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Fearful Symmetry1: Shared Trauma in New Orleans After
Hurricane Katrina
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The reports by Linda M. Floyd, Kathryn L. Nathan, Deborah R. Poitevant, and Elsa Pool convey
more powerfully than any scholarly article the physical, personal, professional, and dynamic dilem-
mas that local mental health professionals had to contend with as they resumed practicing after the
catastrophic disruption of Hurricane Katrina. It was “uncharted territory.” This commentary addresses
the complex dynamics that emerge when clinician and patient have survived identical or very sim-
ilar disasters. Under these circumstances, when clinicians work to contain their patients’ anxieties,
anxieties that in many respects mirror the clinicians’ own anxieties, the boundaries between self and
other, between inner and outer, between signifier and signified, between private and public, between
reality and fantasy are challenged. The significance of these findings advances our understanding of
shared trauma.

“When people have to scramble over tree limbs and downed power lines to get to my office, and they
know I had to scramble over these same obstacles, how can I provide a space for them that’s safe?”
(Arian Elfant, personal communication, 2009)

“We share some dark reality and we avoid the necessary inquiry into that reality. . . . A sense of
togetherness and at the same time acute loneliness because our unique experiences are not being
shared.” (Hanoch Yerushalami, personal communication, 2008)

In psychoanalytic literature, there is little discussion of the phenomenon of shared trauma,
the highly unusual—yet inevitable—uncomfortable, complex situation in which mental health

1With apologies to William Blake.
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professionals who have survived a particular traumatic experience find themselves when they
treat patients who have survived a similar experience.2

The reports by Linda Floyd, Kathy Nathan, Debbie Poitevant, and Elsa Pool offered an
opportunity not only to explore the dynamics of the immediate impact of the shared trauma
retrospectively but to follow the evolution of those reactions over a period of years. They con-
vey more powerfully than any scholarly article the physical, personal, professional, and dynamic
dilemmas that local mental health professionals had to contend with as they resumed practice
after the catastrophic disruption of Hurricane Katrina. It was, as both Dr. Floyd and Dr. Pool
write, “uncharted territory.”

Before specifically examining the countertransferential dynamics of shared trauma, it will be
helpful to understand the psychological dilemma most clinicians were facing in the years after
the storm. In her anecdote about being hemmed in by 18-wheelers, unable to choose her speed
or the lane in which she drove back and forth to Baton Rouge every day, Dr. Pool captures the
feeling of helplessness that every clinician interviewed in the fall of 2008 described. Referring to
that pervasive vulnerability, one said, “We have lost something very precious, I’m not sure it will
be regained.” Winnicott (1958) suggested that this precious commodity is the belief in a reality
about which we can have illusions, the belief that we control our destiny. This necessary illusion
protects us from disabling anxiety; to the extent that this illusion was challenged and sometimes
shattered by the storm, disabling anxiety took its place.

Neither clinicians nor their patients in New Orleans had anticipated the long psychological
reach of adult onset trauma; the catastrophic and sometimes chronic disruption of fundamental
aspects of self-experience that survivors of life threatening disasters may face (Boulanger, 2007).
Watching helplessly as the city flooded and burned, uncertain whether they would ever return
home, the evacuees were exposed to scenes of collective death and vast suffering, an apocalyptic
vision in which many feared they were seeing the end of their world, of New Orleans and their
lives as they knew them. This apocalyptic anxiety (Strozier, 2002) has far-reaching psychological
consequences; it is indigestible emotionally and cognitively. Few who had escaped the greater
New Orleans area before the storm were immune to the disabling power of apocalyptic anxiety.

Psychic trauma and apocalyptic anxiety disrupt the ability to rely on memory, to think clearly
and flexibly, to use thoughts constructively, to imagine different outcomes to different situations,
the kinds of thinking that clinicians depend on in their work to make meaning of experience.
By 2006, the term Katrina brain was being used both in New Orleans and in the world beyond
(Barrett, 2006) to describe how faulty memory had become, how mistakes were made performing
even the most simple and familiar tasks. Time and again, clinicians questioned their ability to
make sense of their own and their patients’ dilemmas. One confessed, “It took a while to start

