Fontaine de la et al. Child and Adolescent Psychiatry and Mental Health (2024) 18:76 Child and Adolescent
https://doi.org/10.1186/513034-024-00767-3 .
P ¢ Psychiatry and Mental Health

RESEARCH Open Access
2

Acute response to the October 7th

hostage release: rapid development

and evaluation of the novel ReSPOND protocol
implementation within a children’s hospital

Naama de la Fontaine'""®, Tamar Silberg'*'®, J6rg M. Fegert*, Shlomit Tsafrir'*, Hana Weisman', Noa Rubin',

Moshe Ashkenazi'?, Nitsa Nacasch>®, Michael L. Polliack>®, Wendy Chen'”, Meirav Herman-Raz'”,
Ronit Wachsberg-Lachmanovich®, Liat Pessach-Gelblum® Amitai Ziv>®#, Anat Moshkovitz', Noya Shilo®®,
Yael Frenkel-Nir>®, Doron Gothelf"?® and Itai M. Pessach '

Abstract

Background The decision to allocate hospitals for the initial reception of hostages abducted on the October 7th
Hamas attack introduced an array of unprecedented challenges. These challenges stemmed from a paucity of existing
literature and protocols, lack of information regarding captivity conditions, and variability in hostage characteristics
and circumstances.

Objective To describe the rapid development, implementation and evaluation of the Hostage-ReSPOND protocol, a
comprehensive trauma-informed procedure for the care of hostages, including young children, their caregivers and
families, immediately following their release from prolonged captivity.

Methods A multidisciplinary expert focus group conducted a comprehensive literature review to develop the
ReSPOND protocol, consisting of: Readiness of teams via multifaceted trainings, utilizing live simulations and video
debriefings; Specialized professional teams experienced in providing holistic trauma-informed care; Personalized
care tailored to individualized and developmentally-informed needs; Optimal safety rooted in creating a secure
environment and trauma-informed response to young children, adolescents, caregivers and families; and Navigating
Discharge, through coordination with community-based care systems.

Results A designated facility at the Children’s hospital was carefully prepared for receiving 29 hostages, aged 3.9-80
years, 28% under the age of 18. Implementation of the ReSPOND protocol, which prioritized holistic psychosocial
interventions above urgent medical care, proved feasible and effective in managing the diverse and complex needs
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of returnees as per provider report. Finally, systemic assessment of returnee’s immediate and long-term mental health

needs proved highly challenging.

Conclusions There is currently no literature addressing the response to released hostages, especially those involving
infants, young children and families within a children’s hospital facility. This study has the potential to fill a crucial gap
in knowledge by introducing a novel protocol which could offer valuable insights for public health organizations
tasked with providing acute care to diverse individuals and families experiencing extreme, multi-layered mass

traumatization.

Keywords Trauma, Acute response, Hostages, Child abduction, Hospital disaster response, Acute trauma protocol,

Multilayered trauma, Childhood trauma, Parent trauma

Clinical impact statement: This evaluation of an unprec-
edented protocol, developed in emergency response to
the acute care of civilian hostages vastly differing in age
and captivity conditions, offers insight into the unique
needs of returnees affected by multi-layered trauma along
with specific recommendations for large-scale response
within a public health setting.

The current paper underscores the essential role of
addressing the sensitive needs of children and their care-
givers held in captivity, leading to the development of the
novel ReSPOND protocol. This protocol extends crucial
support not only to young captivity survivors but also to
vulnerable adults.

Introduction
The need to enhance hospitals’ preparedness has become
painfully evident following devastating mass causality
incidents worldwide, including the September 11th, 2001,
terrorist attack, Hurricane Katrina, and the bombing in
Madrid and London [1]. Consequently, response-man-
agement protocols, underlining keyprinciples appropri-
ate for hospitals settings, have been developed [2, 3]. The
Israel Center for Medical Simulation (MSR) at the Sheba
Medical Center has been collaborating with civilian and
military medical authorities to implement emergency
trauma-management training as a national standard [4].
Despite these efforts, substantial deficiencies in hos-
pitals’ preparedness have been reported with regards to
emergency care of children [5, 6]. In fact, hospitals that
have treated victims of disaster and terrorism typically
employed emergency plans that lacked specific pediat-
ric considerations [7]. Due to unique physical, develop-
mental, and psychosocial needs, children are particularly
vulnerable during mass casualty events, thus requiring
specific preparation procedures for agencies involved in
their immediate and long-term care [8, 9]. Furthermore,
the emotional well-being of surviving caretakers also
plays a significant role, influencing the potential develop-
ment of psychological disorders, including posttraumatic
stress disorder (PTSD) in children [10]. This becomes
especially critical in the aftermath of terrorist attacks
or mass violence, as parents are frequently affected

alongside their children [11], underscoring the necessity
for implementing comprehensive parental guidance and
family-based interventions as first aid. Such prepared-
ness proved essential for the Children’s Hospital in Nice
which, due to proximity and mass casualty training, was
well equipped to provide care for both child and adult
victims of the 2016 Nice terrorist attack [12].Training in
the provision of effective multilevel psychosocial support
has also been stressed, ranging from practical support,
community-based interventions, connection between
different institutions, Psychological First Aid and, when
indicated, specialized trauma-focused evidence-based
treatments [13]. In addition, hospital professionals on the
front lines of mass casualty events may experience signif-
icant mental health challenges, specifically when children
are involved [14]. Symptoms of anxiety, depression, and
even suicidal thoughts, as well as PTSD, are common,
with healthcare workers particularly affected by caring
for child victims and their families [15]. Taken together,
hospital preparedness is essential for delivering effective
emergency responses across multiple levels to victims of
terrorism and mass casualty events involving a wide age
range.

Given these shortcomings, existing protocols did not
correspond specifically to the needs faced by hospitals
allocated to receive and care for hostages abducted on
the October 7th, 2023, Hamas terrorist attack. This paper
aims to outline the shared principles guiding the Safra
Children’s Hospital, at the Sheba Medical Center (a large
tertiary hospital at the center of Israel) in its treatment
of released Israeli hostages held in captivity for over 50
days. It also examines divergent aspects that prompted
the creation and application of an innovative protocol for
the immediate reception and care of both child and adult
hostages within a Children’s Hospital environment.

The unprecedented nature of the October 7th
terrorist attack and abductions

The October 7th, 2023, Hamas terrorist attack on Israel
involved the violent slaying of over 1,300 individuals as
well as the brutal wounding of over 3,400. This attack
has been regarded as unprecedented for several reasons.
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Firstly, it is the most extensive attack against civilians to
have occurred in Israel since its inception in 1948 [16].
Transpiring on the backdrop of a political ceasefire, the
attack astounded civilians, military, and government
officials alike [17]. The extreme violence, including the
undifferentiated massacre, torturing, burning, beheading,
maiming and sexual violence committed towards indi-
viduals of all ages, nationalities and religions, often in the
presence of their loved ones, is unparalleled [18]. In addi-
tion, the abduction of over 240 hostages, including 33
minors, and 40 individuals of foreign nationalities, from
Israel into Gaza [19] led to an international crisis. Highly
vulnerable populations were not excluded, and hostages
as young as 9-months old, separated from their caregiv-
ers, elderly, as old as 86, chronically ill and disabled civil-
ians were abducted. Consequently, grave concern for the
wellbeing of injured hostages, and hostages with medical
conditions, has been repeatedly expressed by health and
mental-health professionals [16]. Lastly, the significant
variability, in both the conditions of captivity and expo-
sure to multi-layered violence [20], render this attack
unlike any other.

A paucity of literature

Abduction typically refers to the act of taking someone
away against their will, often by compulsion or force
[21]. It may also involve the sudden separation from
loved ones and caregivers, acute threat to one’s life and
wellbeing, and exposure to significant violence, directly
and/or indirectly [22]. For children, witnessing the harm
caused to a close family member, particularly a primary
caregiver, is considered a traumatic exposure, and thus,
the abduction of a family member, along with the experi-
ences described above, all meet Criteria A for potentially
traumatic events associated with PTSD [23]. Moreover,
unlike many other traumatic events, the extreme expe-
riences of captivity are recurrent, deliberate, often pro-
longed and of an interpersonal nature [24]. Undoubtedly,
captivity is considered one of the most severe human-
inflicted traumatic experiences [25]. Thus, significant risk
of traumatization and psychosocial symptoms exist for
civilians abducted in the context of armed-conflict [22],
a risk compounded for abducted children [22]. However,
research describing hostage reactions, particularly those
involving young children, is scarce, as are studies inform-
ing evidence-based response procedures or protocols
[26].

Among reports of adult hostages’ immediate reactions
to captivity, denial of the danger, “frozen fright’, resulting
in emotional paralysis, and “psychological infantilism’,
marked by regressed behavior and reliance on captors
are described [27]. Additional anxiety-related reactions,
evident in the first 4 weeks post release included insom-
nia, fear, phobia, and tenseness. Long term reactions,
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evidenced 1-3 years post captivity, included irritability,
increased lability, preoccupation with the experience,
and feeling misunderstood [28]. Socially, hostages may
withdraw, exhibit irritability, and develop a mistrust-
ful attitude. Extended captivity also heightens the risk of
learned helplessness [29].

