	PSYCHOLOGY
TEACHER PRESENTATION NOTES
TRAUMA AND RECOVERY: THE PSYCHOLOGY OF SEPTEMBER 11


Two slides per page. Use the cards below as your teaching script for each slide.
		SLIDE 1
	Trauma and Recovery: The Psychology of September 11


On-slide summary: Trauma and Recovery: The Psychology of September 11; Psychology - September 11 and Its Legacy
TALKING POINTS
	•  Frame this as applied research: after September 11, psychologists had a practical problem to solve, not just a topic to describe.
•  Note that the lesson traces one research mechanism end to end: exposure, reaction, risk, protection, and response design.
	
	•  Set expectations up front, because this lesson studies population-level research rather than any individual's story.
•  Note that the tone stays documentary - this is a study of population data, not a retelling of the day's events.



	BACKGROUND
•  This lesson is built around published mental health research from 2001-2003, including SAMHSA disaster mental health reports and federally funded New York City studies.
•  The lesson stays at the mechanism level: how researchers grouped survivors, tracked reactions, and designed support programs, not narrative detail about the attacks.
•  Students in this class may have their own trauma histories unrelated to September 11. Keep every question at the population/research level, never personal disclosure.
	
	DISCUSSION QUESTIONS
•  What would a researcher need to know before designing mental health support for a whole city?
•  Why might psychologists study reactions across a large population instead of one person at a time?
•  What is the difference between a news story about an event and a research study of its aftermath?



	GUIDED NOTES
	Students should be able to connect their notes to: Trauma and Recovery: The Psychology of September 11






		SLIDE 2
	Learning Targets


On-slide summary: Learning Targets; Explain how experts found out who was affected.; Explain the difference between acute stress and PTSD.
TALKING POINTS
	•  Target 1 is the spine of the lesson: everything about exposure groups builds toward explaining how experts found out who was affected.
•  Target 2 is the most heavily tested distinction in this deck, so flag it now and return to it explicitly at slide 10.
	
	•  Read all five targets aloud once, because students meet them again in exactly this order as the lesson unfolds.
•  Note that target 5 closes the loop from research finding to real program: first aid, then counseling, then longer-term support.



	BACKGROUND
•  Target 1 sets up the exposure model, which is the lesson's organizing framework for who counted as 'affected.'
•  Target 2 is the most tested distinction in the lesson: acute stress reaction versus post-traumatic stress disorder.
•  Target 5 closes the lesson at the response-design level: psychological first aid, crisis counseling, and longer federal support.
	
	DISCUSSION QUESTIONS
•  Which of these five targets sounds hardest to explain in your own words right now?
•  What is the difference between a risk factor and a protective factor, just from the wording of target 3?
•  Why might a lesson on this topic end with a target about government response instead of about individual reactions?



	GUIDED NOTES
	Students should listen for: Explain how experts found out who was affected.






		SLIDE 3
	A Question Psychologists Had to Answer


On-slide summary: A Question Psychologists Had to Answer; After 9/11, researchers confronted a basic question: who was affected?; Millions saw news coverage, but only some had direct exposure.
TALKING POINTS
	•  Open on the research problem, not the event: how do you study mental health effects across millions of people at once?
•  Note that researchers distinguish direct exposure from indirect exposure through media - that distinction organizes the next two slides.
	
	•  The honest answer in October 2001 was that nobody yet knew the scale - which is why an exposure model had to come before any count.
•  This lesson is a case study in applied population research, which connects to public health methods used after any large-scale disaster.



	BACKGROUND
•  SAMHSA (the Substance Abuse and Mental Health Services Administration) is the federal agency most cited in this research and reappears through the lesson.
•  Large-scale surveys after September 11 followed methods first developed for other disasters, then were refined specifically for this event.
•  Researchers distinguish between people who were exposed to an event and people who only learned about it through media - a distinction the next slide formalizes.
	
	DISCUSSION QUESTIONS
•  If you were a researcher in October 2001, what is the very first question you would need to answer?
•  Why is 'who was affected' a harder question to answer than it first sounds?
•  What tools would a researcher need to study a whole population instead of one person?



