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The Frontline Reports column
features short descriptions of
novel approaches to mental
health problems or creative appli-
cations of established concepts in
different settings. Material sub-
mitted for the column should be
350 to 750 words long, with a
maximum of three authors (one is
preferred), and no references, ta-
bles, or figures. Send material to
the column editor, Francine
Cournos, M.D., at the New York
State Psychiatric Institute, 1051
Riverside Drive, Unit 112, New
York, New York 10032.

PPssyycchhooeedduuccaattiioonnaall  
DDeebbrriieeffiinnggss  AAfftteerr  tthhee  
SSeepptteemmbbeerr  1111  DDiissaasstteerr
After the World Trade Center disas-
ter on September 11, a group of cli-
nicians, educators, and administra-
tors from New York State Psychiatric
Institute responded to requests,
mostly from government and non-
profit agencies, to provide mental
health debriefings to persons affect-
ed by the disaster. Our group was
aware of the controversy about the
effectiveness of one-session debrief-
ings, but the pressure to offer this
service, from both administrators and
employees, convinced us that a re-
sponse was needed.

Between September 26, 2001, and
November 6, 2001, our group facili-
tated 12 debriefings, using a psy-
choeducational model. Each session
lasted 90 minutes to two hours. The
facilitators remained on-site for
about half an hour after the presenta-
tion to answer questions. Attendance
was voluntary, a point that was em-
phasized at the beginning of each
session. We provided information
about emotional responses to disas-
ter, both normal and traumatic; ad-
vice for helping children who have
been exposed to trauma; and practi-
cal steps that participants might take
to feel safer.

The group of facilitators usually in-
cluded a psychiatrist, a psychologist,
and a social worker. All facilitators

had prior training. The program was
flexible and allowed time for ques-
tions. The sessions emphasized re-
silience and recovery but included a
discussion of the types of problems
that might suggest that a participant
would benefit from mental health
services. We developed a referral list,
which included over 100 mental
health professionals who were willing
to donate treatment time.

In early November, we distributed
evaluation forms by contacting the
employee who had organized the ses-
sion at each site, usually the employ-
ee assistance coordinator. This per-
son distributed the anonymous ques-
tionnaires along with stamped, self-
addressed envelopes to employees
who had attended the sessions. Of
203 surveys distributed, 129 (64 per-
cent) were returned. The 13-item
questionnaire covered demographic
characteristics, level of exposure,
perceived impact of the September
11 events, and an evaluation of the
debriefing.

Our survey included only one indi-
vidual who was actually in the World
Trade Center on September 11. Most
participants had lost someone they
knew or had been indirectly affected. 

Eighty-two percent of the respon-
dents found the intervention helpful,
10 percent did not find it helpful, and
8 percent had no opinion. Eighty-six
percent did not find the session
harmful, but 3 percent (four partici-
pants) did find it harmful.

Sixty-eight percent felt better after
the session, but 22 percent did not.
Ninety-one percent found the ses-
sion informative. Forty-seven per-
cent felt more comfortable dis-
cussing the disaster, 43 percent were
already comfortable, and 10 percent
did not feel more comfortable.
Among respondents with children,
74 percent said the session helped
them talk to their children, and 22
percent said it was not helpful. For
the subgroup with the highest level
of exposure, 92 percent of those who
lost someone found the session help-
ful, and one participant (3 percent)
did not. Two percent (13 respon-
dents) of this subgroup had been

within five blocks of the World Trade
Center at the time of the disaster,
and all of them found the session
helpful. Ninety-seven percent of the
respondents who said that they were
“having symptoms” found the session
helpful, and one participant did not.

The last part of the survey asked
participants to check all applicable
statements. Sixty-eight percent of the
respondents indicated that they
would recommend the sessions to
others, 39 percent felt they would
benefit from additional sessions, and
48 percent indicated that they used
information from the sessions to help
coworkers, friends, or family. Thirty-
six percent said that as a result of this
session they had a clearer idea of how
to handle a disaster. About a dozen
persons received a referral after
these sessions, but in some cases the
person who needed the referral was
not a participant but a friend or
coworker of a participant. Only 3 par-
ticipants (2 percent) indicated that
they sought mental health services
after the session.

After a disaster, people often have
a desire to process the event. Most
participants who answered our sur-
vey indicated that the debriefing ses-
sions that were held for this purpose
were helpful and positively received.

