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Final Report
American Psychological Association
Task Force on the Mental Health Response
to the Oklahoma City Bombing

. INTRODUCTION
Psychological Impact of Terrorism

Over the past decade, Americans have become increasingly aware of terrorism.
It is no longer something that happens in faraway places to people who seem foreign
and unfamiliar to us. American lives have been touched by events such as the
bombings of Pan Am Flight 103, the World Trade Center in New York City, the A.P.
Murrah Federal Building in Oklahoma City, and Olympic Park in Atlanta. In all, 441
people died in these explosions. Terrorism has a presence in our lives that is
unprecedented. Americans are no longer insulated from such destructive, devastating
events. Our sense of security and our view of the world have been indelibly altered
by acts of terrorism. With awareness of our nation’s vulnerability, our fearfulness and
vigilance have increased.

To be effective, psychological interventions in situations involving terrorism
require a fundamental understanding of the traumatic elements of terror. The severity
of the trauma is measured by, among other factors, the duration of the event, the
number of people killed, the age of the victims, and the defenselessness of the
victims. The traumatic impact is also magnified by the fact that acts of terrorism occur
by human design. Terrorist acts are deliberate and planned, they are sudden and
completely unpredictable, and they are aimed at people who are in a defenseless
position. The great threat of terrorism is that anyone, anytime, anywhere can be a
target. No one is immune; no one is protected.

The intent of terrorists is to demoralize their targets and to undermine their
sense of confidence and security. When groups of people begin to think of
themselves as potential victims, you have the ultimate hostage situation. The
willingness to sacrifice innocent lives is the hallmark of the terrorists’ ruthless
commitment to their cause. They will use their power to vanquish their enemies
through fear and intimidation. Victims are chosen precisely because they are helpless
and defenseless. In this way, terrorists demonstrate the force and destructiveness
they will employ to reach their goal.

A traumatic atmosphere is created when people feel that anyone can be a
victim of terrorism. Killing people in the course of their day-to-day lives as they carry
out the most ordinary of tasks creates a sense of vulnerability and fearfulness that
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may persist for a lifetime; it may also put a person at risk for long-term psychological
difficulties. For victims and rescue workers who have experienced acts of terrorism,
this atmosphere of trauma needs to be addressed with psychological interventions.

The basic law of terrorism is that even the smallest threat can ripple out to
touch people a thousand miles away. The basic goal of psychological intervention is
to understand the traumatic impact of terrorism and to use that understanding to
minimize and contain this ripple effect within the individual, the community, and our
nation.

The Oklahoma City Bombing

On April 19, 1995, a terrorist bomb destroyed the A.P. Murrah Federal Building
in downtown Oklahoma City. This attack resulted in 168 deaths, including 19 children.
More than 600 casualties have been reported. Terrorist assaults are rare in the
United States. The number of lives lost and the amount of property destroyed in
Oklahoma City represent a tragic milestone for this continent.

The characteristics of the disaster response to this tragedy were seldom seen
before in this country. Local, state, and federal authorities worked side-by-side to
rescue victims, gather evidence, and recover the dead. Interagency relief operations
combined resources to provide comfort and compassion to the victims and their
families and the rescue and relief workers.

This terrorist bombing had a significant psychological impact on the city, the
state, and the nation. Psychological implications were considered during all phases of
the rescue, recovery, and relief operations. Mental health providers were requested at
all operational sites and in the community as well. Local mental health volunteers
provided the core of the mental health team responding to the disaster relief efforts.
Mental health personnel from elsewhere in the United States-representing disaster
relief organizations, federal agencies, and employee assistance programs (EAPSs)
augmented the local mental health community with their disaster response expertise.
The effectiveness and appropriateness of the mental health interventions are still
being determined.

The APA Disaster Response Network

In December 1991, the American Psychological Association (APA) became the
first national mental health organization to sign a Statement of Understanding with the
American Red Cross (ARC) to provide pro bono mental health services to disaster
victims and relief workers. Since then, the more than 2,000 doctoral-level
psychologists who are part of the DRN have received training in disaster mental health
and served as ARC volunteers in every major disaster. In addition, Disaster
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Response Network (DRN) members provide pro bono mental health services for local
disasters and other traumatic incidents.

Defining the Task Force

At the 1995 APA Convention, the APA Council of Representatives approved the
following resolution regarding a review and revision of disaster response manuals and
guidelines based on experiences in Oklahoma City:

The Council of Representatives will authorize and fund a task force of
psychologists, appointed by the President of APA from a list submitted by the
Practice Directorate’s Disaster Response Network (DRN) and who have been
involved in other disaster response efforts, and psychologists appointed by the
Oklahoma Psychological Association who were involved in the response to the
Oklahoma City bombing. The task force will review the mental health response
to the Oklahoma City bombing and develop recommendations for mental heaith
crisis intervention following terrorist and mass casualty disasters to be published
by the task force. The report will conform to professional and ethical standards.

Council will authorize $8,900 for this effort from Council discretionary funds, and
$1,100 in additional funding is requested from Board of Directors funds as
appropriate. This estimate was determined in discussion with the staff of the
Practice Directorate who work closely with the DRN. This amount would be
applied to costs of travel to Oklahoma City. Members of the task force would
view the bombing site and the health and mental health facilities that
responded. Meetings will be arranged with state, local and federal officials,
such as, but not limited to, representatives of the govemor’s and mayor’s office,
police and fire departments, emergency medical personnel, clergy, social
service agencies, school teachers and administrators, survivors of the bombing,
families of the deceased, and local psychologists and other mental health
professionals. The task force will have a preliminary report for presentation to
Council in February 1996 and a final report for presentation to Council in
August 1996.

The Task Force met in Oklahoma City on December 15, 1995, and developed
the following guidelines for the delivery of its product to the APA Council of
Representatives.

Mission statement. To identify the lessons of the mental health response to the
Oklahoma City bombing that will assist in future disaster response
preparedness, particularly in mass casualty and terrorist incidents.

Customers. The product of this Task Force will be oriented to the disaster
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response decision-makers as well as the disaster relief responders. The APA
Practice Directorate’s DRN is considered a primary customer of our product.
The implications of our findings will be relevant to local, state and federal
agencies as well as national and international disaster relief organizations.

The Product. The product of this Task Force will begin with the mandated
reports to the APA Council of Representatives. Our activities will directly
contribute to disaster response manuals and policies, especially in regards to
terrorist and mass casualty incidents. The work group process will initiate a
scholastic review of the mental health response and stimulate dissemination to
the global literature.

Product Development

The APA Council of Representatives resolution identified specific information
be included in the Task Force report. The Task Force assigned work groups of
Oklahoma psychologists to pursue these areas and others relevant to the mental
health response. The work group directors were chosen because of their participation
in the disaster relief efforts and their specialization in the work group themes. Many of
the work group directors appointed members to assist in data collection and report
writing. These work groups included not only psychologists and other mental health
professionals, but also members of the clergy and personnel from the fields of law
enforcement, fire service, and emergency rescue. (See the end of this section for a
list of Task Force and work group members.)

The Task Force augmented the work group information by interviewing
nationally recognized disaster response authorities. The ARC, Federal Emergency
Management Agency (FEMA), Department of Veterans Affairs National Center for
Post-Traumatic Stress Disorder (PTSD), and other agency and independent experts
were consulted during the development of this report.

A symposium on April 18, 1996, brought together the work groups in a forum
that laid the base for integration of materials for the Task Force. The South Central
Regional Medical Education Committee, Department of Veterans Affairs, hosted the
symposium at the Oklahoma City Veterans Affairs Medical Center and made
continuing education credits available to participants.

The Task Force members guided the activities of the work groups and
participated as discussants during the symposium. Task Force members participated
in commemorative activities on April 19, personally interacting with the community,
survivors, rescue and relief workers, and children. The Task Force met the next day,
April 20, to discuss the proceedings of the work groups and to outline the disaster
response initiatives that the work groups had generated.
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Several work group directors submitted position papers following the
symposium that summarized the work group activities and articulated their
recommendations. These documents were reviewed by the Task Force; they are a
permanent collection of the Task Force archives and are being prepared for
publication in professional journals.

Task force members:

John R. Tassey, Ph.D., Chair
Oklahoma DRN Coordinator
Oklahoma City, Oklahoma

Elizabeth K. Carll, Ph.D.
APA DRN Advisory Committee Member
Centerport, New York

Gerad A. Jacobs, Ph.D.
APA DRN Advisory Committee Member
Vermillion, South Dakota

Elinor Lottinville, Ph.D.
Oklahoma DRN Member
Oklahoma City, Oklahoma

Karen Sitterle, Ph.D.

APA DRN Advisory Committee Member
Dallas, Texas

Thomas J. Vaughn, Ph.D.

Oklahoma DRN Member
Shawnee, Oklahoma

Work groups:

Services to adult survivors and victims’ families

Task Force Members: Elinor Lottinville, Ph.D.
Karen Sitterle, Ph.D.

Director: James Keithly, Ph.D.

Members: Sally Carter, MSW

Teresa Baird, Ph.D.
Tamara Varga, MS, CCC
Janet Thompson, MA
Thomas Brooks, MA



Services to children
Task Force Members:

Director:
Members:

Oklahoma City Task Force

Tom Vaughn, Ph.D.
Karen Sitterle, Ph.D.
Robin Gurwitch, Ph.D.
Annette Murphy, Ed.D

Services to first response teams and rescue and recovery workers

Task Force Members:

Director:
Members:

Elinor Lottinville, Ph.D.
Karen Sitterle, Ph.D.
Vernon Enlow, Ph.D.
Sgt. Kyle Barton

Det. Mike Issac

Sgt. Vernon Baker
Karen Davis

The mental health and clergy response

Task Force Members:

Director:
Members:

Transition from immediate to long-term disaster mental health services

Task Force Members:

Director:

Role of government agencies
Task Force Members:

Director:
Members:

Elinor Lottinville, Ph.D.
Elizabeth Carll,, Ph.D.
Dana Foley, Ph.D.
Charolette K. Rosko, PhD
Rev. Brad Yarbough

John Tassey, Ph.D.
Jerry Jacobs, Ph.D.
John Call, Ph.D.

Tom Vaughn, Ph.D.
Elizabeth Carll, Ph.D.
Bruce Cook, Ed.D.
Aubrey Washington, Ph.D.

Services to minorities and underserved populations

Task Force Members:

Director:

Tom Vaughn, Ph.D.
Jerry Jacobs, Ph.D.
Lourie Clemens, Ph.D.
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Members: Cynthia L. Calloway, M.Ed
Dee Big Foot, Ph.D.
Darwin Moore, Ph.D.
Jamie Davis, M.S.
M. Martin

Mental health research following the bombing

Task Force Members: John Tassey, Ph.D.
Jerry Jacobs, Ph.D.
Director: Sara Jo Nixon, Ph.D.

Mental health and the media

Task Force Members: John Tassey, Ph.D.
Elizabeth Carll, Ph.D.
Director: Dan Jones, Ph.D.

The American Psychological Association

APA represents more than 151,000 researchers, educators, clinicians,
consultants, and students in the field of psychology. Through its divisions in 49
subfields of psychology and affiliations with 58 state, territorial and Canadian provincial
associations, APA works to advance psychology as a science, as a profession, and as
a means of promoting human welfare. The APA Practice Directorate, established to
serve the more than 60,000 licensed member psychologists who deliver psychological
services to consumers, pursues a variety of advocacy and educational initiatives on
behalf of practicing psychologists and people with psychological health needs.

The American Red Cross

ARC is a nonprofit independent, humanitarian organization led by volunteers. It
was charged by a Congressional Charter in 1905 "to continue and carry on a system
of national and international relief in time of peace and apply the same in mitigating
the sufferings caused by pestilence, famine, fire, floods, and other great national
calamities, and to devise and carry on measures for preventing the same.” The ARC
is a part of the International Red Cross and Red Crescent Movement, and adheres to
the movement's Fundamental Principles of humanity, impartiality, neutrality,
independence, voluntary service, unity, and universality.

The mission of ARC Disaster Services is to ensure nationwide disaster
planning, preparedness, community disaster education, mitigation, and response that
will provide the American people with quality services delivered in a uniform,
consistent, and responsive manner. Each year, the ARC responds to more than



Oklahoma City Task Force
8

60,000 disasters-house or apartment fires (the majority of disasters), hurricanes,
floods, earthquakes, tornadoes, hazardous materials spills, transportation accidents,
explosions, and other natural and man-made disasters. The number of disasters has
increased steadily over the past 5 years. In 1995, the ARC expended $133.3 million
in disaster relief. All ARC assistance is free of charge, made possible by the
generous contribution of people’s time, money, and skills. In 1996, Money magazine
rated the ARC as the most effective charity in the United States in its use of
donations.
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Il. SERVICES TO ADULT SURVIVORS AND VICTIMS’ FAMILIES

A total of 842 persons were injured or killed as a direct result of the bombing in
Oklahoma City. Of these, 167 persons were killed in the blast, including 19 children,
most from a day care center located in the Murrah Federal Building. Ninety-eight
(59%) of those killed in the blast and 140 (21%) of those injured were federal
government employees. Three (2%) of those killed and 126 (19%) of those injured
were state government employees. Of the 442 persons treated in area hospitals, 83
were admitted and the other 359 were treated and released from emergency rooms.
An additional 233 individuals were treated in private physicians’ offices, 462 people
were left homeless.

Immediately following the blast, mental health professionals provided services at
the bombing site, local hospitals, and the local chapter of the American Red Cross
(ARC), where family members gathered to get information about their missing relatives
or friends. Many were psychologists (over 70 local psychologists responded the first
day) who were activated by the state Disaster Response Network (DRN) chair within
an hour of the bombing.