	GUIDED NOTES
	Guided Notes Section 1 blanks 'confronted' and 'Millions' from this slide.






		SLIDE 4
	Counting Who Was Affected


On-slide summary: Counting Who Was Affected; population exposure model; a way of grouping an affected population by how directly each group met the event
TALKING POINTS
	•  Define the term precisely: a population exposure model groups people by how directly they met the event, not by how upset they seem.
•  Note that exposure level and distress level are measured separately - a highly exposed person is not guaranteed to be the most affected.
	
	•  Highlight the payoff of grouping: it lets researchers compare like with like instead of averaging five very different experiences together.
•  This model is the organizing idea for the next slide's table of exposure groups, so make sure it lands before moving on.



	BACKGROUND
•  A population exposure model sorts survivors into tiers rather than treating everyone the same, which lets researchers target services efficiently.
•  This approach was used in New York City's World Trade Center Health Registry, one of the largest disaster-exposure studies ever conducted.
•  Exposure level is not the same as distress level - some highly exposed people cope well, and some lower-exposure people struggle, which the model accounts for separately.
	
	DISCUSSION QUESTIONS
•  Why would researchers sort an affected population into groups instead of studying everyone the same way?
•  What is the difference between exposure level and how upset a person feels?
•  How might a population exposure model help a city decide where to send mental health resources first?



	GUIDED NOTES
	Guided Notes Section 2 blanks 'model' and 'systematic' from this slide.






		SLIDE 5
	Rings of Exposure


On-slide summary: Rings of Exposure; On-site responders and workers; Direct exposure to the attack sites during rescue, recovery, and cleanup operations.
TALKING POINTS
	•  Walk the table top to bottom: exposure decreases as you move down, from on-site responders to the watching public.
•  Note that bereaved family members are a distinct group because grief follows a somewhat different course than exposure-based stress.
	
	•  Why might researchers count the watching public as an affected group at all, if they were never on site?
•  Note that this table sets up the next slide's image: a service center built to reach a population this large and this spread out.



	BACKGROUND
•  This five-group structure closely mirrors the tiers researchers actually used in federally funded studies of the September 11 population.
•  Bereaved family members were tracked as a distinct group because grief reactions follow a partly different course than exposure-based stress reactions.
•  The watching-public group mattered to researchers because repeated media exposure was itself associated with elevated stress symptoms in several studies.
	
	DISCUSSION QUESTIONS
•  Why might responders and evacuated survivors need different kinds of support even though both were on site?
•  What does it mean that the watching public is included in this table at all?
•  Which of these five groups would you expect a city to prioritize first when funding is limited?



	GUIDED NOTES
	Guided Notes Section 3 blanks 'Present' and 'Lived' from this slide.






		SLIDE 6
	A Disaster Assistance Service Center


On-slide summary: A Disaster Assistance Service Center; A Disaster Assistance Service Center, New York City, 2001. FEMA News Photo.; Rows of staffed tables
TALKING POINTS
	•  Give the class ten seconds with the scene, then ask what the number of staffed tables tells them about the size of the response.
•  Note that these centers combined paperwork help with mental health referrals in one place, tying directly back to the exposure-group table.
	
	•  Note that this hall is full of people who were never at the towers, which is exactly the point the exposure table makes.
•  This is a documentary scene from November 2001 - a service setting, not a moment from the attacks themselves.



	BACKGROUND
•  Disaster Assistance Service Centers were set up jointly by federal, state, and city agencies to process aid applications in one location rather than many offices.
•  These centers combined benefits processing with referrals to mental health services, reflecting the population exposure model from two slides ago.
•  The scale visible in one room here reflects only a fraction of the total population the exposure-group table described.
	
	DISCUSSION QUESTIONS
•  What does the size of this room tell you about how many people needed help at once?
•  Why would a city combine paperwork assistance and mental health referrals in the same location?
•  How does this scene connect back to the exposure-group table on the previous slide?



