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Abstract

Hurricane Katrina resulted in a disaster of proportions not previously known in the United States. The traumatic
experiences of children and families during Hurricane Katrina, the flooding that resulted from the breach of the
levees, the evacuation, and the aftermath are unprecedented. In responding to the enormous mental health needs of
children post-Katrina, the Trauma Team of skilled mental health professionals from the Louisiana State University
Health Sciences Center (LSUHSC) Department of Psychiatry provided crisis intervention and services. This paper
discusses the work of the LSUHSC Trauma Team and provides a snapshot of the current mental health status of several
thousand children and adolescents in post-Katrina New Orleans (not including those who were still displaced). Almost
one half of the 4th to 12th grade students and over one quarter of younger children (based on parental report) met
criteria for mental health services, based on the number and severity of their behavioral symptoms. Children who
were separated from their parents or who had experienced previous trauma or loss were most likely to meet criteria.
Ongoing risk relates to poverty, slowness of recovery, job loss, and family problems. Recommendations for rapid
deployment of mental health services to children are provided, based on the Trauma Team’s experiences. Educational
efforts, school-based services, after-school care, resilience-enhancing programs, and community-building strategies
are also discussed. Most important, a clearly articulated national disaster plan for children and families is urgently
needed. This plan should be trauma-focused and based on developmental principles, research, and lessons learned
from this and prior disasters. Knowledge gained from this disaster can aid in understanding and meeting the needs
of children and families impacted by disasters, promoting resilience and self-efficacy, and providing evidence-
based therapeutic services.
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From The Edilor

Certainly the destruction caused by Hurricane Katrina and the flood-
ing resulting from breakage of the levees in New Orleans was one of the
greatest disasters and human tragedies in generations. As developmental
scientists, it behooves us to consider how the consequences of such a
disaster may differentially impact children. Joy and Howard Osofsky
and William Harris do just that in the current issue of the SPR. There
has been a lot of public attention to relief efforts but few have focused
specifically on children and families. The one exception that | know is
the fall issue of APA’s Division 37 newsletter, The Advocate, which also
addresses Katrina.

The authors begin by documenting the human dimensions of this
tragedy. Itis difficult to fathom what a devastating event this disaster was.
Anyone who has since visited New Orleans can attest to its magnitude
and to the toll on human displacement and suffering. What is especially
important when addressing implications for children are the policy rec-
ommendations that are specific to children of different ages. That is one
main goal of the current issue of the SPR.

This article provides statistics on the number of children of different
ages showing behavioral symptoms of trauma that required some type of
mental health services. This number varies from one quarter to one half
of children! Obviously the demand for services and the drain on available
resources was substantial. The authors argue that this country needs a na-
tional disaster plan that includes provisions to meet the needs of children
and families. This disaster provides considerable information on lessons
learned. For example, response to such an event requires a multi-pronged
and multi-level approach. Education on preparedness is one piece, as is
capacity for response from schools, after-school programs, and community
organizations. A national plan also needs to be based on what we know
from research about the development of children and the impact of events
such as separation from parents.

The article also makes clear that risk factors related to poverty and the
disadvantaged lives of many who experienced this disaster made the impact
far worse than might otherwise have been the case. In fact, the aftermath
of Katrina is an astounding example of what happens when a nation and a
community allow poverty and disadvantage to fester unchecked. I would
argue that Katrina should provide a much wider wake-up call than the
need for a national disaster plan, although of course that is also needed.
The consequences of poverty and inequality are pervasive and affect us
all, not just the victims. This point could not have been made more ef-
fectively than by the aftermath of Katrina. Now, almost a year and a half
later, we as a nation are still trying to cope with the consequences. Yes,
Katrina demonstrates convincingly the need for a national disaster plan,
a plan that attends to developmental needs. It also demonstrates the need
to work harder as a nation to reduce poverty and disadvantage, especially
in children and families.

Lonnie Sherrod, Ph.D., Editor
Fordham University
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Hurricane Katrina resulted in a disaster of pro-
portions not previously known in the United States.
The winds and flooding resulted in the evacuation and
destruction of 80% of New Orleans. In neighboring
St. Bernard Parish, 95% of the homes, schools, and
businesses were destroyed by the flooding. Hurricane
Katrina displaced 650,000 people from their homes in
Louisiana alone and many more were displaced from
Mississippi and the Gulf Coast. Additional children
and families in Louisiana and Texas were affected by
Hurricane Rita in subsequent weeks. Not only were
homes destroyed by the wind and flooding, but 875
schools in Louisiana were also damaged and 40 were
totally destroyed. The experiences of children and
families during Hurricane Katrina, the flooding that
resulted from the breach of the levees, the evacuation,
and the aftermath are unprecedented. One major les-
son learned is that our country has no clear disaster
plan for children.

Think for a moment of what it was like for the
children, many of whom had previously experienced
hurricanes. As with past hurricanes, if families evacu-
ated, they left their homes with a day or two of clothes
and supplies—obviously inadequate for this disaster.
If, consistent with prior experience, they did not leave,
they experienced a terrible nightmare—overwhelming
flooding, witnessing death, seeing their homes and
community destroyed, and being trapped in shelters of
last resort (the Superdome and New Orleans Conven-

*Appreciation is expressed to the Trauma Team staff in the
Department of Psychiatry at Louisiana State University Health
Sciences Center in New Orleans and to Anthony Speier, Ph.D.,
Disaster Mental Health Director for the Department of Health
and Hospital’s Office of Mental Health and Program Director for
Louisiana Spirit. Corresponding author: Joy D. Osofsky, Ph.D.,
Professor of Pediatrics and Psychiatry, Louisiana State University
Health Sciences Center, 719 Camp Street, New Orleans, LA 70130;
josofs@Isuhsc.edu.

tion Center) in stifling heat, without communication,
electricity, and adequate sewerage and food and water
for days. Family members were separated from one
another, often being put on buses or planes alone and
having no idea where they were going. Even one fifth
of children under the age of 10 were separated from
their parents (as estimated from our survey of post-
Katrina children in New Orleans).

