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More than 35,000 individuals are estimated to
have responded to the World Trade Center
(WTC) site following the terrorist attacks of
September 11, 2001. The federally funded WTC
Medical Monitoring and Treatment Program
(WTCMMTP) provides medical monitoring and
occupational medicine treatment as well as
counseling regarding entitlements and benefits
to the workers and volunteers who participat-
ed in the WT'C response. A major component of
the WICMMTP is the WTC Mental Health
Program (WTCMHP), which offers annual men-
tal health assessments and ongoing treatment
for those found to have 9/11 associated mental
health problems. In the program’s 9.5 years of
evaluating and treating mental health prob-
lems in thousands of Ground Zero responders,
diversity in multiple domains (e.g., gender, fam-
ily, profession and employment status, state of
physical health, cultural identity, and immigra-
tion status) has been a hallmark of the popula-
tion served by the program. To illustrate the
types of issues that arise in treating this
diverse patient population, the authors first
present a representative case involving a
Polish asbestos worker with an aleohol use dis-
order. They then discuss how accepted alcohol
treatment modalities can and often must be
modified in providing psychiatric treatment to
Polish responders, in particular, and to foreign-
born patients in general. Treatment modalities
discussed include cognitive and behavioral
therapy, relapse prevention strategies, psycho-
dynamic therapy, motivational approaches,
family therapy, group peer support, and phar-
macotherapy. Implications for the practice of
addiction psychiatry, cultural psychiatry, and
disaster psychiatry are discussed. (Journal of
Psychiatric Practice 2012;18:55-63)
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BACKGROUND

More than 35,000 individuals are estimated to have
responded to the World Trade Center (WTC) site fol-
lowing the terrorist attacks of September 11, 2001.]
The federally funded WTC Mental Health Program
(WTCMHP) offers mental health monitoring exami-
nations and treatment for workers and volunteers
who participated in the WTC response. The
WTCMHP involves two components: 1) it offers annu-
al mental health assessments and 2) it provides ongo-
ing treatment for those found to have 9/11 associated
mental health problems. The WTCMHP is part of the
larger WTC Medical Monitoring and Treatment
Program (WTCMMTP) which provides medical mon-
itoring and occupational medicine treatment as well
as counseling regarding entitlements and benefits. In
the program’s 9.5 years of evaluating and treating
9/11 associated mental health problems in thousands
of Ground Zero (GZ) responders, diverse backgrounds
and needs have been a hallmark of the population
served by the program.?

Because disasters strike across countries, cultures,
and all levels of society,” they can be thought of as
great levelers that affect a cross-section of the popu-
lace. Patients of the WTCMHP, despite their common
link of having worked as responders at GZ or associ-
ated sites, differ from one another on many other
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dimensions, including gender; family; profession and
employment status; state of their physical health;
cultural identity; and immigration status. A range of
ethnic groups has been treated in the WTCMHP.
The majority of the foreign-born workers at GZ were
from Latin America (predominantly Ecuador and
Colombia) or FEastern FEurope (predominantly
Poland). Research concerning the medical treatment
arm of the WICMMTP found that Polish patients
comprised 17.6% of individuals served by the pro-
gram.’ In 2010, 957 patients received mental health
treatment in the WTCMHP, of whom 126 (13%) were
Polish patients who were cared for by three Polish
speaking clinicians. Of the 348 intakes of new mental
health patients in this same period, 62 were Polish.
The substantial number of Polish patients under-
scores the important role of cultural considerations in
the mental health treatment provided by the
WTCMHP. In this article, we focus on these patients
to exemplify the types of cross-cultural considera-
tions that arise in the WTCMHP.

