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Abstract
In this article, we summarize some of the main findings from The Utøya Study, a comprehensive longitudinal 
study on the impact on the survivors of the July 22 Utøya Island terrorist attack, and describe some implications 
for future policy. In total, 398 (79%) of the survivors participated in one or more of the four data collections in 
the study. Their mean age at the time of the terrorist attack was 19.2 years (SD=4.3, range 13.1–56.7, 94.0% 
< 26 years of age), and 49.0% were female. The vast majority (88.9%) were of Norwegian origin. Participants 
were interviewed face-to-face at 4-5 months (T1), 14-15 months (T2), 30-32 months (T3), and 8.5 years (T4), 
post-attack. We found that the terrorist attack had negative repercussions for the survivors’ mental and somatic 
health for years after the attack, including symptoms of posttraumatic stress, anxiety, depression, complicated grief, 
headache, and other somatic symptoms. Exposure to the attack also led to long-term functional impairment for 
many, particularly in relation to the survivors’ academic performance and well-being at school. Furthermore, it 
had negative health consequences for people close to the survivors, such as their caregivers. An important factor 
associated with how survivors cope after a terrorist attack is the support and help they receive from their social 
network, but also from the health care system. In line with the national health outreach plan, most survivors 
had received early proactive outreach from their municipality, but many missed a broader and longer lasting 
follow-up. The comprehensive documentation of short- and long-term health and social consequences in this study 
underlines the challenges societies are faced with after terrorist attacks. This insight calls for actions from decision 
makers in providing adequate outreach programs in health and social services. In particular, survivors with a non-
Norwegian origin reported higher levels of PTSD symptoms and were less satisfied with the follow-up. After future 
attacks, the official outreach should be proactive, long lasting, and consider the diverse needs and characteristics of 
the affected individuals. For example, there should be a particular focus on survivors with a minority background. 
Furthermore, the outreach should be broad, and include people in the survivors’ immediate social network, schools 
and workplaces.
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terrorism, young survivors 

Introduction

Terrorist attacks are acts of violence intended to attain a political, economic, religious, or social goal through 
provoking widespread, collective fear and insecurity.[1,2] Over the past decades, terrorist attacks have become 
a severe and concerning threat to societies and individuals in many parts of the world.[3] From the trauma 
literature, it appears that the malicious human intent and unpredictable nature of terrorist attacks may result 
in particularly adverse outcomes for those affected, including high risk of serious health problems.[4] In this 
article, we will first outline some potential consequences of being directly exposed to a terrorist attack, with 
a particular focus on survivors’ mental and somatic health, and their daily functioning. Subsequently, we will 
briefly describe the terrorist attack that targeted politically active youth on Utøya Island, Norway, on July 
22, 2011. Then we will describe the comprehensive longitudinal interview study we designed to explore the 
impact of the attack and sum up some of our main findings regarding the health and functioning of the young 
survivors. Finally, we discuss how the new knowledge gained can help decision makers provide necessary 
health care and follow-up in the aftermath of future terrorist attacks. 
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Potential Consequences of Terrorist Attacks for Survivors

Impact on Survivors’ Mental Health

The most studied mental disorder that can develop after exposure to a traumatic event, such as a terrorist attack, 
is posttraumatic stress disorder (PTSD). Characteristic symptoms of PTSD are re-experiencing the event as if 
it is happening again, including intrusive thoughts and images of the event, nightmares, and flashbacks; efforts 
to avoid stimuli associated with the trauma, including places or thoughts reminding of the event; and increased 
arousal, which often results in sleep disturbances, poor concentration, an exaggerated startle response, and 
irritability. Some may also experience negative changes in thoughts and feelings after the event, including their 
thoughts about the self (e.g., “I’m weak”) or the world (e.g., “Nowhere is safe”).[5] In a recent systematic review 
of the literature on PTSD among terrorist attack survivors, Garcia-Vera et al. (2016) found that as many as 
33% to 39% of those directly exposed to life-threatening danger during a terrorist attack developed PTSD 
within the first year.[6] Furthermore, they found that 6 to 7 years after the attack, 15% to 26% still had PTSD. 
These findings demonstrate that many people are at risk of experiencing severe psychological reactions in the 
aftermath of a terrorist attack and that, for some, these reactions last for many years post-trauma. However, the 
large individual variation in post-trauma reactions raises important and difficult questions, including: “Why 
do we respond so differently to trauma?” and “What are the main factors that determine how we respond?” 