Within 24 hours, centralized operation sites were established to address victim
needs. These sites were (1) an ARC shelter for persons displaced from a nearby
apartment complex that was severely damaged; (2) a family assistance center at St.
Luke’s United Methodist Church; and (3) a centralized death notification/family
assistance center at First Christian Church operated by the Oklahoma State Office of
the Chief Medical Examiner, which became known as the Compassion Center. This
latter operation at the Compassion Center required the extensive use of mental health
services and is described in depth below. Services to children are outlined in a
separate section of this report.

The Compassion Center

The medical examiner’s office, in association with members of the Oklahoma
State Funeral Directors' Association as official representatives of the medical
examiner’s office, had prepared a planned response for a mass fatality incident and
had pre-selected the First Christian Church as a site for providing services. This
church, located 3 miles from downtown, became the site for the Compassion Center.
It was a highly complex operation involving a multidisciplinary, multiagency cooperative
effort, under the direction of the state medical examiner’s office, to care for surviving
families and to obtain reliable information to aid in the identification of the deceased.
The medical examiner’s representatives, the ARC, the Salvation Army, the Oklahoma
County Sheriff's Department, the Oklahoma National Guard Military Police and Military
Chaplains Service, Tinker Air Force Base, Department of Veterans Affairs Oklahoma
Medical Center, Department of Veterans Affairs Emergency Management
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Preparedness Office, and members of the local clergy cooperated to operate the
center.

Mental health services were provided by mental health professionals serving as
ARC volunteers. Almost 400 mental health professionals a day were involved over the
course of the 18 days the center was in operation. These mental health services were
organized into four primary functions (see figure 1): support services, family services,
death notification, and staff mental health services for all volunteers in the center.
Each mental health function was headed by a coordinator, who reported to an
assistant officer. All coordinating staff had cellular phones to facilitate communication
and responsive decision-making.

A commitment was made to use local mental health professionals and to place
them in key coordinator positions. Interestingly, psychologists were in all lead or
supervisory mental health positions. There was also a mental health agency liaison
who worked closely with other agencies involved In setting up the transition to
community mental health. Both the assistant officer and the agency liaison were
recruited from the ARC Disaster Services Human Resources (DSHR), the ARC
national disaster team, and had experience in responding to multiple mass casualty
incidents.

Support Services

Over the course of the operation, thousands of individuals called the
Compassion Center or simply arrived there to offer assistance in providing mental
health services; the situation created an overwhelming logistical problem.
Consequently, support services were quickly developed to implement a system for
credentialing mental health professionals; documenting and screening them for
experience, specialized training, and skills; scheduling; and preventing unauthorized
persons from entering the center. A centralized database was created to organize this
information and develop daily schedules. Unfortunately, the processing of mental
health volunteers occurred at the center, creating a logistical nightmare.

Family Services

Hundreds of family members, relatives, and friends gathered at the Compassion
Center at First Christian Church to wait for news and to provide detailed descriptions,
photographs, and medical/dental records of people missing. Mental health
professionals were available to help families in any way and to serve as a link to the
medical examiner’s office; to provide emotional support, and to offer practical guidance
such as encouraging people to eat, sleep, and talk with friends and relatives. It
should be noted that not all surviving family members chose to utilize the Compassion
Center.
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A family room was created to provide a safe environment that met the physical
and emotional needs of families, serve as an information center, and protect families
from intrusions from the press and secondary re-traumatization. Regular briefings for
the families, conducted by both the medical examiner’s office and the liaison with the
Governor's office, provided information and updates about the rescue and recovery
effort. There were areas in the family room where people could receive messages,
meals, and refreshments, and families could make private phone calls using donated
long-distance service. Cellular phones were also available. An area was also
developed where the special needs of children could be addressed (see section on
Services to Children). A mental health professional was assigned to each family
checking into the Compassion Center. The counselors in the family room were
referred to as "escort” rather than “therapist/counselor.”

Death Notification Teams

The death notification teams were headed by two representatives from the
medical examiner’s office and included a mental health professional and a member of
the clergy. Given the stressful nature of providing death notifications, doctoral level
psychologists and psychiatrists, or clinicians with extensive counseling experience in
death, grief, and bereavement were selected to participate as members of the death
notification teams. Each shift lasted 3 hours and began with a pre-briefing. Defusings
were required for the teams after each death notification. Most of the mental health
professionals on the death notification teams were psychologists, and their role was to
provide support and practical assistance to the families. One of the difficulties for
team members was the long hours spent waiting to do notifications because of the
delays in body recovery and positive identifications. Mental health professionals on
the teams were also used to screen all the literature donated to the center for families;
they determined which were appropriate for those waiting in the family room and
which should be saved for use at a later date.

Stress Management and Staff Mental Health

A separate mental health staff provided mental health/stress management
services for staff at the center. Professionals with specialized training in critical
incident stress management (CISM) and disaster mental health were recruited to staff
this function. At first it was not possible to conduct CISM due to the limited number of
professionals available with this type of expertise. A week after the bombing,
additional ARC DSHR staff were brought in from outside the area, allowing for more
consistent and dependable staffing of this function. Defusings were then made
available every hour from noon until 10:00 p.m. All Compassion Center staff were
required to participate in exit defusings each day after completing a shift. Additionally,
stress management staff provided education, pamphlets, and handouts to staff on
stress reduction exercises, coping strategies, and individual stress management.
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Members of the stress management team were also available for trouble-shooting,
consulting with administrative staff, serving as backup to the death notification
debriefing team, and addressing staff difficulties on an individual basis. Nevertheless,
there continued to be a shortage of mental health professionals with specialized
training in both CISM and disaster mental health.

Note that although rescue and recovery teams and some other emergency
responders refer to these duties as "stress management," these duties are referred to
as "staff mental health” within the ARC.

Recommendations

1. Adequate numbers of mental health professionals, reasonable shifts. The
operation of death notification/family assistance centers following mass casualty
incidents are often complex, multiagency operations in which large numbers of
volunteer mental health professionals are called on to staff and provide services over
long hours and extended periods of time. Although the immediate aftermath of a
mass casualty incident may require long hours, adequate staff can be recruited either
locally or through the ARC DSHR system to avoid continuing the long hours over
extended periods. Shifts need to be normalized as quickly as possible to prevent
unnecessary and potentially damaging stress for the mental health team.

2. Increased numbers of mental health professionals well-trained in disaster
mental health. The staffing and operation of these centers require mental health
professionals with specialized experience and training, including disaster mental
health, ARC procedures, critical incident stress management, death notification,
traumatic stress, and grief. There is a need for states to actively recruit qualified
mental health professionals and to provide additional training in the various
components of disaster mental health.

3. Use of mass casualty-experienced supervisory personnel/use of shadow
team to train local supervisory personnel. If a mass casualty incident occurs in a state
with less experienced or insufficient numbers of mental health professionals who are
organized, trained, and ready to respond, it is recommended that more experienced
professionals from the ARC DSHR be quickly recruited to assist local teams. Mass
casualty incidents are unique and even mental health teams with substantial disaster
experience may benefit from working with experienced mass casualty ARC DSHR
staff. These experienced leaders can formally mentor a “shadow team" of local
mental health professionals, working side by side with the DSHR personnel in the
supervisory positions to prepare the local professionals better for subsequent
incidents. Similarly, experienced state DRN chairs can offer to mentor a less
experienced DRN state chair.
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4. Choice of compassion center site. Several participating agencies
recommended that a nonreligious site be selected for death notification/family
assistance centers; these operations can be lengthy and therefore disruptive to the
congregation. Possible sites are a university, hotel, civic center, or other neutral site
that has enough available room and can be secured.

5. Need for security at compassion center. Disaster plans need to include
provisions for appropriate law enforcement procedures that maintain a membrane of
security against media intrusion into sensitive areas at the center where recovering
victims and grieving family members congregate. Unarmed, nonlaw enforcement
"gatekeepers" are not adequate for deterring the aggressive and persistent efforts of
individuals and the national media typical in mass casualty events. It needs to be
noted, however, that many national media representatives conduct themselves in a
professional and respectful manner. This recommendation is not intended to impugn
the professionalism of all media personnel.

6. Identification of mental health professionals. Mental health professionals
providing professional services need to be identified as mental health professionals.
For years there have been well-intentioned efforts to identify disaster mental health
professionals as something other than what they are, for example as “escorts.”

Three significant problems arise with this approach.

First it reinforces any stigma attached to receiving mental health services,
instead of educating the public. As long as mental health professionals themselves
feel that it stigmatizes individuals to speak with mental health professionals, the stigma
will certainly remain. In other mass casualty incidents such as the crash of Flight 800,
all disaster mental health personnel were clearly identified, and large numbers of
people either accepted or requested such services.

Second, recipients of mental health services have the ethical (and, in some
states, legal) right to know that the person to whom they are speaking is a mental
health professional. If they do not want assistance, they can decline the services.
People have the right to refuse mental health services. Would anyone accept the
notion that a physician should operate without proper identification, slipping
medications to people without their knowledge? How much resentment might be felt
by a client who has been working with an “escort” for days when he or she discovers
that the individual is a mental health professional? Or, if people identified as "escorts”
let all their clients know that they are mental health professionals, how much does the
*escort” label destigmatize mental health services?

Third, people who might seek or request mental health services do not realize
that mental health resources are immediately available to them. It is very common for
disaster mental health professionals on duty to have someone approach them for help
after seeing their identification as a member of a mental health team.

7. Effective delivery of critical incident stress management/staff mental health
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to all responders. It is essential that stress management services/staff mental health
be provided to all volunteer staff, including mental health professionals providing
services to victims and their families after a mass casualty or large-scale terrorist
incident. It is recommended that more disaster mental health training be devoted to
CISM, and that these individuals be identified within the state DRN and in the ARC
DSHR so that they can be readily recruited to fill this function. Outside experienced
mental health professionals are often needed for this function because local mental
health professionals are often first responders and may themselves be too deeply
involved in the incident to serve in this capacity. It is also critical to select mental
health professionals who are comfortable in providing staff mental health; some mental
health professionals are only interested in working with victims and their families. It is
also recognized that there is a greater need for mental health professionals as CISM
personnel in mass casualty incidents than in some other critical incidents, because of
the increased level of traumatic stress and associated clinical symptomatology.

8. Understanding the chain of command, the role of the mental health
professional, and the operational changes that take place daily. It is important to
educate and orient mental health professionals about the chain of command and the
role of mental health in the organizational chart, particularly in multiagency operations.
It is particularly critical that mental health professionals understand their role in a
death notification/family assistance operation. It is essential, therefore, that
appropriate operational trainings be conducted for workers on their first shift, and that
briefings be conducted for all personnel at the beginning of each shift to update them
on the rapidly changing operation.

9. Collaboration between community mental health and the disaster response.
It is critical for local community mental health agencies to begin placing some staff
members trained in disaster mental health to work alongside the ARC mental health
staff at all sites serving victims as soon as possible. (In the aftermath of Flight 800,
city, state, and county community mental health personnel worked as members of the
response team starting the first evening and continuing throughout the operation.)
This procedure will allow a more seamless transition from the emergency response to
immediate and long-term care. It also facilitates a greater awareness and acceptance
of mental health services.

10. Training and selection of mental health personnel for death notification
teams. Mass casualty incidents need mental health staff with specialized training in
death notification procedures and protocols. Although ARC mental health
professionals never provide the actual death notification, they are often asked to
participate on death notification teams or provide education and training to team
members. Many mental health professionals have not had experience or prior training
that prepares them specifically for this difficult and emotionally stressful work.
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Mothers Against Drunk Driving (MADD) has developed a death notification
training program, funded by the U.S. Department of Justice, for mental health
professionals, victims, law enforcement and medical professionals, the clergy, and
funeral directors. This kind of training should be made available to DRN state
coordinators and DRN members.

Only professionals with the highest level of expertise and training should be
allowed to participate on death notification teams. Psychologists, particularly those
within the DRN, are often the best trained or most experienced professionals within
the community to perform this function. It needs to be noted, however, that there are
also experienced grief counselors in other fields of mental health who may be valuable
members of death notification teams.

Specialized training is not a sufficient qualification for participating on death
notification teams, however. These mental health professionals also need an excellent
ability to communicate empathy, warmth, and sensitivity, and an ability to be
comfortable with merely being present for the family.

11. Selection of their personnel for death notification teams. Careful
consideration should be given by both disaster mental health leadership and other
nonmental health agencies before assigning personnel to death notification teams who
have participated in the initial rescue and recovery efforts in any capacity at the site of
the incident.

12. Long-term care. The intense psychological impact of mass casualty and
terrorist events needs to be better recognized and handled. There is a need for well-
planned and adequately funded long-term disaster mental health services. State and
federal authorities, with the help of the American Red Cross, have made significant
progress in preparing for the immediate aftermath of a disaster, but substantial efforts
are still needed to provide for the long-term needs of those affected.

The Robert T. Stafford Disaster Relief and Emergency Act, the 1988 federal law
authorizing Federal Emergency Management Agency (FEMA)/Center for Mental Health
Services (CMHS)-funded crisis intervention grants, limits the use of these funds to
individuals with short-term needs. A new law may be necessary to authorize the
provision of long-term services to those who need such services as a result of
devastating disasters; state mental health programs seldom have the capacity to
handle the long-term needs of people who have been through catastrophic and mass
casualty disasters.

13. Links between research and services. The scientist/practitioner model,
which lies at the heart of much of psychology, recognizes the need for linkage
between research and the provision of services. Needs assessment studies provide
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information on the numbers and locations of people needing services and the nature
of the services they may require. Program evaluation provides information regarding
the quality of services provided. Treatment research has the capacity to evaluate the
relative merits of different techniques for the provision of services. These types of
research are critical to the service provider to ensure that those in need receive the
most effective treatment possible in an efficient manner.