Asbestos workers were a largely unheralded seg-
ment of the WTC responder population who were
extensively involved in the clean-up efforts. Many of
these workers were Polish. Accumulated clinical
experience points toward the pervasiveness of alcohol
use in this group relative to many of the other ethnic
groups in the program, as well as the distinct chal-
lenges involved in engaging and treating these
patients for their drinking problems. To illustrate
these issues, we first present a representative case
involving a Polish asbestos worker with an alcohol
use disorder and then discuss how accepted alcohol
treatment modalities can and often must be modified
in providing psychiatric treatment to Polish respon-
ders, in particular, and to foreign-born patients in
general. Implications for the practice of addiction
psychiatry, cultural psychiatry, and disaster psychia-
try are discussed.

CASE REPORT

The patient was a 58-year-old monolingual Polish
male employed at GZ as an asbestos handler from
September 14, 2001 until the end of the clean-up oper-
ations in June 2002, working 7 days/week, predomi-
nantly in 12-hour night shifts. Despite his physical
exhaustion, the patient was unable to fall asleep after
his night shifts. He was troubled by distressing
images of and thoughts about GZ and would awaken
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amid frightening nightmares of GZ, often getting as
few as 2-3 hours of sleep between shifts. In the con-
text of his long-term employer's contractual commit-
ment to GZ and with few employment opportunities
elsewhere due to language and other barriers, the
patient was determined to keep his job at GZ, Having
lived in NY for many years, he also felt motivated to
participate in the effort to respond to the 9/11 tragedy.

The patient described himself as a moderate
drinker who, soon after 9/11, started reaching for
alcohol to “loosen up, switch off” and get some sleep
so that he would be able to work. By the time he fin-
ished his work at GZ in June 2002, he was drinking
up to a 1/2 liter of vodka daily. The patient’s sleep
problems and daily alcohol use continued in subse-
quent years. He also became very irritable and angry.
After an incident in which he stopped himself short
from lashing out at someone at a train station, the
patient became worried about the possible conse-
quences of losing his temper at work or elsewhere. He
first attended the WTCMMTP's screening program in
2008 after the decreasing availability of asbestos
work allowed him time to come in to be evaluated for
shortness of breath and tiring easily. During his
mental health screening, the patient denied having
any problems and refused treatment despite indica-
tors of posttraumatic stress disorder (PTSD), clinical
depression, and alcohol abuse. He attributed his diffi-
culties to fatigue and stress. Because he had been
able to maintain several periods of abstinence of a
month or two in duration in the past, he also believed
he was in control of his drinking.

The patient entered treatment after his second
monitoring visit in 2010. At that time, he was plan-
ning to return to his family in Poland in the near
future and was worried about the results of recent
blood tests that had indicated some medical problems
likely to be related to alecohol use, including elevated
liver enzymes. He had been sober for 10 days and was
asking for help to stay sober. The patient was offered
intensive psychotherapeutic treatment three
times/week focusing on rapidly engaging him in men-
tal health treatment given that he was in the early
stages of sobriety.

Married with a wife and three adult children in
Poland, the patient came to the United States in the
mid-1980s with the intention of staying for several
years to earn enough money to ensure financial secu-
rity for his family in Poland or, in time, to have them
join him in the United States. He had worked as an
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ashestos handler since his arrival. In his initial eval-
uation, the patient described a range of symptoms of
anxiety and depression, which, along with his drink-
ing and anger, he felt were signs of weakness that he
needed to master on his own. He was interested in
medication to help with cravings but declined a refer-
ral to a psychiatrist in the WTCMHP, opting instead
to continue to receive medications from his Polish
physician.

The patient responded well to psychoeducation
about alcohol abuse and dependence and the rela-
tionship between alcohol abuse and mental health,
Psychoeducational efforts were supported by giving
the patient copies of relevant material from Polish
textbooks®® and Polish websites.”® Initially motivat-
ed by fear about his abnormal medical tests and his
plans of returning to Poland, he was further encour-
aged by the reduction of his troubling symptoms of
anxiety and depression during the subsequent weeks
of abstinence. Careful exploration over many sessions
of his drinking history and patterns, the costs and
benefits of drinking, and his triggers and denial
mechanisms allowed the patient to acknowledge the
risks inherent in his original treatment goal of con-
trolled drinking after his return to Poland. He was
then able to engage in developing relapse prevention
strategies. In sobriety, the patient was able to begin
to identify and explore his fears and anxieties about
returning to his family and town after more than 20
years of separation. He also started to speak about
the impact of his exposure to GZ and how he believed
the sociopolitical and economic changes following
9/11 had affected his life.