	GUIDED NOTES
	No blanks are bound to this slide; it illustrates the material taught in Guided Notes Section 3.






		SLIDE 7
	What Normally Happens First


On-slide summary: What Normally Happens First; traumatic stress; the set of physical and emotional reactions that follow a terrifying event
TALKING POINTS
	•  Define both terms precisely and note the relationship: traumatic stress is the broad category, acute stress reaction is its short-term form.
•  Note that the one-month mark is the dividing line researchers use between an acute stress reaction and the lasting condition covered later in the lesson.
	
	•  Stress the time words in both definitions, because duration is the only thing separating these two terms.
•  This slide sets up the timeline on the next slide, which shows what these reactions typically look like over time.



	BACKGROUND
•  Traumatic stress covers a wide range of normal reactions: sleep disruption, difficulty concentrating, and a heightened startle response are all common.
•  An acute stress reaction is time-limited by definition; researchers use the one-month mark as the dividing line from a longer-lasting condition, covered later.
•  Most people who experience a terrifying event show some form of traumatic stress reaction - it is the typical response, not the exception.
	
	DISCUSSION QUESTIONS
•  Why might researchers want a specific term for reactions in just the first hours and days after an event?
•  What does it mean that an acute stress reaction 'usually fades' rather than always fading?
•  Why is it useful to have a name for a normal reaction, not just for a lasting condition?



	GUIDED NOTES
	Guided Notes Section 4 blanks 'traumatic stress' and 'acute' from this slide.






		SLIDE 8
	The Usual Course Over Time


On-slide summary: The Usual Course Over Time; First hours to days; Shock, difficulty concentrating, trouble sleeping, and a heightened startle response are common.
TALKING POINTS
	•  Walk the table top to bottom and let the class see the trend for themselves: most rows describe easing, not worsening.
•  Note that the one-month mark is the specific threshold researchers use to separate a typical reaction from a lasting condition.
	
	•  Point at the last row specifically: the minority who keep struggling is the group the rest of the lesson is about.
•  This timeline sets up the next slide directly: what happens for the minority whose reactions do not follow this pattern?



	BACKGROUND
•  This four-stage pattern is drawn from longitudinal studies that followed the same survivors at multiple points after the attacks.
•  The 'first few weeks' stage is when social support and returning routines have the strongest measured effect on easing symptoms.
•  Researchers use the one-month threshold specifically because it separates typical short-term stress from a diagnosable lasting condition.
	
	DISCUSSION QUESTIONS
•  What pattern do you notice moving down this table from the first row to the last?
•  Why might researchers pick the one-month mark as a turning point instead of, say, one week?
•  What would a mental health program need to plan for differently at each stage of this table?



	GUIDED NOTES
	Guided Notes Section 5 blanks 'Shock' and 'Sleep' from this slide.






		SLIDE 9
	Who Usually Notices First


On-slide summary: Who Usually Notices First; Family and Friends; People close to a survivor may notice a change in mood or behavior before the survivor names it.
TALKING POINTS
	•  Note that noticing often comes from several different channels at once - family, school, work, and routine screening.
•  Point out that three of the four channels are other people noticing, specifically because survivors often do not self-identify first.
	
	•  This slide is a bridge: it explains how the pattern on the next slide typically gets flagged in the first place.
•  Connect this to public health generally - multiple channels catching different people is a standard design principle in screening programs.



	BACKGROUND
•  Screening tools used after September 11 were often administered through primary care visits and workplace or school programs rather than stand-alone mental health clinics.
•  Family members and coworkers are frequently the first to notice behavioral changes because they see day-to-day patterns a survivor may not track themselves.
•  Self-report surveys remain one of the most widely used research tools precisely because they capture data a third party cannot observe directly.
	
	DISCUSSION QUESTIONS
•  Why might a family member notice a change before the survivor does?
•  Why would a routine doctor visit be a good place to catch a pattern like this?
•  What is the advantage of asking survivors directly, compared to relying only on outside observation?



	GUIDED NOTES
	Guided Notes Section 6 blanks 'Family and Friends' and 'School and Work' from this slide.