Extensive research on potential predictors for PTSD during the last 30 years has led to marked advances in 
our understanding of factors associated with elevated risk of this disorder. Such factors include individual 
characteristics (e.g., female gender, ethnic minority, low socio-economic status and psychiatric history), 
characteristics of exposure to the traumatic event (e.g., exposure intensity, bereavement, personal injury, 
perceived life threat), and post-trauma factors (e.g., low social support).[7] It has also been suggested that 
exposure to trauma reminders (i.e., cues that resemble the traumatic event and elicit distressing reactions) may 
play a superordinate role in PTSD, because it can trigger symptoms in all the PTSD symptom categories.[8] 
Furthermore, highly publicized disasters, such as a terrorist attack, can lead to considerable media attention on 
the survivors, which can be experienced as an extra strain.[9]

Other well-known forms of psychopathology that terrorist attack survivors may experience are anxiety and 
depression.[10] For example, in a systematic review of the literature on major depressive disorder after terrorist 
attacks, Salguero et al. (2011) found that the risk of developing this disorder ranges between 20-30% among 
those directly exposed in the first few months after an attack.[11] Furthermore, given the brutal nature of 
such attacks, levels of mortality can be high. Whereas grief is a normal response to the loss of someone close, 
traumatic loss (e.g., by a terrorist attack) can lead to severe and persistent psychological reactions, such as 
symptoms of complicated grief. The hallmark of complicated grief is “persistent, intense yearning, longing and 
sadness, usually accompanied by insistent thoughts or images of the deceased and a sense of disbelief or an 
inability to accept the painful reality of the person’s death.”[12] While the dual burden of direct traumatization 
and traumatic loss is characteristic of terrorist attacks, few have explored the combined psychological 
consequences.[13]

Impact on Survivors’ Somatic Health

Through infliction of death, injury and destruction of physical and social environments, terrorist attacks 
may violate all aspects of survivors’ health—including their physical, mental and social well-being. Although 
these aspects of health are heavily entangled post-trauma, symptoms originating from or relating to the body 
(or soma) are commonly differentiated from those previously described, relating to the mind, soul, spirit or 
psyche.[14] In the aftermath of a terrorist attack, somatic symptomatology in survivors may result directly from 
exposure to a range of physical hazards, such as penetrating or blunt force, infectious, toxic or radioactive agents 
or irritants.[15-17] Among the survivors of the July 22 Utøya Island shooting, however, the most severe injuries 
were caused by gunshots, while survivors’ less severe injuries were largely related to falls incurred during flight.
[18-20] Other than direct exposure to physical hazards during a terrorist attack, horrifying impressions can 
give rise to a range of individual somatic and behavioral stress responses.[21.22] Somatic symptoms, such as 
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headaches, pain, palpitations, insomnia or fatigue, are common in the early days and weeks post-trauma.[23] 
Such symptomatology has largely been understood as transient, normal reactions, without further need for 
follow-up.[24-26] On the other hand, long-term somatic complaints or illnesses have predominantly been seen 
as a sequela of persistent posttraumatic stress or PTSD.[27-29] However, results from large epidemiological 
studies indicate that frequent headache, pain, and other somatic symptoms contribute to considerable 
functional impairment.[30] It is likely that a high level of somatic symptoms and related functional impairment 
in the early phase post-trauma could compromise survivors’ capability to take on everyday tasks necessary 
for recovery, such as preparing and eating healthy meals, ensuring good sleep hygiene, and abstaining from 
overuse of pain medication and alcohol.[31] If the somatic symptoms experienced by survivors post-trauma 
are more impairing and persistent than previously understood, these could play an active role in hindering 
healthy recovery, not accounted for in current guidelines [32] and clinical practice.