DISCUSSION

As illustrated by the case described above, targeted
discussions have suggested that the foreign-born pop-
ulations served by the WTCMHP have a multiplicity
of distinet needs.” In the WTCMHP, the Polish WTC
responders, such as the patient in the case described
above, are predominantly male, middle-aged, and
nearing retirement (a profile that is not unlike that of
other foreign-born WTC responder populations).
Many of the Polish workers had unclear immigration
status while working at GZ and thereafter. The Polish
group consisted of people from varied occupational
backgrounds, including construction workers, farm-
ers, lawyers, and doctors. They were principally
involved in the clean-up effort and asbestos removal
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from the buildings surrounding GZ. As in the case we
described, work at GZ required long hours in difficult
conditions, and workers were exposed to highly dis-
tressing levels of death and destruction, including
bodies and body parts.

Our clinical experience suggests that Polish and
other foreign-born patients may find drinking alcohol
a culturally accepted way of dealing with distress or
“taking the edge off.” Many of our patients, such as the
one described here, reported drinking alcohol to deal
with painful emotions and memories related to their
work at GZ, as well as drinking to “unwind” so that
they could go to sleep. Many of the foreign-born work-
ers at GZ had left their families in Poland and else-
where, such as Central and South America, and had
come to the United States seeking economic opportu-
nities to improve the quality of life for their families
back home. As a result, working friends were likely to
become the main emational support for many of these
individuals, which could lead to feelings of pressure to
“fit in” in order to keep their job by participating in
social gatherings that often included alcohol.

As was the case with the patient described here,
Polish culture normally does not condone secking
mental health treatment when experiencing dis-
tress.'® In general, Polish individuals are far more
likely to manifest emotions through physical symp-
toms or to suppress them completely, rather than
naming the experienced feelings or even experiencing
the feelings."! Thus, Polish individuals who are dis-
tressed may often complain of headaches, chest pain,
trouble breathing, or stomach aches. As illustrated in
the case we deseribed, the patient’s discussion with
the doctor about his or her medical problems can
therefore offer an opportunity to link the patient with
mental health services. At the same time, medical
concerns can be used as a motivating factor to con-
tinue to engage patients once they are in mental
health treatment.

In addition, most benefits, such as social security
disability payments and food stamps, are not avail-
able for Polish and other foreign-born WTC respon-
ders due to their unclear immigration status. Most of
these individuals also do not speak English, creating
a barrier in accessing medical care, legal advice,
financial assistance, or even social circles outside of
work. Therefore, it requires clinical creativity for
mental health clinicians to build rapport with poten-
tial Polish patients and to assess and address their
fundamental areas of need. If psychosocial stressors
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are not addressed, alcohol use and other mental
health problems are likely to remain entrenched
despite traditional psychiatric treatment approaches.

Another immediate obstacle to mental health
treatment is this group’s limited awareness and
knowledge about mental health. Psychoeducation is a
key factor in the beginning of every treatment. As
with the patient we described, this includes a discus-
sion of how people may resort to substance use in the
context of PTSD and other post-traumatic sequelae in
order to wrestle with the feelings of “losing one’s
mind” or “having a nervous breakdown.” Like many
other patients treated in the WTCMHP, the patient in
the case we described expressed relief in response to
normalization of his symptoms. This included chal-
lenging beliefs about mental health, masculinity, and
alcohol use that are prevalent among Polish patients
being treated in the WTCMHP.