Given that child abduction in the context of political
conflict has become a recognized and growing global
humanitarian problem [22], the lack of comprehensive
data is concerning. In 2022, the United Nations identi-
fied 3985 cases of child abduction in the context of armed
conflict. Among these cases is the abduction of over 2000
women and children by Boko Haram, an Islamic organi-
zation operating in North Nigeria. Terribly, 30 of the 276
Chibok girls abducted from their school dorms, reported
experiencing physical, sexual and psychological abuse as
well as torture [30]. Among the escaped Chibok girls, fear
of re-abduction and sleep difficulties were reported [30,
31]. Psychological reactions, including PTSD, character-
ized specifically by intense shame, mortification, denial
and repression of symptoms, were also reported among
the 27 children who survived the Chowchilla bus abduc-
tion in 1976. A recent review of the impact of abduc-
tion on children and adolescents worldwide [22] details
an array of significant reactions documented among
hostages including PTSD, depression, appetitive aggres-
sion (e.g., pleasure in committing violent acts), physical
symptoms (e.g., dermatological complaints, muscle and
abdominal aches, malnutrition, dysregulation to men-
strual cycle), as well as behavior and cognitive difficulties.
These reactions are associated with both pre-existing
individual and familial circumstances as well as with
abduction related exposure. Taken together, hostages,
and particularly children, abducted on October 7th are at
great risk for multiple and extreme traumatization as well
as trauma-related symptoms, requiring interventions
appropriate for both immediate and long-term reactions.

Nearly two months after the October 7th attack, 105
civilian hostages (81 Israelis, 23 Thai nationals, and one
Filipino), including infants as young as three years old,
mothers, young females, and elderly women up to 85
years old, abducted from their homes at the Kibbutzim
in the Gaza envelope and from the Supernova peace
festival, were released through negotiation. In a major
effort to mitigate harm, the preparation for their return
was given high national priority. Subsequently, the local
healthcare community was confronted with the need to
respond to an unprecedented mass-victim event marked
by extraordinary complexity and variability. Lacking any
certainty regarding their physical and mental conditions,
hospitals were assigned as the first site to receive hos-
tages. To meet this task, and in line with the Ministry of
Health recommendations, the Safra Children’s Hospital,
located within the Sheba Medical Center in Israel, was
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among the first in the world to develop a multi-layered
comprehensive protocol for the reception and acute care
of released child and adult hostages.

This paper aims to describe the expedited process of
developing the Hospital's initial response by addressing
both anticipated and observed needs of returnees. Spe-
cifically, we aim to (a) describe the process by which we
created the Hostage - ReSPOND protocol that stands for:
Readiness, Specialized teams, Personalized care, Opti-
mal safety and Navigating Discharge to be implemented
with diverse civilian hostages, ranging considerably in
age and circumstances, during the initial 24—48 hours of
their release from captivity; (b) review the implementa-
tion of the Hostage-ReSPOND protocol within the Sheba
Medical Center, Safra Children’s Hospital, and (c) assess
the feasibility and usefulness of the protocol in swiftly
addressing the varied needs of hostages and organiza-
tional requirements, by examining strengths, weaknesses,
and insights gained from the novel protocol.

Methods

The study was approved by the Institutional Review
Board of the Sheba Medical Center- Tel Hashomer (0947-
23-SMC) Israel, and conducted according to the Declara-
tion of Helsinki.

First, an interdisciplinary senior staff focus group,
comprised of adult and pediatric physicians, psychia-
trists, psychologists, social workers, nurses and Public
Relations personnel was organized. Selection of focus
group members was based on level of clinical experience
and diversity, with the intention of incorporating varied
areas of clinical expertise and considerable experience
with child and adult trauma. The focus group met once
or twice weekly to define and facilitate the implementa-
tion of protocol guidelines. Discussions were structured
around a set of carefully predetermined questions and
were moderated by the Director of the Children’s Hospi-
tal (LM.P).

Second, a rapid review of the literature was conducted
in order to assess existing literature on hostage and cap-
tivity situations, specifically those involving young chil-
dren and child-caregiver dyads. The search included
electronic databases, such as MEDLINE, EMBASE, and
Cochrane Central Register of Controlled Trials. Stud-
ies were included if they were published between 1970
and October 2023 and written in English. Quantitative,
qualitative, case reports, reviews and mixed-method
studies were included to consider different aspects of
captivity within the civilian population. Literature review
keywords included: abduct*, captivity*, hostage*, kid-
nap*, child kidnap*, parent abduction*. Next, the search
strategy was expanded to include the keywords: “terror-
ism’, “war’, “terror®’; “terrorist attack’, as well as “armed
and “post traumatic

» o« w9

conflict’, “acute trauma response*
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response. However, due to the unique circumstances
surrounding the situation under study, as well as the
relatively short timeframe in which the review was con-
ducted, we opted for a non-systematic approach to gather
and analyze the available information. This decision
was made to ensure timely access to relevant data and
insights in a rapidly evolving context. In addition, local
expert guidelines (such as the national council for the
child, the Ministry of Health, Israel Defense Force: IDF)
informed our approach. Further information was also
gathered through personal communication with interna-
tional experts in the field of hostage situations, child and
adult trauma and disaster response.

Based on these cumulative findings, the focus group
arrived at a consensus document which details key
principles and practical guidelines for the initial recep-
tion and care of hostages, (from here on referred to as
“returnees”), across the age range. Considerable atten-
tion was given to the unique needs of pediatric hostages,
parent-child dyads, and families. In addition, guidelines
encouraged careful consideration of individual charac-
teristics and circumstances of hostages (i.e., preexisting
psychosocial risk and protective factors), as well as the
variance in the traumatic exposure during the terror-
attack and while in captivity (highlights from the docu-
ment are provided in Table 1). Guidelines were reviewed
and reaffirmed by the Israeli Child National Council.
Leaders of clinical sectors reviewed these guidelines with
all staff members, and strategies, specific to each sector,
were further developed.

These guidelines were further developed into the elabo-
rated ReSPOND protocol as outlined below:

Readiness

A specialized, trauma-focused training was developed
for the multidisciplinary team, comprised of (a) lectures
on acute stress and posttraumatic stress reactions across
the lifespan, emphasizing diverse and compounded trau-
matic exposures (e.g., physical and sexual assault, parent-
child separation, food and stimuli deprivation, traumatic
grief and death notification); (b) live simulation-based
trainings and video-based debriefing sessions conducted
with professional actors and members of the medical and
psychosocial teams at MSR. Studies suggest that active
engagement in the learning process within a meaningful
or relevant context is crucial for fostering adaptive work-
related expertise, a goal that can be achieved through
live video simulations [32]. In the current hostage situ-
ation, training simulation scenarios were developed by
senior trauma experts who composed scripts anticipating
returnee’s physiological, psychiatric, and emotional con-
ditions, as well as scenarios expected to unfold through-
out their hospital stay. Scripts were created for both adult
and adolescent returnees, as well as for mother-infant
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Table 1 ReSPOND guidelines for the medical center clinical staff provided by the focus group

Topic Key principles Practical guidelines
Readiness 1. Customized trauma-informed acute training « Identify common and individualized trauma-related reactions
2. Utilization of live and videotaped simulation- « Integrate insights based on dilemmas presented in trainings
based trainings « Provide staff education, supervision, and support to recognize and respond to
3. Acknowledgment of shared traumatic experience  effects of complex multilayered trauma
for team members - Monitor colleagues'responses and needs
4. Preparing facility to regulate arousal and enhance - Prepare facility to reduce overstimulation (e.g., lighting, odor, noise)
sense of security
Specialized 1. Collaboration within multidisciplinary teams « Conduct brief periodic multidisciplinary and supervision team meetings
teams 2. Synchronization of organized team response to - Follow protocol intervention steps (e.g., prioritize attention to mental health

Personalized

mental and physical needs

3. Social workers and psychologists as core respond-
ers and case-managers

4. Consultation with senior supervisors

1. Provision of individually tailored trauma-informed

status before non-urgent medical procedure)
- Psychologists assigned to each released individual or child-parent dyad
- Social workers assigned to accompany returnee’s families

« Gather psychosocial and medical information beforehand

- Ensure age-appropriate, individually-tailored setting

- Utilize trauma and developmentally informed language

« Collect from family members personal items (e.g., transitional objects) for

« Address family members' needs and balance those with returnees' needs
« Enable privacy as best possible, consider minimal media intrusions and

« Respect relationships formed among returnees during captivity
« Use clear, transparent and age-appropriate communication to address trauma

« Obtain verbal consent prior to providing physical assistance
- Enhance caregiver stabilization and active involvement

- Prepare for the delivery and reception of bad news

- Advocate for returnees' needs and rights

« Conduct pre-discharge multidisciplinary meeting

and profes-  response
sional acute 2. Evaluation of pre-existing risk factors
care 3. Involvement of family members in preparation for
returnees and throughout admission children
Optimal 1. Reduction of initial distress and regulation of
safety arousal exposure
2. Provision of individually tailored basic physical and
mental needs
3. Response to acute trauma reactions reactions
4. Breaking bad news
5. Balancing between personal sense of security and
national level security needs
Navigating 1. Mediation of needs associated with hospitaliza-
discharge tion, release timing and procedure

2. Recognition of stress reactions associated with
discharge and future adjustment

3. Collaboration with multidisciplinary team on com-
prehensive discharge plan

4. Communication with community-based health-
care systems

- Conduct discharge session with returnees and family members tailored to indi-
vidualized needs (i.e., parent guidance, adolescent and child “goodbye” sessions)
« Provide psychoeducation, including written materials, regarding common
long-term trauma reactions and parent guidelines

- Facilitate ad-hoc connection with community-based long-term care systems

- Manage multilayered needs associated displaced returnees and their support
network

dyads, highlighting the common and divergent factors in
caring for returnees across the age range. Scripts incor-
porated pre-defined tasks, including pre-reunification
family support, returnee admission and escort to unit,
family reunification, death notification, developmentally-
informed interventions, medical exams, and hospital dis-
charge procedures.