Impact on Survivors’ Daily Functioning

Given the major impact that exposure to a terrorist attack may have on the survivors mental and somatic 
health, it is not surprising that it also can affect their daily functioning, such as their ability to do daily chores, 
their interests and activities, and how they get along with family and friends. The experience of terror can also 
impair the survivors’ academic performance and well-being in school. In a recent systematic review of the 
literature on school-related outcomes of trauma, Perfect et al. (2016) reported that many studies have found 
significant associations between trauma exposure and related PTSD symptoms among youth and impaired 
cognitive functioning, lower academic performance, and social-emotional-behavioral problems.[33] Clearly, 
such outcomes may have detrimental, long-lasting impact on young trauma survivors’ lives, for example in 
terms of their future career.

Social Support and Follow-up

An important factor associated with how survivors cope after a terrorist attack is the support and help they 
receive from their social network, as well as from the health care system. In societies enduring terrorist attacks, 
questions immediately arise as to how the attack will affect the bereaved, the survivors, their families and 
the community, and how authorities should respond. Unfortunately, findings from international studies on 
disasters, including 9/11, suggest that many affected do not receive the help they need from the public health 
care system.[34-36] We also know that many who are affected do not seek help when they need it.[37-38] As 
such, a proactive follow-up is recommended after large-scale disasters, such as a terrorist attack.[39]

The Terrorist Attack on Utøya Island and the Outreach Program

The Terrorist Attack

On July 22, 2011, Anders Behring Breivik conducted two consecutive terrorist attacks in Norway. After having 
detonated a car bomb outside the government quarter in Oslo, killing nine people and injuring many more, 
while also causing immense material damage, the perpetrator moved to Utøya Island, 30 kilometers north 
of Oslo, where the Norwegian Labor Party was holding its annual youth summer camp. In total, 564 people 
were gathered on the island, mostly youths and young adults. For about one hour and twenty minutes, the 
perpetrator shot, killed and wounded those who crossed his path. Sixty-eight people were killed at Utøya 
Island, and 34 were hospitalized with physical injuries, of whom one died in the hospital.[40-42] Many more 
had minor injuries.[43]

Numerous factors amplified the brutality of this attack. First, the youths were isolated on a small island of only 
26 acres as the perpetrator hunted them down and shot them. They all heard gunshots and most hid or ran 
away from the terrorist as they realized they were in mortal danger. Their only chance to escape was to swim to 
the mainland, across the cold fjord, with the risk of drowning. Second, the survivors witnessed extreme trauma 
as many saw dead bodies and witnessed others being injured or killed. Third, the perpetrator was extremely 
brutal. He often shot the victims several times, and the mortality rate was high. Since the participants of the 
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summer camp had many friends and acquaintances on the island, most of them lost friends and/or family 
members in the attack. Finally, the perpetrator was disguised as a police officer, to lure the youths out of their 
hiding places. This left many with prolonged fear, as they did not know whom to trust when the first rescuers 
came to their aid.[44] During the next few days, the survivors returned to their homes and a national outreach 
program for affected families was implemented.[45]

