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Objective: Community surveys have
demonstrated significant psychological
distress since the terrorist attacks of Sept.
11, 2001. Since people with posttraumatic
stress disorder (PTSD) and other mental ill-
nesses are especially vulnerable to stress-
ful events, the authors examined the use
of PTSD treatment services and other men-
tal health services at Department of Vet-
erans Affairs (VA) medical centers in New
York City and elsewhere after the attacks.

Method: Analysis of variance was used to
compare changes in average daily service
use in the 6 months before and the 6
months after September 11, with changes
in service use across the same months in
the 2 previous years. Chi-square tests were
used to examine differences from previous
years in the proportion of new patients
(i.e., who had not received treatment in

the previous 6 months) entering treatment

after September 11.

Results: There was no significant increase
in the use of VA services for the treatment

of PTSD or other mental disorders or in vis-

its to psychiatric or nonpsychiatric clinics
in New York City after September 11 and

no significant change in the pattern of

service use from previous years. Nor was

there a significant increase in PTSD treat-
ment in the greater New York area, Wash-

ington, D.C., or Oklahoma City or in the

proportion of new patients.

Conclusions: No increase was observed

in the use of mental health services among

VA patients with PTSD or other mental ill-

nesses in response to the terrorist attacks
of September 11.

(Am J Psychiatry 2003; 160:1684–1690)

There has been widespread concern that the terrorist
attacks of Sept. 11, 2001, resulted in sustained psychologi-
cal distress not only among those directly affected by the
loss of life and physical destruction but also among other
residents of the cities that were attacked and even among
Americans whose exposure was limited to televised im-
ages of death and destruction (1–3). Surveys of New York
City residents conducted during the second month after
the attacks found significantly elevated evidence of post-
traumatic stress disorder (PTSD) (2, 3), with the highest
rates found among residents directly affected by the trag-
edy who were at the World Trade Center on September 11
or who lived nearby. A national survey that focused on
communities that were not directly attacked (1) found ev-
idence of substantial symptoms of stress in 44% of adults
and 35% of their children 3–5 days after September 11. The
authors concluded that the events of September 11 had
serious adverse effects on adults who were not directly
exposed, a result that is consistent with research on re-
sponses to other traumatic events (4, 5), although a survey
conducted 1 month after the tragedy failed to find higher
levels of distress or evidence of PTSD outside of New York
City (3). There has also been a concern that the psycholog-
ical damage caused by the attacks would result in dra-
matic increases in the need for and use of mental health
services (6).

People with preexisting PTSD or other mental illnesses
were likely to be especially vulnerable to the events of Sep-
tember 11. A meta-analysis of 77 studies (7) concluded
that a past history of psychiatric disorder is one of the
most consistent predictors of vulnerability to PTSD and
that past exposure to trauma, although somewhat less
consistent, also significantly increases the risk. Several
studies have shown that military veterans are prone to re-
activation of PTSD when exposed to subsequent trauma
(8–10).

To evaluate the impact of the events of September 11 on
vulnerable populations, we used national administrative
data from the Department of Veterans Affairs (VA) health
care system to compare use of both mental health and gen-
eral medical services during the 6 months before and after
September 11. The VA serves a large chronically mentally ill
population of veterans and provides specialized services
for veterans with military-related PTSD at each of its New
York City facilities. Following the literature (7), we hypoth-
esized that increased use of such services would be espe-
cially likely among veterans with war-related PTSD and
also among those with serious mental illnesses, such as
schizophrenia and major affective disorder and those with
substance abuse or other psychiatric disorders. Clinical ex-
perience suggests that the description in the media of im-
molation, body parts, and physical destruction would trig-
ger painful memories of Southeast Asia for some Vietnam
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veterans, exacerbating PTSD symptoms, and stimulating
additional clinical visits among patients in current treat-
ment, as well as efforts to initiate treatment by others.

Because the VA has a national health care system with
common-workload data systems in all of its medical cen-
ters, we also explored geographical variation in patterns of
greater service use. We hypothesized that increases would
be greatest at VA medical centers in New York City, followed
by the greater New York area (Long Island, Westchester
County, and northern New Jersey), Washington, D.C., other
large cities in the Northeast, and Oklahoma City, because
of its past experience of terrorism. Service use at VA medi-
cal centers in other U.S. metropolitan areas and in general
medical clinics was examined for comparison.

