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ABSTRACT. Objective. The objectives of this study
were to describe the prevalence of counseling services,
contrasted with the need after the terrorist attacks of
September 11, 2001, the types of counseling received, and
the predictors of receipt of counseling services.

Methods. A cross-sectional, random-digit-dial survey
was conducted in New York City (NYC) of parents (N �
434) of children who were 4 to 17 years of age 4 months
after the September 11th terrorist attacks on the World
Trade Center.

Results. Overall, 10% of NYC children received some
type of counseling after the September 11th attacks, ac-
cording to parental report. Among these, 44% received
counseling in schools, 36% received counseling from
medical or professional providers, and 20% received
counseling from other sources. However, only 27% of the
children who had severe/very severe posttraumatic stress
reactions (PTSR) after the attacks received counseling
services. In a multivariate model, receipt of counseling
before the September 11th attacks (odds ratio: 4.44) and
having severe/very severe PTSR (odds ratio: 3.59) were
the most important predictors of use of counseling ser-
vices after the September 11th attacks. Minority status
and having a parent who experienced the loss of a friend
or a relative were also associated with receipt of services.

Conclusions. There was substantial disparity be-
tween apparent need (as indicated by severe/very severe
PTSR) for and receipt of mental health services for chil-
dren after the September 11th attacks. There is need for
intensified efforts to identify, refer, and treat children in
need, especially for children who are not already in a
therapeutic relationship. An enhanced role for pediatri-
cians is indicated. Pediatrics 2004;113:1367–1374; post-
traumatic stress reactions, children, disaster, trauma.

ABBREVIATIONS. NYC, New York City; PTSD, posttraumatic
stress disorder; PTSR, posttraumatic stress reactions; DSM-IV,
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition;
OR, odds ratio.

The terrorist attacks of September 11, 2001, on
New York City (NYC) were the largest human-
made intentional disaster in US history. The

sheer scope of the attacks, the level of property de-
struction, the financial repercussions, and the con-
tinuing level of anxiety suggested that these attacks
might have mental health consequences both for di-
rect victims of the attacks and for the population at
large. We have previously shown that 7.5% of adults
population-wide had symptoms consistent with
posttraumatic stress disorder (PTSD) and 9.7% with
depression in the first 2 months after the attacks.1
Furthermore, �18% of NYC’s children had severe or
very severe posttraumatic stress reactions (PTSR), as
determined from information provided by their par-
ents,2 and 27% of school children in grades 4 through
12 met criteria for 1 or more of 7 psychiatric disor-
ders and also reported problems in their day-to-day
functioning.3

In recent years, evidence has been accumulating
about the effectiveness of interventions for children’s
mental health disorders.4 It is important to bring this
knowledge to bear in treating children after a disas-
ter. However, children’s access to mental health ser-
vices depends on a variety of factors, including the
availability of services, the ability of parents and
other adults to recognize the child’s need for ser-
vices, the parent’s ability to navigate the health care
system and, at times, the ability to pay for services.
The response to the needs of direct victims after the
September 11th attacks was immediate. With sup-
port from the federal government, state and local
mental health authorities established “Project Lib-
erty,” a large-scale intervention aimed at providing
services to those in need.5 Furthermore, the Board of
Education mounted a major assessment of the men-
tal health needs of children in the schools.3 Mental
health workers and pediatricians volunteered their
services in the schools that were hit hardest by the
disaster.

Although data have been presented about overall
mental health service use for adults,6,7 we know less
about the use of counseling services by children in
NYC after the September 11th attacks. We previously
examined receipt of counseling by children in the
immediate vicinity of the World Trade Center and
reported that 25% of the children had received coun-
seling related to the disaster, with more than half of
the counseling (58%) delivered in the schools.8 Coun-
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seling, in this previous study, included both group
counseling in classrooms and individual counseling.
The parents’ own level of posttraumatic stress was
an important predictor of whether their children re-
ceived counseling. Although this previous study
provided important information just 1 month after
the disaster, it was limited in its size (just 112 par-
ents), in geographical reach (only included house-
holds in close proximity to the World Trade Center),
and in the predictors that it could examine. Further-
more, this earlier study was not able to relate receipt
of counseling to need for counseling or to the receipt
of counseling before September 11th.