The FEMA/CMHS-funded crisis intervention programs need to communicate
actively with researchers studying the aftermath of the disasters that necessitated the
crisis intervention program, leaming from researchers in the immediacy of the
moment, rather than relying solely on studies of previous incidents. Ideally, the
Stafford Act, would be modified to fund the critical work of the researchers, allowing
science and practice to work together as a refined team and maximizing the value
obtained for the funds expended in these efforts.
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lll. SERVICES TO CHILDREN

The loss of so many children and the anguish if their families underscored the
horror of the Oklahoma City terrorist bombing. If there is a part darker than any other
of the Oklahoma tragedy, it lies in the wreckage of the federal building day care
center. If the random and senseless destruction of a government building shows a
nation how vulnerable it is, the random murder of innocent children shows how deep
the pain can be.

Statistics provide a glimpse of just how many children’s lives were forever
marked by this tragedy. Nineteen children died in the explosion (15 children in the
Murrah Federal Building day care center and 4 children visiting the building with
relatives). Only 5 children in the day care center survived the blast, but all were
injured and hospitalized. A YMCA day care center adjacent to the Murrah building
was also severely damaged, injuring 52 children and 9 of the day care staff. Thirty
children were orphaned, and 219 children lost one parent. Many more children, both
locally and across the nation, were indirectly affected by this event due to the
extensive media coverage.

The immediate mental health response identified three major groups of children
who would need targeted services: (1) children of families at the Compassion Center
with missing relatives; (2) children at the YMCA and other local day care facilities;
and (3) children in the Oklahoma City school system. The responses to each of these
target groups is outlined below.

Compassion Center

Many children accompanied their families to the Compassion Center (see Adult
Survivors and Victims' Families section of this report). The need for a play area for
the children was immediately recognized. Initially, this area was separated from the
adults, which caused distress in both some adults and some children. Within 24
hours, the children’s area was relocated within the general family room. The activities
in the children’s area were coordinated by a psychologist and staffed by mental health
professionals with expertise in working with children. Activities were developed to
provide structure, distraction, and opportunities to be physically active. Materials were
also provided to help children express themselves through art and play. Certified pet-
therapy animals were also used, to the benefit and delight of both the children and
adults.

Most of the formal death notifications were conducted at the Compassion
Center. Within 48 hours, a need for a child mental health specialist on the death
notification teams was recognized. Following the death notification, parents and other
family members often had questions about what to tell their children, how children at
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various ages might react, and how to manage their own grief in front of their children.
Questions related to funerals were also common. Given these concems, a child
mental health specialist was present on all death notification teams.

YMCA

To address the needs of the YMCA children, teams of mental health
professionals from the University of Oklahoma Health Sciences Center, with
specialized training in children’s issues, were deployed the day after the bombing to
the new temporary location of the YMCA day care center. These mental health teams
remained on site at the YMCA on a daily basis and provided debriefings,
consultations, and education for staff, parents, and the children (on both group and
individual bases).

Given both the intensity and severity of the emotional reactions observed in the
YMCA children (many of whom showed characteristics of posttraumatic stress
disorder), plus the concemns of parents and staff, the mental health services for the
YMCA children continued over a period of many months. These services included
debriefings, education and consultation with parents, therapeutic play activities, and
individual play therapy sessions with the preschool children. Team members were
available daily for three months after the bombing and two to three times a week
subsequently. All families were offered comprehensive trauma assessments and
clinical intervention services as needed.

Oklahoma City Schools

Most of the mental health services to the Oklahoma City schools were formally
implemented in November 1995. The school administration, in conjunction with the
U.S. Department of Education, convened a national assessment team to help develop
crisis counseling services for the school system. The outcome, Project Heartland, was
a collaborative effort between the Oklahoma City public school system and the
Oklahoma Department of Mental Health and Substance Abuse’s Federal Emergency
Management Agency (FEMA)/Center for Mental Health Services (CMHS)-funded crisis
counseling program, to provide services to children in the schools.

All school-related intervention services were provided by the Oklahoma City
school district as a subcontractor to Project Heartland. The services under this
contract ended in the Fall of 1996. The schools reported that, within approximately -
nine months, they had logged 10,000 contact hours with children; 691 of the children
had a direct impact from the disaster and 1653 were indirectly affected. The Project
Heartland contract provided guidelines for the contracted school counselors, allowing
no more than 10 individual sessions but permitting unlimited group sessions. The
major emphasis was on supportive counseling and crisis intervention as mandated by
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provided to the schools, University of Oklahoma Health Sciences Center personnel are
providing the necessary intervention in the Oklahoma City public schools.

There is concern within the community about whether the long-term emotional
needs of children are being adequately addressed. At the time of this report, the
available data suggest that fewer than 7% of children initially seen in the community
crisis counseling program were referred for immediate and/or long-term mental heaith
services. Although services for both immediate and long-term intervention were
available, due to transportation issues, parents’ unwillingness to follow through, and
other factors, it is unknown how many children were actually seen. The early
identification of children at risk and referral to the appropriate level of care (crisis
intervention versus immediate/long-term psychological intervention) is an important
issue to be addressed by all agencies involved in serving children after mass casualty
events and other types of disasters.

Helping the Children Heal Hotline

One component of services to children in the aftermath of the bombing did not
take place in Oklahoma City. The ARC reported that local chapters around the
country were receiving calls from parents asking how to help their children deal with
their fears after seeing television scenes of the bodies of young children being carried
from the rubble, and experiencing the general intense focus of the national media
coverage on the children’s deaths. Parents reported that their children had lost a
sense of safety.

In response to these concemns, the ARC, APA, AT&T, and the University of
South Dakota Disaster Mental Health Institute cosponsored a nationwide telephone
hotline to help children impacted by the bombing of the Murrah Building. This hotline
was the first of its kind to be conducted by the ARC. It was located on the campus of
the University of South Dakota. At the start, two 30-minute television programs were
broadcast during the school day to public broadcasting stations nationwide over the
Instructional Television Network. One was targeted to elementary school children, the
other to middle school and high school students. More than 300 calls were received
from 37 states. The hotline was open 24 hours a day for five days.

Recommendations

1. Presence of child specialists at compassion centers and availability to death
notification teams. It is recommended that child mental health specialists be available
to death notification teams and on site at compassion centers often established
following mass casualty events. Appropriate educational brochures for parents also
should be available. (A bibliography is available from the Emergency Services and
Disaster Relief Branch, Center for Mental Health Services Clearinghouse, 800-789-
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FEMA guidelines. Children in the schools requiring further or more intensive services
were to be referred to outside community agencies. As of April 19, 1996, it was
reported to the Task Force that of the nearly 2500 children seen by school counselors
funded by Project Heartland, only 169 children had been referred for outside
intervention services.

The public school administration also consulted with mental health professionals
from the University of Oklahoma Health Sciences Center and with national trauma and
disaster experts to develop and conduct an initial needs assessment. In June 1995,
approximately 4,000 middle and high school students were assessed through a
paper/pencil survey. A similar survey of approximately 6,000 elementary school
children (grades 3-5) was completed in the winter of 1995-1996. In spite of a
recommendation by the school administration, approximately 25 of the nearly 60
elementary schools chose not to participate in the needs assessment. The results
indicated that nearly 35% of the school children reported knowing someone who was
killed or injured in the bombing. An additional 20% reported having a family member
killed or injured, including relatives beyond the immediate family. Even if the numbers
are over reported by the children, the data indicate the level of impact the children
perceived. Of the children surveyed, 70% indicated some Post-Traumatic Stress
Disorder (PTSD) symptoms, with 5% of the scores clinically elevated. Sixty-two
percent of the children reported never having seen a counselor to aid with coping.
These results were shared with both the school administration and the Oklahoma
Department of Mental Health and Substance Abuse staff who operate Project
Heartland. The findings of this initial survey underscore that a large percentage of
Oklahoma City children were intensively affected.

In addition to the needs assessment, "listening groups” were conducted by
members of the Department of Psychiatry and Behavioral Sciences at the Oklahoma
University Health Sciences Center, within 28 schools (grades 1-12) in Oklahoma City
to assess the psychological needs of children qualitatively. These groups consisted of
approximately 6,000 children. It is important to note here that this assessment
identified 500 children at risk for emotional difficulties. This information was shared
with Project Heartland school counselors.

A grant was provided by the Children's Hospital Foundation (CHF) of Oklahoma
City to psychologists at the University of Oklahoma Health Sciences Center to provide
services for children impacted by the bombing. The services were offered free of
charge. In addition to treatment services, assessments to determine the impact of the
trauma were also available. This information was shared with Project Heartland on a
regular basis. Less than two dozen referrals were made to this program for long-term
services for children. In the fall of 1996, funds were also made available for mental
health professionals to provide consultation to Project Heartland counselors. Services
through the CHF grant continue. Since the close of the FEMA-funded services
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2647).

2. Involvement of local child mental health specialists in planning and
response. Most communities have psychologists with specialized training in child-
related issues. Consultation with experts from other states and national agencies is
extremely important, but local professionals should be included in developing disaster
mental health plans, and in all aspects of assessment and service delivery planning for
children’s services, and program evaluation. In this way, as external experts depart,
local specialists will be available to serve as consultants, providers, trainers, and
supervisors of other local mental health professionals, making for a seamless fiow of
long-term mental health services and expertise to the children in need.

3. Preparation of school disaster mental health plans. Many schools have
formed disaster mental health plans and response teams to provide crisis counseling
services following a relevant incident. Where these plans do not exist, it is important
that schools develop them. Where they do exist, it is important that the plans include
a mass-casualty or large-scale terrorist event component. Clearly, large numbers of
children are both directly and indirectly affected by such incidents, as seen by the
impact of the Oklahoma City bombing. Schools are often concemned about unfamiliar
mental health professionals coming into the schools, particularly at a time of crisis.
DRN members need to contact local school districts to explain how they can help and
to establish a mutual aid agreement, prior to the incident, that would allow them to
provide needed assistance to local school personnel and school counselors. It would
assist the schools in the immediate delivery of crisis counseling services, when
needed. An excellent free videotape, prepared by FEMA entitled Children and
Trauma: The School's Response (see resource section), is available to schools.

4. Crisis counseling grants. FEMA/CMHS-funded Crisis Counseling Grants
need to make appropriate provisions for services to children both in the schools and in
the community at large. Staff should not only include paraprofessionals, but also child
specialists skilled in both the planning and execution of the programs.

Schools play a critical role in helping children recover from disaster and
community-wide trauma. Mental health clinicians can work with entire classrooms at a
time, individual students, parents, school officials, teachers, and school counselors
(see resource section for suggested materials). Teachers and counselors can be
provided with brief training on how to conduct classroom exercises and how to identify
children that should be evaluated for the need for further professional mental health
services. Several types of interventions have been used in the schools, although few
have been empirically validated. These interventions need to be tailored to the type of
disaster, age of the child, have clearly established goals, involve parents, and be well-
designed to prevent intensifying children’s fears or feelings of helplessness and
vulnerability. Some of these interventions include: (1) discussion of disaster-related
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events through verbal and nonverbal activities, (2) debriefing groups using both art
and verbal expression, (3) informal "drop-in" groups and/or educational meetings, and
forums for parents, (4) provision of psychoeducational information regarding normal
and prolonged stress response syndromes, (5) administrative Information and
Teacher’s Inservice Meetings, and (6) early identification of children at-risk and referral
to appropriate level of care.

5. Long-term care. The exceptional psychological impact on children of mass
casualty and terrorist events needs to be better recognized and provided for. The
deaths of children increase the incident's impact on children and adults alike. There is
a need for well-planned, adequately funded long-term developmentally appropriate
disaster mental health services for children. With the help of the ARC, state and
federal authorities are making progress in preparing to assist children in the immediate
aftermath of disaster incidents. Substantial efforts are still needed, however, to
provide for the long-term needs of those children affected.

The Robert T. Stafford Disaster Relief and Emergency Act, the federal law
authorizing FEMA/CMHS-funded crisis intervention grants, limits the use of these
funds to individuals with short-term needs. A new law may be necessary to authorize
the provision of long-term services to those who need such services as a result of
devastating disasters; state mental health programs seldom have the capacity to
handle the long-term needs of people who have been through catastrophic and mass
casualty disasters.

6. Links between research and services. The scientist/practitioner model,
which lies at the heart of much of psychology, recognizes the need for linkage
between research and the provision of services. Needs assessment studies provide
information on the numbers and locations of people needing services and the nature
of the services they may require. Program evaluation provides information regarding
the quality of services provided. Treatment research has the capacity to evaluate the
relative merits of different techniques for the provision of services. These types of
research are critical to the service provider to ensure that those in need receive the
most effective treatment possible in an efficient manner.

The FEMA/CMHS-funded crisis intervention programs need to communicate
actively with researchers studying the aftermath of the disasters that necessitated the
crisis intervention program, leaming from researchers in the immediacy of the
moment, rather than relying solely on studies of previous incidents. Ideally, the
Stafford Act, would be modified to fund the critical work of the researchers, allowing
science and practice to work together as a refined team and maximizing the value
obtained for the funds expended in these efforts.
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IV. SERVICES TO FIRST RESPONSE TEAMS AND RESCUE AND RECOVERY
WORKERS

Research and experience with emergency personnel (e.g., fire fighters,
paramedics, police officers, and disaster workers) indicate that these helpers are
exposed to stressors that can produce an array of psychological, social, and physical
reactions and difficulties. We also know that the most stressful incidents for disaster
workers and emergency personnel are those involving large loss of life, particularly
loss of children’s lives, unsuccessful attempts to rescue survivors, death of a law
enforcement or other first responder, excessive media attention, and a protracted and
difficult recovery effort in dangerous surroundings. Clearly these were all factors in
the painstaking, dangerous, and heartbreaking job of the rescue and recovery workers
in response to the Oklahoma City bombing. These stress factors are often associated
with a large-scale terrorist attack or mass casualty event.