The use of Polish reading material and resources,
including Polish internet sites,”® helps makes this
type of information more accessible to patients. As in
the case described here, helping the patient become
familiar with an accessible source of information and
self-help material also played a crucial role in prepar-
ing the patient to return to a small town in Poland
with limited access to mental health services and con-
siderable stigma associated with using such services.

Once the ground work has been laid (i.e., by estab-
lishing initial rapport, identifying and targeting fun-
damental needs, and building basic mental health
awareness), the clinician can start utilizing different
modalities of treatment to help the patient.

Cognitive Therapy

Originally developed for the treatment of anxiety and
depression, cognitive therapy (CT) is now also widely
used as a treatment for alcohol use disorders. This
use is based on the premise that inadequate behav-
iors and coping mechanisms originate from emotions
that themselves come from automatic thoughts or
incorrect assumptions emerging from everyday life
events. [For example, a dependent individual who uses
alcohol to self-treat social anxiety may see this sub-
stance as the only way to deal with misperceived
social cues based on a false belief that his anxiety
symptoms can be seen by everyone and will lead to
rejection,

Cognitive therapy aims to identify, gently confront,
and amend such erroneous beliefs of various kinds
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that lead to substance use and make way for more
appropriate thoughts. This manual-based, structured
therapy requires the therapist to be active and the
patient to work at home on exercises and tasks
planned during sessions. This intensive approach
usually necessitates 12-20 individual sessions. It can
also be used as a group approach, in which the par-
ticipants’ experiences and feedback can be used by
others as a learning experience. CT has been demon-
strated to be effective for the treatment of alcohol
dependence in several studies.'” Anxiety and depres-
sive disorders are frequently associated with aleohol
use disorders, making CT even more effective in this
population.

We have found CT to be quite helpful when cultur-
ally adapted to Polish and other foreign-born popula-
tions. A particularly helpful aspect of cognitive
psychotherapy is that it gives patients concrete tasks
to work on without much need to address their “feel-
ings,” which can be very difficult for these groups.
Furthermore, challenging beliefs, such as the idea
that a few drinks before going to sleep are helpful to
unwind, if approached with cultural sensitivity, can
also be very useful.

Among Polish patients (and a number of other for-
eign-born populations), an immediate reliance on an
abstinence model may not be very effective.
Therefore, in working with the patient in the case
described here, the clinician used the medical evi-
dence of the harmful effects of the patient’s aleohol
use on his health to challenge the patient’s previous
perceptions of the benefits and harmlessness of using
alcohol to unwind. The clinician then helped the
patient explore his history of alcohol use. This
allowed the clinician to introduce the concept of alco-
hol tolerance and its consequences, as a way of chal-
lenging the image, often a positive popular one, of
someone with a “strong head for drinking.” The
patient indicated that he viewed having several
drinks a day as culturally acceptable and that he did
not consider this behavior to be a problem. Equipped
with this knowledge, the therapist helped the patient
explore the “paradox” of his culturally influenced atti-
tudes towards alcohol: on the one hand, he felt strong
pressure to conform to cultural expectations by par-
ticipating in social aleohol use, while, on the other
hand, he was worried that any evidence of loss of con-
trol related to alcohol would be considered shameful
and a sign of weakness. The patient was then able to
acknowledge his fear of being judged as an alcoholic
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should he refuse to participate in alcohol consump-
tion, particularly during the anticipated welcoming
celebrations that would greet his return to his family
and community in Poland.

One of the limitations of CT is that patients are
expected to continue their work at home, in particu-
lar to practice relaxation and communication skills.
Patients who still work as laborers in areas such as
asbestos removal often do not feel able to commit to
any kind of homework due to the unregulated and
unpredictable schedule in this field of work.