Simulation scenarios were developed to raise aware-
ness and develop strategies for effective coping with
potential challenges, inform specific language, and holis-
tic, developmentally-informed methods of care. Spe-
cial attention was given to the unique needs and care of
pediatric returnees (e.g., the importance of a familiar and
self-regulated caregiver present at all times and strategies
for facilitating positive parental involvement), as well as
the importance of constantly monitoring and supporting
returnee family members. Live simulation sessions were
followed by video-based debriefing, focus-group discus-
sions and group supervision by the senior expert team,
refining system-level coordination and elucidating key

guidelines for privacy protection, media management,
chain of command, decision-making, and task prioriti-
zation. Identification of various dilemmas presented by
professional actors (such as separation anxiety, refusal
of medical exam, dissociation and disorientation during
simulations) led to protocol refinement and promoted
teamwork and skill mastery.

The extreme hostage situation, intertwined with the
tragic events of October 7th and its aftermath, clearly
challenged healthcare teams as well. The extreme situa-
tion necessitated interdisciplinary providers to deliver
acute care that addressed multiple trauma layers within
an ongoing national security threat. A shared traumatic
reality has been identified in previous research as a sig-
nificant risk factor for healthcare providers’ personal
and professional well-being [33]. Thus, the prepared-
ness of professional teams for such an extreme traumatic
event highlighted the need for incorporating trauma-
informed principles to prevent secondary traumatic
stress. This included shared sessions with senior trauma
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psychiatrists, relaxation techniques, enabling open com-
munication and sharing of distressing emotions, and
a designated space with refreshments for rest and team
bonding.

Specialized teams

Past hospital responses to mass casualty incidences high-
light the importance of prioritizing the organization of
human response over physical supplies [34]. Accordingly,
considerable efforts were devoted to the formation of
well-rounded specialized teams. The teams dedicated to
receiving and caring for the returnees consisted of expe-
rienced adult- and child-focused multidisciplinary pro-
fessionals, from the following sectors: medicine, social
work, psychology, forensics, gynecology and nursing. As
a general standard and principle, the Sheba Medical Cen-
ter ensures all aspects of diversity are represented as best
possible.

Psychologists and social workers functioned at the core,
with the former assigned to each released individual or
child-parent dyad, and the latter assigned to accompany
returnee’s families who awaited the release of their loved

Formal IDF
Notification
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ones within the designated hospital facility. Each pair was
reinforced by a team supervisor, a senior psychiatrist,
psychologist, or social worker, present on site and avail-
able for consultations as needed. In addition, forensic
specialists were available on site and called upon when a
forensic exam was indicated. Nurses and supportive staff
were positioned throughout the facility. Director and
Deputy Director of the Safra Children’s Hospital oversaw
the entire operation and were present at the facility from
reception to discharge.

A primary task of the professional teams was optimiz-
ing and streamlining the transition process from the
Gaza border and throughout returnees’ stay (see Fig. 1).

Upon receiving military notification with names of hos-
tages expected to be released, on-call unit leaders would
be contacted and a multidisciplinary team, encompassing
psychosocial preparation, properties, logistics, patient
experience (e.g., basic necessities, hygiene, food supply,
cleaning crew), operations and security (i.e., media con-
trol, spatial management, security of premises), and cen-
tral commander logistics were to be activated.
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Fig. 1 Protocol for multi-disciplinary reception and care procedures of hostages admitted to the Safra Children’s Hospital. Dashed lines indicate returnees’
release process outside hospital ward; Straight lines represent hospital arrangements for the reception of returnees; Grey rectangles signify the process
within the hospital facility following returnees’ admission. *IDF-Israeli Defense Forces
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A dedicated and integrated authority was established
by the state, tasked with collecting information from var-
ious parties (e.g., Israeli Defense Force: IDF, Ministry of
Social Services, Ministry of Health, Hostages and Miss-
ing Family Forum). This authority created a background
file for each returnee and forwarded it to the hospital
staff as soon as their return was certain. Psychosocial and
medical teams would then receive background informa-
tion related to returnees’ age, family structure, significant
losses, traumatic exposure and any information avail-
able pertaining to preexisting medical or psychosocial
conditions. Social workers were tasked with receiving
pre-designated family members of returnees, provid-
ing support to awaiting families and counseling them
in preparation for their reunion with returnees, while
psychologists attended to the returnees at the hospital
entrance and guided them through the initial step of fam-
ily reunification.

To ensure privacy, the entrance of the Safra Children’s
Hospital was blocked off from the media and unverified
visitors or personnel. Entrance to the facility was per-
mitted only to identified staff members, which received
a specific name tag and hand-band. Family reunification
was highly prioritized and therefore, returnees would
be immediately accompanied to meet their families in
the privacy of their designated rooms. Next, provision
of basic needs (e.g., preferred meals, shower, change of
clothes, hygiene items), would be attended to, followed
by an evaluation of mental state and needs, introduction
to medical personnel and invitation to conduct medical
exam. If evidence of sexual or physical abuse is detected
or disclosed by the returnee, appropriate professionals
would be consulted to determine the feasibility of col-
lecting further evidence without exacerbating distress. If
needed, forensic exams would be offered as well. Finally,
interviews with a designated, pre-trained security intel-
ligence officer would be offered to all returnees above the
age of 14, to allow for the gathering of crucial informa-
tion pertaining to the fate of hostages who were still held
in captivity. Next, in agreement with returnees and their
families, discharge meetings would be conducted during
which a discharge plan would be made.

Personalized-care

A vital goal of acute interventions is the early identifica-
tion of trauma related reactions and the delivery of pre-
ventive interventions that could reduce the risk for acute
stress disorder and PTSD [35]. To this end, and in line
with the acute trauma-informed approach, screening for
both acute and post-acute traumatic stress responses was
to be performed [36]. Standardized measures that would
rely upon returnees’ self-report were deemed inappropri-
ate due to the sensitive, and highly unpredictable, condi-
tions of returnees. Instead, screening relied on clinical
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observations, both documented in returnees’ medical
files and through clinician-rated responses to modified
standardized measures as described below:

A clinician- rated child symptom checklist was devel-
oped by the authors and sent via a secure electronic link
to all clinicians. The checklist was based on the Trauma
Symptom Checklist for Young Children (TSCYC) [37], a
90 item scale comprised of eight-factors for young chil-
dren, and the Trauma Symptom Checklist Short Form
(TSCC- SF) [38], a six-factor, 29-item scale for children
and adolescents. Both measures pertain to children’s
trauma- and abuse-related symptomatology as assessed
by caretaker report, and were found to have well estab-
lished psychometric properties [39].

Caregiver symptoms were assessed using the Adult
National Stressful Events Survey Acute Stress Disorder
Short Scale [NSESSS] [40, 41], a 7-item measure evaluat-
ing the severity of acute stress disorder symptoms in indi-
viduals age 18 and older following an extremely stressful
event or experience. The scores for both child and adult
scaled items were dichotomized to ‘present’ or ‘absent’
Findings pertaining to returnee physical symptoms were
collected from medical files.

Optimal safety

A core principle in providing psychological first-aid
response to acute trauma survivors consists of regain-
ing a sense of control and safety [42]. This is usually
attained by providing survivors with information and
space to express their concerns while ensuring that their
needs and voices are heard [43]. To this end, the Optimal
safety component focuses on well-recognized reciprocal
elements comprising Psychological First Aid [44], with
particular attention given to developmentally-informed
needs. These elements consist of (1) physical safety, (2)
calming, (3) promoting connectedness, (4) attending to
returnees’ basic needs, (5) promoting self-efficacy, and
(6) instilling hope, gradually implemented and individu-
ally tailored to ensure optimal safety, as delineated in
Fig. 2.

(1) Physical Safety

Physical Safety refers to the importance of providing
food, protection, and connectedness [44, 45]. All return-
ees would be primarily received by the Red Cross and
transferred to the IDF special reception teams (see Fig. 1
for Release Process). IDF medical personnel would assess
whether urgent medical care is indicated, in which case
returnees would be transported to the nearest medi-
cal center. If urgent medical care is ruled out, return-
ees would be provided with basic elementary needs,
including: change of clothes, water and snacks. When
possible, IDF personnel would engage children and par-
ents through play and provide orienting information,
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including a verbal account of their intended next steps
(i.e., transportation via helicopter or vehicle to the Safra
Children’s Hospital, where their families await).

(2) Calming
Given prevalent neurophysiological dysregulation fol-
lowing traumatic exposure [46, 47], staff were trained
to maintain a calm, compassionate presence, limiting
demands placed on returnees and providing accurate
information [48]. Particular attention would be devoted
to supporting caregivers as studies demonstrate the vital
co-regulatory role of caregivers for young children [49],
as well as the crucial impact of parent—adolescent inter-
actions in the aftermath of highly stressful events [50].
Therefore, all caregivers would be provided with profes-
sional support aimed at self-stabilization and parental
guidance.