The National Outreach Program

The Norwegian Directorate of Health advised affected municipalities on how to organize the health services 
and offer support to the directly affected families. Survivors and their families lived in municipalities across 
the entire country, and since the gravity of the massacres indicated that many would need follow-up over 
time, the outreach plan was anchored in the existing health services in the municipalities.[46] The outreach 
program was based on three main principles; proactivity in early outreach, continuity in responses, and 
targeted interventions for individuals in need. The crisis teams in the municipalities were required to establish 
early contact with the survivors and their families. The municipalities appointed a designated professional to 
serve as the “contact person” for the survivors and their families for at least the first year. The contact person 
was to make direct contact with the affected families, offer a personal meeting, and provide information about 
available help measures in the municipality and in the specialist health care services. The contact person was 
also expected to ensure a good and regular assessment of the victims’ functioning level, their access to social 
support, and any need for help. The aim was to ensure that all the directly affected survivors’ and close family 
members’ needs for services were identified and met.[47-48]

The Utøya Study

The Utøya Study is a comprehensive longitudinal interview study that commenced shortly after the terrorist 
attack on Utøya Island. The main aim of the study was to provide increased knowledge about how people 
exposed to terrorism react in the immediate aftermath, and to identify important predictors for their long-
term responses. This is imperative for preparedness planning and the ability of health professionals to develop 
and provide efficient, evidence-based services following a terrorist attack. The study has been funded by the 
Norwegian Directorate of Health and consists of four data collection waves, conducted at 4-5 months (T1), 14-
15 months (T2), 30-32 months (T3), and 8 years (T4) after the July 22 attack.

Methods

According to police records, 495 people survived the massacre on Utøya Island. Five survivors were not invited 
to the study at T1 due to their young age (<13 years) or the lack of contact information. Additionally, the study 
included seven camp members who happened to be on the mainland during the attack [they self-recruited to 
the study—see Figure 1 for details]. In total, 398 (79%) of the survivors participated in one or more of the four 
data collection efforts in the study. Their mean age at the time of the terrorist attack was 19.2 years (SD=4.3, 
range 13.1–56.7, 94.0% < 26 years of age), and 49.0% of the survivors were female. The vast majority (88.9%) 
were of Norwegian origin. One in five (22.2%) reported that their economic situation was below the national 
average. There were no significant differences between participants and non-participants with respect to age 
or sex.[49]

Participants were interviewed face-to-face at 4-5 months (T1), 14-15 months (T2), 30-32 months (T3), and 
8.5 years (T4), after the attack of 2011. At T4, our study also included the youngest camp survivors, who 
were younger than 13 years of age at the time of the attack. As such, all survivors for whom we had contact 
information (n = 501) were contacted and invited to participate.
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Figure 1: Overview of the Survivors (n = 399) who Participated in the Utøya Study

* 495 were on the island during the attack; 7 were on the mainland. In total, 398 (79%) of the 502 survivors 
participated at one or more time point(s).
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In each data wave, postal invitations describing the purpose of the study were sent to potential participants. 
Interviews were performed in the participants’ home by health care personnel (mostly psychologists, medical 
doctors, and nurses); these had been specially trained for the task. The interviews were audiotaped and lasted 
approximately an hour and a half, with topics ranging from mental and physical health pre-and post-trauma, to 
personal experiences with the media, and their post-trauma school performance. To measure the participants’ 
reactions to the attack, we used several validated measures. For example, to assess their level of PTSD symptoms, 
we used the 20-item UCLA PTSD Reaction Index (PTSD-RI).[50,51] Because three items have two alternative 
formulations, of which the highest score was applied to calculate the total score, the total symptom scale score 
is made up of 17 items, corresponding with the DSM-IV criteria for PTSD.[52] Responses were recorded on 
a 5-point Likert-scale, ranging from 0 (never) to 4 (most of the time), and possible total scores range from 
0-68. A threshold score of 38 was used to determine likelihood of meeting the criteria for a PTSD diagnosis. 
All measures used in the study are thoroughly described in relevant publications (see the Notes section of this 
article). Of note, because the fourth data collection was only recently completed, most of the results presented 
in this article are from publications based on data collected in the first three interview waves. The study was 
approved by the Regional Committee for Medical and Health Research Ethics in Norway (REK 2011/1625 and 
REK 2014/246). 