Behavioral Therapy

A broad array of behavioral techniques has been
developed and can be used in working with patients
with alcohol dependence. Activity scheduling, role
playing, relaxation training, graded task assignment,
problem solving, exercise, and stimulus control can all
be used effectively, if judiciously chosen and integrat-
ed.'? For example, individuals can be desensitized to
stimuli associated with consumption, by role playing
situations in which the patient may be at risk of using
alcohol. Patients can learn relaxation techniques and
communication skills to help them avoid relapse in
these situations. It is also possible to enhance absti-
nence-related behaviors and discourage alcohol use
with operant conditioning learning, For example, con-
tingency strategies involve giving positive rewards
(money, coupons) when the patient remains abstinent
or adopts attitudes and behaviors consistent with an
aleohol-free lifestyle. On the other hand, alcohol use
and non-desirable behaviors (positive urine test, non-
adherence to treatment) result in loss of privileges,
although aversive strategies are less likely to be effec-
tive than positive reward approaches." The ability to
verify the patient’s self-report with objective testing
methods, such as a breathalyzer and/or urine toxicol-
ogy screen, and the consistent application of conse-
quences (positive and/or negative) are crucial for this
approach to be effective.

The patient in the case described here found the
suggestion of role playing too “confronting” and incon-
gruent with his communication style; however, he was
able to engage effectively in semi-structured discus-
sions and problem-solving techniques. For example,
he considered using his health status as a 9/11 sur-
vivor as a socially acceptable reason for his “blanket”
refusal to consume alcohol, based on his medical rea-
sons for abstinence. He also identified various strate-
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gies for managing stress, including plans to grow veg-
etables and fruit trees, to get a dog as a motivation for
exercise and as company in situations not connected
with stimuli that would promote alcohol consumption,
and to use his spirituality, consciously and strategi-
cally, to seek relaxation and “refuge” when confronted
with triggers or experiencing cravings.

Relapse Prevention

The goal of relapse prevention is to prevent a return
to a previous pattern of aleohol use following cessa-
tion of consumption, or to reduce consumption and
harm in the context of a partial remission. It is based
on the cognitive-behavioral model of relapse and bor-
rows many elements from cognitive and behavioral
techniques. It involves a psychoeducational phase, in
which the individual learns to disentangle the effects
of various drugs and symptoms of withdrawal and
intoxication associated with them. The main goal,
however, is to identify factors involved in relapse,
including stress and exposure to stimuli associated
with alcohol use, and to develop strategies to prevent
relapse in such circumstances. Different techniques
are used for this purpose, including role playing,
semi-structured discussions, and relaxation exercis-
es. This approach is well suited to group therapy, and
can be conducted using a manual for therapists and
educational materials for patients.’®

In applying relapse prevention strategies with
Polish and other foreign-born WTC responders, clini-
cians must take into account that many of these
patients are in the process of planning to go back to
Poland and elsewhere, so that it is essential to devel-
op strategies for continuation of trealment when
these patients return to their native countries. Over
the course of treatment, our patient’s culturally deter-
mined belief that the main tool for achieving and
maintaining abstinence was his “strong will” gradual-
ly evolved in response to psychoeducation, motiva-
tional approaches, and the exploration of salient
cultural factors and their influences, so that he was
able to begin shifting from feelings of shame and self-
blame toward goals and strategies for change. Using
both anticipated and “What if...” scenarios, the clini-
cian “teased out” and discussed with the patient vari-
ous examples of stressors and other triggers, such as
personal relationships, social pressures, and the
stress of readjusting to life back in Poland, that he
was likely to encounter upon his return.
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Psychodynamic Therapy

Psychodynamic therapy is based on the concept that
substance use is a manifestation of intrapsychic
issues. The degree to which the therapist intervenes
during the session, as well as the structure and dura-
tion of therapy, vary considerably depending on the
model that is used. Shorter and more structured
approaches have recently been developed, which
appear most suitable for individuals with alcohol
dependence, and these have shown promising
results.! Although to date hardly any well designed
studies have evaluated the effectiveness of these
approaches in the treatment of addiction,'* clinical
experience suggests that they are useful in individu-
als who have been abstinent for a few months, are
psychosacially stable, and able to attend sessions on
a regular basis.