In this article, we report results from a subsequent
survey conducted in January and February 2003,
with a larger sample of parents throughout NYC.
The purpose of this article is to describe the level and
type of counseling for children in NYC generally, to
describe the level of unmet need for counseling, to
examine predictors of receipt of counseling, and to
explore the policy implications of providing counsel-
ing services to children in need. Because the Septem-
ber 11th attacks on the World Trade Center may not
be the last terrorist attack that our country will ex-
perience, it is important to understand the successes
and problems encountered in responding to the Sep-
tember 11th attacks so that corrective action can be
taken. This research is also relevant to mounting an
effective response to natural and technologic disas-
ters that have far-reaching impacts on the commu-
nity. It is also important to explore the response to
September 11th with an eye toward determining
what role pediatricians might play in terrorism pre-
paredness.

METHODS

Data Collection and Sample
Data were collected through telephone interviews with a ran-

dom sample of 2001 adults (18 years of age or older) conducted
between January 15 and February 21, 2002, 4 to 5 months after the
September 11th attacks. The sampling frame included all adults in
NYC with an oversampling of residents who live south of 110th
Street. A random adult in the household was selected using the
last birthday procedure. Adults who were the parent or primary
caregiver of a child who was between the ages of 4 and 17 and
lived in the household were asked to respond to an additional set
of child-oriented questions. Parents with �1 child in that age
range were asked to respond to questions about the child who had
most recently celebrated a birthday. Interviews were conducted in
English and Spanish using computer-assisted telephone inter-
viewing. The overall cooperation rate for the survey was 60%.
Sampling weights were developed and applied to the data to
correct potential selection bias related to the number of telephones
and children in the household. The study was approved by the
Institutional Review Board at The New York Academy of Medi-
cine, and procedures were in place to provide study participants
with immediate assistance in obtaining counseling if needed.
(Need was determined through questions at the end of the survey
that asked whether the respondent needed assistance and, if so,
whether they needed assistance right away or the next morning. A
psychiatrist was on call during the period of the survey to re-
spond.)

Instrument
Respondents were interviewed using a structured question-

naire that was �35 minutes in length. Parents were asked about
demographic/biographic characteristics of the focal child and the
family, including the child’s gender, age, and race/ethnicity and
whether the child had siblings. Parents were also asked about

whether the child had health insurance and about household
characteristics, such as the number of parents in the household,
annual household income, and the borough of residence on Sep-
tember 11th.

Parents were asked about their own mental health status using
a measure of PTSD and major depression temporally linked to the
September 11th attacks. The PTSD measure for parents was a
modified version of the Diagnostic Interview Schedule based on
the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition (DSM-IV).1,9,10 It has a coefficient of agreement with clini-
cian-administered structured clinical interviews of 0.71 for current
PTSD and 0.77 for lifetime PTSD.11,12 A modified version of the
Structured Clinical Interview for DSM-IV for a major depressive
episode was used to determine the presence of depression in
parents.1,11,13 They were also asked whether they knew someone
who had been killed (a friend or a relative) and whether they had
cried in front of the child.

Parents were asked about the child’s disaster-related PTSR.
Posttraumatic stress in children was ascertained using the Post-
Traumatic Stress Disorder Reaction Index–Child Revision,14 a 20-
item index that measures children’s degree of reaction to trauma;
scores indicate degree of disorder in 5 categories: doubtful, mild,
moderate, severe, and very severe. In this survey, parents reported
on the degree of reaction for their children. Items in this index
cluster on 3 factors: reexperiencing/numbing, fear/anxiety, and
concentration/sleep, which partially overlap with the 3 DSM-IV
factors of reexperiencing, arousal, and avoidance. Internal consis-
tency ranges from 0.69 to 0.80 for the 3 scales.15

Receipt of counseling services before and after the September
11th attacks were ascertained. Use of counseling services after the
September 11th attacks was determined by asking the parent
whether the child had received any counseling related to his or her
experiences from the September 11th attacks and, if so, who pro-
vided the counseling.

