of exposure therapy: the need for and barriers to dissemination

The existence of effective treatments for PTSD such as PE and other forms of CBT

is of little benefit to consumers of mental health services unless mental health care

providers are trained in and use these treatments. Becker et al. (2004) surveyed a

large sample of psychologists regarding whether they have treated patients with

PTSD, whether they were trained in and used IE with their PTSD patients and, if

not, their reasons for not using IE. The most common theoretical orientations of

respondents were eclectic (37%), psychodynamic/analytic (28%), behavioral/

cognitive-behavioral (21%), and cognitive (9%). Sixty-three percent of the sample

reported having treated more than 11 patients with PTSD, yet only 27% of the

sample had been trained in the use of IE for PTSD. Given that the efficacy of expo-

sure therapy in treating other anxiety conditions has been known since the end of

the 1960s, (phobias, social anxiety, obsessive-compulsive disorder), it is important

to note that even fewer respondents (12%) had been trained in the use of IE in the

treatment of other anxiety disorders. Only 9% of respondents reported using IE

with the majority of their patients with PTSD. Thus, not only are the majority of

therapists who see patients with PTSD not trained in the use of exposure therapy,

even fewer regularly use exposure therapy to treat PTSD. Why is that?

The three most frequently endorsed reasons for not using exposure therapy to

treat PTSD were lack of training (60%), resistance to using manualized treatments

(25%), and fears that patients would decompensate from the treatment (22%).

Although we are not aware of similar surveys with regard to other specific empiri-

cally supported treatments for PTSD, such as CPT and SIT, it is likely that their use

is equally limited by lack of training and clinicians negative attitude towards man-

ualized treatment. The third factor, safety, is of course an extremely important

issue for any treatment, although this concern seems to get raised more frequently

regarding exposure therapy than for other treatments for PTSD. Thus, the question

is not simply whether there are risks associated with the use of exposure therapy

480 Shawn P. Cahill et al.



for PTSD, but how those risks compare to other treatments for PTSD as well as

how those risks compare to withholding treatment.

Evaluating the safety of exposure therapy for PTSD

Until recently, the primary evidence offered in support of concerns about the

safety of exposure therapy has been a widely cited case series in which Pitman et al.

(1991) described six cases in which symptom exacerbation were noted taken from

an ongoing treatment trial of IE therapy for PTSD among veterans (see Pitman 

et al., 1996). However, the study from which the case series was obtained did not

include a control condition. Therefore, it is unknown how many veterans would

have experienced an acute exacerbation of their symptoms during the study 

period had they not received treatment. Moreover, each of the patients received 

some additional treatment (e.g., medication, additional psychotherapy) after their

treatment with exposure therapy and showed improvement. Because all of the

patients were in the Veterans Administration (VA) system before receiving PE, and

presumably had been treated with routine treatments without much improve-

ment, it is possible that PE actually enhanced the responsiveness to the subsequent

treatment.

More recently, Tarrier et al. (1999) conducted a randomized-controlled trial

comparing IE with cognitive therapy and reported that, despite overall comparable

outcome on measures of PTSD prevalence and severity, anxiety, and depression,

significantly more patients treated with IE (31%) showed “symptom worsening”

over the course of the study compared to cognitive therapy (9%). Taken on face

value, these data would seem to support concerns about the safety of exposure

therapy in the treatment of PTSD. However, several considerations caution such a

conclusion. First, the operational definition of symptom worsening was a post-

treatment PTSD severity score greater than the corresponding pretreatment score

by one or more points and Tarrier et al. did not report the mean increase in PTSD

severity scores. Given that an increase of just one point is easily within the meas-

urement error of the instrument (the Clinician Administered PTSD Scale), it is not

clear whether this index reflects actual symptom worsening or is better thought of

as a measure failure to improve (see Devilly & Foa, 2001 for an extended discus-

sion). Second, Tarrier et al. did not include a waitlist condition, therefore it is not

possible to determine whether the observed rates of symptom worsening/failure 

to improve observed in the IE condition represents an increase, decrease, or no

change from what would have been observed had treatment been withheld. Third,

the question must be raised as to whether the Tarrier et al. (1999) results can be

generalized to other samples and other measures of psychopathology that are cor-

related with PTSD (i.e., depression, general anxiety).
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Subsequent research has failed to support the potential concerns about the

safety of exposure therapy raised by the Tarrier et al. study. Cloitre et al. (2002)

investigated the efficacy of a treatment that sequentially combines skills training in

affect and interpersonal regulation (STAIR), based on principles of Dialectical

Behavior Therapy (Linehan, 1993), with IE to treat PTSD in women victims of

childhood abuse. Applying the Tarrier et al. definition of symptom worsening,

Cloitre and colleagues reported that 4.5% of patients receiving STAIR/IE had some

increase in PTSD severity following treatment compared to 25% in the waitlist

comparison group. While limitations on the design of this study preclude conclu-

sions about whether or not the low rate of symptom worsening can be attributed

to treatment with STAIR prior to administering exposure, the results do illustrate

that treatment with exposure therapy does not necessarily result high rates of

symptom worsening. Taylor et al. (2003) also investigated symptom worsening fol-

lowing treatment in their study comparing imaginal plus in vivo exposure with

EMDR and relaxation. Rates of symptoms worsening were uniformly low across

conditions (0%, 7%, and 7% respectively).

We (Cahill et al., 2003) recently analyzed data from the Foa et al. (1999) study of

PE vs. SIT vs. PE/SIT vs. waitlist and our recently completed comparing PE alone vs.

PE with CR (PE/CR) vs. waitlist (Foa et al., 2005). Across 162 participants who

completed one of active treatments, only one person (0.6%) showed symptom

worsening defined as an increase in PTSD severity by one or more points on 

the PTSD Symptom Scale – Interview (PSSI), our primary outcome measure.

Interestingly, that one person had received the PE/SIT combination, not PE alone.

In the waitlist conditions, three out of 39 participants (7.7%) showed symptom

worsening. Cahill and colleagues also investigated symptom worsening across self-

report measures of depression and general anxiety. Only 6 out of 1591 participants

receiving active treatment (3.8%) showed an increase on depression, compared to

11 out of 36 waitlist participants (30.6%). For general anxiety, the corresponding

numbers were 12 out of 159 active treatment participants (7.5%) and 13 out of 34

waitlist participants (38.2%). Combining across measures, there were a total of 16

out of 159 active treatment participants (10.1%) who showed worsening on one or

more measures, compared to 20 out of 35 waitlist participants (57.1%). Across the

active treatments, rates of symptom worsening on at least one of the three measures

were 6.8% for PE alone, 10.5% for PE/CR, and 27.3 for PE/SIT.

The results from the studies by Cloitre and colleagues and Taylor and colleagues,

along with the analyses from two of our studies all found low rates of symptom
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worsening associated with treatment, regardless of the type of treatment and failed

to support the hypothesis that exposure therapy was associated with a greater risk

of symptom worsening than other treatments (Cloitre et al., 2002; Taylor et al.,

2003). Indeed, the studies that included WLs would suggest that, if anything, it is

withholding treatment that is associated with symptom worsening. None of these

analyses takes into consideration that an increase of just a single point or even a

few points could reflect measurement error, rather than actual worsening of symp-

toms. Therefore, Cahill et al. also investigated instances of “reliable” symptom

worsening, defined as an increase from pre to posttreatment that was as large or

larger than the standard error of the difference between two measurements (cf.

Devilly & Foa, 2001). Across all measures, there were 19 instances of symptoms

worsening, defined as at least a one-point increase, among participants receiving

an active treatment. Six of those instances (32%) met the criteria for reliable symp-

tom worsening, one person in each of the PE, PE/CR, and SIT conditions and three

in PE/SIT. In the waitlist conditions, there were 27 instances of worsening by at

least one point, 9 of which (33.3%) met criteria for reliable worsening.

In summary, the primary evidence used to support concerns about the safety of

exposure therapy for PTSD have been cases studied from Pitman et al. (1991) and

the Tarrier et al. (1999) results, neither of which included an appropriate comparison

condition to determine how frequently symptom worsening occurred when treat-

ment was withheld. Other investigations have failed to replicate the high rate of

symptom worsening observed in the Tarrier et al. exposure therapy condition and

have not found exposure therapy to be associated with higher rates of symptom

worsening than other forms of treatment. In addition, studies that included waitlist

conditions found that, if anything, withholding treatment was associated with

increased risk for symptom worsening. Finally, the analysis by Cahill et al. found that

even when “symptom worsening” was observed, the increase was generally small and

easily within the margin of measurement error. The frequency of a significant exac-

erbation in symptoms was in fact relatively rare, even in the waitlist conditions.

Evaluating efforts to disseminate CBT for PTSD

Clinicians commonly report that although they are attracted by the efficacy and effi-

ciency of exposure therapy, and are interested in using it with their PTSD patients,

they are also concerned about being able to implement it independently. We have

trained many professionals of various disciplines in workshops. With few exceptions,

training time in these workshops vary from 2 hours to 2 days. We are fairly certain

that a sizable number of these clinicians do not end up using PE in their practices.

Many clinicians commented that although the workshops were quite informative,

their confidence at implementing PE would be increased by extending the workshops.
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Even many of those who received an extended workshop (3–5 days) expressed a

desire for ongoing consultation or supervision by knowledgeable clinicians.

In many cases, we concur. An intensive workshop is often adequate training for

clinicians who are already trained in CBT strategies and who have been using it for

other disorders in general and for anxiety disorders such as phobias and panic dis-

order in particular. These clinicians are often already grounded conceptually and

experientially in the exposure model of treatment and can readily apply the prin-

ciples and the procedures to PTSD patients. But for those who have been trained in

very different models of therapy – psychodynamic, systems, SC – learning to apply

PE in their practices frequently involves thinking and working with patients in a

whole new way.

This can be challenging even for seasoned therapists, and many clinicians would

be more comfortable learning to use PE with their first few cases while under

expert supervision. This is because PE, like other CBT treatment programs, differs

from traditional therapies in several important ways. First, CBT programs focus on

reducing specific symptoms whereas the focus of other types of therapies may be

on processes such as therapist–patients relationship, or on providing support to

the patient in order to increase immediate comfort level. Second, the agenda of

CBT sessions is largely defined by therapists, whereas in traditional therapies the

treatment agenda is often dictated by the patient. Third, many CBT programs,

including PE, follow detailed protocols that specify the content and the techniques

that are utilized in each session, whereas traditional therapies do not follow specific

protocols. Thus, non-CBT therapists need to learn not only how to conduct imagi-

nal and in vivo exposure, but also how to take an active role in implementing the

protocol and preventing the patients from setting their own agenda, how to instruct

patients in doing home exercises, etc.

As reviewed above, the efficacy and efficiency of PE has been demonstrated in

numerous studies both in the USA and abroad. Therefore, the next crucial task is to

develop and test models of training and dissemination of PE to clinicians working in

community settings. Based on our own work and a review of the literature, two dis-

semination models have emerged. In the first model, experts provide intensive train-

ing and direct, ongoing supervision of the therapists that will be administering the

treatment. In the second model, experts provide the intensive initial training of the

therapists but ongoing supervision of the therapists and initial training of new ther-

apists is provided by local supervisors, who with time become experts themselves.

Model I: Intensive initial training of therapists followed by ongoing expert supervision

We recently completed a study (Foa et al., 2005) that utilized this model to dis-

seminate PE with and without CR to two community-based clinics in Philadelphia:

women organized against rape (WOAR), a clinic whose mission includes support
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and treatment of sexual assault victims, and the sexual assault counseling and edu-

cation (SACE) division of Temple University’s Counseling Center. Prior to our

involvement with WOAR and SACE, their treatments consisted of individual and

group SC, which was present-focused and aimed at helping sexual assault victims

cope with their reactions to the trauma and their daily-life stressors. Group ther-

apy, in which 5–8 women were seen in closed groups that ran for 10 weeks, utilized

social support, normalization of reactions to assault, and exercises designed to heal

and empower the group members.

The community therapists who participated in this first dissemination study

were women with Master’s degrees in counseling or social work. They had all been

working with survivors of sexual assault for several years, and were extremely com-

mitted and active advocates for women rape victims. None were previously trained

in cognitive behavioral interventions and none had prior research skills or experi-

ence in delivering manualized treatment protocols. In fact, some of them were out-

spoken about their reservations regarding the ethics of doing research with rape

victims and were initially reluctant to use manualized treatments with their clients.

Interestingly, they were not opposed to the concept of using exposure therapy with

rape survivors: they accepted the notion that confronting painful memories, images,

and feelings promotes healing.

In the first step of our dissemination of PE to WOAR and SACE, CTSA experts

provided the community therapists with a 5-day intensive workshop. In the first

day, participants were provided with background into the theory and efficacy data

supporting the use of PE in the treatment of PTSD. In the remaining days, they

were provided with instruction in the administration of PE interventions. The sec-

ond and third days were devoted to teaching and practicing how to deliver the

overall rationale for the treatment, rationales for imaginal and in vivo exposure,

and how to implement the two forms of exposure. This was done via detailed

instructions of “how to do it”, watching excerpts from videotapes of expert thera-

pists demonstrating each aspect of PE, and role plays in small groups. Therapists

were also trained in how to treat patients who present with under-engagement or

over-engagement with the traumatic memory (i.e., portraying too little or too

much distress during reliving of the traumatic memory), how to address motiva-

tional problems such as non-compliance with homework instructions, and how to

address therapists’ distress and fatigue. A second week of intensive training was

devoted to CR and was conducted by Dr. David M. Clark of London, England, and

the CTSA experts. This training in how to implement CR was tailored to working

with trauma survivors and began with a detailed theoretical presentation of the

profound impact trauma has on the survivor’s thoughts and beliefs about the self,

others, and the world. It is important to note that an integral part of our training

has been to familiarize the clinicians with assessment tools to measure PTSD and
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related symptoms before and after treatment in order to evaluate the results of the

treatment and to emphasize the importance of such assessment.

Each therapist then completed at least two training cases under intense supervision

by a CTSA supervisor. Supervision was conducted weekly for 3 hours by CTSA

experts on the premises of the community sites. All therapists working in the study

attended the supervision sessions, in which each ongoing case was discussed, and

videotapes of that week’s therapy sessions were viewed. After completion of the

training cases, female sexual assault victims seeking services through the usual refer-

ral networks were invited to participate in a study that involved random assign-

ment to treatment with nine to twelve sessions of PE alone, PE combined with CR,

or to waitlist followed by active treatment with PE or PE/CR. For the first 2 years of

the study, the CTSA experts conducted 2-day booster workshop every 6 months in

which all therapists from both community clinics presented cases and videotapes

of therapy sessions. Throughout the course of the 6-year study, a CTSA supervisor

continued to provide weekly supervision to the WOAR and SACE therapists as

described above.

In parallel fashion, participants were also recruited through the CTSA and ran-

domly assigned to PE, PE/CR, or WL provided by CTSA therapists with expertise

in CBT for PTSD. The CTSA therapists also participated in weekly supervision that

included discussing ongoing cases and viewing the videotapes of therapy sessions.

Indeed, the supervision established at WOAR and SACE was modeled after our

standard supervision practices at the CTSA. As noted above in the section on the

efficacy of PE, the results from this study revealed that, compared to WL, both

treatments were very effective in reducing symptoms of PTSD and depression.

Also, contrary to expectations, PE/CR was not superior to PE alone. Of greatest 

relevance to evaluating our success at disseminating PE, comparisons between 

participants seen at the CTSA with those seen in the community settings indicated

that both samples were similar in their pretreatment levels of PTSD and depression

and, most importantly, there were no differences in treatment outcome between

the two sites. On average, participants treated by community therapists under

CTSA supervision showed the same reduction in symptoms as participants treated

by CTSA expert therapists.

We are currently conducting two additional dissemination studies in Philadelphia.

The first study is a continuation of the work with WOAR therapists in which the

weekly supervision by CTSA experts has been replaced with supervision by one of

WOAR’s senior clinical staff members who was a therapist in the previous study

and thus was supervised by the CTSA experts. The aim of this research is to deter-

mine whether therapists at WOAR can maintain adherence to the treatment pro-

tocol without intensive involvement of experts and to compare the outcome they

achieve with internal supervision to that achieved with intensive expert supervision
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in the previous dissemination stage. In the second study, the basic training and

intensive supervision procedures that were given to WOAR are being replicated

with another community mental health agency, the Joseph J. Peters Institute. If the

initial dissemination to this new clinic is successful, we will withdraw expert super-

vision in order to examine the ability of the agency to maintain their level of treat-

ment adherence and outcome with internal supervision.

In another application of this model, several members of the CTSA were involved

with training a group of New York City therapists in the use of PE for individuals

suffering significant symptoms of PTSD after the attacks on the World Trade

Center. This training was part of a larger program sponsored by the New York

Times Foundation to bring in a variety of experts in trauma and PTSD to provide

therapists in New York City familiarity with a variety of treatment modalities for

PTSD and other psychological difficulties (e.g., complicated bereavement). In addi-

tion, we conducted a collaborative research project with the Mount Sinai School of

Medicine designed to compare the efficacy of a brief course of PE (four sessions)

to that of SC. The study lasted approximately 1 year, with data collection beginning

in January of 2002. The therapy sessions were video or audiotaped and supervisors

from the CTSA reviewed each tape and provided therapists with weekly supervi-

sion conducted through weekly telephone calls and frequent trips (approximately

every 2 to 3 weeks) to New York for direct group supervision where videotapes of

therapy sessions were viewed and discussed. Assessments were conducted before

and after treatment and at follow-up. While data analyses have not been completed,

the clinical impression of the CTSA supervisors is that both brief interventions

seemed to be quite effective in alleviating PTSD symptoms and associated depression.

An ongoing multi-site study that compares PE to present centered SC. PCT is

being conducted within the Cooperative Studies Program of the VA by Paula P.

Schnurr, Ph.D., Matthew J. Friedman, M.D., Ph.D., and Charles C. Engel, M.D.,

M.P.H. The purpose of this study is to evaluate the efficacy of these treatments in

ameliorating PTSD and associated problems in female veterans and active duty

military personnel. Our role in this study is to train and supervise the therapists

who provide PE. Here again, the model for training was an intensive 5-day training

workshop for a group of 25 therapists who were designated to administer the PE

treatment, followed by ongoing supervision of training and study cases by PE

experts. Supervisors watch session videotapes and provide the therapists regular

feedback and supervision via telephone. No data are yet available on the outcome

of this study.

A similar model for training therapists to provide cognitive therapy based on

Ehlers’s and Clark’s (2000) model of PTSD was utilized by Gillespie et al. (2002) for

survivors of the 1998 car bombing of Omagh in Northern Ireland. Shortly after the

bombing, community therapists were given intensive training in this form of
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cognitive therapy, which includes exposure therapy and behavioral experiments in

addition to more traditional cognitive therapy techniques. The five study thera-

pists came from varying backgrounds (psychiatry, nursing, and social work) and

none had previously specialized in psychological trauma. Initial training consisted

of three steps. First, there were several phone consultations with David M. Clark to

identify key therapeutic procedures and discuss how they were to be applied to the

current circumstances. Second, there was a lecture on PTSD and cognitive models of

PTSD. Third, Dr. Clark and his colleagues conducted a 2-day workshop in Omagh.

In addition regular ongoing supervision was provided locally by a CBT expert

(Gillespie) and by Clark and colleagues via teleconferencing technology once every

4–6 weeks. Although the treatment permitted flexibility in the total number of ses-

sions, the median number of sessions was eight and 76% of participants completed

treatment within 15 sessions. On average, participants displayed a 64% reduction in

PTSD severity, ranging between 20–100% reduction. These results are comparable to

those obtained in a randomized-controlled trial completed by Ehlers et al. (2003).

In summary, the existing evidence suggests a dissemination model that includes

an intensive several day workshop and ongoing supervision by experts on CBT for

PTSD can be quite effective. Indeed, it has been heartening to witness the natural

ripple effect that our work at WOAR has had in the Philadelphia rape-treatment

community. PE has been adopted as one of the primary treatment interventions

for survivors of rape and childhood sexual abuse at WOAR and the therapists and

administrators who were originally trained for the dissemination study have con-

tinued training community clinicians in the use of PE. The WOAR clinicians have

become staunch PE advocates and educators. In fact, when experts in the CTSA

developed a PE protocol for children, WOAR clinicians immediately began to use

it with their sexually abused clients and are currently collecting data on the efficacy

of this treatment. In an initial group of seven children (ages 7–15 years) treated

with the pediatric PE manual, five showed clinically meaningful improvement, with

an overall average of 58% reduction in PTSD symptom severity. However, formal

evaluation of the protocol in the context of a randomized-controlled study has yet

to be conducted. Therapists at WOAR also took the initiative to have the PE man-

ual translated into Spanish, and used the translated manual to train local Latino

community therapists so that Spanish-speaking clients can also benefit from this

treatment. They have even developed and begun using a PE intervention program

for incarcerated women with PTSD.

While it has been very gratifying to see this outgrowth, our experience is that the

method of disseminating PE we used in community settings in Philadelphia is labor

intensive and requires the proximity of the expert site in order to provide the training

for an extended period of time. This requirement combined with the high cost of such

intense and long expert supervision may limit the practicality of this training model.
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Model II: Intensive initial training of therapists and a local supervisor

A second model of treatment dissemination aims at reducing experts’ involvement

in the dissemination process, thus not only limiting costs, but also enabling 

dissemination to places that do not have access to local experts. In this model, com-

munity clinicians come to train in expert clinics for various length of time, with

the expectation that they will go back to their communities where they will train

and supervise local clinicians in the delivery of CBT treatments, but no efforts were

made to systematically follow-up and evaluate the success of this dissemination

method. At the same time, experts provide workshops outside their city on CBT

treatments of anxiety disorders. To our knowledge, no systematic evaluation has

been conducted about the impact of the training and the workshops on treatment

delivery.

A more systematic dissemination program has been instituted in Israel in the

past 2 years. As in other countries, over the years one of us (EBF) has delivered

numerous workshops on PE in Israel, varying from 3 hours to 2 days, with no

efforts to evaluate the impact of these workshops. After the onset of the Aktza

Intifada at the end of September 2000, and with the increased number of victims

exposed to terrorists attacks or combat, the interest in training therapists to deliver

effective short-term treatment for PTSD has increased significantly, and this inter-

est has taken two forms. First, clinicians working in treatment centers for recent

victims of terrorist attacks and/or patients with combat-related PTSD have applied

for training at the CTSA, lasting between 2 to 5 weeks. Second, organizations (e.g.,

hospitals, universities, the Joint Distribution Committee) and government institu-

tions (e.g., the Ministry of Defense) sponsored 3–5-day workshops for clinicians

whose work focuses on trauma-related psychological disturbance, with an empha-

sis on PTSD.

In the remainder of this section, we describe these dissemination efforts by dis-

cussing in detail the program that has been sponsored by the Joint Distribution

Committee under the direction of Dr. Ruth Ragulant-Levy. The Joint Distribution

Committee is an American Jewish charitable organization that funds a number of

aid programs. The program to disseminate PE was built in part on our accumula-

tion of experiences described previously with the training of therapists at WOAR,

the New York therapists following 9/11, and the ongoing VA study. The training

sponsored by the Joint Distribution Committee began in July, 2002, with a 5-day

workshop for 35 therapists who work in clinical centers for trauma victims (e.g,

the PTSD unit in the Israel Defense Forces (IDF), social security clinics, hospitals).

Five trainers participated in the workshops, two faculty of the CTSA, and three cli-

nicians who had been trained at the CTSA in PE for various lengths of time prior

to the workshop. The content and form of the workshops were based on those used

in training therapists at WOAR, New York, and the VA.
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After the workshops, three supervision groups were formed, one in Hadassah

hospital in Jerusalem; one in Tel Hashomer, a hospital near Tel Aviv; and one in the

Kiriat Shmona Trauma Center, situated near the northern borders with Lebanon. The

Hadassah and Tel Hashomer groups were supervised by a clinician who previously

trained at the CTSA. Dr. Yadin from the CTSA supervised the Kiriat Shmona group

via weekly teleconferences. Six months after the 5-day workshop, there was a 2-day

meeting with the original participants, where videotapes and audiotapes from PE

sessions were presented and discussed by a CTSA expert (EBF). The supervision

groups meet regularly to date, viewing tapes and discussing the patients’ treatment

plans and progress. Although we remain available for consultation to the supervi-

sors on an as-needed basis, our involvement as consultants at this point has been

very limited. In July 2003, again under the auspices of the Joint Distribution

Committee, two experts from the CTSA, with the help of two Israeli psychologists

who had been trained in the CTSA, replicated the 5-day workshop with 35 addi-

tional therapists who work in Afula Hospital, which serves many victims of terror-

ists attacks. Two clinicians, a psychologist and a psychiatrist from the army who

participated in the first 5-day and have treated a number of PTSD patients with PE,

recently received 3-weeks training at the CTSA with the goal of becoming the

supervisors of the Afula group.

Results from the first 10 patients treated by the Tel Hashomer group were pre-

sented in the Annual Meeting of the Israeli Psychiatric Association (Nacasch et al.,

2003). Patients were all men, most had chronic PTSD related to combat, some had

suffered from PTSD symptoms for 30 years and were in psychiatric treatment for

many years with no or little improvement. After 10–12 sessions of PE, the mean

reduction of symptoms was 58%. The outcome was quite impressive and is com-

parable to that of our clinic and at WOAR with women victims of sexual and non-

sexual assault. Thus, although our experience with this second dissemination method

is more limited at this point, preliminary results attests to its success. We hope that

this model will provide a solution to the limitations noted of the first model, par-

ticularly with regard to creating a local culture of expertise, training, and supervi-

sion that will be able to be sustained without extensive involvement with outside

experts.

Summary and conclusions

While the catastrophic events of September 11, 2001, may have heightened general

awareness about the consequences of mass trauma, it has specifically heightened

our awareness of the need for effective dissemination of empirically supported

treatments for PTSD. Our research group together with other research groups in

the USA, Canada, the UK, the Netherlands, and Australia have built a solid data
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base demonstrating the efficacy of cognitive behavior therapies across a wide range

of trauma populations (e.g., veterans, crime victims, accident survivors; see also

Foa & Cahill, this volume). However, these treatments are not yet widely available

to consumers of mental health services. Three factors that contribute to the

unavailability of empirically supported treatments for PTSD. First and foremost is

lack of training. Although, as noted above, members of the CTSA faculty regularly

offer 1- and 2-day workshops in the use of PE for PTSD, our strong impression is

that such trainings serve to heighten many therapists interest in PE, but neither

they nor we feel such training is generally adequate to learn how to effectively

implement PE. Indeed, in our dissemination research where we have obtained pos-

itive results, the level of initial training and ongoing supervision has been far more

extensive than a 2-day workshop. We are actively studying methods to disseminate

PE to a variety of different agencies in order to develop a model that is both effective

and efficient. The method of intensively training therapists and providing ongoing

supervision over an extended period of time has proven effective, but is very time

consuming. As we have demonstrated, an alternative model is to intensively train

the first generation of therapists via a 4- to 5-day workshop and to provide even

more intense training (2–5 weeks) and extended consultation to clinicians who will

serve as local supervisors. While we have less formal experience with this model, it

seems to be promising as both an effective and a more efficient method of creating

local, self-sustaining expertise.

The other two factors impeding dissemination of empirically supported treat-

ments for PTSD involve negative attitudes by therapists toward manualized thera-

pies and concerns about the safety of PE. In our own approach to utilizing and

teaching manualized PE, we emphasize the need for therapists to learn not only the

specific skills and techniques of the treatment, but also to understand the underly-

ing principles on which treatment is based. As noted earlier, a good portion of our

intensive 4- or 5-day training is devoted to discussing modifications to the stan-

dard protocol to deal with problems of patient such as under-engagement and

over-engagement. We have begun to disseminate the need for balance between

adhering to treatment protocols that received empirical support and modifying

certain procedures for a minority of patients when such modifications are needed

(e.g., Jaycox & Foa, 1996; Hembree et al., 2001, 2003; Feeny et al., 2003).

We have also dispelled the myth that PE is harmful in publications that empiri-

cally examined this myth. As discussed in this chapter, the primary empirical basis

for these concerns emanate from a series of uncontrolled case studies (Pitman 

et al., 1991) and one recently published randomized-controlled trial of IE vs. cog-

nitive therapy (Tarrier et al., 1999). Although both of these sources suggested signif-

icant symptom worsening with the use of exposure therapy, neither of them provides

a comparison with untreated participants to determine the effects of withholding
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treatment the likelihood of on exacerbation in PTSD and associated psychopathol-

ogy. A more comprehensive review of the available data from randomized-controlled

trials has failed to find any replications of the high rates of symptom worsening

reported by Tarrier and colleagues. In addition, exposure therapy has been found to

have similar or lower rates of symptom worsening than other ostensibly less anxiety

provoking treatments such as SIT (Cahill et al., 2003) and relaxation (Taylor et al.,

2003).

In conclusion, advances in treatments for PTSD have resulted in several empir-

ically supported treatments that are not only effective but also safe, with PE being

the most thoroughly studied of these treatment programs. However, they are gen-

erally unavailable to consumers of mental health services. Accordingly, if we are to

heed one of the many lessons taught to us by the events of 9/11, our field needs to

set among the highest of its priorities the widespread dissemination of effective

treatments, the development and evaluation of different dissemination models to

insure the use of these treatments, and the assessment of their efficacy in the field

compared to outcomes obtained in randomized-controlled trials.
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Introduction

The events of 9/11 continue to have profound consequences for the sense of phys-

ical safety and psychological well-being of Americans. In particular, as epidemio-

logical research revealed the full magnitude of the mental health consequences 

of the 9/11 attacks (Galea et al., 2002), there was an unprecedented level of outreach

aimed at insuring that those in need of mental health services are identified and

treated (Felton, 2002). As part of this campaign, members of the general public

were encouraged to examine their own distress levels and, if needed, to seek assess-

ment and treatment.

These campaigns, and the public response to them, represent a sea change in

attitudes toward mental health in our culture. The public discussion of the mental

health consequences of 9/11 has been relatively free of stigmatizing and shaming

attitudes that are often associated with mental health disorders. As noted by Jack

Rosenthal, the Pulitzer Prize winning president of the New York Times Foundation,

in the wake of 9/11, the word “victim” no longer held its pejorative connotation 

(J. Rosenthal, personal communication, 2001).

Of course, even with this reduction in stigma, many needing psychological help

as a result of the events of 9/11 will still feel resistant to seek help. A survey by DeLisi

and colleagues reported that only 27% of those with severe post-9/11 psychologi-

cal symptoms were obtaining treatment (DeLisi et al., 2003). Nevertheless, even

conservative estimates predict that over 100,000 persons could be expected to seek

help for 9/11-related psychological trauma in the New York area alone (Herman 

et al., 2002). Moreover, the public health outreach effort, with its focus on reducing

stigma and increasing acceptance of psychological treatment, can be expected to

further increase the demand for quality mental health services, and will hopefully

reduce the number of untreated sufferers.
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These laudable gains in public understanding and acceptance, however, raise

questions about the availability of services. Is there an adequately trained mental

health workforce with the expertise to treat the psychological sequelae of terrorism

including post-traumatic stress disorder (PTSD) and traumatic grief? While effec-

tive treatments for PTSD have been developed and tested in the last decade, it is

unclear how many mental health practitioners have received the appropriate training

in how to carry out these new treatments.

There is unfortunately little empirical information available on mental health

workforce preparedness for mass trauma, as indicated by the following open ques-

tions. What treatment modalities are being practiced by those community clini-

cians who are treating post-traumatic psychological sequelae? What kinds of

treatment results are being achieved? Among those community clinicians who

treat post-traumatic psychological sequelae, including PTSD and traumatic grief,

how many are aware of the current evidence-based assessment and treatment

guidelines for these problems? For those clinicians who are not experienced with

trauma, how many would be willing and logistically able to obtain special training?

How many clinicians do we need to train in order to adequately meet the current

need? If there are further attacks, how will that impact on the need for appropriately

trained therapists?

While hard evidence on these questions is not readily available, it was clear that

prior to 9/11 most mental health clinicians had little specialized training in treat-

ing the psychological sequelae of mass trauma. By raising awareness of treatable

mental health disorder and reducing stigma, the public health response to 9/11 may

have in fact exposed a fault line in the preparedness of the mental health community.

At the same time, recent research has raised serious questions about the effectiveness

of traditional continuing professional education (CPE).

Traditional CPE has been shown to be ineffective at enhancing clinicians’ skill at

delivering new therapeutic interventions or at changing their clinical behavior

(Poses, 1999). Traditional CPE treats dissemination of clinical innovation as if it

were a well-defined commodity that accumulates at research centers and that 

can be easily distributed. In the current interactive informational economy this

model of knowledge transmission has been abandoned. Instead of delivering a

self-contained commodity to a passive recipient, what is needed is an efficient,

active and interactive process that enhances the skills of recipients, enables changes

in clinical behaviors, and encourages adoption of innovative treatments.

Thus, the challenge facing the academic mental health community in greater

New York was to develop effective training programs that would augment the exist-

ing capacity of mental health practitioners to deal with the psychological sequelae of

trauma. What follows is a description of the dissemination efforts of the Trauma

Studies and Services Group at the New York State Psychiatric Institute.



We will describe our initial attempts at creating a dissemination model to deal

with these issues. This consisted of developing training programs which simulta-

neously disseminated an evidence-based psychotherapy for PTSD to a large number

of community clinicians; collected information on the clinicians’ attitudes, beliefs,

experience, and previous training regarding trauma and its cognitive–behavioral

treatment (CBT); and lastly, gathered information from participants about which

training techniques were most effective at promoting adoption of these clinical tech-

niques. While this is very much a work in progress, we believe it may serve as a use-

ful prototype for trainings in public mental health preparedness.

In this chapter we will first describe how we applied an evidence-based paradigm

to selecting the material for training clinicians to respond to mass trauma. This

paradigm led us to choose a form of cognitive–behavior assessment and therapy

for our dissemination trainings. Next we will discuss the process of creating a man-

ageable set of component recommendations that could be rapidly learned, and

effectively applied in clinical practice. We then explored trainees’ attitudes toward

these recommendations, as well as their perceived skill levels at implementing them.

This gave us a set of training goals organized into the following categories: imparting

information, addressing negative attitudes, enhancing practice skills, anticipating

application barriers, and supplying requisite motivation for these recommenda-

tions to actually be adopted into clinical practice. With this set of educational and

behavior change goals in hand, we designed a workshop consisting of lectures, clini-

cal demonstrations and role-play exercise based on basic science theories of effec-

tive behavior change methodology. Finally, we collected trainees’ perceptions of

how the training affected their beliefs, skills, attitudes, and behavioral intentions

(BI) with regard to incorporating these therapeutic modalities into their practices.