It would be impossible to put an exact number on the people that assisted with
the recovery effort over the 17 days. However, records indicate that, excluding federal
agencies, 115 law enforcement agencies (74 police departments, 33 sheriff's offices
and 8 state agencies) sent 2,305 officers. Fifty-seven fire departments sent 1,894
personnel, and 75 ambulance services sent 112 units, 5 helicopters/planes, and 552
medics. In addition, seven EMS services on standby were not utilized. Eleven Urban
Search and Rescue teams responded with 616 personnel. It is apparent from these
numbers that the Oklahoma City bombing evoked a large-scale response involving
multiple agencies from the local, state, and federal levels.

Within an hour of the bombing, the Critical Incident Stress Management
Network of Oklahoma (CISMNO) was at the site. CISMNO is a coalition of emergency
services and mental health professionals throughout Oklahoma trained in critical
incident stress management (CISM). In the greater Oklahoma City area, CISMNO is
made up of members from Oklahoma City Police Department, Oklahoma City Fire
Department, Mercy EMS, Norman Police Department, Oklahoma County American
Red Cross, as well as local CISM-trained mental health professionals. Although the
initial operations were informal, by midnight of the first day a formalized response was
in place that included access, cooperation, and endorsement from Incident Command.
An office building three blocks from the federal building, and with easy access to both
“"ground zero" and the Command Post, became home to the CISMNO. The Incident
Commander from the Oklahoma City Fire Chief mandated that all personnel report to
CISMNO following each shift. On the second day, CISM services became a part of
the Incident Command System, thus allowing CISMNO to function not only for the
Oklahoma City Fire Department, but also for all personnel on site. The CISM center
was open 24 hours a day for the entire 17 days of the rescue and recovery effort.

In less than 24 hours, CISMNO teams from Tulsa Fire Department and the
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Cherokee Nation EMS (Talequah, Oklahoma) responded. Some came to the site
before the formal invitation could be extended. By noon the next day, CISM-trained
personnel from Louisiana came to Oklahoma City by the Oklahoma City Fire
Department invitation to assist CISMNO. On the third day, CISM teams from lowa
arrived in Oklahoma City to assist.

CISM services included briefings for recovery personnel prior to their shifts and
defusings or demobilizations after their shifts. The briefings covered safety and health
issues, identification changes, and what to expect during that shift. Pre-briefing
information was adjusted depending on previous exit defusings. Defusings were
utilized for groups involved in recovering bodies, and demobilizations were conducted
with groups moving rubble. Massage therapists, chiropractors, food, drinks, dry
clothing, and a phone bank for rescue workers to call anywhere free of charge were
available. At the close of the federal building site, a memorial service was organized
to recognize the efforts of rescue workers and agencies involved in the rescue and
recovery effort. The CISM command personnel met several times each day to
evaluate operations, assess needs, and make necessary adjustments in the overall
CISM response.

On April 28, 1995, the U.S. Public Health Service granted a sole-service
contract to the Department of Pediatrics, University of Oklahoma Health Sciences
Center (CISMNO was not an incorporated agency at that time) to provide debriefing
and follow-up services for rescue and recovery personnel from Oklahoma. The
funding was used to reimburse travel, lodging, and per diem expenses of the mutual-
aid CISM teams brought to Oklahoma after the site was closed. In addition, office
equipment, rental vans, and salaries for two full-time administrative positions were
funded. It was the first time the federal government funded a nongovernmental
agency to provide CISM services following a disaster.

Reports indicate CISMNO defused over 6500 individuals at the CISM Center.
CISMNO coordinated approximately 250 debriefings for over 2800 personnel between
May 6, 1995, and September 15, 1995. CISMNO recruited 170 debriefers from 10
different states. All out-of-state CISM teams were screened before being deployed in
Oklahoma. No debriefing team stayed longer than 1 week and most spent 2 to 4 days
in Oklahoma. Several CISM teams involved in the active recovery phase returned to
Oklahoma to assist with the debriefing efforts.

The Oklahoma City Fire Department and Oklahoma City Police Department
required post-incident debriefing for all their personnel. Other Oklahoma agencies
assisting with the rescue and recovery efforts were also invited to debriefing services;
however, not all agencies accepted. In terms of the stress management services
provided to police personnel, Cops Helping Allieviate Police Problems (CHAPPs)
worked with CISMNO to bring in CISM trained teams from outside Oklahoma City to
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debrief their employees. Using nine teams, they conducted 97 debriefing sessions,
debriefing 1159 employees (87%) from May 15 to July 7, 1995. Additional
arrangements were made for short-term counseling, crisis counseling, and crisis
screening at either no cost or very low cost to the employee. CHAPPs has
determined that it cost the City of Oklahoma approximately $45 for each police
employee debriefing. An increase in divorce and alcohol consumption is suggested in
the CHAPPs report, although the extent of these problems has not been formally
documented to date.

Overall, the extent and scope of the mental health/stress management services
provided by CISMNO and supported by ARC Disaster Mental Health Services function
were quite extensive and impressive. Vast resources of personnel, supplies, support,
and financial assistance were made available, resulting in one of the most exemplary
critical-incident, stress-management response to first responders and emergency
personnel to date. However, the long-term impact of such events on first response
and rescue and recovery teams is yet unknown, and the success of CISM techniques
in ameliorating those effects also requires more scrutiny.

Recommendations

1. Mandatory CISM/mental health services for first response teams.
CISM/Mental Health Services for First Response Teams need to be mandatory in all
terrorist and mass casualty incidents. Although this recommendation may seem
obvious, implementing a response of this magnitude requires a well-organized,
coordinated, and formalized plan with endorsement and commitment from the highest
levels of authority of each of the first response teams (e.g., fire, law enforcement,
EMS) and rescue and recovery teams involved; it will also require financial
assistance. To respond effectively, state CISM teams need to be organized and
established before an incident occurs.

2. Inclusion of mental health and CISM in incident command protocols. Mental
health and CISM services should be clearly identified in Incident Command protocols.
This will ensure that mental health personnel are notified and available as soon as the
Incident Command System (ICS) is activated and that logistics will be available to
facilitate tasks It will also provide a central location for command decisions regarding
mental health. Isaac (1996) has developed a model to activate mental health services
in a disaster using a law enforcement perspective; it may be helpful in establishing
such relationships. However, it is recommended that whatever model is used for
providing mental health care for first response, search, rescue, and recovery teams,
local emergency management should include mental health and CISM in its Incident
Command System protocols. Mental health and CISM need to be involved in disaster
training exercises themselves, and need to provide training in psychological responses
to disasters for first response, search, rescue, and recovery teams in the community.
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It is important to have a comprehensive mental health approach to stress
management of emergency personnel. Mental health professionals should be used by
ICS to provide ongoing consultation to agencies involved, monitor stress in personnel,
and provide other types of stress management in addition to debriefings.

3. Need for more CISM-trained mental health professionals. It is particularly
important to have a sufficient number of local mental health professionals trained in
CISM and familiar with their first response teams. The response to the Oklahoma City
bombing lacked enough mental health professionals trained in CISM. Many of the
mental health professionals with this specialized training were needed to address the
mental health needs of survivors and families of victims. Having the same providers
designated for two separate functions does not work. Local emergency personnel
agencies, such as fire and police, are often reluctant to use outside mental health
professionals due to lack of familiarity with and trust of them. This situation makes it
difficult for outside mental health professionals to gain access and acceptance
(although it can be done, and when there are inadequate local resources, it needs to
be done). The optimum situation recommended is for each community to develop a
large cadre of volunteer mental health professionals, trained in both disaster mental
health and CISM, to meet the large needs in mass casualty and large-scale terrorist

events.

4. Disaster mental health services/CISM for spouses and families of first
response and rescue and recovery teams. It is recommended that mental health
services be provided to spouses and families of first response teams. These people
are often neglected in critical incidents of this magnitude, when all resources are
devoted to survivors, families of victims, and responders. However, family members
will often have their own problems dealing with the incident and concemns about how
to help the responder, what to expect in the weeks and months following the incident,
and when and how to access outside resources if problems develop. Given the strong
difference between serving peers and serving spouses and children, these CISM
services would best be provided by mental health professionals with training and
experience in family therapy.

5. Need for better information regarding federal funds to assist with disaster
mental health and CISM. It is recommended that local and state agencies become
educated and informed about the existence. of federal funds (e.g. FEMA, ESF 8, part
of the federal disaster response plan) and other possible mechanisms that may '
provide financial assistance for CISM services following a large-scale terrorist event or
mass casualty incident. Along these lines, it would be helpful for a federal response
plan to delineate the possibilities for monetary assistance for CISM immediate and
long-term needs. It would also be useful to provide guidelines and application forms
for applying for assistance. The Center for Mental Health Services might be a
possible vehicle for providing this service and as a point of contact for local and state
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agencies.

6. Interstate mutual aid agreements for CISM. It is important for states to have
mutual aid agreements with state CISM teams outside the state. Many states have
organized their CISM teams under a single umbrella with mutual-aid agreements
between teams, but there is not always this same type of arrangement between
states. The International Critical Incident Stress Foundation has such a network. The
Department of Veterans Affairs National Centers for PTSD are also considering a
similar network utilizing specially trained Department of Veterans Affairs mental health
professionals. However, out-of-state CISM teams need to be carefully screened as to
motivation as well as certification before being brought to the state.

Outside CISM teams are more likely to be needed to provide postincident
debriefing services in mass casualty incidents; local CISM personnel are often too
deeply involved in the incident to debrief co-workers involved in the same incident
effectively. In addition, local teams may not be able to handle the volume of sessions
necessary to debrief all responders to an incident of this magnitude.

7. Debriefing for first response and rescue and recovery team supervisory and
administrative personnel. It is important that the supervisory and administrative
personnel of the first response and rescue and recovery teams also participate in
debriefings.

8. Assignment of personnel to centers where death notification occurs. Careful
consideration should be given before assigning personnel to centers where death
notification occurs if they participated in any capacity in the initial rescue and recovery
efforts at the site of the incident.

9. State worker's compensation laws. It is important for states to recognize that
physical injury is not the only source of debilitating injury in traumatic events. Worker
compensation laws need to provide for coverage for psychological assistance in
addition to providing for medical assistance.

10. Efficacy and adequacy of CISM. CISM has become a popular and nearly
ubiquitous intervention for first responders in the United States. But there is little
evidence for supporting its merit as compared with other strategies or for endorsing
one school of CISM over another. Continued research is necessary to ensure that the
most effective techniques possible are being used to support the men and women
who risk their lives to protect the people of the United States.

It seems clear that, in the intensity of mass casualty events it is appropriate that
one member of the debriefing team always be a mental health professional who can
make referrals as needed for additional mental health services.
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V. THE MENTAL HEALTH AND CLERGY RESPONSE

The volunteer mental health response came from Oklahoma City, surrounding
towns, and from around the nation. Psychologists, psychiatrists, social workers,
psychiatric nurses, and counselors dropped their usual routines and reported
immediately, drawn by a need to alleviate some of the fear, anxiety, and grief they no
doubt were experiencing themselves. The area clergy, similarly drawn in out of
compassion and a strong desire to ease the suffering, were found working shoulder to
shoulder with their mental health cohorts.

Mental Health Professionals

Within an hour of the bombing the DRN state chair activated the network, and
many members responded. Additionally, the Oklahoma Veterans Affairs Medical
Center, at the request of the DRN state chair, made its mental health staff of 33
professionals (21 psychologists) available on site within an hour of the blast. Through
its Disaster Services Human Resources (DSHR), the ARC disaster mental health
services function, also recruited 15-20 mental health professionals, experienced in
disaster mental health, response to mass casualty events, and CISM - to augment the
efforts of the local mental health community. However, most of the local mental health
professionals who responded simply showed up on site. Overall, it has been
estimated that 300-400 local mental health professionals participated in the immediate
emergency mental health response.

The overwhelming majority of the mental health professionals who responded
had no prior training in disaster mental health; approximately 60 had some previous
training or familiarity with disaster work. Of these 60 professionals, 25 to 30 had been
through the ARC 2-day disaster mental health training; 3 to 5 were trained in Mitchell's
CISM techniques; and 30 received 4-hour training on site by the National Organization
for Victims Assistance (NOVA) in community crisis response. Only about six local
mental health professionals from Oklahoma City had previous training in disaster
mental health, familiarity with ARC procedures, and prior experience in disaster
response, and only three of these had CISM training. These were all psychologists
and current or former state DRN chairs.

The importance of these key psychologists in gaining access to the rest of the
immediate mental health response cannot be emphasized enough. These individuals
had preexisting relationships and experience with other local emergency response and
law enforcement agencies, the ARC chapter disaster mental health team, and the
CISMNO. Most important, they had credibility with and acceptance from the other
emergency response agencies or "key players." Without these preexisting
relationships, it is likely that there would have been difficulties obtaining access to the
site; this was a federal crime scene and delays in immediate service delivery to
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victims would have occurred. This small group of psychologists became key
coordinators throughout the duration of the immediate volunteer mental health
response.

As previously stated, the majority of mental health professionals who responded
were untrained in disaster mental health. Screening of volunteers who showed up on
site was essential. This process took place at the Compassion Center and created
multiple logistical problems (see Services to Adult Survivors and Victims’ Families
section of this report). All mental health providers were asked to show proof of
licensure and a driver’s license before being given identification permitting access to
sites. Preference was given to recruiting and using local mental health volunteers.