Considerable attention was also devoted to return-
ees’ hospital environment. After careful consideration, a

dedicated facility within the Safra Children’s Hospital was
chosen. This unit was tailored to meet the needs of chil-
dren, adolescents, and families. It features child-friendly
décor, private rooms, and communal areas to provide
flexibility in privacy and social interaction, shielding
returnees from unwanted exposure to visitors or experi-
ences shared by fellow returnees. Dim lighting would be
maintained within the facility to counter potential effects
of light deprivation during captivity. Staff were trained to
speak softly and to minimize their presence, to allow for
returnees’ privacy and comfort. Steps were taken to pro-
tect returnees from visitors, media, and unwanted exter-
nal stimuli. Furthermore, the enrolment of female staff
members was preferred to mitigate power dynamics and
establish a sense of safety, especially as traumatic expe-
riences were primarily inflicted upon hostages by male
perpetrators and some evidence exists indicating prefer-
ences for female providers, particularly pertinent to dis-
closure of sexual abuse [51].
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(3) Connection

Human connection enhances a sense of continuity in face
of disruption and trauma, provides models of resiliency
which could bolster survivors’ own sense of competence,
and increases their access to tangible and non-tangible
resources [52]. Accordingly, family reunification has
repeatedly been cited as a priority in disaster and mass
trauma response, especially for children and adolescents
for whom the stress resulting from delayed family reunifi-
cation has been associated with significant and prolonged
negative effects [53, 54]. Appropriately the World Health
Organization (WHO) advocates for family reunification
as an essential component of promoting mental health in
post-disaster response [55]. Connection would therefore
be facilitated in several ways. For instance, core teams
would meet returnees at the entrance of the Children’s
Hospital to establish a personal connection, and immedi-
ately escort them to their closest family members, where
they would reunite in a private setting before gradually
connecting with additional family members.

(4) Basic needs

Addressing children's and families’ basic needs is crucial
for restoring stability and promoting a sense of control
following traumatic exposure [42]. Once physical safety
is ensured and returnees reunite with their families,
food, shower facilities, and clothing would be offered,
with specific attention given to providing well-fitting
and age-appropriate clothing, as oversized or ill fitted
clothing could serve as trauma reminders [56]. Potential
developmental regression was taken into account with
regards to all returnees, therefore, different needs would
be prioritized based upon age, ongoing clinical observa-
tion, and communication with returnees and their family
members. For example, earlier access to their peer group
would be facilitated for adolescents, while younger chil-
dren would be given toys and other comforting items.
Adults and care givers would be prioritized with regards
to access to information.

(5) Self-efficacy

Adult returnees would be encouraged to make personal
choices regarding their hospital stay duration, environ-
ment, media exposure, and medical/psychological care.
Parents would be encouraged to facilitate these deci-
sions for their children, in a developmentally appropriate
manner, with the aim of empowering and re-establish-
ing parental roles. In addition, services such as dental
care, haircuts, and cosmetic care would be offered upon
request, as these are linked to personal identity and self-
efficacy [57]. Retrieving personal items and allowing per-
sonal choices, including hairstyles, are important aspects
of survivors’ identity reclamation process [58].
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To further enhance self-efficacy, self-regulation and
independence, evidence-based trauma-informed inter-
ventions were included in the protocol. Soon after their
arrival to the hospital, all families and returnees would
be informed of the expected course of events to establish
predictability. Psychoeducation on expected psychologi-
cal, physiological, emotional, and behavioral reactions,
along with immediate and long-term response recom-
mendations, would also be provided. The team would
prioritize validating and supporting family members’
reactions, concerns, and needs. They would provide
training in basic relaxation and cognitive coping skills to
allow regulation of arousal, enhance resilience and man-
age various stress responses. Returnees with children
would be offered parent guidance, including psychoedu-
cation on developmentally informed traumatic stress
reactions in children and the crucial role of primary care-
givers in identifying these reactions and intervening early
by re-establishing predictability, safety and open devel-
opmentally-informed communication. This information
would be shared privately with parents or, when feasible,
in dyad sessions, facilitating deeper understanding of
anticipated stress and trauma-related responses and rec-
ommended trauma-informed practices.

As family members were expected to provide devas-
tating news regarding their community, other family
members or friends that were either murdered or are still
held in captivity, notification protocols were to be fol-
lowed, including SPIKES (Setting, Perception, Invitation,
Knowledge and Empathy), often used by medical profes-
sionals [59]. Special care would be taken when delivering
bad news to children and adolescents. Teams would then
offer guidance to caregivers and, when requested, deliver
bad news alongside family members. Whenever possible,
psychoeducation on traumatic grief responses would be
provided to adults, parents, and children, with specific
developmental needs in mind.

(6) Hope

A central objective of terrorism is fostering hopelessness
[60]. One aspect of hopelessness is a sense of a foreshort-
ened future, which is well-recognized as a prominent
posttraumatic symptom [61]. Following disaster, adoles-
cents have conveyed a decrease in hopeful thinking [62].
Therefore, a vital component of Psychological First Aid
is facilitating hope. Survivors, who often perceive chal-
lenges stemming from mass trauma as one unsolvable
problem, could greatly benefit from enhancing problem-
solving strategies. Not only does this help prioritize the
overwhelming bombardment of practical tasks that they
face, but it could also enhance their sense of control and
instill hope [63]. This would be achieved by the provision
of developmentally informed psychoeducation, connec-
tion to psychosocial, communal and medical resources,
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and delineation of a detailed discharge plan. For parents,
these interventions could reinstate their sense of control
and authority, subsequently reassuring their children and
instilling hope in them as well. For adolescents, who rely
heavily on their parents and peers, special attention was
placed on gradually re-connecting them to their social
resources by reassuring them that their network has been
eagerly awaiting their safe return.

Navigating discharge

Recognizing potential future deterioration, we fol-
lowed post disaster recommendations and intended to
coordinate care continuity through careful planning
of pragmatic manageable steps [64, 65]. Upon hospital
discharge, family members and parents were to be pro-
vided with brochures and handouts including impor-
tant information regarding developmentally informed
expected reactions, review of principles for coping with
such reactions, and information necessary in case they
wish to reach out to Sheba staff members in the future.
In addition, connection to community-based resources
was a major priority led primarily by the psychosocial
teams. Follow up was to be conducted a week and two
weeks after discharge, by telephone and in some cases in
person, as directed by the Ministry of Health. This was to
ensure that needs and wants were met once the returnees
were in the community.

Assessment of the ReSPOND protocol implementation
and feasibility was obtained via multi-level supervision
conducted by highly experienced adult- and child-trauma
as well as medicine experts. This team oversaw protocol
development and implementation beginning with train-
ing; supervisors participated in live simulations, observed

Table 2 Returnee demographic data (N=29)

Demographic Data N %
Sex

Females 26 89
Age

Under 18 8 28
Over 18 21 72
Place of residence

Gaza envelope 16 552
Outside of Gaza envelope 13 448
Place of abduction

Primary residence 15 517
Friend/relative residence 11 379
Nova music festival 3 103

Marital status*

Single 4 19
Married 10 476
Divorced 2 9.5
Widowed** 2 9.5
Committed relationship 3 143
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trainees undergo live and video-based simulations, and
offered immediate on-site feedback, modeling and guid-
ance. Therefore, feasibility would be assessed based upon
supervisors’ feedback pertaining to the ReSPOND proto-
col implementation.

Results

Twenty-nine hostages, including 8 children (mean age
11.47+4.37, range 3.75-17.0) and 21 adults (mean age
52.43£19.65, range 18-84) were admitted to the Sheba
Medical Center, in three pulses, from November 25th to
November 30th, 2023 (see Table 2 for returnees’ demo-
graphic data).

Notes: * Of the 21 returnees above age 18; ** Prior to
the October 7th attack.

Returnees stayed within the hospital for 24 to 72 hours
post release, with the exception of one minor whose
caregiver’s release was unexpectedly denied by Hamas,
resulting in profound uncertainty as to her fate. The child
remained in the hospital for a week until her caregiver’s
release.

Readiness of Professional teams

Professional teams were confronted with returnee’s expe-
rience of extreme multilayered trauma, as returnees not
only struggled with their own experiences of captiv-
ity, but also learned about the tragic loss of family and
community members as well the destruction of their
homes. The combination of recounted grief responses
and the distressing descriptions of traumatic exposure
and conditions of captivity, characterized by abusive and
aggression, deeply impacted health professionals. In the
aftermath of providing acute response to returnees, sev-
eral team members sought professional emotional sup-
port. Senior psychiatrists and psychosocial staff were
readily available to provide support. Supervisors initiated
personal check-ins with their teams, and several attempts
were made to provide structured group-based support.

Personalized care

Although none of the hostages required emergency med-
ical interventions upon arriving at the hospital, signs of
captivity were evident. These post-release symptoms
included: signs of starvation and lack of adequate feed-
ing (weight loss, loss of muscle mass and significant
nutritional deficits), deficient hygiene (e.g., lice, scabies),
mistreated physical injuries, severe medical neglect, and
medical negligence of pre-existing medical conditions
(e.g., chronic diseases such as hypothyroidism, diabetes,
hypertension and heart failure) as well as morbidities
that developed during captivity (including, but not lim-
ited to, neuropathies, heart failure, thrombosis, skin dis-
orders, malnutrition). In addition, signs of physical and
sexual abuse were evident in some returnees (e.g., body
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Table 3 A summary of returnees' physical and medical
manifestations

(2024) 18:76 Page 11 of 17

Table 5 Clinician-rated caregiver symptoms
Parent symptoms (N=6)

Physical conditions Symptom n %
Reported conditions N Frequency % Flashbacks 4 66.7
Pre-existing medical condition 29 15 52 Upset 6 100.0
Complications of pre-existing medical condition 29 10 34 Detached 4 66.7
Physical injury during abduction 29 25 86 Avoid 6 100.0
Significant weight loss (> 6% of baseline weight) 29 18 62 Alert 6 100.0
New significant morbidities that developed in 29 8 28 Startle 6 100.0
captivity Nervous 4 66.7
Reported Physical abuse 29 21 72

Table 4 Clinician-rated child acute symptoms as assessed by
modified versions of the TSCC and TSYC

Child symptoms (N=8)

Symptom cluster Symptom N %

Intrusive symptoms

Upset by memories 8 100.0

Cries when remembers 7 87.5

Panics when remembers 7 87.5

Re-experiences event 5 62.5
Dissociative symptoms

Stares 6 750

Lacks concentration, "in - 6 75.0

his/her own world"
Arousal symptoms

Startles 8 100.0

Easily frightened 8 100.0

Checks for danger 6 75.0
Avoidance symptoms

Avoids talking about 8 100.0

experience

Avoids memories 8 100.0

Displays no feeling 6 750

Denies experience 6 75.0

Can't recall experience 4 50.0
Anxiety symptoms

Worries about safety of 8 100.0

others

Scared to be alone 7 87.5

Scared of the dark 5 62.5
Depressive symptoms

Sad or depressed 6 75.0

Avoids playing 4 500

Avoids laughing 5 62.5
Atypical symptoms

Worries food is poisoned 3 375

Wants to die 3 375

Forgets his/her name 1 12.5
Aggressive symptoms

Overly aggressive 3 375

Yells at others 2 250
Sexual symptoms

Sexual concerns 2 250

TSCC Trauma Symptom Checklist; 7SYC Trauma Symptom Checklist for Young
Children

markings). A summary of returnees’ physical conditions,
as reported in their medical records, is presented in
Table 3. A detailed description of the physical and medi-
cal implications of captivity will be reported elsewhere.