		SLIDE 10
	When It Does Not Fade


On-slide summary: When It Does Not Fade; post-traumatic stress disorder; a lasting condition in which trauma symptoms continue past a month and disrupt daily life
TALKING POINTS
	•  Define the lasting condition against the acute stress reaction: same starting point, different by duration and disruption.
•  Note that hyperarousal is one symptom cluster among several, not the whole condition on its own.
	
	•  Underline the one-month mark on the board, because that is the difference the assessment tests.
•  This distinction is the single most tested idea in the lesson - the next slide compares the two side by side.



	BACKGROUND
•  Post-traumatic stress disorder is diagnosed only when symptoms persist past the one-month mark and disrupt school, work, or relationships.
•  Hyperarousal is one of several symptom clusters that can appear in this lasting condition, alongside intrusive memories and avoidance.
•  Researchers found that a minority of the September 11 population met criteria for this lasting condition, consistent with patterns after other major disasters.
	
	DISCUSSION QUESTIONS
•  What is the key difference between this lasting condition and the acute stress reaction from two slides ago?
•  Why might a keyed-up, on-guard state be useful in the moment but harmful if it continues for months?
•  What kinds of evidence would researchers look at to judge whether symptoms are disrupting daily life?



	GUIDED NOTES
	Guided Notes Section 7 blanks 'post-traumatic stress disorder' and 'hyperarousal' from this slide.






		SLIDE 11
	The Short-Term Reaction or the Lasting Condition?


On-slide summary: The Short-Term Reaction or the Lasting Condition?; Note: Time course is the key difference - not whether stress reactions happen, but how long they last.; The short-term reaction
TALKING POINTS
	•  The key difference is duration and disruption, not which symptoms show up - both sides can include similar reactions at first.
•  Note that 'disrupts daily life' only appears on the right side; that is the diagnostic line clinicians actually use.
	
	•  Compare the two columns line by line, since the symptom lists overlap and only the time course separates them.
•  Note that this comparison is the hinge of the lesson - everything before this slide sets it up, and everything after builds on it.



	BACKGROUND
•  Time course, not symptom type, is the primary factor clinicians use to distinguish these two patterns from each other.
•  Both patterns can include some of the same individual symptoms; what differs is how long those symptoms persist and how much they disrupt daily functioning.
•  This side-by-side comparison mirrors how disaster mental health screening tools are actually structured: duration and disruption first.
	
	DISCUSSION QUESTIONS
•  If two people show the exact same symptoms in week one, what determines which category they eventually fall into?
•  Why is 'disrupts daily life' part of the definition on the right, but not on the left?
•  What would a teacher, doctor, or counselor look for to tell these two apart in someone they are helping?



	GUIDED NOTES
	Guided Notes Section 8 blanks 'Begins' and 'eases' from this slide.






		SLIDE 12
	Same Event, Different Outcomes


On-slide summary: Same Event, Different Outcomes; Two individuals can meet the same event and respond very differently.; SAMHSA, the federal mental health services agency, documented this pattern.
TALKING POINTS
	•  Note that variability itself is the finding here - SAMHSA documented it as an expected pattern, not an anomaly.
•  Resist explaining variability with one cause - the next three slides build it out of a whole set of conditions.
	
	•  This sets up the next several slides directly: the specific conditions that explain part of that variability.
•  Connect this to public health generally - the same variability shows up after floods, hurricanes, and other large-scale disasters.



	BACKGROUND
•  SAMHSA's disaster mental health framework specifically names 'considerable variability' in survivor outcomes as a documented, expected pattern.
•  This variability is one reason population exposure models exist: a single exposure level does not predict a single outcome.
•  The next several slides introduce the specific conditions researchers found associated with each of the two outcome paths.
	
	DISCUSSION QUESTIONS
•  Why might two people with the same exposure level end up on very different recovery paths?
•  What would it mean for a support program if outcomes were NOT this variable - if everyone responded the same way?
•  What kinds of conditions do you predict researchers found that explain this variability?