Main Findings

The Utøya Island study has produced more than 50 peer reviewed papers and reports on topics ranging from the 
survivors’ adverse mental and somatic health outcomes (including posttraumatic stress reactions, complicated 
grief, migraines, other headache, pain and somatic symptomatology), to school functioning, experiences with 
the media, and experiences with the outreach model.[53] In the following, we will summarize some of the main 
findings from the study, with a particular focus on health and post-disaster follow-up. 

Mental Health Reactions

We found that 47% of the survivors reported clinical levels of PTSD in the first wave, 4-5 months post-attack, 
whereas 11% met the diagnostic criteria for full PTSD and 36% for partial PTSD (i.e., meeting criteria for only 
two out of three PTSD symptom subcategories).[54] Survivors’ PTSD levels were more than six times higher 
when compared to youth in the general population.[55] Furthermore, the number of survivors with clinical 
levels of anxiety and depression was roughly 45% in the first wave, and about 30% and 25% in the second and 
third wave, respectively.[56] In the fourth wave, a substantial minority of the survivors reported major mental 
health symptoms and were still in need of health care services.[57]

In line with previous studies in the field, we found that significant predictors for the survivors’ level of PTSD 
included female gender, minority ethnic status, high level of trauma exposure, current physical pain, the loss of 
someone close, and low levels of social support.[58] Furthermore, physically injured survivors had increased 
risk for later PTSD symptoms, as compared to non-injured.[59] Surprisingly, minor injuries—such as bruises, 
a sprained or twisted ankle or broken leg—were related to particularly high levels of PTSD symptoms.[60] This 
could imply that the presence of minor injuries in survivors may signal a high level of proximity and exposure 
to the atrocities (i.e., urgent need to flight), and thereby increased risk of PTSD symptoms.[61] Feelings of 
shame and guilt among the survivors were also uniquely and positively associated with their PTSD symptom 
level.[62] In the second and third interview waves, we asked how often the survivors had experienced various 
trauma reminders (i.e., sounds, visual experiences, emotions, bodily reactions, touch, smells, and situational 
reminders) during the last month, and which one they perceived to be the worst.[63,64] In both waves, auditory 
reminders—especially loud and sudden noises—was the type of trauma reminder that the survivors reported 
experiencing most often, and the one they found to be the most distressing. 

One survivor described it like this:
Sounds and bangs are uncomfortable, for example if I’m sitting in the library and I hear a bang 
in the cafeteria, I become very alert. That’s something that I really cannot control. Then the 
whole day… then I’m down the rest of the day, it affects my schoolwork and stuff like that.[65]
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Of the 261 survivors who participated in the third interview wave, approximately 2.5 years post- attack, we 
found that almost 90% had experienced one or more reminder during the month prior to the interview, and 
about 20% said that they had experienced strong emotional reactions when they experienced their worst 
reminder.[66] Survivors who met the diagnostic criteria for PTSD reported significantly higher frequency of 
exposure to trauma reminders compared to survivors who did not meet the criteria for this disorder.

In sum, these findings suggest that many survivors were struggling with mental health reactions for a long-
time post-attack, that trauma reminders were common for years post-attack, and that PTSD is strongly related 
to frequency of exposure to reminders.

Loss and Complicated Grief

Of the 355 survivors who participated at some point during the first three interview waves, 275 had lost 
someone close (i.e., a family member, partner, and/or close friend) in the attack. We explored the longitudinal 
association between symptoms of PTSD and complicated grief reactions among these young, bereaved 
survivors.[67] As hypothesized, in all three interview waves we found that participants who reported higher 
levels of complicated grief also reported higher levels of PTSD symptoms. From analyses of our longitudinal 
data, we found that posttraumatic stress symptoms predicted complicated grief reactions, but not vice versa. 
This supports the existing hypothesis that PTSD reactions may disrupt the mourning process and affect the 
severity of complicated grief symptoms.[68,69]