The evidence-based mental health paradigm

The theoretical foundations of this project began with a commitment to promul-

gating treatments that had a proven record of effectiveness; that is, an evidence-

based practice paradigm. Historically the numerous disciplines and schools of

thought involved in mental health have held very divergent views on the nosology,

etiology, and best-practice approaches to mental illness. In the last few decades,

however, consensus and standards have emerged for a number of disorders. More-

over, the emergence of the evidence-based paradigm, first in medicine and later in

mental health, has introduced some empirical benchmarks against which the ther-

apeutic debates can be evaluated (Drake et al., 2001). The pillars of evidence-based

interventions are standardization, measurability, and replication.

Because mental health has always been focused on the uniqueness of the indi-

vidual, the attitude of evidence-based practice toward the standardization of
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psychotherapy techniques has often met with an understandable skepticism (Marshall

et al., 1997; Grimshaw et al., 2002). Nevertheless, as more empirical evidence on

psychotherapy becomes available, practitioners can be expected to integrate these

scientific findings into their everyday practice (for a review, see Beutler et al., 2002).

Complicating these issues is the fact that much of the evidence that exists for psy-

chotherapy speaks to the question of treatment efficacy, that is the evidence shows

that the treatment works well in a highly structured, well-controlled research set-

ting. This leaves open the question of effectiveness: that is will the treatment also

work well in community settings? Fortunately, in the last few years a number of

researchers have begun to conduct these effectiveness studies (Drake et al., 2001). Of

particular relevance to our work is the study by Gillespie et al. (2002) conducted in

the wake of a terrorist bombing in the small town of Omagh in Northern Ireland,

which killed 29 people and injured 370. As part of a community recovery project,

five clinicians, who were not researchers and had only modest prior PTSD experi-

ence, were given a brief training in an evidence-based cognitive treatment for PTSD,

and then treated patients referred for bombing-related psychological symptoms

under expert supervision from David Clark’s group at University of London. A total

of 91 consecutive patients were treated, and then assessed for rates and degree of

recovery from PTSD. These patients as a whole showed highly significant improve-

ment, comparable to that seen in efficacy research. This study suggests that it may

be possible to train community-based clinicians to deliver a specific, high-quality

therapy to address the psychological sequelae of terrorism, at least on this relatively

small scale. Unfortunately the challenges in the greater New York area, in terms of

lives lost and population affected, was orders of magnitude larger and thus required

a much more ambitious training program.

To better understand the clinical application of the evidence-based approach, it

is useful to follow a five-step procedure described by Sackett et al. (1996). The first

step is to clarify a clinical problem by reframing it in the form of an empirically

answerable question. In our case we begin with the clinical problem of how to best

help people who have PTSD symptoms as a result of having been exposed to a

trauma. While much attention has been focused on acute interventions for the

peri-traumatic period, the evidence indicates that it is chronic reactions and symp-

toms that are the greatest source of public health concern (Shalev, 2002). Moreover,

while there is evidence that certain medications can ameliorate PTSD symptoms,

we were interested in promulgating a treatment program that could be practiced

by a broad set of mental health clinicians. Thus, our clinical challenge was refined

to identifying a well-established, efficacious, time-limited psychosocial intervention

for chronic PTSD in the wake of a terrorist attack.

This seemingly simple step is fundamental to the subsequent success of the dis-

semination effort. It forces a clear focus on well-defined diagnostic or clinical
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problems, and a single, or at most a few comparable, treatment approaches. More-

over, in order to be empirically answerable, the relevant clinical situation must 

be amenable to standardized assessment tools, treatment protocols, and outcome

measurements. This methodology moves our clinical technique away from a general

psychotherapeutic approach and toward highly specific treatments for well-

defined disorders, such as chronic PTSD. As we shall see below, for many community-

based therapists, this process of standardization, which is an irreducible core concept

of evidence-based treatments, represents a radical break from usual practice 

patterns.

The second step in the evidence-based approach is to track down relevant clinical

trials. The third step is to critically evaluate this literature for its validity (was it a high-

quality study that avoided biased conclusions), its impact (the effect size or clinical

significance of a positive finding), and its applicability (how close were the study

subjects and their clinical problems to our current situation). It is beyond the scope

of this chapter to review all the evidence supporting various cognitive–behavioral

psychotherapies for PTSD. However, a key finding is that all empirically validated

psychotherapies for PTSD incorporate some form of exposure to the traumatic

memory: that is, a clinician-guided remembering and retelling of the traumatic

events. Moreover, these exposure techniques currently have the strongest clinical

evidence to support their efficacy as a treatment for PTSD (Taylor et al., 2003).

Thus, we selected the treatment manual developed by Edna Foa and colleagues for

conducting CBT including prolonged exposure (PE) therapy in adults with chronic

PTSD (Foa et al., 1999).

It is important to note, however, that much of the research on CBT for PTSD

had been done with victims of rape and other individual traumas, which raises the

question of its applicability to mass trauma, such as in a terrorist attack. However,

these different trauma types all produce PTSD symptoms, presumably through

similar psycho-physiologic mechanisms. This would tend to support the idea that

treatments proven helpful for one type of trauma would also be applicable to

PTSD symptoms resulting from other types of trauma. This is further supported

by the results obtained by Gillespie in the study cited above involving PTSD result-

ing from terrorism (Gillespie et al., 2002).

The fourth step in the evidence-based approach is using clinical expertise to

integrate the existing evidence with an individual patient’s values, circumstances,

and physiology. The final step is to evaluate the outcome of this whole process and

make ongoing adjustments. These last steps are perhaps the most controversial.

Some researchers have insisted that a proven treatment must be applied with a

high degree of adherence to its original formulation in order to be useful (Waltz 

et al., 1993). In direct contradiction, others have focused on the need to adapt the

proven treatment to a variety of situations, and explicitly recognize the need to
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modify the techniques accordingly (Schulte, 1996). We refer to this debate as the

Adopt vs. Adapt controversy, and will return to it below.

Evidence-based psychotherapy is also controversial because it touches on ques-

tions of professional autonomy and the role of the professional’s individuality as a

therapeutic tool, as explicated by Jerome Frank in his book, Persuasion and Healing

(Frank, 1973). Thus, as our research confirmed, the very notion of standardization

in psychotherapy may be the most difficult adjustment for psychotherapists with-

out prior CBT training to make. These therapists often find the standardization of

CBT techniques at odds with their usual psychotherapy practices. Therefore, the

dissemination of evidence-based treatments involves more than mere communi-

cation of information, as presumed by traditional CPE programs, and this may

account for their limited effect on clinician behavior. Instead, dissemination requires

a fundamental attitudinal shift as well as significant behavior change on the part of

the clinician-trainees, and the training model must address these issues. Our goal

was to begin to develop such a training model within the given set of constraints on

training programs. We will return to this point after further discussing the detailed

structure of the CBT for PTSD that we chose to disseminate.

CBT for PTSD: what it is and what clinicians think of it

As discussed above, applying the evidence-based paradigm to PTSD led us to

adopt an exposure-based CBT as the treatment of choice. Our first challenge then

was to identify the active components of this treatment and to frame them in a way

that could be easily applied by individual practitioners. In this regard we identified

aspects of the treatment that were both central to the therapy, and that distin-

guished it from traditional psychotherapy as practiced in the community. As we

developed our training workshops it became clear that therapists with different the-

oretical orientations might view these recommendations quite differently. Thus,

the educational experience might be very different for a psychodynamic-oriented

therapist and a CBT-oriented therapist, even if both had no PTSD experience. It 

was therefore instructive to consider the findings of Blagys & Hilsenroth (2002) on

the distinctive activities of CBT as a therapeutic modality.

Blagys and colleagues conducted an exhaustive review of the psychotherapy-

process literature, in particular focusing on differences between psychotherapy

processes in psychodynamic treatments and those in CBT treatments. The studies

they reviewed involved clinicians rating different types of therapy sessions for the

presence or absence of particular therapeutic activities. They identified six activi-

ties that were consistently rated as present in CBT sessions but not in the psycho-

dynamic sessions, and thus could be reasonably shown to be distinctive elements

of CBT.



The six distinct activities were: (1) use of homework and outside-of-session

activities; (2) direction of session activity by manualized guidelines; (3) teaching of

skills to be used by patients to cope with symptoms; (4) emphasis on patients’

future experiences rather than past experiences; (5) providing patients with infor-

mation about their treatment, disorder, or symptoms; and (6) an intrapersonal

cognitive focus, that is cognitive restructuring.

While this represents an important starting point, there are some clear difficulties

with this list. First, exposure techniques are missing from Blagys’ list of distinctive

activities of CBT. Blagys explains that the research has tended to focus on studies of

psychotherapy for depression, in which exposure does not play a role. While acknowl-

edging that exposure techniques are of central importance in the CBT treatment of

PTSD, obsessive–compulsive disorder (OCD), social anxiety disorder, and simple

phobias, Blagys concludes that, thus far, there is not enough therapy-process research

in these diagnostic areas to conclude that exposure is a practice unique to CBT.

Second, while there is some general appeal to the idea that psychodynamic ses-

sions tend to look backward while CBT sessions tend to look forward, the idea that

CBT uniquely emphasizes a patient’s future experience is problematic. Granted,

Blagys did find that in six out of seven studies independent raters confirmed this

past/future distinction, nevertheless, if one includes exposure techniques (including

exposure to detailed memories as in PE for PTSD), these time frame orientations

would change.

Third, Blagys does not list the use of structured instruments for initial evalua-

tion and for assessing therapeutic progress. Yet, in practice CBT therapists tend to

use them more often than psychodynamic therapists. From an evidence-based

practice perspective of course, these are not distinctive to CBT but rather should be

part of the systematic assessment of any psychotherapy treatment.

Lastly, despite the older stereotype of the silent psychodynamic therapist, the

idea that providing clinical information to patients is a distinctively CBT activity is

questionable. Blagys acknowledges this, and even found that in more experienced

clinicians this difference disappeared. Moreover, as we shall discuss below, sup-

plying adequate psycho-education was the most universally accepted of all our 

recommendations.

Keeping this research in mind we developed a set of ten distinguishable compo-

nent recommendations which together constituted the core of the CBT treatment

program for PTSD. These are listed in Table 28.1 and will be briefly described below:

(1) The initial diagnostic evaluation must distinguish patients who can benefit

from PE from patients who are not appropriate for this treatment, and who

will require a different treatment approach. As part of this evaluation we also

recommend using structured clinical instruments to increase reliability and to

establish a baseline against which to measure improvement.
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(2) In treating patients with PTSD in a CBT modality, it is helpful for them to 

participate in prolonged exposure, even if this causes the patient distress. This

technique is one of the key elements of this psychotherapy. Although there 

are different CBT models, as mentioned above recent work by Taylor et al.

(2003) confirms that including exposure-based approaches makes for the

most effective of the currently available treatments. The technique involves a

detailed recounting of the traumatic event done repeatedly. This leads to a

reduction in anxiety and fear associated with the traumatic memories and

reduces PTSD symptoms, over which patients initially have no control. Like

other exposure techniques this can be a temporarily uncomfortable experience

for patients.

(3) Incorporate breathing retraining exercises. Breathing exercises have been shown to

reduce anxiety and autonomic responses to stress. This also serves an important

cognitive function by concretely demonstrating to patients that they can have

more control over their emotional responses than they had initially believed.

(4) Incorporate psycho-education as an integral part of the therapy. We do not

view this as unique to CBT; rather it is a standard part of any good therapy.

Table 28.1. PE therapy for chronic PTSD

Component recommendations

(1) It is important to conduct an initial diagnostic evaluation in order to distinguish patients

with who can tolerate and benefit from PE from patients who cannot tolerate this

procedure, and who will require a different treatment approach.

(2) It is helpful for patients to participate in prolonged exposure, even if this causes the patient

significant distress.

(3) Incorporate breathing retraining exercises early in the therapy.

(4) Incorporate psycho-education as an integral part of the therapy.

(5) It is helpful for patients to participate in in vivo exposures to situations that they have

been avoiding due to their association with the trauma, even if doing so causes distress.

(6) It is important for the therapist to conduct the treatment according to the principles

outlined in the manual for each session, though this may leave little time for exploratory

interpersonal discourse.

(7) Assess salient factors using a structured instruments or forms.

(8) It is important for patients to actively carry out structured weekly homework assignments

and to document these experiences on structured patient report forms, which are then

reviewed by the therapist.

(9) Restructure cognitions or change patients’ distorted belief structures, or schema, by

eliciting patients’ belief structures and directly challenging them.

(10) Train the patient to be able to identify their subjective units of distress, as an integral part

of the exposure experience.



Nevertheless, for patients suffering with PTSD in particular, accurate informa-

tion on the illness, its precipitants, common symptoms, common responses to

symptoms, and treatment rationale are extremely important and are very

helpful in establishing an alliance, and in fostering the belief that the therapist

understands the symptoms and has expertise in their treatment.

(5) It is helpful for patients to experience in vivo exposures to situations that they

have been avoiding due to their association with the trauma, even if doing so

causes distress. In conjunction with imaginal exposures, these exposures to

places, objects, or situations are done by the patients as an out-of-session exer-

cise. The experience of successfully reducing one’s own anxiety response in a

feared situation can be quite empowering and can serve as a motivating factor

for the rest of the therapy.

(6) In treating patients with PTSD, it is important for the therapist to conduct the

treatment according to the principles outlined in the manual for each session,

though this may leave little time for exploratory interpersonal discussion. (This

is one of the most controversial recommendations, as will be discussed below.)

(7) In treating patients with PTSD, it is important for the therapist to assess initial

symptoms and treatment progress using structured instruments or forms.

Within this therapy modality the objective feedback of symptomatic improve-

ments is extremely important in keeping patients motivated for the difficult

therapeutic work, as well as being needed for the planning of ongoing inter-

ventions and therapeutic exercises. Patients with severe anxiety often cannot

appreciate real symptomatic improvements at a subjective level; however, if

they see objective evidence of improvement they may gain a sense of mastery

and confidence, so helpful to this therapeutic work.

(8) In treating patients with PTSD, it is important for patients to actively carry out

structured weekly homework assignments, and to document these experiences

on structured patient report forms, which are then reviewed by the therapist and

patient together. As mastery over anxiety and avoidance are central goals of this

therapy, each experience of mastery that a patient has can help remove behav-

ioral restrictions and undermine false, fear-driven beliefs. The word “home-

work” has some negative connotations, and patients often respond more

positively to the phrase “between-session exercises.”

(9) Restructure cognitions (i.e., change patients’ distorted beliefs or schema) by

eliciting them and then gently but directly challenging them. Traumatic expe-

riences by their very nature tend to produce intense beliefs about ongoing

risks, the safety of the world, personal powerlessness, and related themes that are

often over-generalized in ways that create an unnecessarily grim and frightening

view of the world. Therapists should use a cognitive framework to challenging

these trauma-related distortions and automatic thoughts.
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(10) Train the patient to be able to identify their subjective units of distress as an

integral part of the exposure experience. Identifying one’s level of distress on

a scale from 1 to 100, while experiencing the distress, is an integral part of the

exposure technique for several reasons. It lets the therapist and patient know

how intense a particular memory or exposure is; it highlights the variability of

distress; it demonstrates the therapeutic function of exposure as the distress

diminishes as the exposure proceeds; finally, it gives the patient an ability to

simultaneously experience and observe distress.

Having identified these ten component recommendations, our next task was to

assess our clinician-trainees attitudes toward these recommendations. At the start

of each workshop, therefore we asked our trainees to rate each recommendation

on a scale ranging from �5 (very unfavorable attitude) to �5 (very favorable atti-

tude). We also asked them to rate their ability, or self-efficacy, to carry out the rec-

ommendation, again rated on a scale from �5 (very hard to implement) to �5

(very easy to implement). In addition, participants were asked to describe in a

qualitative fashion their perception of benefits and barriers related each compo-

nent recommendation. These qualitative written comments were then coded and

analyzed.

The results of the questionnaires reported here are based on an analysis of an

initial group of 104 clinicians who participated in the training workshops and

completed the questionnaires. The group was 81% female, with a mean age of 49,

and was 81% white, 10% Hispanic, 6% Asian, and 2% African-American. The par-

ticipants had a mean of 17 years in practice, and were in a variety of disciplines,

with 57% in social work, 18% in psychology, 8% in psychiatry, 2% in nursing, and

the rest in miscellaneous helping professions. An additional group of 23 partici-

pants completed the qualitative written comments only.

As mentioned, our prediction was that the use of psycho-education would be

seen differently than the other recommendations, in that it was familiar to most

therapists who have positive expectations regarding its usefulness, and who gener-

ally perceive themselves as skillful in its implementation. This prediction was

borne out. Psycho-education scored higher than all other recommendations,

receiving a mean favorability rating of 4.6 (SD � 0.7) out of a possible 5, and a

self-efficacy score of 3.8 (SD � 1.8) out of a possible 5. Thus, the trainees’ ratings

on psycho-education can be used as a benchmark of familiarity, as it were, against

which we could measure clinicians’ attitudes and self-efficacy for the other, less

familiar, components of CBT for PTSD.

Indeed, by using psycho-education as a benchmark we found that clinicians had

serious attitudinal reservations about a number of the other recommendations, as

well as rating their self-efficacy for carrying out those recommendations signifi-

cantly lower than it was for psycho-education. The only exception was breathing
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retraining, which clinicians rated highly on both favorability 4.1 (SD � 1.3) and

self-efficacy 3.2 (SD � 2.2).

Second, there was a large difference between the attitude score and self-efficacy

score for many of the recommendations. This indicates that, even for recommen-

dations that were seen as quite favorable, the clinicians had low confidence in their

own ability to successfully apply them. We created a variable designated as the

implementation gap, which represents this difference between favorability and self-

efficacy score for a component recommendation. When it is large there is a disso-

nance between what a trainee believes to be good practice and what the trainee has

confidence in doing. Therapists are obviously less likely to apply a recommenda-

tion, when they have little confidence in their ability to carry it out successfully.

In theory we would expect to see four patterns here. In the first, clinicians both

have positive attitude toward a recommendation and are confident in their ability

to implement it. For this pattern there is no implementation gap and there is a high

likelihood of the recommendation being implemented. This is exactly the pattern

seen in psycho-education and breathing retraining which proved to have the

smallest gaps of 0.8 and 0.9, respectively, which is then used as the standard for fur-

ther comparisons. In the second pattern clinicians give the recommendation a low

favorability rating and have low confidence in their ability to implement it. We

expect recommendations with this pattern to be un-ambivalently rejected.

The third pattern involves a high (or moderate) favorability rating but a low

self-efficacy rating. Recommendations with this pattern should be the major tar-

gets of any skill-based training, as this pattern implies an implementation gap in

which clinicians have a favorable attitude toward a recommendation, but believe

they lack the ability to implement it. Thus, if participants gain the skills and confi-

dence to implement these recommendations they are likely to adopt them.

Moreover, these recommendations would be expected to show the greatest

change in a skills-oriented training. The final pattern of low favorability but high

self-efficacy did not show up in our ratings. Presumable, this rating is for tech-

niques with which a trainee is quite familiar but dissatisfied, these are not areas for

which clinicians would seek instruction.

Keeping these patterns in mind, the most dramatic finding was that use of a

manual to conduct psychotherapy received the lowest favorability rating, with a

score 1.5 (SD � 2.6). In addition to having the lowest favorability score, manual-

ization had the second lowest rating on self-efficacy at 0.3 (SD � 2.9). This was

also reflected in the qualitative comments, where manualization was seen as:

restricting the therapeutic process (45 comments), harmful to the therapeutic

alliance (40 comments), and a source of resistance by both the patient and by clinical

institutions (46 comments). Attitudes toward standardization were clearly mixed

as indicated by the fact that manualization was also seen as helpful in structuring



the therapy (61 comments), but not necessarily in improving a patient’s condition

(only ten comments suggested such improvement).

In our experience with training research staff, manuals are often seen as a very

helpful tool in learning a new therapy procedure. They serve as a road map, some-

times even minute-to-minute guide on what to do in a therapy session, and our

research trainees find this very reassuring. Thus, one might expect that using a

manual would help clinicians overcome concerns about their own clinical skills

when adopting a new technique, and, in fact, this is a major motivation for the cre-

ation of these manuals in the first place. Those who promulgate manualized therapies

see the manuals as part of the solution to low self-efficacy; not, as our trainees did, as

another self-efficacy problem. This suggests that there needs to be a more intense,

in-depth discussion about the advantages and disadvantages of using manuals at all

future trainings.

Interestingly, the mixed attitude of our trainees toward manualized psychother-

apy is reflected among psychotherapy researchers themselves. Garfield (1998) argued

that, under certain circumstances, strict adherence to a manual might be detrimen-

tal to the efficacy of psychotherapy, as therapists would not be able to deviate 

constructively and respond to patients’ individual and unique needs. Similarly,

Castonguay et al. (1996) found that, in treatment for depression, an overly rigid

adherence to CBT manual correlated negatively with treatment outcome. Gibbons

et al. (2002) takes an intermediate position. While she argues for the usefulness of

manuals, she believes they need to be applied with flexibility. Her study demon-

strated that highly trained therapists actually applied manuals with considerable

flexibility and sensitivity to patients’ needs. What is certain is that manualization

remains a key controversial issues in disseminating evidence-based psychotherapies

and is in need of more research.

As noted above, PE is a core intervention for CBT treatment of PTSD. It rated

moderately well on favorability at 2.5 (SD � 2.2), but very low on self-efficacy at 0.3

(SD � 2.8), indicating that trainees see themselves as lacking the skills to effectively

implement this psychotherapy intervention. The in vivo exposure recommendation

showed a similar response pattern. In our qualitative data, participants strongly

endorsed the idea that PE could lead to clinical improvement (72 comments), how-

ever, they also expressed strong concern that PE could harm patients (49 com-

ments). Thus, there were ambivalent clinical attitudes within the group of trainees,

and even within individual trainees, regarding the emotional cost–benefit of PE.

Trainees might be fearful that a poor implementation of exposure techniques

would not only be ineffective, but may actually be harmful to their patients.

Concerns about potentially harming the patient, or making the condition worse,

were, for the most part, restricted to these two recommendations, and may be

based on concerns about “re-traumatizing” the patient. In fact there have been
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some published reports claiming that exposure techniques can cause harm (Tarrier

et al., 1999), while more recent work has not found this to be the case (Foa et al.,

2002). Any training involving exposure techniques should incorporate a full dis-

cussion of this issue as it is reflected in the current literature. In addition, the high

implementation gap here indicates that clinicians need an effective skill-building

training to feel comfortable adopting this technique.

The scores for recommendations regarding cognitive restructuring, assigning

therapeutic homework, and use of structured assessment instruments were close

to each other and higher than PE on favorability, thus falling somewhere in the

middle of all recommendations. They were probably seen as the workhorse com-

ponents of the treatment – not well known, but not particularly controversial.

Again, skill-building training could be expected to have an important effect on the

adoption of this group of recommendations.

Trainees clearly appreciated that the first step to effective treatment is correctly

identifying those who could benefit, those in need, and excluding inappropriate

candidates. Thus, the high favorability rating of 3.8 (SD � 1.9) for the assessment

recommendation, though expected, is encouraging. Moreover, assessment is a core

skill for all therapists, and so we would expect its self-efficacy score to be relatively

higher than for more unfamiliar techniques, and at 1.9 (SD � 2.8) this is borne

out. On the other hand, there still was a high gap between favorability and self-

efficacy, reflecting concerns about getting the assessment right, and not enrolling

inappropriate patients.

Finally, the breathing retraining recommendation received very high scores,

with a favorability score of 4.1 (SD � 1.3) and self-efficacy score of 3.2 (SD � 2.2).

This was the only component statistically indistinguishable from psycho-education.

In the qualitative remarks this had the strongest endorsement of all the recom-

mendations for contributing to clinical improvement (80 comments). Together,

these ratings indicate that therapists were already incorporating breathing tech-

niques into their therapies, even if they used no other CBT techniques. Breathing

techniques are not part of psychodynamic therapy training or practice, and so,

from our many discussions with our trainees we have learned that their knowledge

of breathing techniques seems to be originated in the general cultural popularity of

complementary and alternative therapies and from the general popularity of yoga

exercise (Wolsko et al., 2004). To our knowledge this may constitute the first empiri-

cal documentation of how widespread the use of breathing retraining has become

for psychotherapists.

In summary, at entry into our training, clinicians’ attitudes divided the ten rec-

ommendations into five subgroups. (1) Manualization, representing the struc-

tured approach to psychotherapy, is in a class by itself both for the opposition it

raises and the low self-efficacy most clinicians feel toward this approach to the
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interpersonal work of psychotherapy. (2) Exposure work, both in-session imaginal

exposure and at-home in vivo exposure, raise concerns about harming the patient,

and many clinicians feared that they lacked the skills to execute these techniques

properly. At the same time their potential benefit was acknowledged. (3) Cognitive

restructuring, homework assignments, teaching patients to quantify their subjec-

tive units of distress, and using structured instruments, are seen as useful but unfa-

miliar techniques, without significant risks, but requiring more skills and practice.

(4) Thorough initial assessment is seen as an essential skill important to proper

delivery of therapy, and a skill that clinicians are mostly comfortable with, though

it is acknowledged to be difficult. (5) Psycho-education and use of breathing

retraining are already adopted parts of everyday clinical practice, though how this

happened remains unclear.

The process of developing and conducting our trainings also illustrates the vital

importance of incorporating research methods into post-disaster efforts. By

assessing trainees’ baseline attitudes and self-perceived self-efficacy for the basic

components of CBT, we were able to further clarify what areas of training were

most needed. As these results became available, we were able to modify our train-

ings to address trainees’ needs.

Dissemination to achieve clinician behavior change: teaching 
psychotherapy in a 2-day workshop

When considering the methodology of psychotherapy training, one must differen-

tiate between initial professional education and CPE. The traditional model for

initial psychotherapy training arose from psychoanalysis and consisted of three

parts: a didactic training that tended to be highly theoretical meta-psychology,

closely supervised case work based on process notes and resembling an appren-

ticeship, and finally a personal therapy. The latter two experiences served to foster

close personal observation of a master psychotherapist and were conducted with

an implicit master-disciple structure that incorporated as much of a personal-

transformation model as an educational model (Strupp et al., 1988). Cognitive 

and behaviorally oriented trainings held very different meta-psychology and 

de-emphasized the personal therapy or personal-transformation model. They have

tended to focus on technical proficiency and adherence to established protocol

through repeated practice, but they also rely on close supervision, reminiscent of

an apprenticeship (Milne et al., 1999).

On the other hand, traditional CPE has tended to focus on knowledge transmis-

sion, usually with lectures dominating the contact time, and with knowledge

acquisition as its intended endpoint. While adequate for imparting new information

within an existing treatment paradigm, this training model has been repeatedly
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shown to be inadequate to achieving the kind of clinical behavior change required

for clinicians to adopt a new practice (Davis et al., 1999).

To enhance behavior change by clinicians a number of different theoretical

models have been explored, ranging from adult education theories to stages of

change models (Prochaska & Velicer, 1997), each with highly variable success

(Poses, 1999). Instead, we sought an easily applied but scientifically sound motiva-

tional model based on the basic sciences of decision-making and motivation, that

links specific educational interventions to measurable aspects of attitudes, cogni-

tions, and behaviors. The relevant theories include the Theory of Reasoned Action,

TRA (Fishbein & Ajzen, 1975) as well as the Theory of Planned Behavior, TPB

(Ajzen, 1988). These theories build upon the simple proposition that intentions

precede and direct actions. As a first approximation, people do what they intend to

do, and do not do what they do not intend to do. Such intentions are called BI and,

in the present context, refer to a clinician’s intention to adopt CBT techniques in

the treatment of post-traumatic patients. Jaccard (1975) and others have identified

and described the three key factors that together predict the strength of such BI.

The stronger a BI is the greater the likelihood that a person will perform the given

behavior (Figure 28.1).

The first factor is the expected value of the outcome, that is the positive conse-

quences that are expected to result from the behavior. In the clinical situation this

would involve a clinician’s expectation and beliefs about the efficacy of a given

Expected
outcome

Norms

Self-
efficacy

BI
(e.g., plan to adopt

CBT for PTSD)

Behavior
(e.g., actually using CBT)

Barriers

Slide
lectures

Role-play

Green for Teaching Modalities Yellow for Decisional Variables

Demonstration

Figure 28.1 Educational strategies and their relationship to behavioral decision science.



treatment modality. This expectation may be based on prior training or experience,

on published literature, or on convincing information presented in a training pro-

gram. This factor is what we are trying to measure with the favorable attitude ratings

introduced above. In traditional economic theory this expected value is the only fac-

tor incorporated in decision analysis, but empirical work has shown that human

behavior is more complex than that of homoeconomicus (Fishbein & Ajzen, 1975).

The second factor is one’s belief about existing norms. Even when we believe that

some action would benefit us, we are unlikely to adopt the behavior if it is not sup-

ported by the norms of behavior in our environment. Similarly, even when a clini-

cian has strong belief in the helpfulness of an intervention, a contrary opinion by

peers, supervisors, or respected experts, creates powerful peer-pressure disincen-

tives that limit the likelihood that a clinician will perform the intervention. Thus, a

clinician’s belief about the attitudes of her peers and/or the attitudes of thought-

leaders in her professional circles may affect practice more than the available evi-

dence in the given clinical field (Poses, 1999).

The third key factor is self-efficacy, the belief that one can successfully and effec-

tively perform the behavior. This is what we measured when asking clinicians

about the relative ease or difficulty of adopting a recommendation into their prac-

tice. Even when these conditions are met, however, a wide range of factors, espe-

cially unanticipated barriers, may prevent a BI from effectively becoming an actual

behavior. The near universal failure of New Year’s resolutions makes the point.

These theoretical considerations influenced the design and implementation of

the various educational modalities that made up the training workshops we devel-

oped. An important caveat, however, is that we were working within the limitations

implied by a 2-day training program. Trainings were, therefore, structured to max-

imize their impact on each of the relevant factors contributing to BI (see Figure 28.1).

We believed that lectures followed by discussion periods would have most of their

impact on clinicians’ beliefs regarding expected outcomes of recommended inter-

ventions. Lectures, therefore, needed to contain a convincing rationale for the treat-

ment design, as well as convincing evidence for treatment efficacy. Lectures may

also affect perceived norms, and should include information about the current use

of CBT for PTSD in a variety of treatment centers.

Clinical demonstrations consist of a clinical expert modeling a specific tech-

nique, for example an intake assessment. This is done either with a patient, or an

actor who has been given vignettes and dialog from actual patient sessions. These

demonstrations are expected to have their greatest impact on the perception of

norms. They may also be expected to influence skill acquisition, contributing to

improved self-efficacy. Videotapes of these clinical interactions may also be substi-

tuted for live demonstrations in this modality, though the difference in educational

effectiveness between live interview and tape needs further study.
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Both lectures and clinical demonstration are passive teaching modalities for the

participants, while research has shown that active practice is required to actually

alter skill levels (Smith, 2000). We, therefore, included role-play sessions in which

all participants paired off and alternated playing the role of therapist or client. By

allowing the practice of unfamiliar techniques in a supportive setting, this training

modality was expected to have the strongest impact on skill acquisition. Moreover,

by encouraging participants to experience a clinical situation, albeit an artificial

one, role-play can also be expected to help clinicians anticipate and overcome 

barriers via an experiential process.

In summary, by building on previous empirical findings and introducing theory

from the basic behavioral sciences, we developed an initial workshop design that

was aimed at having maximum impact on those factors that influence behavior

change. To test these assumptions, we asked participants to complete the question-

naires mentioned above as well others on the training experience, and on changes

in attitudes resulting from the training.

In the Teaching Modality Questionnaire, participants were asked to rate (on a

scale from �5 to �5) how effective each of the three modalities (lectures, demon-

strations, and role-play) was at influencing each of seven educational factors,

namely: (1) Conveying Theoretical Principles, (2) Conveying Methodological

Details of the Therapy, (3) Changing Beliefs, (4) Changing Initial Reservations or

Objections, (5) Helped to Overcoming Barriers to Implementation, (6) Helping

with Skill Acquisition, and (7) Motivating Practice Change.

While confirming some of our training assumptions, the results were both sur-

prising and illuminating. First, Demonstrations rated highest on every dimension,

even where our theoretical assumptions would have predicted otherwise. Thus,

Demonstration was rated superior to lectures in changing beliefs (2.8 vs. 1.5,

p � 0.005), reversing reservations (3.0 vs. 1.4, p � 0.005), and most surprisingly,

even in conveying the theoretical model (3.8 vs. 3.3, p � 0.05). These are functions

that usually attributed to lectures as they are the information-laden part of a train-

ing. Equally surprising, Demonstration rated higher than role-play on skill acqui-

sition (2.9 vs. 2.2, p � 0.05), even though role-play was designed specifically for

that function. An important caveat here is that watching clinical demonstration of

a PTSD treatment can be a highly dramatic and emotionally salient experience,

and may thereby bias participants assessment of how each training modality

affected their learning process.

It is therefore helpful to examine each modality by itself, to determine its relative

effect on each of the educational factors. For example, focusing on role-play alone,

it had its greatest impact on Skill Acquisition (2.9), followed by Methodological

Details (2.8), and Motivation (2.7). Lectures had their greatest impact on Conveying

Theoretical Principles (3.3), and Conveying Methodological Details (3.0), and do
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poorly on Skill Acquisition (2.2), and Overcoming Barriers (1.3), as expected.

Contrary to expectation, lectures have little effect on Changing Beliefs (1.5) or

Changing Initial Reservations (1.4). We also expected that the experience of role-

play would have more impact on Overcoming Barriers, yet this was rated quite

poorly (2.3).

This discussion represents only a preliminary analysis of our training data, and

more definitive conclusions will need to await further analysis. Yet there seem to be

some trends that may be used in improving training and education programs for

evidence-based psychotherapy techniques:

(1) Lectures, the usual mainstay of training conferences, rated quite poorly. Perhaps

lectures should not be abandoned but reconfigured to serve different goals

than what we have always presumed. It might be worth testing if changing lec-

tures significantly can make them more effective at changing beliefs and behav-

iors. Instead of merely conveying scientific information, lectures might need to

make a motivational case for behavior change, while avoiding frank manipula-

tion. For example, incorporating more explicit argument as to why the existing

evidence should motivate behavior change by clinicians, or directly addressing

expected resistance to the recommendations, or encouraging more open debate

during the lecture, or incorporating a discussion of the level of acceptance of a

practice within the profession.

(2) When it comes to imparting information, the goal of lectures should not be to

teach all the details but to motivate trainees to further educate themselves.