In terms of psychological responses, returnees’ pre-
sentations were diverse and included avoidance, anxi-
ety, sadness, anger, and signs of regressive behaviors
(e.g., clinginess, and lack of assertiveness in children
and adults). Hyper-arousal reactions were highly evident
in both children and adults, all of whom refrained from
sleeping in the hours following their hospital admission
(see Tables 4 and 5 for a description of child and care-
giver responses, respectively). Other responses, revealing
the immediate impact of captivity, were also evident; for
example, young children who conveyed being ordered
to “USKUT” (“Be Quiet” in Arabic) and communicated
entirely in whispers, despite repeated prompts to speak
freely.

In addition to trauma-related symptoms, some return-
ees also expressed positive reactions such as optimism,
relief, seeming relatively oriented to their environment,
and engaging freely with their family members. Similarly,
several young children were able to express their needs to
staff members (e.g., requesting specific foods and games).
Parents typically prioritized privacy and requested assis-
tance in keeping media representatives away. They also
made requests regarding assistance in pacing and timing
of their reunification with extended family members.

Regarding reactions of accompanying family mem-
bers, some requested clear guidance concerning recom-
mended responses to returnees, and for the management
of their own reactions. Regardless, pertinent guide-
lines were provided to all family members as part of the
preparation for returnee arrival, and throughout admis-
sion, as specified in Table 1. While expecting the arrival
of returnees, and throughout their hospital stay, varied
practical requests were often put forth to the staff by
accompanying family members (e.g., requests to rear-
range the lighting or designated rooms, adjust meals,
and or manage the various procedures offered). Beyond
practical care, these were understood as potential mani-
festations of family members’ distress or anxiety and
were therefore accommodated by all staff (regardless of
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seniority, sector or specialization) with considerable flex-
ibility and acceptance. In this manner, a well-functioning,
self-sufficient and highly adaptable ecosystem was main-
tained within the unit.

In terms of providing individually tailored response,
partial critical background information was obtained in
the hours prior to receiving the list of hostages expected
to be released. Hence, prior to admission, crucial details
emerged (e.g., the need for prescription eyewear or medi-
cation) allowing for individually tailored preparation.
Returnee rooms were arranged with extreme care, con-
sidering any existing knowledge concerning age, gender,
medical needs, and personal preferences including for
example, attention to returnees’ lodging arrangement
in terms of their proximity to other returnees and fam-
ily members. Information regarding traumatic exposure
(albeit limited) which was gathered from the national
authority and from family members and relatives,
allowed for initial treatment planning, alerting medical
teams when injuries were to be anticipated. Developmen-
tally informed decisions were made based upon return-
ees’ age, such that necessities and comforting items (e.g.,
teddy bears, blankets, slippers, new cell phones) were dis-
tributed in accordance with returnees’ expected needs. In
addition, when possible, family members were encour-
aged to place personalized items from home in returnees’
rooms, an anticipatory act that clearly held significant
emotional meaning. Even personal pets were brought to
the hospital facility when it was deemed that the child’s
strong attachment to them would provide a sense of con-
tinuity, comfort and support.

Optimal safety

All returnees received stepped care in the sense that,
once the need for urgent medical care was ruled out,
basic needs were prioritized, followed by psychologi-
cal, legal, practical and social needs. As many returnees
seemed undernourished, proper nutrition was provided.
This was done in a gradual manner as to prevent Refeed-
ing Syndrome, a potentially fatal condition, caused by
giving an undernourished person too much food and flu-
ids too quickly, leading to metabolic disorders and fluid
and electrolyte imbalances [66].

As expected, a great deal of time was designated for the
private reunification of returnees and their families, as
they engaged in a natural process of re-acclimation [67].
Most returnees and their families accepted acute psycho-
logical interventions offered by staff, at times request-
ing their guidance and presence. Interventions delivered
included trauma and grief related psychoeducation [68],
relaxation strategies, parent guidance and support in the
provision of difficult news, including death notification
and notification of remaining family members in captiv-
ity. The harm caused to returnees’ family members, the
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circumstances of captivity and condition of returnees
upon hospital admission and discharge are presented in
Table 5.

Due to the extremely sensitive situation, additional
roles taken by the psychosocial teams included advo-
cacy aimed at protecting returnees’ privacy and assisting
them, if they desired, through medical and special inter-
view procedures with security intelligence officers.

Navigating discharge

Most families expressed a desire to prolong their hos-
pital stay beyond that expected, demonstrating effec-
tiveness in creating a transient space for returnees.
Families were given the option of complete discharge
within 24-72 hours, or discharge to a hotel at the medi-
cal center facility. For those who accepted the latter, low
intensity continued care was provided in the days follow-
ing discharge from the unit (see Table 5). Some expressed
a wish to clear out their rooms in hopes that it would be
shortly occupied with additional released hostages. Upon
discharge some children expressed fear of re-abduction
and shared that they were told by their abductors that
they will “come and find them wherever they are”. For
providers, some expressed concerns with release within
24 hours, while others postulated that discharge would
enhance a sense of self-efficacy and encourage returnees
to take an active role in planning their next steps towards
independence. Nevertheless, length of stay was typically
2448 hours.

Efforts at multi-system discharge synchronization
proved challenging as most returnees lost their homes
and their communities in the October 7th massacre,
and were evacuated to temporary lodgings dispersed
throughout the country. Prior to discharge, multi-agency
conferences were held for each returnee and family to
coordinate continued care in accordance with their per-
sonalized needs and choices. Every family was provided
with the option for ongoing mental health support at
the Sheba Medical Center’s adult and child trauma out-
patient clinics. However, apart from two young adults,
all families opted not to continue care at the hospital
clinics, but rather, expressed a preference for receiving
mental health support closer to their current residence
(see Table 3). The hospital’s social workers conducted
follow-up calls to community social workers, who were
appointed in advance and trained by the Ministry of Wel-
fare and Social Affairs to deal with the sensitive returnee
situation. This ensured an organized and systemic follow-
up procedure across all cases.

Discussion

In the following discussion, we present the insights
gained from the transition from anticipated to actual
needs, including intervention feasibility and limitations,



Fontaine de la et al. Child and Adolescent Psychiatry and Mental Health

along with the initial conclusions of the implementation
of the ReSPOND protocol developed at the Safra Chil-
dren’s’ Hospital, the Sheba Medical Center, Israel. In gen-
eral, the protocol seemed feasible and was implemented
as expected, with specific facilitators and barriers identi-
fied throughout the implementation process.

Readiness

Research on simulation-based training has significantly
advanced over the past 15 years, highlighting its potential
benefits in academic and medical settings [69]. However,
to the best of our knowledge, this is the first application
of simulation-based training in preparation for both adult
and child-focused responses to an unprecedented disas-
ter situation, such as hostage release. Lessons learned
from the training simulations have led to the devel-
opment of a collaborative interdisciplinary approach,
enabling staff members to navigate complex situations
together and effectively prioritize returnees’ individual-
ized needs. Furthermore, the use of live and videotaped
simulation-based trainings has allowed staff to practice
in advance unprecedented scenarios anticipated during
the returnees’ hospital stay, promoting preparedness and
skill mastery.

Specialized teams

The circumstance that nearly a third of the freed hostages
were children under 14 years old intensified the emo-
tional impact of the situation on healthcare providers. A
shared traumatic reality has been identified in previous
research as a risk factor to healthcare providers’ personal
and professional well-being, underscoring the need to
provide education, supervision, and support to miti-
gate the possible negative effects of shared trauma [33].
Nevertheless, providers across all sectors also expressed
exceptional motivation throughout, evidenced by their
unwavering commitment to best meet the physical, pro-
fessional and emotional demands placed on them. Given
the opportunity, most expressed the wish to care for
additional returnees. This could be understood in terms
of compassion satisfaction, stemming from providers’
ability to connect with, and help others, in a manner
that outweighs the intense stress associated with their
work [70]. Thus, working with the returnees had a per-
sonal impact on many team members to differing extents,
as they attended to a highly vulnerable population and
implemented an unprecedented protocol during a par-
ticularly vulnerable time.