Method

Sample

The sample included all patients who received services from
VA medical centers located in the 40 largest U.S. cities (11) in the
180 days before and the 180 days after September 11 in 1999,
2000, and 2001.

Sources of Data

Data were obtained from national VA administrative workload
databases: the Patient Treatment File, a discharge abstract docu-
menting all episodes of inpatient care, and the outpatient care and
encounter files documenting all visits to VA outpatient clinics.

Measures

To simultaneously capture changes in service use resulting
from greater numbers of veterans seeking treatment and more vis-
its per veteran, the primary dependent variables used were the to-
tal number of outpatient visits for selected diagnoses, the number
of visits to selected specialty clinics, and the number of admis-
sions to psychiatric inpatient units per working day (i.e., weekends
and holidays were excluded). Eight types of services were exam-
ined in separate analyses:

1. Outpatient visits with a primary or secondary diagnosis of
PTSD (ICD-9 code 309.81).

2. Visits with a primary or secondary diagnosis of substance
abuse (ICD-9 codes 291.00–292.99, 303.00–305.99).

3. Visits with a primary or secondary diagnosis of more seri-
ous mental illnesses, schizophrenia, major affective disor-
der, or other psychosis (ICD-9 codes 295.01–298.99).

4. Visits in which any mental illness was diagnosed (including
those listed) (ICD-9 codes 290.00–312.99).

5. Visits to specialized outpatient PTSD clinics (clinic stop
codes 519, 525, 540, 561, or 580).

6. Visits to any specialty mental health clinic (clinic stop codes
500–599).

7. Admissions to psychiatric inpatient units (bed section
codes 70–79, 84, 89, 90–93).

8. Visits to primary care or specialty medical clinics (clinic
stop codes 300–399).

VA medical centers located in the 40 largest U.S. cities were
classified into six geographic regions:

1. New York City (Manhattan, Brooklyn, the Bronx).
2. The greater New York area (Long Island, Westchester

County, northern New Jersey).
3. Washington, D.C.

4. Other metropolitan areas in the Northeast (New York and
New England).

5. Oklahoma City.
6. Other U.S. metropolitan areas (i.e., the South, Midwest, and

West).

Observations were further classified by dichotomous variables
reflecting the year of the observations (2000 or 1999=0, 2001=1) and
by their temporal relationship to September 11 (before=0, after=1).

To evaluate change in service use at different intervals after
September 11, observations after that date were further classified
as occurring during the first month after September 11, during
the second or third month, or during the fourth through sixth
months.

Veterans seeking services in the 6 months after September 11 in
each year were considered new patients if they had not received
medical services in the 6 months before September 11.

Analyses

We used t tests to compare the average number of outpatient
visits and inpatient admissions of various kinds per working day
in New York City before and after September 11, as well as in 1999
and 2000. Analysis of variance was then used to evaluate the in-
teraction of time (6 months before or after September 11) and
year (2001 versus 1999 or 2000) to determine whether the trends
in 2001 were different from those in previous years.

These analyses were then repeated for each of the three post–
September 11 time intervals, and a comparable set of analyses
were conducted for each of the other geographic areas and for fe-
male veterans and veterans under age 40 in New York City.

Since our main analyses were based on measures of the aver-
age units of service delivered per day, it is possible that the num-
ber of veterans could have significantly increased while the num-
ber of visits per veteran decreased, or vice versa. To evaluate this
possibility, we repeated our analyses of each category of service
use to examine separately changes in the number of users and
changes in the average number of services received per user dur-
ing the 6 months before and after September 11 in comparison
with previous years.

In addition, chi-square tests were used to examine differences
from previous years in the proportion of new patients (i.e., who
had not received treatment in the previous 6 months) entering
treatment after September 11.

Because each set of analyses involved 12–16 comparisons, we
used both the conventional uncorrected p<0.05 and a more con-
servative Bonferroni-corrected alpha level of 0.004 as the criteria
of statistical significance.