The Clergy

The clergy response team was composed primarily of men and women from
Christian religions. Many denominations were represented. As was the care with
mental health professionals, most clergy had no previous training for or experience in
a disaster response. The few exceptions were law enforcement clergy and military
chaplains; they also had prior security clearance, allowing them access to the crime
scene or bombing site. Most of the clergy were unprepared for the intensity of the
situation. The Oklahoma area clergy also had not developed an organized response
or formalized their role in either the local or state emergency response plan prior to
the bombing. However, their involvement, particularly in incidents involving large loss
of life, was important. ,

A clergy coordinator organized the clergy and provided screening and
verification of the credentials of the clergy volunteers. Volunteers were denied access
when the coordinators could not confirm that the volunteer was a minister or pastor of
a verifiable, credible church or religious organization. For example, some were denied
access because they represented "fringe" or "cultic" religious groups and
organizations. Clergy were present from every denomination requested by the
families, and families were encouraged to contact and invite their clergy to visit them
at the Compassion Center if they wished.

Several problems emerged. The clergy response was initially hampered by the
lack of a formalized response plan. There were also problems with screening and
identifying qualified clergy personnel. For example, it was not clear what criteria
should be used to permit admission to the clergy team. The clergy coordinators also
found it difficult to identify the level of spiritual care appropriate for the response and
how to communicate boundaries to the clergy volunteers.

Both mental health professionals and members of the clergy, frequently working
in tandem, provided emotional and spiritual support to survivors and victim families,
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participated on death notification teams, and provided stress management to rescue
workers. Mental health professionals and clergy were matched, according to their
level of training and clinical experience, with victims or emergency personnel.
Whenever possible, matching was made according to demographic, ethnic, and
language factors.

Recommendations

1. Need for more disaster mental health training for psychologists. The
response to a mass casualty or large-scale terrorist attack requires large numbers of
mental health professionals trained in both disaster mental health and CISM, and
ready to respond. This suggestion has been made repeatedly following disasters, but
clearly there needs to be a continued commitment to preparing and training mental
health professionals. The DRN can take a leadership role in this training effort. It is
recommended that mental health professionals complete the ARC Disaster Mental
Health Services-1 (DMHS-1) course. The ARC has recently received a major grant to
increase formal ARC disaster mental health training nationally. The ARC training is
designed to help mental health professionals apply their professional knowledge and
skills in an ARC disaster operation. The ARC has always maintained that mental
health professionals need to take additional training on their own. This training could
include CISM, the grief and bereavement training developed by Mothers Against
Drunk Driving (MADD), as well as training on topics such as crisis intervention, death
and dying, traumatic stress, and community outreach techniques.

2. Importance of including local mental health professionals in leadership
positions/importance of involvement of DRN chair in planning and preparation. It is
important to use local mental health volunteers and to place them in key leadership
positions. The DRN state chair can be a critical link in recruiting and identifying
volunteer mental health professionals, particularly those with the skills to serve in
these key positions. During disaster planning and preparation, the DRN state chair
needs to develop relationships with other "key players" in emergency response. |t is
most critical for the DRN chair to work with the ARC state lead chapter for disaster.
This collaboration, in turn, will enable the DRN chair to facilitate the coordination of
mental health services at all sites in cooperation with other agency efforts.

3. Importance of off-site mental health staffing. It is recommended that
registration, credentialing, and staffing of mental health professionals occur at a site
.away from the Compassion Center to reduce the amount of chaos at the site. If there
is sufficient space, the ARC disaster response headquarters might be used or another
site designated within the community. The media could be used to inform local mental
health professionals of this centralized staging area.

4. Importance of orientation to the job and daily pre-shift briefings. An
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orientation for all mental health responders should be provided before they are
deployed to a site. The orientation should provide a description of different
assignments, information about the ARC and the role of mental health professionals
as volunteers with the ARC, the chain of command, types of expected reactions,
appropriate interventions, referral procedures, and required documentation. A 1to 3
hour orientation to the job prior to assignment would increase the effectiveness of
volunteers once they are on site. Again, it would be helpful if this orientation occurred
at a site other than at the Compassion Center. The staging site used for registration
and credentialing is a possible location.

Mass casualty responses often change very rapidly. Therefore, it is also
beneficial to have a daily briefing to bring workers up to date on status of recovery
and changes in policy, procedures, and scheduling before setting off on their shifts. It
can be required before the workers receive their daily authorization identification. (At
a number of mass casualty incidents, workers have been required to get a new day-
specific identification each day before starting their shift. This strategy helped control
day by day, the number of workers who could gain access to sites.)

5. Use of VAMC mental health professionals. It is recommended that the DRN
state chair make use of the well-trained resources at the nearest local Veterans Affairs
medical center. It might be helpful to establish a formalized relationship, with
protocols, on how to activate these professionals. It is important to know that, in these
incidents, DRN members will typically respond as ARC disaster mental health services
personnel.

6. Development of clergy organization, training, and disaster plan. Clergy
should develop an organized response team with guidelines for membership,
screening, mobilization, training, and parameters for the delivery of appropriate
ministry services in times of disaster. The local clergy disaster plan should try to align
itself with the emergency management response plans of the federal, state, and local
governments and other responding agencies.

7. Development of mental health and clergy staffing form. It would be helpful
to develop a staffing form for both mental health and clergy to use when credentialing
and screening the large numbers of volunteers that simply show up. Such a form
should include basic demographic information such as name, address, phone and
pager numbers, sex, languages spoken, and ethnicity. Additional information would be
the highest degree in the field of practice, licensure state and number, employment
and address of employer, areas of trauma-related and clinical experience; previous
disaster or related training experience, and the local disaster mental health or clergy
response network, if any, they belong to. This task is probably best taken on by the
ARC.
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VI. TRANSITION FROM IMMEDIATE TO LONG-TERM DISASTER MENTAL
HEALTH SERVICES

The transition from immediate disaster mental health services to long-term care
during large-scale disasters is a complex and political process, usually involving
different groups of providers with differing levels of expertise, training, and
preparedness. To help the reader better understand the transition process that
occurred following the Oklahoma City bombing, the following background is provided.

Background Information

Helping survivors is best understood in the context of when, where, and with
whom interventions take place. The temporal dimensions may be broken down into
the emergency phase, the post-impact phase, and the recovery phase. The mental
health providers usually involve different groups or agencies during different phases.
For example, the American Red Cross (ARC) frequently deploys its Disaster Mental
Health Services (DMHS) to address the mental health needs of survivors, victims’
families, and rescue workers during the emergency phase and the early post-impact
phase; in such cases, ARC often works with local and state mental health agencies,
as well as those who usually provide support for first response teams (often critical
incident stress debriefing [CISD]). The mental health needs during the post-impact
and recovery phase are usually served almost exclusively by the community or state
mental health departments of the affected community, private agencies, and
independent practitioners. Thus, in most disasters there is a transition period in which
the delivery of mental health services transfers from one provider to another.

Additionally, in a large disaster, the ARC DMHS and CISD responses are often
immediate, organized, and can bring many volunteers and expert resources to bear on
the situation. However, in many states it takes some time for the local/state mental
health authorities to implement (and in some cases develop) their plans. This is
because few states are prepared or have the resources in place to immediately deploy
mental health personnel in the wake of a disaster. This situation is particularly true in
the aftermath of a mass casualty or terrorist event of the magnitude of the Oklahoma
City bombing.

To the Task Force's knowledge, while states generally have a staff member
designated as a disaster mental health coordinator, few states have invested
significant resources for disaster mental health preparedness within their state mental
health departments. California is one state with an extensive and well-developed
disaster mental health preparedness and response program at both the state and local
community mental health levels, and others are working on such development. Thus,
few state mental health departments are in a position to respond immediately to the
mental health needs of victims, families, survivors, rescue workers, and the community
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at large during a mass-casualty event or terrorist incident. Additionally, most state
community mental health systems almost exclusively serve individuals with serious
and persistent mental illness as their everyday mission. Following a disaster, these
agencies must shift their services to assist a much broader range of people
responding normally to an abnormal situation, while still caring for regular clientele.
Additional staff and specialized disaster mental health training are often needed to
assist agencies in managing these crisis counseling services.

The Stafford Act provides the authority for the federal government to provide
funding that includes individual assistance for mental health services following a
presidential declaration of disaster. This program was developed in cooperation with
the Federal Emergency Management Agency (FEMA) and the Center for Mental
Health Services (CMHS) within the Substance Abuse and Mental Health Services
Administration (SAMHSA). This law was enacted and the program developed in
recognition of the variety of psychological problems that disasters cause, that, if
untreated, may become long term and debilitating. FEMA/CMHS is authorized to
award grants to states to provide training of disaster workers and provide professional
counseling services to victims of a presidentially declared major disaster. Generally,
this funding goes to state departments of mental health or to an agency or
organization that the state designates. There are basically two types of support for
crisis counseling services to disaster victims funded by FEMA/CMHS: Immediate
Services Grants and Regular Services Grants. The Immediate Services Grant
provides support for mental health services for up to 60 days after the date of the
disaster declaration; the Regular Services Grant provides for funding after the first 60
days and for up to 9 additional months. The Regular Services Grant may be
extended, depending upon extenuating circumstances. Crisis counseling programs
often take weeks to develop and funds to be granted, again underscoring the
importance of the emergency services phase and the transition period.

The Oklahoma City Bombing

In the emergency phase of the Oklahoma City disaster, mental health services
to survivors and families of the victims were provided primarily through the DMHS
function of the ARC. These services were implemented swiftly through a coordinated
effort of the ARC DMHS and the Oklahoma Psychological Association’s Disaster
Response Network (DRN) using mental health volunteers from the private sector, the
Department of Veterans Affairs, and local/state mental health agencies. These
services are outlined in the first two sections of this report: "Services to Adult
Survivors and Victims’ Families" and "Services to Children."

Immediate attention was directed to working on a transition plan for transferring
the delivery of disaster mental health services from the ARC to Oklahoma’s state
mental health department. Beginning the day after the bombing, the ARC DMHS
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maintained daily contact with ODMHSAS to advise staff of changes in ARC activities
with survivors, families of victims, and rescue workers, and to assist them with
planning for their needs in the FEMA/CMHS grant proposal. Representatives from
other involved mental health agencies, such as the Oklahoma Psychological
Association (OPA), Department of Veterans Affairs Medical Center, and CMHS, were
invited to meet with the ARC DMHS and ODMHSAS representatives so they could
begin to interact and coordinate services. Additionally, ARC brought in a DMHS
worker with extensive experience in writing and managing several large FEMA/CMHS
crisis counseling grant programs in California to help ODMHSAS plan and write the
immediate Services Grant Proposal. This disaster mental health specialist also
assisted the coordinator of the mental health services at the Compassion Center in
facilitating the transition of ARC disaster mental health services to the state mental
health department. The Public Health Service formed an ad hoc task force to assess
community mental health needs. This task force included representatives from the
National Center for Post-Traumatic Stress Disorder, the Department of Veterans
Affairs, and the Emergency Management Preparedness Office (EMPO).

In the first week after the bombing, a plan was developed during meetings with
the ODMHSAS to bring in Department of Veterans Affairs teams of licensed mental
health professionals with expertise in disaster mental health and posttraumatic stress.
These teams were to be brought in under Emergency Services Function (Medical)
(ESF 8) of the federal response plan. The teams were requested to help staff mental
health sites, particularly the Compassion Center, during the transition period. They
were also intended to provide interim support while ODMHSAS completed its
immediate services grant application, began hiring and training staff, and taking care
of logistical aspects of their program. This unique plan was well-received and
supported by both ARC DMHS and ODMHSAS. Unfortunately, the plan was not
implemented.

Representatives of ODMHSAS officially met with mental health coordinators at
the Compassion Center and other service delivery sites 7 days after the bombing to
become familiar with the nature and extent of the disaster mental health services
being provided under ARC auspices. They also met with key mental health staff who
provided information about staffing, service delivery, and logistics. ODMHSAS staff
were subsequently placed at the Compassion Center, where they worked closely with
ARC disaster mental health staff, and began providing both clinical and administrative
services. ODMHSAS staff were also invited to join meetings of Compassion Center
agency representatives, which were held at least four times a day. ODMHSAS was
encouraged to place staff at the center as quickly as possible to help survivors and
families of victims get to know the ODMHSAS staff before the Compassion Center
closed.

ODMHSAS named its program "Project Heartland,” and agency personnel
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began working closely with the ARC DMHS and coordinators at the Compassion
Center. Project Heartland banners were displayed in key areas in the center. The
ARC shared with ODMHSAS a database that included information about the mental
health professional volunteers and types of contacts made at the Compassion Center.
The ARC DMHS officer also offered to have highly experienced ARC DMHS staff
provide general disaster mental health training and consultation to ODMHSAS staff.
The transfer of responsibility for disaster mental health services at the Compassion
Center from ARC to ODMHSAS occurred on April 27, 1995. ARC, however,
continued to provide logistical support and mass care at the Compassion Center,
which was officially closed on May 15, 1995.

ODMHSAS: Project Heartland

On May 8, 1995, ODMHSAS was awarded an Immediate Services Grant by
FEMA/CMHS to provide crisis counseling, support groups, outreach, and
training/consultation to individuals affected by emotional or physical proximity to the
bombing of the Murrah Federal Building. Funding under the Stafford Act does not
permit long-term services or therapy. Individuals requiring such services need to be
referred to more traditional providers in the community. Project Heartland was the first
community mental health program funded by FEMA/CMHS that was designed to
intervene with the survivors of a major terrorist event in the United States. ODMHSAS
was awarded the Immediate Crisis Counseling Services Grant through October 31,
1995. The Regular Crisis Counseling Services Grant was initiated on November 1,
1995, and had been extended up to the point of this writing. Below is a descnptlon of
Project Heartland.