Statistical Analyses
We calculated the prevalence of mental health service use,

overall and by types of mental health services. We also calculated
the overall prevalence of mental health service use according to
the covariates of interest. Two-tailed �2 tests were used to identify
associations between covariates and use of counseling services.
Multivariate logistic regression was used to examine predictors of
counseling. Covariates were included in the multivariate regres-
sion model when the bivariate �2 P values were �.1. Analyses
were weighted to compensate for potential bias as a result of the
number of adults in a household and the number of telephones.
Standard errors were calculated and significance was determined
using SUDAAN16 software to account for the complex survey
design.

RESULTS

Sample Characteristics
Among the 2001 adults surveyed, 434 reported

that they were the parent of at least 1 child who was
living in their household. Table 1 shows the charac-
teristics of these children. Slightly more than half
(55%) of these children were boys. Overall, 58% were
school age (4–11 years of age), and 42% were ado-
lescents (12–17 years of age). With respect to race,
30% were non-Hispanic white, 37% were non-His-
panic black, 27% were Hispanic, and 6% were some
other race/ethnicity. Most (73%) of these children
had siblings, lived in 2-parent families (65%), and
lived in households with incomes �$40 000 (54%).
Most of the children in our sample lived in Brooklyn
(39%), but 26% lived in Queens, 16% lived in the
Bronx, 11% lived in Manhattan, and 8% lived in
Staten Island. Age, gender, race or ethnic group, and
residence distributions in the overall sample were
similar to estimates obtained from the 2000 US Cen-
sus for our sampling frame.17

Parents varied in their reaction to disaster; 9% had
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symptoms consistent with PTSD and 11% with de-
pression since September 11th. One third (33%) cried
in front of their children, and 14% knew a friend or a
relative who was killed during the attacks.

Most (91%) children had never received counsel-
ing before the September 11th attacks, and although
most (96%) had health insurance, we do not know
whether the insurance covered counseling. After the
attacks, 18% exhibited severe or very severe PTSR.

Prevalence of Mental Health Service Use Overall and
for Children With Severe/Very Severe PTSR

Citywide, 10% of the children received counseling
or mental health services after the September 11th
attacks, as shown in Table 2. Most (44%) of the coun-
seling was conducted in the schools, by teachers
(14%) or school psychologists or counselors (30%).
Another 36% was conducted by mental health pro-
fessionals outside the schools, including psychia-
trists, psychologists, therapists, and social workers.
The remaining 20% was conducted by religious lead-
ers and by unspecified or unknown others. Of those
children who received counseling services, 47% had
severe or very severe PTSR, 50% had moderate
PTSR, and 3% had mild PTSR. One third of the

children who received counseling services after the
September 11th attacks had received counseling be-
fore the attacks as well. For children who lived below
110th street (closer proximity to the World Trade
Center), 20% received mental health services (data
not shown).

To assess use of mental services against need for
services, we examined the use of mental health ser-
vices by children who had more severe PTSR and
who exhibited behavior problems. Only 27% of the
children who had severe or very severe PTSR re-
ceived counseling.

Bivariate Analysis
Unadjusted odds ratios (ORs; Table 3) show that

the variables most strongly associated with the
child’s obtaining counseling after the September 11th
attacks were having counseling at any time before
the attacks (unadjusted OR: 7.09; P � .0001) and
having severe or very severe PTSR (unadjusted OR:
4.99; P � .0001). Demographic variables associated
with receipt of mental health services included living
in a single-parent household and race. Children in a
single-parent household had almost 3 times the odds
of receiving mental health services as their counter-