Results

Service Use in New York City

At VA medical centers in New York City, there was no sig-
nificant increase in the mean daily delivery of services for
the treatment of PTSD or any of the other types of mental
health or medical services in the 6 months after Septem-
ber 11, although there was an 8.8% decrease in the num-
ber of visits by patients with a diagnosis of substance
abuse that was significant at p<0.05 but not at the Bonfer-
roni-corrected alpha level of p<0.004 (Table 1). There were
no significant differences in the mean number of daily vis-
its from previous years for any service (interaction of time
and year).

Although the 6-month period after September 11 was di-
vided into subunits (1 month, 2–4 months, 3–6 months),
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again there was no significant increase in the mean num-
ber of daily visits for the treatment of PTSD in 2001 at any
time interval or any significant difference in the pattern of
change from previous years (Table 2). The lack of evidence
of significantly more visits for the treatment of PTSD was
also found in 2001 for all other types of mental health
service use. However, at the conventional alpha level of
p<0.05, there was a significant decrease in the number of
outpatient substance abuse visits 4–6 months after Sep-
tember 11 and a decrease in the number of visits to special-
ized PTSD clinics in the first month after September 11,
although these changes were not significant at the Bonfer-
roni-corrected alpha level of p<0.004. The analyses of New
York City residents were repeated for the subgroups of fe-
male veterans and veterans under age 40, also with no evi-
dence of increased service use after September 11.

Service Use in Other Metropolitan Areas

After September 11, there was no increase in the num-
ber of visits for which a diagnosis of PTSD was recorded in
the greater New York area or in Washington, D.C., the areas
most directly affected by the attack after New York City it-
self (Table 3). The visits for the treatment of PTSD in Okla-
homa City, an area that may have been especially vulnera-
ble to evocations of past terrorist attacks, actually declined
after September 11 in 2001, although they had increased in
1999–2000—a significant interaction at p<0.05 although

not at p<0.004. There were increases in the number of vis-
its for the treatment of PTSD in Northeastern metropoli-
tan areas other than New York and in other metropolitan
areas across the United States (Table 3), and there was a
significant interaction in the Northeast (at p<0.05 but not
at p<0.004), indicating that the increase in PTSD treatment
visits in fiscal year 2001 represented a departure from the
pattern of service use in previous years. This finding is not
consistent with the hypothesis that greater use of services
would be greatest in locations that were directly affected
by the events of September 11 than elsewhere.

Reanalysis of all six categories of outpatient visits for
mental health services and of general medical visits with
patient-level data showed no significant increase in the
average number of visits per user for any of the seven cat-
egories of outpatient service use when we compared the 6
months after September 11 with the 6 months before or
the changes in service use in 2001 with those of previous
years (data available on request). In one of the seven cate-
gories (visits to specialized mental health clinics), there
was an increase in the number of individuals who had
clinical visits in the period before to the period after Sep-
tember 11 in 2001 (2.6%, N=290), although there had been
a decline in previous years (–1.1%, N=243) (χ2=5.05, df=1,
p=0.03). However, with Bonferroni correction for 14 com-
parisons, the required alpha level for significance would
be p<0.004.

TABLE 1. Use of New York City Veterans Affairs Mental Health Facilities in the 6 Months Before and After September 11 in
1999–2000 and 2001

Type of Service and Year

Daily Use of Services Analysis

Before
September 11a

After
September 11b

% 
Change

Change From Before 
to After September 11

Interaction of Year and
Before/After September 11

Mean SD Mean SD t (df=737) p F (df=3, 737) p
Outpatient visits

Diagnosis of PTSD 0.16 0.69
1999–2000 238.2 63.0 234.6 0.6 –1.5 0.63 0.52
2001 231.8 57.5 232.1 69.2 0.1 0.04 0.96

Diagnosis of serious mental illnessc 2.52 0.11
1999–2000 258.7 74.7 237.6 60.9 –8.1 3.60 0.0003*
2001 225.1 48.4 220.0 61.8 –2.3 0.62 0.53