Provision of psychodynamic therapy to Polish 9/11
responders can be quite difficult, especially when
related to treatment of substance abuse. We have
found that many patients have a limited concept of
and capacity for self-exploration, and that this is
influenced by variable educational levels and cultur-
al beliefs regarding talking about one’s developmen-
tal history and emotions. Many of these patients
share the common “masculinity” concept that “men
should be men” and should not “complain” about their
problems. There is also a cultural norm related to
protecting the memory of one’s parents and not talk-
ing negatively about one’s elders or the deceased. In
this culture, it is also believed that problems should
stay in the family circle and should not be aired in
public. Therefore, the usefulness of a psychodynamic
therapy approach can be limited in the Polish popu-
lation as well as in many other foreign-born groups
that share similar cultural values. However, when
psychodynamic therapy is combined with other
approaches, it may help some of these patients gain
insight into their behavior patterns.

In cases where early sobriety is achieved, the clini-
cian can then shift the focus to a discussion of a sense
of achievements and failures during time spent in the
United States and the choice that such patients made
to come to the United State in the first place. In
response to the clinician’s focused “teasing out” of the
issues, our patient was able to acknowledge and
begin to process a range of deep-seated concerns and
“nagging” thoughts and emotions about his coming
return to Poland that had been suppressed by his
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excessive work schedule and use of alcohol. Such
problems are often a source of great anxiety for this
population. Patients such as the one described here
frequently compare themselves to their friends in
Poland who were able to benefit from economic oppor-
tunities that the socioeconomic reform of the early
1990s in Poland offered them, developing new careers
and achieving high standards of living without the
personal cost of separation from family. Thus it is
very important to address feelings of personal failure
and inadequacy to help patients who have immigrat-
ed to the United States deal with the consequences of
their choices without resorting to the use of alcohol as
a coping strategy.

Motivational Approaches

Motivational interviewing, a technique developed by
Miller and Rollnick in the mid-1980s,!® was initially
based largely on Prochaska and DiClemente’s theory
of change.!” The motivational approach facilitates the
modification of behaviors such as substance abuse by
helping the patient explore and resolve ambivalence
associated with change. This technique is character-
ized by its short duration (one to four sessions in gen-
eral, but it can be applied in an encounter of less than
15 minutes). The therapist needs to elicit doubt and
increase the patient’s motivation to change his or her
substance use behaviors. The key principles of this
approach are self-efficacy, empathy, rolling with the
resistance, and promoting discrepancy by highlight-
ing the differences between the current situation and
the life expectations of the patient. Based on the
motivational approach, Motivational Enhancement
Therapy (MET), which consists of 4 interviews fol-
lowed by 2 follow-up meetings, was one of three treat-
ments evaluated in the Matching Alcoholism
Treatments to Client Heterogeneity (MATCH)
Project. It was shown to be as effective as CBT and 12
step-based approaches in promoting abstinence and
preventing relapse.!?

Many of the patients treated in the WTCMHP are
physically disabled and suffer from psychiatric dis-
orders such as clinical depression, anxiety, and panic
attacks, which decrease their motivation and energy
level.>* Therefore, a motivational approach can help
to break down at least some of the barriers these
problems pose to sobriety. For example, making our
patient’s fears and their sources explicit to him
allowed him to identify the risks that giving into
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social pressure to drink would create for his life goals
when he returned to Poland and to start developing
relapse prevention strategies that would maximize
his ability to withstand social pressures that he
came to identify as harmful and potentially destruc-
tive for him.