Despite the advantage of integrating multidisciplinary
teams to provide holistic trauma-informed care, chal-
lenges were identified. For example, expertise in child
versus adult trauma response evoked discrepancies in
approaches and practices. Furthermore, despite the
teams being composed of trauma-expert psychologists
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and social workers, with extensive experience in pedi-
atric trauma, this first professional collaboration during
a national-level catastrophe presented significant chal-
lenges. Challenges pertaining to division of labor, fluid-
ity of care and collaboration surfaced, with little time
for preparation. Undoubtedly, these factors impacted
boundaries and roles, ultimately contributing to signifi-
cant stress. Our findings are in line with previous stud-
ies reporting on challenges associated with the blurring of
roles often recognized among mental-health profession-
als during stressful work-related situations, specifically
between psychologists and social workers [71]. Such con-
cern aligns with previous studies highlighting that confu-
sion between roles is a challenge in teamwork dynamics,
which hinders effective team functioning [72].

Lastly, despite occasional efforts to provide profes-
sional supervisory support during returnee hospital stay,
the lack of structured debriefing sessions, implemented
consistently across all sectors, limited the opportunity for
comprehensive support, and possibly hampered staff’s
ability to cope more effectively with their experiences.

Personalized care

Diverse physical and psychological reactions were identi-
fied, which were generally more positive than anticipated.
This may underscore our team’s bias towards anticipat-
ing negative reactions, potentially overlooking previ-
ously documented positive or adaptive responses among
returnees. In fact, studies have demonstrated that reac-
tions immediately following release from captivity or
disaster are at times characterized by a sense of relief,
euphoric mood and optimism [73, 74], followed by sub-
sequent posttraumatic stress symptoms for some [75].
Additionally, since most symptoms were identified by
clinicians using modified scales rather than through self-
administered measures, there is a possibility that these
reports did not fully capture the psychological state of the
returnees. Alongside positive reactions, regressive behav-
iors were also observed, evident in increased clinginess
of both children and adults, difficulty with decision mak-
ing and assertiveness. The diverse reactions challenged
staff’s expectations and called for flexible and adaptive
responses in the immediate hours following their release
from captivity. Furthermore, it highlighted the complex-
ity of traumatic reactions, which are both highly indi-
vidualistic and subject to a developmental trajectory that
underlines the vitality of long-term follow-up [36].

Our findings also indicate that regressive reactions
were evident among both children and adults. Although
such responses are highly prevalent among traumatized
children [76], regressive reactions are also evident among
adult survivors of extreme trauma [27]. Similarly, facili-
tating social support, considered fundamental to effec-
tive child-focused interventions [77], is also crucial in
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treating traumatized adults [78]. Therefore, expertise in
child trauma could benefit both adults and children, and
inform the approach of professional teams. Hence, the
decision to foster the care of returnees’ and their fami-
lies during this highly vulnerable time, in the Children’s
Hospital, and under the leadership of the child and ado-
lescent hospital team, resulted in the creation of a flex-
ible environment capable of meeting highly diverse needs
across the developmental spectrum.

Efforts to obtain informative personal background
prior to arrival of returnees was only partially effective.
This required “learning on the go” as staff collected rel-
evant information throughout returnees’ stay. This could
be due to several factors. Firstly, the chaotic nature of the
unprecedented terror attack, and the intense workload
of state offices and agencies, could have hindered the
efficient flow of returnees’ personal and medical back-
ground information to the hospital. Second, the names
of hostages intended to be released, as well as the spe-
cific hospitals designated to receive them, were revealed
only hours before their arrival, limiting the team’s abil-
ity to prepare and address multiple sources of informa-
tion. Finally, as noted in previous mass disasters, such
as the 9/11 terrorist attacks, considerable difficulties
exist in creating synchronized organizational collabora-
tion during disaster response, evidenced by insufficient
information flow and inflexible hierarchies [79]. Thus,
transmission of crucial background information in a
timely manner was challenging.

Lastly, involving families in the preparation of returnee
rooms was appreciated by family members and return-
ees, specifically the young children. Attention to indi-
vidualized needs, as exemplified in bringing children’s
pets to the hospital, proved to be helpful in the adjust-
ment process. Implementation of a family-centered
approach was effective and in line with recommenda-
tions pertaining to the care of pediatric patients, which
has been previously found to enhance child and parental
sense of control [80, 81]. Therefore, teams were keen on
facilitating partnerships between medical staff and family
members by involved family members in treatment plan-
ning, ensuring the presence of a parent or caregiver (for
minors and adult returnees alike), and providing guid-
ance on age- and developmentally-appropriate mitigation
of events and their consequences.

Optimal safety

The Optimal Safety component of the ReSPOND proto-
col proved greatly beneficial in guiding staff throughout
their care of returnees. A consensus was reached and
practiced with regards to the optimal environment to be
maintained within the unit. Staff ensured returnee pri-
vacy at all times, attended to basic needs and followed
recommended steps for enhancing returnees’ sense of

(2024) 18:76 Page 14 of 17

self-efficacy with respect to age, developmental and
familial roles. Yet a unique challenge was the interplay
between individual psychological needs and the national-
level needs associated with the larger hostage situation.
Returnees were requested to participate in interviews
conducted by secret service personnel. The purpose of
these interviews was to swiftly obtain information that
could shed light on the wellbeing of remaining hostages.
Thus, hostages were faced with an extremely challenging
task, while clinical staff were at times conflicted between
the stated goal of reducing overstimulation versus the
desire to assist returnees, as well as efforts to rescue oth-
ers. Though minors under the age of 14 were excluded
from interviews, clinical dilemmas pertaining to person-
nel allowed to accompany adolescents, the presence of
a caregiver, the level of details requested and even the
separation of adult caregivers from young children for
the purpose of interviews, presented an array of chal-
lenges. Typically, these issues were resolved through pro-
fessional multidisciplinary consultation and supervision,
handled with sensitivity and the utmost transparency and
empowerment.

Navigating discharge

Determining optimal release and creating discharge plans
were more challenging than anticipated. Initially, length
of hospital stay was expected to be 24 to 48 hours, with
a clear guideline towards returnees’ self-determination.
The relatively brief duration that was initially recom-
mended was based on studies emphasizing the impor-
tance of reintegrating hostages into their environments
to reduce dependency on the medical system, a tendency
often observed in survivors of captivity [82]. Further-
more, the need for medical clearance and the anticipated
release of more hostages who would require the same
designated facility, may have also contributed to the deci-
sion to limit the duration of hospitalization.

The evacuation and displacement of the majority of the
returnees’ communities to temporary accommodations
(i.e., hotels) resulted in additional challenges concern-
ing the appropriate placement for continued care. While
efforts were devoted to developing comprehensive bridg-
ing plans that connect returnees to ongoing medical,
psychological, and social support services post release,
follow-up regarding the effectiveness of these efforts was
only partially obtained.

Summary

The current paper discusses insights gained from devel-
oping and implementing the Hostage-ReSPOND protocol
for receiving 29 Israeli civilians released from prolonged
Hamas captivity. It emphasizes the rapid creation of a
sensitive developmentally informed, multidisciplinary
protocol for extreme trauma responses, proving effective
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despite challenges. A major strength of the protocol was
related to the decision to foster the care of returnees and
their families, during a highly vulnerable time, in the
Children’s” Hospital and under the leadership of the child
and adolescent hospital team. This decision resulted in
the creation of a flexible environment capable of meeting
highly diverse needs across the developmental spectrum.

Another major strength was the pre-event training
which recognized the diverse needs of returnees and suc-
cessfully incorporated specifically tailored simulations
pertinent to the care of released hostages across the age
spectrum. This unique emphasis on training enabled
teams to adapt to a novel protocol during an unprec-
edented and highly stressful hostage situation, result-
ing in an increased sense of professional competency.
Moreover, specialized training helped healthcare teams
navigate a highly complex situation, characterized by
considerable diversity with regards to returnees’ ages,
traumatic exposure, and personal circumstances, espe-
cially given the shared traumatic reality of providers as
well following the October 7th terror attack.

Among the major challenges and limitations was the
need for staff to operate within the context of an ongo-
ing national mass trauma event, at times contributing to
a sense of overwhelm. In addition, the displacement of
the majority of the returnees to temporary lodgings due
to large-scale evacuations, resulted in additional chal-
lenges concerning the appropriate placement for con-
tinued care, and limited the hospitals’ ability to maintain
ongoing contact with returnees. Furthermore, the deci-
sion to limit the burden placed on returnees led to the
implementation of proxy-clinician reports, which may
have resulted in under-estimation of post-captivity symp-
toms. Finally, in several cases challenges arose regarding
the division of labor, coordination of care, and collabo-
ration, occasionally affecting the continuity and flow
of care. Nevertheless, these were effectively addressed
through consultations with senior clinical supervisors
stationed at the ward. Overall, the work presented high-
lights the complexity of providing multidisciplinary care
in extreme crisis situations, associated benefits, limita-
tions and shortcomings, and the importance of evaluat-
ing and monitoring adaptive responses.

Abbreviations
MSR Israel Center for Medical Simulation

PTSD Post Traumatic Stress Disorder

ReSPOND  Readiness, Specialized teams, Optimal safety, and Navigating
Discharge

[.M.P Investigational Medicinal Product

IDF Israel Defense Force

WHO World Health Organization

SPIKES Setting, Perception, Invitation, Knowledge and Empathy

TSCYC Trauma Symptom Checklist for Young Children

TSCC Trauma Symptom Checklist for Children

(2024) 18:76 Page 15 of 17

Acknowledgements

We would like to acknowledge the considerable contribution of the Sheba
multidisciplinary professionals who took part in the care of released hostages
and their families.

Author contributions

All authors contributed, reviewed, and approved the final manuscript.ND, TS,
ST, HW, DG were responsible for conceiving and designing the study. ND, TS
and NR collected the data and contributed to data analysis. ND, TS, ST, HW,
MA, NNA, MP, WC, MHR, RWL, LPG, AZ, AM, NS, YEN, DG AND IP Contributed to
protocol development and implementation.ND, TS, JMF, NR and DG wrote the
final manuscript.