Diagnosis of substance abuse 0.38 0.53
1999–2000 702.4 183.6 667.6 171.8 –5.0 2.29 0.02*
2001 581.0 148.8 530.1 146.1 –8.8 2.37 0.02*

Any mental health diagnosis 0.04 0.84
1999–2000 1,408.4 305.5 1349.1 276.0 –4.2 2.35 0.01*
2001 1,264.2 213.4 1213.7 288.3 –4.0 1.42 0.15

Specialized PTSD clinic 0.43 0.51
1999–2000 139.2 44.0 144.3 42.1 3.6 1.29 0.19
2001 139.4 38.0 140.0 46.1 0.4 0.11 0.91

Specialized mental health clinic 0.46 0.50
1999–2000 1,205.8 267.0 1,149.8 248.3 –4.6 2.53 0.01*
2001 1,065.4 188.3 1,035.3 244.2 –2.8 0.96 0.34

Medical clinics 0.15 0.70
1999–2000 1,072.2 217.7 1,108.4 234.9 3.4 1.75 0.08
2001 1,059.8 170.9 1,082.2 285.2 2.1 0.76 0.44

Admission to mental health inpatient care 0.20 0.65
1999–2000 8.8 3.0 8.7 3.9 –0.5 0.13 0.89
2001 6.0 2.9 6.2 3.5 3.3 0.46 0.64

a Before September 11, there were 252 days in 1999–2000 and 126 days in 2001.
b After September 11, there were 242 days in 1999–2000 and 121 days in 2001.
c Schizophrenia, major affective disorder, or other psychosis (ICD-9 codes 295.01–298.99).
*p<0.05.
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TABLE 2. Use of New York City Veterans Affairs Outpatient Mental Health Facilities in the 6 Months Before and After Sep-
tember 11 in 1999–2000 and 2001, by Follow-Up Interval

Type of Visit, Time of Follow-Up, 
and Year

Daily Use of Services Analysis

Before
September 11a

After
September 11b

% 
Change

Change From Before
to After September 11

Interaction of Year and
Before/After September 11

Mean SD Mean SD t df p F df p
PTSD diagnosis

1 month after September 11 1.51 3, 434 0.22
1999–2000 238.2 62.7 236.1 57.9 –0.9 0.21 434 0.83
2001 232.4 57.3 209.0 51.1 –10.1 1.64 434 0.09

2–3 months after September 11 0.34 3, 491 0.56
1999–2000 238.2 62.7 243.8 59.1 2.4 0.71 491 0.47
2001 232.4 57.3 246.1 66.7 5.9 1.22 491 0.22

4–6 months after September 11 0.51 3, 551 0.48
1999–2000 238.2 62.7 228.0 62.2 –4.3 1.44 551 0.15
2001 232.4 57.3 231.0 74.7 –0.6 0.14 551 0.88

Diagnosis of serious mental illnessc

1 month after September 11 0.32 3, 434 0.57
1999–2000 258.9 74.9 235.3 49.9 –9.1 2.18 434 0.03*
2001 225.7 48.1 212.8 37.6 –5.7 0.85 434 0.39

2–3 months after September 11 0.53 3, 491 0.49
1999–2000 258.9 74.9 225.7 48.1 –12.8 1.11 491 0.26
2001 225.7 48.1 227.0 57.3 0.6 0.10 491 0.97

4–6 months after September 11 2.57 3, 551 0.11
1999–2000 258.9 74.9 230.6 59.9 –10.9 3.84 551 0.0001*
2001 225.7 48.1 217.9 71.1 –3.5 0.75 551 0.42

Diagnosis of substance abuse
1 month after September 11 0.41 3, 434 0.52

1999–2000 703.4 183.9 620.5 157.6 –11.8 2.93 434 0.004*
2001 583.0 147.6 531.2 120.5 –8.9 1.29 434 0.19

2–3 months after September 11 0.67 3, 491 0.41
1999–2000 703.4 183.9 693.3 160.7 –1.4 0.46 491 0.64
2001 583.0 147.8 542.2 139.9 –7.0 1.33 491 0.18