Spirituality and religious beliefs are very important
in many cultures, including the Polish culture, and
can be incorporated into the motivational approach to
alcohol treatment in foreign-born responders. When
he lived in Poland, our patient attended church serv-
ices on most Sundays with his family, a pattern that
continued during his initial years in the United
States, where weekly church services offered him a
venue for practicing his faith as well as an opportuni-
ty to develop and maintain social contacts and
exchange information (e.g., about work opportunities).
This connection was interrupted when Mr. A, began
working 7 days/week at GZ. The subsequent discon-
nect was perpetuated in the following years by his
work schedule combined with the impact of his wors-
ening symptoms and increasing use of alcohol. In dis-
cussing sources of support available to him in New
York, our patient was able to draw on his past experi-
ences participating in expressions of faith and spiri-
tuality and harness these experiences for his current
situation. He was able to speak about his feelings of
guilt and shame for withdrawing from active religious
practice and to make a connection with the shame and
guilt related to his alcohol use and his subsequently
diminished sense of self-worth and alienation.

Family Therapy

Familial relationships and attitudes of family mem-
bers toward substance use may contribute to the
emergence of alcoholism and may also have an
impact on the patient's recovery. When a family
member is affected, this problem can have an impact
not only on the individual with alcohol dependence
but also on the other family members. Family thera-
py can help clinicians gain an understanding of the
nature of the relationships among the individuals in
a family or a group, as well of the role of alcohol use
as both a cause and symptom of familial dysfunction.
While family therapy often requires individual meet-
ings with the patient and his or her relatives, it
always involves meeting with all family members
together. The goals include identifying and modifying
maladaptive patterns of interactions and behaviors
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that may be involved in the addictive behavior and
its perpetuation. Furthermore, it is important to sup-
port family members who may be affected by the
addiction of their loved one. Peer groups for relatives
of addicts, such as Al-Anon, can offer valuable sup-
port in this regard.!*

Difficulties may arise in using family therapy to
work with foreign-born patients, such as Polish 9/11
responders like our patient, because of beliefs about
keeping problems in the family as well as the fact
that many of these patients have left their families
back in their native countries. Furthermore, many of
those who have families in the United States often
feel ostracized by them. Since mental health treat-
ment is not a culturally accepted way of dealing with
problems in this particular cultural and generational
group, many responders feel ashamed and stigma-
tized and do not disclose to their families the fact that
they have sought mental health treatment.

In the case of the patient described above, he was
able to accept the importance of including his wife in
Poland as the key support in immediate and long-
term relapse prevention after he returned to Poland.
He was able to explore options for effective ways of
informing her of his alcohol dependence and need for
support, including access to Polish psychoeducational
resources. The clinician also used a structural family
therapy framework to highlight for the patient areas
of potential family stress and conflict that could arise
when he reentered the family unit, involving the
realigning of family roles and relationships that had
developed in his long absence.'® While the immediate
therapeutic impact of this approach was limited, the
process made those potential stressors explicit and
enabled the patient to better prepare approaches for
coping with them and supported his future relapse
prevention strategies. When this is not possible, clini-
cians can broaden the concept of family therapy into
peer support therapy, which can be effective, since, as
mentioned above, for many Polish and other foreign-
born WTC responders, their co-workers have become
their main support group and replace their families
for the time being,

Group Peer Support

Support groups are often based on the 12-step princi-
ples developed by Alcoholics Anonymous (AA), which
was founded in 1935 by Robert H. Smith and William
G. Wilson. It involves meetings of alcoholics, sober or
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not, where everyone is invited to anonymously share
problems associated with drinking. Individuals who
maintain a relatively steady sobriety can sponsor and
offer peer support outside the meetings. Meetings
focusing on other substances (i.e. Narcotics
Anonymous, Marijuana Anonymous) or other types of
issues (Overcaters Anonymous, Gamblers Anony-
mous) have emerged over the years. A major advan-
tage of these support groups is their accessibility; it is
possible to attend a meeting at almost any time of
day in almost any part of the country. On the other
hand, some individuals may be uncomfortable in such
meetings since this approach involves spirituality,
and some groups are reluctant to welcome patients
with a mental health problem or these who are pre-
scribed a psychotropic medication. Although there is
a dearth of randomized trials on the effectiveness of
AA, recent studies suggest that the effectiveness of
12-step approaches in treating alcohol dependence is
comparable to that of cognitive therapy and of moti-
vational interviewing.'*1?

