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On April 19, 1995, a terrorist
bombing in Oklahoma City killed
168 people and injured 853 oth-
ers. The Oklahoma Department
of Mental Health and Substance
Abuse Services was the lead agen-
cy in crafting a community men-
tal health response to reduce im-
pairment of those affected. The
Project Heartland program, which
opened on May 15, 1995, was the
first community mental health
program in the U.S. designed to
intervene in the short to medium
term with survivors of a major
terrorist event. The authors de-
scribe lessons learned in the ar-
eas of planning and service deliv-
ery, as well as the types and ex-
tent of services provided in the
project’s first two years. (Psychi-
atric Services 50:953–955, 1999)

At 9:02 a.m. on April 19, 1995, a
yellow rental truck containing a

bomb exploded in front of the Alfred
P. Murrah Federal Building in down-
town Oklahoma City. This major dis-

aster resulted in the deaths of 168
people; 853 were injured.

On May 15, 1995, the Oklahoma
Department of Mental Health and
Substance Abuse Services (ODMH-
SAS) opened Project Heartland,
America’s first community mental
health program specifically designed
to intervene in the short to medium
term with the survivors of a major ter-
rorist event. This paper describes
Project Heartland’s first two years of
operation.

Project Heartland
The disaster model
The Oklahoma City bombing was a
human-made, centripetal disaster (1)
in which victims lived or worked in
the affected area and the entire com-
munity shared in the assault. Such
disasters tax local resources but also
unite residents in the recovery pro-
cess. 

Project Heartland was established
with funding from the Federal Emer-
gency Management Agency (FEMA)
through the Center for Mental
Health Services. Its design, imple-
mentation, and management is solely
a local effort, although federal guide-
lines dictate service priorities. Cur-
rent funding is through the Office for
Victims of Crime of the U.S. Depart-
ment of Justice. 

Disasters can be viewed in phases
(2–5). Project Heartland staff used
the model described by Farberow
and Frederick (4) and Myers (6) be-
cause it is consistent with the federal
response in structure and process.
These authors describe a four-phase
paradigm. The phases are called the

heroic phase, the honeymoon phase,
the disillusionment phase, and the re-
construction phase. The model pro-
vided Project Heartland staff with a
framework for understanding and
preparing to meet the public’s needs
over time. 

Planning 
The goal of Project Heartland was—
and continues to be— to provide crisis
counseling, support groups, outreach,
and education for individuals affected
by the bombing. Several concerns be-
came evident in the first days after
the bombing. ODMHSAS, the state
agency selected to organize, coordi-
nate, and conduct the mental health
response, had no disaster plan in
place. Furthermore, the Oklahoma
Office of Civil Emergency Manage-
ment had little previous interaction
with ODMHSAS, and no interagency
service agreement existed. Despite
the lack of a formal agreement, work
commenced, and by April 24 plan-
ning began.

The American Red Cross provides
only immediate postimpact crisis
services. The Compassion Center,
the support and death-notification
program established by the Red
Cross in downtown Oklahoma City,
closed within ten days. Unfortunate-
ly, tension among individuals and or-
ganizations involved in disaster re-
sponse is not unusual. After the
bombing, staff of the local Red Cross
did not wish to transfer responsibili-
ty to Project Heartland as directed,
and they resisted training ODMH-
SAS staff.

To decrease the likelihood of such
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conflicts over leadership during tran-
sitions and to provide consistency in
leadership, it is prudent that the
postimpact counseling and death-no-
tification center be directed by spe-
cially trained staff from the state
agency responsible for developing
and maintaining the postdisaster
plan. This staff should work closely
with other agencies in predisaster
planning and disaster response and
should be knowledgeable about the
various organizations involved in the
response. This staff needs clear gov-
ernmental authority to direct service
delivery. 