4–6 months after September 11 0.56 3, 551 0.45
1999–2000 703.4 183.9 666.9 181.2 –5.2 1.89 551 0.06
2001 583.0 147.8 521.5 153.9 –10.5 2.25 551 0.02*

Any mental health diagnosis
1 month after September 11 0.07 3, 434 0.80

1999–2000 1409.7 306.1 1295.4 242.7 –8.1 2.53 434 0.01*
2001 1268.4 208.9 1174.1 169.3 –7.4 1.47 434 0.14

2–3 months after September 11 0.01 3, 491 0.91
1999–2000 1409.7 306.1 1398.4 273.4 –0.8 0.32 491 0.74
2001 1268.4 208.9 1249.8 257.7 –1.5 0.37 491 0.71

4–6 months after September 11 0.03 3, 551 0.86
1999–2000 1409.7 306.1 1335.1 285.6 –5.3 2.35 551 0.02*
2001 1268.4 208.9 1203.5 337.4 –5.1 1.44 551 0.15

Specialized PTSD clinic
1 month after September 11 4.35 3, 434 0.03

1999–2000 139.4 43.7 144.5 40.9 3.7 0.74 434 0.45
2001 139.9 37.7 119.6 33.0 –14.5 2.08 551 0.04*

2–3 months after September 11 0.00 3, 491 0.98
1999–2000 139.4 43.7 147.7 40.3 6.0 1.55 491 0.12
2001 139.9 37.7 148.4 41.9 6.1 1.12 491 0.26

4–6 months after September 11 0.01 3, 551 0.92
1999–2000 139.4 43.7 141.9 43.8 1.8 0.52 551 0.60
2001 139.9 37.7 141.6 50.9 1.2 0.24 551 0.80

Specialized mental health clinic
1 month after September 11 0.22 3, 434 0.64

1999–2000 1207.0 267.2 1102.0 230.9 –8.7 2.63 434 0.009*
2001 1068.9 184.9 996.3 148.1 –6.8 1.29 434 0.19

2–3 months after September 11 0.02 3, 491 0.89
1999–2000 1207.0 267.2 1192.7 239.3 –1.2 0.46 491 0.64
2001 1068.9 184.9 1062.1 222.8 –0.6 0.15 491 0.87

4–6 months after September 11 0.42 3, 551 0.52
1999–2000 1207.0 267.2 1137.9 257.5 –5.7 2.42 551 0.01*
2001 1068.8 184.9 1031.1 282.9 –3.5 0.95 551 0.34

a Before September 11, there were 252 days in 1999–2000 and 126 days in 2001.
b One month after September 11, there were 42 days in 1999–2000 and 21 days in 2001; 2–3 months after September 11, there were 80 days

in 1999–2000 and 40 days in 2001; 4–6 months after September 11, there were 80 days in 1999–2000 and 40 days in 2001.
c Schizophrenia, major affective disorder, or other psychosis (ICD-9 codes 295.01–298.99).
*p<0.05.
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New Patients

There were no significant increases, compared to each
previous year, in the proportion of new veterans (i.e., who
had not received treatment in the previous 6 months) en-
tering treatment after September 11 in any of the health
service categories (data available on request).

Discussion

Contrary to our hypothesis, we found no evidence of
significantly greater VA service use for the treatment of
PTSD or other mental disorders in New York City after the
terrorist attacks of Sept. 11, 2001, or any evidence of in-
creased use of mental health services in comparison to
previous years. These patterns were similar to those for
general medical care.

Perhaps the most parsimonious interpretation is that
the attacks of September 11 did not induce or exacerbate
psychiatric problems enough to stimulate greater service
use. Mental health service use is an imperfect proxy for
psychological distress since many factors other than psy-
chological distress affect the use of mental health services
among veterans and nonveterans alike (12–14). Lack of
such an increase is not evidence that there was no distress
in this population. It is evidence, however, that the distress
was not of the magnitude or type that leads to greater use
of services or direct health care costs (although there were
substantially greater security costs at VA facilities in New
York after September 11, and extensive support was pro-
vided beyond the VA medical center there to agencies such
as the fire and police departments and the New York City
Family Assistance Centers) (personal communication, M.
Losonczy, June 25, 2002).