Somatic Symptoms

Among the survivors, headaches, fatigue, and lumbar pain were the most frequently reported somatic symptoms 
in the early phase post-trauma.[70] As headaches were the most frequent early complaint, known to commonly 
cause considerable disability [71], we explored the effect of terror on risk of headache in a case control study 
of the adolescent survivors as compared to matched controls.[72] The findings clearly showed that survivors 
of the terrorist attack had a four times higher risk of weekly and daily migraines and tension type headaches in 
comparison to a matching control group. Further, we investigated how somatic symptomatology overall—such 
as headaches, stomachache, other musculoskeletal pain, palpitation, faintness and fatigue—relate to PTSD over 
time.[73] To our surprise, we found that survivors’ early somatic symptoms predicted later posttraumatic stress 
reactions. This finding is at odds with current theory and practice that assumes symptoms of PTSD precede the 
development of adverse somatic health outcomes after trauma.[74-77] The present findings suggest that early 
identification of survivor’s somatic symptoms and provision of adequate services may represent an untapped 
potential to improve and increase the efficiency of post-trauma interventions.

Impaired Functioning

Almost half of the survivors reported that they found it very difficult to perform their everyday tasks, 
and approximately 25% said they were less interested in the things they used to do before the attack.[78] 
Furthermore, about 10% said that it had become much more difficult to get along with their family and friends.
[79] Many of the survivors were part-time or full-time students and we found that 61% reported impaired 
academic performance and 29% reported impaired well-being in school.[80] In a qualitative interview of 65 
students (aged 16–29 years), a majority of students (69%, n=45) reported negative changes in their academic 
performance, particularly having difficulties in concentration and noticing a failure to remember what they 
had just read.[81] For example, one girl in her final year of high school said:

Everything fell apart! It used to take me one minute to read a page, maybe half a minute. But 
now I had to read the page over and over again. I spent 20 to 30 minutes on a page – I’m not 
kidding. I just sat there staring at it, reading over and over, trying to make it stick. And in math 
… well, I simply couldn’t concentrate (…) Everything went so slow. I used to have top grades, 
and then I ended up with Cs. My plans for university were blown … just like that.[82]
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These findings demonstrate both how exposure to a terrorist attack can negatively affect young survivors’ 
academic performance and well-being at school, and the potential long-lasting impact of this, in terms of their 
future career. When asked to what extent they had resumed functioning normally in various life areas eight 
years after the attack, two thirds of the survivors answered that they were back to normal in relation to school, 
studies and work and/or in relation to family.[83] About 50% said they were completely back to normal in 
their spare time and in relation to friends. The fact that so many reported that they are not back to functioning 
normally almost a decade after the attack shows how long-lasting the impairment can be, and is, for many 
survivors. 

The Impact of Massive Media Attention

The Utøya survivors received considerable media attention after the attack. In fact, almost everyone who 
participated in our study said that journalists had contacted them, and 88% had given interviews about their 
experiences on Utøya.[84] We found that survivors who experienced their contact with the media as upsetting 
had more symptoms of PTSD compared to survivors who did not. [85] At T3, we explored their personal 
experiences with the media in more detail and analyzed written descriptions of positive or negative personal 
media experiences of 235 survivors after the attack.[86] As many as 90% described negative experiences with 
the way journalists’ approached them. A recurring theme was that the journalists had neither shown them 
respect nor been considerate, but had been rather invasive. For example, one survivor stated:

My first encounter with the media was pretty negative. There was a meeting that day when the 
entire press corps was outside and the camera flashes were going like crazy in the room where we 
were trying to take care of each other and grieve. It annoyed me so much. (…) Basically, it was 
rough that we didn’t even get 12 hours to process what had just happened.[87]