Lectures should continue to carry the burden of conveying the overall theoreti-

cal foundations, which they do well, but be less focused on therapeutic details,

which are best conveyed in other ways. Lectures can do this by introducing the

key theoretical and empirical reasons that motivate the adoption of a given treat-

ment, and by allowing sufficient time for interactive questioning and debate.

(3) Role-play may not be the place to change belief systems or convey theory, but

should be used for the purpose of promoting skill acquisition, and enhancing

motivation. Given the highly positive results for demonstrations, perhaps the

role-play should be modified to a hybrid model somewhere between the passive

observation of an expert and the active try-out of role-play. For example, experts

might participate in role-play with participants, making role-play more like

supervision. Further interactivity could be explicitly introduced by asking dyads

to role-play administrative meetings, such as that of the therapeutics commit-

tee deciding which interventions to introduce into the clinic or mental health

system. This may allow clinicians to take on the role of advocating for or against

the given therapy and may increase appreciation for the evidence base.

(4) There may also be a role for documentary-style videotapes involving a num-

ber of patients and therapists discussing their experiences with the treatment.
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By incorporating patient experience with expert therapist commentary, these

videotapes can serve a powerful motivating function that lectures cannot

achieve. We have begun to test the effect of such videos on training efficacy.

(5) Finally, it should be noticed that all three modalities were relatively ineffective on

overcoming potential barriers to implementation. As we shall see in the next sec-

tion, barriers play a much larger role in preventing adoption of new therapies

than was previously believed, and overcoming them may require an entirely new

and dedicated training modality. Alternatively, some form of supervision after

trainings may be essential to the process. Supervision involves trial and error

learning and allows for highly individualized instruction, focused exactly where

the trainee is having difficulty. Unfortunately it is also very expensive and time

consuming, and therefore, in the post-9/11 setting, and given the scale of this

training project, it was not feasible to implement as part of these workshops.

Thinking into the future, for a subgroup of dedicated clinicians, expert-led

group supervision or peer group supervision in addition to the workshop may

prove to be a reasonable and cost-effective preparedness strategy.

Attitudes, skills, and motivation: what changes with training

At the end of the 2-day training, trainees were asked to rate, again on a scale from �5

to �5, how the training changed each of five domains for each of the ten recommen-

dations. Scores on skill and motivation changes were statistically significantly higher

than those for beliefs, barriers, and reservations. Because the range was narrow, we are

careful not to over-interpret these results. Nevertheless, it is interesting that the tradi-

tional goal of CPE, namely to impart information and change minds, scored lower

than skill acquisition and motivation changes. If, however, the goal of training is to

change behavior rather than minds, this is an overall positive finding.

At the same time the fact that perceived barrier to implementation scored the low-

est of any of these dimensions, raises serious concerns. As indicated by the behavioral

models above, barriers can easily thwart BI. In order for clinicians to actually carry out

these recommendations, further work is needed to directly address ways to help

trainees overcome the barriers to implementation that will inevitably arise.

Returning to trainees’ rating of the workshop effects, another way to examine

the change scores is by looking at how the workshop affected attitudes toward indi-

vidual recommendations. The recommendations that were predicted to show the

greatest changes were those with correctable skill-deficits or implementation gaps.

Most importantly, imaginal exposure and in vivo exposure were rated low on per-

ceived self-efficacy at the start of the trainings, giving them large implementation

gap scores. As predicted these recommendations showed the highest change scores.

If confirmed with additional research, these findings are important on two levels.
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First, given the low initial self-efficacy scores it is encouraging to see that the train-

ing was able to overcome perceptions of skill-deficits and impact trainees’ attitudes

toward adopting these techniques. Second in terms of dissemination research in

general, these findings suggest that we may be able to design more effective trainings

by systematically identifying, and specifically addressing, perceived skill-deficits.

Recent work in the area of human motivation has identified two self-regulatory

strategies that can improve motivation and help subjects overcome or circumvent

barriers standing in the way of their adopting recommended behaviors. The first

involves the exercise of mental contrasting (MC), in which a subject anticipates the

positive outcomes of a behavior as well as anticipating probable barriers to actually

carrying out this behavior. Empirical research (Oettingen, 2000) has demonstrated

that MC increases motivation to carry out a behavior. It is important to recognize,

however, that this is only true for behaviors that one agrees with, but has been

unable to accomplish due to barriers or lack of self-efficacy. Perhaps MC can be

used to augment motivation in a non-coercive fashion and enhance clinicians’

ability to translate their own intentions into clinical behaviors.

The second exercise is implementation intentions (II) in which subjects antici-

pate barriers, then strategize about solutions to these barriers, and finally commit

to specific courses of action long before the barriers are encountered. Gollwitzer

(1999) distinguishes between goal intentions such as, “I intend to improve my golf

score,” and II, which are detailed plans to overcome particular obstacles that facil-

itate the actual implementation. One is more likely to attain a goal when it is sup-

ported by II, because (a) the barriers become more readily attended to, more easily

detected, and more easily recalled, and (b) the intended behavior to overcome the

barrier is initiated immediately, without the necessity of inventing a plan de novo.

Empirical research (summarized in Gollwitzer, 1999) has found strong support for

the effectiveness of coordinating the exercises of II and MC as a combined self-

regulatory strategy that helps people achieve their goals. We have begun research to

test if these strategies can be incorporated as part of training workshops and if they

enhance adoption of new techniques.

Future directions and research agendas

The events of 9/11 leave little doubt as to the need for us to be prepared for the psy-

chological consequences of terrorism and other mass traumas. This preparation

involves at least two components. One is a public mental health strategy that

informs the community about the nature of psychological consequences of trauma

and encourages help-seeking where needed. The second is ensuring that there is an

adequate, well-trained, self-confident, and highly motivated mental health work-

force to treat those in need and support the general public education effort.
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Clearly the current mental health workforce does not have enough practitioners

with adequate skills to meet our public mental health requirements in regards to

psychological trauma. There is therefore an urgent and ongoing need for training

and skill enhancement. Moreover, we cannot afford to simply run traditional

training courses, which have focused on knowledge dissemination with little

impact on important factors such as skill building, anticipating and overcoming

barriers, and active motivational interventions to promote adoption of the train-

ing recommendations. Instead, we need trainings that will be highly effective at

getting clinicians to adopt evidence-based treatments and to upgrade their skills at

evaluating and treating psychological consequences of trauma.

Finally, in this effort we cannot afford to just hope that trainings are working, we

need to be sure that the therapeutic knowledge and skills will be available when

needed. Research into effective dissemination is thus an integral part of this effort.

Research into effective dissemination is still in its infancy, yet the imperative of pub-

lic mental health preparedness requires dissemination techniques that have been

proven effective, as much as it needs effective treatments and public health outreach.

In closing we might ask, if the products of mental health research are not getting

delivered to our patients, what is the point of research? If clinicians are not deliver-

ing the best available treatment what is the point of clinical practice? While 

evidence-based mental health has been accepted as an ideal for nearly a decade,

actually getting clinicians to practice by its tenets has proven more challenging than

anticipated. This represents a serious public mental health challenge to both clini-

cians and researchers, and raises serious questions about the relationship of the

research and clinical enterprises in mental health. We hope this work contributes to

answering these pressing problems.
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The terrorist attacks of September 11, 2001 prompted a wave of epidemiologic

research, as the chapters in this edited volume illustrate. The three investigators,

who have summarized their field work and selected findings in the first section of

this volume, deserve much praise for their initiative in launching and completing

their studies in the midst of local and national upheaval (Galea et al., this volume;

Hoven et al., this volume; Silver et al., this volume). The three epidemiologic stud-

ies implemented field procedures, designed to produce data on the psychological

responses to the 9/11 attacks that are representative of the targeted populations.

These include New York City (NYC) public schoolchildren, adult residents of the

NYC metropolitan area and all American adults. These investigators applied well-

tested state-of-the-art survey technologies to assure timeliness and efficiency.

Data produced in these studies have been presented in multiple publications in

leading medical journals and more publications are sure to follow. The chapters

included herein focus primarily on the conduct of the research, organizational

support, design options that were considered and the rationale for the choices that

were made. In giving these accounts, the chapters contribute an interesting and

instructive perspective that is often hidden from view. The more difficult goal of

outlining lessons that could influence policy remains elusive. Recommendations

for prevention programs that are not based on rigorous evaluation would be

unwarranted.

Perhaps because of the enormity of the terrorist attacks or because of the

upsurge in patriotic sentiment occurring in their wake, critical discussion of the

conceptual underpinnings and implications, or even the methodological aspects of

this work, has been largely absent. For example, no questions have been raised about

the meaning of children’s replies to questions about their relatives’ direct exposure

to the attacks or about the validity of children’s endorsement of symptoms, such as

sleep or concentration problems, given social expectations at that time. In this brief

commentary, we omit appraisal of methodology and techniques in favor of address-

ing selected important issues that have largely been ignored.



September 11, 2001: the mental health crisis that wasn’t

In the days following the attacks, many mental health experts predicted that an epi-

demic of stress-induced psychiatric disease, chiefly posttraumatic stress disorder

(PTSD), would sweep through NYC and possibly throughout the rest of America

as well (for documentation of these ominous predictions, see Sommers & Satel,

2005, pp. 177–214). Government responded quickly, authorizing funds for treating

the 2.5 million New Yorkers believed to require psychotherapy as a result of the

attacks. But as of the Spring of 2003, only about 25% of the predicted number of

New Yorkers sought help from clinicians operating under the auspices of Project

Liberty (Gittrich, 2003). And many of these individuals sought help for preexisting

problems unrelated to the attacks.

As the studies summarized in this volume make clear, the epidemic of mental 

illness never materialized. Established definitions of epidemic, such as that of the

Centers for Disease Control, specify that an epidemic is characterized by increase

in the incidence of disease beyond expected rates that occurs within a specific geo-

graphic location during a specific time period. On the one hand, the increase in

reported PTSD symptoms in NYC following the terrorist attacks might be inter-

pretable in these terms. On the other hand, the uptick in apparent PTSD in NYC

quickly subsided (Galea et al., this volume), suggesting that survey interviewers

had mainly detected reactions of expectable emotional distress rather than symp-

toms of disease. Indeed, there was no convincing evidence that these emotional

responses produced any genuine functional impairment for those reporting them.

Ergo, because there was no increase in disease, there was no epidemic. Finally, the

reports of the empirical findings explicitly avoided any reference to formal psychi-

atric diagnoses, and used qualifiers, such as “probable” PTSD or symptom counts.

As Sommers and Satel (2005) aptly remarked, September 11th was “the mental

health crisis that wasn’t” (p. 177).1

What counts as “exposure” to trauma?

Contemporary research on the psychological consequences of terrorist attacks relies

on the Diagnostic and Statistical Manual for Mental Disorders-IV (DSM-IV) defini-

tion of PTSD (American Psychiatric Association (APA), 1994). The DSM-IV PTSD

criteria differ in two important ways from its predecessors. The inclusion of Criterion
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F in DSM-IV specified that the disturbance arising in the aftermath of a trauma must

produce significant distress or functional impairment for the person to receive the

diagnosis. This criterion reflects the acknowledgment that people may experience

intrusive thoughts, distressing dreams, startle and so forth, and yet be capable of

functioning at their usual level in everyday life. The inclusion of the clinical signifi-

cance requirement renders the diagnostic criteria for PTSD more stringent.

The second major change was the expansion of Criterion A, which defines the 

etiologic stressor, to include a far wider range of stressors than were envisioned under

DSM-III (APA, 1980). The original concept of trauma was confined to extraordinary

events falling outside the boundary of everyday stressful experiences. Thus, the authors

of DSM-III distinguished traumatic stressors from non-traumatic stressors by fur-

nishing examples of the former, such as confinement to a concentration camp, combat

or rape.

To ensure that individuals deemed by clinicians to be suffering from the PTSD syn-

drome following non-catastrophic stressful experiences would not be ruled out from

the diagnosis, subsequent DSM PTSD committees expanded the range of stressors, to

bring the definition in line with clinical practice. This conceptual bracket creep in the

definition of trauma (McNally, 2003a) now enables a very wide range of people to

qualify as having been exposed to PTSD-level trauma. For example, according to one

epidemiologic estimate, nearly 90% of adults residing in Southeastern Michigan qual-

ify as having been exposed to at least one traumatic stressor yet only 9.2% of those

exposed ever-developed PTSD (Breslau & Kessler, 2001). That is, approximately 90%

of American adults are “trauma survivors.”2 Bracket creep in the definition of trauma

now means that “the population’s total life experiences that can be used to diagnose

PTSD has increased materially by 59.2%” (Breslau & Kessler, 2001, p. 703).

From one perspective, bracket creep in the definition of trauma is a non-problem.

Some clinical scholars may believe that regardless of whether the range of qualify-

ing traumatic stressors is broad or narrow, the number of people meeting sympto-

matic criteria for PTSD should not change. According to this view, one cannot

legislate phenomenology by fiat: a person either does or does not exhibit the signs

and symptoms of the disorder, regardless of the apparent seriousness or triviality

of the etiologic event. The problem with this view, however, is that it presupposes

a cultural vacuum in which trauma occurs. On the contrary, a broadened concept

of trauma and its close link to psychological disease has leaked into the discourse

of everyday life, encouraging people to interpret the vicissitudes of life through the
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lens of trauma. Emotional responses to life’s misfortunes are increasingly experi-

enced as symptoms of disease. For example, PTSD allegedly triggered by exposure

to obscene jokes in the workplace has been reported (McDonald, 2003). And as one

eminent historian of military psychiatry asked:

“Will psychiatrists have the sense to realize that by

medicalizing the human response to stressful situations,

they have created a culture of trauma and thus undermined

the general capacity to resist trauma? They could make a

start by dismantling the unitary concept of trauma, an

idea that has long outlived its purpose. Any unit of

classification that simultaneously encompasses the

experience of surviving Auschwitz and that of being told

rude jokes at work must, by any reasonable lay standard,

be a nonsense, a patent absurdity.”

(Shephard, 2004, p. 57).

Shephard, however, is not sanguine about the prospects for the field now that

“trauma has been vectored into the wider society by the law and the media”

(Shephard, 2004, p. 58).

The expansion of the meaning of traumatic stressor in DSM-IV has influenced

epidemiologic work on the response to the 9/11 terrorist attacks. If, for example,

one can qualify for having been exposed to trauma if one reacts with “horror”

when “confronted with an event” that poses “a threat to the physical integrity” of

“others” (APA, 1994, pp. 427–428), then anyone who watched television coverage

of the carnage of 9/11 counts as a trauma survivor. The upshot is to group together

in a single category the countlessly diverse, unspecified experiences of New Yorkers

on September 11, and the following weeks and months.

Questions on surveys designed to measure PTSD are supposed to link symp-

toms to a specific, identifiable traumatic event. Unfortunately, epidemiologic research

related to the terrorist attacks has not followed this practice. For example, many

symptoms of PTSD are nonspecific (e.g., difficulty falling or staying asleep, feeling

of detachment or estrangement from others), and it is not at all clear that such

symptoms were caused by a specific trauma that occurred on that date in history.

Survey questions on symptoms that are related in their content to a specified event

were asked in reference to “ the attacks on the World Trade Center.” Indeed, “being

exposed to 9/11” does not reference any identifiable trauma.

The assumption in the epidemiologic projects is that all residents of the NYC

metropolitan area (or even the USA) were exposed to the attacks and could “plausibly

develop PTSD.” What actually happened to most of them remains obscure.

There are two problems here: one is expansion of the concept of traumatic stres-

sor and the other is the ambiguity surrounding the concept of exposure. Behaviorally
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oriented clinical psychologists have appealed to animal fear conditioning models in

their attempts to come to grips with PTSD (Keane et al., 1985; Foa et al., 1992).

Whatever the limitations of these models, they did have the virtue of relative clarity

regarding the concept of exposure. Traumatic exposure was likened to contact with

the unconditioned stimuli (USs; e.g., electric shocks) of Pavlovian fear conditioning

preparations, whereas the cues evocative of re-experiencing symptoms were likened

to the conditioned stimuli (CSs; e.g., tones, lights) that predicted the onset of USs. But

when a person is not the direct recipient of life threat, the meaning of the concept of

traumatic exposure becomes increasingly amorphous. And this poses problems for

epidemiologists. How do we determine who counts as “exposed” among those in

NYC? “Exposure to 9/11” is not like being exposed to a Pavlovian US despite the con-

tinuing invocation of fear conditioning models as relevant to the etiology of PTSD.

Resilience?

The concept of resilience is gaining currency within the field of traumatic stress stud-

ies. In many ways, this is a welcome development. Several years ago, anyone empha-

sizing resilience would have run the risk of being either condemned for “silencing the

voices of survivors” or of “being in denial” regarding the consequences of trauma.

Indeed, only a half dozen years ago, certain leaders of the trauma field joined forces

with politically conservative members of the House of Representatives to engineer a

formal congressional condemnation of a meta-analytic review article (Rind et al.,

1998) that concluded that adults who were sexually abused children are more 

resilient than most clinicians had hitherto suspected (See McNally, 2003b, pp. 22–26).

Evidently, many clinicians specializing in trauma managed to misread the message of

resilience as somehow authorizing the sexual abuse of children.

The failure of epidemiologists to detect a marked upsurge in trauma-induced

mental disease following 9/11 was interpreted by trauma researchers and com-

mentators as evidence of resilience. The non-epidemic of PTSD has not prompted

a critique of traumatology’s basic assumption: the expectation of breakdown.

Rather, the non-epidemic has been interpreted as confirming that assumption by

invoking a complementary aspect of trauma and victimization, that of resilience,

an unexpected capacity to go on with life with minimal psychological damage.

However, one cannot infer mechanisms of resilience from the mere absence of

psychopathology following exposure to trauma. Indeed, such an inference poses

problems akin to inferring inhibitory mechanisms in Pavlovian fear conditioning.

That is, confirming a stimulus as a conditioned inhibitor requires the failure of fear

responding in the presence of a cue otherwise known to evoke the fear response

(McNally & Reiss, 1984). For example, to confirm that a stimulus does possess inhi-

bitory properties, one must expose the subject (human being or animal) to this
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stimulus in compound with another stimulus known to elicit fear. If the joint pre-

sentation of these two stimuli results in less fear than does the joint presentation of

the known fear stimulus and a novel, neutral stimulus, then one can infer inhibitory

capacity to the alleged inhibitory stimulus.

Invoking resilience when PTSD fails to emerge implies adherence to a trauma

paradigm that presupposes that pathology is the normative response, but for 

operation of these inferred inhibitory mechanisms.

Conclusions

With the passage of time since the terrorist attacks of September 11, 2001, there is

likely to be less reluctance to examine critically the growing literature on psycho-

logical trauma, and, specifically, studies of the aftermath of these events (McNally,

2004; Shephard, 2004; Young, 2004). In this commentary, we addressed two issues –

exposure and resilience – that warrant conceptual precision. The epidemiologic

projects summarized in this volume provide an opportunity to raise questions about

general assumptions in research on trauma, including the assumption of expectable

breakdown.

As Malcolm Gladwell’s recent essay illustrates, the expectation that severe stres-

sors cause psychic damage is not a timeless one (Gladwell, 2004). Gladwell con-

trasts two novels about combat veterans, one concerning a World War II veteran,

published in 1955 (Wilson’s The Man in the Grey Flannel Suit) and one concerning

a Vietnam War veteran, published in 1994 (O’Brien’s In the Lake of the Woods). In

both novels, the combat veteran suffered extreme traumas. In the first novel, the

veteran-protagonist “put the war behind him,” but in the second, his traumatic

memories dominate his life for many years and finally destroy him. As Gladwell

observed, “Somehow in the intervening decades our understanding of what it

means to experience a traumatic event has changed.” And, as he suggests – 

“it’s worth wondering whether we’ve got it right” (p. 76).
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Searching for points of convergence: a
commentary on prior research on disasters
and some community programs initiated in
response to September 11, 2001

Krzysztof Kaniasty
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Close to 100 years ago, after his visit to San Francisco, severely devastated by the 1906

earthquake, William James noted that “In California every one, to some degree, was

suffering and one’s private miseries were merged in the vast general sum of privation

and in the all-absorbing practical problem of general recuperation” (James, 1912,

p. 225). These insightful words illuminate two paramount characteristics of

community-wide tragedies. Most importantly, whether they are caused by the forces of

nature, technological mishaps or errors, or result from premeditated acts of violence

and terrorism, they are more than individual-level events. They are “a basic disrup-

tion of the social context within which individuals and groups function” (Fritz, 1961,

p. 651). Even if they strike geographically bounded environments such as tornados

coiling one side of a street, floods submerging a neighborhood along the river banks

or explosions shattering the heart of a city, their impact “ripples outward” inflicting

harm and damages, and over time creating a greater sense of loss to larger and larger

numbers of people. Consequently, the coping efforts aimed at recovery from the

oppressive forces of these events become a shared responsibility and collective activ-

ity. The chapters presented in this volume all underscored this dynamic interplay of

individual and community experiences that emerged in the hours, days, weeks and

months in the aftermath of the terrorist attacks of September 11, 2001.

What were the recurring themes in this diverse set of reports describing a variety

of outreach efforts to hundreds of thousands of Americans brutally awakened to the

unprecedented levels of terror and grief? Undoubtedly the scope of these acts of ter-

ror and the devastation they brought about have no match in the history of the USA,

if not in the history of the modern world. Of course, the world has experienced a

plethora of tragedies and many of them were extensively studied by scientists in the

past few decades. Hence it might prove useful to explore the extent to which the dif-

ficulties and complexities observed and experienced by the authors of this volume
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can be traced back to the difficulties and complexities of coping with large-scale

trauma uncovered by prior research on disastrous events. Can the themes exposed in

the context of intervention efforts following the destruction of the World Trade

Center (WTC) in New York City and part of the Pentagon complex in Washington,

DC be placed within a larger empirical milieu of studies describing psychological

and societal reactions to natural and human-induced disasters and catastrophes?

Undoubtedly, the first hours following the attacks were overwhelmed by fright

and chaos but, overall, even the immediate exodus from the areas of the fallen Towers

and burning Pentagon was directed and enacted in a remarkably composed way. The

instantaneous heroic actions of emergency professionals and volunteers selflessly

bursting into rescuing and protecting others from ensuing harm were extraordinary.

These first hours following the attacks showed again that when faced with an unam-

biguous crisis situation, people quickly regain a collective sense of determination and

even the most calamitous pains and fears do not render them inept. In that way, the

overall public response to the events of September 11 resembled reactions to many

other disasters. “Terrorist attack offers a clear threat with a clear need to respond”

(Hobfoll, this volume). In spite of the great dose of uncertainty about the actual

nature of the events, there was neither need nor time to question the brutal force of

the stressor and thus appraisals of it were rapid and undebatable. Mass panic and

chaotic disorganization are not frequently reported following natural disasters and

other horrifying events with clearly visible impacts (Wenger et al., 1985; Fischer,

1998). “Disaster victims do not exhibit irrational and self-destructive behavior nor

do they become helpless and dependent. While some are killed or injured, most vic-

tims are not. They become resources” (Dynes & Drabek, 1994, p. 12).

What happened in the days to follow in New York City and at the Pentagon, and

in fact in the entire country, again resembled often documented social dynamics

emerging in the aftermath of many other disasters, especially those caused by forces

of nature. Nothing better exemplifies the initial surge of coping frenzy than the

instantaneous post-disaster mobilization of help and support. Disasters elicit an out-

pouring of immense mutual helping. In essence, this is exactly what people expect in

times of crisis: when help is needed, supporters provide it. James (1912) observed on

the day an earthquake struck San Francisco that the level “of helpfulness [have gone]

beyond the counting” (p. 225). This immediate phase has been referred as a “democ-

racy of distress” (Kutak, 1938), “post-disaster utopia” (Wolfenstein, 1957) and most

often as “altruistic community” (Barton, 1969). Decidedly distinguishing features of

this collective entity are heightened internal solidarity, disappearance of community

conflicts, utopian mood and an overall sense of altruism. Some researchers have also

suggested that the experience of the same fate can cause previous race, ethnic and

social class barriers to fade away, at least temporarily (Drabek, 1986; Bolin, 1989;

Eranen & Liebkind, 1993).



For the moment we were as one, and I was the brother of the toothless Filipino crone who sat

besides me and smoked a big black cigar. Near me was a charming Southern woman, the widow

of an old friend of mine. She accepted a cigarette from a Negro piano player. A millionaire tourist

from Chicago sat on a pile of luggage with one of Shanghai’s well-known beach-combers, and

the two found a great deal to talk about. Ours was the democracy and brotherhood of common

disaster …

Carl Crow’s account of the bombing of Shanghai, Harper’s Magazine, December 1937, cited in

Kutak, 1938.

Undoubtedly, one of the paramount aims of terrorism is to bring on a sense of

horror, helplessness and chaos extending well beyond the target of the attack. As we

have seen, unfortunately so many times, this is exactly what happens. However, as the

early spirals of terror spin far and past “Ground Zero”, more and more people amal-

gamate against it. Thus the most strategically potent force of organized terrorism is

also its greatest point of weakness. Often times, and as it happened following the

mayhem of September 11, the initial shock and pain is followed by a passionate col-

lective resolve and determination. Just as the victims of natural disasters have their

“altruistic and heroic” stage, the victims of terrorism may have their “altruistic and

patriotic” stage (Kaniasty & Norris, 2004). In the history of the world the acts of

murderous terror are prevalent, yet not more common than illustrations of how

communities endured various perils bounded together in a sense of common out-

rage, collective purpose and fearless drive to survive. Indeed a few empirical studies

have documented the resilience of communities and nations experiencing violent

social turbulences (e.g., Mira, 1939; Fogelson, 1970; Greenley et al., 1975; Milgram,

1986; Curran, 1988). Efforts of the authorities, professionals and countless citizens

described in the chapters presented here add to this list.

The authors of featured interventions quite explicitly mentioned an extraordinarily

high desire of many professionals to offer their services in aiding the victims. Such

instantaneous influx of volunteers and helping professionals have been often observed

(Kaniasty & Norris, 1999), yet it appears that in the context of this tragedy it reached

unprecedented heights. Interestingly, a consistent finding in disaster literature is that

victims are quite reticent in utilizing assistance from sources outside their immediate

network, even if such formalized aid offered by governmental and relief agencies is

readily available, and rely mainly on their families, relatives, friends and neighbors. The

pattern of help utilization following disasters resembles a pyramid with its broad foun-

dation being family and other members of the immediate networks and its narrow top

being aid provided by professionals and formal agencies (Barton, 1969; Drabek & Key,

1984; Carr et al., 1992; Kaniasty & Norris, 2000). It is reasonable to assume that again

on 9/11 the family, relatives and friends enacted their routine roles of leading social

support providers but the professional response to attacks in New York City, at the

Pentagon and in Shanksville, Pennsylvania, was exceptional. Exceptional also was the
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level of help-seeking among thousands of affected individuals. Hence possibly in years

to come, help-utilization literature will refer to this aspect of the aftermath of 9/11 as a

“trapezoid of post-disaster aid.” Notwithstanding the incredible magnitude and the

scope of these horrific acts, a large share of the reason for why so many people turned

to professionals for help could be the great care with which these programs presented

themselves to individuals and communities in need. It radiates in all the narratives that

these “mass drives” of “psychological first aid” (see Litz, this volume), whether in the

corridors of the Pentagon, in the screening rooms of the Mount Sinai Medical Center,

during community forums in Lower Manhattan, on the phone lines of LIFENET, or in

various media and educational appeals of Project Liberty, were conducted with the

utmost dose of respect and sensitivity. It appears that these attempts effectively mini-

mized eternal traps for potential stigmatization, marginalization and medicalization of

help-seekers (Gist et al., 1998).

Great attention has been also paid to cultural and ethnic diversity represented in

targeted populations. Projects such as LIFENET (Draper et al., this volume) and

Project Liberty (Felton et al., this volume), as well the WTC Worker/Volunteer Mental

Health Screening Program (Katz et al., this volume) and the Primary Care Survey in

Northern Manhattan (Neria et al., this volume), have adopted multicultural and mul-

tilingual approaches. This may seem an obvious thing to do given the “melting pot”

distinction of New York City, yet studies document with some regularity that victims

representing minorities and lower socioeconomic resource echelons do not always

fully participate in post-disaster altruistic communities (Bolin & Bolton, 1986;

Kaniasty & Norris, 1995; Webster et al., 1995; Beggs & Haines, 1996; Oliver-Smith,

1996; Kaniasty, 2003). Factors such as race/ethnicity, age and education attainment

(proxy for socio-economic status indicators, SES) are key variables affecting distribu-

tion of resources in recovery. It is important to remember that post-crisis exchanges

of support, distribution of aid, and formalized intervention efforts take place in a con-

text of pre-existing socio-political and cultural structures, with established rules and

norms of resource distribution that regulates the quality and quantity of supportive

relations (Kaniasty & Norris, 1999). Although the most obvious and familiar rule of

relative needs may dominate, other ways of distribution may surface as well. In a fer-

vor of benevolence, frequently accompanied with organizational confusion (“post-

disaster culture of chaos,” see Norris, this volume), it is easy to leave out some

subgroups of victims just because of their historically and culturally sanctioned sepa-

ration from the mainstream of the society. This might result in a pattern of neglect

such that some of the victims could receive less help and support than other people

comparably affected (Kilijanek & Drabek, 1979; Kaniasty & Norris, 1995).

The intervention and outreach programs described in this volume were very

much tuned to these juxtapositions of the rule of relative needs and the potential of

patterns of omission:“The thesis of community recovery and mutuality is to give the
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greatest aid to those in greatest need, without creating deficits for other vulnerable

groups” (Fullilove & Saul, this volume). Nevertheless, both LIFENET and Liberty

Projects reported relative underutilization of their services by Asian and, to a lesser

extent, Latino populations. The importance of psychological and cultural factors

affecting reluctance to seek help from formal and informal sources of support must

be recognized and dealt with (Griffith & Villavicencio, 1985; Barrera & Reese, 1993;

Norris & Alegria, 2006). Minorities and people from lower socioeconomic strata

often incur greater losses in disasters (Bolin, 1982; Perilla et al., 2002) but their ele-

vated needs do not necessarily translate into a greater propensity to communicate

them. Our studies with culturally diverse samples of disasters victims from the USA

(Kaniasty & Norris, 2000) and Central Europe (Kaniasty, 2003) clearly documented

that people in need receive help but they may receive altogether less help than they

might have because of their reticence in asking for support. “People do not get what

they do not ask for” and thus help-seeking discomfort or its opposite help-seeking

comfort, as an important psychological asset affecting the efficacy of coping processes,

could render some individuals to be more vulnerable to additional resource loss in

crisis situations (see Hobfoll, this volume). Culturally savvy intervention efforts

are always essential (Norris, this volume).

Within the ecology of collective stress, every asset has its liabilities, every benefit

has its costs. The critical role of support providers in the first moments following

the impact of the catastrophe is obvious. However, once past the initial havoc, the

coordination and modes of providing professional and volunteer assistance require

more than just good will.“The desire to assist is without question laudable, but not all

forms of help, of course, prove equally helpful” (Gist et al., 1998). Ironically, but not

surprisingly, the surge of “the wonderful helpers” created logistic as well as philo-

sophical dilemmas for the people in charge of post-September 11 outreach efforts.

“For weeks, it seemed that we received more calls from well-intentioned individuals

seeking to give assistance than from persons actually seeking help. Sorting through

qualifications from many hundreds of volunteers to determine fitness for deployment

was often a precarious endeavor”(Draper et al., this volume). Helpers’ working mod-

els of how to help, of what help is needed, or of what is appropriate and when are

direct reflections of their own cultural and societal worldviews and professional

preferences. Many of these beliefs are based on very vivid individualized professional

experiences of past successes but are infrequently systematically evaluated for their

efficacy. Stereotypes about the so-called “appropriate ways of coping” that in turn

determine “appropriate ways of helping” may compromise the potential for various

intervention activities to be supportive (Jerusalem et al., 1995; McFarlane, 1995;

Wortman & Silver, 2001).“In general, both command and soldiers were receptive to

the briefings. However, long ‘debriefings’ provided at the end of a long shift were not

always welcomed. Invitations for smoking cessation classes were definitely anathema”
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(Ritchie et al., this volume). Sincere concerns of mental health providers with predic-

tions of looming rates of post-traumatic stress disorder (PTSD) and other major dis-

orders in the aftermath of major traumatic events (McNally et al., 2003) may focus

their conceptualizations of a disaster as an individual, not social or community expe-

rience, and enhance their convictions that they are chiefly responsible for providing

resolutions. Overreliance on the medical model of helping (Brickman et al., 1982)

and overhelping could, in the long run, undermine autonomy of those affected and

beget dependence and a sense of helplessness. Even in the context of colossal trauma,

professionals cannot act as “surrogate frontal lobes” for people in crisis, thereby slow-

ing down the process of marshaling communal healing resources by the victimized

communities on their own (Oliver-Smith, 1996; Kaniasty & Norris, 1999). The ini-

tiatives described in this volume were very aware of these potential pitfalls, as elo-

quently stated by Fullilove and Saul (this volume):“In many societies post-calamity,

affected people have to struggle to articulate to their would-be helpers that recovery

lay in group interactions, not in individual therapy.”

With that many resources available in the aftermath of the 9/11 tragedy, it became

crucial to determine how to funnel these assets into efforts extending beyond the

immediate areas of destruction and for the time to come. “Numerous chaplains and

mental health personnel went to the crash site, instead of planning for the ripple

effect on the community” (Ritchie et al., this volume). The psychological distress for

many victims may surface later than the duration of some of the crisis interventions.

Although often calamities occur suddenly, the stress they inflict is not just acute.

Disasters evoke an array of secondary stressors that continuously challenge affected

communities and strain their coping resources at a rate faster than the progress of

recovery. As time passes following the event “the more difficult it is for emotionally

affected persons to identify 9/11 as a significant factor related to their current con-

cern” (Draper et al., this volume). A number of studies have found that subsequent

life events and losses are good predictors of disaster victims’ symptom levels and

recovery (Norris et al., 2002). The role of forthcoming secondary stressors as media-

tors of the impact of the focal event (Norris & Uhl, 1993) has to be recognized from

the very outset such that the initial overabundance of helping resources is preserved

for the future. In other words, mental health workers and volunteers should also

direct their efforts toward planning, advertising and implementing later services to

resource-depleted communities. At the time of this writing, two and half years after

9/11 many activities of the projects described here have not yet ceased.