	GUIDED NOTES
	Guided Notes Section 9 blanks 'individuals' and 'SAMHSA' from this slide.






		SLIDE 13
	Conditions That Raise Vulnerability


On-slide summary: Conditions That Raise Vulnerability; risk factor; a condition that raises the chance a survivor will develop long-term difficulties
TALKING POINTS
	•  Define the term precisely: it raises a chance, it does not guarantee an outcome - that distinction matters for the whole rest of the lesson.
•  Note that degree of exposure is listed as its own separate risk factor, distinct from prior history.
	
	•  Note that all three examples are things a screening form could actually ask about, which is why agencies track them.
•  This slide sets up the mechanism on the next slide: how multiple risk factors combine rather than acting alone.



	BACKGROUND
•  Prior traumatization is one of the most consistently documented predictors of a harder recovery across disaster research generally, not just for September 11.
•  A previous psychiatric or substance-abuse history changes how a person's nervous system and coping resources respond to a new stressor.
•  Degree of exposure matters independently of these other conditions - it adds its own separate contribution to overall risk.
	
	DISCUSSION QUESTIONS
•  Why is 'raises the chance' different from 'guarantees' in this definition?
•  Why might a prior psychiatric history change how someone responds to a new, unrelated stressful event?
•  Of the three examples listed, which do you think a support program could realistically screen for in advance?



	GUIDED NOTES
	Guided Notes Section 10 blanks 'risk factor' and 'Prior' from this slide.






		SLIDE 14
	The Balance Adds Up


On-slide summary: The Balance Adds Up; Single Predictor; One condition, such as a previous psychiatric history, nudges vulnerability up or down on its own.
TALKING POINTS
	•  Use the scale metaphor directly: each predictor adds a small weight, and it is the total weight that matters, not any single one.
•  Note that this same balance also includes conditions that protect a person - that is the subject of the very next slide.
	
	•  The scale image does real work here: each predictor adds a small weight, and no single weight decides the outcome.
•  This mechanism - conditions adding together rather than acting alone - is a pattern that shows up across most areas of psychology, not just here.



	BACKGROUND
•  This 'tips the balance' framing comes directly from SAMHSA's disaster mental health guidance on cumulative predictors.
•  Cumulative effects mean that a person with two or three predictors present is at meaningfully higher measured risk than a person with just one.
•  The next slide introduces the conditions that pull the balance the other way, toward a better outcome.
	
	DISCUSSION QUESTIONS
•  Why might having two predictors present matter more than either one alone?
•  What does 'the balance can tip either way' suggest about how researchers think about risk?
•  Why would researchers look at a whole pattern instead of grading each condition separately?



	GUIDED NOTES
	Guided Notes Section 11 blanks 'Single Predictor' and 'Accumulated Weight' from this slide.






		SLIDE 15
	What Helps People Bounce Back


On-slide summary: What Helps People Bounce Back; protective factor; a condition that lowers the chance a survivor will develop long-term difficulties
TALKING POINTS
	•  Define the term precisely: resilience is a capacity to cope, described here as something that can be built, not a fixed personality trait.
•  Note that social support is named as one of the strongest documented protective factors - stronger than most individual traits researchers measured.
	
	•  Make the balance concrete, because most people carry risk factors and protective factors at the same time.
•  This slide completes the balance introduced two slides ago: risk factors on one side, protective factors on the other.



	BACKGROUND
•  Social support - family, friends, and community connection - is one of the most consistently documented protective factors across disaster research.
•  Resilience is a capacity, not a fixed trait; research treats it as something that can be built and supported, not something people either have or lack.
•  Protective factors work the same way risk factors do: they shift a probability, they do not guarantee a particular outcome.
	
	DISCUSSION QUESTIONS
•  Why might social support matter as much as, or more than, individual personality traits?
•  What is the difference between saying someone 'has resilience' and saying resilience is a capacity that can be supported?
•  Can a person have both several risk factors and several protective factors at the same time? What would that mean for their outcome?



	GUIDED NOTES
	Guided Notes Section 12 blanks 'protective factor' and 'resilience' from this slide.