2The exceptions include several papers and books following the 9/11 attacks, which consider the effects of working in
the immediate aftermath of a disaster, when the analysts’ feelings of vulnerability and self-doubt are still fresh (see, e.g.,
Frawley-O’Dea, 2003; Goldman et al., 2002; Saakvitne, 2002; Seeley, 2008; Tosone, 2003; see also Dekel & Baum’s,
2009, review of several social work articles). Mitrani (2003) examined analytic dyads when both members had survived
a historical trauma, the Holocaust, and noted a “coincidence of vulnerability” that inhibited psychoanalytic inquiry and
significantly diminished treatment outcomes. In a courageous and finely grained paper, Shoshani described his journey
from experiencing humiliation and shame at being unable to keep his own reactions in check when Tel Aviv became
the target of long-range missile attacks during the First Gulf War, an event that was inescapably shared with patients,
to a growing understanding that when there is a common traumatic reality, the analyst must face his own shame and
powerlessness and give up belief in therapeutic omnipotence (Shoshani, Shoshani, & Shinar, 2010).
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thinking about Katrina in psychological terms. I couldn’t think about it. I couldn’t do it. I didn’t
do it. That is really out of character for me. I didn’t do it because I couldn’t do it.” In this
uncharted territory there was also ongoing tension about whether to follow or to break long-
standing practice guidelines; often breaking those guidelines was unavoidable. Commenting on
this tension one said, “There is discomfort in stepping outside of the therapeutic frame, damned
if you do and damned if you don’t, and a fear of dire consequences for doing so.”

THE FIRST WEEKS

Financial hardship drove many therapists to return to work before they were ready, and some
of them found work almost unbearable: “I don’t want to listen, but I have to; it’s my job, my
livelihood, my identity. And everyone is so damn sad and scared.” One clinician, who had lost
her home and office, made the decision not to work until she felt better prepared: “I didn’t think
I could sit and talk with another person without needing support more than they would, and I just
couldn’t do it. . . . It was the first time in my life that I ever felt incapacitated to work.” On the
other hand, Dr. Pool and Ms. Poitevant, among many others, found that resuming their practices
and exercising their professional selves represented a return to a familiar state, countering the
feelings of helplessness they were contending with in their personal lives. Dr. Pool rejoiced in
“recovering a tradition or part of my professional life during the time of external and internal
chaos.” “We were going to save the world,” wrote Ms. Poitevant.

But this enthusiasm was short-lived. Ms. Poitevant and Dr. Floyd vividly describe the turn-
ing point, the sobering moment when, as Dr. Floyd put it, “I was beginning to recognize in a
visceral way the intersection between the ‘stories’ I was hearing and the story I was living.” In
hindsight, Ms. Poitevant refers to her earlier enthusiasm as grandiosity. This was the moment,
whether it arrived consciously or unconsciously, in thoughts or in floods of tears, when thera-
pists realized there was no escape from acknowledging that the balance of the relationship with
patients had undergone a profound change, the boundary between personal and professional lives
had become untenable; doing treatment no longer served as a manic defense against physical and
psychological losses sustained in the aftermath of the hurricane.

FEARFUL SYMMETRY

The fundamental premise of the treatment relationship is that it is asymmetrical (Aron 1996).
Among those who believe in the inevitable mutuality of a two-person treatment, it is understood,
nonetheless, that certain responsibilities, functions, and power are accorded to those who assume
the role of therapist. This is the basis of the working alliance. The recognition that personal and
professional cannot be kept separate after a shared trauma challenges the necessary asymme-
try of the treatment relationship. Some dreaded this fearful symmetry; it represented a loss of
omnipotence leading to humiliation and confusion. But others, who had not previously practiced
intersubjectively, came to rejoice in the freedom that the brief interlude of symmetry afforded
them. Somewhat tongue in cheek, Dr. Pool told a filmmaker who wanted her to describe what it
was like to be a “rock” for her patients that she was not sure this was the case, but “my patients
were unquestionably helpful to me.”
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Even as the storm was bearing down on the city, even before work could be resumed, several
therapists reversed their normal practice of waiting to hear from patients in need and automati-
cally reached out to establish contact with those they knew to be particularly vulnerable. In the
midst of evacuating, Dr. Nathan called Annie, urging her to leave New Orleans as soon as pos-
sible. Dr. Pool went to considerable lengths to locate patients working in Baton Rouge. As she
says, this move “didn’t require an internal dialogue . . . it couldn’t be otherwise.” The balance
had indeed shifted.

Another example of the loss of asymmetry, where therapists’ needs were accorded equal
weight with patients’ needs, particularly striking to those of us who have not practiced under
such exigent conditions, was the common practice, described by Ms. Poitevant, in which both
therapists and their patients answered outside telephone calls during sessions to ensure that criti-
cal consultations with the contractor or the roofer or the insurance company would not be missed.
“We knew we had entered a new phase in the recovery when we no longer felt the need to keep
our phones on during sessions,” one analyst said.