TABLE 1. Sample Characteristics for All Children*†

All Focal Children (n � 434)

n Weighted %

Child and family demographic characteristics
Gender

Male 233 55
Female 194 45

Age of child, y
4–11 248 58
12–17 178 42

Race of child
Non-Hispanic black 146 37
Non-Hispanic white 141 30
Hispanic 115 27
Other 27 6

Child has siblings 224 73
Single-parent household 157 35
Household income

$0–$40 000 182 46
�$40 000 252 54

Borough where child lived on 9/11
Bronx 68 16
Brooklyn 145 39
Queens 112 26
Manhattan 70 11
Staten Island 32 8

Child has health insurance 406 97
Parent’s reaction to/experience with the disaster

Parental PTSD since 9/11 37 9
Parental depression since 9/11 42 11
Crying in front of child 139 33
Relative or friend of parent killed 62 14

Child’s mental health experience before disaster
Received counseling before 9/11 42 9

Child’s Posttraumatic stress after disaster
Children’s PTSR

Doubtful or mild 17 16
Moderate 277 66
Severe 62 15
Very severe 13 3

* Values may not sum to the expected N because of missing data.
† All results are weighted using sample weights to adjust for the number of telephone lines and
children in the houshold and for the Manhatan oversample.
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parts in 2-parent households (unadjusted OR: 2.75; P
� .007). With respect to race, non-Hispanic black,
Hispanic, and other children were more likely to
receive mental health services than their non-His-
panic white counterparts (unadjusted OR: 2.96; P �
.01).

Multivariate Analysis
In a multivariate model (Table 4), obtaining coun-

seling for the child before the September 11th attacks
(adjusted OR: 4.44, P � .005) and child’s having
severe/very severe PTSR (adjusted OR: 3.59; P �
.002) continued to be strongest predictors of receipt
of counseling services after the attacks. With respect
to demographic variables, non-Hispanic black, His-
panic, and other children had higher odds of receiv-
ing counseling services than their non-Hispanic
white counterparts (adjusted OR: 3.59, P � .02). With
respect to parental reactions and experiences with
the disaster, parental PTSD and crying in front of the
child were no longer significantly related to the
child’s receipt of counseling services in the multivar-
iate model, but the parent’s having a relative or a
friend killed continued to be significantly associated
with child’s receipt of counseling services (adjusted
OR: 3.02; P � .02).

DISCUSSION
This study found that overall, 10% of children in

NYC received counseling after the September 11th
attacks but that only 27% of children with severe or
very severe PTSR received these services. Although
children with severe or very severe PTSR were more
likely to receive mental health services than children
with less severe reactions, these data suggest that
there may be extensive unmet need among the chil-
dren who were most affected by the September 11th
attacks at the time of this study, 4 months after these
attacks. It will be important to monitor the level of
unmet needs as more counseling services are put into
place in the school systems, as part of NYC’s Project
Liberty,5,18 and elsewhere.

Our findings of disparity between need, as indi-
cated by severe or very severe PTSR, and receipt of
mental health services are consistent with a study of

NYC school children, which showed that only 34% of
those with probable PTSD and impaired functioning
in the months after the September 11th attacks re-
ceived counseling, either inside or outside the
schools.3 This high level of unmet need for mental
health services after the September 11th attacks
should be viewed in the context of high levels of
unmet need for children’s mental health care gener-
ally.19,20

We found that almost half (44%) of the counseling
after the September 11th attacks was provided
through the schools, with a little more than third
(36%) provided by mental health professionals out-
side the schools. The 44% counseling in schools in-
cludes that given by teachers (14%) as well as school
psychologists or counselors (30%). Although teach-
ers are typically not trained counselors, they are seen
as natural support figures to whom children and
parents turn in a crisis. Other studies show schools as
major providers of mental health services for chil-
dren in ordinary times20 and of emergency and
short-term mental health services after a disaster.21,22

Location of mental health services in schools makes
sense as a public health approach, given that services
are convenient to the children and service use and
dropout can be monitored.18