What followed the hurricane, for both children
who left New Orleans and those who did not, was
living in overcrowded homes and trailers, moving
frequently, being separated from relatives and friends
(and often not knowing where they were), having
unemployed and distressed caregivers, and having
inadequate money, clothing, and food. Essentially,
children were torn away from everything familiar in
their lives, from support and stability. Both during
the crisis and the slow and limited recovery, children
learned that many of the adults around them had no
clear plan for achieving safety, stability, recovery,
rebuilding, and re-establishing all that was familiar.
The traumatic events experienced by these children
are unprecedented in this country.

Children’s Plight in New Orleans Before and
After Katrina

Children in Louisiana were not faring well even
before the hurricane. Louisiana ranked 49th in the
United States (and Mississippi ranked 50th) of the 50
states on measures of child well-being (Annie E. Casey
Foundation, 2005; Kids Count). Within the city of
New Orleans, 30% of children were living in poverty,
including 43% of the children under 5 years of age in
2000 (US Census Report, 2000). Two thirds of families
living below the poverty level were headed by a single
mother. Children who live in poor and in single-parent
families have experienced more trauma than children
whose families are more advantaged, placing them at
risk for even more negative outcomes.

Following the landfall of Hurricane Katrina on
August 29, 2005, and the subsequent flooding of
nearly 80% of the city, the demographic and social
characteristics of the city changed. Recent statistics
from the U.S. Census Bureau (Lyman, 2006) indicate
that the population of the New Orleans Metropolitan
area dropped from 1,190,615 people in August 2005
to 723,830 in December 2005. In December 2005, it



was estimated that approximately 181,400 individuals
had returned and were living in Orleans Parish (City of
New Orleans Emergency Operations Center, 2006).

We still are not sure how many children are in
New Orleans or how many are returning (although
estimates should become more accurate as 2006-
2007 school enrollment figures are available). It was
initially expected that there would be approximately
34,000 children in New Orleans Public Schools by
January 2007. This number included students in the
Recovery District Schools, the 102 underperforming
schools in New Orleans pre-Katrina over which the
State Department of Education
assumed control in 2005. It did
not include students in charter
schools, parochial schools, or
independent schools. More recent
estimates indicate that this figure
may be an overestimation; cur-
rent data suggest approximately
25,000 students will have en-
rolled in public schools for the
fall semester with some increase
in numbers expected prior to the
spring semester. Providing class-
rooms, teachers, and services for
even the 25,000 is proving to be
a challenge.

The child care situation is
similar. Itis critical to provide support for young chil-
dren and their parents and to allow parents to be able
to go to work to support their families. Pre-Katrina,
271 child care centers were operating in New Orleans,
including Head Start and Early Head Start. As of July
2006, 58 child care centers were open, one fifth of the
pre-Katrina total. Few are providing extended hours
for working parents. Pre-Katrina, 2,618 children ages
three and four and 204 toddlers were enrolled in 32
Head Start and Early Head Start Centers. Currently,
only 700 children, ages three and four, and 72 tod-
dlers are enrolled in nine Head Start and Early Head
Start Centers (again, about one fifth to one fourth of
the pre-Katrina enrollment; in St. Tammany Parish,
just outside of New Orleans, without additional fund-
ing, enrollment in Head Start following the hurricane
was about 50% higher due to the number of displaced
children). Discussions are underway to establish addi-

The experiences of
children and families during
Hurricane Katrina,
the flooding that resulted from the
breach of the levees,
the evacuation, and the
aftermath are unprecedented.
One major lesson learned is that
our country has no clear disaster
plan for children.

tional Head Start and Early Head Start centers in New
Orleans as part of a unified, comprehensive school
plan. Replacement of over 200 child care centers is
a huge task.

The need for additional schools and child care
centers is paralleled in the housing sector. Children
in New Orleans are living in crowded apartments and
houses, and many are still in trailers. Due to the extent
of the devastation and slowness of recovery, many
children are still displaced and unable to return.

The Experiences of the Children of Katrina

The experiences of the children and youth of New
Orleans have been documented
through our work in the field. The
Trauma Team from the Louisiana
State University Health Sciences
Center (LSUHSC) Department
of Psychiatry provided crisis
intervention and services immedi-
ately through the National Child
Traumatic Stress Network Center,
the Louisiana Rural Trauma Ser-
vices Center, and faculty in the
department skilled in working
with children, youth, and families
who have experienced trauma.
Reports from their experiences
are presented, as well as the re-
sults of a survey.

Reports From the Trauma Team in the Field

Our experiences with children and parents fol-
lowing Katrina as part of a Trauma Team bring the
situation into focus. They also may help in designing
a national plan for responding to children and fami-
lies in the wake of future disasters. In the immediate
aftermath, many children who had been displaced ap-
peared dazed or listless. Younger children, especially,
demonstrated regressed, clingy, and anxious behaviors.
Some children (even older children) whose homes had
been destroyed appeared to use magical thinking to
fill in gaps in understanding, repeatedly telling us and
parents “It will be all right. We can go home and sweep
up the floor and it will be ok.” Older children worried
about themselves, their futures, their friends, parents,
and other family members (for example, whether they
would ever see their grandma again, whose home they



went to for every Sunday supper).

First responder parents—who had experienced
so much themselves and had lost their homes, and did
not know the whereabouts or safety of their family
members—described conflicted loyalties between their
jobs and family responsibilities. They even worried
about how to provide funds to family members when
they were finally paid. A mother of a teenager, who
was quadriplegic from a previous accident fell to her
knees praising the Lord when she recognized us and
pleaded for help from us and the police to go back to
her flooded home for her son’s mechanized wheelchair.
He was currently bedridden in a
relative’s home and could not be
moved or obtain the medical care
that he needed. A child, initially
described as doing well, would
not go out or go to school; he
described how guilty he felt now,
that he pleaded with his father
to evacuate—and then his father
was killed in an accident during
the evacuation. A disorganized,
aggressive 5-year-old child had
been separated from two loving
foster parents and was not able to
be reunited with them. We know
how important it is for resilience,
especially for younger children, to
have the consistent support and protection of parents
and caregivers.

In the fall and early spring of 2006, as children
returned to the New Orleans Metropolitan area, some
described being called “trailer trash” when they en-
rolled in other schools and were teased about not hav-
ing a permanent address, home, or adequate clothes.
A five-year-old, whose protective and well-meaning
older brother described him as doing fine, sadly told
us that the children in the new school and community
did not like him. One bright 13-year-old told us about
needing to be brave, but that she was not certain she
could be that way much longer. Her family had lost
their home and all possessions; her parents could not
live together; and her father had no job. She frequently
cried but tried to do it when she was alone.