Breaking the Frame

The profound shift in the balance of the relationship after a shared trauma challenges other famil-
iar treatment boundaries. This should not be surprising; traumatic experiences erode boundaries
in both obvious and insidious ways. While the asymmetrical nature of the relationship is the most
obvious structural boundary, the most obvious physical boundary is the therapist’s office. It is
not always the case in shared trauma, but in New Orleans the literal frame was broken; offices
were lost either temporarily, because of the forced evacuation, or destroyed by flooding. Offices
are the physical containers of treatment, the familiar places where patients find sanctuary, where,
as Dr. Pool reflects, when they choose, the therapeutic couple can be free from the constraints of
reality. Yet these safe places had been rendered uninhabitable by reality. At the very least they
were inaccessible for a month or more. In the epigraph to this discussion, one therapist wondered
how she could provide safety for her patients after the route to her office had become an obstacle
course through tree limbs and downed power lines. It was not merely that the physical route had
been contaminated but what meaning those dangers held for patients whose therapists could no
longer provide a psychic respite from contingency.

Dr. Pool describes some of the ingenious ways therapists found to make themselves avail-
able to patients. When she couldn’t practice in New Orleans, she started seeing patients in Baton
Rouge, holding sessions in coffee shops or in family apartments, improvising spaces that she
hoped would replicate the safety of her New Orleans office. Not surprisingly, that didn’t work.
For many other clinicians (and their patients), working in Baton Rouge came to symbolize being
out of control, life was still being lived on someone else’s terms. When Dr. Pool found more con-
ventional space, she had to withstand her patients’ rages. Whatever the manifest content of those
rages, in part they reflected bitter disappointment at Dr. Pool’s failure to protect the treatment
from all this disruption, at her failure of omnipotence.

When therapists could return to the city, it was often to a temporary space, or spaces. Some
had to keep moving, following a schedule in which the same person might be seen in a series
of different offices on different days of the week. Telephone sessions with patients who had not
been able to return to the city became the norm. Some of the more classically trained analysts
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began holding regular telephone sessions, something they had never permitted themselves or their
patients in the past.

Nonetheless, in these jury-rigged spaces, the therapists interviewed provided enough of a hold-
ing environment to restore some sense of regularity and to encourage, once again, the practice
of reflection rather than reaction. While they understood regularity to be important, they ques-
tioned the quality of the work itself. “We did shit that first year, but enduring, persisting, holding
onto sameness, the fact that we can continue to talk regardless of where we are and what has
transpired, that was important.”

Self-Disclosure

As soon as they were in touch, patients wanted to know how their therapists had fared during the
storm. In fact, even four years after the storm, new patients would ask whether their therapists
had been through Katrina. Most mental health professional codes of conduct include mention of
the fact that clinicians should not unnecessarily disclose personal details to their clients. As Dr.
Floyd put it, “The agreement with my patients has always been that our efforts together are in
the service of their health and welfare.” However, rules against self-disclosure, the necessity of
maintaining the boundary between patient and clinician, become particularly difficult to enforce
when the asymmetrical nature of the treatment relationship has been forcibly recalibrated by a
shared trauma. One senior analyst said, “It would be inhuman not to give some details.” The
clinicians interviewed appeared to share an instinctive understanding that patients needed some
kind of reassurance. Still, the uneasiness about breaking the frame continued, “I was breaking
all the rules? What does it mean if I tell the patient what’s happened to me, does this mean I’m
compromising the treatment?” In one form or another, doubts were present after each session in
which a therapist spoke about her own experiences. Am I burdening my patients? Am I inhibiting
further disclosure from them? How does this disclosure further compromise the balance of the
relationship?

For some, acknowledging the fate they shared with their patients made them feel closer; they
experienced newfound comfort in this equality. Ms. Poitevant writes that her patients’ empathy
meant a great deal to her. She recognized the “twinning transferences, rapidly growing rapport,”
but, at the same time, she silently wondered who was actually benefitting from this work. Along
the same lines, but in reverse, several of the therapists interviewed, in their capacity as patients,
recalled their own relief in being told how their analysts had fared. Not only did they learn
how to work with their own patients from observing their therapists’ willingness to be open
about their experiences but many questioned whether someone who had not lived through the
storm could appreciate all ways in which the physical devastation had impacted their lives. They
were reassured that their therapist intimately understood their struggle to get by both materi-
ally and psychologically and that the therapist kept this struggle in mind as the treatment moved
forward.3