The 2 most important predictors of receipt of coun-
seling services in this study were having severe/very
severe PTSR and having had previous counseling.
That severity of PTSR should predict receipt of coun-
seling services is appropriate and not surprising. The
importance of previous counseling as a predictor
could be the result of either or both of 2 scenarios.
First, previous receipt of counseling services could be
an indication of previous emotional or behavioral
problems for these children, which in turn could be
an indication of stress, disruption, or even trauma in
these children’s lives. All of these factors have been
shown to be related to intensified stress reactions of
children in a new trauma.23 An additional scenario is
that children with previous counseling had already
established contacts with the mental health system,
so when a new need arose for them after September
11th, they could engage these contacts readily. Hav-
ing had previous services may also indicate recep-

TABLE 2. Receipt of Counseling Services After the September 11th Attacks

% of Children
Receiving Services*

% of children who received counseling (n � 434) 10%
For children who received counseling services (n � 40)

% Receiving services from
Teacher 14%
School psychologist/counselor 30%
Mental health professional outside school 36%
Religious leader/unspecified 20%

% With PTSR severity levels
Severe/very severe PTSR 47%
Moderate PTSR 50%
Mild PTSR 3%

% Receiving counseling services before 9/11 33%
For children with severe/very severe PTSR (n � 75)

% Who received counseling 27%

* All results are weighted using sample weights to adjust for the number of telephone lines and
children in the household and for the Manhattan oversample.
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tiveness to counseling. Previous use of services is a
strong predictor of current use of services24 for a
variety of health care services. The relationships that
we see for counseling could be part of these larger
patterns of access and use.

Despite the high predictive value of these vari-
ables, it is important to note that counseling services
were given to many children with more moderate
symptoms and with no immediate history of receiv-
ing counseling services. Specifically, approximately
half of the children who received counseling had
severe or very severe PTSR, whereas the remaining
half had only moderate symptoms.

Parental exposure and reactions to the September
11th attacks were determinants of receipt of counsel-
ing for their children. In bivariate analyses, parents
with PTSD, parents who had experienced the loss of

a friend or a relative, and parents who cried in front
of their children were more likely to have children in
counseling than parents who did not have these ex-
periences or reactions, although the significance fell
slightly below traditional levels. In the bivariate
analysis, it is not possible to determine which form of
exposure is most significant. Although in a multivar-
iate analysis that included all 3 variables only par-
ent’s having a friend or a relative killed persisted in
having a significant association with children’s re-
ceipt of counseling, it is still clear that parents’ reac-
tions and/or exposure to a disaster is related to their
children’s receipt of counseling. This finding in the
present study 4 months after the disaster is consis-
tent with earlier findings 1 month after the disaster.8
There are several explanations for the relationship
between parental functioning and children’s receipt

TABLE 3. Bivariate Associations Between Receiving Mental Health Services and Covariates of
Interest Unadjusted ORs and 95% Confidence Intervals (n � 434)

OR
(Unadjusted)

Confidence
Intervals

P Value

Child and family demographic characteristics
Gender

Male — — —
Female 1.24 0.59–2.58 .57

Age of child, y
4–11 — — —
12–17 1.37 0.30–6.23 .68

Race of child
Black, Hispanic, and other 2.96 1.25–7.01 .01
Non-Hispanic white — — —

Child has siblings
Yes 1.37 0.69–2.71 .37
No — — —

Single-parent household
Yes 2.75 1.32–5.75 .007
No — — —

Household income
$0–$40 000 — — —
�$40 000 0.91 0.29–2.87 .88

Borough where child lived on 9/11
Bronx 0.24 0.05–1.15 .07
Brooklyn 0.38 0.13–1.16 .09
Queens 0.54 0.18–1.62 .27
Staten Island 0.24 0.04–1.40 .11
Manhattan — — —