		SLIDE 16
	Why Most People Recover


On-slide summary: Why Most People Recover; A normal response; Most stress and grief reactions after a disaster are normal, not illness.
TALKING POINTS
	•  Lead with the finding that most reactions are a normal response to an extraordinary event, not a sign of weakness or illness.
•  Note that routines - school, work - are treated as part of recovery, not just a return to normal life after it.
	
	•  Name the two service tiers out loud, because a plan has to fund both: routine support for the majority, clinical referral for the minority.
•  This three-card structure previews the next two slides directly: how support was designed for exactly this mixed population.



	BACKGROUND
•  Research consistently finds that most people who experience a disaster show a 'normal response to an extraordinary event' rather than pathology.
•  The structure-and-routine finding is one reason schools and workplaces reopened relatively quickly after September 11 - normalcy was itself treated as therapeutic.
•  The minority-need-more pattern is exactly why response programs must plan services across a full range, from brief support to sustained treatment.
	
	DISCUSSION QUESTIONS
•  Why is it important for people to hear that their reactions are normal, not a sign of illness?
•  What role do school and work routines play in helping most people recover?
•  Why must a program plan services for both the majority who recover quickly AND the minority who need more?



	GUIDED NOTES
	Guided Notes Section 13 blanks 'stress' and 'weakness' from this slide.






		SLIDE 17
	Designing the Response


On-slide summary: Designing the Response; psychological first aid; practical early support that meets basic needs and steadies people without forcing them to talk
TALKING POINTS
	•  Note that the definition leads with meeting basic needs, and specifically says 'without forcing them to talk' - that ordering is deliberate.
•  The guiding 'do no harm' rule explains why this approach avoids asking survivors to recount events right away.
	
	•  Connect the do-no-harm rule to practice, because it is why responders lead with basic needs rather than questions.
•  The image on the next slide shows this principle in practice: support delivered where people already are.



	BACKGROUND
•  Psychological first aid was developed as an evidence-informed alternative to earlier practices that pushed survivors to describe their experience right away, which research found could sometimes cause harm.
•  The 'do no harm' rule is the field's founding principle and directly shaped why psychological first aid avoids asking people to recount events.
•  This approach is typically delivered by trained volunteers and responders, not only licensed clinicians, which lets it reach far more people quickly.
	
	DISCUSSION QUESTIONS
•  Why might asking someone to describe a frightening event right away actually make things worse for some people?
•  What basic needs does this definition list before it mentions anything about talking?
•  Why would a program train volunteers to deliver this kind of support instead of relying only on licensed clinicians?



	GUIDED NOTES
	Guided Notes Section 14 blanks 'psychological first aid' and 'guiding' from this slide.






		SLIDE 18
	Support Where People Already Are


On-slide summary: Support Where People Already Are; A volunteer offers support at the WTC site, September 2001. FEMA News Photo.; Protective gear
TALKING POINTS
	•  Point out the setting first: outdoors, near active work, not an office - that is the whole point of meeting people where they already are.
•  Note the protective gear, which tells you this support was delivered under the same site conditions as the recovery work itself.
	
	•  Note that she is standing on the site itself, because this model delivers support where survivors already are instead of waiting for them to seek out an appointment.
•  This is a documentary scene from September 2001 - a support role in action, not a moment from the attacks themselves.



	BACKGROUND
•  Volunteers like the one shown here worked in shifts alongside recovery crews, offering brief check-ins rather than formal therapy sessions.
•  Protective gear was required for anyone working near the site for extended periods, including support staff who were not part of the recovery operation.
•  This on-site model became a template that later disaster responses across the country adopted directly.
	
	DISCUSSION QUESTIONS
•  What does the setting - outdoors, near active work - tell you about how this kind of support is delivered?
•  Why might it matter that this person is dressed for the work site, not for an office?
•  How does this scene connect back to the 'do no harm' rule from the previous slide?



	GUIDED NOTES
	No blanks are bound to this slide; it illustrates the material taught in Guided Notes Section 14.