3Lijtmaer (2010) described the profoundly positive impact the disclosure that she too had recently lost her home to
a flood had on a patient whose home had been damaged by fire and who was growing increasingly suspicious that her
therapist did not understand the loss.
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Yet, for some patients, holding fast to the illusion of an omnipotent therapist in the face of
so much chaos appeared to be paramount. Howells (2007) described a social worker who was
frightened to discover that her therapist was not invincible, that he too had suffered consequences
from the storm; she was unable to continue treatment. “I won’t call my analyst because he lost his
house. I feel he’s not as good as he used to be or I’m afraid I would burden him. I don’t feel the
same connection.” In other cases, analysts were determined to maintain the asymmetrical nature
of the treatment relationship. Several training analysts brushed aside their analysands’ questions
about their own experiences during the storm, attempting to turn them into a routine analytic
inquiry. In one case, the analysand left treatment in despair and closed her own practice for a
period of time.

INTERNAL BOUNDARIES

Being forced to relocate one’s practice, having phone sessions, and responding to personal
questions are all indications of the changed treatment frame, conscious manifestations of the
boundary alterations that take place, and a reminder that psychotherapy can never be business as
usual after a shared trauma of this magnitude. The dynamics of shared trauma are less frequently
discussed. Unconsciously trauma works insidiously to throw less obvious but long-established
boundaries into question. Much of the time, these boundaries are taken for granted, but in the
wake of a massive trauma, the line between reality and fantasy has been breached. Fonagy,
Gergely, Jurist, and Target (2002) described this state as psychic equivalence, signifying that
in this moment the internal world and the external world have merged, leading to confusion
about what is inside and what is outside; the boundary between self and other has become per-
meable; and which reaction belongs to the patient and which to the therapist is thrown into
doubt.

The experience of vicarious traumatization is testament to the fact that under any circum-
stances, not only when there has been a shared catastrophe, clinicians working with patients
who have survived a psychological trauma learn first hand how contagious traumatic reactions
are, how permeable boundaries between self and other become. In perhaps the earliest mention
of vicarious traumatization, Shatan (1973) described having nightmares, “being unable to sleep,
unable to talk normally to other people for days or weeks” (p. 651) after treating a number of com-
bat veterans who had recently returned from Vietnam. He noted, “We are changed in fundamental
ways,” when we are expected to listen to patients who have been exposed to the worst extremes
of human experience. Some twenty years later, McCann and Pearlman (1990) and Pearlman and
Saakvitne (1995) deconstructed in considerable detail the toll that working with survivors of mas-
sive psychic trauma takes on therapists. Clinicians become receptors for their patients’ dissociated
experiences of horror and helplessness.

In fact, the treatment of massive trauma depends in part on this very dynamic. The ana-
lyst experiences the traumatized patient’s unbearable states of mind as if they were her own.
Paradoxically, this creates the possibility that they will be transformed by her ability to tolerate
and work with them into something more bearable and returned to the patient. It is the therapist’s
difficult job to contain and detoxify the terror, to make sense of the sensations and fragmented
memories, and the overwhelming affect that appears to have incapacitated the thinking process.
But, in the state of psychic equivalence, when the boundary between self and other is under
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threat, there is a danger that the therapist will not be able to tolerate having her mind invaded
by the patient’s unmentalized experience. Under these circumstances, the therapist finds that the
internal space necessary to think clearly, to reflect, to hold on to the distinction between her inter-
nal experience and her patient’s, has been compromised. At times like these, therapists listening
to tales of horror initially can feel like voyeurs observing the patient’s struggle but without any
corresponding affect and unable to be of help. Alternatively, transfixed by the awful stories they
are hearing, therapists fear that in that critical moment they are not up to the task of containing
their patients’ memories, they are living them. They have, in effect, been rendered thoughtless by
the vicarious trauma (Boulanger, 2007). In the case of shared trauma, when clinicians are strug-
gling with these same grim realities, with memories that will not stay in the past, with ongoing
disbelief about their own experiences, psychic equivalence is doubly powerful. It is like working
in an echo chamber.

The situation is compounded by a further unseen but critical boundary that falls victim to psy-
chic equivalence, the boundary between words and what they stand for. Massive trauma collapses
the distinction between signified and signifier; rather than being symbols of an experience, words
themselves become the experience, they carry the same disorganizing power as raw experience,
hence the familiar posttraumatic fear that to talk about something is to make it real, to relive it, to
realize the nightmare all over again.