Child has health insurance
Yes 1.32 0.17–10.42 .79
No — — —

Parent’s reaction to/experience with the disaster
Parental PTSD since 9/11

Yes 2.78 0.90–8.57 .07
No — — —

Parental depression since 9/11
Yes 1.27 0.44–3.67 .66
No — — —

Crying in front of child
Yes 2.01 0.95–8.57 .07
No — — —

Relative or friend killed
Yes 2.34 0.98–5.61 .06
No — — —

Child’s mental health experiences before disaster
Received counseling before 9/11

Yes 7.09 2.96–16.99 .0001
No — — —

Child’s posttraumatic stress after disaster
Children’s PTSR severe or very severe

Yes 4.99 2.31–10.82 .0001
No — — —
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of counseling services. First, the intensity of parental
reactions and poor parental functioning may be as-
sociated with children’s developing psychiatric
symptoms after a disaster.25–28 These symptoms in
the child may, then, lead to the child’s being identi-
fied as needing counseling services. A second expla-
nation is that parents’ own symptoms may affect
their decisions about seeking care for their children.
This is consistent with other research outside the
disaster setting that has documented the importance
of parental help-seeking behavior in receipt of men-
tal health services for children who need them.29,30

Related findings from our study suggest that fam-
ily vulnerability, such as single-parent households
(in the bivariate analysis), and minority status (in
both bivariate and multivariate analyses) were asso-
ciated with receipt of services. However, previous
research has also linked economic disadvantage, low
income, or adversities with unmet need for mental
health care as well as health care in general.29,31

These findings are not necessarily inconsistent, but
they do point to the complexity of the process by
which children receive services.

This study has a number of policy implications.
First, with respect to the role in screening, the low
level of counseling services for children with severe
or very severe PTSR indicates the importance of out-
reach after traumatic events to screen and refer chil-
dren who need mental health services. School-based
screening for disaster-related mental health care is
logical because large numbers of children can be
reached in an environment that encourages nor-

malcy and minimizes stigma.23 Teachers (and par-
ents) often respond to externalizing symptoms and,
less frequently, to anxiety and depression. Thus,
screening that allows the child to self-report experi-
ences and reactions is essential. Although teachers
(and parents) could and perhaps should be taught to
recognize internalizing symptoms, mental health
screening by teachers would not be appropriate be-
cause it would require them to address issues for
which they have not been adequately trained, raises
confidentiality issues, creates confusion with their
role as educator, and adds additional burden.

Pediatricians, however, can play an important role
in this regard. In ordinary times, between 60% and
70% of school-aged children visit a physician annu-
ally,32 and children with behavior problems do so
more frequently.33 Thus, children with PTSR may be
especially likely to visit the physician because of
increased likelihood of somatic manifestations.34

This suggests that there may be a need for a stronger
role for pediatricians, both in screening to identify
children who need services and possibly in the pro-
vision of services for less severe cases. It may be
important for pediatricians to screen all children who
visit their practice after a disaster for potential men-
tal health needs. If there are indications that our
country will be subjected to future terrorist attacks,
then it is necessary to begin to determine how to
make it possible for pediatricians to assume an ex-
panded role.

Pediatricians may need additional training to ful-
fill this role. Past studies have shown that pediatri-

TABLE 4. Multivariate Model Showing Relationships Between Receipt of Mental Health Services
and Covariates of Interest Adjusted ORs and 95% Confidence Intervals (n � 434)

OR
(Adjusted)

Confidence
Intervals

P Value

Child and family demographic chracteristics
Race of child

Black, Hispanic, and other 3.59 1.23–10.51 .02
Non-Hispanic white — — —

Single-parent household
Yes 1.87 0.82–4.24 .13
No — — —

Borough where child lived on 9–11
Bronx 0.27 0.07–1.13 .07
Brooklyn 0.55 0.17–1.73 .31
Queens 1.23 0.37–4.04 .74
Staten Island 0.76 0.12–4.94 .77
Manhattan — — —

Parent’s reaction to/experience with the disaster
Parental PTSD since 9–11

Yes 0.79 0.25–2.51 .69
No — — —

Crying in front of child
Yes 1.60 0.71–3.59 .26
No — — —

Relative or friend killed
Yes 3.02 1.16–77.90 .02
No — — —

Child’s mental health experiences before disaster
Received counseling before September 11

Yes 4.44 1.59–12.41 .005
No — — —

Child’s posttraumatic stress after disaster
Child’s PTSR is severe or very severe

Yes 3.59 1.63–7.92 .002
No — — —
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cians have difficulty diagnosing psychiatric disor-
ders35,36; thus, specific education and training are
essential. Pediatricians would also need to know
where to refer severe cases, and this indicates the
need for greater knowledge of the mental health
system and help in gaining that knowledge.