In relation to the interview situation, the journalists themselves were mostly described as both caring and 
considerate, while their experiences with the media’s coverage of their story were more mixed. Positive 
experiences included being pleased with the angle on the story or having been given the opportunity to read 
the result of an interview prior to publication. Others reported negative experiences—e.g., that the angle 
of their story had been excessively negative and dramatic, or that their story or picture had been published 
without their consent. For some, it had been a burden to be recognized in public after being photographed by 
journalists for the media.[88]

Social Support 

It is generally known that one of the most important protective factors for people who have experienced 
something traumatic is support from their social network, including family and friends.[89.90] In all four 
waves of the study, most survivors reported that they had experienced a lot of support from the people around 
them. However, in each wave, about 10% reported that they missed having people around them who cared 
about them; someone to talk to about their problems, someone to be with, and someone who could give them 
important advice.[91-94]

Unmet Healthcare Needs Despite Proactive Outreach

The Norwegian health authorities implemented a national outreach program to meet the health care needs of 
citizens directly affected by the terrorist attack. For participants in our study, it seemed to have worked well 
in the first phase after the attack.[95] For example, we found that 84% of the survivors reported that they had 
been contacted by their contact person.[96] In addition, in a qualitative study where the authors of this article 
explored how the caregivers of the survivors had experienced the follow-up, only few reported that they were 
unaware that the health services proactively contacted their child who had been on the island during the attack.
[97] That said, the most salient theme in the caregiver’s interviews was a wish for a more active and enduring 
follow-up, especially for siblings and the family as a whole.[98] For example, one mother stated:

I have missed help from the municipal crisis team beyond a single conversation. We have not 
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received follow-up locally – no one has contacted us as a family after the first week. We had to get 
help ourselves and feel forgotten by the municipality![99]

Similarly, in a qualitative report on how the directly affected survivors themselves assessed the outreach from 
the public health services, we found that many felt that the outreach disappeared too quickly, and that the 
follow-up had not been proactive enough.[100] Furthermore, during the third interview wave (approximately 
2.5 years after the attack), one in five survivors reported unmet needs for addressing their negative psychological 
reactions, and one in seven for attack-related somatic health problems.[101] Unmet healthcare needs were 
associated with higher levels of posttraumatic stress, depression/anxiety, somatic symptoms, and low social 
support. Survivors with a non-Norwegian background were more likely to report unmet needs for attack-related 
physical health problems. They were also less satisfied with the post-attack healthcare.[102] Of note, we also 
found that the parents of the Utøya survivors experienced high levels of emotional distress following the attack, 
including symptoms of posttraumatic stress, anxiety and depression, and that they developed a wide range of 
healthcare needs.[103,104] Eight years post-attack, a substantial minority of caregivers still reported high levels 
of PTSD symptoms.[105] These findings are in line with the limited literature in the field on reactions among 
people in the immediate social network of the survivors. They also illustrate how caregivers may themselves 
suffer severe emotional traumatization associated with a life threat to their children.[106-108]

How Can This Knowledge Improve Practice? 

The terrorist attack on Utøya Island had long-term health implications for those directly affected, including 
high levels of PTSD reactions, anxiety, depression, complicated grief, headaches, and other pain and somatic 
symptoms. It also impacted the victims’ daily functioning, including their ability to study and their interpersonal 
relationships. This impact on functioning may be caused by the psychological and physical consequences of the 
trauma, but it can also be related to the lack of sufficient outreach from health and social services, and a lack of 
support and understanding from schools, workplaces, families and friends. Based on these findings, we offer 
the following suggestions for future policy.