When therapists have watched scenes of destruction and vast suffering that hitherto occurred
only in nightmares or in their worst fantasies, they are acutely vulnerable to becoming
disorganized and to dissociating when they are expected to listen to similar tales of horror.
Clinicians in New Orleans had many reasons to dread being exposed to patients’ memories that
would trigger their own. One recalled the agony of being prevented from responding to famished,
terrified people, looking “like refugees from Bosnia,” desperately reaching out to her for help on
a familiar causeway as she and her husband sped out of the city in a police convoy several days
after the storm. Dr. Nathan describes fleeing the city ahead of the storm, being in a car that inched
along in the traffic as her panic mounted. The feeling of paralysis, so familiar in dreams of being
unable to escape a violent predator, had become a reality, and the nightmare did not end. Others
clinicians described out-of-body experiences that lasted for days, in one case as much as a week,
after watching water pouring through the streets drowning their town, their neighborhood, and
finally, via Google Earth, their home itself, being powerless to prevent the catastrophic flood. For
others, returning home to find armed militia with fixed bayonets and riot gear jogging in lockstep
down their street that had been transformed into a postapocalyptic landscape with not a familiar
landmark in sight was “just like in a nightmare, but it was really happening.” Their worst fantasies
had been made flesh.

Under these circumstances, the necessary therapeutic task of containment becomes exponen-
tially more difficult. We are “deskilled” by shared trauma (Saakvitne, 2002). Being expected to
listen to, to contain experiences that in some form were shared with patients is at first unbearable,
the task quite literally cannot be born in mind. At this moment thinking clearly, thinking symbol-
ically, giving meaning to experience is next to impossible. Yet this is what clinicians expect of
themselves.

Initially, finding the internal space to reflect and to help patients gain some distance from their
own experience was next to impossible, it triggered too many memories. Locating in one’s self
the ability to contain and to explore patients’ tales of horror is a long process. Dr. Floyd describes
combing the literature for hints about how to do this work and finally finding a book that made it
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clear to her “the meaning of presence . . . of emotional resonance,” she was able to open herself
up to the intersection of her patients’ experiences and her own.

For some, bearing the patients’ the raw emotion, fearing that it would stimulate their own,
was, as Dr. Nathan puts it, “the hardest thing, and the only thing possible.” One clinician spoke
for many when she said that at first “we were operating on automatic pilot, doing what had to
be done with the children and families. At that time it was just a matter of getting up each day
and doing what you had to do, you were just surviving, you don’t reflect.” It is worth noting
that in describing her post-storm clinical experiences, this young woman began speaking in the
first-person plural but shifted to the second person. Even three years after the storm, it was easier
to recall the experience as if it had happened to someone else rather than to own the memory of
her struggle to provide for her patients.

Other therapists described a range of reactions to the difficulty of containing their patients’
experiences in the first months after the hurricane. Some found themselves crying in sessions,
ashamed at how “unprofessional” they were being. Dr. Floyd openly joined patients in their
grief, resonating to her own losses, sometimes finding herself uncharacteristically speechless in
response to a particular patient’s story. Some, like Dr. Pool, appeared composed and empathic
during the session and then found themselves in tears in their offices afterward. Another thera-
pist, whose own losses were considerable, remembered working with a family that was grieving
the drowning deaths of two of their children during their escape from the storm. After these fam-
ily sessions, which she always scheduled at the end of her day, she left the hospital where she
worked and drove around the barren city screaming, quite literally unable to contain her patients’
horror and the echoes of her own.

The therapists who agreed to be interviewed were painfully aware of the burden they were
expected to carry.

As a therapist I’m supposed to be ok, I need to be present and to recognize what I’m going through,
but I also need to work. It’s a real juggling act. Worrying about what I was bringing into sessions
from my own life some of the natural process was lost because I had to be so diligent. And on top of
this we have to visualize what our clients went through—being on roofs, being rescued, so much loss.

And they were also painfully aware that they were not always up to the task. Inevitably, therapists
working through their own dissociated reactions found a number of ways to divert their patients
from the task at hand. When treatment becomes an avoidance of the therapist’s pain rather than
an exploration of the patient’s, it promotes further dissociation. Yet this is an inevitable stage
of shared trauma. In the describing her work with Annie, Dr. Nathan (personal communication,
2010) spoke about her initial failure to hear Annie’s horror. “I wasn’t what this patient needed
me to be, I wasn’t whole.”

