LETTERS TO THE EDITOR

months, the remains they found were in states of increasing
decomposition. All these conditions contributed to the cu-
mulative traumatic effect of the ongoing World Trade Center
experience and may help to explain the greater prevalence of
PTSD found among firefighters than among other groups,
such as the police.

In my capacity as staff psychiatrist for the New York City
Fire Department’s Bureau of Health Services and Counseling
Services Unit, I have had occasion to interview and treat hun-
dreds of firefighters traumatized by their experiences at the
World Trade Center. While large-scale bereavement and
threats to personal safety were surely traumatic for them, it is
the horrific experiences of the recovery period in the months
after the collapse itself that regularly appear in their night-
mares and flashbacks.
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Ms. Perrin Replies

To THE Epitor: Dr. Kelly’s comments highlight the impor-
tance of repeated exposure to gruesome situations in the risk
of PTSD and provide a greater understanding of the personal
experiences of the firefighters who responded to the World
Trade Center disaster. He suggests that our study failed to as-
sess a key risk factor for PTSD: the handling of human re-
mains while working at the World Trade Center site. It is true
that this was not included in our definition of witnessing hor-
ror. Our assessment of witnessing horror focused on events
that happened on the morning of September 11, 2001, which
we referred to in our article as “within-disaster experiences.”
These exposures were distinguished from work experiences
because they most likely represent a higher degree of life
threat. In our study, handling body remains was indirectly as-
sessed as a part of work experiences by asking individuals
whether they performed hand digging and search and rescue
activities while working at the site.

In the study’s full cohort of rescue recovery workers and
volunteers, hand digging was indeed associated with in-
creased risk of developing PTSD (adjusted odds ratio=1.2
[95% confidence interval=1.1-1.4]), whereas search and res-
cue was not. However, neither hand digging nor search and
rescue significantly increased the risk of PTSD in firefighters.
We understand that this is a relatively crude assessment of the
handling of gruesome body remains, and thus we cannot de-
finitively determine the impact of handling body remains
from this study. Within a clinical setting, it may be possible to
gain a greater understanding of an individual’s personal reac-
tion to gruesome experiences than in a quantitative tele-
phone survey. While standardized surveys do not provide the
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opportunity to ask more detailed or individualized questions
regarding particular exposures, they are effective at assessing
a consistent set of exposures across large samples.

The primary goal of our study was to examine differences in
PTSD prevalence among occupation groups and to determine
whether PTSD risk was associated with within-disaster and
work-related experiences. We were able to determine that
performing rescue activities outside of one’s training was an
important risk factor for PTSD, and rates were higher across
different occupations, independent of experiences. These
findings suggest that disaster preparedness training may re-
duce the psychological burden in future responders. The im-
pact of personal experiences, as described by Dr. Kelly, can
only be assessed by clinicians. Their insight, in collaboration
with epidemiological evidence, is critical to improving treat-
ment and prevention of PTSD.

MEGAN A. PERRIN, M.P.H.
New York, N.Y.

Ms. Perrin is a former research scientist with the New York City
Department of Health and Mental Hygiene, World Trade Cen-
ter Health Registry.

This letter (doi: 10.1176/appi.ajp.2007.07091491r) was ac-
cepted for publication in October 2007.

Antidepressants in the Postpartum Period:
Additional Considerations

To THE EDpITOR: We read with interest the article by Jennifer
L. Payne, M.D., published in the September 2007 issue of the
Journal, on practical considerations of antidepressant use
postnatally (1). However, as developers of the United King-
dom National Clinical Guideline on Antenatal and Postnatal
Mental Health (2), we found the article to be inaccurate in
several respects.

We agree that maintaining drugs started during pregnancy
in the postnatal period is appropriate but feel that this means
that paroxetine, although virtually undetectable in breast
milk, should not be given to a woman who wishes to breast-
feed, given the concern over its safety in pregnancy (3, 4) and
the possible difficulties on withdrawal.

While monitoring a breastfed infant is important, the addi-
tional point should be made that neonates whose mothers
took antidepressants during pregnancy should also be mon-
itored both for symptoms of withdrawal from the drug and
for serotonergic toxicity syndrome (the symptoms are simi-
lar) (2, 5).

After a careful review of the available data, we concluded
that “indicated” prevention may benefit women with sub-
threshold symptoms of depression or anxiety, although the
Cochrane review on the prevention of postnatal depression
concluded that this is not effective (6). Evidence on the risk to
the fetus of chronic subthreshold anxiety during pregnancy
influenced our decision (7).

Dr. Payne gives only limited consideration of psychological
therapies, but these are equally effective and safer than med-
ication, particularly in less severe depression (8). We recom-
mended that psychological treatments should be offered
without delay in order to avoid the risks associated with anti-
depressants where this is appropriate (2). The considerable
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