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Ten years after the terrorist attack on the World Trade 
Center, New Yorkers are still anxious about the events of Sep-
tember 11, 2001, as well as the possibility of future attacks.  
The trauma experienced by the people of the City of New 
York must be similar to the trauma of those who experienced 
the attacks on Pearl Harbor that signaled the United States’ 
entrance into the World War II in 1941.  

As a clinical psychologist in independent practice in 
New York City, I volunteered on-site at Ground Zero of the 
World Trade Center from September 11, 2001 until Novem-
ber, 2002.  During that time, it was my role to participate in 
one-on-one interventions as well as Critical Incident Stress 
Management (CISM) Defusings and Critical Incident Stress 
Debriefings(CISD) with groups for members of service in 
the New York City Police Department (NYPD).  I was able 
to experience, first-hand, the day-to-day lives of emergency 
personnel who were “on the job” and were asked to come in 
or came on their own for CISM.  About four days per week, 
not including my occasional presence there on weekends, the 
mental lives of active duty men and women police officers 

were subject to CISM intervention to enable them to continue 
their most important and valuable work.  Their work, at that 
point, consisted mainly of sifting through mostly large debris 
in order to complete, first, the search and rescue of any living 
victims and, later, the search and recovery of bodies and/or 
property associated with those who died as a result of the 
attack on September 11, 2001.

Automatic pilot has been a term used to describe the 
ability of emergency personnel to conduct the job they are 
supposed to do within the confines of a scene that might 
otherwise by emotionally devastating.  It requires significant 
training and psychological coping mechanisms to block out 
emotionally overwhelming visual stimuli in order to conduct 
the work of their profession.  Examples of being on auto-
matic pilot might include sifting through debris and finding 
a victim’s hand or some other body part and being able to 
tag and bag it and continue searching without breaking down 
emotionally and being unable to function thereafter in their 
professional role.

CISM debriefings were held to moderate the effects of 
horrific experiences such as these, and help officers cope 
with, in general, the thousands of murdered civilians and 
emergency services worker victims, as well as their own vul-
nerability as New Yorkers and citizens of the United States.  
The majority of these officers saw great value in CISM and 
were fully psychologically functional thereafter.  However, 
some required more intervention, and were so effected by the 
terrorist attacks that they became overwhelmed and needed 
a higher level of care; these officers were then put in the 
hands of licensed mental health clinicians who were skilled 
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in dealing with police officers in ongoing psychotherapy for 
potential treatment of Post-traumatic Stress Disorder (PTSD), 
as well as other conditions such as other anxiety disorders 
and concomitant depressive disorders.

At the same time, within my independent practice of 
clinical psychology, my patients reported symptoms as-
sociated with PTSD, Generalized Anxiety Disorder, Panic 
Disorder (with and without Agoraphobia), and Dysthymic 
Disorder.  These patients were profoundly affected by the 
terrorist attacks of September 11, since coping skills and 
self-management of crisis and terrorism had not been previ-
ously present in their psychological repertoire.  Moreover, 
patients seemed to report constellations of symptoms, as 
well as fears, which became common or typical across many 
people.  Notable were that many of my patients considered 
themselves living victims of the terrorist attacks that killed 
nearly 3,000 people.

Initial Reaction Phase

Initially, my patients challenged their world view; 
overnight it seemed as if their lives had become something 
different and the search for information on what would hap-
pen next and “how am I supposed to live with this over my 
head?” surfaced as chief inquiries.  Notable was that there 
seemed to be a consensus that life in New York City had 
changed dramatically and forever, and that the felt experi-
ence of this change was shock and abject fear.  Television 
played a major role in their daily re-traumatization as news 
programs replayed the planes crashing into the World Trade 
Center Towers as well as actual footage of the buildings 
falling.  Some patients were transfixed on these images, 
while others actively sought to avoid viewing television 
news programs and reading newspapers.  Their coping skills 
were more hindered, and their feelings of vulnerability were 
greater, because they used avoidance as a defense against 
re-experiencing the pain of the attacks.  As a result, their 
psychotherapeutic treatment was more complicated and 
required more external interventions, such as anti-anxiety 
and/or anti-depressant medications.  