In December 2005, just before Christmas, a griev-

Some children (even older
children) whose homes had been
destroyed appeared to use magical
thinking to fill in gaps in under-
standing, repeatedly telling us and
parents “It will be all right. We
can go home and sweep up the
floor and it will be ok.”

ing grandparent wanted to know whether to take her
young grandchild with her—she needed to identify
the child’s dead mother and see their destroyed home.
Trembling and experiencing suicidal thoughts, she
worried about whether she could be strong enough for
her grandchild when she was so shaken that she could
barely stand. Parents and children described their panic
at evacuation sites, hot and exhausted, crowds milling
about, some separated from one another, and frantic
about when, where, and if they would be reunited.

Children and adolescents in crowded quarters,
many in trailers, experienced parents who were fight-
ing or no longer wanted to live
together. Children who had lived
in inner city neighborhoods in
New Orleans, often in an environ-
ment of violence and drugs, lost
even those routines and had no
place to live. Children and ado-
lescents were living with friends
and relatives because devoted
parents, who could not return,
wanted them to be in schools
with their friends. Children, who
had temporary declines in school
performance due to trauma and
displacement, now feared be-
ing labeled as dumb because of
needing remediation after having
been in several schools since their displacement. High
school students, who lost their senior year, worried that
they had no future. They had not completed student
loan forms for college before the hurricane; their aca-
demic performance had declined; they felt ill prepared
for examinations and applications; and they worried
about whether they would be able to go to the college
they desired. They worried about the needs of their
parents and whether they should even be leaving home
to go off to college. They also worried about financial
issues related to college and whether the part-time job
they counted on to help support them would still be
available.

A few examples of the remarkable resilience of
children and families to cope in the face of adversity
should also be noted. We think of a young father, who
in comforting his two-year-old bewildered son ex-
plained the loss of their home as follows: “Remember



when your toy broke last year? Well, now, it is a little
like that as our house is broken and can’t be repaired.”
There was also the first responder, who initially tear-
fully pleaded, “Make it go away.” She talked sadly
about how much she missed her flooded home and
being able to take care of her children, even missing
doing the washing and ironing. She then drew on the
words of Martin Luther King and her religious ground-
ing to move forward and
bring her family together.
High school seniors wanted
to graduate with their class-
mates even if their school
could not reopen. Students
sufficiently symptomatic to
qualify for mental health
services frequently described
their first concern as “how
can | rebuild my commu-
nity?” Adolescents in our
Youth Leadership Program,
carried out collaboratively with St. Bernard Parish
Unified School in the summer of 2006, developed
supportive programs and services for newly returning
students and younger children.

Survey of Children and Adolescents in
New Orleans Post-Katrina

In responding to the enormous needs of children
in the aftermath of Hurricane Katrina, the Trauma Team
of skilled mental health professionals from LSUHSC
Department of Psychiatry provided crisis intervention
and services immediately through our National Child
Traumatic Stress Network Center, the Louisiana Rural
Trauma Services Center, and faculty in the department
skilled in working with children, adolescents, and
families following trauma. The goal was to do what
we could to help with the short-term needs for stability
and re-establishing safety, routines, and a sense of nor-
malcy in a now abnormal environment. Mental health
professionals worked in unconventional ways (outside
of offices doing whatever was needed) with families
and children on the streets of the Metropolitan New
Orleans area, in shelters, and on the cruise ships that
were docked temporarily at Julia Street Harbor. The
cruise ships housed first responders, 80% of whom had
lost their homes but still had to work in New Orleans.
Quickly established makeshift offices and playrooms

First responder parents who had
experienced so much themselves,
had lost their homes, and did not know
the whereabouts or safety of their
family members, described conflicted
loyalties between their jobs
and family responsibilities.

were put in place on the cruise ships. Working with
SAMHSA volunteers and with Louisiana Spirit Crisis
Counselors, much was accomplished in the immediate
aftermath by providing psychological first aid, a basic
intervention strategy designed to reduce initial distress
caused by traumatic events and foster short- and long-
term adaptive functioning (NCTSN, 2005), and other
crisis intervention services. The LSUHSC Department
of Psychiatry also provided
more intensive evidence-
based screening, evaluation,
and therapeutic services as
needed. More extensive and
comprehensive resilience
building interventions and
therapeutic services were
planned and implemented
to prevent serious long-term
problems.

The LSUHSC Depart-
ment of Psychiatry faculty
used the National Child Traumatic Stress Network
Screening Instrument, which was modified collab-
oratively with reopening schools to learn more about
experiences and reactions of the returning children and
adolescents to the New Orleans Metropolitan area. The
initial research included a cross section of all children
affected, primarily those returning to the most heavily
impacted areas. It was designed to help in the devel-
opment of responses to needs, including resilience
building and therapeutic services. The assessment,
which allowed children and adolescents to describe
their experiences during and after the hurricane and
to report their symptoms, was completed by 2192
children, all of whom had been displaced and were
currently in 4th through 12th grades in Orleans Parish,
St. Bernard Parish (almost completely destroyed by the
hurricane), and St. John the Baptist Parish. The sample
was 48% Caucasian, 42% African American, and 4%
Hispanic, with the remainder representing other ethnic
and racial groups. The majority of the children (56%)
were living with both parents; 36% were living with
either mother or father.

One third of these 4th through 12th grade stu-
dents said that they had been separated from their
caregivers during or after the hurricane. The children
and adolescents reported that they attended as many



as nine schools since the hurricane (with the average
being two schools). Almost all (95%) saw damage to
their homes and neighborhoods; 75% reported losing
personal belongings. In addition, one third reported
being separated from a pet.
One fifth reported that a
family member had been in-
jured and 15% reported that
a family member had been
killed. Almost one half said
that one of their parents was
unemployed as a result of
Hurricane Katrina.

About one half of the children and adolescents
met the cut-off for referral for mental health services.
Common symptoms were depression, loneliness (many
missed friends), sadness,
and anger (one third of the
respondents). Similar per-
centages of children report-
ed feeling upset when think-
ing about Hurricane Katrina
and tried not to think about
it, said that nothing was fun
anymore, and that they had difficulty concentrating.
Twenty-seven percent reported increased headaches
or stomachaches. Almost one half worried about what
might happen; with many living in devastated areas
and with hurricane season approaching, these worries
were not surprising.