Numbing of emotions and avoidance are important
symptoms of PTSD, and it is possible that veterans were
initially so overwhelmed by these reactions that they were
unable to seek additional services. While such reactions
may partially explain the decline in PTSD–related visits in
the first month after September 11, they were not likely to
have sustained their initial intensity for 6 months. For in-
stance, a 4-month prospective study of civilian trauma
victims in Israel showed substantial reduction in symp-
toms after the first month after the traumatic event (15),
and preliminary evidence has been presented that reac-
tions to September 11 in New York and elsewhere sub-
sided after the first few months (16, 17).

Based on previous research (7–10), we expected the
most vulnerable subgroup to be veterans with a current or
past history of PTSD, the vast majority of whom served in
the Vietnam conflict (18), but that other vulnerable sub-
groups, such as veterans with serious mental illness or
substance abuse disorders, might also be affected. No
evidence of increased service use was observed in any
specialized PTSD or other clinics, suggesting that while
veterans with PTSD and other mental disorders, like all
Americans, were disturbed by the attacks of September 11,
their responses to events might have been experienced as
powerful and disturbing but normal. These are expectable
emotional reactions rather than exacerbations of psycho-
pathology that would require additional professional ser-
vices, a distinction that has been emphasized by other re-
searchers studying the psychological effects of terrorism
(19). These findings are consistent with evidence that
there was no increase in mental health services use in the
general populations of New York City (17) or Washington,
D.C. (20), in the immediate aftermath of September 11.

TABLE 3. Use of Veterans Affairs Outpatient Mental Health Facilities By Veterans With a PTSD Diagnosis in the 6 Months
Before and After September 11 in 1999–2000 and 2001, by Region

Region and Year

Daily Use of Services Analysis

Before
September 11a

After
September 11b

% 
Change

Change From Before
to After September 11

Interaction of Year and
Before/After September 11

Mean SD Mean SD t (df=737) p F (df=3, 737) p
New York City 0.16 0.69

1999–2000 238.2 63.0 234.6 0.6 –1.5 0.63 0.52
2001 231.8 57.5 232.1 69.2 0.1 0.04 0.96

Greater New York area 0.45 0.50
1999–2000 176.2 40.4 175.2 48.9 –0.6 0.22 0.82
2001 184.2 44.9 188.2 56.9 2.2 0.66 0.50

Washington, D.C. 0.27 0.60
1999–2000 91.2 26.1 84.8 26.5 –7.1 0.73 0.46
2001 84.7 26.5 85.2 43.2 0.6 0.11 0.91

Northeastern United States 6.24 0.01*
1999–2000 563.9 100.6 552.0 121.6 –2.1 1.08 0.27
2001 561.6 101.3 596.9 169.5 6.3 2.28 0.02*

Oklahoma City 5.31 0.02*
1999–2000 85.2 30.3 93.6 36.1 9.9 3.01 0.03*
2001 74.7 22.5 72.0 28.5 –3.6 0.68 0.49

Other U.S. metropolitan areas 0.46 0.49
1999–2000 1484.2 267.1 1540.1 38.4 3.8 1.75 0.07
2001 1664.3 341.3 1757.7 516.8 5.6 2.07 0.04*

a Before September 11, there were 252 days in 1999–2000 and 126 days in 2001.
b After September 11, there were 242 days in 1999–2000 and 121 days in 2001.
*p<0.05.
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Emotional reactions to the events of September 11 may
have been ameliorated by the national outpouring of sup-
port for New Yorkers, the memorial services honoring the
dead, and the opportunities for volunteer activity and
charitable giving. Extensive discussions of emotional reac-
tions to the attacks in the media, at informal street memo-
rials around New York and at ordinary social gatherings,
may also have helped veterans cope.

Potential Impediments to Service Use

It is also possible that documented service use did not
increase because of significant barriers. Transportation
was disrupted in the aftermath of September 11, and some
patients may have been afraid to venture into the city. In
addition, some off-site VA counseling involving contact
with individuals of unknown VA eligibility may not have
been captured by the national data systems. While these
impediments could have suppressed the documented de-
livery of services shortly after September 11, their effect
would likely have diminished 4–6 months later.