In the months after the attacks, my patients were un-
comfortable leaving their homes and traveling to work; 
again, television news hypothesized that suicide bombers 
would next attack people on the subways and buses in New 
York City, and these alarming concerns raised the level of 
hypervigilence in many patients.  While they had to hold 

themselves together traveling to and from work and while 
at work, in my office it was a different matter.  There were 
regressions, both in terms of problems as well as coping 
mechanisms.  Patients were extremely anxious and concerned 
with their own well-being and that of family members.  They 
saw their children as being at-risk in school while separated 
from them during the day.  While dealing with feelings of 
anxiety and sadness during the day, at night disruptions 
in sleep were reported and ranged from difficulty falling 
asleep and remaining asleep, to dreams in which they were 
extremely vulnerable, with vivid scenes of running away in 
panic or, in some cases, being shot or shot at.  Apologeti-
cally, some patients reported wariness, anxiety, and/or dislike 
of Middle Eastern people they passed on the street, having 
fantasies that they were potential terrorists. 

Coping and Adaptation

As time went on, there was a lessening of shock and 
more of a wary acceptance of external events.  My patients 
were becoming conditioned to living in a city that was the 
center of a changing world.  The NYPD was much more 
visible in its presence and protection of city landmarks; 
there were groups of heavily-armed officers from emergency 
service units (ESU) who appeared on-scenes with special 
weapons and tactics (SWAT) gear, some carrying automatic 
weapons.  They did not immediately blend in as the “cop on 
the beat” typically did.  In treatment, my patients wondered 
if “something was going on, like another attack,” and their 
anxieties and fears were triggered repeatedly.  Reassurance 
and support often helped to allay these feelings, and the “re-
placement” idea of seeing ESU officers as protectors tended 
to calm patients’ anxieties about their presence.  Moreover, in 
the ten years since September 11, 2001, seeing NYPD ESU 
teams on the streets of New York City has become a virtual 
non-issue as patients seemed to have incorporated them into 
their own schemas of what constitutes a safe environment.  
In that regard, patients reported less objection to having their 
bags and suitcases searched prior to entering subways, or 
to the thousands of cameras now placed all over New York 
City.  All of these environmental interventions, designed to 
enhance safety and security, seemed to have consciously and 
unconsciously played a role in helping patients cope with and 
make more healthy psychological adaptations to the city and 
world in which we now live.

About two years after the attacks, my patients began 
getting back to the business of focusing on the dilemmas and 
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problems of every-day life.  As safety and security needs were 
believed to be met, a sub-set of patients made radical changes 
in their lives.  Some had children, while others divorced.  
Some changed professions, while others went back to school.  
All of these life-changes were precipitated by the experience 
of being directly affected by the events of September 11, 
2001 and, while it is arguable that these normal life events 
occur everywhere anyway, the patients who underwent these 
changes actively did so in order to change the course of their 
lives and to “move on” in new directions.  It was part of 
their psychological solution, therefore, to somehow put the 
September 11  experience, or that part of their lives, behind 
them and proceed to something new and different.

Where We Are Today

My independent practice consisted then (and still does) 
of both civilians and law enforcement personnel.  While 
civilians resumed struggling with the problems of every-day 
life, many of my law enforcement personnel-patients were 
physically ill.  They were in psychotherapy in order to deal 
with the effects of having ongoing severe medical conditions.  
Being known in the law enforcement community from my 
work at Ground Zero, as well as being a Police Surgeon for 
several departments, I had an unusual number of very sick 
patients.  All of a sudden, I was in the midst of police officer-
patients who had all worked at Ground Zero or the Fresh Kills 
Landfill on Staten Island (sifting for remains) and who had 
been diagnosed with cancerous brain tumors, kidney cancers, 
Non-Hodgkins Lymphoma, seizure disorders, sleep disorders, 
and various respiratory diseases.  

Psychotherapy with police officers having significant 
physical illness requires examining issues of possible im-
pending death, as well as the effects of their illnesses on 
occupational status, marital, and family life.  Having been 
stricken with a disease as a result of being a rescue and re-
covery worker causes much sadness, anger, and bitterness 
in these patients.  Moreover, they view “the job” as being 
uncaring and unhelpful, indeed, standing in their way of 
receiving proper information and benefits, such as disability 
pensions and support for their families.  