The WTCMHP offers Polish as well as Spanish
group therapy services that are based on a supportive
and stress management model. Patients in these
groups can share their feelings related not only to
their struggle with PTSD, depression, or alcohol use
but also their frustrations related to worker's com-
pensation, the immigration process, or lack of family
support due to physical separation and sparse com-
munication. The group therapy approach can help
repair the fabric of the immigrant community, which
has become fragmented since 9/11 as many patients
stopped working, felt ashamed of their reactions, or
started isolating themselves due to depression or
posttraumalic stress. Unfortunately, at the same
time, some group members may become “drinking
buddies” and enable each other in their drinking
habits. Within the group, patients may have varied
standards of what constitutes “normal” drinking,
which could be very different from the general stan-
dards accepted in psychiatry.

Pharmacotherapy

Psychotherapeutic approaches are critical to any
intervention addressing alcohol abuse. An increasing
number of pharmacological strategies have also been
shown to be effective in promoting abstinence and
decreasing alcohol use.' Naltrexone has been shown
to improve numerous outcomes related to alechol
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use, including the chance of return to drinking and
risk of relapse.?®?! although some studies have not
found similar results in individuals with chronie
severe dependence.?” Acamprosate is an amino acid
that decreases glutamate excitatory activity and pro-
motes gamma-aminobutyric acid (GABA)-mediated
neuronal inhibition.?»®! It is generally started in the
post-acute withdrawal phase to decrease craving as
well as protracted withdrawal symptoms and thus to
promote abstinence and prevent relapse. Disulfiram
is an inhibitor of aldehyde dehydrogenase, an
enzyme involved in alcohol metabolism. When a
patient taking this medication uses alcohol, acetalde-
hyde accumulates and causes a plethora of unpleas-
ant symptoms such as headache, flushing, nausea,
vomiting, hypotension, and anxiety. Other medica-
tions have been studied, such as topiramate, selec-
tive serotonin reuptake inhibitors, tricyclic
antidepressants, ondansetron, baclofen (a GABAb
antagonist), and rimonabant (a cannabinoid receptor
antagonist), but they have yet to be approved by the
U.S. Food and Drug Administration as treatments for
aleohol dependence.?

Pharmacotherapy is often helpful in treating
Polish and other immigrant responders in the
WTCMHP, because of their general regard for med-
ical professionals and belief in the effectiveness of
medication. The patient described in the case above
had been treated by his general physician for with-
drawal symptoms and cravings prior to receiving any
other form of mental health treatment. However, at
times, patients have unreasonable expectations that
medication is a “magic pill” that will cure their alco-
hol problems without the need to explore their feel-
ings or change their behaviors. Therefore close
coordination of care between the psychotherapist
and the psychiatrist is necessary.

CONCLUSION

The case we have presented in this article shows how
accepted treatments for aleohol use disorders can be
applied and modified in specific cultural groups and
settings, such as in the aftermath of a disaster.
Although not the only major ethnic group to be
involved in the WTC rescue and recovery efforts,
Polish responders represented a sizable population
within the 9/11 responder community from which we
were able to generalize regarding cross-cultural
treatment. Experience acquired from addressing
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alcohol and mental health related issues in Polish
responders in the WTCMHP provided an opportuni-
ty to develop approaches for treating addiction and
mental health issues in Polish and other foreign-
born patients. The lessons learned from this specific
case can inform a broader, culturally attuned
approach to treating the many populations who are
likely to be touched by disasters in large urban cen-
ters. This case also highlights occupational mental
health issues germane to maintaining a responder
community ready to deal with any future disasters
that might occur.
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