More research on debriefings is
needed. Regardless of experts’ con-
cerns, there is a great demand for
them, and many participants feel that
they have been helped by debriefing.
Debriefings also create an opportuni-
ty for case finding. Four participants
found the session harmful, one of
whom had had significant exposure
to the events. A better understanding
of adverse responses is essential.
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AA  SSeeccoonndd  CChhaannccee  ffoorr  
PPeeooppllee  WWiitthh  ““TTrreeaattmmeenntt--
RReeffrraaccttoorryy””  PPssyycchhoossiiss

Despite advances in psychopharma-
cology, many patients remain too im-
paired to be discharged from state
hospitals. One response to this prob-
lem in New York State was the devel-
opment of a partnership among a pri-
vate hospital, the New York Presby-
terian Hospital–Weill Medical Col-
lege of Cornell University–Westches-
ter Division (NYPH-WD), the New
York State Office of Mental Health,
and four community residence pro-
viders in New York City. The goal of
this partnership was to develop an al-
ternative treatment model for “un-
treatable” patients who had been in
state hospitals for more than three
years. Such patients would be placed
in the Second Chance Program, a
new, specialized 30-bed inpatient
unit at NYPH-WD. The program
opened in the winter of 1998.

Patients in the program receive ag-
gressive pharmacotherapy in addi-
tion to milieu management, group
skills training, and individualized in-
terventions to address their behav-
ioral excesses and deficits. A point
system based on comprehensive ob-
servational ratings is used for deter-
mining on-ward and off-ward privi-
leges. Patients receive daily ratings
on ten criteria each for appearance
and grooming, room cleanliness, be-
havior at meals, and preparation for
sleep. Points are given for each crite-
rion met, and extra points are given
to patients who reach the targets set
for them on the basis of their per-
formance during the previous two
weeks. In addition, patients receive
daily ratings on 20 inappropriate be-
haviors and four classes of socially
appropriate behaviors. The total
number of points earned and lost is
computed at the end of the week to
determine each patient’s level of on-
ward and off-ward privileges for the
next seven days.

All of these data are entered into a
software application developed for
the Second Chance Program, and in-
dividual patient reports are pro-
duced. The reports include frequen-

cy counts of each behavior during the
previous week, the week before that,
and the first week the patient was on
the unit. Patients receive a copy of
their own report each week, and clin-
ical staff receive reports on all pa-
tients. The reports are reviewed at
weekly staff meetings. The data in
the reports are used not only for set-
ting privilege levels but also for treat-
ment planning and for informing pa-
tients about progress in the program
and behaviors that need further
change.

The program also uses a token
economy, which can be thought of as
a prosthetic environment for people
with severe cognitive deficits. Pa-
tients earn tokens for meeting specif-
ic behavioral targets; such targets
may be for the behaviors noted above
or for aspects of behavior at group
sessions, including arriving on time,
participating, and staying for the en-
tire session. An important feature of
the system is that as a patient’s be-
havior begins to approach communi-
ty standards, external reinforcers are
used less, and social and internal con-
trols are relied on more.

Within the milieu, feedback for ap-
propriate and inappropriate behav-
iors is given through a specific form
of prompting that highlights conse-
quences of behavior and, for inap-
propriate behavior, assists the patient
in choosing a better alternative. In
addition to these milieu management
systems, the program offers a full
range of skills training, cognitive re-
habilitation, and recreational groups.

By April 2001, a total of 181 pa-
tients had been admitted to the pro-
gram, 30 of whom were in the pro-
gram at that time. The average length
of stay for the current state hospital
admission for the 181 patients was
seven years. Of the 151 patients who
had left the program, 116 (77 per-
cent) had been discharged directly to
the community, most to one of the
program’s four residence provider
partners, and some to other housing
providers or to live with family mem-
bers. The other 23 percent had been
readmitted to the state hospital.

The median length of stay in the
program for first admissions for the

151 patients was 87 days; the mean
was 145 days. Of the 116 discharged
patients, 63 (54 percent) had not yet
required readmission to the pro-
gram. Among those who did, the
mean length of community tenure
before readmission was 176 days, and
the mean length of stay in the pro-
gram during the readmission was 67
days.

Data on patients’ behavior change
while in the program indicate large
improvements in nearly all areas rel-
evant to effective functioning in the
community. In addition, rates of ag-
gressive behavior dropped signifi-
cantly. For example, before the intro-
duction of behavioral interventions,
the frequency of the use of seclusion
and restraint for all patients com-
bined was 9.3 per month, and 17.9
incidents occurred per month. With
the program of behavioral interven-
tions, both of these rates dropped be-
low two per month.

The Second Chance Program
model has proved to be effective for
treating patients who were consid-
ered unlikely to be discharged from
state hospitals. The program pro-
vides further evidence that when in-
tensive behavioral treatment is com-
bined with appropriate psychophar-
macology, the number of patients
deemed to have treatment-refractory
psychosis is far lower than when
medication alone or medication plus
inpatient treatment-as-usual are
used.
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