Such a longer-term approach is always imperative simply because the post-crisis

instantaneous heroic and altruistic struggle to fulfill immediate needs represent only

one side of the disaster experience. As “a rise and fall of utopia” (Giel, 1990), disasters

are vivid portrayals of how communal upheavals move from an initial profusion of

coping activities and helping to an often inadvertent and slowly unfolding depletion



of supportive resources. Resource loss is difficult to prevent and more powerful than

resource gain (Hobfoll, 1988, 2001, this volume). More often than not, the mobiliza-

tion phase may not be sufficient to block subsequent progression of deterioration of

victims’ quality of life and interpersonal relations in their communities (Kaniasty &

Norris, 1997, 1999, 2004). Deterioration may be particularly potent in the context of

human-caused disasters and oppression. It has been generally accepted in the litera-

ture that the stress associated with many human-induced catastrophes is more per-

sistent than that of natural disasters (Baum, 1987; Norris et al., 2002). It appears that

these events, whether they are just unfortunate mishaps or deliberate acts of organ-

ized violence, exert their destructive powers that go beyond their ability to destroy,

injure or kill. Such events are mediums or weapons of terror and their strength

should be measured by their capability to petrify. Not surprisingly then, the words

used by victims of technological disasters and victims of terror to describe their

experiences are frighteningly similar. A victim of an underground gasoline spill

interviewed by Kai Erikson for his essays on human-provoked traumas said: “Of the

words up here – ‘hostage,’‘prisoner,’‘besieged,’ and ‘trapped’ – I think I personally like

‘trapped,’ because trapped is definitely how I feel. Going on day to day with existence,

with work and carrying on a routine, but trapped in it.” (Erikson, 1994, p. 112).

The victims of human-induced disasters and oppression are hostages because they

are trapped in often fuzzy, chaotic, secretive, nonlinear, convoluted and drawn-out

features that are most characteristic for these events. Not denying the potential of nat-

ural disasters to create chronic stress, their victims are “afforded the luxury” of a finite

conclusion declaring the end to destructive powers of natural forces that commences

the process of relief and recovery. After the clear low point (Baum et al., 1992), recov-

ery activities begin and the improvements of life conditions are in sight. On the other

hand, people are psychologically besieged by human-caused catastrophes and terror

because of repeatedly voiced concerns and worries: who did it and why?, will it happen

again?, when will we be safe? These questions, frequently not easily answerable, prevent

the identification of the psychological “rebound point” keeping all affected unclear

whether the incident is really over (Erikson, 1994; Kaniasty & Norris, 2004).

There are a multitude of ways through which disasters and catastrophes exert

their deleterious influence on community life. From the very moment of the 9/11

assaults the public reactions were augmented by a “belief that ‘anything was possi-

ble’ in the hours, days and weeks following the attack” (see Hobfoll, this volume).

Directly affected victims, and the entire citizenry for that matter, entered a 

“psychological minefield” where individuals’ fears and ways to cope with them

potentially collided and may have amplified the experience of shock and stress.

Hobfoll (this volume) noted that victims of stressful events that impact larger

groups often subject themselves to “pressure cooker” (Hobfoll & London, 1986) or

“stress contagion” (Riley & Eckenrode, 1986) phenomena, whereby, paradoxically,
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social interactions and sharing of feelings and worries may exacerbate their per-

ceptions of distress. Undoubtedly, the events that followed the attacks – the anthrax

scare, the Washington, DC sniper attacks, the plane crash in Rockaway (Queens,

New York City), the war in Afghanistan and later the uncertainty and actual war in

Iraq – fueled concerns and heated debates among many, quite possibly straining

their social relationships.

Of course, many catastrophes remove significant supporters from victims’ net-

works through death, injury and relocation. The extent of bereavement and

injuries resulting from the attacks was horrifying. Furthermore, just a look at what

stands now at “Ground Zero” is more than enough to help us understand why on

the top of the long list of “victims’ categories eligible for services” presented by

Draper et al. (this volume) were the people who lost their residences, and quite

possibly, their employment. Not discounting the global impact of these undeniable

personal dramas, social network losses such as these also force people to make

downward adjustments in their expectations of social support availability

(Kaniasty et al., 1990; Solomon et al., 1993; Warheit et al., 1996). Residents of

places ruined by disasters often report decreased participation in social activities

with relatives, friends, neighbors and community organizations (Hutchins &

Norris, 1989; Bolin, 1993; Kaniasty, 2003). People in affected areas must prioritize

and expend prudently their energies, often putting their “social life” on hold

(Golec, 1983). “I have friends but I do not call” said one of the respondents in Katz

et al. (this volume) case examples. Overexposure to emotional disclosures about

trauma can be psychologically threatening and emotionally draining. “All these

media, these reminders … it’s killing me” (Draper et al., this volume; Neria et al.,

this volume). People may become weary of unending exposures to news and testi-

monials of others about their experiences (Pennebaker & Harber, 1993; Mehl &

Pennebaker, 2003). Those who need to talk and seek help in validating their sub-

jective realities of trauma risk social disapproval. Empirical work has clearly docu-

mented that sharing traumatic experiences with respectful and supportive others

helps people in discovering the mean-ing of the experience, gaining control over

their emotional reactions and rebuilding shattered assumptions about the world

(Pennebaker, 1990; Janoff-Bulman, 1992; Lepore & Smyth, 2002).

Ironically, the progress of recovery activities can also bring about feelings of

apprehensiveness, isolation or even divisiveness (Golec, 1983; Steinglass & Gerrity,

1990). Some individuals, some communities, may recover at a faster rate than others

and these victims may want to move on with their lives and leave behind those still

immersed in the experience.“Some people were more ready than others to have their

children return to the school, and the differences between peoples’ feelings about the

safety of the environment and the visibility of the destruction were topics that caused

tension in the community” (Fullilove & Saul, this volume). Such communal tensions
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and animosities may add to an already diminished sense of social connectedness and

victims’ beliefs in goodness of the world and its people (Kaniasty, 2003). Lack of per-

sonal resolution, continuous fatigue and disagreements about the meaning and con-

sequences about the event could incite interpersonal conflicts including family

distress and disharmony (Erikson, 1976, 1994; Adams & Adams, 1984; McFarlane,

1987; Picou et al., 1992; Bowler et al., 1994; Harvey et al., 1995). Victims depicted in

Katz’s and colleagues’ case examples mentioned a separation from a spouse and dif-

ficulties relating to close ones, “I know I love my family, but it is still hard to be

around them. This is the biggest problem.” (Katz et al., this volume).

The miasma of disasters’ influence on personal and communal relationships

grows in scope and virulence. Fullilove and Saul talked about the destruction of the

WTC as a loss reaching beyond its immediate surroundings. “All people in the met-

ropolitan area had lost a neighborhood that was important to them and had a right

to consider themselves injured” (Fullilove & Saul, this volume). Loss of attachments

to places is psychologically hurtful because physical structures with their familiar

symbolic, social and cultural dimensions are foundations of self- and collective iden-

tities. How many New Yorkers, how many Americans, actually appreciated before-

hand the psychological magnitude of these symbols? Significance of many places is

usually only fully recognized when they have been disrupted or removed and when

that happens, they could be grieved in a way analogous to mourning loved ones

(Erikson, 1976; Brown & Perkins, 1992; deVries, 1995; Oliver-Smith, 1996). When

the search for the causal factor moves away from the nature toward the human agent,

more systemic community animosities and divisions become likely to surface (Drabek,

1986). Following September 11, shared experience of the lethal assault on American

liberties and values and ensuing common threats undoubtedly amplified the sense of

patriotism and national identity but this increased sense of togetherness was also

responsible for some occurrences of escalation of political, societal and cultural

divides.“The defensive posture accentuates in group-out group differences as a knee

jerk reaction” (Hobfoll, this volume; see also Pyszczynski et al., 2003). All in all, the

aftermath of disasters, those with clear fault lines of human culpability in particular,

is a dynamic stage for many accelerating cycles of losses exerting their toll on very

different planes: psychological, social, individual, community, political, cultural and

economic.

I understood my task of this commentary as an attempt to identify the points of

convergence between empirical literature on social reactions to natural and techno-

logical disasters and the dynamics described in this volume summarizing major

community outreach efforts that followed the 9/11 terrorists attacks. Just like all of

us, I have been humbled by the enormity of these events, the extent of human suf-

fering and heroism, and the professionalism and foresight of people responsible for

and involved in the continuous activities aimed at alleviating psychological and
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social consequences of these atrocities. Although unique and unprecedented, the

suffering of the victims of September 11 echoes many similarities to the suffering of

countless victims and communities traumatized by other disasters and catastro-

phes. Traumatic events are often very different from one another, and each may

beget inimitable demands and create very specific needs. Yet the differences and a

general sense of distinctiveness behind these events pale if we shift our attention to

the backgrounds against which they unveil. Reactions and struggles of individuals

are interwoven with reactions and struggles of their communities. The reality of

individual victimization cannot be understood without consideration of the collec-

tive reality. Hence helping the victims also means deterring the erosion of sense of

belonging to a community that “provides a channel for intimate communication

and expression, and a major source of physical and emotional support and reassur-

ance” (Fritz, 1961, p. 689). The heart of Charles Fritz’s “therapeutic community”

notion is a belief that post-disaster deterioration of social support and community

relations is not inevitable (see also, the social support deterioration model, in Norris,

this volume). The same conviction was present in all of the intervention efforts

described here. “Such actions are not only essential to rebuilding the society, but

also are curative for the symptoms of trauma-related illnesses. Overcoming alone-

ness, feeling the support of the larger group, having a manifestation of the higher

power that lies in collective action are the best antidotes to lingering feelings related

to terror” (Fullilove & Saul, this volume).
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Introduction

I don’t live in America, let alone in New York. I live in Central London under the

Heathrow flight path. It was not long ago that my house was shaken by the final

flights of the last three Concordes. On September 11, 2001, we experienced the oppos-

ite, a strange week of silence, when all flights were banned for a week. And when

they resumed for a while I looked out of my window as each plane came past and

experienced a frisson of anxiety. Like virtually everyone I know, it took sometime

to shake off those hypnotic images imprinted in my memory from those hours

glued to our TV screens throughout the horrors of that first day.

But not for a moment did I consider that I had a problem, let alone seek help for

it. And after a few weeks these emotions disappeared. Yes, my view of the world had

changed, as had my appraisal of the society we live in and the threats we face. The

world seemed, and probably was, a riskier place (Halpern-Felsher & Millstein, 2002;

Roberts & Em, 2003). But emotionally and physically I felt the same as I had been

before, for better or worse.

When I visited America only a few weeks later, to take part, ironically, in a pre-

arranged conference on psychological responses to mass violence (National Institute

of Mental Health, 2002), I observed something else. September 11th had also

brought about positive changes in the society that I have visited so many times.

Was it my imagination, or were people genuinely more talkative, more likely to

engage with me in the bars, waiting rooms and queues that are the staple of travel

these days? No, on everyone’s lips was the observation that adversity had brought

us together, and indeed that upsurge in communitarian feelings for once even

involved myself as a Britisher, finally forgiven for George III. It was confirmation of

the “democracy and brotherhood of common disaster” (Kutak quoted in Kaniasty,

this volume).

Should we be surprised by this? It was Durkheim himself who suggested that

during periods of external threat group cohesion increases, and suicide rates decrease

(Durkheim, 1897). Indeed, tentative evidence of a lowering of the suicide rate in
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the UK after 9/11 has been presented (Salib, 2003), and it would be interesting to

know if the same will be observed in the USA. We are robust nations and our citi-

zens repeatedly surprise us by their resilience in the face of adversity in the past

(Jones et al., in press) and of course during the terrible events of 9/11, when panic

was noticeable by its absence (Glass & Schoch-Spana, 2002).

September 11th did bring about changes in most of us. These were a complex

mixture of both negative and positive changes. But were these abnormal? Did I

need treatment for my compulsive checking of the sky over my house, or the

dreams I experienced? Did I need to consult with a mental health professional?

It is a general principle, and one to which I shall return, that professionals should

refrain from treating ailments that are going to get better fairly quickly anyway,

since to do so wastes resources and exposes patients to the risks of side effects of

unnecessary treatment. What do we know about the emotional responses that were

indeed so common after 9/11?

The contributions in this book tell us much. The Rand team reported that 44%

of Americans had “substantial stress” in the wake of 9/11 (Schuster et al., 2001). One

does wonder if “having trouble falling or staying asleep”, or “having difficulty con-

centrating”, scoring on either item at the “quite a bit” level being sufficient to qual-

ify for “substantial stress” was really compatible with the word “substantial”, but

never mind. This figure had halved at Wave 2, taken during November 2001, only

a few weeks later. And we can compare this with the contribution from Sandro

Galea and colleagues, who conducted an equally elegant follow-up study carried out

solely in New York City at 1, 4 and 6 months after the attacks (Galea et al., 2003).

Probable post-traumatic stress disorder (PTSD) declined from 7.5% to 0.6% at 

6 months, the latter figure comfortably within expected population norms. Thus,

we can expect that the Rand study, if it had been repeated at 6 months after the

attacks would show further decline, and I suspect would likewise return to the

baseline level of psychological distress in the community. According to the National

Comorbidity Survey, taken prior to 9/11, the lifetime prevalence of PTSD in the

USA is less than 8%. We should not make the error of assuming that all PTSD in

New York City is due to the events of 9/11.

Likewise, it is intriguing to note that according to the contribution by Katz and

colleagues, 60% of rescue workers screened positive, a figure not changing over

time, whilst 40% were cases on the General Health Questionnaire (GHQ) (Katz 

et al., this volume). The former statistic makes one wonder what the pre-9/11 rate of

“caseness” would have been, not least because there is a vast literature attesting to

high symptom scores in many emergency workers anyway, and the latter statistic is

comfortably within population norms. Katz and colleagues note the strangely

reduced rates of major depression in this sample – one wonders if there has simply

been a diagnostic shift rather than a true increase in morbidity. Either way, when



analysing any uncontrolled post-9/11 mental health data, we should beware of

assuming that America pre-9/11 was free of mental health problems.

And just how serious or abnormal were these manifestations anyway? We all

know that there are no clear cutoffs between the normal and abnormal in psychi-

atry. In general, we strive to treat the abnormal clinical depression, for example, and

not the normal sadness after the death of a loved one. After exposure to traumatic

events we often expend considerable efforts to remind people that it is normal to

feel upset, shaken, or to have difficulty sleeping, and this is not a psychiatric dis-

order nor the inevitable precursor to one. Indeed, the inherent ambiguity of many

post-disaster interventions, which simultaneously proclaim that it is normal to feel

upset when bad things happen, and then suggest a variety of therapeutic interven-

tions, points to the importance of non-therapeutic factors underlying many insti-

tutional and professional responses to trauma. Deciding on the boundaries between

the normal and abnormal will always be a matter of discretion. And as a sociologist

Frank Furedi has recently argued, there is a danger that we are now getting these

boundaries wrong (Furedi, 2003), and actively professionalizing or pathologizing

normal feelings with consequences that can be unforeseen and undesirable.

Symptoms are not disorders

One increasingly recognized boundary is the one existing between symptoms and

disorder. In our work on members of the United Kingdom Armed Forces after the

1991 Gulf War we found elevated rates of every symptom that we inquired after,

including those indicative of possible PTSD (Unwin et al., 1999). Yet when we

interviewed these service personnel using standardized psychiatric instruments

the rate of PTSD was elevated, but only from 1% in the well veterans to 3% in the sick

(Ismail et al., 2002). Many veterans had symptoms, fewer had discrete disorders

mandating treatment.

Symptoms alone are a poor guide to disorder, and what we should be concerned

about is disorder and its implications on functioning. The focus should be on 

people unable to earn their living or look after their families, not on those who felt

transiently alarmed or anxious in a world growing increasingly alarming. Symptoms

might indicate disorder, but then again, as Carol North notes in this volume, they

might not.

So how do we interpret what happened after 9/11? We have vast numbers of

people like myself – people who felt both emotional distress and greater social

involvement in the days after 9/11. People who did indeed experience emotional

change, and sometimes visible distress, but emotions that were understandable, not

abnormal, did not indicate a lifetime of psychiatric illness, and indeed had begun

to disappear in a matter of weeks. And we have people, in New York City, who rose
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to the challenge of 9/11 in a variety of community and adaptive actions, as

described by Fullilove and Saul (this volume).

There are certainly exceptions to the above – those in whom psychiatric disorder

might be expected to either develop or persist. These “high risk” groups (those with

low socio-economic status (SES), pre-existing disorder and/or acute stress dis-

orders, and those with direct intense exposure to the traumatic event – not simply

hearing about, reading or watching it) will be considered later. Ever since the devel-

opment of a recognizable professional psychiatry early in the twentieth century

these people have been considered to be the appropriate concern of the mental

health services. However, in the last decade or so, attention has shifted from this

minority to the majority – people who have been exposed to adversity, but who are

not suffering from any psychiatric disorder as yet, and who have not been con-

sidered to need, require or demand mental health interventions. And it is this poten-

tially vast group, and the attempts to engage, educate and even treat this group, that

forms the principal focus and interest of this book.

Two approaches have been particularly advocated for this majority group, were

tried in an ad hoc fashion after 9/11, and are likely to be tried again should circum-

stances repeat themselves. These involve, first of all, some form of screening, and

second, some form of immediate psychological intervention such as psychological

debriefing. Neither, however, is without problems and pitfalls.

The seductions of screening and the disappointment of debriefing

PTSD, like all psychiatric disorders, is bad news if you develop it. And because it

seems so obvious that prevention is better than cure, who can argue with a plea for

better prevention? So how might post-traumatic psychiatric disorders be pre-

vented? Historically two principal strategies have been tried. The first of these involves

screening for vulnerability to breakdown either before exposure (as for example in

the military or the emergency services to determine who should or should not be

put in harm’s way, or screening after exposure, to determine those who should receive

support and/or treatment). The second involves a direct psychological interven-

tion aimed at all those exposed to trauma, with the purpose of preventing subse-

quent psychiatric disorder. Both are problematic. I shall consider the pitfalls of

screening for vulnerability to psychiatric disorder first.

The rules of screening

Screening is never an end in itself, it is a means to an end, and that end is the delivery

of treatment that might make a difference. If we consider for a moment why cer-

tain screening programmes are indeed successful, we can see what are the hurdles
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that need to be overcome before we can recommend a mental health screening

programme after trauma, and how unlikely it is that we will ever be able to do this

in practice.

These principles are straight forward, well understood, and crucial to under-

standing the general record of failure in screening for mental health vulnerability

or disorder. They are described in any textbook of screening, public health or 

epidemiology (Hennekens & Buring, 1987; Muir Gray, 1997; National Screening

Committee, 1998).

The first principle concerns the method used to detect those one wishes to iden-

tify, which in this situation is most likely to be a questionnaire. These must have

certain properties. Technically these are known as sensitivity, specificity, positive

predictive value and negative predictive value. The instrument must detect a sub-

stantial proportion of those we aim to detect (those who either have, or will get, the

disorder in question) – this is sensitivity. Likewise, it must not detect very many 

of those who do not have, or will not get, the disorder – this is specificity. Finally,

when we are talking about detecting those who have not yet developed the disorder

in question, the key statistic here is the positive predictive value – of those who are

detected by our screening programme, how many will go on to develop the disorder

itself (Rose, 1992).

The second principle is that screening is worthwhile. There must be a benefit 

to the individual, and to society, from detecting people by this method. Several

requirements must therefore be satisfied. First, one only screens for disorders for

which proven effective interventions exist and are available. There is no point in

screening for disorders that cannot be treated effectively. Likewise, there is little

point in screening for disorders that will improve spontaneously. A knowledge of

the natural history of the disorder is thus a prerequisite. Screening for conditions

in which the natural tendency is towards recovery is hard to justify on ethical, clin-

ical and economic grounds. Second, screening must be cost effective. There is little

point in mounting a complex and costly screening programme if there is evidence

that most people with the disorder are going to be detected by existing methods or

services anyway.

All screening carries a risk of harm. As Muir Gray puts it “all screening pro-

grammes do harm, some can do good as well” (Muir Gray, 1997). Those detected

may be exposed to investigations or treatments with side effects. Screening itself

has hazards – side effects of the instrument, or increased anxiety about the condition.

Those who are identified by the programme may not realize, and indeed probably

don’t realize, they are “at risk”. Once they learn that they are now at increased risk

of an adverse outcome, their behaviour may change in many unforeseen ways.

They may become more careful or solicitous about their health, or conversely adopt

a wide range of risky behaviours – “because it is going to happen to me anyway”.
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Their view of themselves as a healthy person has been altered, and their mood and

psychological well-being may be adversely effected. There is a wide, extensive and

compelling literature on the adverse psychological consequences of screening

(Shaw et al., 1999). For those who are identified as at risk, but actually are not going

to develop the disorder (false positives) it will be clear that screening can only be a

source of harm – the question is how much. Exactly the same applies to those cor-

rectly identified as having a disorder, but one which will spontaneously remit with-

out treatment.

Screening: a lesson from history

That is the theory, but how has screening for mental health problems fared in 

reality? There is one very good example that should give pause for thought. It is the

story of mental health screening as practiced by the military authorities over the last

hundred years (Jones et al., 2003). One can understand why this is appealing to the

military mind. If we could know beforehand who was going to breakdown in battle,

we could screen them out beforehand. This would give us a stronger military, and

would be better for the men themselves, their families, and the national budget.

The historical record is indeed full of pleas made by those having to command

men in battle to those responsible for selection imploring them to do a better job

(Jones et al., 2003). My favourite is quoted in Ben Shephard’s classic account of

psychiatrists at war (Shephard, 2000), and is a signal sent by a senior officer in the

eighth Army in Egypt in 1942 back to the War Office begging them not to send him

men who “can’t stand the brothels of Cairo, let alone the Afrika Corp”.

One answer seemed to be mass psychological screening. Back in World War II,

the Americans believed that they could identify those who were going to make bad

soldiers and become future psychiatric cases. They enlisted the enthusiastic help of

the best psychiatrists in the land, led by no less a figure than Harry Stack Sullivan.

The psychiatrists gave their all for the war effort, removing over two million men

from the draft on the basis of personality testing that predicted who would and

who would not break down (Jones et al., 2003).

But patriotism and good intentions were not enough. Indeed, the consequences

of the mass psychological screening programme was that the Americans nearly lost

the war. By 1944, when no less a person that George C. Marshall called a halt to the

screening programmes, they were running out of men (Ginzberg, 1959). What then

happened was that many of those rejected on psychiatric grounds were re-enlisted –

a vast natural experiment. To everyone’s surprise studies showed that most made

perfectly good, and sometimes very good, soldiers. Some broke down, more than

those who had not been screened out – the psychiatrists were not totally wrong,

but up to 85% actually made perfectly adequate soldiers (Aita, 1949).
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There were many reasons why the screening programme failed, some of them

relevant to the debate on the consequences of terrorist trauma, some of them less

so. A major risk factor for breakdown is experiencing a traumatic event – but that

hasn’t happened yet, and may not, so predeployment screening is deprived of the

best single predictive factor. And what remains are a collection of risk factors,

which while statistically significant, are all relatively weak individual predictors of

future breakdown (Brewin et al., 2000). Of course, after an incident such as 9/11

the event has happened, and while we can say in general terms that the greater the

exposure to the traumatic event, the greater the risk of PTSD, the various predict-

ive factors remain too weak to allow the level of individual prediction necessary to

say who will, and who will not, develop later disorder.

Less relevant to the post-trauma situation, but nevertheless still necessary when

considering any screening programme, are the adverse effects of the procedure.

For example, if screening is used to exclude individuals from military service, or

perhaps the emergency services, further problems can be anticipated. Excluding

people who have risk factors for developing disorder after trauma – coming from

a single parent family, having a family history of psychiatric disorder, a poor school

record and so on, would have many untoward consequences. Denying military

service to people with these risky backgrounds, for example, would clearly have a

serious effect on recruitment, since both the British and American militaries trad-

itionally recruit from areas of social disadvantage. Furthermore, it would also deny

some of the social goals and benefits of military service – giving people from dis-

advantaged backgrounds a chance to learn a skill and gain self-respect.

Definitely relevant to the trauma situation is that labelling people as potentially

psychologically unstable, liable to breakdown if something is not done to prevent

this, is also not without risks. It changes peoples’ views of themselves in unpre-

dictable ways, and exposes them to stigma. The American World War II experience

showed that many of those denied the opportunity to serve their country because

of concerns for their psychological stability returned to their home communities

and were exposed to shame and ridicule.

Questions that must be answered before we can recommend screening 
for psychological vulnerability or disorder

Armed with that historical example, what questions should be answered before we

can advise the implementation of a psychological screening programme in the

aftermath of a disaster? First, do services exist to deal with the disorder that is going

to be detected? If so, do we know that those people who require treatment are not

already accessing it? If those who are the target of that screening would have pre-

sented to medical services anyway, then there is clearly no case for launching an
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expensive and elaborate screening system. The answer will differ from country to

country, depending on the characteristics of different health care systems. There is

less of a case for screening in countries such as the UK, in which there is a compre-

hensive primary health care system, which is very permeable indeed (most people

see their family doctor between three and four times a year). Likewise, many mili-

tary health systems are exceptionally easy to access. Even if it is found that those

who should be detected are being overlooked, this may be a case for better recog-

nition, or better education and training of the physician, but not screening per se.

However, even if an efficient and effective system for managing psychological

disorder existed (and regrettably despite the above examples of efficient and effect-

ive systems for managing psychological disorder, they are conspicuous by their

absence in all the health care systems I have knowledge of), there is still a possible

case for a screening programme if it can be shown that those who would benefit

from treatment fail to access the services available.

There are various reasons why people might not access services when they

should do so, and hence may be potential beneficiaries of screening. One reason

may be that they have not yet actually developed the disorder in question – in this

context the question of delayed PTSD. Such people will not gain from screening in

the aftermath of trauma for obvious reasons.

What about people who have the disorder, but have not sought help? There are

numerous studies describing the characteristics of those who seek treatment, since

such studies are easy to perform, but what is required are studies in which those

who do not seek treatment but are also suffering from psychological distress are

compared to those with similar conditions who have sought assistance. This kind

of data is harder to find. However, studies that are able to compare treatment seek-

ing and non-treatment seeking populations generally show that those who present

to services are more symptomatic than those who do not, which is encouraging

(Solomon et al., 1989; Kulka et al., 1990; Bramsen & Ploeg, 1999) but weakens the

case for screening.

Why do many people not present? Some do not wish to, as indeed is their basic

human right. Some are aware of the stigma of psychiatric disorder, and either feel

ashamed of their symptoms or are concerned that others might see them as weak.

Like the author, the readership of this book almost certainly do not share this atti-

tude, but there can be no doubt that many others do. Perhaps it is as Amsel and col-

leagues state, 9/11 has led to a sea change in our acceptance of mental distress and

disorder (Amsel et al., this volume), but this process had begun before 9/11 anyway

(Furedi, 2003).

We have as a society become more sensitive to the plight of “victims”, but never-

theless, stigma remains a powerful issue, and many people will continue to be very

uncomfortable with a psychiatric label.As no one is advocating compulsory treatment
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for post-traumatic stress and its variants, these wishes must be respected. Mental

health professionals all too easily forget the low esteem in which we and our patients

are held by the general public. And because I am not in favour of compulsory psy-

chiatric treatment except under the provisions of the existing mental health legis-

lation, I regret I cannot share the call made by Difede and colleagues in their otherwise

excellent contribution for mandatory psychological screening either. If it is to be

done, it must be on the basis of consent, not compulsion. Already many of us have

heard of disquiet and resentment among emergency workers forced to attend com-

pulsory debriefing after 9/11.

Others do not present because of the nature of the disorder. For some, avoidance

of reminders of the source of their distress is a powerful force. The disorder itself

plays a role in preventing them from seeking help. These people may be persuaded

to access services if correctly identified and sensitively managed, and are perhaps

the group that stand most to benefit from screening, if only they can be identified.

Finally, comes the issue of prognosis. One screens for cervical or breast cancer

because neither spontaneously improves or disappears. This is far from the case for

the disorders we are concerned with. The evidence presented in this book makes it

clear that most distress after 9/11 improved anyway. Likewise, Solomon’s prospect-

ive studies of Israeli combat veterans show PTSD can and does improve over 

time (Solomon, 1989). This is a major obstacle to implementing any screening 

programme – it will detect a great deal of symptomatic distress that is going to

clear up anyway. These people will then be exposed to the risks and costs of treatment

for no reason.

Choices of measures

The next question is that if screening is desirable, is there an effective instrument?

As already stated, the key statistics in assessing the performance of any screening

instrument are its sensitivity, specificity and positive predictive value.

There are currently many instruments that have been used to detect PTSD. Several

of the newer ones have shown acceptable psychometric properties in specific 

populations. For example, the scale devised by Davidson, reported in 1997, has at

its best cut off a sensitivity of 0.69, a specificity of 0.95, and a positive predictive

value of 92%, which is very respectable (Davidson et al., 1997). However, that data

comes from the validation study in which the prevalence of PTSD was very high –

67 out of 129 subjects had the disorder. In a sample with far lower prevalences of

PTSD, which is the case in any population or public health setting, the scale will

perform far worse.

A more relevant comparison was provided by Shalev and colleagues (Shalev 

et al., 1997). They compared the ability of four different questionnaires to predict

551 What mental health professionals should and should not do



PTSD in those attending an Accident and Emergency Department. This is more

relevant to the current discussion, because the overall prevalence of PTSD was

lower than in previous studies (30% at 1 month and 17% at 4 months), albeit still

higher than the population. The results showed that whereas all the questionnaires

did predict PTSD better than chance alone, none had the properties required for a

screening programme – in particular the positive predictive values were all low,

and would be unacceptable as a basis for any screening programme (Shalev et al.,

1997).

Screening and treatment

It is a requirement of all screening programmes that there be a benefit to the per-

son who is identified as a result of the screening – in other words that treatments

of proven efficacy exist and are available. In certain conditions such as cervical can-

cer, where early intervention is virtually curative of what would otherwise be a fatal

condition, treatment clearly passes the risk benefit equation with flying colours,

and hence the case for screening is strengthened. Edna Foa and colleagues have

addressed issues of treatment for PTSD, and concluded that the long-term effects

of treating trauma related psychiatric disorder are reasonable, but not outstanding

(Foa et al., 2000). This relatively modest, albeit worthwhile, success means that the

case for screening for PTSD in low prevalence populations is always going to be

problematic.

The more recent optimistic reports on the use of new treatment modalities in

some populations of patients with acute stress disorders (Andre et al., 1997; Bryant

et al., 1998, 1999) are an important step forward, but may not necessarily relate to

screened populations. Randomized controlled trials of treatment are almost invari-

ably based on those who come forward spontaneously for assistance. In contrast, it

seems likely that those identified by a screening programme are less motivated to

change, and hence less likely to gain benefits from treatment than those who form

the subject of the cited statistics on treatment success and failure.

Is it effective?

We now reach the final requirement, that there be evidence that the screening pro-

gramme is effective – that at the end of the day, there has been a demonstrable dif-

ference in health outcomes for the population that has been screened, taking into

account both the positive and negative aspects of the programme. Throughout this

book most contributors have been meticulous in only promoting “evidence-based

treatments” for very cogent reasons. The arguments for only promoting evidence-

based screening are as compelling.
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The only way in which one can assess the success or failure of such a strategy is

via the randomized controlled trial, since there is no other safe way of knowing

what would have happened without the screening, and no way of assessing the size

and scale of any adverse effects. I have been unable to locate any such studies rele-

vant to PTSD, but there is evidence concerning general psychiatric disorders that 

is relevant.

A recent high quality systematic review found nine randomized controlled trials

of the results of screening for mental health problems linked with some method of

feeding back the results of the tests to doctors – which would be one simple way in

which post-trauma screening would be carried out in countries with reasonable

primary care services (Gilbody et al., 2001).

First, routine administration and feedback did not increase the overall recogni-

tion of mental disorders. Second, if only those with high scores were fed back to the

doctors (removing the noise and concentrating on the signal, as it were) then there

was evidence that the recognition of disorders did increase. However, even if recog-

nition increased, it did not lead to any differences in intervention nor could any

effect on patient outcome, which is the point of the exercise, be demonstrated. The

conclusions do not support the policy of routine screening for psychiatric dis-

orders (Gilbody et al., 2001).

Likewise, another recent review detected seven studies which examined the actual

results of screening for mental health problems in routine practice – “none of these

studies found an advantage for detecting patients” (Coyne et al., 2000). While the

authors still do not discount the possibility that there may still be as yet undemon-

strated benefits to such systems, “the lack of contrary evidence is disconcerting”

(Coyne et al., 2000).

The answer seems to be that with the best intentions in the world, mental health

programmes based on screening for existing disorders have not been a success.

In conclusion, it is hard to see how a psychological screening programme insti-

tuted to prevent psychiatric disorder after trauma could ever fulfil the criteria that

the National Health Service insists upon before introducing any new screening

programme (Muir Gray, 1997). It remains the case that screening without evidence

of efficacy cannot be justified, and that “screening of unproven value should not be

advocated” (Law, 2004). Perhaps this may change, but at present the evidence does

not exist.

The disappointments of debriefing

Just as with screening, the idea that immediate psychological interventions could

prevent later breakdown sounds intuitively appealing, and has had numerous sup-

porters over the years. However, just as the negative experiences of psychological
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screening during the Second World War should give us pause for thought, we have

the example of psychological debriefing to provide us with another cautionary tale.

Most people will be familiar with the concept of single session psychological

debriefing. There are many different forms of debriefing, but in essence all are vari-

ations on a similar theme. It is a fairly structured procedure in which a mental

health professional carries out an intervention with people, either individually or

in groups, very shortly after they have been exposed to some form of adversity. The

procedure involves some element of telling the story of the event, asking how 

people felt emotionally during the event and now, and teaching about likely further

emotional reactions over time. Its purpose, enthusiastically proclaimed by its prot-

agonists, is to prevent later psychiatric disorder such as PTSD.

In our contemporary culture, the arrival of what the media inevitably call “trained

counsellors”, has become as much a part of the theatre of disaster as that of the

emergency services. It has become part of the social recognition of disaster, and

our collective desire that “something must be done” (Gist, 2002).

But the problem is that single session psychological debriefing clearly does not

work, and indeed there is more than a suggestion that it may actually increase the

risk of subsequent psychological disorder (Wessely et al., 2000; Emmerik et al.,

2002). Since the publication of these systematic reviews there are at least four more

randomized controlled trials currently under review, all of which give similar results

and add to the robustness of the conclusions of the reviews. Let there be no doubt –

single session psychological debriefing, no matter what it is called or what label it

carries, if it is based on the concept of “better out than in” and promoting emo-

tional disclosure immediately after trauma, does not work and probably makes

some people worse.