Project Heartland encompasses both a central office called the Project
Heartland Center, located in central Oklahoma City, and eight subcontract partners.
At the time of this writing (Fall, 1996), Project Heartland has 16 staff members,
including a director, 13 clinical staff, and 2 support staff (see figure 2). Of the 14
clinical and administrative staff, 6 are licensed mental health professionals. Eight are
master’s level professionals, including the director. Two have licenses in clinical social
work, and two are licensed professional counselors. Two staff members are doctoral-
level mental health professionals; one a licensed psychologist, and one a licensed
marriage and family therapist. Five staff members have master’s level training but are
not licensed in their respective fields. The three remaining professional staff have
undergraduate degrees.

A service coordinator oversees each of the following four service areas: (1)
school support services; (2) outreach services; (3) crisis counseling services; and (4)
support groups. According to the organizational chart, the professional staff all report
to the program director. These coordinators have supervisory responsibility for the
staff who function in those service areas.
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Project Heartland staff received 103 hours of specialized education and training.
The staff meet weekly with the director for an informational staff meeting. The staff
also meet weekly as a mutual support group, facilitated by a local psychologist.
Supervisory staff are not present at the support group meeting. In addition, 1 hour a
week of case consultation is provided to the staff by a psychologist from the
Okilahoma City community.

Mental health services are provided free of charge by Project Heartland. They
include (1) individual crisis counseling and a 24-hour crisis hot line; (2) outreach and
public information; (3) support groups; and (4) training and consultation. These
services are briefly discussed below. The greatest number of service hours have been
spent for support groups, followed by crisis intervention, outreach,
consultation/education, and individual counseling.

Crisis counseling. The primary foci of crisis counseling have been (1)
prevention of suicide or family violence; and (2) alleviation of stress created as a result
of trigger events such as holidays, trial procedures, birthdays of victims, loss of
employment, and relationship difficulties. Much of the crisis intervention is provided in
the client's home, workplace, or via the telephone hotline. These services are
intended to be short-term; clients are seen fewer than ten times, and long-term needs
are referred to community providers. Increases in the use of crisis counseling
services during events such as victims’ birthdays, important family anniversaries,
holidays, and the one-year anniversary of the bombing are noted elsewhere in this
report. Data were not available on the hotline, its use, or the nature of the calls.

Outreach and public information. Outreach activities included in-home visits with
victims’ families, survivors, and rescuers; staff support during the change of venue
hearing in the U.S. vs. Timothy James McVeigh, et. al., trial; door-to-door visits with
downtown businesses and residences within a one mile radius of the blast; staff
meetings with the Murrah Building survivors groups and other survivors groups; letters
to victims’ families and survivors regarding holidays, new programs, and events;
participation in community cultural events (e.g., African American religious services,
Hispanic festivals); and visits to Senior Nutrition Centers. Staff were also placed at the
FEMA Disaster Application Center until it closed several months following the blast.

Informational material on traumatic bereavement has been mailed to victims’
families and injured survivors. Seven different information brochures were developed
describing Project Heartland’s services; the special needs of children, adolescents,
parents, teachers, and the elderly; posttraumatic stress disorder and traumatic grief;
and information for primary care physicians. Project Heartland also produced and
broadcast two 30-second television spots and five 30-second radio spots to educate
the public, primarily the Oklahoma City community, about the types of services it
provides. Radio spots have covered topics such as work-related problems, anger,
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family problems, and children and teen issues.

Support groups. A wide range of support groups have included support groups
for parents who lost children, parents of children from the YMCA, adult siblings of
victims, individuals who lost spouses, downtown workers and residents, state
employees, rescuers and responders, school personnel, and school counselors. These
groups are conducted by the Project Heartland Center staff either at the center or off-
site at the workplace, client’s home, or school. Most support groups meet weekly and
are led by two staff; one is always a licensed mental health professional. Twenty-one
different groups were supported early in the operation, and at the time of this report
nine support groups continue.

Training and consultation. Project Heartland and ODMHSAS have sponsored
at least a dozen different training sessions providing disaster-related education and
training to more than 10,500 people. Topics included helping children cope with
disaster; the role of the media in healing the community; critical incident stress
debriefing; traumatic bereavement; Post-Traumatic Stress Disorder (PTSD) and
substance abuse; and planning school-based services. Project Heartland also
consults on an informal basis with business, government, and organization
administrators on how to support staff who were affected by the blast. Project
Heartland staff are contacted by different organizations and have provided consultation
on memorial services, the planning of anniversary events, and holiday activities. The
Center staff also meet regularly with representatives from the office of the U.S.
Attorney to discuss trial-related issues.

From June 1, 1995, through February 28, 1997, an unduplicated count of 8,735
individuals received services from the Project Heartland Center, and services (e.g.,
educational materials) were provided to 170,259 “other recipients.” The number of
clients served each month rose gradually in the year following the bombing, rose
sharply in the months preceding the one-year anniversary, and then fell dramatically
after that. Table 1 presents demographic data on clients receiving services through
October 31, 1996.

Project Heartland also had eight subcontract partners, whose subcontracts
ended December 31, 1996. These subcontract partners focused primarily on
providing outreach, crisis counseling, support groups, and referral services to special
populations as follows; (1) Cope, Inc., targeted African-American citizens; (2) the
Latino Community Development Agency targeted Hispanic-Americans; (3) the
Associated Catholic Charities targeted Asian-Americans; (4) the Oklahoma Mental
Health Consumer Council targeted persons with preexisting psychological disorders;
(5) the Community Counseling Center targeted the elderly; and three school districts
targeted their children and youth, (6) the Oklahoma City public schools; (7) Norman
public schools, and (8) the Guthrie public schools. The staff of Project Heartland’s
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_eight subcontractors worked under the auspices of Project Heartland, that is, each
subcontractor coordinated all activities with the Project Heartland director, but was
also functionally independent of Project Heartland in that they developed and
implemented their individual programs and supervised their own staff. The
subcontractors were operational by November 1995. The Oklahoma City public school
system was the largest subcontractor and had 34 full time employees. Services
provided in the schools are more fully described in the section in this report on
"Services to Children." Information on services provided by the Project Heartland
subcontractors had not been assembled at the time of this report. The reader is
referred to the Final Report for the Regular Services Grant for Project Heartland,
which will be a public document available through either ODMHSAS, FEMA or CMHS.
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Table 1
Project Heartland
Client Demographics

Race Clients

Served
White 4,565
Black 2,517
American Indian 204
Asian 936
Hispanic origin * 1,041
Gender
Female 4401
Male 3830
Age Group
Under 18 4450
18 to 64 3614
Over 64 176
Severely Mentally Il + 244

* These clients may also be included in other “race” categories.
+ If ever identified as Severely Mentally lll from 7/1/93 to 6/30/96.

Note. From Project Heartland: Quarterly Report: FEMA Regular Crisis
Counseling Services Grant, Oklahoma Department of Mental Health and
Substance Abuse Services, August 1, 1996 - October 31, 1996.
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The eight subcontractors were not required to participate in Project Heartland-
sponsored training, and a number of the subcontractors did not provide to Project
Heartland requested data on the services delivered or clients served. This situation
made an evaluation of the success of the overall Project Heartland operation difficult.

Innovative services. Project Heartland reports providing innovative services not
included in prior crisis counseling grants. Innovation in service delivery teams involved
the coordination of services with the U.S. Justice Department and the U.S. Attorney’s
Office regarding the U.S. vs Timothy James McVeigh, et al, trial. For example, the
U.S. Attorney’s Office requested crisis counseling for the closed-circuit broadcast of
the trial in Oklahoma City. The closed-circuit hearings were being held in an
auditorium at the Federal Aviation Administration (FAA) Mike Monroney Aeronautical
Center near Oklahoma City holding 300 individuals. At the U.S. Attorney's Office
request, a "safe haven" was set up at this site. It was envisioned as a place where
families could take a break from the closed-circuit hearings and speak with counselors
and clergy. Volunteer disaster response organizations coordinated these efforts and
requested that Project Heartland provide training for them. Additionally, school
personnel were trained regarding trial procedures so that they can educate students
about the legal process.

The U.S. Attorney’s Office and the Justice Department also requested the
availability of crisis counseling services in the safe haven developed in Denver,
Colorado, where the trial was held in mid-1997. Project Heartland reports that
sending a team to Denver to prepare mental health professionals is a significant
departure from traditional disaster projects in crisis counseling programs. The team
involved four Project Heartland staff members, an FBI chaplain, and a representative
from the U.S. Attorney’s office. Two training sessions were held in October and
November 1996. More than 300 licensed mental health professionals from various
agencies and professional organizations in Denver attended the training sessions.

Other Programs Providing Long-Term Mental Health Services

ARC/Sunbridge disaster counseling program. In the aftermath of the Murrah
Federal Building bombing in Oklahoma City, the local ARC chapter wanted to select
an agency that had a large group of highly trained mental health professionals who
would provide ongoing, long-term treatment to anyone affected by the bombing,
whether directly or indirectly.

The Mental Health Association in Oklahoma County had in place a low-cost
counseling program, known as Sunbridge, with 43 licensed therapists, most holding
doctoral degrees in psychology or master's degrees in social work. All had previously
been screened by an advisory board of professionals who had studied their credentials
carefully and checked their references. The ARC/Sunbridge Disaster Counseling
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Program was formed in August 1995. A small group from the advisory board formed
a committee to monitor and review client progress anonymously, and consult with their
respective therapists if problems arose. The Sunbridge therapists also agreed that, if
their clients signed a release form, they would work with ARC case managers to
provide information that would help ARC meet client needs in other areas (e.g.,
financial, medical).

Although the Sunbridge professionals offered their services pro bono, the Red
Cross allocated a portion of the money for counseling services that it had designated
for disaster recovery. Each therapist was reimbursed by the Red Cross at $60 a
session (approximately half their normal client fee). After a year, this reimbursement
was increased to $70 a session. A total of 112 clients received services through the
disaster counseling program and 50 are continuing to receive services at the time of
this report. As of January 1997, the ARC/Sunbridge program had received a total of
$86,115.

The Red Cross made a commitment to continue the disaster counseling
program as long as the community required these services. The long-term nature of
these interventions, the more traditional nature of the therapy, and the breadth of
clients to whom the services are offered distinguish the services provided by the
ARC/Sunbridge program from those offered by Project Heartland.

Other agencies. Other agencies have also been actively involved in providing
mental health care to individuals with bombing-related emotional difficulties.
Furthermore, specific populations have sought their own solutions for mental health
care; they include the police, fire and rescue personnel, local ARC chapter staff and
volunteers, and members of racial/ethnic minorities. For example, Lutheran Social
Service recruited and supported African American counselors to provide outreach to
the African American community of survivors, family members, and relief volunteers.
Oklahoma City contracted with a local mental health consortium and independent
providers for services to its police and fire personnel during the first year after the
bombing. Some mental health services were also paid for by an Unmet Needs
Committee Fund established from contributions.

The continuing long-term mental health needs of people affected by the
bombing is uncertain. There is concermn about what will happen when charitable funds

are depleted and grants expire.
Recommendations
1. Recognition of the magnitude and severity of psychological difficulties

following such incidents. Compared to natural disasters, it is clear that the magnitude
and severity of psychological difficulties are far greater in response to traumatic
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incidents such as the Oklahoma City bombing in which (1) there are large numbers of
fatalities, especially when the incident includes the deaths of children; (2) the incident
is the result of a deliberate act of violence; and (3) there is a protracted rescue effort.
It appears that these psychological difficulties present earlier, are more intense, and
are more likely to reach proportions of diagnosable psychological disorders.

Consequently, the reactions are more likely to be long-term and require
specialized treatment. In fact, one could expect 30% or more of the survivors of the
bombing and family members to have a psychological disorder that is best treated by
psychological intervention. The literature suggests that 10% of those exposed to
traumatic stress may have need for psychological intervention, but anecdotal reports
suggest that the figures are closer to 30% for victims of crime and mass casualty
incidents. Although the research data have not yet been released on the various
victim groups involved in the Oklahoma City bombing, preliminary reports shared with
the Task Force by professionals and researchers working with survivors, families of
victims, and rescue workers confirm these anecdotal projections. Thus, it is important
to develop plans that can respond effectively to psychological difficulties in a
significant portion of the affected population.

2. Importance of training. FEMA/CMHS funded crisis intervention programs
often involve assembling new teams of providers that usually include a significant
proportion of paraprofessionals. Moreover, many of the licensed providers are unlikely
to have training in disaster mental health and/or traumatic stress. Finally,
comparatively few mental health professionals are trained in community outreach.

Given that the staff of the crisis counseling programs are involved in active
outreach and are thus in the position of first contact with affected individuals, they
need to be well-trained to do triage, determine individuals at risk, and make effective
and early referrals for treatment. Individuals at risk should be referred right from the
start to well-trained mental health professionals with expertise in treating trauma-
related disorders and traumatic loss, rather than to crisis counseling programs.

The importance of quality training and consultation for mental health
administrators and service providers to a community recovering from a mass casualty
and/or terrorist act can not be emphasized too strongly. The training needs to be (1)
systematic and integrated into the project operation; (2) provided by recognized
authorities in disaster and trauma; (3) ongoing, incremental, and sensitive to the
unique needs of the community involved and the specific phase of recovery; and (4)
routinely reviewed to ensure the consistent and effective direction of the training and
its appropriateness to the changing needs of the providers and clients.

3. Importance of supervision. There needs to be a clear and precise line of
supervision for inexperienced licensed providers, unlicensed mental health providers,
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and paraprofessionals. The supervision needs to meet the standards of state laws for
the state in which the services are provided. In many cases, it will require weekly
individual supervision sessions with more experienced licensed providers. It should be
noted that many experienced disaster mental health professionals also value ongoing
consultation for their own work to ensure the efficient delivery of the highest quality
services.