The official recommendation after the July 22 terrorist attack in Norway was that the proactive follow-up should 
last for one year. In retrospect, however, we see that many survivors struggled for several years after the attack, 
and that the need for help therefore needs to be extended well beyond the first year. This is in line with findings 
from a recent systematic study on PTSD following another terrorist attack.[109] As such, we recommend that a 
core principle for follow-up after future major terrorist attacks should be long-term assistance and support. The 
study also revealed that many survivors experienced a great need for help for their somatic reactions related to 
the attack, even those who themselves were not physically injured. Current recommendations for preparedness 
planning focus primarily on assessment and interventions targeting psychological symptoms. Current 
guidelines should be revised to encompass identification and accommodation of survivors’ psychological and 
somatic reactions and needs.[110]

After the Utøya attack, most of the outreach was concentrated on helping those who survived. However, 
importantly—and in line with a recent systematic review on traumatic reactions following a terrorist attack—
we found that the people close to the directly affected, such as their caregivers, can themselves be traumatized 
and develop post-trauma health problems.[111-113] As such, people in the immediate social network of the 
survivors should be considered ‘affected’ in their own right and receive follow-up.[114] We also found that 
survivors with a non-Norwegian origin reported higher levels of PTSD symptoms, and that they were less 
satisfied with the follow-up, than those with a Norwegian background were.[115,116] Hence, after future 
attacks, we recommend a particular focus on the follow-up of survivors with a minority background.

Exposure to a terrorist attack can be particularly detrimental for young survivors, as it may affect their 
psychosocial development and education, with potential long-term adverse effects, including impaired 
academic performance, spoiling future career opportunities. Given the long-term disruption and impairment 
we found in the survivors’ academic performance after Utøya, it is important that appropriate school support 
is provided after future attacks.[117,118] For example, greater educational follow-up by a teacher may offer a 
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good point of intervention with traumatized students.[119]

The media coverage of a terrorist attack can be extensive and long lasting, but few have explored how media 
attention may affect survivors. Our results suggest that media exposure can be an extra strain for the survivors, 
particularly for those who are struggling post-attack. As such, journalists need to be careful and considerate 
when they approach, interview and report on people exposed to trauma. In addition, survivors should be 
warned about the media attention they may receive – and be briefed on how to handle it. 

Conclusion

Terrorist attacks are traumatic events that violate security and feelings of safety. The prevalence of post-
traumatic stress reactions, other mental and somatic health problems, and negative social consequences are 
often substantial among survivors. Recent research indicates that about 1/3 of those directly exposed to a threat 
against their own life during a terrorist attack develop PTSD the first year, and that many survivors struggle 
with these posttraumatic stress reactions 6-7 years after the attack.[120] The terrorist attack at Utøya Island on 
July 22, 2011, targeted politically active youth on a summer camp in an extremely brutal way. On this small 
island the victims were exposed to a heavily armed perpetrator, who killed 69 people. The survivors quickly 
realized their lives were in danger, and they witnessed extreme trauma, including exposure to the sight of dead 
bodies and others being injured or dying. The Utøya Study is a comprehensive longitudinal interview study 
designed to explore the impact of this attack on the survivors and their parents. As summed up in this article, 
47% of the survivors had posttraumatic stress reactions on a clinical level 4-5 months after the event. For many, 
these reactions and other psychological problems lasted for many years. The need for using mental health 
services was substantial, and about 70% required specialized mental health services during the first years. Grief 
about the loss of friends was complicated by their posttraumatic reactions; it interfered with their own healing 
process. Pain and other somatic symptoms were common and appeared to also complicate recovery from 
psychological problems. 

The results of our study underline the challenges survivors and their families are confronted with after terrorist 
attacks. Our study’s findings calls for action from decision makers in providing adequate outreach programs 
in health and social services. To successfully improve readiness and respond adequately to victims’ needs after 
terrorist attacks, disaster guidelines and future outreach programs must integrate empirically based knowledge. 
Therefore, ensuring a systematic need-based response to terrorist attacks and other disasters over time requires 
integration of real-time research in preparedness planning. Post-attack outreach should be proactive, long 
lasting, and consider the diverse needs and characteristics of the affected individuals. For example, there should 
be a particular focus on survivors with a minority background. Furthermore, the outreach should be broad, 
and include people in the victims’ immediate social network, schools and workplaces. 
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