There are many reasons for the ineffectiveness and possible adverse effects of

debriefing. I favour the view that it impedes the normal ways in which we deal with

adversity – talking to our friends, family, general practitioner, clergy, etc. and instead

professionalizes distress. As Kaniasty puts it in this volume – “victims are quite reti-

cent in utilizing assistance from sources outside their immediate network, even if

such formalized aid offered by governmental and relief agencies is readily available,

and rely mainly on their families, relatives, friends, and neighbours”.

I also feel that immediate formal psychological interventions such as debriefing

may actively disempower people from “doing what comes naturally”. I am aware of

increasing instances of counselors being sent to local schools when a tragic event

strikes a child in a school. We had an incident near us in which a child was killed

during a school outing. The school authorities that night requested immediate help

from our local mental health services so that counselors could be on hand in the

morning to help the children comes to terms with the tragedy. I know one of teach-

ers in the school, and asked her afterwards why she did not feel able to talk to the
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children in her class about the death of the child in another class. Her answer was

that although she felt instinctively it was part of her role as a classroom teacher,

perhaps there were special “professional” skills needed that she did not possess.

Meanwhile, the Headmaster who had made the request later told me that he did 

so “in order to make clear how seriously we took this tragedy”. What this shows is

first, the teacher felt that in some ill defined way she was not qualified to talk to the

children in her class about the loss, even though common sense suggests the class-

room teacher may be the person best placed to do this. Second, how the institution

itself reached for the counselors as a signal or symbol of how seriously they were

taking the tragedy, rather than because of any particular reason, need or evidence

that such an intervention was necessary. I rarely resort to anecdote, but I do so now,

confident in the knowledge that what I am describing has become commonplace.

I also detect similar concerns in Fullilove’s account in this volume of how pro-

viding counselling services to New York City schools left parents and teachers feel-

ing disenfranchized. This must be a cause for concern. Schecter and Coates remind

us of Anna Freud’s observations of children during the London blitz (Schecter &

Coates, this volume). We should take to heart her and others’ conclusions that chil-

dren were relatively unaffected by exposure to danger and adversity, providing family

ties were maintained (it was the evacuation more than the blitz itself, that created

problems). Instead, children’s responses were and continue to be primarily deter-

mined by the actions of parents and guardians (Freud & Burlingham, 1943; Carey-

Trefzer, 1949).

Likewise, in the contribution from Draper and colleagues, describing the demands

made on Lifenet after 9/11, comes the phrase that requests came “from shaken

schools, community centers and workplaces around the city seeking an outreach

worker to conduct group crisis counselling”. It is legitimate to ask if the people

themselves made that request, or if they perceived a need, or whether this was again

an institutional response designed to show that the employer “cares”. Of course,

there is no reason why an employer should not demonstrate they “care” about their

staff, employees or children, but one is also entitled to question if this now reflex

response is the best or only way of demonstrating that.

I suspect that the adverse effects of crisis debriefing are sociological, relating to

inculcating the belief that people have a mental health problem, and that either

they themselves, or their teachers/leaders, are not competent to cope with these

feelings without professional help. But there are other possibilities. Perhaps it is 

too early. Perhaps it exposes people to distressing memories without allowing

habituation – a form of re-traumatization or exposure without the gradual exposure

and habituation of formal exposure based treatments over many sessions (Devilly

et al., 2006). Perhaps by describing emotional reactions that have not yet occurred

but might occur it encourages suggestibility.
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Perhaps there is no right or wrong answer as to how we should manage our

emotions. Emotional responses like everything else are subject to fashion. And fash-

ions can change. So during the 1960s and beyond stiff upper lip was satirized by

Beyond the Fringe and Monty Python, while emotional expression was encouraged

and rewarded, until we reach the reductio ab absurdam of Jerry Springer and the

talk show culture. Emotional expression is now very much in fashion (Furedi, 2003),

but it is not the only way of handling adversity.

Anyway, it matters less precisely why debriefing does not work, but more that 

we finally acknowledge this fact. The debriefing saga is a warning against well-

intentioned efforts that we can prevent, and I emphasize the word, prevent, the

psychological consequences of trauma (Wessely, 2005: in press). It also reminds us

that people are different, and handle and process emotions differently. Given that

fairly obvious statement, it should come as no surprise that a single type of inter-

vention, the psychological debriefing, should not be suitable or acceptable for all.

One size certainly does not fit all.

And there is a profounder meaning as well. When bad things happen normal

people feel distressed. And when very bad things happen, such as the loss of a loved

one, the pain and suffering can continue for many weeks, months or years. It is a

natural human instinct to want to alleviate such suffering, but short of bringing

back the deceased, perhaps it cannot be done, at least not for sometime. Immediate

psychological interventions to reduce distress may make us, the bystanders or

observers, feel better and reassured that something has “been done”. It may indeed

be a social validation of the scale and impact of disaster, and recognition by the rest

of us of the tragedy, but that does not mean it does any good for those in grief.

Sometimes we must acknowledge that there are “no simple solutions for complex

problems” (Gist & Woodhall, 1999).

That’s all very well, but …

I am aware that I have been rather negative about two proposed methods of redu-

cing distress after disaster – implementing screening programmes and using short

psychological interventions aimed at normal people. I am also aware that such

advice is hard to implement when the need to do something is overwhelming, as

Cam Ritchie’s contribution on the aftermath of the Pentagon crash demonstrates

so eloquently (Ritchie et al., this volume). The answer is that yes, there are things

that the authorities, the emergency services and others can and should do that will

have a mental health impact.

First, for the majority of people emotional support when needed can and should

come from people’s own social networks, such as family, friends, colleagues, general

practitioners, clergy, etc. It is therefore the task of the authorities to facilitate this
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support and not impede it. Special efforts may need to be directed at certain groups,

such as those with low incomes, the elderly, ethnic minorities and so on, but even

then the default position is to assist people to link with their own social networks

rather than replacing them with professional assistance.

Second, immediate mental health support in the acute situation comes indir-

ectly from practical support. The task of the authorities is to ensure security, provide

timely and accurate information, provide food and drink, ensure communications

with family and friends and provide all practical support necessary regarding

accommodation, transport and so on. That is a mental health intervention par

excellence.

The importance of rapid, accurate communication can hardly be overestimated.

This can and should take two forms. First, communication between those affected

by a disaster and their families. We know that after 9/11 there was a dramatic

upsurge in mobile phone communications within minutes, and indeed this brought

the systems in New York City to a halt. Emergency services frequently view this

immediate response, which happens after every terrorist incident in Israel, as at

best an irritation, and at worst a threat to their own communications. But it is in

fact a vital coping mechanism. The Israeli experience shows that provided people

receive fast and accurate information from the mass media, and can at the same

time make rapid contact with their families, then they can continue with their

activities, and/or make rational choices about what they should do in the situation.

Shalev has shown in the current Israeli situation of continuous terror that anxiety

about families is more powerful than anxiety about personal safety (Shalev &

Freedman, 2004). The Japanese experience after the Sarin attack on the Tokyo sub-

way shows that the absence of mobile phone network coverage was one reason for

an increase in anxiety in those trapped in the subway system but not actually

exposed to the attack. Our technologies improve from month to month, and ensuring

that mobile phone systems can be maintained after a terrorist attack is not just a

matter of allowing the emergency services to communicate with each other, but 

of allowing people to do the same. Communication increases control, and reduces

the chance of panic.

Third, the provision of information is vitally important. It is unnecessary to labour

the point that after any terrorist event people need information quickly. This will

need to be delivered speedily, so much so that information for various eventualities

will need to be prepared well in advance. The speed of modern news delivery means

that the so called “media window” for the responsible authorities to get their message

across before others do that for them is measured in minutes, perhaps an hour, and

no more. All of that is well understood, even though in many emergency simula-

tions and rehearsals that I have attended, there is still a tendency for some of those

commanders on the ground to instinctively feel that information needs to be
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restricted to “prevent panic”. Nothing could be further from the case. The provi-

sion of timely, accurate information (including the admission of uncertainty when

that is the real situation) is not just an end in itself, it is also a mental health inter-

vention, one whose impact probably outweighs anything that mental health pro-

fessionals can do. It is instructive to note from this volume that the calls to the Lifenet

hotline in the immediate aftermath of 9/11 were indeed related to basic needs and

information.

It is also important not to neglect psychological factors relevant to the emer-

gency services. Again, there is no evidence for the effectiveness of, or need for, formal

psychological interventions for all. However, simple measures must not be neg-

lected, such as insisting on adequate rest, and demonstrating leadership, support

and appreciation that should be part of all high quality management systems.

Boyatzis and colleagues show how some possess such leadership skills, while others do

not. Likewise, it is clear that some organizations are better equipped to demonstrate

support and appreciation of their employees than others.

Fourth, financial and administrative support is very valuable. It would be tedious

to reference all the post-disaster literature that emphasizes that what survivors 

and the bereaved most appreciate in the immediate aftermath is practical help.

Cam Ritchie’s account of the response to the Pentagon attack describes how each

bereaved family was assigned a “casualty assistance care officer (CACO)”, who stayed

with the family to help them negotiate all of the financial and other issues related

to sudden death (Ritchie et al., this volume). It is this type of “nuts and bolts” help

that is the immediate and most pressing priority, and is itself a mental health inter-

vention in all but name.

Finally, it is a leitmotif of this contribution that our role as professionals is to

step back and “play the long game”. We will be needed when the emergency ser-

vices have gone home, and normal life has resumed for most. Later it may be import-

ant to know just who was affected in the event – to establish a denominator of

those at risk. Many of the problems that continue to echo around the aftermath of

the 1992 El Al plane crash in Amsterdam could have been better addressed if some-

one had kept a record of precisely who was involved at the start, since establishing

this years later as a baseline for health impact studies, not to mention financial 

recompense, proved both difficult and also an additional point of contention

(Yzermans J, 2002). For that reason one of the tasks of our mental health team 

in our acute disaster planning is the mundane one of trying to keep a register of

who has been involved, and the name of their family doctor. We do this partly 

so we can later communicate with the individual’s general practitioner if neces-

sary, and partly as a first step towards carrying out research should that become

necessary.
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It’s all over … now what?

I continue to have some scepticism about the immediate role of the mental health

professional in the acute drama, other than his or her role as a good citizen, believing

that immediate mental health support is best delivered indirectly by non-mental

health professionals (although they in turn may need support and encouragement).

Instead, I continue to be surprised by the capacity of people to show courage and

resilience in adversity, and by the capacity of their systems to recover and adapt.

But this is not my view about our role in the longer term, which I will arbitrarily

define as being after 3 months. Experience tells us that in the acute situation altru-

ism, solidarity and even resources are not hard to find. If psychological support 

is to be offered, there is no shortage of volunteers – after the shootings at the

Columbine High School the authorities received thousands of offers of help from

people offering their services as counselors or debriefers – “trauma tourists” as

Richard Gist has labelled them.

In my own hospital here in London when there was a bomb outrage in our

vicinity some 4 years ago we too were overwhelmed with offers of help from mental

health professionals, all of them doing so out of a sense of altruism and the desire

to help. It was therefore predictable that this happened on a vast scale after 9/11,

and posed many problems of its own. Simply offering to help does not mean that

help is needed, nor that a particular individual is qualified to give that help (Gist &

Redburn, 1998). Our own disaster plan now includes a section on how to deal with

the expected surge of helpers who will converge on our emergency facilities.

But in the long term memories fade, priorities change, and enthusiasm declines.

The majority of those affected have now recovered and resumed their own lives. But

now there will be a small number of people who remain not just distressed, but also

disabled. And it is then that accessing services becomes much as it was before the

incident – difficult! As Felton and colleagues (this volume) point out, mental health

services remain preoccupied with the care of the psychoses, and although evidence-

based treatments exist for the non-psychotic disorders such as depression, panic

disorder and PTSD, obtaining them remains difficult. What is required now is not

simple support and counselling, but evidence-based directive psychotherapies, which

require both time and skilled trained professionals, not enthusiastic amateurs.

So the first challenge in post-disaster mental health management is to ensure

that once the dust has settled, literally or figuratively, those with defined psychiatric

disorders can now access decent quality treatments. Our work with UK veterans

after they have left the Armed Forces shows that to be the exception and not the

rule, and the contributors to this book affirm that the situation was not radically

different in the USA prior to, and indeed after, 9/11.
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Knowing what to do for the small numbers of people with prolonged post-

traumatic psychiatric disorders is not difficult conceptually, even if it is often difficult

to organize in practice. But there is a second scenario that causes far more prob-

lems, and has a far greater impact not just on the individuals concerned, but with

the entire community and political system, and can potentially significantly add to

the impact of a terrorist event.

Consider the following scenario. There has been a terrorist event, involving a

chemical, biological or radiation weapon. After a brief initial chaos, the emergency

services coped heroically in difficult circumstances. People pulled together. Politicians

united in displays of solidarity. Soon the experts declared the surrounding area, if

perhaps not the site itself, to be clean. Transport runs again and the economic life

of the affected city resumes. Behind the scenes the emergency planners began the

usual “lessons learned” exercises, but were privately relieved – things could have

been a lot worse.

And then 6 months later someone in the affected area, or perhaps one of the res-

cue workers, develops a cancer. Another develops strange physical symptoms such

as fatigue, headache, malaise or myalgia, of no known cause. Physicians suggest the

problems might be psychological, but this is vehemently rejected. Or perhaps a third

gives birth to or fathers a child with obvious congenital handicaps.

And now the rumours start. Were the experts right? Was the surrounding area

really safe? Perhaps another agent was used in the attack. Do the authorities know

more than they are saying? A scientist who has worked in the field before the inci-

dent, albeit from a very maverick perspective, appears in the media claiming that

the official lower limit of substance X is actually still hazardous. People remember

other mishandled episodes in the past – Gulf War Syndrome, Agent Orange, or, if

they are British, the “Mad Cow” crisis. It seems that science is fallible, and govern-

ments cannot be trusted. And now more and more cases start to appear. No matter

that the public health officials claim that people have always developed cancer, that

chronic fatigue is extremely common, and some pregnancies end tragically any-

way. For the individuals concerned this is all irrelevant – before the incident they

did not have cancer, felt well and had given birth to normal children. What else

could be responsible but the single most dramatic and dangerous event in their

lives? And why do the doctors and politicians seem to deny this, or suggest the

problems are psychosomatic, which is almost as bad?

The reader will recognize this scenario. It has been played out many times. And 

its consequences can be profound. Communities divide. Trust is eroded. Confidence

drops. Suspicion rises.And unless we are careful, the objectives of terrorism – in which

the physical destruction of people and property is but a means to an end, are achieved.

And it is at this stage that wise heads are needed. In every contribution to this

book is the assumption that there is an implicit, and indeed explicit, assumption
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that the main problems that arise after mass terrorism in general, and 9/11 in 

particular, relate to emotional responses, and that people will share those assump-

tions. But history tells us this is not always the case. Fear and anxiety takes many

forms, as does depression. Not all, indeed not even the majority, of mental health

problems present with clear-cut emotional problems. Many people do not acknow-

ledge, even to themselves, that their symptoms may have an emotional basis, and

react angrily to such a suggestion. And there are many people who experience

symptomatic ill-health in the absence of formal mental health problems such as

PTSD or depression – the under-researched problem of medically unexplained

symptoms.

It is from these symptomatic templates that new syndromes arise. Unexplained

respiratory complaints that are not substantiated by pulmonary investigations are

reported. Cases of strange allergies or chemical sensitivities that are not associated

with immunological mechanisms arise, and so on. It is the management of these

syndromes that can prove the most problematic, and have the potential for the

most rapid loss of trust between the population and the political and public health

authorities (Engel et al., 2002; Hyams et al., 2002).

It would be tempting at this stage to now discuss how these scenarios can be

managed. However, the truth is that we do not really know, and are better able 

to point to what not to do, rather than what to do (Havenaar & Bromet, 2002;

Fischoff & Wessely, 2003). However, it is at this stage that sound epidemiological

research comes into its own – not simply for its own sake, but as part of the risk

management process and to address legitimate health concerns, a point well made

in the contribution from Bromet and Havenaar (Havenaar & Bromet, this volume).

Conclusions

I began this chapter by admitting that I am not American, let alone a resident of

New York City or Washington DC. I am actually a graduate of an American (Texan)

high school, and have long since lost count of the number of visits I have made to

American shores. But, nevertheless, I am conscious that the meaning of the events

of 9/11 must inevitably differ from my transatlantic perspective. I was not there.

But perhaps I am also in a position to take one step back, and observe from afar.

Like any thinking human being I cannot claim to be immune from personal emo-

tional reactions to the events of that day, but perhaps these were reduced because

of the protection of distance and passport. Finally, I have also attempted to derive

some more general observations and conclusions on the subject of how we should

respond to terrorist attacks, rather than specific comments on the events around 9/11.

So how should we respond to the next major terrorist attack? The answer is still

unclear. At the conference on early psychological interventions after trauma that
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was held coincidentally soon after 9/11 it would be fair to say that a consensus was

not reached. The weight of opinion was against giving blanket interventions to

normal people, most of whom were either not distressed or if so, were going to get

better anyway, although the corridor conversations indicated that this was precisely

what was happening on the ground even as we debated. Some, this author included,

worried about the possibility of causing more harm than good, and remain 

troubled by the proliferation of interventions, high in enthusiasm and charisma,

but low in evidence of effectiveness. Our past should leave us in no doubt that as

mental health professionals we do have the power to create disorder as well as 

treat it (Dineen, 1996; McHugh, 1999). We have a rather better record in treatment

than prevention.

It is also unclear to me how large scale mobilization of mental health profes-

sionals fits with the universally agreed need to promote resilience. Historical 

examples of population resilience – London during the Blitz, German cities during

the Strategic Air Offensive, Leningrad during the siege – achieved this without the

aid of mental health services. Instead, resilience and resistance to adversity comes

not from counselling, but from having a shared sense of purpose – of knowing why

one is under threat, and even more importantly, being able to do something about

it. By 1944 up to 80% of the British population had some active participation in

the war effort (Jones et al., in press). We are still struggling to find some equivalent

way of popular participation in the so called “war on terror” – but if we do, we may

find that such a shared sense of purpose and participation conveys more strength

and resilience than our mental health programmes do.

Other speakers at the Mass Violence Conference preferred to target scarce resources

on the immediate minority who really needed help, rather than the majority who

didn’t. This is not the conclusion of Sandro Galea and his colleagues (this volume)

but is echoed by a recent review authored by three noted authorities on psycho-

logical interventions (McNally et al., 2003), highlighting a rapidly developing litera-

ture which is starting to suggest that the strategy with the most promise is to target

only the minority with acute stress reactions. And we must bear in mind that success-

ful intervention involves not a single session stress debriefing, but a more focussed

and lengthy cognitive behavioural intervention, which not everyone is qualified to

deliver (McNally et al., 2003). This is not an intervention to be implemented on a

population level, and is not meant to be.

So what do we do for the rest? Here’s the hard bit. Why do we, speaking now as

a mental health professional, need to do anything at all? Yes, psychological man-

agement is vital from the start of any event, if we are to minimize its impact and

disruption, but I have outlined that I do not consider this is the task of a mental

health professional. Instead it is imperative that crisis managers and leaders remain

alert and attuned to the psychological impact of their actions and messages. It is
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also imperative that they do everything they can to enable people to connect to

their own sources of social support and not provide ersatz sources instead.

For the rest of us there is a desire to “do something”. None of us like to see 

people in distress. The desire to help our fellow human beings is one of the more

attractive aspects of human nature. In times of crisis we should strive to be good

neighbours, loving parents, loyal colleagues, and sensitive employers. This is what

Raphael has labelled “psychological first aid”, and just as physical first aid does 

not need a medical degree, psychological first aid does not need a mental health

qualification.

But beyond this good citizenship, is there an immediate role for us as psych-

iatrists, psychologists or other mental health professionals? I remain to be convinced.

The balance between getting people to talk to people, and getting people to talk 

to professionals, has not been established (Wessely, 2002). Instead I am persuaded

that the descriptions of the assistance provided at the Pentagon crash site by Ritchie

and colleagues – in which the general policy, in so much as there was a policy, was

to be non-intrusive and supportive, to use accepted community figures (namely

military padres) at the forefront, and to concentrate on information-based inter-

ventions, seems to be generally sensible (Ritchie et al., this volume). We do not

know, as Litz correctly says, whether or not it did any good (Litz, this volume), but

one can also say that it probably had the lowest chances of doing harm, and that 

is no bad thing. We also do not know if the extraordinary effort and expense 

represented by Project Liberty likewise “worked”. If by “work” we mean demon-

strate our concerns and the importance we give to mental health issues, then yes it 

did. Likewise, if we judged efficacy solely by satisfaction, then again I am sure it 

did “work”. After all, debriefing almost invariably is associated with high satis-

faction from the debriefed and the debriefers, but does not reduce mental dis-

tress. But the fundamental question, did Project Liberty achieve any further reduc-

tion of mental distress over and above natural recovery remains unanswered and

unanswerable.

But when the acute incident has been managed, then we should remind those

who provide and resource services that we now have evidence-based treatments to

help the minority of citizens who do go on to develop serious psychiatric disorders,

including, but not restricted to, PTSD after trauma. I do not need to reference all the

contributions to this volume who repeat that it takes time, months certainly, years

occasionally, for those most seriously affected by trauma to eventually suffer its

consequences. This is rarely due to true delayed onset of disorder, but delayed pres-

entation, but the effects are much the same. Those most in need of mental health

care will not become visible for some time.

We also know that many, perhaps most, of these people do not receive the best

available treatments. For this reviewer, our policy should not be to throw resources
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at those who probably don’t need our help, but instead concentrate our resources

on those who would benefit from our modern interventions, but are most likely

not receiving it.

Finally, we must remember the fundamental goal of terrorism – to demoralize

and render people fearful, and to disrupt society. We can be thankful that this is far

from easily achieved. People respond to adversity in general, and terrorism in par-

ticular, in many varied and sometimes contradictory ways. These responses will

differ according to the political and cultural setting of the terrorism. But there 

are also considerable differences in responses to even a single event of terror, as

exemplified by the variety of responses to 9/11. Americans became more fearful,

but also more unified (Roberts & Em, 2003). Continuous terror in Israel has had

many adverse psychological effects, but has also unified communities and families

(Bleich et al., 2003; Shalev, 2004). Deliberate area bombing of civilian targets in

Britain and later Germany during the Second World War not only did not destroy

civilian morale, it arguably achieved the opposite (Jones et al., in press). This may

well occur if people can see and share a wider purpose to enduring risk, depriv-

ation and danger.

Assuming that we do not share the goals of terrorism, we will all agree that our

goal as professionals must be to promote such resilience. But what is not so clear is

how we can achieve this. To promote resilience, independence and coping and to

oppose victimhood while continuing to support victims, is a delicate balance, but

one that must be achieved. As mental health professionals we are traditionally and

compassionately concerned with the plight of victims – people who are defined by

what has been done to them. But societies that successfully resist terror also require

heroes – people who are known for what they do.

What 9/11 has forced us to do, and this book is a vital part of this process, is to

undertake an open and honest assessment not of our intentions or motives, but of

our results. We need a judicious assessment of not just the benefits, but also the

risks of our interventions. It is the latter that is harder, more challenging and per-

haps more important than the former.

Suggested policy framework for planners/crisis managers/local authorities
concerning the mental health/psychological management of terrorist 
incidents

Beforehand
● Prepare communication messages for likely scenarios.
● Identify and train spokespersons.
● Prepare crisis cards to be held in major centres/hospitals.
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During
● Concentrate on providing basic needs – security, accommodation, information

and communication.
● Ensure people access their own social networks and support as quickly as possible.
● Avoid formal psychological interventions/debriefing.
● Trust your population – they are more resilient than you expect.
● Try and keep a register of those in the affected area.
● Have a plan for managing volunteerism in a constructive way.
● Make sure your emergency services get adequate support, sleep and rest.

After
● Facilitate community driven collective and commemorative responses.
● Liaise with mental health provider units to ensure adequate resources for the

minority who remain symptomatic and disabled.
● Make sure that your professionals are able to deliver evidence-based treatments.
● Be alert for the emergence of rumours, myths and legends, and have a communi-

cation strategy to deal with this.
● Think about a research strategy as part of the risk management process if con-

cerns about physical health outcomes start to emerge.
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The terrorist attacks on September 11, 2001 created fear, dread, and uncertainty

among most Americans. Although many Americans have been aware of terrorism

in the world, it is unprecedented for Americans to feel unsafe at home and abroad.

Indeed, terrorist groups have launched a total of 3300 attacks on US targets since

1968. However, on 9/11, more than three times the number of Americans were killed

than those that died in terrorist attacks over the last 33 years (Hoffman, 2002).

Since September 11, 2001, the threat of another terrorist attack has been a

chronic stressor for many. For example, about two-thirds of Americans report fears

of future terrorism (Silver et al., 2002) and 44% think that terrorism will increase

over the next few years (Schuster et al., 2001). Fears of future terrorism are not lim-

ited to adults. Following the attacks on 9/11, 47% of children were worried about

their own safety or the safety of a loved one, and there was a significant association

between child and adult stress (Schuster et al., 2001). The terrorist events on 9/11

and their aftermath, including wars in Afghanistan and Iraq and the uncertainty of

future attacks on the US, have led to increased feelings of insecurity, fearfulness,

and anxiety among many Americans.

How can Americans cope with this ongoing threat of terrorism? Is having some

anxiety and vigilance normative? Are there forms of adaptation to the threat of ter-

rorism that do not result in optimal mental health or functioning? Can we learn

any lessons from how citizens in other countries cope with the chronic threat of

terrorism? In this chapter we address these questions by describing the psycholog-

ical impact of the threat of terrorism, reviewing studies of coping with terror, both

nationally and internationally, highlighting implications of existing research and

outlining a framework that can serve as a guide for future research.

What is terrorism?

According to the Institute of Medicine (IOM), “Terrorism involves the illegal use

or threatened use of violence, is intended to coerce societies or governments by

inducing fear in their populations, and typically involves ideological or political

motives (Butler et al., 2003). Terrorism is “psychological warfare,” in which terrorists
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“invoke a pervasive fear in the civilian population by personalizing the threat so

that everyone feels vulnerable” (Tucker, 2003). Terrorists propagate their message

by promulgating fear among the masses and inducing the belief that the probabil-

ity of a future terrorist act is much higher than statistically indicated. Fear affects

far more individuals than the terrorist act itself, often leading to behavioral changes

(e.g., decreasing or eliminating air travel). These changes are caused by the expec-

tation that another terrorist attack is possible or imminent, despite the low proba-

bility of any one individual being directly involved in a terrorist attack. Behavioral

changes and avoidance fulfill the terrorists’ goals by drastically affecting the economy

and acting to reinforce feelings of fear, helplessness, and insecurity.

While most Americans proved to be resilient in the face of the threat of future

terrorism, our knowledge of the psychological sequelae that lead some to demon-

strate impairment and others psychological adaptation and hardiness in the face of

terrorism is limited. In a recent report, the IOM concluded that research on the

psychological sequelae of terrorist attacks is extremely limited. According to the

IOM, while there is good cross-sectional evidence about the mental health prob-

lems resulting from exposure to terrorism, there is little knowledge about the tra-

jectory of coping with the lingering threat of terror and the manner in which terror

affects functioning (Butler et al., 2003). We concur and as a result, in our view,

exclusively relying on existing models of direct exposure to trauma when examining

the psychosocial impact of the threat of future terrorism is misguided and limits our

understanding of long-term coping in a chronically threatening environment. Indeed,

exposure to terrorist events and any resulting mental health problem is one of mul-

tiple variables that affect coping with threats of future terror and the degree to

which functioning is altered.

The psychological burden of terrorism

In the months that followed the tragedies of 9/11, Americans were told to return to

“business as usual,” yet many had a difficult time doing so, and rates of depression

and posttraumatic stress disorder (PTSD) increased following the terrorist attacks

(Schuster et al., 2001; Galea et al., 2002). Two months after the attacks, 12% of

Americans were experiencing clinically significant distress (Schlenger et al., 2002),

30% were reporting symptoms of stress and anxiety, and 27% reported avoiding

situations that reminded them of 9/11 (Silver et al., 2002).

However, the initial high level of anxiety decreased over time, and only about

11% of Americans reported symptoms of stress, anxiety, and avoidance half a year

after the attacks (Silver et al., 2002). As would be expected, the majority of Americans

proved resilient and did not develop a formal psychiatric condition following 

the national trauma. One of the challenges following tragedies such as 9/11 is to



distinguish between psychopathology and the range of normative reactions that

are expected following national trauma (Litz et al., 2002; North & Pfefferbaum, 2002).

Although crucial from a public health standpoint, there is very little research that

helps distinguish those who need immediate psychological assistance from those

who will recover alone over time.

We also know little about the degree to which the average individual’s life has

changed with respect to perceived safety, anxiety, and the functional impact of lin-

gering concerns about future terrorism (e.g., behavioral decisions about travel). We

argue that mental health problems (e.g., PTSD) resulting from exposure to terror-

ism events are one of many factors that affect how people function over time in the

face of the threat of future terrorism.

Coping with uncertain future threats

There has been very little research examining coping with terrorism, yet there is 

a great deal of research concerning how individuals cope with stress generally.

Individual responses to stressors have been categorized as emotion-focused coping,

consisting of strategies to decrease emotional distress, or problem-focused coping,

consisting of methods that deal directly with the stressor (Folkman & Lazarus,

1991). Moos employs the parsimonious concepts of avoidance- and approach-based

coping (Roth & Cohen, 1986; Moos, 1990; Skinner et al., 2003). Individuals who

use problem-focused coping strategies generally fare better on a number of mental

health outcomes in comparison to those who employ more emotion-focused cop-

ing strategies (Florian et al., 1995). However, following a traumatic event, the effi-

cacy of problem- and emotion-focused coping may vary, depending on the type of

stressor (Sharkansky et al., 2000; Suvak et al., 2002). We know little about coping

with the chronic threat of potential trauma.

Under unpredictable and chronically stressful conditions, emotion-focused

coping and denial may be more beneficial than problem-focused coping (Lazarus &

Folkman, 1984). Although this seems relevant to coping with the threat of future

terrorist attacks, which are unpredictable and chronically stressing, the categorical

distinction between emotion- and problem-focused coping seems limited when

applied to coping with impending threat. First, emotion-focused coping seems

overly inclusive. For example, making efforts to acquire social support may produce

different results than “venting” about fears in an unproductive fashion. Incorporating

such different responses into a single category causes any association of emotion-

focused coping with adjustment to become difficult to interpret (Stanton et al.,

2000). Second, conceptualizing coping in a bipolar fashion disregards the dimensional

variation inherent in these categories. It also assumes that emotion- and problem-

focused coping categories are mutually exclusive and orthogonal (Skinner et al.,
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2003). Third, with respect to coping with the threat of terrorism, existing coping

categories do not account for the moderating influences of personality, past history,

and the influence of culture.

Employing The Brief Cope (Carver, 1997), Silver and colleagues measured coping

with the uncertainty of future US terrorist attacks in a national sample (Silver et al.,

2002). They reported that active coping (e.g., “I’ve been taking action to try and

make the situation better”) was inversely associated with general anxiety and dis-

tress 6 months after the 9/11 attacks, whereas behavioral disengagement (i.e., “giv-

ing up”), denial, and self-blame predicted higher levels of distress. Acceptance

(e.g., “I’ve been learning to live with it”), behavioral disengagement, denial, seek-

ing social support (e.g., “I’ve been getting emotional support from others”), self-

blame, and self-distraction (e.g., “I’ve been turning to work or other activities to

take my mind off of things”) all independently predicted PTSD symptom severity

6 months after 9/11 (Silver et al., 2002). Although differing from the findings

reported in other countries exposed to the threat of terrorism, active coping led to

the best adaptation.

Following 9/11, there is also some evidence that emotional coping was associ-

ated with better mental health outcome. For example, there was an association

between satisfaction with emotional support from friends and family, and the

number of individuals providing instrumental support and lower rates of distress

(Butler et al., 2002). Additionally, 90% of Americans reported engaging in prayer

or turning to religion or spirituality in order to cope (Schuster et al., 2001).

Studying the conditions that create resilience is particularly important given

that most Americans will cope effectively with the threat of terrorism. According to

Masten, resilience arises from the normative functions of human adaptation and,

as a result, is quite common (Masten, 2001). Illuminating these resilient processes

of adaptation in the context of coping with terror becomes important since it will

likely lead to more robust functioning. For example, Fredrickson and colleagues

found that individuals that were more resilient, defined as the capacity to “modu-

late effectively and monitor an ever-changing complex of desires and reality con-

straints” (Block & Kremen, 1996), were more likely to find positive meaning with

daily hassles and stressors (Fredrickson et al., 2003). More positive emotions and

fewer negative emotions were reported by more resilient individuals following the

attacks in New York, and resilience was negatively correlated with symptoms of

depression. Positive emotions mediated the relationship between resilience and

growth in psychological resources and between resilience and development of

depressive symptoms. Despite the prospective nature of this study, the study is lim-

ited because of the small sample size and because the participants were not directly

impacted by an actual terrorism event (e.g., did not know anyone who was killed).

Limitations aside, Fredrickson and colleagues suggest a mode of coping that 

573 Coping with the threat of terrorism



promotes resilience in the face of the threat of terror (Fredrickson et al., 2003).

There is also some evidence that humor is a coping mechanism that serves to

reduce threat-induced anxiety (Yovetich et al., 1990). When faced with a threaten-

ing situation, individuals who used humor consistently rated themselves as less

anxious and reported less increase in stress.

Coping with the threat of terrorism internationally

Research on coping with the ongoing threat of terrorism in other nations that are

terror-prone could shed light on current American challenges. For example, indi-

viduals who were at risk for SCUD attacks (Weisenberg et al., 1993) and individuals

who were at risk of transportation explosions (Gidron et al., 1999) were surveyed

in two studies in Israel. Results indicated that both adults and children who employed

problem-focused coping fared worse (Weisenberg et al., 1993; Gidron et al., 1999).

Furthermore, concurrent with developmental changes, children’s coping styles

become more effective as they mature (Weisenberg et al., 1993). For instance, as

compared to older children, younger children may not be able to distort or deny

external threats. Older children are more likely to use emotion-focused coping in

the face of terror-related threat, which Weisenberg and colleagues hypothesize is a

more effective way of coping.

According to some researchers, employing problem-focused coping emphasizes

the uncontrollable nature of terror, thereby increasing distress and symptomatol-

ogy in those that use this coping strategy (Forsythe & Compas, 1987). This “good-

ness of fit” hypothesis (Masel et al., 1996; Park et al., 2001) emphasizes the need for

a fit between coping (e.g., self-soothing and emotion-focused coping) and individ-

ual appraisal (e.g., uncontrollable nature of terror). However, problem-focused

coping can be helpful in some terrorist-related situations (e.g., looking out for and

identifying suspicious individuals), and may provide individuals with a sense of

mastery over their environment. Gidron and colleagues argue that the use of problem-

focused coping in and of itself is not associated with poorer outcome, but rather

that a higher ratio of problem to emotion-focused coping may be associated with

increased levels of anxiety among individuals (Gidron et al., 1999).