Beyond what is needed at a legal and ethical minimum, it is highly likely that
management, supervision, and consultation by well-trained and experienced disaster
mental health professionals is more likely to ensure quality disaster mental health
services for those impacted by the incident. It is important in these types of incidents
to have greater involvement of licensed doctoral mental health professionals in the
crisis counseling program, and to have more licensed and experienced mental health
professionals on staff, with less reliance on paraprofessionals. Although intensive
short-term training and ongoing supervision are important components of any disaster
mental health response plan, they are not a substitute for years of formal graduate
training and clinical experience.

4. Preparation by state departments of mental health. State departments of
mental health need to become proactive participants with the state departments of
emergency management in the preparation of emergency and disaster response
plans. Similar working relationships are important at the local level. It would also be
good to involve the ARC state lead chapter for disaster and the APA DRN state
coordinator whose role and unique capabilities will be useful.

It is unlikely that state departments of mental health will ever be able to provide
all of the disaster mental health services to a community affected by a large-scale
disaster, especially a tragedy of the scope of the Oklahoma City bombing. It is,
therefore, critical that state departments of mental health form alliances/partnerships
and mutual aid agreements in advance with the volunteer mental health response
groups within their state and community.

5. State and federal funding for long-terrn mental health care. The conditions
under which FEMA/CMHS funds can be released for crisis intervention grants are
rather narrow, and would seldom apply to focused mass casualty and terrorist
incidents. Moreover, the intervention model supported by the Stafford Act depends on
brief crisis intervention models, and largely on paraprofessionals and mental health
professionals with little training in disaster or trauma. It appears that, with proper
experienced management, training, and consultation, this model can work well for
most mental health needs arising from natural disasters. It seems likely, however, that
a different model is needed to serve the long-term psychological needs that will arise
in most mass-casualty or terrorist acts that are of the magnitude of the Oklahoma City
bombing. The rates of posttraumatic stress disorder and other long-term emotional
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difficulties for victims of violent crimes are greater than for natural disasters.
FEMA/CMHS funded crisis counseling grants do not currently provide for this care,
and other resources must be aggressively pursued.

Both federal and state authorities need to address, as soon as possible, the
role of crisis counseling vs. the role of more long-term mental health services, who is
going to provide those services, and how those services will be funded.

6. Program evaluation. The very nature of FEMA/CMHS funded crisis
counseling programs, including their use of paraprofessionals and unlicensed
providers and the outreach services provided, demands systematic program
evaluation. These programs need to be systematically examined, preferably by an
independent team. Not only will this ensure the quality of services delivered in that
specific incident, but it will also aid in the development of more clinically effective and
more cost-effective interventions.

It is important that adequate data be collected by service delivery agencies to
evaluate the effectiveness of their outreach efforts. These data would include basic
demographics (including age, gender, marital status, and ethnicity), whether the
experience of the disaster was primary or secondary, psychological difficulties being
experienced, services offered (including educational materials, interventions, and
referrals), and an indication, at the very least, of the town or urban neighborhood in
which the recipients lived.

7. Importance of consultation. It is important for crisis counseling programs that
deal with a disaster of this magnitude, particularly with its unique challenges and
problems, to employ people who can provide thoughtful consultation and support both
during the initial stages and throughout the course of the program. Most effective is
the use of established consultants with expertise in the areas of disaster mental
health, mass-casualty incidents, traumatic loss, victims of violent crime, and traumatic
disorders of children. Although it is both helpful and essential to include local
expertise in program planning, it is also important to draw on outside experts who can
be objective and have not been part of the "traumatized community." This expertise
can help guide crisis counseling program staff with systematic program planning, goals
and objectives and development of program materials. Some of these viewpoints are
provided by CMHS staff, but it is not realistic to expect them to provide all the external
consultation needed for such program.

8. Importance of staff support. Most of the staff of a crisis counseling program
will also be members of the impacted community and thus are likely to themselves be
impacted by the events. Moreover, they are constantly exposed to the painful stories
and experiences of the victim groups with whom they work and are at significant risk
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for experiencing vicarious traumatization and becoming secondary victims. While this
is largely true for any crisis intervention program, staff support is particularly critical
throughout the course of the program in a disaster of Oklahoma City’s scope and
horror. Mental health personnel working in the long-term crisis counseling or recovery
program need to be supported in a number of ways to help mitigate the stressful
effects of working with trauma victims and their families.

Provision of regular in-service training gives workers the requisite knowledge
and skills to do their jobs. As a general benefit, workers feel less stressed when they
feel better prepared to perform their duties. This training can prepare them for the
changing nature of the response and improve the quality of service. At the same time,
this training builds a sense of camaraderie.

It is also important to schedule regular sessions where staff can discuss the
psychological and emotional impact of the work. These sessions can be helpful in
identifying and mitigating work-related stress and providing peer support. These
meetings need to be separate from supervisory, administrative, or informational team
meetings. They can be run in a peer-support group format or, preferably, facilitated by
an outside consultant experienced in the field. Some staff may need additional
individual counseling or therapy at times during the response. Supervisors and
administrators should not be a part of these support sessions, but are likely to require
parallel support systems. It may be worthwhile for these supervisory staff to have
individual sessions with experienced trauma counselors and therapists.
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Vil. ROLE OF GOVERNMENT AGENCIES

Mass casualty and large-scale terrorist attacks are complex, bureaucratic, and
political events. Because terrorism is a federal crime, the number of responding
groups, agencies, and jurisdictions increase monumentally compared to more common
disasters, resulting in an increased need for coordination. Understanding the roles,
responsibilities, players, and interrelationships of key governmental and private
organizations is essential if mental health providers are to function in an efficient,
coordinated, and effective manner. In other words, it is essential to understand who
the players are and "who does what" in these events.

In a presidentially declared disaster or a mass casualty terrorist attack, the
federal response plan may be activated. This plan, under the Stafford Disaster Relief
and Emergency Assistance Act, provides the authority for the federal government to
provide assistance to save lives and to protect public health, safety, and property as a
result of natural disasters and other incidents. The Stafford Act also provides for
assistance with crisis counseling to affected communities if there is a presidential
declaration for individual assistance.

Numerous local, state, and federal government mental health agencies
responded to the Oklahoma City bombing. These included the U.S. Department of
Health and Human Services; U.S. Public Health Service; Substance Abuse and Mental
Health Services Administration (under HHS); the Center for Mental Health Services
(under HHS); the Department of Veterans Affairs Emergency Medical Preparedness
Office (EMPO) and its National Center for PTSD; the Oklahoma Veterans Affairs
Medical Center; the Oklahoma State Department of Health (Child Guidance Clinics);
the Oklahoma Department of Mental Health and Substance Abuse; and the U.S.
Federal Emergency Management Agency.

Although there was an ongoing effort for all of these responding agencies to
coordinate their work, some difficulties were encountered. It became increasingly
evident that the federal response plan, as applied in a terrorist mass casualty incident,
does not have an integrated, national disaster mental health plan and that ambiguity
exists regarding the following: (1) who is in charge of mental health; (2) what federal
assistance and monies are available for mental health services; (3) protocols for how
funds are allocated; (4) interagency coordination; and (5) clear delineation of the roles
and responsibilities of participating agencies at all levels.

Such ambiguity makes it difficult for local mental health officials to understand
their role and responsibilities, particularly at a time of intense national attention and
pressure to respond. In Oklahoma City, there was conflict concerning whether ESF 8
(medical) or ESF 6 (mass care) funding should be authorized and how these funds
could be accessed to augment the local and state immediate mental health efforts.
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Recommendations

1. Need for clearer federal response plan regarding mental health services in
mass casualty and terrorist incidents. It is essential for the federal plan to have an
integrated, national mental health disaster plan to coordinate the mental health
emergency response efforts with other-emergency response organizations in time of
disaster. This plan will ensure an efficient, coordinated, effective response to the
mental health needs of the affected population.

2. Need for state disaster mental health plans. At the state and local level, it is
strongly recommended that each state department of mental health have a mental
health disaster plan that is a component of the state emergency management plan.

As part of this plan, the state department of mental health should identify the point of
contact, (the individual, by position) and the chain of succession, train mental health
employees in disaster mental health, and develop procedures and protocols for
activation and deployment of trained mental health staff. Similarly, each department of
mental health, whether county or regional, should have a disaster mental health plan
that works in concert with that of the state department of mental health. The plan
should be a well-integrated component of the comprehensive emergency management
plan of the jurisdiction. The mental health plan must also specify roles,
responsibilities, and relationships within the mental health agency.

3. Development of collaborative state disaster mental health planning. In most
states, the private sector has far greater human resources than the state department
of mental health. These resources are likely to be needed in the aftermath of a mass
casualty/terrorist incident. To facilitate a close working relationship between
government and nongovermnment agencies and organizations, it is recommended that
an emergency response committee be formed with representatives of each of the key
organizations (e.g., state office of emergency management, ARC, DRN) to develop
collaboration in planning and training. This would result in more efficient delivery of
immediate, short- and long-term services.

Immediate mental health services to survivors are often provided at sites
operated by the ARC and are coordinated and provided by the ARC Disaster Mental
Health Services function, usually with the assistance of the DRN. Many of the earliest
services may be provided by nongovernmental agencies such as the ARC. lt is,
therefore, essential for state departments of mental health to work closely with these
nongovernmental agencies to coordinate the early response efforts and to make the
transition to state and federally funded services more seamless and effective.

4. Coordination of elements of the state disaster plan. Immediate mental
health services might also be provided at hospitals, first-aid sites, a temporary
morgue, and the medical examiner's or coroner’s office. Consequently, the mental
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health plan requires coordination and integration with the emergency medical plan, the
public health plan, and the medical examiner’s or coroner’s plan.

5. Knowledge of plans and resources. Federal and state authorities
responsible for overseeing the govemmental aspects of disaster mental health plans
need to be familiar with ARC resources, policies, and procedures. In turn, local ARC
mental health professionals and DRN chairs need to be familiar with the federal
response plan and state disaster mental health plans.

6. Training for state DRN chairs. The DRN should develop training for DRN
state coordinators in the organizational aspects involved in disaster management.
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Vill. SERVICES TO MINORITIES AND UNDERSERVED POPULATIONS

The Choctaw translation of "Oklahoma" is "Red Man." Although considered by
many to be populated mostly by Caucasian Christians, Oklahoma boasts the largest
Native American population in the United States. Oklahoma is blessed with a diverse
population representing most cultures, races, and religions. Oklahoma City has been
home to Spanish-speaking residents even before statehood. A large Asian population
settled in Oklahoma following the fall of the Republic of Vietham. Asian Pacific African
Americans represent a significant percentage of the Oklahoma City population.
Okiahoma, and especially Oklahoma City, includes Armed Services, veteran, gay,
lesbian, and homeless citizens. The housing most affected by the downtown blast
included low-income and elderly citizens.

Oklahoma State Department of Health Injury Surveillance Data recorded age
and racial variables for many of the casualties and survivors of the Oklahoma City
bombing. Age was recorded for all the fatalities and all but 3 percent of the survivors,
race was determined for only 58 percent of the casualties and survivors.

Table 2

Race of People Killed or Injured, 1995

Age (yrs) Asian Black Indian Other Pacific Unknown  White Total
0-14 2 19 0 0 0 15 27 63
15-24 0 17 0 0 0 19 24 60
25-34 3 22 0 0 0 89 83 197
35-44 1 31 3 1 (0] 93 86 215
45-54 0 13 0 1 0 71 94 179
55-64 0 7 3 0 1 32 34 77
65 + 0 4 0 0 0 18 9 31
Unknown 0 4] 0 0 0] 18 2 20
Total 6 113 6 2 1 355 359 842

Note: Oklahoma State Department of Health classifications.

The bombing of the Murrah Federal Building in downtown Oklahoma City left no
citizen untouched, no culture unaware. The employees and activities of the programs
offered in the building and the surrounding downtown area created a mix of
socioeconomic and sociocultural victims and family members. The confluence of
cultures and the psychological trauma was most apparent at the Compassion Center.

The presence of mental health professionals at the center was extensive and
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comprehensive. However, the mental health community responding to the disaster
lacked a diversity of color and culture. Ethnically and racially representative clergy
were recruited on the spot to help mental health professionals with language and
cultural translation. Native American "healers” were requested to “bring peace to the
Compassion Center" and were graciously accepted by all family members and
providers at the Compassion Center.

Following the bombing, the Senior Peer Counseling Program, a nonprofit
organization that trains and assigns lay elderly counselors, provided education to the
Senior Citizen Centers in the Oklahoma City community to assist the elderly in the
aftermath of the bombing. The program also attempted outreach services to elderly
citizens displaced by the bombing or impacted by injury or death in the family.

Recommendations

1. Appropriate service to cultural/ethnic and special needs of service
population. Disaster mental health response plans should define the demographics of
their response area and have specific mechanisms for providing immediate mental
health assistance in a culturally appropriate manner. This plan would include
educational material that is culture specific, in the languages of the people in the
community served, developmentally appropriate (e.g., adapted for both children and
the elderly), and accessible to clients with disabilities (e.g., use of voice/TTY devices
by hotlines). Involvement of representatives of these groups in the planning is the
optimal way to develop plans that truly meet the needs of the community.

2. Recruitment of mental health professionals of color and multilingual mental
health professionals. Significant efforts need to be made to increase the number of
mental health professionals of color and multilingual mental health professionals who
are trained in disaster mental health and prepared to respond in time of need. This
kind of staffing shouid be a priority for the Disaster Response Network (DRN).
Furthermore, states that experience significant disasters before they can develop a
representative team of disaster mental health providers, need to be willing to request
assistance from other states (e.g., through the American Red Cross Disaster Services
Human Resources system).