Over time, with some distance from the rawness and with some support, the therapists who
agreed to be interviewed began to regain their psychic balance, they started to register what they
were being told, and they were no longer at the mercy of the teller. The distinction between the
patient’s reality and their own was clearer. Words were no longer stealth missiles but necessary
symbols, ways of joining in exploration. Therapists started to form their own thoughts and ques-
tions, to introduce a new perspective, to engage what they were hearing. Now there was room to
give the patient “a piece of their mind,” as Mitrani (1995) put it.

Frequently this was not an explicit process. A shift in body language or tone of voice could
indicate a new readiness to listen and to hear. After four months of telephone sessions, and four
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months’ support from her own analyst, Dr. Nathan conveyed to Annie that she could listen, and
what she was asked to hear and to contain were not words at all but a scream of sheer terror.

COURSE OVER YEARS

For several years there was a constant dialectic between despair over the personal struggle to get
back on one’s feet psychologically and physically and the hope that the structure of work brings.
One psychologist remembered:

On the one hand, the fact that the struggles were widespread seeing patients like me who were build-
ing their houses made me feel, “We’ll never get past this, we’ll never get in our houses.” That feeling
couldn’t be shared with patients. On the other hand, the structure of work, seeing people every day,
was helpful.

As this psychologist indicated, material that related specifically to her own experience continued
to be challenging. One young woman, who gave birth to her first child less than a week after
Hurricane Katrina, described her particular conflict when she started back to work a few months
later:

I would come home at night to this tremendous gift, this child. It was very frightening at work to have
to connect to people who didn’t know where their children were. There was a woman who had given
birth three days before the storm and she was separated from her baby, for many days she didn’t know
where the hospital had evacuated the baby to. Now she had such a hard time leaving the baby; she
would want to bring her to sessions. There was a part of me that didn’t want to connect with that, I
didn’t want to know how that feels. She was from a similar background to me.

As time went on, some reflected humorously on their “unprofessional behavior” in the months
after Katrina. A number of clinicians remembered difficulties they had working with patients who
seemed further along in the recovery process than they were themselves. One woman confessed
that when she discovered patients were getting more money from FEMA than she was, “I kept
wondering, how is this possible? I wanted to say, ‘Wait, how did you manage this? What form
did you fill out?’” And another, who had to rebuild her home from the ground up, remembered
wanting to say to someone who endlessly recounted what seemed like a rather inconsequential
loss, “You think what you went through is bad, let me tell you about bad!”

By August 2010, the fifth anniversary of the storm, Katrina no longer dominated the psychic
lives of the mental health professionals interviewed.4 Several clinicians, who had reflected at
great length in 2008 about their Katrina experiences, felt that those experiences had faded into
the background by 2009 and early 2010. As their ability to take stock of the toll Katrina had
taken on their psyches had increased, Katrina had become part of regular memory; they were no
longer absorbed by the presence of the storm, that was in the past. When new patients presented
for treatment with previously unacknowledged storm-related problems, the clinicians admitted to
a slight hesitation before inquiring in depth about the patients’ experiences during the storm, but
they did not feel the kind of dread that some had felt in the first few years after the storm.

Some were growing impatient with reminders of the hurricane. “Personally, I don’t have much
tolerance for it anymore. I’m tired of it. We’ve talked about it; we’ve talked about it over and over

4Although the BP oil spill, which occurred that summer, had viscerally reminded people about their earlier terror.
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and over.” This attitude was particularly true of younger professionals whose training took place
during the storm and whose professional identity was forged at that time.

Several spoke about lasting changes in the way they practiced that had grown out of the
shared trauma. What had been an unwelcome intrusion turned into a new understanding about
how to be available to patients emotionally, how to resonate to loss and horror in other people’s
lives. Elsa Pool described “a newfound understanding of the human factor.” Another said, “I’m
a lot more real, more present, more connected to my patients.” Along these same lines, Linda
Floyd concludes her report, “Having shared the intimate experience of trauma with so many
people makes room for a kind of connection I had only sampled and not quite captured before
Katrina.”

These comments reflect a shift in the basic structure of the treatment relationship toward a
more intersubjective stance. Others speak to the painful advantage that clinicians gain when they
have reclaimed their own dissociated material. “In the simplest terms, it’s enhanced my capacity
to ‘get’ it, it’s so rich.” “Even when we aren’t dealing with the storm, I understand what people
have gone through in a different way, it’s not just empathy, there’s a new kind of understanding,
recognition of what people are saying.”