Children who have ex-
perienced previous trauma
or loss are at higher risk
for mental health problems
than those who have not
experienced trauma or loss
(Bowlby, 1973; Loar, Wolmer, Mayes et al, 1997;
Osofsky, 2004; Pynoos, 1993; Pynoos, Steinberg, &
Goenjian, 1996; Voget & Venberg, 1993). Thirty-seven
percent of the children and youth in New Orleans re-
ported previous trauma or loss. (This figure is likely
to be an underestimate because many of the children
and families who were still displaced and did not have
the resources to return to New Orleans may represent
an even higher risk group.) Children reported trauma
symptoms consistent with depression and posttrau-
matic stress disorder (PTSD). Symptoms were higher

Students sufficiently symptomatic to
qualify for mental health services
frequently described their first concern as
“how can I rebuild my community?”

Children with previous trauma or loss,
or an earlier history of problems, are at
higher risk to show symptoms of traumatic
stress, depression, anxiety, or other
mental health problems.

Common symptoms reported in over 30%
of the children were depression, loneliness
(many missed friends), sadness, and anger.

among children separated from caregivers during the
evacuation and displacement.

Parent reports were obtained for 787 children in
Head Start, pre-kindergarten, and grades 1 through 3.
These children were unable
to fill out the screener them-
selves so it was modified to
have their parents complete
the forms. Parents reported
that their young children
attended as many as four
schools or centers because
of the displacement, the
average being two. Many lived in at least one shelter
and some were in many shelters. About 1 in 10 were
still living in shelters half a year after the hurricane.
When children returned, they
had to live in trailers, tents,
or crowded quarters with
relatives or friends. One fifth
of the parents reported that
their young children were
separated from them during
the storm. About 1 in 10 of
the young children witnessed the injury of a family
member. A previous trauma or loss was described for
the child by 16% of the parents (this figure is likely
an underestimate).

Recognizing that younger children may have
fewer symptoms, and that
parents consistently tend to
underreport their children’s
trauma exposure compared
with direct child reports, it
is striking that 27% of the
parent reports indicated their
children met the cut-off qualifying for mental health
services. The primary behaviors reported, quite un-
derstandably, were clinginess and separation anxiety.
Children exhibited both PTSD symptoms and depres-
sive symptoms. Over one third of the parents reported
that they would like their child to speak to a coun-
selor. Parents understood that even young children
are affected by trauma; a high percentage of parents
requesting help may also relate to their own stresses
and desire to talk to a counselor.



While this data provides a snapshot of the mental
health status of returning children to the greater New
Orleans area, it does not tell us how displaced children
are doing in their new environments. Some families
would like to return but continue to have economic dif-
ficulties and live in crowded environments. Children
living in these difficult situations miss their friends
and familiar environment and may be doing worse. In
contrast, others, if their families have relocated suc-
cessfully, may be adapting well and doing better.

One year after the disaster, it is clear that families
and communities will never be the same and that cul-
turally sensitive prevention and intervention efforts are
needed to support children of all ages and their caregiv-
ers. Without developmentally
appropriate, trauma-focused
resilience building support
and therapeutic services, both
the short- and long-term emo-
tional and social well-being of
children may be in jeopardy.
Unfortunately, disaster emergency agencies, while
well meaning, still fail to understand and, at times,
respond appropriately to the impact of the trauma
on children and families. For example, because of
limitations of the Stafford Act, FEMA specifies that
paraprofessionals—not mental health profession-
als—provide needed trauma-informed services. This
grossly underestimates the magnitude of the mental
health problems resulting from such a devastating
hurricane and the services needed. Another example
relates to the crowded trailer communities that are
being put in place without adequate community space
to congregate, play areas for children, and convenient
access to services such as grocery stores and schools.
Although the intent is for these living arrangements
to be temporary, the reality is that for many families,
trailers will be their homes for an extended period of
time because of the extensive devastation caused by
the massive hurricane and flooding. The trailers are
small and cannot withstand major thunderstorms.
Families, already stressed, have little personal space.
There are already reports of domestic violence, ado-
lescent fights, and sexual assaults in the trailer parks.
What is still continuing for many families is the oppressive
poverty, lack of financial and other resources, and
lack of jobs.

About one half of the children
and adolescents met the cut-off for
referral for mental health services.

Responses to Disaster and Trauma

What is known about how children and youth
respond to disasters and trauma? First, developmen-
tally specific responses to disasters and trauma vary for
children of different ages. Younger children commonly
express new fears, separation anxiety, clinginess,
and show regressive behaviors. School age children
frequently describe difficulty concentrating or having
fun. Learning and behavioral problems may be noted
in school with aggressive behaviors and withdrawal
frequently reported. Adolescents are at particularly
high risk as their reactions can include increased
risk-taking behaviors such as fighting, substance and
alcohol abuse, heightened sexual activity, and suicidal

thoughts.

Second, children
appear more vulnerable
if they have experienced
previous trauma, loss, or
mental health difficulties.
Third, children with greater
proximity to the event and those who experience direct
traumatic impact are more likely to demonstrate a
greater number of symptoms and distress. Fourth, the
types of worries reported include those centering on
safety and security, loss of friends, adjustment to new
schools, missing relatives who used to live nearby, and
residence in new communities.

Fifth, if parents or caregivers are not doing well
due to the circumstances of their own lives, depression,
other mental disorders, or prior exposure to violence,
children and adolescents may experience increased
distress and symptoms (even though they sometimes
mask their stress). With stress, depression, anxiety,
and other problems, parents may be less emotionally
available to the children (Beardslee, Keller, Lvaori,
Klerman, Dorer, & Samuelson, 1988; Shalev, Freed-
man, Peri et al., 1998; Silverstein, Augustyn, Cabral,
& Zuckerman, 2006). Parents have reported that be-
cause of what they have experienced, they do not have
energy for their children. It is crucial that support and
services be provided for parents and other adults in
children’s lives, such as teachers, to build resilience
in children.