There are problems with measurement that should be underscored in both of

the Israeli studies. A six-item coping measure was used by Gidron and colleagues

with two items for emotion-, problem-focused, and denial (Gidron et al., 1999).

The emotion-focused coping strategies included: (1) During the bus ride, I calm

myself down by reading a newspaper or by looking at the view and (2) During the

bus ride I think about pleasant things, or people whom I like. A questionnaire 

containing 25 items, and rated on a 3-point scale was created by Weisenberg 

and colleagues, with the final scale reduced to 13 items (Weisenberg et al., 1993).
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Emotion-focused coping was defined as avoidance and distraction strategies, and a

reliability measure for the final scale was not reported. Given these measurement

limitations, these findings should be interpreted with caution.

Both of these studies were also based around a specific terrorist event, and indi-

viduals were surveyed shortly thereafter. Gidron and colleagues surveyed bus com-

muters 4–5 days after a bus explosion, and Weisenberg and colleagues surveyed

children 3 weeks following the SCUD missile launching (Weisenberg et al., 1993;

Gidron et al., 1999). Consequently, it is unclear whether measured coping strate-

gies are beneficial in chronically threatening situations as opposed to immediately

following a terror event. It is also unclear whether general ways of coping were 

surveyed vs. methods specific to the terrorist events that preceded the survey.

Additionally, results from the Israeli studies and Silver’s and colleagues’ study

(Silver et al., 2002) may differ in part because of the time frame of the surveys (i.e.,

Americans were surveyed 6 months post-terrorism). For example, active coping

may be more helpful after a few months. The ways of conceptualizing coping and

measurements employed differed in the Israeli studies, which surveyed individuals

within the framework of Folkman’s and Lazarus’“Ways of Coping” and the Silver’s

and colleagues’ study, which used Carver’s Brief Cope measure (Folkman & Lazarus,

1991; Silver et al., 2002).

Cairns and Wilson investigated two forms of coping in Northern Ireland: dis-

tancing, which they used as a proxy for denial, and social support (Cairns & Wilson,

1989). They also surveyed individuals’ appraisals of violence in their communities.

Results indicated that those living in more violent areas used more distancing, and

those who appraised the violence as more severe, regardless of their actual neigh-

borhood violence, engaged in more social support seeking and less distancing cop-

ing. In this study, it was appraisals of violence, rather than actual levels of violence,

that determined coping strategies. Furthermore, women were more likely to cope

by using social support as compared to men. Cairns and Wilson concluded that

denial might be a strong source of coping in terrorism-prone areas of Northern

Ireland (Cairns & Wilson, 1989). This study only examined two types of coping and

did not include measures of problem-focused coping; as a result, comparison with

other studies is impossible. Appraisals of violence play a large part in this study;

however, the authors do not examine “appraisal-focused coping,” in which appraisals

are used to define the changing meaning of a situation (Moos & Billings, 1982).

The relationship between coping and ratings of mental health outcome measures

was not included in the study.

The authors suggest that those living in more dangerous areas are more likely to

cope with uncontrollable future threats by employing distancing, a combination

which is reminiscent of the “goodness of fit” hypothesis. The Cairns and Wilson

study is unable to shed light on which type of coping is most utilized due to the few
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types of coping surveyed (Cairns & Wilson, 1989). Regardless, other studies did

not find that denial is more frequent in terror-prone areas. For example, Israelis

used emotion-, problem-focused, and denial coping fairly equally (Gidron et al.,

1999). We hypothesize that existing ways of conceptualizing coping may not be the

best fit when the threat of terrorism is elevated, and assumptions about “healthy

coping” may differ under these conditions.

Children and coping with terrorism

The process by which children comprehend and react to the threat of terror may

differ significantly from that of adults. Depending on age, children may have vary-

ing abilities to understand, process, and cope with acts of terror and the ongoing

threat of terror. In helping children cope with terror, the American Psychological

Association’s (APA) Task Force on Resilience in Response to Terrorism recom-

mended that parents talk to children about terrorism in developmentally appro-

priate ways and additionally, exert control of media exposure of terrorism (APA,

2003). It appears that following terrorist events, such as the events of 9/11, 85% of

Americans with children reported that they or another adult in the household had

spoken to their child about the terrorist attacks for an hour or more (Schuster 

et al., 2001). However, what parents are telling children is unclear, as is the extent

to which developmentally appropriate material is being conveyed and children’s

follow-up questions are being addressed in the aftermath. Arguably, communica-

tion about terrorism should be ongoing, especially as threat levels rise and public

warnings ensue. For young children, ongoing warnings may be confusing, and

children may create their own meaning behind what these warnings mean if they

are not clearly explained and discussed. There is also evidence that exposure to terror-

related media is not necessarily helpful, and may even be harmful for children in

large doses. In children who are not directly exposed to terrorism, there seems to be

a correlation between television viewing (i.e., indirect exposure) and stress symp-

toms (Pfefferbaum et al., 1999, 2001; Schuster et al., 2001). Although some families

may use television viewing or media exposure to cope with the ongoing threat of

terrorism by staying informed (Bleich et al., 2003), studies indicate that this might

increase stress symptoms in children.

The association between media exposure and stress symptoms has also been

demonstrated internationally in children at high risk of exposure to terror events.

Thabet and colleagues found that in a high terror-prone area in the Gaza strip,

children exposed to terror events indirectly, through media and adults, reported

greater anticipatory anxiety than children who had their houses bombarded and

demolished (Thabet et al., 2002). Those who were directly exposed, in turn, exhibited

greater PTSD symptoms. One possibility for this finding is that children who were
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not directly exposed might have anticipated that they would be next, especially

given high rates of exposure among their neighbors, and were consumed with

thoughts, worries, and ruminations about the threat of destruction.

Finally, in children directly exposed to terrorism, fears related to future terror-

ism may persist and worries may be slow to subside. In children present at the 1993

World Trade Center bombing, fear of another bombing was endorsed at both 3

and 9 months post-attack, and fear ratings did not significantly decrease during the

6-month interval (M � 3.86 on a 5-point scale at 3 months, M � 3.81 at 9 months;

Koplewicz et al., 2002). Ways of coping were not assessed during this study.

Appraisal-tendency theory

According to appraisal-tendency theory, cognitive appraisals, which are elicited 

by emotions, affect cognitions, physiology, and action (Lerner & Keltner, 2001).

Emotions may differ on multiple appraisal dimensions (e.g., control and certainty)

and a schema is activated by each emotion causing individuals to appraise future

events in a schema-consistent and automatic fashion. Consequently, emotions ini-

tiate perceptions, judgments, and behavioral choices, which may or may not be

appropriate. For example, exaggerated risk estimates result in response to fear in

multiple situations, completely independent of the intrinsic level of risk.

Appraisal-tendency theory was applied in a study following the terrorist attacks

on 9/11 (Lerner et al., 2003). On two separate occasions a probability sample of

Americans was assessed through Knowledge Networks, an organization that pro-

vides WebTV and free interactive Internet access to 75,000 households that closely

match the US census. In exchange, these families complete occasional surveys. The

first survey, consisting of an anxiety questionnaire and a desire for vengeance scale,

was completed by 1786 individuals on September 20, 2001. The second survey was

completed by 973 of the same individuals 2 months later, and each participant was

assigned to one of three emotion conditions: anger, sadness, or fear. Participant’s

current mood was assessed, followed by a two-part emotional induction. For the

first part, depending on the emotional condition to which they were assigned, indi-

viduals described in detail what made them angry, sad, or afraid concerning the

terrorist attacks on 9/11. For the second part, a picture was presented with accom-

panying audio material evoking the target emotion (e.g., celebrations of the attacks

by people in Arab countries in the anger condition). Questions about resulting

emotional states were surveyed, as were policy preferences and risk perceptions for

the self and for the average American.

Lerner and colleagues concluded that both naturally occurring and induced

negative emotions result in related appraisals and decisions (Lerner et al., 2003).

More specifically, reports of fear were associated with more precautionary plans
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(e.g., “you will screen your mail carefully for suspicious items”) and higher-risk

estimates (e.g., “I feel that future terrorist attacks can happen anytime anywhere

and there is no way of predicting when or where”), and fewer beliefs that punitive

public policy was warranted (e.g., “deport foreigners in the US who lack valid

visas”). Reports of anger were associated with fewer precautionary measures, lower-

risk estimates, and more frequent beliefs that punitive public policy was war-

ranted. These findings suggest that emotional responses to a terrorist episode may

impact judgments about coping with terrorism-related threat.

Situational determinants of threat appraisal

Patterson and Neufeld offer a heuristic of the determinants of threat appraisal

(Patterson & Neufeld, 1987). They highlight the importance of original event sever-

ity, imminence, and probability of reoccurrence. They argue that anticipatory anx-

iety results when threat cues signal the future occurrence of a stressful event (e.g.,

terrorist attack), and that there is a correlation between the severity of the threat-

ened event and the resulting anticipatory anxiety. In the case of 9/11, the level of

destruction and loss was unprecedented, and as a result, cues signaling a future

attack (e.g., bomb threats, raising the level of security alert, etc.) might be associated

with the tragedies of 9/11, resulting in increased anticipatory anxiety.

The level of anticipatory anxiety is also directly influenced by imminence of the

stressor (Patterson & Neufeld, 1987). It is unclear to what extent this proposition

generalizes to the future threat of terrorism. For example, there have been multi-

ple instances following 9/11 where the federal government issued warnings about

imminent attacks that they postulated would occur at specific times. Because no

attack on American soil has occurred thus far since 9/11, is the level of anticipatory

anxiety still high when the government informs us that the attack is imminent or

have we become habituated to these warnings?

According to the theory, which is based mostly on laboratory studies, when the

event is imminent, the longer the “incubation” period (i.e., the anticipation), the

greater the anticipatory stress will be. However, in one reported study, anticipatory

anxiety was not increased with a prolonged delay, which may be due to participants

performing some arousal-reducing coping activity during the interval, rather than

a distraction task, as was done in most other studies (Folkins, 1970). In the case of

9/11, the incubation period has been extended over a period of several years with-

out a subsequent attack; however, Americans are constantly reminded that another

attack is a certainty. Although some individuals will undoubtedly continue to have

high levels of anticipatory anxiety, one possibility is that the delay has allowed

Americans to learn to cope effectively with the ongoing threat. There is evidence

that in other countries, such as Israel, where the threat of attack is chronic, on the
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whole individuals cope effectively with the threat and may even habituate to a

chronic level of threat (Thabet et al., 2002; Bleich et al., 2003). As further evidence

of coping well, the majority of Israelis indicate high self-efficacy concerning their

ability to function in a terrorist attack (Bleich et al., 2003).

Patterson and Neufeld also postulate that anticipatory stress is reduced when the

probability of an event’s occurrence is decreased (Patterson & Neufeld, 1987). This

could be empirically tested by surveying whether anticipatory stress of the average

individual in the US decreases when the color-coded warnings are lowered and

federal warnings from the government cease to be issued. Additionally, it is unclear

whether there is a point at which this postulation no longer holds true due to

habituation. In other words, what is the threshold at which this tenet no longer

holds true? Patterson and Neufeld suggest that in some cases individuals will inflate

the probability of danger as an unconscious strategy in order to “prepare for the

worst” (Patterson & Neufeld, 1987). With terrorism warnings, probabilities are dif-

ficult to gage, and governments tend to err on the side of informing the public,

producing many “false alarms,” as we have witnessed in the last few years. How do

the numerous false alarms influence subjective assessments of probability? One

study suggests that anticipatory anxiety will decrease with false alarms (Breznitz,

1967); however, it is unclear whether this is due to changes in subjective probabil-

ity of threat, habituation, or better coping. For example, with each false alarm of a

terrorism threat, individuals may realize that the probability of harm is much

lower than originally assumed; alternatively, reduced anxiety may be a product of

habituating to warnings of threat or learning to more effectively cope with these

warnings.

To complicate the picture, there are certain dispositionally anxious individuals

who may overestimate the probability of aversive outcomes each time there is a

warning of threat, and in this case, anxiety is associated with an expectancy bias

(Chan & Lovibond, 1996). Indeed, previous studies have found that anxiety is asso-

ciated with an attentional bias toward threatening stimuli (Mathews & MacLeod,

1994), especially in ambiguous situations. The terrorism threat fits perfectly into

the paradigm of an ambiguous situation whose occurrence could produce mag-

nanimous outcomes.

Implications and suggestions for future research

Are there conclusions that can be drawn regarding coping with the threat of ter-

rorism? In reviewing existing studies it becomes apparent that there are many

unresolved issues. As a result of the paucity of studies that address coping with the

threat of future terrorism, coupled with limitations of consistency and timing of

measurement, little can be gleaned about how to cope with the threat of terrorism
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most effectively. Emotion-focused coping was found to produce better mental

health outcomes in two Israeli studies; however, these studies assessed coping directly

following a terrorist event, and as a result may not necessarily generalize to coping

daily with the threat of terrorism. Israelis also live in an environment in which

attacks are more frequent than in the US and terrorism is a constant threat and as

a result, some of the differences in the coping findings may be due to chronicity

and/or culture. The long-term efficacy of more “emotion-focused” coping as well

as the assumptions of the “goodness of fit” hypothesis were called into question

following a nationwide survey of Americans after 9/11, which found that active,

problem-focused coping was associated with better mental health for months

afterward. Furthermore, appraisal-tendency theory may provide clues concerning

interactions between types of coping and emotional/cognitive processes. Situational

determinants of threat appraisal may also offer clues as to how threat is processed

and appraised, leading to higher anticipatory anxiety as a result.

In order to appreciate the time course of managing the threat of terrorism,

future studies should examine coping in a longitudinal fashion. Individual coping

strategies may alter over time as a result of ever-changing appraisals of terrorism.

“Appraisal-focused coping” (i.e., how people re-appraise a situation in order to define

its meaning) is also a process that unfolds over time and as a result is important to

gage at several time points (Moos & Billings, 1982).

When examining individual differences in coping with the threat of terrorism,

the existing framework for measuring coping might not be a good fit. As discussed,

“emotion-focused” coping includes different types of coping, with varying degrees

of utility in the context of coping with uncontrollable, high-threat events. More fine-

grained analyses of coping strategies should be conducted in the future in order to

understand how people cope with terrorism threats (e.g., what specific strategies to

people engage in day-to-day cope with the threat of terrorism?).

There are several treatment and policy implications that are important to dis-

cuss despite literature limitations. For example, Fredrickson and colleagues suggest

that positive emotionality may create resilience in an increasingly dangerous envi-

ronment (Fredrickson et al., 2003). Given that it reduces depressive symptoms,

emphasizing the importance of positive emotionality is important for mental health

professionals who work with individuals coping with the threat of terrorism. Specific

relaxation techniques have also been suggested as age-appropriate preventive

interventions with children in the context of terrorism (Klingman, 1992). We also

suggest that individuals who are unduly burdened by the threat of terrorism and

have thoughts and beliefs that create significant restrictions and functional impair-

ments may benefit from cognitive–behavioral therapy (CBT). While CBT can be

helpful for those suffering from the threat of terrorism, most individuals cope ade-

quately with the threat and will not require professional assistance. Yet, focusing on
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positive emotionality and challenging occasional maladaptive thoughts may be

helpful, even for the average person (Somer et al., 2003).

Despite the fact that terrorism is a low-probability event, most Americans likely

consider the personal risk to be higher than statistically indicated. This may be a

rational assessment, given that the government prepares us for the possibility of

future terrorism events. Some individuals may have a liberal decision-making cri-

terion for deciding to act on their fears, due to assuming the worst case, which

increases anxiety and likely impacts decisions about leisure or planning (e.g.,

sealed rooms). This “personalization of terror” may impact citizens across many

spheres of daily life and result in a downward spiral. “Immunizing” citizens against

this “personalization of terror,” would require beginning in the schools with age-

appropriate information aimed at education about terrorism and ultimately involv-

ing citizens of all ages (Tucker, 2003). Children in elementary school through college

could attend talks given by terrorism experts who would travel around the US.

These talks would also consist of teaching about the motivations and strategies of

terrorists in a developmentally appropriate fashion. These talks would also be

attended by community groups (e.g., churches, social organizations) that would, in

turn, help others cope with the threat of terrorism. Ultimately, the terrorists’ pri-

mary mission will be foiled by reducing the level of anxiety and panic among US

citizens as a result of encouraging dialog and demystifying terrorism (Tucker, 2003).

It is also important to provide education and information about potential bio-

terrorism, and the behavioral and social impacts of bio-terrorism need to be incor-

porated as part of any comprehensive planning initiative (Holloway et al., 1997).

First, psychological reactions account for a significant portion of the cases report-

ing to emergency rooms following a terrorism attack (Karsenty et al., 1991; Bleich

et al., 1992). As a result, information about risks of bio-terrorism events, coping

with bio-terrorism, and specific education about bio-terrorism agents (e.g., the types

of different agents, how to recognize symptoms) might help increase adaptation

and coping with this threat among citizens (Noy, 2002). Benedek and colleagues

argue that clear, consistent, accessible (e.g., on the web through a government

agency, through public mailings), reliable and redundant information that is given

from trusted sources will help individuals cope by diminishing public uncertainty

about a cause of a symptom that might cause seeking unnecessary treatment

(Benedek et al., 2002). Therefore, dissemination of information is a public health

issue because it arguably reduces anxiety, assists in the process of coping, and reduces

the prevalence of somatic and psychological casualties, thus saving medical resources

for those who truly need them following a chemical attack. Citizens in Israel were

taught about chemical and bio-terrorism agents and how to protect themselves

against the adverse risks of these chemicals during a heightened time of risk. More

specifically, children in schools and adults were taught how to use gas masks as well
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as antidote injections in case of an attack. In comparison, the US government pro-

vided vague instructions about using duct tape and storing supplies during a time

of heightened threat. Ambiguous suggestions provided by the government may

increase anxiety because they are neither educative nor prescriptive. However, we

appreciate the complexities inherent in the provision of prescriptive protections

and government warnings in the face of possible terror. Inadvertently inaccurate

information may produce unfounded reassurances of safety or lead citizens to

overestimate the possibility of harm, resulting in iatrogenic fear (Hall et al., 2002),

which may lead to mistrust of the government during a critical time.

The fashion in which the American government and media deliver the message

of terrorism can also be guided by existing research. Given that emotions affect

appraisals that are linked to particular emotional states (Lerner & Keltner, 2001),

information should be delivered without inducing fear or anger in citizens, and in

the most unbiased and informative way possible. Additionally, terrorist threats

should be publicized following reliable and specific support from intelligence offices,

and only when they appear imminent. Recent terrorism-related warnings have

been criticized as “poorly coordinated and overly vague”and the current color-coded

terrorism warning system has been called unhelpful due to fear invocation without

information dissemination (Tucker, 2003).

The Gilmore Commission, a federally chartered group also known as the Advisory

Panel to Assess Domestic Response Capabilities for Terrorism Involving Weapons

of Mass Destruction, has also made several policy-related recommendations 

(Gilmore Commission, 2003). The purpose of the Gilmore Commission was to

make recommendations in order to help create “a new normalcy,” defined as a way

of life which acknowledges that the threat of terrorism will not disappear but one

that also preserves civil liberties that are central to the American value system. The

report argues that to promote better coping in the public, A Terrorist Threat

Integration Center, which is separate from the CIA and FBI, should be established

and ultimately provide information to federal, state, and local governments so that

efforts and information can be centralized and coordinated. The Gilmore Com-

mission also recommends an ongoing, well-coordinated strategy that is aimed at

public education on prevention, risk, signs of exposure, resulting symptoms, and

treatment for intervention before, during, and after a potential attack. The Gilmore

Commission also stresses that individuals need to prepare to cope with a wide

range of terrorist scenarios, not only the worst-case situations; they predict that the

future will hold an increase in smaller-scale attacks. They argue that a terror event

that will cause “mass destruction” is a lower-probability event than a smaller-

scale terror event, especially since a smaller-scale event will be easier to carry out 

and psychologically, will still have the effects that terrorist seek to achieve (i.e., mass

terror). Although we have pieces of the puzzle that help inform our understanding
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of coping with terrorism, overall we know little about how individuals cope with

the threat of terrorism. There is a great deal to learn about how coping varies across

individuals and cultures, and about normative ways of coping that lead to the low-

est levels of anxiety and the least functional impairments. We also need theoretical

models that attempt to explain coping in the context of terrorism, and research

concerning the most effective ways of portraying threat and other important pol-

icy choices. Ideally, we want to better understand ways of promoting the least func-

tional impairment in citizens, coupled with the requisite preparation and vigilance.

A working conceptual framework

We offer a working conceptual framework that depicts an initial set of constructs

that may mediate the relationship between a terrorist event and subsequent responses

to the threat of future terrorist events as a heuristic guide for future research. Part

of our model is reminiscent of Barlow’s “triple vulnerability model,” which posits

that psychological and biological vulnerability interact with existing stressors to

influence the development of anxiety (Barlow, 2002). Additionally, we borrow

from existing frameworks that illustrate the psychological repercussions of disas-

ters (La Greca et al., 1996, 1998; Vernberg et al., 1996). However, our model differs

from others in the sense that we believe that the most important outcome should

be the functional impact of terrorism, as opposed to psychopathology. Existing mod-

els of traumatic stress capture psychological adaptation to direct or indirect expo-

sure to specific terrorism events. We are more concerned with generating a model

depicting how uncertain future exposure to terrorism impacts functioning. Rather

than depicting psychopathology as the outcome of interest, our model portrays

functioning as the most important outcome measure because the threat of future

terrorism is not a traumatic event and relying on symptom-based outcomes does

not sufficiently capture existing resilience and individuals’ behavioral and cogni-

tive responses. However, we argue that exposure to terrorism and subsequent post-

traumatic responses are among several important factors that are depicted in our

model.

The following categories are included in this working conceptual framework:

(1) terrorism impact variables, (2) person/history variables, and (3) culture/environment

variables. We will describe the model in general terms since details are provided

elsewhere (Maguen & Litz, 2003).

The exogenous variable in our model is an actual terrorism event, which is the

precursor to any concerns and behaviors related to future terror threat. Alerts

about future terrorist attacks would be less meaningful if the terrorist attacks on

9/11 had never happened. Individuals can experience acts of terrorism directly or

indirectly, via the media (Schuster et al., 2001; Pfefferbaum et al., 2003).
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Terrorism impact variables are the first set of variables depicted in our model and

include: (1) immediate reaction to the terrorist event, (2) resource loss, and (3) long-

term psychological impact of exposure to terror. Although the effects of exposure

to terrorism unfold over time, an individual’s immediate reaction to an act of

terrorism is constituted of: (a) an individual’s appraisal of the event and (b) an

individual’s acute emotional reaction to the event. Multiple situational determi-

nants influence individual appraisal of a terror event (Patterson & Neufeld, 1987).

Appraisal-tendency theory suggests a specific link between the initial appraisal,

emotional reaction, and long-term adaptation (Lerner & Keltner, 2001). Personal

and collective resources are negatively impacted by traumas or severe stressors, cre-

ating risk for enduring posttraumatic problems (Hobfoll et al., 1995). This is espe-

cially true for mass disasters, and terrorism on 9/11 created resource loss on

multiple ecological levels (e.g., family, organization, and community). Finally,

exposure to terrorism may result in a number of psychological reactions, including

PTSD and depression symptoms (Bleich et al., 2003). For example, some individ-

uals may experience acute symptoms following an act of terror, which may pass

with time (e.g., exaggerated startle response), while others may develop PTSD,

demonstrating chronic and severe reactions.

Person and history variables are the second set of variables depicted in our model

and include: (1) psychiatric history and mental health, (2) personality factors,

(3) trauma history, (4) construction of the meaning of terrorism, and (5) social and

self-schemas. Person variables may be altered as a result of a terrorist act, although

they are partially pre-existing. A terrorist event may interact with a number of

diatheses, creating new, renewed, or exacerbated mental health problems. Shariat

and colleagues found that 26% of survivors of a terrorism incident reported pre-

existing depression that was exacerbated after the bombing (Shariat et al., 1999).

Enduring personality characteristics, such as negative affectivity or neuroticism,

will influence the acute and long-term experience of an act of terror, as well as

aspects of adaptation to the threat of future terrorism. Personality factors can also

play a crucial role in the ability to cope with and respond to threatening informa-

tion (Chan & Lovibond, 1996; Miller & Patrick, 2000). Furthermore, as compared

to those without trauma, individuals with a past trauma history have more diffi-

culty recovering from subsequent life stressors, and prior exposure to trauma is a

risk factor for PTSD resulting from ensuing trauma (Stretch et al., 1998; King et al.,

1999; Dougall et al., 2000).

Additionally, individuals attempt to establish coherence and meaning in the face

of confusion, conflict, and other threats to well-being following terrorist attacks

such as those that occurred on 9/11. Constructions about the meaning of the orig-

inal attacks will partially determine how a person copes with the threat of future

terrorist acts. Finally, although schemas about terrorism and threat may be greatly
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impacted by prior history, individuals may over-accommodate new acts of terror,

thereby influencing future perceptions of threat.

Culture/environment variables are the third and final set of variables depicted in

our model and include: (1) social network and support and (2) information about

the threat from the government and the media. These macro system variables form

the milieu in which individuals function post-terrorism. They include smaller

more personalized networks at the individual level and larger networks, such as the

government and media, at the societal level. Close relationships serve as a terror

management mechanism (Florian et al., 2002), and well-functioning social support

systems post-disaster serve as a protective factor against long-term mental health

consequences (Norris et al., 2002). The media, a very powerful tool, induces strong

emotions in individuals, which may unintentionally influence threat appraisals

and future policy judgments (Lerner et al., 2003). More care and thought should

guide construction of messages sent by both the government and via the media,

given the power that these tools exert on the general public.

According to our framework, coping repertoires are the final mediator of the

functional impact of the threat of terrorism. Coping strategies will differentially

influence functional impact related to fears of future terrorist attacks and will vary

considerably from person to person. For instance, individuals who have an avoidant

coping style may refuse to engage in outdoor activities or use public transporta-

tion. On the other hand, individuals who cope well with the threat of terror may be

less hindered and restrictive when engaging in daily living activities.

Functional impact of the threat of terrorism is the final outcome variable in our

model. Little is known at present about how terrorism impacts functioning well

after the tragedy has passed or after multiple successive events. The IOM’s report

on the psychological outcomes of terror suggests that research efforts should exam-

ine the chronic functional impact of terrorism, including divorce, domestic or

interpersonal violence and conflict, and school dropout rates (Butler et al., 2003).

In the aftermath of direct exposure, victims’ work capacities, social bonds, and

self-care routines are severely disrupted. For example, in the days following the ter-

rorist attacks in New York City, 27% of workers missed work (Melnik et al., 2002).

On the other hand, individuals may work harder than normal in order to avoid any

emotional reactions or memories that resulted from a terror event, which is also

important to capture when assessing functioning. Any acute vocational interrup-

tion or change is multiply determined, and is typically a rational choice or evi-

dence of self-care, rather than a sign of poor functioning. For instance, individuals

may have suffered resource losses that make it difficult to return to a normal rou-

tine, they may want to ensure that the family unit is stabilized before returning to

routines of functioning, and/or they may choose to spend more time with signifi-

cant others in order to garner support. School absences occurred following the
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sniper attacks in the Washington, DC metropolitan area in October 2002, and

attendance rates were as low as 10% at several elementary schools (Schulte, 2002).

Again, given that one of the victims was a child walking to school, this was a cogent

choice for many parents. At least one study indicates that children with high expo-

sure to other traumatic events may not necessarily fare worse in the context of ter-

rorism. Pfefferbaum and colleagues found that Kenyan children exposed to a terror

bombing demonstrated high levels of resilience and low levels of functional impair-

ment (e.g., problems at home and at school, problems with interpersonal relation-

ships) (Pfefferbaum et al., 2003). Functional impact of a terror event may be highly

influenced by environmental and cultural variables.

On the other hand, one set of findings may provide some clues about the long-

term functional impact of terror. According to surveys that were conducted post-

9/11, 21% of cigarette smokers reported an increase in smoking after the attacks

(Melnik et al., 2002), 25% of individuals reported an increase in alcohol consump-

tion, and 3% of New Yorkers reported increases in marijuana use (Vlahov et al.,

2002). Furthermore, drinking to cope was significantly associated with indicators

of poorer functioning following the Oklahoma City bombing (North et al., 2002).

These findings suggest that individuals may appeal to unhealthy practices in attempt

to soothe and temper anxiety related to terror exposure, which could have sus-

tained impact over the life course. Indeed, there is some evidence of an association

between fear and use of substances. For example, individuals with lower perceived

safety 7 months after September 11, 2001 were more likely to have increased alcohol

use (Grieger et al., 2003). Following the Oklahoma City bombing, increased smok-

ing and increased alcohol use were independently associated with worry about

safety and functional impairment (Pfefferbaum et al., 2002). These studies all sug-

gest that identifying increased substance use may be a possible way to screen for

functional impairment. Overall, existing studies demonstrate that the large major-

ity of individuals cope very well with the threat of future terrorist attacks and do

not evidence long-term functional impairments. Yet we are still uncertain about

what constitutes the ideal form of adaptation.

Summary

If terrorism creates lingering anxiety and worry about the potential for future

malicious mass violence, then terrorism is effective. As a result, the goal becomes to

increase effective coping and reduce incapacitating and disabling fears among cit-

izens. We know very little about how people cope with the unique possibility of

future terrorist attacks, although we know something about the mental health impact

of direct and indirect exposure to terrorism in different contexts (e.g., Oklahoma

City, 9/11). With respect to theory and research depicting risk and resilience factors
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that contribute to the mental health impact of trauma and traumatic loss, the field of

traumatic stress has evolved considerably (Gray et al., 2003; King et al., 2003), and

research on the threat of terrorism will likely continue in this tradition. In this chap-

ter we argued that long-term adaptation to terror requires a paradigm shift away

from psychopathology and toward coping and functional impact in the face of con-

cerns about future terrorism, and we presented a conceptual framework based on

this argument. As evidence accumulates in this important research area, we expect

our working conceptual framework to be modified considerably. In order to test the

validity of various risk and resilience indicators, causal modeling studies are needed.

Our hope is that research examining key elements of the model will reveal informa-

tion that will guide future terror-related educational and clinical intervention efforts.
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Introduction

Being prepared for emergencies is not a new concept. At every level of government

there are contingency plans for natural disasters, accidental catastrophes, local

events and personal emergencies of every conceivable manner. Organizations from

the Red Cross to the Federal Emergency Management Agency to hospital emer-

gency departments are in a constant state of readiness. Often, regionally specific

plans are in place based on expectations of particular kinds of disasters: earth-

quakes in the West, hurricanes on the East Coast, tornados in the Midwest. In fact,

long before 9/11, even terrorism had been on the minds of at least a handful of stal-

wart preparedness experts – mostly in the military and in special governmental

agencies (Benjamin & Simon, 2002; Stern, 2003; Clarke, 2004).

Yet the attacks of 9/11 on New York City,Washington, DC, the downing of a hijacked

passenger airliner in Pennsylvania and the many events that followed have radically

changed our perceptions and expectations of what it means to be prepared for emer-

gencies. The USA can be seen as undergoing a societal and political transformation of

major proportions, similar in many ways to the Great Depression or the Japanese

attack on Pearl Harbor, as two examples of transformational events of the last century.

And, as if to emphasize this transformation, the terrible events of 9/11 were 

followed by other tragedies, marking just the beginning of a series of traumatic expe-

riences that have, collectively, affected the nation in a profound, multi-dimensional

way. Hard on the heels of the 9/11 attacks, in the fall of and into the Winter of 2001,

we confronted the still unexplained anthrax attacks, followed by sniper shootings in

the Washington, DC region, and then the prospect of needing to vaccinate the entire

country against smallpox. Meanwhile, terrorist attacks continue to occur regularly

across the globe, while suicide bombings remain dramatically frequent in the

Mideast and have now spread to other areas such as Russia. Adding further to the

stress, the USA is engaged in major military incursions in Afghanistan and Iraq, with

continuing terrorist actions against troops and civilians.
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Future terrorist attacks seem virtually inevitable. Attacks with unconventional

weapons, such as biological or chemical agents, have been widely discussed. The

prospect of bioterrorism, and other non-conventional means of attack, raises

unprecedented levels of anxiety among people who believe such means might well

be used indiscriminately against civilians. Clearly, the idea of terror is to create

extreme levels of psychological stress (Susser et al., 2002). The prospect of shadowy

foreign nationals using deadly violence against civilians, with or without the so-

called “weapons of mass destruction”, produces precisely the kind of stress that

makes individuals and communities vulnerable to the psychological consequences

of terrorism, either actual or anticipated.

Through all of this, the nation is attempting to develop a massive new capacity

to prevent, fight and respond to terrorism, of any type, on American soil or against

US interests abroad. Internationally driven terrorism is now an irrefutable fact of

life in the USA and the response to terrorism and the threat of terrorism will

require both technical and psychological strategies.

On the technical side, there will be a full range of programs designed to coordi-

nate better protection and prevention under the rubric of “homeland security”.

Where and how this goes will be discussed later. But the players on this field will be

on relatively familiar ground. Members of the intelligence communities, military

and academic experts, first responder systems, public sector agencies, and the like

will have roles in presumably developing and engaging new technologies, creating

better means of communications and ensuring that a properly trained disaster

workforce is at the ready.

But, on the psychological and societal fronts we will need to face an entirely dif-

ferent set of challenges. It is in these matters that a new agenda, and perhaps a new

lexicon, will emerge over the next few years. This is because the nation is con-

fronting a series of realities that, collectively, represent a truly transformational

development for the country at large, for its government and for all of its citizens.

There are actually few events in recent American history that provide lessons or

a sociological roadmap with respect to how America responded to 9/11 and where

it needs to go in the future. Even though smaller terrorist attacks have occurred in

the USA in the past, including the bombing of the same World Trade Center Tower

in 1993, and the bombing of the Murrah Federal Building in Oklahoma City in

1995, there is little to compare to the catastrophic impact that rocked the nation 

in 2001.