Most often, however, are concerns and anxieties about 
their course of illness.  Many have illnesses from which they 
will never recover.  Remission is a time of relief but it is also 
fraught with anxiety and sadness about returning illness.  
Cancers require ongoing observations and care, including 

CT-Scans and MRIs at varying intervals.  In these cases, there 
is a build up of anxiety as one returns to the hospital every 
three to six months in order to determine if his cancer has 
returned or if the condition has worsened.  Patients’ thoughts 
turn to their own mortality and their youthful ages (range:  37 
to 44, at present) and there appears to be much rumination 
on this factor.  There is sorrow, sadness, and fear that they 
will not be around to watch their children grow up.  All have 
posttraumatic stress disorder (PTSD) that is World Trade 
Center-related, while some also have Dysthymic Disorder and 
what I term an Anxiety Spectrum Disorder as well.  Cognitive 
dysfunction is noted, particularly in short-term memory and 
attention and concentration.  Affectively, patients are likely to 
be angry, but anhedonic, mostly apathetic with disinterest in 
things that used to be prominent in their lives (e.g., hobbies; 
family get-togethers), and have significant lethargy.  In other 
words, their thought content consists mainly of their illness 
and the real possibility of dying from it.  It is essential that 
contact is maintained between the treating mental health clini-
cian and specialty physicians (e.g., oncologist, neurologist, 
pulmonologist and, in some cases, neurosurgeon) because 
changes in the patient’s mental status may foretell changes 
in disease progression.  Since it is the mental health clinician 
who sees these patients on a weekly basis, astute observa-
tion of their cognitive and affective functioning is critical.  
Especially important in terms of cardiac and pulmonological 
functioning are inquiries by the mental health clinician on 
sleep dysfunction and possible reports of episodes of apnea 
and hypopnea.  One should always being performing a covert 
Mental Status evaluation during every session.   

Treatment includes supportive concern for activities 
of daily living and well-being.  Medically ill patients need 
psychotherapy to occur in an atmosphere of optimism and 
hope, as do all patients.  However, with sick police officers, 
the mental health clinician might find himself fighting an up-
hill battle – at least in the beginning – as personality traits of 
officers tend to include doubting, cynicism and, at times, mis-
trust.  In these cases as in all psychotherapeutic relationships, 
the establishment of rapport, trust, and respect within the 
working alliance is essential.  When these conditions are met, 
medically fragile police officers make very good patients:  
they are on-time for sessions, eager and active discussants in 
sessions, and compliant with “homework assignments.”  The 
use of gallows humor is especially noteworthy, at times (as 
it is used typically in police culture), and probably used as a 
defense against feelings of extreme vulnerability and anxiety.
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  Counter-Transference Issues

Needless to say, treating medically ill people in psycho-
therapy tended to potentiate my role as a care-taker.  I noted 
that taking care of them was gratifying and comforting to 
me, too, as it might be to a parent taking care of a sick child.  
Under the professional demeanor, however, there is sadness 
and a feeling of powerlessness with respect to disease which, 
at times, resulted in calls from patients after doctor visits 
or results from C-T Scans or MRIs.  Yet these calls seem 
to be supportive to the therapeutic relationship as well.  At 
other times, there are real worries and sadness that people so 
young, and while performing their good work, should be so 
profoundly afflicted after doing a job that others could not 
possibly do or want to do.  More than that, I experienced a 

sense of irony in that those who we have termed heroes were 
dying from something they did to protect us.

There is something to be said for the mental health clini-
cian remaining in the office, or in the debriefing room, without 
ever visiting the scene of the disaster.  Clinically speaking, 
we are on something close to automatic pilot when actively 
listening to a patient in session, but being at Ground Zero, 
any Ground Zero, can be both psychologically and medically 
damaging, and should be avoided unless absolutely neces-
sary.  Those clinicians who remain on-site for more than a 
very short time risk not only risk their physical health, but 
their own mental health and are become vulnerable to their 
own trauma and stressor-related disorder, including PTSD, 
a secondary stress disorder, or some other psychological 
condition pertinent to their own personal experiences. 