Data from a number of studies demonstrate higher
incidences of emotional, behavioral, developmental,



and academic difficulties following trauma exposure
(Cicchetti & Toth, 1997; DeBellis & Van Dillen,
2005; Eckenrode, Laird, & Doris, 1993; Garbarino,
Eckenrode, & Powers, 1997; Fullerton & Ursano,
2005; Osofsky, 1997; 1999; 2004; Molicca, Cardozo,
Osofsky et al., 2004; Pynoos, Steinberg, & Piacen-
tina, 1999; Goenjian, Walling, Steinberg et al., 2005;
Pfefferbaum, Nizon, & Krug, 1999a; 1999b). The
literature on complex trauma, including natural and
manmade disasters, terrorist attacks, wars, and non-
war violence, consistently describes immediate needs
and longer-term reactions and documents a range of
outcomes that include expectable stress reactions and
elevated behavioral and mental health difficulties.
Surveys of 8,226 children and adolescents carried out
six months after 9/11 focused national attention on the
impact of trauma exposure on children. Data showed
considerably elevated rates of mental health problems,
including PTSD, major depression, separation anxiety,
agoraphobia, conduct disorder, and alcohol use when
compared with nationally established prevalence
figures (Hoven, Duarte, & Mandell, 2003; Schaffer,
Fisher, Dulkan et al., 1996). The New York Survey
data further indicated that nearly two thirds of children
had experienced exposure to trauma prior to 9/11 and
that such exposure contributed to current symptoms.
In the disaster literature, the level of symptomatology
is associated with the presence of physical injury, fear
of death, and property loss (Assanangkornchai & Tang-
boonngam, 2004; Briere & Elliott, 2000). Increased
symptoms are associated with degree of personal and
economic loss, proximity to the event, displacement, a
lessened sense of self efficacy, psychosocial resource
loss, feelings of being out of control, lack of knowl-
edge about coping with the crisis, and a relative lack of
family and community support. This work is consistent
with the assumption of Hobfoll’s stress theory (1989),
positing that a real or potential loss of resources is a
major stressor contributing to negative outcomes.

The limited literature on reactions of children
after hurricanes and flooding is particularly relevant
to understand the aftermath of Hurricanes Katrina
and Rita for children. Previous exposure to trauma
predicts increased symptoms following a hurricane
(Sutker, Corrigan, Sundgaard-Riise et al., 2002;
Smith & Feedy, 2000). Living in shelters and under
stress for an extended period of time further predicts

increased emotional difficulties (Gittelman, 2003).
Higher incidences of PTSD, major depressive disorder,
and symptoms consistent with both disorders are seen
following hurricanes and flooding (North, Kawasaki,
Spitznagel et al., 2004; Norris, Murphy, Baker et al.,
2004). Common symptoms of anxiety, sadness, numb-
ness, anger, disorientation, grief, and overwhelming
loss of control also are evident (Shelby & Tredinnick,
1995). This literature, especially related to the impact
on children, provides a more complete perspective on
factors that contribute to resilience and, alternatively,
those that may lead to more symptomatic and prob-
lematic reactions.

La Greca, Silverman, and Vernberg et al. (1996)
and Vernberg, La Greca, and Silverman et al. (1996)
used an integrative conceptual model to examine the
emergence of PTSD symptoms in 568 elementary
school children three months after Hurricane Andrew
and also examined symptoms of posttraumatic stress
in 3rd through 5th grade children during the school
year after the hurricane (assessing 442 children at 3,
7, and 10 months post-disaster). They found, first, that
this conceptual model may be helpful in organizing
research and intervention efforts post-disaster and,
second, that although symptoms of PTSD declined
over time, substantial symptomatology was evident
10 months after the disaster. Bokszczanin (2002) ex-
amined the impact of the 1997 flood, which was the
most devastating natural disaster in Poland, on 335 stu-
dents ages 11 to 20. The research was done 20 months
following the flood to determine the longer-term ef-
fects. The results from the questionnaires concerning
their experiences and reactions indicated that extent
of exposure to the disaster was a strong predictor of
symptoms of PTSD, depression, and feelings of loneli-
ness. More negative effects were found in those who
had experienced great danger or losses. Russoniello,
Skalko, and O’Brien et al. (2002) examined the im-
pact of Hurricane Floyd. In their study of 150 fourth
grade students six months following the hurricane,
they found more symptoms of posttraumatic stress in
children who were directly impacted and displaced by
the flooding. Although many of these children came
from distressed environments with extreme poverty,
the impact of previous trauma experienced was not
measured in this study. Chemtob, Nakashimo, and
Hamada (2002) used school-based community-wide



Commentary
James Garbarino, Loyola University Chicago

Osofsky and her colleagues have seized the opportunity presented by the awful “experiment of nature”
that was Hurricane Katrina to explore the traumatic impact of catastrophe. We can all thank the Osofsky group
for this effort. Reading the report reminded me of an earlier time when | found her group useful in sorting out
issues in what might be called “developmental sociopathology” (as a play on “developmental psychopathology,”
with the change from “psycho” to “socio” indicating the opportunity to learn about how normal social settings
function from examining the developmental consequences of abnormal social settings).

Back in the late 1980s I traveled to Thailand to visit Cambodian refugee camps, camps that were created to
deal with the displacement of Cambodians during the barbaric Khemer Rouge regime—which was responsible
for the death of nearly one in five Cambodians during a period of less than a decade. | was struck by the stress-
ful nature of the social environment in the camps—owing in part to the high levels of trauma among parents
who had escaped from Cambodia. A recent survey of the camp’s mothers had revealed that 50% were seriously
depressed. Why would they not be, with the unstable living arrangements, the legacy of trauma among them and
their children, the disappearance of men to either go back into Cambodia to fight or to seek economic advance-
ment elsewhere, and the highest level of violence directed at women? Such a high level of maternal depression
meant, of course, as it usually does, serious risk of neglect and abuse to children.

And indeed children were suffering from the psychological unavailability of their mothers: they were prone
to drowning in irrigation ditches, being burned in fires, getting run over by trucks operating in the camps, and
being injured playing with guns and military ordnance. | had a strong sense of deja vu as | walked through the
camps that stayed with me as | traveled back home. Upon my arrival | was searching for a framework within
which to understand how this high-stress environment affected the long-term development of kids growing up
there when | returned to the United States. The proverbial light bulb went off when | read a report from Joy
Osofsky’s group about maternal depression in New Orleans public housing projects. The key finding was that
50% of the mothers were seriously depressed. | realized that my own deja vu derived from my professional
experiences in Chicago public housing projects. The conceptual juxtaposition of these two socially toxic envi-
ronments was made possible by Osofsky’s work, and explicating the parallels between “war zones at home” and
“war zones abroad” became part of my intellectual mission. The new work on the traumatic effects of Hurricane
Katrina bring new focus to those same comparative concerns that motivated me years ago.