There have been other such occurrences in US history where an unanticipated

trauma caused a sudden, extraordinary disruption of business as usual, but these

have been rare, especially in the last century. In the 19th century, the Civil War was

wrenching for the nation, still in its infancy and prior to its first centennial cele-

bration. But in the 20th century, one is drawn to the analogy between the attacks



on Pearl Harbor, drawing the USA into World War II, and the terrorism of 9/11, as

perhaps the closest parallel. On December 6, 1941, Americans were certainly aware

of the German aggression in Europe and a sense of a growing threat in Asia from

Japan, a nation clearly preparing for an expanding war. Yet there was little public or

political agreement around the possibility of American engagement on either

front. Isolationism was a viable and popular perspective in response to substantial

turmoil and military confrontation in other parts of the world. But the events of

Pearl Harbor virtually stopped the arm-chair deliberation among Americans with

respect to the nation’s proper role in a world increasingly at war. That surprise

attack had extraordinary and epochal consequences for America. In an immediate

sense, war was declared by the USA against aggressors in Europe and Japan. The

entire country became mobilized both in terms of military response and what

amounted to a virtual upending of the national economy. Beyond the obvious, how-

ever, was a transformation of the country and its citizens from a heterogeneous,

though internationally isolated, nation still recovering from the great economic

depression of a decade or so earlier to a suddenly united, invigorated protagonist

in one of the great wars in all of history. Clearly American society was fundamen-

tally different, on many levels, in 2001 than it had been 60 years earlier. Yet there are

striking similarities between the attack on Pearl Harbor and the terrorist assaults of

9/11. As in 1941, the attacks of 9/11 were a stunning and horrific surprise to

Americans. Both were conceived and carried out by foreign nationals without clear

provocation, against targets not generally thought to be particularly vulnerable. At

the moment of the attacks, the country was, in both instances, in a relatively isola-

tionist geopolitical frame of mind. Both instances disturbed long-standing com-

placency and galvanized the country. In addition, the elements of surprise and

unpredictability were common to both Pearl Harbor and 9/11. Surprise, and the

psychological stress it causes, is one of the most potent allies of the terrorist.

The future of preparedness: challenges and strategies

It is no surprise, then, that bioterrorism, and the other non-conventional means of

attack, raises unprecedented levels of anxiety among people who believe such means

might well be used indiscriminately against civilians. So the question of how prepared

are we to respond to a bioterror attack, or to other types of unconventional attack, is

a reasonable and urgent issue for the public. After all, in a post-9/11 world, none of

this is out of the question as a future scenario of increased aggression against the USA.

Several years after 9/11, although some significant progress has been made, there

is still no cohesive national plan for ensuring optimal preparedness in the USA. In

the absence of a national domestic security and response plan, it is difficult to

understand the goals or establish working benchmarks for accountability at the
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level of the implementing agencies. The development of such a plan would be a

crucial initial step in working towards a better-prepared nation. In order to estab-

lish an appropriate national blueprint there needs to be a realistic assessment of

risk and vulnerabilities, new ways of organizing and coordinating critical intelli-

gence and interdiction strategies, clear definitions of “functional preparedness”,

thorough analysis of estimated costs and appropriation of sufficient resources.

Virtually none of this has yet happened to a sufficient degree.

We will consider below a number of the elements that we consider essential in

developing our preparedness strategies.

Define “prepared” and establish preparedness benchmarks

One of the most difficult challenges will be defining what is meant by “prepared”,

especially for terrorism. There is no functional definition of “preparedness” that is

consistent throughout government or that is universally accepted by departments of

public health, first responders or healthcare systems around the nation. Should a

community need the ability to respond to an intentionally poisoned water supply

that creates 200 or 2000 very sick people in a short period of time? Should the defin-

itive diagnosis and management protocols for such a calamity be developed by the

local health department, a state agency or the federal government? Should hospitals

in a community have the capacity to quarantine 10 patients or 100, or 10,000?

Should the community be able to decontaminate people covered with radioactive

dust at the rate of 6 an hour or 60? What equipment is needed and who needs to be

trained? Should a major city be planning for terrorist scenarios with 100,000 casu-

alties or 1 million? In addition, there is a need to understand and include the needs

of special vulnerable populations, such as children (Redlener & Markenson, 2003).

Since total preparedness is essentially not achievable, a better approach might be

to seek a goal of “functionally and appropriately prepared”. This is not simply an

academic exercise. In the absence of a definition it is virtually impossible to set

benchmarks, understand true costs or evaluate outcomes.

A personal analogy is useful. Paraphrasing an oft-stated response to the question

of what does “prepared for a terrorist emergency” mean to an individual, the

answer might be stated as “somewhere on the continuum between uninformed

complacency and overt paranoia”. For a larger system or society as a whole, the

concept of functionally and appropriately prepared may be applied similarly. Does

the nation need to prepare for simultaneous attacks with weaponized smallpox,

explosions of “dirty” bombs in six metropolitan areas and several attacks on major

infrastructure facilities? Does Chicago’s health and public health systems need to

plan for 500 or 5000 victims of a nerve gas attack? Or 50,000? There are no obvi-

ously correct answers for most of these questions. But a set of decisions needs to be



made in order to calculate the resources needed to reach whatever level of pre-

paredness is determined to be appropriate.

Beyond the immediate necessity to define preparedness, there is a real need to

establish appropriate benchmarks in many aspects of the planning process.

Benchmarks establish a means of describing specific needs, developing cost mod-

els and enabling proper monitoring of programs and policies established as part of

the preparedness agenda.

Hospital planning illustrates these points. Even with the availability of signifi-

cant resources for emergency planning, institutions need to understand what they

are aiming toward. These questions cannot be left up to local facilities or even

entire communities to decide on their own, but require analysis and guidance from

high-level planners who can synthesize information on threat assessment, avail-

ability of emergency resources from outside the community and other key factors.

In the absence of large-scale strategic guidance in these matters, local communi-

ties, acute care facilities and public health agencies will have no way of establishing

appropriate benchmarks, quantifying need demonstrating efficacy of established

preparedness programs.

The potential scenarios are virtually limitless. The money and resources needed

for planning are entirely dependent on the scenarios selected. Furthermore, it is

impossible to test or plan for every possible scenario; therefore, the selection of sce-

narios must, by definition, represent choices about the most likely threats, or those

for which planning would prove the most generally useful.

In the USA, the call for standardization was recently embodied in Homeland

Security Presidential Directive (HSPD) 8, of 2003 (White House, 2003). In response

to this directive, the Office of Domestic Preparedness in the Department of Homeland

Security is planning to develop 15 standardized scenarios for drills and exercises,

and to standardize drill evaluation criteria for all responders.

For public health and the healthcare response, there have also been some

attempts toward more specific definition and benchmarks. In public health, the

National Association of County and City Health Officials (NACCHO, 2004), which

represents local health departments, recently began a program (in collaboration

with Centers for Disease Control and Prevention (CDC) and academic partners)

called “Public Health Ready” to help agencies define minimum standards of emer-

gency preparedness. Criteria are based on having an adequate plan, providing

appropriate training on emergency preparedness to staff, and then testing agency

preparedness through drills and exercises. At the hospital level, federal bioterrorism

funding to hospitals, implemented through the Health Resources and Services

Administration (HRSA) has set certain benchmarks for hospitals receiving these

funds. The Joint Commission on the Accreditation of Healthcare Organizations

(JCAHO), the standard-setting organization for the USA, has also set increasing
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standards for hospital emergency preparedness, beginning with having emergency

plans and regular drills that also include the community. These are good starts, but

obviously represent only the beginning. Preparedness is a process as much as it is a

specific list of capabilities, and the endpoint still remains to be defined.

Manage the bureaucracy

Most look to the federal government for standards, but first the federal govern-

ment must get its own house in order. There is no escaping the fact that the pre-

vention of terrorism and the capacity to respond effectively to major disasters,

human made or otherwise, in a society as large and complex as the USA is a mon-

umental task, akin to mounting, and maintaining a credible and effective military.

However, the current bureaucracies responsible for managing the process of pre-

paredness, on all levels, are enormous and unwieldy. There are serious concerns

regarding the lack of coordination, even among agencies of the same department.

The principal preparedness and response functions fall to the US Department of

Homeland Security, a newly formed entity that consolidates a number of federal

agencies. Its workforce includes nearly 180,000 workers in some 23 different agencies.

Yet important management and control questions need to be urgently addressed.

Both the Congress and the White House will need to collaborate on the establish-

ment of a properly funded, cohesive system for developing and implementing

strategies. The system should expect minimization of redundancy and full

accountability from all relevant agencies.

The response to any terrorist event requires coordinating many federal agencies.

But, at the same time, emergency response is local and therefore requires local

agencies to be prepared and to work together with these numerous federal part-

ners. The blueprint for integrating response across agencies at the federal and local

levels is the recently announced National Incident Management System (NIMS).

While this is an essential first step, NIMS, like all plans, requires continual practice

by those who must use it. If past experience is a guide, communications will

remain a major challenge. The integration of response sectors is a particular issue,

including integration of healthcare, emergency medical services (EMS) and public

health, and their relationship to the “standard” regular first responders.

The proper interface between public health and other government agencies in

the post-9/11 world is another fundamental, but unanswered, question. In the age

of terrorism in America, we urgently need to define and clarify the dynamic rela-

tionship between national security and public health. In 2002, when the possibility

of vaccinating large numbers of Americans against smallpox was first raised,

experts in the health and public health communities were repeatedly asked if this

was an appropriate decision. As the eradication of smallpox in the 1970s was truly
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one of the great public health accomplishments of all time, so the return of small-

pox as a viable possible consequence of an act of terrorism was an astonishing and

disconcerting idea to contemplate. But the decision to develop a contingency plan

to deal with a smallpox outbreak should not have been a matter of the “opinion” of

public health experts. No legitimate expert in this field would ever consider such a

notion unless smallpox was considered to be a clear threat. This was in fact a deci-

sion that had to be made based on information from the national security and

intelligence communities, not public health. Public health experts would be inte-

gral in the development and implementation of a plan, but only if a serious threat of

smallpox could be convincingly established.

Monitor dual use and trade-offs

Does a massive investment in preparedness, especially in the health and public

health systems, simply shift resources and attention from the traditional or core

agendas of these systems, or do innovations related to preparedness have second-

ary beneficial effects with respect to the capacity of the system to function more

generally? Or perhaps both factors are operative in different situations and at dif-

ferent times. There is a case to be made, for instance, that enhancing surveillance

for diseases induced by biological weapons can improve mechanisms for early

identification of any infectious disease, including newly emerging naturally occur-

ring infections like severe acute respiratory syndrome (SARS) and West Nile, or

pandemic influenza (Morse, 2002). Indeed, there is an exact historical precedent.

In 1950, during an earlier period of concern about bioterrorism, the CDC started

the Epidemic Intelligence Service (EIS). The EIS was intended to provide inves-

tigative and public health capacity to respond in case of a bioterrorist attack

(Langmuir & Andrews, 1952; Henderson, 1993). While it was never needed for this

purpose (before the anthrax attacks in 2001), the EIS has provided expertise for

responding to many natural disease outbreaks and has served as a major training

mechanism for generations of epidemiologists and other public health experts.

On the other hand, there is considerable concern that “terror preparedness” is

swallowing up resources that are needed to deal with the long-standing critical

issues, which still require enormous attention, by public health officials. Problems

like the spread of HIV/AIDS, control of drug-resistant tuberculosis or ensuring

access to childhood immunizations for all children, among many other challenges,

remain high priorities for the public health community.

There is evidence that resources for core programs have been eroding, especially

as state budgets have come under greater economic pressure (Gursky, 2004; Turnock,

2004). This was particularly evident during the push to vaccinate health, first

responder and public health workers against smallpox. Several health departments
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reported the need to shift personnel, originally assigned to traditional pediatric

vaccination or tuberculosis control activities, to the smallpox program (Gursky,

2004).

Over the next few years, it is imperative that non-governmental “watchdog”

organizations monitor the consequences of identifying and investing preparedness

resources. The potential for degrading vital, core public health and safety net pro-

grams is real. In addition, the sustainability of these public health funding increases

remains a concern.

Address bioethical and legal ramifications of preparedness

As we confront terrorism, protecting the public without eroding civil liberties and

our core democratic values remains an important issue in general. Virtually every

aspect of large-scale preparedness planning can evoke critical issues of ethical or

legal concern. The USA PATRIOT Act of 2002, giving broad, new investigatory

powers to domestic law enforcement officials seeking to identify or detain poten-

tial terrorists, has become a major source of concern to legal professionals and civil

liberties advocates. Serious questions have been raised regarding privacy of citi-

zens, due process and other matters central to American values, and protected by

fundamental principles of the US Constitution and Bill of Rights.

For example, in planning for managing bioterrorist attacks, governmental agen-

cies, law enforcement and public health experts are considering responses includ-

ing forced evacuation and quarantine. There is a need for systematic examination

of the legal and civil liberties implications of such measures. In fact, public health

law in general, as well as the relationships among public health, police and military

jurisdictions in these matters, is extremely unclear. Principles and governing laws

and regulations vary widely among states. Clarifying the implications of these mat-

ters with respect to large-scale preparedness planning is an essential near-term

objective (Gostin et al., 2002). In many states the process of rewriting public health

law is already in process.

Ensure future workforce

Competent and well-prepared personnel are key to any agency’s successful pre-

paredness efforts. At least one major recent report reviewed the status of the pub-

lic health workforce and noted the prospect of severe shortages in the workforce as

the current pool aged and retired (Institute of Medicine, 2003). It was predicted

that half of the current public health workforce would be lost by attrition within the

next decade. Grave concerns were raised about the capacity of the pipeline to ensure

appropriate workers to fill needed slots for public health, whether for preparedness
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or traditional public health. Clearly, an important agenda for public health train-

ing and educational institutions would be consideration of efforts to expand and

diversify existing programs.

In addition, it is likely that new programs will need to be developed. The develop-

ment of the EIS over 50 years ago, and of Project Public Health Ready in the last few

years, have already been mentioned. In the last 5 years, the CDC also established a net-

work of Centers for Public Health Preparedness to involve academe in helping to train

the public health workforce as well as to help replenish the pipeline (Morse, 2003).

National deliberation of short-term and alternative solutions would need to

include the possibility of training public health workers at the undergraduate level,

as well as graduate programs as is currently the case (Institute of Medicine, 2003).

In a similar vein, certificate programs and rapid transition of individuals in related

professions to fulfill particular public health preparedness functions would have to

be considered. Such efforts would require buy-in and support from the federal

government in order to ensure sufficient support.

Engage local communities in emergency preparedness planning

In general, we have a long way to go with community preparedness, and in engaging

the community as an essential partner in all preparedness efforts. Clearly, commu-

nity resilience is an important goal of preparedness. The response to 9/11 and other

tragedies shows that, in fact, there is a surprising amount of resilience in most com-

munities. However, with the exception of a few, minimally funded efforts, such as the

Community Emergency Response Teams (CERT) Program, there have been few

efforts to really engage citizens and local communities in the process of emergency

readiness. To date the entire process has been essentially “top down”. Government

issues terror alert warnings. Officials advise citizens to “be vigilant” and make plans

to accommodate a need to evacuate an area or “shelter in place”. But, general cyni-

cism about the government’s ability to respond effectively in the event of a bioterror

attack and a decreasing level of confidence in the health and public health system’s

capacity to provide care in the aftermath of such an event has resulted in little actual

cooperation or participation in emergency planning on the part of everyday citizens.

The color-coded alert system has been unhelpful in the absence of explanation

or direction regarding what people need to do in response to a change in the level

of concern. At the same time, journalists and officials have not fully come to grips

with what messages ought to be communicated to the public around terrorism and

emergency readiness. In large part, this is due to substantial absence of clarity on

this subject from government, lack of publicly trusted, consistent communicators

and a general sense that the media has not gotten a clear sense of its own mission

during this time of continuing crisis in America.



In a 2003 Marist institute survey commissioned by the National Center for

Disaster Preparedness of the Columbia University Mailman School of Public Health

and the Children’s Health Fund, Americans were found to be very concerned about

the possibility of new terrorism, yet many lacked confidence in government or the

public health system’s ability to respond effectively. In a follow-up poll conducted

in July 2004, public confidence had declined even further (National Center for

Disaster Preparedness and Children’s Health Fund, 2004). While 76% of Americans

remain concerned about terrorism, only 53% expressed confidence in the govern-

ment’s ability to protect local areas, contrasted with 62% a year earlier. Even more

disconcerting was the finding that more than 63% of Americans had not made

their own basic emergency plans, and only 21% (in the July 2004 poll) considered

themselves familiar with their own community’s terrorism response plan. In fact,

in the August 2003 survey, 90% of Americans said they would not cooperate with

official directives to evacuate an area considered to be under attack. This dramatic

level of potential dissent in the time of an emergency was due to frequently expressed

concerns about the whereabouts and safety of family members and loved ones. In

other words, if parents are unsure about what’s happening with their children in a

major emergency, they will not leave an area, even if ordered to do so.

All of these suggest that individuals, and their communities, remain discon-

nected from the planning process. Work needs to begin immediately to ensure that

families take appropriate steps to improve their abilities to survive in an emer-

gency. Citizens also need to be more engaged in working on community-based

emergency plans. Research with respect to enhancing individual engagement as

well as defining appropriate roles for volunteer programs, local institutions such as

schools, neighborhood organizations, faith-based communities and the like will all

be the near-term goals in national preparedness.

However, there is still no established methodology for developing community

resilience or even for measuring it. Risk communications for pre-event messaging

remain among the key strategies, but there is little consistency in either the mes-

sages or how they are presented. It is likely that different ethnic communities will

have different trusted sources and preferred methods of receiving information.

One strategy could be identifying community leaders who are perceived as trusted

information sources in their communities, and understanding how risk informa-

tion can be presented to them for maximum clarity and usefulness.

Nonetheless, this is only meaningful if consensus can be developed on what com-

munities should be doing to prepare for major emergencies. Both risk communi-

cations and community preparedness activities remain an evolving area. In the

USA, there is a long history of preparedness, including intensive efforts during the

Cold War. Many Americans of a certain age remember “duck and cover” drills and

other activities that, in retrospect, seem naïve and uninformed, an attempt to show
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that something was being done. It is possible that the experiences of these Cold

War activities have hampered our willingness to develop new civil defense measures

and to examine more constructive ways to engage the community in laying the

foundations for its own psychological defense against terror.

Efforts to engage the public are in nascent stages in the USA. Programs such as

“Ready.gov” or, in New York City, “NYC Aware”, are encouraging starts, but only first

steps. A number of other countries, such as Britain, Israel, Sri Lanka and Colombia,

have had to confront terrorist activities for a number of years, and comparisons might

be instructive. There is much to be said for demystifying preparedness and providing

individuals with tools to increase resiliency. In Israel, for example, basic emergency

preparedness lessons are presented as part of the school curriculum beginning as early

as age 6, so that children have had some time to become familiar with basic prepared-

ness concepts and to practice them. The lessons at school also encourage discussion of

these questions at home, making family discussions easier and ensuring that parents

are also confronting these questions along with their children (Boaz Tadmor, personal

communication, 2003).

Improve understanding of the psychological and behavioral 
ramifications of terrorism

The chapters in this volume survey the state of our understanding of the psycholog-

ical response to terrorism and other exigent events. It is clear that much has been

learned. At the same time, many questions remain. What are the best interventions

post-event? How do we recognize those in most immediate need, or those who may

be most susceptible, other than those with pre-existing psychopathology? (North 

et al., this volume). What sorts of pre-event messages are the most useful for prepar-

ing the community?

One unmet need is a paradigm for integrating mental health intervention into

our preparedness and response activities. For example, some hospitals in Israel

assign teams of mental health professionals in the emergency department during

major disasters. Other teams of mental health professionals are also assigned specif-

ically to work with victims’ families, and are trained to address their concerns.

There will also be a need to train response professionals to be competent in

mental health issues. There are two obvious components of mental health involved

in this. First, responders must be sensitive to mental health issues among those

they encounter during the response. They must be able to calm fears among mem-

bers of the affected community and must be able to triage quickly and refer those

who need immediate counseling. Secondly, and just as importantly, they must be

trained to recognize when they are showing signs of stress themselves and get

appropriate relief. Even today, there is widespread recognition that responders may
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be particularly vulnerable, but uncertainty remains about the best way to prevent

stress in responders (North et al., this volume).

Conclusions

These are some of the key issues needing careful attention as the nation continues

the process of preparedness for disasters and terrorism. We are moving at a level of

urgency unprecedented in a modern society. But will the resources for prepared-

ness be distributed equitably throughout our communities? Will already under-

served populations see disparities in this arena, as is already the case with traditional

health and other services? Who will monitor this potential area of concern? And,

perhaps most important, can such efforts be made sustainable?

As society ponders how far we can go in efforts to prevent or respond to terrorism,

there are difficult challenges to be faced. Can we do what is prudent and appropri-

ate, without infringing on cherished values or legal rights that are the hallmarks of

our society? We all hope so, but only time will tell.
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Lessons learned from 9/11: the boundaries
of a mental health approach to mass
casualty event

Arieh Y. Shalev
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Introduction

For a foreigner who visits New York City, population heterogeneity is among the

most striking features. There is also something futuristic about what one sees: A

conglomerate of extreme opposites, somehow “functioning” together, bound by

unannounced and apparently complex rules. Throwing a rock into such pond

promises extreme reverberation, but also a somewhat better, though forced and

transient, synchrony of waves and reactions.

For a time, following 9/11, one is told, hearts and minds in New York City

became closer. Furthermore, since then “the City has changed,” acknowledge savvy

New Yorkers, and cite as a proof the blackout night of August 14, 2003, in which

people “were just out of themselves,” offering help and “acting like true commu-

nity.” From anecdotes of ice-cream being given away by merchants on the streets,

one can also appraise the extent to which charity, in New York, is typically com-

bined with practicality. These will have melted anyhow, by the next morning.

Notwithstanding, in this book, the lessons of September 11, 2001, are mainly ones

of “trauma,” “disaster” and “decline in mental health.” This is surprising, given the

sense of common fate that should be hovering over the city since – or has it gone?

Arguably, it is not the role of mental health specialists to identify resiliency – but

rather to treat the diseased. To ignore it, however, is certainly not a good practice.

Additionally, this book highlights the presence of threat, fear, and post-traumatic

symptoms, and one wonders what, indeed, was the relative part of loss, and by

extension whether, beyond narrating the story of a “trauma,” mental health profes-

sionals actually have the vocabulary that properly expresses what has been, and is

regularly being observed under duress?

One question that this chapter raises, therefore, concerns the extent to which some

change in perception, appraisal and formulation of major negative events should

occur as a result of the events of September 11, 2001, and the subsequent experiences
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of the professional community. Such necessary changes might be difficult to iden-

tify. However, to the extent that this volume should offer more than historical 

documentation, they must be formulated, be it tentatively.

And what a peculiar choice it is to leave this task to a fellow-professional from

abroad, who might be close enough to echo the sentiment, yet far enough not to

simply resonate.

Clearly unable to do justice to the richness of the observations reported in this

volume, I have chosen five dimensions for discussing the material brought here. These

include the following: (a) The particularities of the event itself; (b) The approach

taken to evaluate its effect on people and construe action to be taken; (c) The 

conceptual and cultural framework within which the discipline of “mental health,”

was firstly chosen as prime responder and interpreter of reality, and then scrambled,

within its inherent constraints, to find “solutions” to dubiously formulated “prob-

lems.” (d) An attempt to draw a line between “reactions” and “disorders” and sim-

ilarly between “help,” “intervention” and “treatment” and also address the related

issue of reluctance, stigma, and avoidance of care. (e) Action taken, observations

made, learning curves experienced and their implications for the future.

Uniqueness of the 9/11 experience

The combined attacks on the Twin Towers in New York and the Pentagon were

both unprecedented and surprising; hence an understandable hesitancy and delays

in mounting organized responses. Notwithstanding, The 9/11 Commission Report

(National Commission on Terrorist Attacks Upon the United States, 2004) provides

important details about early individual responses to the rolling drama, such as

those of airlines – and US security forces, of rescue teams in New York and at the

Pentagon, and of ordinary people, caught in the action (e.g., in a staircase at one of

the towers) who were already helping, soothing, comforting, trying to make sense,

communicating and actually reducing both the death toll – and the psychological

burden.

Consequently the most important lesson of 9/11 might be that each of the

potential clients for any intended “intervention” or “treatment” already has a record

of skillfully and actively helping himself or herself, and often others – and of trying

to cope with multiple forms of adversity and with his or her own reaction. Somehow,

identifying distressed survivors by a set of symptoms neither requires nor pro-

motes a view of each of them as active participant, which is where we often fall

short of paying respect to the strength of humans, and than lament that they avoid us.

Chapters in this volume provide an account of a somewhat hesitant but rapidly

developing professional and paraprofessional response to the events. Given the

novelty of the events, it is not surprising that they mark the beginning of a learning



curve. In the absence of subsequent occurrences, however, all learning is based on

a single occurrence, and necessarily reflects the particularities of that experience.

Several unique features of the New York 9/11 experience are worth mentioning.

The event was of rather short duration, unprecedented magnitude, extremely visual

and of extremely powerful symbolism. It made very few injured survivors – and very

few identifiable human remains to be buried and properly mourned. As much as the

hole in New York City’s skyline, 9/11 created human loss without remains. It also left

a hallo of suspended threat, which, like the cloud of smoke over Ground Zero and

parts of Manhattan, remained “in the air,” never truly disappearing, never giving a

concrete target for protective action. Given the vertical collapse of the towers, and

their location, structural damage was also contained. Cleaning and reconstruction

were, therefore, left to dedicated personnel, whereas most people remained partici-

pants by observation – rather than action. Thus, for those not directly affected, that

is, for most New Yorkers, the drama of 9/11 was essentially psychological. It also

required little concrete response from most people – leaving many in a search for

ways to act, and others in a state of passive worry and objectless anticipation.

Additionally, there was little damage to the city’s infrastructure and to its insti-

tutional stability. Electricity, transportation, communication, food supply, and core

social institutions were quickly restored. Thus, in the concrete sense of a disaster

exhausting community’s core resources, the New York City community was far

from being “disastrously” affected. This may again have contributed to the salience

of psychological reactions, which, in other disasters can become second in impor-

tance to other needs, such as food and shelter needs.

A prototype of modern disasters, the 9/11 death toll affected a wide array of

proximal and distant communities, making the disaster’s painful impact (and subse-

quent supportive efforts) both widespread and poorly focused.

In another such “modern” feature, the events of the morning of 9/11 could be

observed, and therefore “directly” (or, at least, immediately) experienced by innumer-

able spectators – from those strolling in the streets of downtown New York – or rush-

ing to balconies or roofs, to those living on the New Jersey bank of the Hudson River –

to those glued to TV screens elsewhere across the country. Not only were the flashes

of fire and debris visible to eventually everyone – the 9/11 events also had, from the

first moments, a distinct ex-temporal quality, since, unlike concrete or somewhat “less

photogenic” events, of which we mainly see the aftermath, or which happen and then

become a memory, in 9/11, emotionally overwhelming images of the airliners’ impact

kept being broadcasted, time and again in a sort of extended present.

In addition, the relevance of the events’ embedded threats gave them extended

and poorly defined spatial boundaries. It takes time, for a visitor of New York, to

gather how personally relevant the 9/11 were events to many – or most residents.

One didn’t know where the next blow was going to come from, but many felt, and
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some are still convinced, that more is coming, and soon, and from another and

totally unexpected angle.

Thus, many who would not be in personal peril in other types of disasters, expe-

rienced imminent and personal threat following 9/11. Unlike the bloodiest air

raids in war, there was no trusted safety signal (e.g., a siren announcing the end of

an attack) and no safe places (e.g., the underground). A theft in one’s own bed-

room whilst one sleeps has similar effects: safety itself isn’t safe any more.

Consequently, the boundaries between direct and indirect exposure were blurred –

and indeed a matter of degree: geographic, to some extent (e.g., Galea et al., 2002a;

2002b) but also emotional and situational. This, again, may not happen in other dis-

asters, where the prime stressor has better temporal and spatial boundaries. It does

characterize, however, the worst of terror threat: spreading uncertainty and fear.

It also ensues that intervening in the aftermath of 9/11 was not just post-traumatic

care – but indeed helping survivors under ongoing threat. In that sense, a person who

fearfully avoided subways to lower Manhattan reflected not only his or her own

pathological fear, but, in fact, a common apprehension, overcome by some and for-

bidding for others.

The search for clients

These very particularities have lead to the first question, with which many agencies

were faced: Who is the client? The first impression that one gets from reading the

reports in this volume is that, for quite a time, everyone was searching for a client –

with the possible exception of lower Manhattan hospitals and police stations that,

for a time, were flooded by those desperately seeking lost relatives – or seeking

information about their loved ones’ last minutes – or just crying out their grief (a

story surprisingly skipped in this section of the book).

Nonetheless, a lot was done. Project Liberty provided face-to-face counseling,

education and outreach services to an estimated 1.2 million individuals (Felton et al.,

this volume), the World Trade Center Worker/Volunteer Mental Health Screening

Program has arranged for screening of nearly 5000 workers/volunteers from the

World Trade Center (WTC) site, of whom 40% were identified as “cases” and 10%

reported significant disability. There were consistent efforts to help affected chil-

dren (Katz et al., this volume). The New York Consortium for Effective Trauma

Treatment provided, and still provides, valuable training for therapists (Foa &

Cahill, this volume; Marshall et al., this volume). The Mental Health Association of

New York – eventually the only organization to have had prior structure, stature,

and routines – could significantly increase its crisis hotline activity, assess distress

in different communities, document major changes in outpatient services-utilization,

and evaluate the effect of time and anniversary reactions (Draper et al., this volume).
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Ongoing help was offered to exposed members of the fire department of New York

(FDNY) and Con Edison workers – and the authors have articulated valid princi-

ples of addressing institutional cultures whilst providing mental health interven-

tions (Difede et al., this volume).

But the general sense is, still, a hesitant definition of potential clients, at least ini-

tially, and than an even more profound question about what to do when a client is

finally identified – given the wide array of modes and degrees of exposure and the

spectrum of responses and perceived needs. Additionally it seems that with the

possible exception of the hotline service, mental health providers in this unique

urban disaster were not flooded by help-seeking clients, but rather had to promote

help seeking.

This may have implications for future occurrences, the first among which is that

needy survivors might preferentially use previously-trusted sources. More infor-

mation is needed to define the real needs for every level of intervention – given that

few of those approached and identified finally “consumed” consulting or treatment

services. Only as last resource, and very reluctantly, should one assume a general

“barrier” to seeking help or “avoidance” of treatment – which leaves the problem

with the client and not with the provider. Reading the chapters in the intervention

section gives the impression that many New Yorkers were happy with “softer”

modes of assistance, such as telephone conversation, clarification and validation of

experience, and minor advice about children and personal fear. Many others have

probably turned to lay helpers – the family, the neighbor, the church, and the group

of volunteers – and presumably found just enough of what they are looking for.

One may never know, therefore, how many “true” cases have skipped an “essentially

needed” therapy – or if they needed it at all.

The search for relevant measures

In saturated solution, crystals may suddenly form, and than organize themselves,

around incidental irregularities of the matter, such as a grain of dust. Similarly, in

novel and complex situations, perception may uncritically organize itself around

the first available templates – regardless of those templates being inherently rele-

vant or appropriate.

Posttraumatic stress disorder (PTSD) symptoms – and by extension – symptoms

of mental disorders offer such well-rehearsed, available and accessible templates.

They, therefore, have been widely used as such to evaluate distress in the aftermath

of 9/11. Moreover, studies looking at PTSD symptoms following the Twin Tower

collapse yielded significant increase in symptoms – particularly in areas proximal to

the disaster (Galea et al., 2003). This has made these symptoms all the more attractive,

and was eventually used, at least before the good news about their time-dependent
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disappearance (Silver et al., 2002), to infer both an epidemic of PTSD and a related,

urgent and massive need for treatment.

From a perspective of the terror-prone country of Israel, several analogies might

be relevant here. First, the Diagnostic and Statistical Manual of Mental Disorders,

Fourth Edition (DSM-IV) PTSD symptom criteria include behaviors (e.g., avoid-

ance of places and situations) and states of mind (e.g., concern, hypervigilance) that

normally occur at the early aftermath of traumatic events and during anticipation

of further harm (American Psychiatric Association, 1994; Shalev, 2006; Shalev et al.,

2006). These behaviors (e.g., avoiding central places in Jerusalem) are generally pro-

portional to actual (frequency of attacks) or perceived threat – and tend to vanish

rapidly when things seem to be going better. A time-dependent decrease in per-

ceived probability of subsequent attacks might, therefore, explain the progressive

decline in the prevalence of PTSD-like symptoms in New York City. The idea that

treatment provided, or care for the mentally ill has actually contributed to the rela-

tively benign progression of PTSD symptoms in New York City has yet to be proven.

There is no data bearing on this important question in this volume’s chapters. Thus,

we are left without firstly knowing whether PTSD symptoms are, indeed, the essen-

tial measure of maladaptive response to mass trauma and secondly without know-

ing what was the overall yield of interventions provided.

The second lesson from years of exposure to terror in Israel (Bleich et al., 2003;

Shalev, 2006) is that terror creates subsets of highly distressed residents within affected

communities, whilst, at the same time, the majority is surprisingly resilient. Popu-

lation estimates, therefore, might be misleading as they may both overestimate the

prevalence of a disorder initially, and underestimate its impact later, when most of

those exposed have ceased to express symptoms, but a minority remains highly

distressed.

Along that line, Draper’s and colleagues’ chapter reports a “lingering devastation

of the attacks,” as captured by the LifeNet hotline (Draper et al., this volume). They

seem to have identified one important feature of post-traumatic morbidity: its per-

sistence and its interaction with subsequent stressors. To an extent, a wish to pro-

vide care for all those affected might divert attention from the fewer who have major,

“lingering” and progressively deteriorating responses. Later in this chapter I further

elaborate on the apparent weakness of ad hoc post-disaster efforts relative to stable,

community-embedded resources.

The half-full – half-empty glass

Reading of this volume also suggests that most affected New Yorkers – and resi-

dents of adjacent areas – showed “some” PTSD symptoms; “a level of” increase in

cautious behavior, a bit more cigarettes and alcohol use and some other negative
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changes. Yet the vocabulary of these reports is somewhat different and requires

caution. Wording, such as “dramatic impact on the mental health of millions” may

not only misrepresent reality, but also determine illness perception. Whether or

not there has been such major impact on mental health (rather than on well being,

sense of safety, risk perception, or expressions of distress – all of which may or may

not relate to the construct of health) is a matter that the present material does not

help to solve.

Similarly, most survivors and witnesses seem to have reported on both half-

full and half-empty glasses. Put differently, with the exception of those critically

affected by loss, or other components of the event, most people were distressed 

and went on with their lives. Many have “positively” reacted: the number of people

who volunteered to help others increased at the aftermath of 9/11. Therefore 

the prospect of psychological interventions should have equally emphasized the

full, or “resilience” part of the reaction and the empty “mental health problems.”