Data availability
All data presented can be requested from the authors.

Declarations

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Ethics approval
The study protocol was approved by the Institutional Review Board of the
Sheba Medical Center (0947-23-SMC).

Consent to participate
Consent was waived by the IRB since all data were de-identified and then
transferred to study investigators for analysis.

Funding

Funding for this study was provided by the Kirsh Foundation, New York,
United States; the Kirsh Foundation had no further role in the study design; in
the collection, analysis and interpretation of data; in the writing of the report;
and in the decision to submit the paper for publication.

Author details

'"The Edmond and Lily Safra Children’s Hospital, Sheba Medical Center,
Derech Sheba 2, Ramat Gan 5262656, Israel

2Child Study Center, Yale School of Medicine, New Haven, CT, USA
Department of Psychology, Bar-llan University, Ramat-Gan, Israel
“Department for Child and Adolescent Psychiatry and Psychotherapy,
University Medical Center, Competence Domain Mental Health
Prevention, Ulm, Germany

*The Faculty of Medical & Health Sciences, Tel-Aviv University, Tel Aviv,
Israel

5Sheba Medical Center, Ramat Gan, Israel

7Department of Social Services, Sheba Medical Center, Ramat Gan, Israel
8MSR-Israel Center for Medical Simulation, Sheba Medical Center, Ramat
Gan, Israel

°Sagol School of Neuroscience, The Faculty of Medical & Health Sciences,
Tel Aviv University, Tel Aviv, Israel

Received: 22 April 2024 / Accepted: 10 June 2024
Published online: 20 June 2024

References

1. Ursano RJ, Fullerton CS, Weisaeth L, Raphael B. Individual and community
responses to disasters. Textbook Disaster Psychiatry. 2007:3-26.

2. Born CT, Briggs SM, Ciraulo DL, Frykberg ER, Hammond JS, Hirshberg A, et al.
Disasters and mass casualties: I. General principles of response and manage-
ment. J Am Acad Orthop Surg. 2007;15(7):388-96.

3. Halpern P, Tsai MC, Arnold JL, Stok E, Ersoy G. Mass-casualty, terrorist bomb-
ings: implications for emergency department and hospital emergency
response (part Il). Prehosp Disaster Med. 2003;18(3):235-41.



Fontaine de la et al. Child and Adolescent Psychiatry and Mental Health

22.

23.

24,

25,

26.

27.

28.

29.

30.

Ziv A, Erez D, Munz Y, Vardi A, Barsuk D, Levine |, et al. The Israel Center for
Medical Simulation: a paradigm for cultural change in medical education.
Acad Med. 2006;81(12):1091-7.

Shirm S, Liggin R, Dick R, Graham J. Prehospital preparedness for pediatric
mass-casualty events. Pediatrics. 2007;120(4).e756-61.

Foltin GL, Schonfeld DJ, Shannon MW, Knapp J, Balsam MJ, Giordano LM, et
al. Pediatric terrorism and disaster preparedness. Rockville: A resource for
pedicatricians Agency for Healthcare Research and Quality; 2006.

Mortamet G, Lode N, Roumeliotis N, Baudin F, Javouhey E, Dubos F, Naud J.
Disaster preparedness in French paediatric hospitals 2 years after terrorist
attacks of 2015. Arch Dis Child. 2019;104(4):322-7.

Kelly F. Keeping PEDIATRICS in pediatric disaster management: before, during,
and in the aftermath of complex emergencies. Crit Care Nurs Clin North Am.
2010,22(4):465-80.

Desmond M, Schwengel D, Chilson K, Rusy D, Ingram K, Ambardekar A, et al.
Paediatric patients in mass casualty incidents: a comprehensive review and
call to action. Br J Anaesth. 2022;128(2):e109-19.

Bountress KE, Gilmore AK, Metzger IW, Aggen SH, Tomko RL, Danielson CK,
et al. Impact of disaster exposure severity: cascading effects across parental
distress, adolescent PTSD symptoms, as well as parent-child conflict and
communication. Soc Sci Med. 2020,264:113293.

Fernandez A, Meurice L, Franke F, Vuillermoz C, Gindt M, Askenazy F,
Vandentorren S. Impact of the 7/14/2016 nice terrorist attack on pediatric
emergency department visits thanks to syndromic surveillance: a descriptive
study. Front Public Health. 2023;11:1248993.

Haas H, Fernandez A, Bréaud J, Dupont A, Tran A, Solla F. Terrorist attack in
Nice: the central role of a children’s hospital. Lancet. 2017,389(10073):1007.
Reifels L, Bassilios B, Forbes D, Creamer M, Wade D, Coates S, et al. A system-
atic approach to building the mental health response capacity of practitio-
ners in a post-disaster context. Adv Mental Health. 2013;11(3):246-56.
Marsac ML, Kassam-Adams N, Hildenbrand AK;, Nicholls E, Winston FK, Leff SS,
Fein J. Implementing a trauma-informed Approach in Pediatric Health Care
Networks. JAMA Pediatr. 2016;170(1):70-7.

Bentz L, Vandentorren S, Fabre R, Bride J, Pirard P, Doulet N, et al. Mental
health impact among hospital staff in the aftermath of the Nice 2016 terror
attack: the ECHOS De Nice study. BMC Public Health. 2021;21(1):1372.

Devi S. Israeli and Palestinian doctors speak out. Lancet.
2023;402(10411):1406-7.

Karl V. A Surprise Attack Upends Israel and the Middle East: Time Magazine.
2023. Access Date: March 10, 2024. https://time.com/6321849/israel-attack/.
Boxerman A. Arab citizens of Israel were not spared in the hamasled mas-
sacres: New York Times; 2023. Access Date: December 2, 2023. https://www.
nytimes.com/2023/10/13/world/middleeast/arab-israeli-hamas-attacks.html.
Levany S, Shahar G, Greenberg D. Calling for an immediate release of captive
children in Gaza. Lancet. 2023;402(10417):2070-1.

CassandraV, Isabel K. Israel’s attackers took over 200 hostages. In: Here's what
to know about them: New York Times; 2023. Access Date: November 2, 2023.
https//www.nytimes.com/article/israelhostages-hamas-explained.
Finkelhor D. Nonfamily abducted children: National estimates and character-
istics: US Department of Justice, Office of Justice Programs, Office of Juvenile
&#8230.

Gossmann E, Erlewein K, Hiller T, Mayer P, Sachser C, Clemens V, Fegert JM.
The impact of abduction and hostage-taking on the mental health of chil-
dren and adolescents: a scoping review. Eur Child Adolesc Psychiatry. 2024.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental
Disorders. 5th ed. Washington, DC2013.

Herman JL, Complex PTSD. A syndrome in survivors of prolonged and
repeated trauma. J Trauma Stress. 1992;5(3):377-91.

Levi-BelzY, Zerach G, Solomon Z. Suicide ideation and deliberate self-harm
among ex-prisoners of War. Arch Suicide Res. 2015;19(2):231-48.

Aebischer Perone S, Althaus F, Chappuis F, Aguirre Zimerman N, Martinez E,
Regel S. Psychological support post-release of humanitarian workers taken
hostage: the experience of the International Committee of the Red Cross
(ICRC). Br J Guidance Couns. 2020:48(3):360-73.

Alexander DA, Klein S. Kidnapping and hostage-taking: a review of effects,
coping and resilience. J R Soc Med. 2009;102(1):16-21.

Van der Ploeg HM, Kleijn WC. Being held hostage in the Netherlands: a study
of long-term aftereffects. J Trauma Stress. 1989;2:153-69.

Favaro A, Degortes D, Colombo G, Santonastaso P. The effects of trauma
among kidnap victims in Sardinia, Italy. Psychol Med. 2000;30(4):975-80.
Amusan L, Ejoke UP. The psychological trauma inflicted by Boko Haram
insurgency in the North Eastern Nigeria. Aggress Violent Beh. 2017;36:52-9.

31.

32

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

5T

52.

53.

54.

55.

56.

57.

(2024) 18:76

Page 16 of 17

Those Terrible Weeks in their Camp: Boko Haram Violence Against

Women and Girls in Northern Nigeria: Human Right Watch. 2014. https://
www.hrw.org/report/2014/10/27/those-terrible-weeks-their-camp/
boko-haram-violence-against-women-and-girls.

Carron PN, Trueb L, Yersin B. High-fidelity simulation in the nonmedical
domain: practices and potential transferable competencies for the medical
field. Adv Med Educ Pract. 2011;2:149-55.

Tosone C, Nuttman-Shwartz O, Stephens T. Shared trauma: when the profes-
sional is personal. Clin Soc Work J. 2012;40:231-9.

Tallach R, Einav S, Brohi K, Abayajeewa K, Abback PS, Aylwin C, et al. Learn-
ing from terrorist mass casualty incidents: a global survey. Br J Anaesth.
2022;128(2):168-79.

Chauvelin L, Gindt M, Olliac B, Robert P, Thimmler S, Askenazy F. Emergency
Organization of Child Psychiatric Care following the Terrorist Attack on July
14,2016, in Nice, France. Disaster Med Public Health Prep. 2019;13(2):144-6.
Center for Substance Abuse T. SAMHSA/CSAT Treatment Improvement
Protocols. Trauma-informed care in behavioral Health services. Rockville (MD):
Substance Abuse and Mental Health Services Administration (US); 2014.
Briere J, Johnson K, Bissada A, Damon L, Crouch J, Gil E, et al. The Trauma
Symptom Checklist for Young Children (TSCYC): reliability and asso-

ciation with abuse exposure in a multi-site study. Child Abuse Negl.
2001,25(8):1001-14.