Much was made of American shock at the thought that we were witnessing displaced persons and inter-
nal refugees in the wake of Hurricane Katrina. Getting beyond the narcissistic wound to America’s sense of
superiority, the phenomena illuminated by Osofsky’s work once again offers us an opportunity to undertake a
comparative examination of the role of poverty and racism in the playing out of kids’ lives, another example
of developmental sociopathology at work. For in my own international work I have seen these same influences
at work in war zones and social catastrophes around the world. Exploring the how and why will occupy us for
years to come. But having this work by Joy Osofsky and her group advances that work in important ways, and
once again | am grateful to her for her insightful leadership in providing it.
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screening of 4258 2nd through 6th grade students to
assess the impact of Hurricane Iniki two years after
the storm. They reported persistent posttraumatic
symptoms as well as beneficial effects of structured
individual and group treatments.

Resilience and Recovery After Trauma

Not all children and youth experience distress,
symptoms, and worries; even those who do may ex-
perience a reduction in them, based on time since the
event and support from parents and other caring adults.
Programs are needed to foster resilience and recovery.
For adolescents, being a part of the recovery, building
support in communities, and having responsibility for
outcomes is very important. School age children de-
pend not only on parents but peers to help them gain a
sense of normalcy. Younger children are in some ways
more protected as they may have a limited understand-
ing of the scope of the disaster; however, they can also
be more vulnerable as they depend on adults and often
reflect their securities and insecurities.

Despite the difficulties, most children and ado-
lescents cope successfully and demonstrate adaptive
skills following traumatic exposure. Masten describes
the “ordinary magic” of resilience (Masten, 2001) and
Benight and Bandura (2004) refer to such responses
as defining “self-efficacy.” Strategies to enhance re-
silience and positive coping have been described by
these and other authors (Norris, Friedman & Watson,
2002; Wadsworth, Gudmundsen, Raviv et al, 2004).

Lack of Response to the Katrina Disaster

Why were so many children and families in the
United States left so vulnerable in the wake of a major
hurricane? Why did this happen? Several conditions
are relevant—one that relates to the approach of our
country to disaster planning, another to racism and
discrimination, and yet a third to the situation in New
Orleans and Louisiana.

First, our country does not have a clear, articu-
lated plan for children and families that can be imple-
mented when a major disaster strikes. In planning for
communities and special needs populations, the devel-
opmental needs of children receive little focus. Only
recently has more attention been paid to children’s
developmental needs in first responder training and
in psychological first aid (NCTSN, 2005).
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Second, the history of New Orleans is relevant.
Hurricane Katrina did not discriminate, as she dev-
astated poor, middle class, and upper class neighbor-
hoods in her path. The images that the world viewed in
horror were of people neglected, suffering, and dying
in and around the Convention Center, most of whom
were poor and African American. While culturally
rich, New Orleans is a predominantly poor community,
with a majority of its citizens African American.

The history of racism and poverty in New Or-
leans and the Gulf South and the apparent tolerance
of these conditions nationally is part of the story. Until
relatively recently, segregation and overt discrimina-
tion were experienced by many African Americans
in the community. With court decisions outlawing
segregation and many forms of discrimination, more
mobile citizens were able to leave inner cities for better
neighborhoods, homes, and schools. As a well-known
African American leader in New Orleans pointed out,
people leave not because they have forgotten the injus-
tices they experienced in growing up, but because they
remember them every day. Yet, while the opportuni-
ties were just and long overdue, for those remaining
in impoverished inner city neighborhoods, supports
and options were, if anything, even more limited.
These individuals were more likely to seek shelter at
the Superdome and Convention Center. Referring to
racism in New Orleans, Brett Anderson, food critic for
the Times Picayune, stated, “It’s an awful legacy, and
it’s left wounds that haven’t healed, but it is—like the
receding coastline that has made the city so vulnerable,
and the Corps of Engineer’s flawed levee system—a
problem whose roots extend deep into the country’s
history, not just the city’s. Yet, people (nationally)
didn’t see their own country when they saw those
images” (New York Times, September 4, 2006, article
by David Carr); it was too alien to them.

Third, New Orleans citizens, like many others in
hurricane-prone areas such as Florida, do not regularly
evacuate for hurricanes. There are many false alarms
and people feel safe in their homes with enough wa-
ter, flashlights, and sometimes generators. Even with
a mandatory evacuation, some prefer to ride it out.
As noted, others, due to poverty, illness, and lack of
transportation, cannot evacuate if they do not have
money to buy a ticket or gas, or find some other way
to evacuate. Many citizens evacuate to a shelter of last



Commentary
Christina W. Hoven and Judith Wicks

Based on Hurricane Katrina, the Social Policy Report by Osofsky, Osofsky, and Harris, delineates important policy
gaps addressing the psychological impact of disasters on children, identifying a coherent, developmentally appropriate
approach for policy. The authors also make a substantial contribution to the disaster planning discourse by outlining
programs based on children’s developmental levels and suggest a number of approaches, including the training of all
levels of first responders and service provides in applying developmentally grounded approaches to children following
traumatic events.

Hurricane Katrina provided the most severe, direct disaster exposure to the largest number of children at any single
time in American history. However, preliminary research findings regarding psychological sequelae in the exposed are
consistent with other major disasters, like the Oklahoma City bombing in 1995 (Pfefferbaum et al., 2003) and the 2001
attack on the World Trade Center (Hoven et al., 2005). Yet, in spite of accumulated evidence over these 10 years, the
authors demonstrate that the United States has lacked and continues to lack national, state, or local disaster plans adequate
to meet the child mental health consequences of Hurricane Katrina. Unfortunately, such important policies have still not
emerged. Thus, this paper now joins other calls for corrective post-disaster action based on the development of sound
child-focused policy (Hoven 2002).