Other possible explanations of these negative findings
might be that 1) the VA had no capacity to accept addi-
tional patients, 2) all potential patients were already re-
ceiving optimal services and there was no need for addi-
tional services, or 3) Vietnam veterans distrust the VA as
part of a government that sent them to fight an unpopular
war and would not have sought help from the VA under
any condition.

These explanations also seem unlikely. During the pe-
riod 3–6 months after September 11, when transportation
barriers would have been at their lowest, the rates of ser-
vice use were actually lower than before September 11 in
five of six service categories (Table 2). One would not ex-
pect to see lower rates of service use if the demand for
services was stretching VA clinical capacity to its limit. In
fact, VA administrators in the New York area, anticipating
greater demand for mental health services, monitored ser-
vice use closely and identified supplemental clinical re-
sources but did not find occasion to deploy them (per-
sonal communication, M. Losonczy, June 25, 2002).

Second, VA administrative data (18) show that in the
New York area, only 60% of the veterans receiving VA com-
pensation for PTSD and only 8% of those in the highest
priority eligibility categories for VA health care (those with
service-connected disabilities and low-income veterans)
used VA mental health services in 2001. Thus, there were
many veterans who were specifically disabled by PTSD, as
well as many others who were not using VA services.

Finally, several studies have shown that combat veter-
ans, and Vietnam veterans with PTSD in particular, show a
preference for VA over non–VA services (12, 13). The num-
ber of veterans receiving VA services for the treatment of
PTSD has increased steadily in recent years (18), further
demonstrating both the capacity of the VA to expand ser-
vices and a willingness of the veteran population to use VA
services when needed.

Geographic Patterns

An extensive literature suggests that proximity to trau-
matic events is among the most important risk factors for
PTSD and related symptoms (1–3, 7). We did not find evi-
dence of greater effects in New York or Washington, D.C.,
compared with other parts of the United States. In fact,
the only areas of the country that did show increased use
of PTSD services were metropolitan areas elsewhere in
the Northeast (upstate New York and New England) and
other parts of the country that were not directly attacked.
It may be that the usual epidemiological patterns were re-
versed in the case of trauma related to September 11 and
that stress was greater farther from the area directly af-
fected. However, other studies of reactions to September
11 have shown the expected geographic gradient in stress
responses (2, 3). The absence of expected geographic pat-
terns, in fact, lends support to the view that the events of
September 11 did not increase mental health service use
among populations that previous research has suggested
would be at high risk for exacerbation of PTSD or stress-
related symptoms.

Limitations

The major limitation of this study is that it only ad-
dressed use of formal mental health and general medical
services and provided no direct information on use of
emergency services or services provided at VA Readjust-
ment Counseling Centers (i.e., “vet centers”), informal ser-
vice use, perceived barriers to care, or symptoms or sub-
jective distress. Epidemiological surveys are needed to
assess the impact of the events of September 11 on the
psychological health of the nation and to document un-
met needs and potential barriers to service use, if they ex-
ist. This study, however, provides the first suggestion that
the events of September 11, at least in the first 6 months,
had little impact on the actual use of mental health ser-
vices by a population with ready access and high risk.

A further limitation of this study is that the data ad-
dressed VA service users only, 95% of whom are men;
among those treated for PTSD, the average age is 53 years
(19). Our findings, thus, may not be generalizable to women,
younger adults, and especially children, about whom
there have been parental reports of significant distress af-
ter the events of September 11 (1–3). There is some evi-
dence that older adults may be less reactive to disasters
(21, 22). However, we found no difference in our findings
when we repeated the analyses among female veterans
and veterans less than 40 years of age.

Conclusions

This study did not find evidence of greater mental health
service use after the terrorist attacks of Sept. 11, 2001,
among veterans in New York City. While epidemiological
studies are needed to more fully assess the range of psy-
chological sequelae and perceived barriers to service use
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among New York veterans, these findings concerning ac-
tual service use are that veterans were able to cope with
their emotional experiences successfully enough that they
did not seek increased professional assistance.
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