Mental health professionals should have a clear
role in delivery of services to the children with psy-
chopathology after disaster. Experts have advocated
for enhanced efforts in all service sectors that see
children: the welfare and juvenile justice systems, in
foster care, and, especially in the educational sys-
tem,18,37 because schools already are key providers of
mental health services for children.20 However, there
is likely to be a role for pediatricians in treatment of
the less severe cases. Much of this treatment involves
psychoeducation that could well be provided by pe-
diatricians. Studies have documented substantial
levels of unmet needs among children for mental
health services in ordinary times,31 and the dearth of
mental health services for the general population
would be more acute after a disaster. That more than
half of the children who received counseling services
had moderate or mild PTSR indicates the need for
support services for children in the population at
large after a disaster as well as the need to direct the
most severe cases to mental health professionals. Of
course, if pediatricians were to assume a role in
screening all children and treating the less severe,
then additional training and reimbursement for the
added services would need to be available. In at least
1 state, pediatricians are advocating for this larger
role in provision of mental and behavioral health
services to children, with appropriate financial sup-
port.38

This study had several limitations. First, we could
not describe well the frequency of mental health
service use or describe features such as whether the
counseling was in a group or individual. Counseling
provided by a teacher in a classroom is very different
from services provided by a mental health profes-
sional over an extended time period. Second, we
relied on parents’ report of their children’s receipt of
counseling, which might be less accurate than the
children’s own report, particularly for older adoles-
cents. Third, we did not measure functional impair-
ment. We used PTSR as an indicator of need, but
most rigorous definitions of need would use both
psychopathology and associated functional impair-
ment (which is often associated with service use).31 A
final limitation of this study was that our sample was
too small to conduct important subgroup analyses.
For example, it was too small to ascertain whether
the children who needed but did not receive mental
health services were systematically different from
those who needed but received services.

Despite its limitations, this study provides insight
into the need for and utilization of counseling ser-
vices after a disaster and highlights the need for
additional efforts to identify children who may re-
quire services. It also indicated the particular impor-
tance of outreach for children who are not currently
in a therapeutic relationship. Finally, this study sug-
gests a stronger role for pediatricians after a disaster

in screening and referral for the most severe cases
and for treating the less severe. Educational initia-
tives and adequate funding are needed for pediatri-
cians to fill this role.
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YOUNG DOCTORS AND WISH LISTS:
NO WEEKEND CALLS, NO BEEPERS

“Dermatology has become one of the most competitive fields for new doctors,
with a 40% increase in students pursuing the profession over the last 5 years,
compared with a 40% drop in those interested in family practice. . . . Today’s
medical residents, half of them women, are choosing specialties with what experts
call a ‘controllable lifestyle.’ Dermatologists typically do not work nights or week-
ends, have decent control over their time, and are often paid out of pocket, rather
than dealing with the inconveniences of insurance. . . . Other specialties also
enjoying a surge in popularity are radiology, anesthesiology, and even emergency-
room medicine, which despite their differences all allow doctors to put work
behind them when their shifts end, and make medicine less all-encompassing,
more like a 9-to-5 job. What young doctors say they want is that ‘when they finish
their shift, they don’t carry a beeper. They’re done.’ . . . Lifestyle considerations
accounted for 55% of a doctor’s choice of specialty in 2002, according to a paper in
the Journal of the American Medical Association in September by Dr Rutecki and two
co-authors.”

Richtel M. New York Times. January 7, 2004
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