In May 1995 ODMHSAS spon-
sored a statewide forum in Oklahoma
City to obtain community input in the
development of service goals for the
mental health recovery plan. This use
of a quasipublic disaster relief plan-
ning workshop appears unique in the
disaster literature. One-hundred
stakeholders were invited to partici-
pate in one of five half-day facilitated
workshops to develop specific mental
health goals for disaster recovery. 

The stakeholders made 15 primary
recommendations to help ensure that
the agencies involved in Project
Heartland would enlist qualified
providers and use a multidisciplinary
team approach to deliver accessible,
high-quality, culturally sensitive ser-
vices to a variety of special popula-
tions affected by the bombing. The

recommendations also focused on en-
suring that the media would be edu-
cated about responses to trauma and
that the needs of rescue workers,
those already affected by mental ill-
ness, the homeless, and civilian work-
ers in the area would not be over-
looked. The needs of children were a
special concern, and a companion pa-
per addresses Project Heartland’s ser-
vices for children (7).

Implementing services
Project Heartland is located in a two-
story multitenant office building
within easy reach of public trans-
portation. The project was initially
staffed with 22 individuals, including
a director, professional counselors,
outreach workers, and support per-
sonnel. It became clear that it was a
mistake to hire younger individuals,
many of whom had no experience
dealing with death or related issues.
It is strongly recommended that each
state’s mental health department have
a cadre of culturally sensitive and ma-
ture individuals trained in critical-in-
cident stress debriefing and other in-
terventions.

Vicarious traumatization was a
problem, and exposure to the trau-
matic experiences and rage of sur-
vivors caused erosion of staff morale.
This erosion became evident in phys-
ical illness and emotional distress and
in increasing absenteeism rates. A

psychologist with training in disaster
mental health was employed to de-
brief and support staff and to provide
clinical case review. We recommend
that the consultant who provides sup-
port to staff should not also provide
case consultation because the consul-
tant’s critical review of a therapist’s
work may discourage the therapist
from openly sharing personal reac-
tions.

Project Heartland contracted with
eight partners— both state and pri-
vate organizations— to extend ser-
vices to predefined populations, in-
cluding ethnic minorities, persons
with preexisting emotional disorders,
elderly persons, and children. We be-
lieve that this blend of state and pri-
vate groups is both unique and highly
desirable because it offers accessible
services by experienced professionals
and integrates postdisaster services
with existing programs.

Subcontractors were functionally
independent of Project Heartland.
We recommend that other disaster
response programs use the contract
itself to address potential problems.
For example, the contract should
specify the amount of time to be
spent in direct clinical service and
expressly require all subcontracted
clinicians to have at least a master’s
degree, to be licensed or licensable
in a mental health profession, and to
participate in ongoing training in ar-

Table 1

Services and activities of Project Heartland and its subcontracted partner organizations in the first two years after the Okla-
homa City terrorist bombing in April 1995

Project Heartland Center Subcontracted partners

N of N of other N of N of other Total N of Total N 
Service or activity clients recipients1 N of hours clients recipients1 N of hours recipients of hours

Screening, evaluation, 
and referral 184 0 22 57 1 11 242 33

Emergency services and
crisis intervention 1,006 4,382 5,834 3,344 2,897 4,501 11,629 10,335

Counseling and therapy2 422 0 2,100 3,557 10 6,830 3,989 8,930
Support services3 476 735 10,025 2,774 12 19,536 3,997 29,561
Programmatic activities4 0 15,535 4,135 0 52,331 23,331 67,866 27,466
Outreach5 0 22,153 3,204 0 84,267 9,238 106,420 12,442
Total 2,088 42,805 25,320 9,732 139,518 63,447 194,143 88,767

1 Recipients were individuals served in groups (such as debriefings) and for whom no identifying information was recorded.
2 Individual, group, and family
3 Support groups and client advocacy services
4 Consultation, education and training, system support, and treatment team meetings
5 Door-to-door visits and mailings
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eas such as outreach, evaluation and
referral, crisis and grief counseling,
and record keeping.