As in other post-disaster assessments, family factors such as death of a family member, injury to a family member,
and separation from a family member were also found to be associated with heightened risk for mental health problems
following Hurricane Katrina. As the authors note, responding to disaster-exposed children requires designing interventions
that meet their particular needs. Young children are cognitively and physically vulnerable. Children may neither understand
the extent of risk nor have motor skills enabling escape from a hazardous situation. Most children are dependent on their
parents, but adolescents have slightly higher levels of independence and can be called upon to share adult responsibilities
in the home by caring for siblings, preparing meals, doing general housework, or caring for sick family members. Thus,
focusing on the well-being of entire families constitutes an appropriate post-disaster child mental health policy.

We particularly endorse the authors’ recommendation for additional research related to the psychological effects of
disaster and support the suggestion that such research can contribute to better prepare for disasters and their aftermath. In
this regard, we believe a key area of disaster research, currently absent, is the collection of pre- and post-disaster data to
help drive policy and to refine the focus of post-disaster interventions. Due to the current lack of pre-disaster information,
post-9/11 and post-Katrina data have been sorely deficient in helping us understand specific disorders, especially their
developmental pathways. Longitudinal research with representative samples, examining the full range of different types
of disasters (e.g., flood, hurricane, tornado, terrorism, fire) is needed. The authors’ laudable advocacy of developmen-
tally appropriate disaster interventions for children remains incomplete since pre-disaster levels of psychopathology are
seldom available, precluding comparative assessment of post-disaster status. Lacking knowledge of pre-disaster vulner-
abilities significantly compromises successful post-disaster policy and intervention. Furthermore, our understanding of
possible mediating effects of commonplace disaster preparedness, including knowledge, awareness, and risk assessment
is currently based largely on conjecture. Though called for in recent literature, pre- and post-disaster assessments on
the same individuals, over time, addressing these important phenomena, have not been undertaken. This woeful lack of
information will continue to limit the utility of any new post-disaster child mental health policy, even one designed to be
developmentally appropriate, because without such information, policy will necessarily be incomplete.
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resort as happened for many New Orleans citizens who
went to the Superdome. When Hurricane Katrina hit
and breached the levees, known by the Army Corps of
Engineers to be inadequate for a Category 3 Hurricane,
no plan was in place to prepare and protect the city.
This hurricane blatantly and boldly showed the years

tachment literature is grounded on the potential delete-
rious implications of these separations. Special needs
populations, such as children in foster care and those
with developmental or medical disabilities, should be
specifically addressed. We also need to recognize the
need to re-establish routines providing safety, support,

of neglect and total lack of planning
at all levels—governmental, insti-
tutional, community (both official
and unofficial)—that contributed to
the worst disaster in our country’s
history. Despite this failure at all
levels, one must be careful not to
merely assign blame and not focus
sufficiently on lessons that can be
learned from this terrible disaster.

While neither local, state, nor
national officials prepared for or
responded adequately to the disaster
caused by Hurricane Katrina, this

Our experiences following
Hurricane Katrina strongly
support the importance of
our country having a clearly
articulated disaster plan for
children and families.

In sum, trauma-focused and
developmentally informed
considerations are crucial in
formulating disaster plans that
address the needs of children.

and stability for children as
soon as possible after the im-
mediate disaster.

Training of first respond-
ers, health and mental health
providers, crisis responders,
and volunteers should include
trauma-focused, developmen-
tally grounded components
relevant to their backgrounds
and roles. A family-centered
approach is critical in shelters.
Plans need to be in place to en-
sure the safety and knowledge

is the first time in the United States

that a major city and region has

experienced the immense devasta-

tion that resulted from Hurricane Katrina. Leadership
failures at all levels are contributing to the continuing
slow and disorganized response in developing a plan
for the city and region, helping children and families
restore their homes and lives, and providing greater
environmental safety and a secure levee system that
meets international standards. We must move forward
constructively to prepare better for the next time so that
local, state, and national officials can reach out with
available knowledge to help children and families.

Recommendations

National Disaster Plan for Children, Youth, and
Families

Our experiences following Hurricane Katrina
strongly support the importance of our country hav-
ing a clearly articulated disaster plan for children and
families. This disaster response plan and policy should
be based on lessons learned from prior experience and
needs to be based on sound developmental principles.
Amajor priority for planning is ensuring that children
are evacuated safely with their parents or caregivers.
Separation of children and parents may at times be
crucial for child safety and survival; however, the at-
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of whereabouts of families.

Mental health professionals

with child- and trauma-focused
experience are required to respond to major disasters.
In addition to rotating shifts of volunteers, priority
should be given to rebuilding infrastructure with pro-
viders who can be consistently available for the long
run. These providers need to be comfortable working
not only in traditional office settings but also in the
field and on the front line. Services should be provided
collaboratively with schools, community agencies, and
other settings where children and families spend time.
In sum, trauma-focused and developmentally informed
considerations are crucial in formulating disaster plans
that address the needs of children. It is required that
the funding for the planning and response be provided
federally and administered locally. It is also crucial
to consider that when disaster strikes, for those al-
ready living in poverty, more resources and services
are needed to meet their needs. In the aftermath of a
disaster, policies are needed to help support children
and adolescents build resilience and self-efficacy to
prevent scarring that limits developmental functioning
and achievement of potential.

State and Local Educational Plans
Educators need to develop plans for the provision



Perils and Promise for the Mental Health of Children and Families Post-Katrina*
Cheryl A. Boyce, National Institute of Mental Health, National Institutes of Health,
Department of Health and Human Services

The wake of Katrina left not only overwhelming and unforeseen physical damage to the Gulf Coast region, but
also short- and long-term effects on the mental health of a diverse population of children and their families (e.g. Golden,
2006; Kessler, Galea, Jones & Parker, 2006; Madrid, Grant, Reilly, & Redlener, 2006). Previous research from natural
disasters and terrorism predicts the adversities that children and families face post-Katrina, as well as the need for in-
creased culturally relevant mental health services among those with various levels of pre-disaster functioning (e.g. Freddy,
Kilpatrick, & Resnick, 1993; Pfefferbaum, 1997, 2003; Norris, Friedman, Watson, Byrne, Diaz, & Kaniasty, 2002a,
2002Db; Ozer, Best, Lipsey, Weiss, 2003; Rabalais, Ruggiero, Scotti, 2003; Rubonis & Bickman, 1991; Stuber, Galea,
Boscarino, & Schlesinger, 2006). In this Social Policy Report, Osofsky, Osofsky, and Harris (this issue) summarize the
potential traumatic effects to children who survive disasters, but also the hope and resilience demonstrated by children
and their families throughout the region.