VALIDATION VERSUS ISOLATION

Dr. Floyd begins her report with a description of a talk she gave to a large gathering of engi-
neers in which she recounted particularly moving Katrina stories she had heard from friends and
neighbors. She was taken aback when she realized that her real motive all along had been to tell
her own Katrina story. Until that moment, she had not understood the importance of having her
experience validated.

The effective treatment of adult survivors of psychic trauma rests on two therapeutic princi-
ples; containment and validation (see also Levy, 2004). I described earlier the complex situation
those therapists, who have shared a trauma with their patients, experience as they attempt to con-
tain the patients’ uncertain memories and overwhelming affect states. In this section the reasons
why validation is crucial in the treatment process are described in general before turning to the
particular difficulties that this task presents to those clinicians who have shared a trauma with
their patients.

In general, clinicians treating survivors are called upon validate an external event that has
caused such a profound disruption in another’s sense of self (and frequently self in relation to
other) that an outside witness is necessary to confirm the extent of the injuries, which are, for
the most part, unseen and therefore subject to doubt. Outsiders play a crucial role in recognizing
the subject’s disorientation, confirming the significance of an experience that has been dissoci-
ated, devalued, or questioned. Survivors often wonder whether their personal experience merits
so much attention, whether it happened as they remember it; sometimes their memories seem
very sparse, yet they are concerned that they have overreacted, insisting that they should have
recovered, arguing that they are not entitled to feel badly when others have experienced more
difficult conditions or, in some cases, died. This denial serves a defensive function, keeping the
full horror of an experience at bay, continuing to foster dissociation. Without validation, however,
there is frequently confusion and doubt about the significance of the experience, meanwhile the
survivor runs the risk of finding herself in inexplicable enactments.



FEARFUL SYMMETRY 41

Peskin (2012) called the failure of validation that occurs when survivors’ experiences go
unwitnessed “dehumanizing.” It is striking how often outsiders dehumanized the inhabitants of
New Orleans after the storm. In her paper, Ms. Poitevant recalls being shocked when a bank-
ing executive from outside the city told her that “Katrina was no excuse” for having lost some
critical paperwork. However, so many of her patients had reported experiences similar to this
that there was some indirect validation in hearing about these experiences and resonating to her
patients’ sense of injustice. More shocking and indeed dehumanizing was the experience of sev-
eral clinicians who presented at professional meetings around the country during the years after
Katrina. Rather than being met with empathy, they were objects of curiosity, excitement, pity,
sometimes indifference, occasionally even contempt. They had been made other, in some way
marginalized by having survived the hurricane. With this failure of collegial validation, frequently
they could not find a voice in which to become speaking subjects, through which to lay claim to
their memories and to their reports of their work since the storm. Inevitably they began to doubt
whether they had a right to represent their experience and their difficulties after the hurricane as
anything out of the ordinary.

Shocking as the empathic failures from outsiders were, in New Orleans itself these fail-
ures occurred routinely as family, friends, colleagues, politicians, and religious leaders insisted
that people should look forward, concentrate on rebuilding, on resilience and recovery, and
not dwell on details of the damage wrought by the hurricane. Rebuilding is important, but
without a full understanding of what is being rebuilt, critical traumatic experience will remain
dissociated.

Beyond the need for validation of personal experiences, however, was the added burden for
clinicians of wondering whether their postdisaster professional work was up to standard. Dr.
Nathan describes another instance in which outside professionals proved particularly insensitive
to her concerns. At her suggestion, Annie called a hotline in Arkansas; she was told in no uncer-
tain terms that Dr. Nathan was being unprofessional by continuing to hold telephone sessions
with her. Without collegial support, Dr. Nathan’s nascent doubts about her clinical work after the
storm intensified.

More often, it was their own sanctions that the clinicians feared when they broke the frame.
The vicious cycle that took hold in New Orleans when clinicians were troubled by their fail-
ure to have made a full recovery and by their concerns about boundaries that would not stay in
place, their fears that they were not following standard treatment guidelines or worse, behaving
unethically, but they often suffered these thoughts in private. Humiliated by what they considered
personal and professional shortcomings, they were reluctant to share their self-doubt with col-
leagues. In the epigraph to this paper, Yerushalami, an Israeli psychologist who knows only too
well the realities of shared trauma, refers to the acute loneliness that emerges when survivors’
individual concerns cannot be voiced. The clinicians as a group had shared a life-changing expe-
rience, a “dark reality,” as Yershalami puts it, yet in their difficulty in sharing their individual
experiences and concerns, they cut themselves off from one another.