Services
As Table 1 shows, in the first two
years of Project Heartland, the great-
est number of service hours were
spent providing support services,
which include support groups and
client advocacy services. Providing
programmatic activities accounted
for the next largest number of hours;
they included consultation, education
and training, system support, and
treatment team meetings. Following
these services in number of hours
were outreach services, which includ-
ed door-to-door visits and mailings;
emergency services and crisis inter-
vention; counseling and therapy; and
screening, evaluation, and referral
services.

Crisis intervention and individ-
ual counseling. Project Heartland
staff provided crisis counseling per-
son-to-person at the center, at clients’
homes and workplaces, and by a tele-
phone hotline. Crisis services typical-
ly centered on suicide threats, family
violence, and workplace conflict.

Evaluation and referral. Project
Heartland was not intended to serve
those with serious emotional prob-
lems or to provide comprehensive psy-
chological assessments. Policies were
developed to refer those in need of
more intensive intervention. Never-
theless, Project Heartland was criti-
cized by some professionals because
of a perceived failure to refer individ-
uals in need of more traditional and
intensive services. It is recommend-
ed that each state’s mental health au-
thority establish service agreements
with mental health professional and
licensure organizations that detail
collaborative efforts during and after
a disaster.

Support groups. Twenty-one sep-
arate support groups were estab-
lished in the first two years after the
bombing. They consisted of groups
for survivors, parents who lost young
children, parents who lost adult chil-
dren, adult siblings of victims, widows
and widowers, state employees di-
rectly affected, downtown workers
and residents, rescuers and respon-
ders, school personnel, displaced per-

sons, employee groups with multiple
losses, and homeless persons who
were in the downtown area during
the bombing. 

Groups were constituted on the ba-
sis of suggestions of individuals re-
sponding to outreach efforts. Group
attendance and duration varied, but
all were considered successful. Flexi-
bility is recommended in deciding
what kinds of groups to offer, adapt-
ing to the changing needs and inter-
ests of potential participants.

Outreach. The maximum impact
of outreach efforts occurred in the
first 12 months. Outreach was accom-
plished in several ways. The outreach
staff visited every home and business
within a mile radius of the blast.
Home visits were also made to sur-
vivors, victim’s families, and rescue
workers. They stationed staff at the
FEMA disaster center and the Amer-
ican Red Cross Center as long as
those facilities were open. They at-
tended meetings and reunions of sur-
vivor groups. 

In addition, outreach staff held two
intensive retreats with persons who
were directly affected by the bomb-
ing. They assisted apartment dwellers
returning to buildings in downtown
locations that had been evacuated for
months. Outreach staff regularly cor-
respond with survivors and survivors’
families about new programs, events,
and projects. Material about traumat-
ic bereavement was mailed to victim’s
families and injured survivors. In ret-
rospect, it would have been prefer-
able to have more outreach staff for a
shorter period of time, especially dur-
ing the first six months. It is recom-
mended that outreach training be in-
cluded in the predisaster planning ef-
fort.

Consultation, education, and
the media. In the two-year period
after the bombing, Project Heart-
land provided disaster-related edu-
cation and training to more than
10,500 people. Topics included post-
traumatic stress disorder, traumatic
bereavement, children and disasters,
the role of the media in recovery,
and school-based services. It is rec-
ommended that a media policy and a
formal media liaison be implement-
ed and utilized immediately after a
disaster.

Conclusions
During Project Heartland’s first two
years of existence, staff were creative
and flexible in researching, designing,
and implementing services for sur-
vivors, family members, and the com-
munity. Staff members studied the
literature, consulted with experi-
enced colleagues, and routinely ex-
amined the program’s mission and
goals. They continue to provide ser-
vices although the program is re-
duced in size and focus. 

Unfortunately, one of the program’s
shortcomings has been a failure to
systematically and contemporaneous-
ly evaluate its effectiveness. There-
fore, the lessons learned in the
process are anecdotal. Nevertheless,
they should be studied by those in-
volved in developing services in antic-
ipation of future terrorist attacks in
other American cities. ♦
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