Wherry JN, Huffhines LP, Walisky DN. A short form of the Trauma Symptom
Checklist for Children. Child Maltreat. 2016;21(1):37-46.

Lanktree CB, Gilbert AM, Briere J, Taylor N, Chen K, Maida CA, Saltzman WR.
Multi-informant assessment of maltreated children: convergent and discrimi-
nant validity of the TSCC and TSCYC. Child Abuse Negl. 2008;32(6):621-5.
Parker C, Shalev D, Hsu |, Shenoy A, Cheung S, Nash S, et al. Depression, anxi-
ety, and Acute stress disorder among patients hospitalized with COVID-19: a
prospective cohort study. J Acad Consult Liaison Psychiatry. 2021,62(2):211-9.
Kilpatrick D, Resnick H, Friedman M. Severity of acute stress symptoms—
adult (national stressful events survey acute stress disorder short scale
[NSESSS]). Washington, DC: American Psychiatric Association; 2013.

Marans S. Phenomena of childhood trauma and expanding approaches to
early intervention. Int J Appl Psychoanal Stud. 2013;10(3):247-66.

Wang L, Norman |, Edleston V, Oyo C, Leamy M. The effectiveness and
implementation of Psychological First Aid as a therapeutic interven-

tion after trauma: an integrative review. Trauma Violence Abuse.
2024:15248380231221492.

Shultz JM, Forbes D. Psychological first aid: Rapid proliferation and the search
for evidence. Disaster Health. 2014;2(1):3-12.

Young BH. The immediate response to disaster. Interventions following mass
violence and disasters: Strategies for mental health practice. 2006:134.

Van der Kolk BA. In terror’s grip: healing the ravages of trauma. Cerebrum.
2002;4(1):34-50.

Nash WP, Watson PJ. Review of VA/DOD Clinical Practice Guideline on man-
agement of acute stress and interventions to prevent posttraumatic stress
disorder. J Rehabil Res Dev. 2012:49(5):637-48.

North CS, Pfefferbaum B. Mental health response to community disasters: a
systematic review. JAMA. 2013;310(5):507-18.

Mueller |, Tronick E. Early life exposure to violence: Developmental conse-
quences on Brain and Behavior. Front Behav Neurosci. 2019;13:156.

Gil-Rivas V, Holman EA, Silver RC. Adolescent vulnerability following the
September 11th terrorist attacks: a study of parents and their children. Appl
Dev Sci. 2004;8(3):130-42.

Teram E, Stalker C, Hovey A, Schachter C, Lasiuk G. Towards malecentric com-
munication: sensitizing health professionals to the realities of male childhood
sexual abuse survivors. Issues Ment Health Nurs. 2006;27(5):499-517.

Landau J, Mittal M, Wieling E. Linking human systems: strengthening indi-
viduals, families, and communities in the wake of mass trauma. J Marital Fam
Ther. 2008;34(2):193-209.

Charney RL, Chung S. Family Reunification after disasters. Curr Treat Options
Pediatr. 2017,3:283-92.

Hagan JF. Jr. Psychosocial implications of disaster or terrorism on children: a
guide for the pediatrician. Pediatrics. 2005;116(3):787-95.

Saxena S, van Ommeren M, Saraceno B. Mental health assistance to popula-
tions affected by disasters: World Health Organization’s role. Int Rev Psychia-
try. 2006;18(3):199-204.

Hyer K, Brown LM. The impact of event Scale-Revised: a quick measure of a
patient’s response to trauma. Am J Nurs. 2008;108(11):60-8. quiz 8-9.

Taylor J. Concentration Camp Uniform as a Tool of Subjugation and a symbol
of the Holocaust. Bodies in Conflict: Routledge; 2013. pp. 144-55.


https://time.com/6321849/israel-attack/
https://www.nytimes.com/2023/10/13/world/middleeast/arab-israeli-hamas-attacks.html
https://www.nytimes.com/2023/10/13/world/middleeast/arab-israeli-hamas-attacks.html
https://www.nytimes.com/article/israelhostages-hamas-explained
https://www.hrw.org/report/2014/10/27/those-terrible-weeks-their-camp/boko-haram-violence-against-women-and-girls
https://www.hrw.org/report/2014/10/27/those-terrible-weeks-their-camp/boko-haram-violence-against-women-and-girls
https://www.hrw.org/report/2014/10/27/those-terrible-weeks-their-camp/boko-haram-violence-against-women-and-girls

Fontaine de la et al. Child and Adolescent Psychiatry and Mental Health

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71

Juergens C, Shallcross B. Designing Women Representations of human hair in
the Holocaust context. 2018.

Williams-Reade J, Lobo E, Whittemore AA, Parra L, Baerg J. Enhancing resi-
dents' compassionate communication to family members: a family systems
breaking bad news simulation. Fam Syst Health. 2018;36(4):523-7.

Chrisman AK, Dougherty JG. Mass trauma: disasters, terrorism, and war. Child
Adolesc Psychiatr Clin N Am. 2014;23(2):257-79. viii.

Association AP. Diagnostic and statistical manual of mental disorders. Text
revision. 2000.

Liberto AK, Johnson ET, Schulenberg SE. Responding to adolescents follow-
ing natural and technological disasters: the essential nature of hope. Positive
Psychological approaches to disaster: meaning, resilience, and posttraumatic
growth. 2020:115-35.

Hobfoll SE, Watson P, Bell CC, Bryant RA, Brymer MJ, Friedman MJ, et al. Five
essential elements of immediate and mid-term mass trauma intervention:
empirical evidence. Psychiatry. 2007,70(4):283-315. discussion 6-69.
McFarlane AC, Williams R. Mental health services required after disas-

ters: learning from the lasting effects of disasters. Depress Res Treat.
2012,2012:970194.

Reyes G, Elhai JD. Psychosocial interventions in the early phases of disasters.
Psychotherapy: theory, research, practice, training. 2004;41(4):399.

Mehanna HM, Moledina J, Travis J. Refeeding syndrome: what it is, and how
to prevent and treat it. BMJ. 2008;336(7659):1495-8.

Nager AL. Family reunification—concepts and challenges. Clin Pediatr Emerg
Med. 2009;10(3):195-207.

Green BL. Traumatic loss: conceptual and empirical links between trauma
and bereavement. J Personal Interpers Loss. 2000;5(1):1-17.

Bell BS, Kanar AM, Kozlowski SW. Current issues and future directions in
simulation-based training in North America. Int J Hum Resource Manage.
2008;19(8):1416-34.

Gonzalez TC, Helm H, Li E. An examination of Resilience, Compassion fatigue,
Burnout, and Compassion satisfaction between men and women among
Trauma Responders. North Am J Psychol. 2019;21(1).

Brown B, Crawford P, Darongkamas J. Blurred roles and permeable boundar-
ies: the experience of multidisciplinary working in community mental health.
Health Soc Care Community. 2000;8(6):425-35.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

(2024) 18:76

Page 17 of 17

Antai-Otong D. Team Building in a Health Care setting. AJN Am J Nurs.
1997,97(7):48-51.

Schnyder U, Malt UF. Acute stress response patterns to accidental injuries. J
Psychosom Res. 1998;45(5):419-24.

Klingman A, Cohen E, Klingman A, Cohen E. From Normative Postdisaster
Stress Response to Full-Fledged Disorder. School-based multisystemic inter-
ventions for mass trauma. 2004:45-52.

Fletcher K. The management of released hostages. Adv Psychiatr Treat.
1996;2(6):232-40.

Tareen A, Elena Garralda M, Hodes M. Post-traumatic stress disorder in child-
hood. Arch Dis Child Educ Pract Ed. 2007,92(1):ep1-6.

Obasaju M, LiVecchi P. Exploring the use of an integrative and ecological
framework when treating children with trauma. J Infant Child Adolesc Psy-
chother. 2018;17(4):252-64.

Evans SE, Steel AL, DiLillo D. Child maltreatment severity and adult trauma
symptoms: does perceived social support play a buffering role? Child Abuse
Negl. 2013;37(11):934-43.

Waugh WL Jr, Streib G. Collaboration and leadership for effective emergency
management. Public Adm Rev. 2006;66:131-40.

Musselman E, Shea K, Johnson L. Developmentally Appropriate Care of
Pediatric patients in the perioperative setting. Aorn j. 2023;117(2):98-108.
Santapuram P, Stone AL, Walden RL, Alexander L. Interventions for parental
anxiety in Preparation for Pediatric surgery: a narrative review. Child (Basel).
2021;8(11).

Juki¢ M, Malenica L, Burici¢ V, Talapko J, Lukinac J, Juki¢ M, Skrlec . Long-
term consequences of War Captivity in Military Veterans. Healthc (Basel).
2023;11(14).

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Acute response to the October 7th hostage release: rapid development and evaluation of the novel ﻿ReSPOND﻿ protocol implementation within a children’s hospital
	﻿Abstract
	﻿Introduction
	﻿The unprecedented nature of the October 7th terrorist attack and abductions
	﻿A paucity of literature
	﻿Methods
	﻿Readiness
	﻿Specialized teams
	﻿Personalized-care
	﻿Optimal safety
	﻿(1) Physical Safety  
	﻿(2) Calming
	﻿(3) Connection
	﻿(4) Basic needs
	﻿(5) Self-efficacy
	﻿(6) Hope


	﻿Navigating discharge
	﻿Results
	﻿Readiness of Professional teams
	﻿Personalized care