		SLIDE 19
	Help That Comes to You


On-slide summary: Help That Comes to You; crisis counseling; short-term supportive help delivered where survivors already are instead of in a clinic
TALKING POINTS
	•  Define the term precisely: the key feature is location, delivered where survivors already are, not in a clinic waiting room.
•  Note the relationship to psychological first aid two slides back: first aid is the immediate response, this is the short-term follow-up.
	
	•  Note that the delivery setting IS the definition here - going to survivors is what separates this from clinic care.
•  Note that this slide sets up the last content slide, which follows the response further into the months and years after the emergency phase.



	BACKGROUND
•  Crisis counseling programs after September 11 were funded through federal disaster relief legislation and administered at the state and local level.
•  This kind of support is typically brief - often a handful of contacts - and focuses on coping strategies rather than long-term treatment.
•  Because it goes to survivors rather than waiting for them to seek an office visit, it reaches far more people than clinic-based care alone.
	
	DISCUSSION QUESTIONS
•  Why might going to survivors, rather than waiting for them to come to a clinic, reach more people overall?
•  What is the difference between this kind of support and the psychological first aid taught two slides ago?
•  Why would this program be designed as short-term rather than open-ended?



	GUIDED NOTES
	Guided Notes Section 15 blanks 'crisis counseling' and 'shelters' from this slide.






		SLIDE 20
	The Long Term


On-slide summary: The Long Term; Federal Funding; Congress and federal agencies funded mental health programs that continued for years afterward.
TALKING POINTS
	•  Note that funding and services continued for years, well past the point where media attention had moved on.
•  Embedding programs in schools and workplaces reduced stigma, since survivors did not have to seek out a separate mental health office.
	
	•  Stress the multi-year timeline, because a one-time survey would have missed how reactions changed.
•  This slide closes the response arc: psychological first aid, then crisis counseling, then this sustained, multi-year support.



	BACKGROUND
•  Some federally funded September 11 mental health and monitoring programs continued for well over a decade after the attacks.
•  Embedding support in schools and workplaces reduced the stigma some survivors associated with seeking care at a separate mental health office.
•  Longitudinal research on this population directly shaped disaster mental health planning for later events, including hurricanes and other large-scale disasters.
	
	DISCUSSION QUESTIONS
•  Why might a program choose to operate inside a school or workplace instead of a separate clinic?
•  What is the value of researchers tracking the same survivors for years instead of studying them once?
•  Why would a range of service levels, from a few sessions to years of care, be necessary rather than one fixed program for everyone?



	GUIDED NOTES
	Guided Notes Section 16 blanks 'Federal Funding' and 'Outcome Research' from this slide.






		SLIDE 21
	Key Takeaways


On-slide summary: Key Takeaways; Researchers grouped survivors by how directly each group met the event.; Most early stress reactions are normal and fade within weeks to a month.
TALKING POINTS
	•  Close by tying each takeaway back to its matching learning target - this is a direct one-to-one match, in order.
•  Note that the through-line is one mechanism: exposure varies, most reactions fade, and risk and protective factors explain the exceptions.
	
	•  Close on the last takeaway: the arc from immediate steadying to years of care is what students should carry out of the room.
•  This is where the quiz and exit ticket draw from most heavily, so flag that explicitly before moving on.



	BACKGROUND
•  Every takeaway here is graded: the quiz covers all five, the exit ticket covers the last third of the lesson, and the Activity's Reference Guide and Apply the Terms sections grade the vocabulary.
•  The through-line is a single mechanism: exposure varies, reactions mostly fade, some conditions raise or lower risk, and response programs were designed around that whole pattern.
•  This is population-level science; no student is asked to compare their own reactions to anything covered in this lesson.
	
	DISCUSSION QUESTIONS
•  Which of these five takeaways surprised you most, and why?
•  How does the exposure-group table from earlier connect to the response-design slides at the end?
•  If you had to explain this whole lesson in one sentence, what would that sentence be?



	GUIDED NOTES
	Students should listen for: Researchers grouped survivors by how directly each group met the event.
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