In a particularly difficult feedback loop, the failure to get validation for one’s experience exac-
erbates isolation, while the ability to validate others is compromised by that isolation. The sense
of isolation was very powerful in the aftermath of the storm—professional, personal, and spiritual
communities had been decimated—but the psychological isolation was most debilitating. Laub
and Auerhahn (1989) described the loss of the internal empathic other often suffered by survivors
of massive psychic trauma. The loss of that benign internal object compounded the growing sense
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of isolation that so many clinicians experienced after Katrina, leading them to have little hope of
finding common cause with others.

In the psychoanalytic literature on witnessing, there is a growing emphasis on the significance
of the outsider, “an other that stands beside the event and the self and who cares to listen; an other
who is able to contain that which is heard” (Gerson, 2009, p. 1342). However, Oliver (2001)
stressed the unfortunate consequences that can follow if a traumatic experience is left in the
hands—or in the mind—of the witness. She argued that the witness should not be the “seeing
subject, fixing the other with her gaze, rather subject and the object must be reconciled” (p. 9).
If the survivor does not, in effect, become a witness to her own experience, “the dynamic of
hierarchies, privilege and domination” (p. 9) is repeated. The survivor remains dependent on the
outside witnesses and does not fully lay claim to dissociated material.

PERSONAL REFLECTIONS

A few comments on my own consultant role may be useful, and in any case are in keeping with
the spirit of this essay. Being asked to witness this community of clinicians as they struggled psy-
chologically and physically in the wake of Hurricane Katrina felt like an extraordinary privilege
and, at first, it was very gratifying. Learning how a community of mental health professionals is
affected by the aftermath of a catastrophe, how much need there is for new bonds to be forged
and old bonds to be strengthened, was deeply moving and continually impressive. But after about
eighteen months as the outside witness, “the seeing subject,” as Oliver (2001) put it, I began to
feel a little uneasy. I wondered if I was falling into the trap on a community level that I always
caution clinicians to guard against when they work individually with survivors of trauma. Was I
fostering too much dependency on my lectures and workshops, thus continuing the dynamic of
hierarchy and privilege, rather than encouraging independence and individual exploration? When
the idea for a fifth anniversary conference was raised, it felt crucial to change this dynamic in
some way, to hand the responsibility for witnessing back to the community by inviting local
professionals to speak for themselves. Those are the reports that I have been discussing here.

It is unusual for a psychoanalytic center to tackle the psychological difficulties experienced
by an entire community of mental health professionals in crisis. Despite my eagerness to accept
the invitation to participate in this study, I began with some reservations. As a former epidemi-
ologist, I worried that I was not meeting a representative sample of clinicians, that the sample
was seriously skewed. Although there were exceptions, the respondents were mainly in private
practice, but we rationalized that this group had been largely overlooked when clinics and univer-
sity programs earlier invited outside experts to address posttraumatic issues. As a psychologist
trained in the experimental method, and as the “precipitant” (Sullivan, 1953) observer, I worried
that I would be measuring the outcome of my own interventions. As a therapist, I recognized
that many of the participants had developed strong, mostly positive, transferences to me, and, as
I have said, I was also concerned about creating unrealistic dependencies. As a psychoanalyst, I
worried that in addressing an entire community’s needs, my brush strokes were too broad.

In the final analysis, however, this project was not an experiment or a survey but an attempt first
to bring some understanding and relief to local clinicians and their survivor patients as they strug-
gled with ongoing feelings of frailty, isolation, confusion, and shame. Second, the project offered
a unique opportunity to inquire into the complex countertransferential dynamics that emerge



FEARFUL SYMMETRY 43

when clinician and patient have survived identical or very similar disasters. Finally, the FAR
Fund-NOLA Project demonstrated the ways in which psychoanalytic ideas can be used to give
meaning to a traumatized mental health community’s profound disorientation.5

My informants were among the most resilient members of their community. They were ordi-
nary clinicians, by no means all of them psychoanalytic, who were nonetheless drawn to a series
of events, interviews, workshops, and lectures that would encourage them to make sense of their
post-Katrina personal and professional experiences. It goes without saying that many others were
not individually interviewed but they did participate in public events.6 In the end, by providing
a safe space in which people could talk about their individual losses and by encouraging can-
dor between professional colleagues, this project established a loose community of unaffiliated
clinicians who were able to move past their alienation and confusion and to speak with confi-
dence about their post-Katrina experience. The reports from Linda Floyd, Kathy Nathan, Debbie
Poitevant, and Elsa Pool are exceptional, but they are not the exception; they are representative
of the larger group.
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