3. Use of other cultural human resources. Local spiritual leaders and healers,
senior peer counselors, small business organizations, community centers, universities,
and unions are some examples of sources of community, cultural, and language
consultants. Having such consultants on the mental health team can assist in the
effective delivery of services to all segments of the affected community, particularly in
communities where the mental health team is not representative of the cultural
diversity of the community.
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IX. MENTAL HEALTH RESEARCH FOLLOWING THE BOMBING

The news of the Murrah Federal Building bombing was almost immediately
followed by researchers expressing interest in conducting studies. Many of these
investigators had previous research experience in the mental health sequelae of
natural disasters, civil unrest, and war. Within the first week after the explosion, the
University of Oklahoma Health Sciences Center (OUHSC) Department of Emergency
Medicine and the Oklahoma State Department of Health created the Disaster Health
Studies Group to coordinate investigation of the medical response to the bombing and
decipher the epidemiology of the deaths and injuries related to the blast. The
Department of Psychiatry and Behavioral Sciences became an active member of this
group.

The Disaster Health Studies Group worked to develop a system of collaboration
to ensure a comprehensive and potentially definitive database and also to avoid serial
interviewing of the victims and rescue workers. Because of the concern for the re-
traumatization of the Oklahoma City community by overzealous mental health
researchers, the Department of Psychiatry and Behavioral Sciences petitioned the
Governor’s office to designate the department and the OUHSC Institutional Review
Board (IRB) as the clearinghouse for all mental health research related to the
bombing.

With the Governor's mandate secured, the Department of Psychiatry and
Behavioral Sciences identified some general research objectives: (1) identifying
factors that would protect victims from revictimization; (2) integrating existing
resources to reduce duplication of effort and potential revictimization; and (3) insuring
the validity, integrity, and quality of the data collected. The goal was to identify the
mental health status of the studied populations and to assess psychological needs for
prevention, intervention, and treatment.

The IRB-approved protocols now being investigated include: (1) the
assessment of elementary and secondary school children teachers and staff; (@) a
telephone survey of the Oklahoma City community with a comparison community in
Indiana; (3) an assessment of the Oklahoma City mental health patient sample; (4) an
assessment of the Murrah Federal Building and other downtown Oklahoma City
survivors; and (5) a survey and assessment of the Oklahoma City Fire Fighters.

The centralized coordination of research efforts has limited intrusion on
sensitive populations in the community, minimized overlap of projects, facilitated
communication between state agencies, fostered a broader understanding of research
strategies, and nurtured integration with the service delivery systems.
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Recommendations

1) Designation of a coordinating university for research. The appropriate
branch of state government should appoint a specific research university department
or committee to be the coordinator of the mental health research for an incident.
Ideally, it would be designated in the state disaster plan. In the absence of such a
component in the state plan, the Disaster Response Network (DRN) could play a
valuable role in facilitating such a declaration.

2) Use of common research protocols. Disaster researchers, including those
who study mass casualties incidents, terrorist activities, civil unrest, and war, should
begin to collaborate on a methodology that allows easy comparison of the findings of
research following various disasters. This task could best be done by a committee or
task force appointed by the Federal Emergency Management Agency (FEMA),
National Institute for Mental Health (NIMH), or a collaboration of professional
associations such as the American Psychological Association (APA) and the American
Psychiatric Association. A "standardized" protocol would also allow more rapid IRB
approval and investigation of the immediate psychological impact on a community.
The use of a common core protocol to develop a common pool of data would not
preclude individual teams from proposing special research foci to the coordinating
university. However, it would reduce the potential for repeatedly colliecting identical
data from people impacted by a disaster. In the long run, it will increase the
willingness of individuals to participate and, thus, improve the quality of the data, and
thereby, the research itself. The use of a task force would also permit the standard
protocol to be refined with advances in methodology and an understanding of the
sequelae of traumatic stress.

3. Study of long-term consequences. It is important that the research protocols
include an examination of the long-term consequences of traumatic stress.

4. Comparison of treatment efficacy. It is important that the research protocols
include a comparison of treatment interventions, so that the most effective
interventions possible can be determined.

5) Funding of research as part of FEMA/CMHS crisis intervention grants.
ideally, the Stafford Act, the federal law that authorizes the FEMA/Center for Mental
Health Services (CMHS)-funded crisis intervention grants, would be modified to fund
the critical work of the researchers, allowing science and practice to be conducted as
a refined team, and maximizing the value obtained for the funds expended in these
efforts.
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X. MENTAL HEALTH AND THE MEDIA

Although all of central Oklahoma was rocked by the blast of the bomb at the
downtown Murrah Federal Building, much of the rest of the world knew about the
tragedy through television. Local affiliates carried live, unedited, continuous coverage
of the bomb site from seconds after the blast until 5:30 that afternoon. During the first
3 weeks of the recovery and relief effort, the American Red Cross (ARC) logged over
200 media inquiries each day. ARC public affairs officers estimate that over 85% of
the media inquiries were for mental health interviews or information. Media attention
eased only slightly after the first 3 weeks. In April 1996, the broadcast coverage of
the anniversary in April 1996 was estimated to exceed the audience of the preceding
NFL/AFL Superbowi.

Specific issues emerged during the Oklahoma City Bombing recovery
regarding the mental health services and the media: (1) recruitment of
spokespersons; (2) protection of survivors and family members; and (3) debriefing
services for the media. Another issue, the potentially traumatizing effect of explicit
televised coverage, was considered to be beyond the influence of this Task Force.
Nevertheless, as noted earlier, children across the country seemed to be strongly
impacted by viewing the live coverage of the bomb’s immediate aftermath and
subsequent coverage of the recovery of children's bodies.

The mental health "angle" of the Oklahoma City bombing was recognized
immediately by local, national, and international print, radio, and television reporters.
The demand for interviews was persistent across the first month of the recovery
efforts. Initially, spokespersons were recruited from community mental health care
providers not actively involved in direct care. As organization emerged and rotating
schedules were implemented, more experienced, prepared mental health
spokespersons were available for interviews.

The ARC Public Affairs function provided on-site operational briefings to mental
health providers before each interview. These briefings discussed answers to
anticipated or frequently asked questions. An ARC "Fact Sheet" with the statistics of
the relief operation to date was also available to distribute to the reporters. The
American Psychological Association (APA) Disaster Response Network (DRN)
provided updates and fact sheets to recognized spokespersons. The DRN also
secured interviews and instructed the media on important mental health issues related
to the bombing and the recovery efforts.

The print and broadcast media were also very interested in talking with
survivors, rescue workers, and family members of the deceased. Mental health
providers in leadership positions, almost exclusively psychologists, put in place policies
to limit the intrusion of the media while allowing survivors and family members that
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wanted access to have it available to them. Mental Health and ARC Public Affairs
specialists at the Compassion Center would brief each family member before their
interview, escort them during the interview, and debrief them afterwards.

The media representatives were also "secondary victims" of this disaster. Their
hours were long, the competition for the exclusive story was high, and the intensity of
their exposure was great. Some local affiliate reporters first on the scene abandoned
their equipment to assist with the rescue efforts. Like the rest of the Oklahoma City
community, the local affiliates felt the blast, knew the victims and families, and
experienced the transformation of their city. The ARC and the Oklahoma Critical
Incident Stress Management Network were deployed to debrief many of the local
affiliates on a group and individual basis.

Recommendations

1. Selection of mental health spokespersons. The DRN state coordinator
should enlist a cadre of spokespersons. Psychologists who are comfortable with the
media and who have expertise in child psychology, human development, post-
traumatic stress disorder, and grief and bereavement would be optimal in mass
casualty and terrorist events. These identified spokespersons should be trained in
media relations and identified to the ARC Public Affairs and the APA DRN for local
and national media referrals. It is politically useful, and indeed appropriate, that
spokespersons include representatives of various agencies represented among the
responders.

2. Need for security at compassion centers and other sites. Disaster plans
need to include provisions for appropriate law enforcement to maintain a membrane of
security against media intrusion into sensitive areas where recovering victims, grieving
family members, and demobilizing rescue and relief workers congregate. Unarmed,
non-law enforcement "gatekeepers" are not adequate to deter the aggressive and
persistent efforts of the national media presence typical in such mass casualty events.
It needs to be noted, however, that many national media representatives conduct
themselves in a professional and respectful manner. This recommendation is not
intended to impugn the professionalism of all media personnel.

3. Assistance for families in dealing with medija. Survivors and family members
should be offered a briefing before they talk with the media. A prepared handout with
suggestions for dealing with the media would be helpful. Mental health providers
should be available after the interview for debriefing and possible crisis intervention.

4. Media personnel as secondary victims. The broadcast and print media
personnel should be viewed as potential secondary victims. Mental health providers
may wish to include the local print and broadcast affiliates for separate
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demobilization/defusing/debriefing in their disaster plan outreach. Since these are
generally personnel on paid duty for for-profit corporations, however, media
corporations should be encouraged to provide appropriate support for their employees.
This may be accomplished through appropriate employee assistance program (EAP)
contracts or independent contracts with disaster mental health providers.
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Xl. CONCLUSIONS

In the heartland of the United States, known for rodeos and tornadoes, a
terrorist bombing of the Federal Building in downtown Oklahoma City created a mass
casualty tragedy unheard of in the United States. The local mental health community
responded immediately, gaining access and implementing services, based on long-
standing relationships with the local American Red Cross (ARC) chapter and municipal
and state emergency services agencies. National ARC mental health personnel
provided the local mental health responders with mass casualty experience and
organizational skills.

Although the human and material resources were plentiful, the execution of the
mental health disaster response plan was not without problems. Some of the
problems were unique to the culture of Oklahoma City but others could be problems
encountered by other mental health professionals confronting a mass casualty incident
or large-scale terrorist event in any community. The recommendations offered in this
report have been distilled not only from the Task Force’s collective experience in
Oklahoma City and other mass casualty responses, but also from many other
agencies and individuals instrumental in the mental health response following the
federal building bombing.

The Task Force strongly encourages all governmental and private agencies
concermned with disaster mental health to examine the recommendations in each
section of this report. Several recommendations cut across a number of study groups;
the Task Force re-states them in this conclusion to emphasize them further.

1. Mass Casualty Incidents Are Different from Other Disasters. Federal,
state, and local authorities, ARC chapters, and mental health professionals need to
understand that mass casualty incidents are different from other disasters. The
psychological impact of these incidents appears to be more extreme than from other
disasters. This severity also seems to lead to more immediate and long-term
traumatic stress reactions. Broad community reaction is also common, and will be
particularly likely in the aftermath of a terrorist incident. Federal, state, local, and ARC
disaster plans need to provide for these consequences.

2. Immediate Response. Federal Emergency Management Agency
(FEMA)/Center for Mental Health Services (CMHS) funded crisis intervention programs
often involve assembling new teams of providers, that frequently include a significant
proportion of paraprofessionals and unlicensed mental health professionals.

Moreover, many of the licensed providers are unlikely to have training in disaster
mental health and/or traumatic stress. In addition, few mental health professionals are
trained in community outreach.
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Therefore, the importance of quality training and consultation for mental health
administrators and service providers to a community recovering from a mass casualty
and/or terrorist act can not be too strongly emphasized. The training needs to be: (1)
systematic and integrated into the project operation; (2) provided by recognized
authorities in disaster and trauma; (3) ongoing, incremental, and sensitive to the
unique needs of the community involved; and (4) routinely reviewed to ensure the
consistent and effective direction of the training and its appropriateness to the
changing nature of the needs of the providers and clients.

Similarly, there needs to be a clear and precise line of supervision for
inexperienced licensed providers, unlicensed mental health providers, and
paraprofessionals. This supervision needs to meet the standards of state laws for the
state in which the services are provided. In many cases, this will require weekly
supervision sessions.

3. Long-Term Response. The FEMA/CMHS-funded crisis intervention grants
are authorized by the Robert T. Stafford Disaster Relief and Emergency Act. This
legislation limits the activities of the grants it funds to short-term crisis intervention
services. No provision is made for the long-term needs of those impacted by the
disaster. Federal, state, and local authorities need to explore the means for funding
and providing long term disaster mental health services.

4. Research. The scientist/practitioner model that lies at the heart of much of
psychology recognizes the need for linkage between research and the provision of
services. Needs assessment studies provide information regarding the numbers and
locations of those needing services, and the nature of the services they may require.
Program evaluation provides information regarding the quality of services provided.
Treatment research has the capacity to evaluate the relative merits of different
techniques for the provision of services. These types of research are critical for the
service provider so they can ensure that people in need receive the most effective
treatment possible as efficiently as possible.

The FEMA/CMHS-funded crisis intervention programs need to communicate
actively with researchers studying the aftermath of the disasters that necessitated the
crisis intervention program, leaming from researchers in the immediacy of the
moment, rather than relying solely on studi of previous incidents. Ideally, the Stafford
Act would be modified to fund the critical work of the researchers, allowing science
and practice to work together as a refined team, maximizing the value obtained for the
funds expended in these efforts.

The Task Force considers its recommendations to be working hypotheses.
Effective mental health responses following terrorist and/or mass casualty events
should not be guided merely by convenience or tradition. Only rigorous investigation
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of the outcome of past interventions will lead to improvement in our professional
response. The psychological literature in disaster response and recovery must reach
a point of maturation where such hypothesis testing is routine. Models, based on
science, should be developed and elaborated or discarded for a more effective
alternative. To our Task Force, this represents more than a scholastic interest. It is
the way our profession can solemnly honor those who died, the survivors, and those
that loved them.
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