Research, planning, and policy for the Katrina disaster received a boost before the fact as a result of responses to the
events of September 11th, 2001. The Institute of Medicine provided guidance for a public health strategy in a report that
addressed the psychological effects of terrorism and intervention options through recommendations for the training and
education of service providers, appropriate guidelines for the protection of service providers, and public health surveil-
lance for factors related to psychological consequences (Butler, Panzer, Goldfrank, 2003). A conference sponsored by the
National Center for Disaster Preparedness (2003) in New York also challenged the public health system infrastructure to
prepare for the needs of children who experience disasters. Collaboratively, NIMH; the U.S. Departments of Defense,
Justice; Veterans Affairs; and the American Red Cross held a workshop to reach consensus on best evidence-based prac-
tices for early psychological interventions for mental health and mass violence (NIMH, 2002). In 2003, The National
Advisory Committee on Children and Terrorism (NACCT, 2003) made similar recommendations to the Secretary of the
U.S. Department of Health and Human Services (DHHS) regarding the need for a comprehensive public health strategy,
including plans for prioritized funding decisions, oversight, and new pediatric and psychosocial initiatives as an essential
part of the American national security response to terrorism. Unfortunately, Hurricanes Rita and Katrina caused damage
in 2005 before many recommendations could be fully evaluated and implemented within public health systems.

The investment in research and program responses to disasters across federal agencies has been unprecedented (e.g.
Rapid Assessment in Post-Impact Disaster [RAPID] Research Grant Program, NIH, 2006; U.S. Department of Homeland
Security [USDHS], 2006). For example, The National Institute of Mental Health within the National Institutes of Health,
DHHS, has provided grant support for time-sensitive research on response to recent disasters, which has included atten-
tion to mothers and infants (Buekens, Xiong & Harville, 2006), children’s behavioral and academic functioning (Kelley,
2006), health disparities, and serious mental illness (e.g., Kessler, Galea, Jones & Parker, 2006). The Substance Abuse
and Mental Health Services Administration’s Center for Mental Health Services (SAMHSA CMHS), in partnership
with Federal Emergency Management Administration (FEMA), awarded over $100 million in funds to administer crisis
counseling programs in the aftermath of Hurricanes Katrina and Rita (USDHS, 2006).

The promise of the resilience observed so far in children who survived Katrina’s wake has yet to be fully realized in
the long term, but the hope and spirit of the survivors in the Gulf Coast region remains strong. To avert the future perils
of disasters that threaten the mental health of children, research and subsequent implications for mental health will need
implementation, monitoring, and evaluation for effectiveness within a culturally and developmentally sensitive context.
As Osofsky and colleagues note, these include real-world settings, such as early care and education programs (e.g., Head
Start, Early Head Start), schools, and other community-based outreach efforts. While we cannot predict with certainty
when and where the next disaster may strike, we have a knowledge base that can inform future preparation, preventive
interventions, and treatment for the mental health of children through research and health policies. Although adversi-
ties continue, we can reward the resilience of the children and families of the Gulf Coast region with our best efforts to
improve their lives in the present and protect their hopes for the unpredictable future.
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of elementary, junior, and high schools for children
and youth after disaster. The same is true for child
care centers, including public and private preschools.
Centers and schools need to be reopened as rapidly
as possible.!

Education is needed for school and child care
personnel on the impact of trauma on children and
adolescents, recognition of red flags, effective inter-
ventions and resilience building, and availability of
services.
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Educational policy should address the needs of
providers, including teachers and first responders, and
recognize that they and their families may have been
traumatized, experienced vicarious traumatization and
compassion fatigue, and that self care is essential.

Classroom and after-school programs need to be
developed immediately to support displaced children
with their academic and social needs and to build
resilience and self-efficacy.

Post-disaster, adolescents are especially vulner-



able to alcohol and substance abuse and risk-taking
behaviors with ongoing personal and family stress.
Programs are needed to raise awareness and provided
needed supports.

Conclusion

In this paper, we have described many of the de-
velopmental considerations that need to be taken into
account in helping children, adolescents and families
during and after a disaster. The success of a disaster
plan for children is predicated on preparation, which
includes training at all levels, to build capacity to be
able to implement such a plan at the time of a disaster.
As mentioned previously, we have sound scientific
knowledge about the developmental needs of children
and families; however, science can only go so far. The
knowledge resulting from the trauma literature and
from lessons learned from 9/11, previous disasters, and
traumatic events are not enough if the political deci-
sions are not made to develop and fund adequate plans
to meet the needs of children and families. Decisions
are required about how to best allocate scarce federal
resources to support the necessary local infrastructure
and capacity building that includes both extensive
training and development of services.

We have learned much in the first year post-
Katrina about the current and long-term needs of
children, adolescents, and families. We also recognize
the continuing need for research related to disasters,

to the developmental and emotional needs of children
impacted by disasters, and the most effective resil-
ience building and therapeutic services for children
and families. While many believe that the devastation
caused by Hurricane Katrina is over, it is not. Recovery
is slow, and for the hundreds of thousands of children
and families traumatized by the loss of homes, loved
ones, and communities, the impact will be with them
for the rest of their lives and perhaps will continue for
generations to follow.

But the trauma resulting from Hurricane Katrina
does not have to preclude resilience and strength.
Developmentally appropriate supports and services
can aid greatly in the psychological rebuilding, while
the physical rebuilding and recovery of the region oc-
curs. We have the opportunity to utilize the knowledge
gained from this unprecedented natural and man-
made disaster to recognize the important, and often
unmet, needs of children and families at such times of
overwhelming difficulty. Research coming out of this
disaster is not just academic, but can be used as les-
sons learned to guide more effective ways to prepare
and support children and families in future disasters.
Hopefully, in addition to the increased knowledge that
can be learned from this devastating hurricane, there
is the political will to move the process forward and
finally develop a national disaster plan for children
and families.

Endnotes

'For an excellent resource on young children, see ZERO TO THREE Policy Center Fact Sheet, Hurricane Relief for Infants, Toddlers,

and Their Families, September 2005.
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