The same individuals might have experienced both. For mental health profes-

sionals, the declared goals of interventions are more than a choice of words. It deter-

mines what one looks for and how one plans to intervene.

In practice, however, the choice is far from obvious: Should we advise survivors

who expresses some symptoms, report mild to moderate distress and continue to

perform quite well that they basically cope well, and can trust their coping to take

them to a resolution of the experience, or, conversely, worry about their eventually

incubating a chronic mental condition and forcefully invite them to start therapy?

Possibly, both the “disease model” and “resiliency models” might have to be com-

bined, since most people experience a mixture of both, and therefore live in a con-

stant tension between reparative and injurious processes. The quality of this inner

struggle might ultimately determine the long-term effect of exposure.

But how can one know who does well? In a forthcoming article on resilience

during continuous terror (Shalev et al., 2006), we suggest, following others (e.g.,

Pearlin & Schooler, 1978; Benight & Bandura, 2004) to primarily evaluate coping

efficacy, as reflected by its effect in four distinct domains: ability to sustain task per-

formance; controllability of emotions; positive self-perception and the capacity to

enjoy rewarding interpersonal contacts. Notwithstanding the specifics of this partic-

ular model, the general message here is that one might have to move from count-

ing symptoms – or lack thereof – to evaluating where people are in the continuum

of successfully surviving the effect of a potentially traumatic event, and how well

they deal with subsequent secondary stressors and with the anticipation of further

harm. In so doing we may eventually come to weigh “The cost and benefit of

denial” (Lazarus, 1982), or people’s need to have a degree of ignorance of their own

vulnerability and mortality (Lifton & Olson, 1976) in order to thrive within 

constraints – which is what life is truly about.
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Coming back to those seriously affected, a reading of this volume also suggests

that, unfortunately, knowledge driven from DSM-IV criteria and subsequent stud-

ies was also used to a half. One wonders, for example, whether a reluctance to

clearly diagnose acute stress disorder (ASD), an entity that, despite imperfections

and limited specificity, does identify a subgroup at very high risk of chronic PTSD

(e.g., Bryant, 2003). Some of the chapters report that there has been significant

reluctance, by survivors, to be tagged by “mental health” labels and use mental

health services. I believe that the public’s reluctance to be tagged in such way par-

allels the zeal of professionals to discover and address the eventual “mental health

disaster” that was to follow the 9/11 attacks. However, had things been addressed

by more seriously considering the disease model when it applies (e.g., when diag-

nostic criteria for ASD are met) then fewer might have been falsely advised that

they were at risk of developing a terrible disorder (which they somehow knew they

weren’t) and when severe, unremitting, uncontrollable and inescapable symptoms

were identified, surveyors will have more willingly accepted an unambiguous refer-

ral for help. Knowledge about high-risk survivors does exist and the capacity to

properly identify at least a proportion of them is a pre-requisite for effectively

implanting specialized therapies such as CBT (Foa & Cahill, this volume).

Where has 9/11 found psychiatry (and mental health in general)?

During the last 25 years, psychiatry has successfully struggled to develop a reliable

classification of mental disorders. Subsequent editions of the DSM-IV have better

delineated a set of “Axis I” disorders, among which are PTSD, major depression,

phobias, and others. In its search for reliable phenotype, however, psychiatry had to

move away from theoretical constructs (which previous classifications had allowed –

e.g., by including the construct of neuroses in the classification of mental disorders).

As a result, attempts to theorize about psychological processes, whilst still existing

(e.g., Pitman, 1988; Foa & Kozak, 1986) did not attain the same widespread recog-

nition and acceptance as DSM symptom criteria.

Additionally, psychiatry, a leading discipline of mental health, has moved away

from describing and theorizing about sub-threshold conditions and about the

human condition in general. This, again, might have been a reaction to an earlier

and overarching theorization, much of which was controversial (e.g., the Freudian

theory of obsessive–compulsive disorder; the family communication theories of

schizophrenia).

Notwithstanding, psychiatry remained largely without underlying psychology.

Psychiatry could reliably recognize, diagnose, and recommend treatment, but could

not – and did not care much to define, study, and establish the validity of putative

psychological mechanisms that govern living and reactions to life events. This critical

612 Arieh Y. Shalev



gap has not been entirely filled by insights from psychological studies, which hardly

made an impact on modern psychiatry. Specifically, in September of 2001 neither

psychiatry nor any other body of knowledge had a cohesive, widely accepted and

useful theory of human response to stress – normal and abnormal. Consequently, the

field was left wide open, a state of fact that invited unproven practices to mushroom –

since there was no serious conceptual foundation to either accept or refute them.

Furthermore, in the pragmatic world created by DSM-IV, efficacy, as shown in

controlled trials, became a golden standard to judge the validity of a “treatment” –

regardless of truly understanding the underlying biological or psychological logic.

Consequently, standardized procedures acquired special status – and this has

immediately led to emphasizing protocol adherence by therapists over theoretical

understanding and ad hoc adaptation of treatment principles to changing realities.

An example given concerns the teaching of cognitive behavioral therapies (CBT) –

rather than teaching the general principles of therapeutic exposure and cognitive

reframing.

Spoken harshly, the 9/11 disaster found psychiatry at the lowest end of its being an

a-theoretical discipline, and at the lower end of it’s capacity to generate, empirically

endorse and systematically create clinicians with advanced understanding of human

conditions – including life stress, traumatic stress, and healthy support and recovery.

The advice to see a specialist thus became a substitute to the more empowering “here’s

what you might be able to do”– since the recommendations concerning the latter have

not been systematically researched for their effect on the consequences of trauma.

The mental health profession’s capacity to react to an event of the magnitude of

the 9/11 attacks were, thus, lacking. Firstly, it did not have a clear (and evidence-

based) message to the numerous lay helpers – family members, group leaders, and

many others – who probably provided most the help throughout the months fol-

lowing the attacks. Second, and most important, the profession was eventually

overwhelmed by its incapacity to provide treatment, in the strict sense, to a multi-

tude of potential “clients” who, perhaps, didn’t even need professional help. The

idea that better training thousands of specialists is the desirable solution to this

problem, additionally conveys a disempowering message to a multitude of lay

helpers, who actually do the job.

Since this situation is likely to repeat itself in future disasters, a putative conclu-

sion of the material provided calls for shifting the attention of mental health profes-

sionals from phenotypes to principles of recovery and from advanced skills (which are

clearly and essentially needed for those with severe reactions) to sound post-disaster

mental hygiene, public empowerment and education.

Finally, better appraisal of the context and the unfolding of a major trauma; of

ongoing stressors and of the major psychological roles of leaders, ceremonies, rumors,

mass media, and other factors, should make the reliance on traditonal formal 
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“therapies” a somewhat detached exercise. Mass trauma, so to speak, does not hap-

pen and will not resolve in the quiet consultation room.

Concluding comments

From a perspective of a professional who works in the erratically terror-prone city

of Jerusalem, the place on the learning curve of the reported New York experiences

is way beyond an initial mixture of trial and error, well into formulating necessary

organizational changes, and yet not at the crucial point of revising one’s basic under-

standing of trauma and developing routines and structures.

Several insights are salient, though. First, there is much good will, and many

potential partners and contributors when trauma occurs. Help, such as via Project

Liberty (Felton et al., this volume), LifeNet (Draper et al., this volume), the Child

and Adolescent Trauma Treatment Service (Murray et al., this volume) and other

projects was provided pro-bono, and extensively. The interface between these sys-

tems of care and the ongoing coverage for mental health care is unclear, and one

should hope that disaster mental health care, as a consequence of 9/11 studies will

become more better organized, and supported by stable resources.

Second, distress and symptoms are omnipresent – and transient in the majority

of cases. This truly calls for redefining and better categorizing interventions 

into those provided as “first aid” and “help in time” and others that more closely

refer to mental disorders and their prevention. To an extent, services provided at 

the aftermath of 9/11 supplemented and eventually by-passed the existing health

care system. This might have been a luxury of a resourceful city, affected by a 

significant – but not fundamentally ruinous event. Other scenarios, as well as the

years-long needs of some survivors of 9/11 may require more central involvement

of the existing health care systems – and their training, preparedness, and supply of

resources.

Along this line, networks of care with a previous record, and those dedicated to

a special group of exposed professionals (Difede et al., this volume) found it some-

what easier to be accepted and used by clients. Additionally, ad hoc training is oner-

ous, encounters a degree of resistance (e.g., Cahill et al., this volume; Marshall, this

volume), and one wonder how much of it might be retained for the future. One

wonders to what extent acquiring and retaining skills in trauma treatment – and

particularly in the prevention of severe stress disorder – does not require the open-

ing of operative trauma centers, in which treatment and preventions will be prac-

ticed daily, and consequently better assessed, and perfected, such that in the future

there will be enough experienced and skilled professionals in emergency rooms,

clinics, and hospitals. Trauma, in New York and elsewhere, occurs daily, and the

allocation of resources to the prevention of its consequences may both prepare a 
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community for further occurrences, and eventually save numerous survivors from

becoming chronically disabled by stress disorders.

Finally, our society may not be able to afford the previous luxury of being risk-

averse. If anything, the 9/11 events have brought – or should have brought to an

end a naïve illusion that life is essentially uneventful – or at least non-traumatic.

One feels embarrassed, in fact, to suggest that as a consequence of the threat of

terror we should all become risk-savvy – the embarrassment coming from know-

ing that more New Yorkers than one wishes to enumerate are, by virtue of where

they live, risk-savvy, and hardy survivors. There is a lot to be learned from these 

fellow-citizens.
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This volume aims to capture something of the extraordinary breadth and depth of

mental health services and research that followed the September 11 attacks – efforts

that were often happening simultaneously and in isolation from one another. It is

a kind of documentary of the post-9/11 mental health responses. We also hope that

this book serves as a partial remedy to the fragmentary nature of mental health

services and research in the USA, and in particular, after all large-scale disasters. It

is multi-disciplinary, such that most readers will encounter perspectives on mental

health, community, or disaster theory that are foreign to their professional point of

view. Although cooperation and tolerance after disaster are ubiquitous, there are

also bitter rivalries and fierce struggles for scarce resources. Disaster can evoke the

best, and the worst, in any community. We hope that this book and others like it

will help to counteract the often tribalistic rivalry of the disciplines presented

herein and encourage efforts to communicate effectively, toward genuine collabora-

tion after future disasters.

The psychological aftermath of 9/11

What sets the post-9/11 epidemiologic work apart from prior disaster studies is its

scope and methodology, a methodology that reflects a shift in balancing the often

competing needs of scientific rigor and timely implementation. Rapidly imple-

mented large-scale studies like these are extremely difficult to do, but serve a crucial

humanitarian purpose in that they can inform program development in the early

weeks of a disaster. Epidemiologic research that is implemented months later and

published years later has much more limited value to the affected community. More

importantly, rapidly implemented studies offer a window into the most volatile,

dangerous, and emotionally taxing time frame (that is, immediate post-disaster

period) and provide a baseline from which to interpret research that captures later

aspects of disaster recovery. It is our view that these priorities should drive most

methodologic decisions, which inevitably involve decisions about a certain degree



of methodologic compromise in the post-disaster setting (e.g., in order to move

quickly, telephone and Internet surveys are necessary with smaller numbers of

interviews of validation purposes only rather than face-to-face clinician interviews

which have been the gold standard).

The successful utilization of post-9/11 epidemiologic research for services plan-

ning in New York and Washington D.C. also has critical implications for funding

infrastructure. For example, the present funding mechanisms of the National

Institute of Mental Health (NIMH) do not allow rapid (within 4 weeks) imple-

mentation of new research that could actually inform services planning. The work

described herein relied almost entirely on the generosity of individuals (to under-

take projects without funding), then on the commitment of New York institutions

like the New York Academy to do their part regardless of funding issues, then on

philanthropy, and finally, on government by allowing creative adaptation of exist-

ing infrastructures (such as, NIMH studies). We believe that this is a major pro-

grammatic deficiency in the USA, in that we are relying at present on serendipity

and private enterprise to create the scientific foundation upon which a systematic

disaster recovery plan is built.

The readers of this book can observe important, current methodologic contro-

versies in disaster epidemiology, illustrated, for example, by the tensions between

the perspectives of the scientists who conducted original 9/11 research, and Dr.

North, who conducted research after the Oklahoma City bombing. Dr. North’s

statement that Dr. Galea and colleagues did not acknowledge the limitations of

their work is simply mistaken (North et al., this volume). But the more scientifi-

cally important debate concerns criticisms from very traditional viewpoints (e.g.,

Dr. North) that reflect pre-9/11 disaster science. We argue that these epidemiologic

models are fatally flawed because they are too slow, too small scale, and impossible

to implement rapidly in order to actually inform services. This chapter also criticizes

the 9/11 work for overestimating rates of disorder (North et al., this volume), and

this criticism has also been leveled at major national surveys such as the National

Comorbidity Study of Kessler and colleagues (1995). In fact, all 9/11 studies were

very cautious in their conclusions.

More importantly, it is unlikely that more traditional symptom- and disorder-

focused studies of small, highly exposed samples would contribute anything 

substantially new to the disaster literature. Studies have repeatedly found high

rates of mental disorders in highly exposed populations, predicted by vulnerability

factors. New research should instead be hypothesis driven and pursue more

sophisticated questions that build on these established findings (Norris et al.,

2002a, b).

One can observe similar tensions in therapeutics research between efficacy and

effectiveness research paradigms. Efficacy research emphasizes highly controlled,
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labor-intensive, very expensive studies that provide clear answers to a treatment ques-

tion. They have a place of priority in the early part of a treatment’s development.

Effectiveness research takes these clear and early findings and attempts to move

them into large-scale, real-world, less-controlled conditions. As potentially critical

scientific decisions must be made about when, and to what degree, to shift from

efficacy to effectiveness methods – for example, when methodologic rigor must be

relaxed in order to obtain more generalizable answers to a question – the debate

seems to take the form of a clash of cultures. People are arguing about values.

We believe, however, that the new models developed by 9/11 research have

moved the field forward, and that a more productive discussion would center on

ways to make future disaster- and terrorism-related research even more real-world

responsive, hypothesis driven, and multi-disciplinary. These studies without excep-

tion demonstrate that rapidly implemented epidemiology is possible after even

large-scale disaster, and that it can provide critically important information early

in the recovery process that can guide services and intervention planning for gov-

ernment, services institutions, and philanthropy. The 9/11 work actually builds on

findings from North and colleagues, and in fact are strikingly consistent with their

finding that approximately 30% of those directly exposed will develop chronic

posttraumatic stress disorder (PTSD) (North et al., this volume). Likewise, the sug-

gestion that research could have somehow been cleared through a central bureau-

cracy (North et al., this volume) was floated but quickly rejected soon after 9/11 

as both unnecessary and unfeasible in a city as complex as New York, or for that

matter, the post-Katrina South.

This work also contributes to our thinking about the definition of trauma itself.

It shows, for example, that the pre-9/11 view of how Criterion A trauma is defined

is limited and should be reconsidered in light of large-scale events that create an

extreme and uncertain threat to the general population and have multiple trauma

related after effects (Galea et al., 2005). As discussed with clinical sophistication by

Shalev, experts in large-scale disaster appreciate that, after an event like 9/11, trau-

matic and stressor experiences with mental health consequences are numerous,

extended in time over many weeks to months, and can have a cumulative effect

such as seen in war veterans or law enforcement personnel (Shalev, this volume).

What is needed from epidemiology is an accurate, scientifically neutral assess-

ment of the negative mental health consequences of disaster so these people can be

helped. Dr. North suggests that epidemiologists need to manage or “spin” their

results somehow. This idea – that we should put mental health surveys in the “con-

text of resilience” – is peculiar. It is never suggested for other public health threats,

for instance. Imagine a New York City report on cases of West Nile virus that con-

cluded by emphasizing how many people are bitten by mosquitoes but do not get

the virus (who were “resilient”).
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There are, of course, constructive criticisms of this work, as of all scientific work.

It would have been particularly useful, for example, to follow-up some of the more

striking national self-report findings with clinician-based interviews in a subsample,

as was done in the National Vietnam Veterans’ Readjustment Study (NVVRS) (Kulka

et al., 1990). If there are large-scale attacks in the future, we hope that the funding

agencies will be farsighted enough to pursue questions that these studies have raised.

Reducing the burden: community response and community recovery

If one searches epidemiologic findings for variables that can be a target of inter-

vention, one finds few are useful. The best predictors across the literature are not

amenable to intervention (gender, ethnicity, socioeconomic status) and so are rel-

evant only to academic predictor models and for identifying at-risk populations.

Little is known about how to act on these findings to reduce risk. The urgent need

for research in this area became painfully clear after 9/11, when millions of dollars

were suddenly available specifically for resilence building programs. Dr. Norris

points precisely at the problem in her scholarly discussion of the chasm between

traditional, narrowly focused symptom-count epidemiology and the services com-

munity by raising the question of community effects after disaster (Norris, this

volume). Progress in the field will require interdisciplinary models that are as yet

underdeveloped. It is notable that the most sweeping and widely discussed conse-

quences of these terrorist attacks – social, economic, and political – cannot be cap-

tured scientifically by our current mainstream approaches.

In their commentaries, Dr. Norris (this volume) and Dr. Kaniasty (this volume)

offer powerful and original evidence-informed guidelines for both research and

intervention based on the deterioration-deterrence model. The chasm between

traditional research approaches to disaster and typical services models in the com-

munity is in itself evidence of a fractured community.

History may eventually reveal that 9/11 was a unique event in its scope of

impact. On the other hand, what appears unique in 9/11 research (relative to pre-

vious disaster findings) may emerge as a distinct characteristic of terrorist attacks

and threats, in comparison to other kinds of disasters. Two critical differences emerge

with complete consistency from all of this work: the striking impact of “indirect”

exposure; and the importance of post-event stressors in increasing risk for psy-

chopathology. In essence, it appears that post-event stressors “deplete” the individ-

ual’s resources for processing the traumatic event, thereby increasing risk for chronic

disorder through mechanisms that are poorly understood at present.

As this book goes to press the world is saturated with images of the tragedy,

chaos, and violence of Hurricane Katrina. Here we see the principles of Hobfoll’s

Conservation of Resource (COR) theory played out on US soil (Hobfoll, this 
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volume). We see community members risking their lives to save others, but we also

see them armed and ready to kill to protect their resources. We see the breakdown

of law and order that occurs when the resources of an entire city have been

destroyed, and the availability of basic resources (food, clothing, shelter, and med-

ical care) becomes uncertain.

For any New Yorker, the “keystone” concept described by Fullilove and Saul rings

true and powerful (Fullilove & Saul, this volume). The loss of the Towers became a

focus for grief and for rage as a symbol of community destruction (Amsel &

Marshall, 2003).

The principles of community recovery are illustrated through this section with

anecdotes, program descriptions, and testimonials from leaders/authors who were

also community members/victims. Long-term follow-up studies of such large-scale

community interventions for promoting resilience could potentially make major con-

tributions to the world literature on post-disaster intervention Resilience, currently

the “concept du jour” could then have an increasingly solid empirical foundation.

Outreach and intervention in the wake of terrorist attacks

Although this book aims to present formal research efforts in the wake of 9/11,

results are not yet available from the handful of such projects around the country.

The conspicuous paucity of such intervention projects after 9/11 highlights – once

again – that disaster research has been typically focused on the characterization of

the problem, rather than its amelioration. At this point in the field, we believe that

research resources should be primarily devoted to developing practical and neces-

sarily creative approaches to services research after disaster.

This raises the question of what constitutes “research.” The desire to develop

responsible and effective programs after 9/11 provoked a new (and hopefully perma-

nent) awareness of the importance of including evaluation components in services

programs. The absence of any prior public reports describing Federal Emergency

Management Agency (FEMA) sponsored programs, for example, was a major imped-

iment to planning evidence-informed programs after 9/11. This deficiency is already

being remedied through publication of Project Liberty procedures and results.

At the same time, the naïveté in the mental health community about models of

resilience-building community interventions, such as those which FEMA spon-

sors, and the complete isolation of these two traditions from each other, became a

major source of conflict after 9/11. The mental health community was largely unable

to understand the rationale for outreach and crisis-counseling programs, perhaps

because clinician training and treatment models are rooted in the psychopathology

and disease model traditions, rather than health-promoting, community-oriented

traditions. There are important distinctions between intervention programs aimed at
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reducing psychopathology, and programs aimed at reducing community fragmen-

tation and shoring up healthy coping in the general population (e.g., Project

Liberty). In fact, Project Liberty was the first FEMA-funded crisis-counseling and

education program to incorporate screening and triage functions. Finally, program

planners and philanthropic funding institutions were repeatedly confronted with

the near-complete absence of research into the nature of resilience, and more import-

antly, into programs that might actually increase resilience (rather than simply reduce

psychopathology).

Lessons for communities confronting large-scale disasters

A core mandate in disaster planning is determining whether there will be a sudden

increase in health problems that cannot be served by the community’s existing

services infrastructure, referred to as its “surge capacity”(Marshall et al., in press).

If there is a surge capacity problem, the community will require humanitarian aid

in the form of interventions, personnel, and funds for services for these needs to be

met. Thus, the core question is this: after large-scale disasters, when a high incidence

of new-onset psychologic disorders is likely, how can community capacity be

increased to meet the needs of seriously affected disaster victims? The outreach and

interventions section of this volume includes a representative set of the types of

programs that attempted to meet this mandate in the first 2 years after the attacks.

There are lessons to be learned for future large-scale events in every chapter.

In countries with centralized health care systems (e.g., throughout much of

Europe, in Israel, and in Canada), surge capacity deficiencies can be partially

addressed through policy by shifting resources to make properly trained practition-

ers more available, improve access to care, and provide public education. In the USA

there is no centralization of mental health training, such that policy has a limited role

in the short term. Moreover, there is minimal monitoring of training or skill level in

practicing clinicians, and no systematic national efforts to implement evidence-

based treatments through training. Thus, a major goal after 9/11 was to find efficient

alternative ways to rectify the shortage of clinicians with trauma and grief expertise.

Communities cohere and define themselves in many ways that critically influence

the way services are sought: geographic, linguistic, professional, socioeconomic,

ethnic, and racial characteristics were emphasized in various programs. Availability

and acceptability of mental health services vary enormously within communities

in the greater New York area. Examples of groups that seemed to require distinctly

different kinds of outreach are the following: World Trade Center workers, residents

of lower Manhattan, Mandarin-speaking residents, firefighters, utility workers,

and children in lower Manhattan schools. Services programs in New York, and in

particular the Red Cross programs, focused on vulnerable groups, and these chapters
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by and large discuss barriers to services and the efforts to overcome these barriers.

When funding became available through philanthropy, barriers other than finan-

cial were revealed including linguistic barriers, shortages of qualified personnel,

extreme shortage of high-quality evidence-based trainings, and acceptability to

recipients. It is a social reality, supported by considerable research, that health

problems in the community are not met simply by making services available. This

is the basic justification for public health education campaigns that raise awareness

of problems ranging from obesity and hypertension to depression. Breslau’s and

McNally’s dangerously naïve (and incorrect) argument (Breslau & McNally, this

volume) – one that also appears in other writings by persons unfamiliar with services

issues or research – is that, if persons do not seek services, then they must not have

been needed. Even if services had not been sought (in fact they were), it would have

demonstrated the failure of services delivery, not the absence of the problem itself.

In fact, as shown by Felton and colleagues (this volume) as well as emerging

first-ever publications documenting the results of Project Liberty, services were

sought and provided on a massive scale. Project Liberty, which was implemented

following FEMA guidelines as a resilience-enhancing program using an outreach

model, offered psycho-education, support (crisis counseling), and triage to more

than 1,000,000 people in more than 12 languages over 2 years. This was a 3-fold

increase in service provision by the entire New York State Office of Mental Health

compared to the year 2000. Approximately 1/3 of these persons were seeking serv-

ices for depressive-like symptoms, and 1/3 for PTSD-like symptoms, for a total of

more than 600,000 people with possible psychopathology (full and subthreshold)

related to 9/11-related problems.

Other programs included the following: (1) The Red Cross paid for mental health

treatment for over 10,000 persons with no ability to pay across 46 States (http://

www.redcross.org); (2) New York City rolled out a massive program to screen chil-

dren and provide services throughout its school system of over 1,000,000 children;

and (3) 1-800-LIFENET, the crisis counseling and referral service that became the

triage service for mental health across the tri-state area, handled 34,000 calls related

to 9/11 in 2002, which was more than double the call volume of 2001. This pattern

persisted through 2003 (Draper et al., this volume).

LIFENET conducted a study to evaluate the quality of their services, and found

indeed that 77% of people had linked to services successfully, and most (89%)

reported feeling better 3 months later. The key factor in connecting people in need

to services was the partnership between the Project Liberty media campaign and

LIFENET, and, later, the increase in service capacity created by Project Liberty and

the Red Cross treatment program that paid for 9/11-related services (Draper et al.,

this volume). Before 9/11, only about 1 in 200 calls were related to PTSD symptoms,

whereas for the first 6 months after 9/11, 1:7 calls were related to these symptoms.
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Research to date demonstrates the existence of particular vulnerability factors

that increase risk for trauma-related disorders after new traumatic experiences.

The treatment section of this book, capturing only a few of the mental health pro-

grams after 9/11, documents the intelligent and creative use of this research in real-

world settings. Many threats to public health are particularly virulent in vulnerable

groups (e.g., for a virulent flu strain, the elderly, infants, and other immuno-

compromised groups), and rational public health policy must pay special attention

to such groups. After 9/11, vulnerability factors were concentrated in the highly

exposed, but also in relief workers, volunteers, the poor, the newly unemployed,

persons with pre-existing psychiatric problems and disorders, and certain ethnic

groups.

There are a number of evidence-based psychosocial approaches to treating all of

the disorders known to occur in suddenly increased rates after disaster. This book

includes a review of the evidence base for a particularly well-studied treatment for

PTSD, prolonged exposure therapy (Foa & Cahill, this volume); a review of the

research to date on disseminating this approach to the community (Cahill et al.,

this volume); and a chapter describing our efforts to disseminate this treatment on

a very large scale after 9/11 (Amsel et al., this volume). Our intention in develop-

ing this emphasis was to show a continuum of work from laboratory to private

office, and not to feed the unfortunate rivalry among therapeutic schools and treat-

ments that continues to plague the mental health field. Similar programs could

have and should be developed for other evidence-based psychosocial approaches

as well as pharmacologic treatments.

Parents throughout the city were worried about their children’s exposure to such

a violent and public event and the ensuing chaos. They were right to worry. An esti-

mated 75,000 children grades 4–12 in the New York City school system reported

9/11-related PTSD 6 months after the attacks, and only a minority had received

help. Schechter and Coates (this volume) provide a brilliant discussion of state-of-

the-art thinking about PTSD-like syndromes in very young children, and discuss

the concept of “relational PTSD” that emphasizes the critical role that parents play

in exacerbating or mitigating children’s reactions as the primary source of a child’s

feeling of safety (which is the antidote to trauma-related fear). Their theoretical

model is particularly important in light of the fact that parental psychopathology,

and not the traditional variable of proximity to exposure, was the best predictor of

PTSD in children (Hoven et al., 2005). This chapter provides many useful and

poignant clinical illustrations of how children were helped using this model.

Another source of confusion in the post-9/11 public discourse has to do with

children’s vulnerabilities. Are they highly resilient or highly vulnerable? They are

both. Schechter and Coates (this volume) clarify this for us by pointing out that

children in general show high resilience so long as the disaster leaves the family’s
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functioning intact, but are highly vulnerable when family life is destroyed or dis-

rupted – the extreme form of which is the death of a parent.

The role of the media as vehicle for exposure

In understanding the controversy surrounding two groundbreaking national sur-

veys (Silver et al., this volume; Schlenger et al., 2002), it must be remembered that

Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) is

simply a summary of scientific knowledge-to-date, a work-in-progress that should

be continually updated by new research findings. This is the answer to arguments

that these surveys are to be questioned merely because they do not fit the pre-9/11

meaning of the phrase “trauma exposure.” Don Klein has referred to this kind of

error as “misplaced concreteness.” This point cannot be stressed enough. We cannot

develop ways to reduce the impact of fear of terrorism, in its entire spectrum, if we

don’t acknowledge that it exists.

Research has shown conclusively that media exposure after 9/11 correlated with

severity of psychologic reactions, symptoms, and disorder. Concepts from the risk

perception literature are particularly useful in understanding these phenomena

(Slovic, 1987). The media simultaneously drives anxiety reactions in opposing direc-

tions after disaster: providing information about what is happening can reduce

anxiety by reducing uncertainty; while (through a different mechanism) increas-

ing negative affect by increasing and reinforcing trauma exposure. Vigilance in the

face of uncertain threat is a basic human response, and threat appraisal is charac-

terized by a search for information that will clarify the nature of the threat in order

to respond to it.

The psychologic consequences of news-media exposure likely are determined by

the threat signal potential of the information. The September 11 attacks are the

best-documented instance to date of the potential power of the media to promote

widespread horror and fear when the threat potential of the event is uncertain but

potentially cataclysmic (e.g., a full-out attack on US soil; additional large-scale

attacks on civilians). September 11 differs critically from typical media broadcasts

of horrific events in that a very frightening, unfamiliar threat signal (being killed

by terrorist attacks on US soil) was being transmitted through actual, graphic images

of destruction and carnage on US soil. Similar consequences have been documented

in Israel through recent research estimating that 9.4% of the population meets cri-

teria for terrorism-related PTSD (Bleich et al., 2003), a relatively high proportion

of the entire population. Psychopathology was not predicted by personal exposure

to terrorist events – again, additional proof that the causal pathway under extreme

and uncertain threat conditions is distinct from that seen in other kinds of trauma

and disaster.
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The fact that the human consequences of exposure to horror, violence, and sense-

less suffering extends to journalists themselves as described in Dr. Newman’s research

(Newman et al., this volume) is further testament to the importance of pursuing

enlightened dialog with media institutions.

Perspectives on 9/11 from outside the affected community

Arieh Shalev is one of the world’s leading researchers and theoreticians in the phe-

nomenology of PTSD, and in public health issues related to terrorism. True to

form, his analysis shows a sophisticated appreciation of both the clinical and the

scientific issues involved in trying to understand 9/11 and to develop an ethical and

effective response of the programmatic level. He understands the uniqueness of

the “exposure” itself, its blurred boundaries, and also appreciates the importance of

risk perception in trying to measure overall mental health effects.

He discusses perhaps the most important public health problem in mental health

services: the fact that simply making services available in no way guarantees that

they will reach persons in need. He also appreciates the fact that 9/11 brought into

sharp relief the confusion in the field about how to link the spectrum of responses

to trauma with appropriate institutional responses.

Programs might be designed to shore up community cohesion, reduce fear

responses by normalizing them, offer opportunities for sense making, provide coun-

seling to promote adaptive and resilience-enhancing responses, or treat the minority

of persons with identifiable disorder. And, since it is well established that most per-

sons in the latter category do not receive services, the most innovative and real-world

responsive programs were designed to reduce these barriers, be they financial,

stigma-related, institutional (e.g., refusal of insurance companies to provide parity

coverage), or patient-related (shame). Finally, Dr. Shalev reminds us of the limita-

tions of the mental disorder paradigm, and of the importance of studying the nor-

mative process of coping with adversity if we are to ever understand a population’s

responses to terrorism (Shalev, this volume).

This book includes chapters that are intended to critically examine the findings,

concepts, and observations included herein, in the spirit of open discussion.

However, in reading the chapter by Breslau and McNally, I was reminded of the

National Aeronautics and Space Administration (NASA) official whose job it was

to respond to conspiracy theorists who believed the moon landings had actually

been elaborately staged. Where does one begin to respond to Breslau and McNally’s

assertion that there “was no mental health epidemic after 9/11”? (Breslau & McNally,

this volume). Galea and Resnick report an approximately 6.0% prevalence of 9/11-

related PTSD in the first 6 months, or approximately 810,000 adults (Galea &

Resnick, 2005). Even using the most conservative criteria – full PTSD, self-reported
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functional impairment, and acute distress – PTSD rates in New York City were

2.9%, or approximately 391,500 persons. Using either the lay understanding of the

word or the precise definition of epidemic – “prevalent among a people or a com-

munity at a special time, and produced by some special causes not generally pres-

ent in the affected locality (Oxford English Dictionary, 2002)” – this is hardly a

subtle call.

To list only a few examples of errors and problematic assertions in Breslau’s and

McNally’s opinions: (1) They state there was “no convincing evidence” linking func-

tional impairment and PTSD, which is simply incorrect (see Galea & Resnick 2005,

for an extended discussion of this). (2) They make the very basic error of arguing

that, because a disorder (acute PTSD) is time limited, it is simply “expectable emo-

tional distress” (Breslau & McNally, this volume). Many psychiatric disorders and

medical illnesses are self-limited. Most major depressive episodes are self-limited,

but no one argues they are therefore simply “expectable emotional distress.” (3) They

assert incorrectly that 9/11 studies used unvalidated diagnoses, when all reports

include careful evidence of their validity.

It is unfortunate, but this chapter abandons the basic principle that mental health

scientists should concern themselves with recognizing and responding to public

health needs. The ethical consequences of minimization or outright denial of human

suffering after large-scale traumatic events are profound. The post-9/11 debate has

become so shrill, it was perhaps inevitable that an event with profound political con-

sequences from the start would become politicized.

Simon Wessely reminds us of basic truisms in psychiatry: distress does not equal

symptoms, symptoms do not equal disorder, and disorder is by definition associated

with impairment. He and Dr. Shalev also remind us that there is a wide disparity in

overall responses to trauma, including both positive and negative. His anecdotal

observations about his and others reactions are moving as example of outsider’s

responses to the attacks (Wessely, this volume). It is notable that Wessely’s own group

recently conducted a screening in London after the July 7, 2005 bombing of the

underground and reported high rates of symptom distress (31%) in spite of the fact

that very few Londoners were “directly exposed” to the carnage of this atrocity

(Rubin et al., 2005). He concludes by rehashing the widely recognized failure of sin-

gle session debriefing to reduce or prevent symptoms after trauma. In future plan-

ning for acute intervention after disaster much more attention should be devoted to

the literature demonstrating successful cognitive–behavioral treatment (CBT) inter-

ventions in persons with acute stress disorder (reviewed recently in Bryant, 2005).

In summary, we hope that this book will be a useful guide for future communi-

ties after disaster. Equally importantly, we hope that this book will help to keep the

many worldwide scientific and services enterprises focused on its ethical mandate

to serve the public good after large-scale disaster.
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