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Abstract

Background
Over recent years there have been several major terror attacks in cities across Europe. These attacks
result in deaths, physical injuries, and pose long-term threats to mental health and wellbeing of large
populations. Despite this, the mental health and wellbeing impacts of such attacks have been
comparatively less examined in academic literature than the acute health response to physical injuries.
This paper re�ects on Southwark Council’s pioneering public health response to the June 2017 terror
attack at London Bridge and Borough Market. It aims to understand the mental health and wellbeing
impact of the incident, and evaluate Council led efforts to minimise mental health and wellbeing sequelae
following the attack.

Methods
A rapid qualitative evaluation informed by the logic underpinning Southwark Council’s response was
conducted. Nineteen in-depth semi-structured interviews with consenting Southwark Council employees,
residents and workers from the London Borough of Southwark affected by the 2017 terror attack were
conducted. Seven interviews were with actors involved in developing and delivering the response to
ascertain the logic that underpinned it. Twelve interviews were with residents, business owners and
council employees to examine the mental health and wellbeing impacts of the attack and the
effectiveness of the response. A thematic analysis of transcribed interviews was undertaken.

Results
When establishing a health and wellbeing response, public health expertise and capacity provides an
opportunity to dynamically identify and respond to emerging mental health and wellbeing needs. A
comprehensive systematic approach to health needs assessment which draws on knowledge and
relationships of key Council workers and community stakeholders is imperative. This improves
communication and working relationships between statutory organisations and community stakeholders,
and ensures all groups in the community are reached and supported in a manner appropriate for them. It
is also critical that mental health needs of Council staff involved in delivering such a response are met.
Failure to do this risks extending the negative impacts of such events.

Conclusions
This article highlights the potential of taking a public health approach in the aftermath of terror attacks.
This approach has already in�uenced the response to the Christchurch mosque shooting in 2019.
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Background
Over recent years there have been a number of violent attacks that have targeted civilians in major cities
in Europe and elsewhere. The most notable of these include the November 2015 Paris (France) attacks
(including the Bataclan Theatre) that resulted in 138 deaths, the truck attack in Nice (France) in July 2016
which left 87 people dead, the Manchester Arena (United Kingdom) bombing that killed 23 in May 2017,
and the Christchurch (New Zealand) shootings that led to 51 fatalities [1–3]. The immediate physical
harm caused by terror attacks are managed by emergency blue-light services using well-established
protocols. However, such incidents also have longer term impacts on the mental health and wellbeing of
a much larger population [2]. Indeed, it is through this sense of long-term anxiety that terror targets
undermine the mental health and wellbeing of the target population. Despite being widespread and
longlasting, these effects are less tangible and protocols to deal with them are less well-established since
they have attracted comparatively little academic research [4]. It is crucial that learning is derived from
responding to terrorist attacks and other major incidents to improve future management of such events
[4, 5]. This article examines the innovative approach pioneered by Southwark Council’s Public Health
team who sought to characterise and mitigate the mental health and wellbeing effects of the London
Bridge and Borough Market terror attack that occurred on 3 June 2017 [6].

The incident took place at ten o’clock on a Saturday evening amid the busy bars, restaurants and nightlife
found adjacent to the River Thames in the centre of London, United Kingdom. The attackers drove their
van into pedestrians on London Bridge before the three attackers proceeded to the Borough Market area
on foot, where they attacked people with knives. Eight members of the public were killed, and the three
attackers shot dead by London’s Metropolitan Police. A further forty-eight people received hospital
treatment for physical injuries, twenty-one of these in critical condition [3].

In addition to the fatalities and direct physical injuries, there were approximately 850 witnesses and
between 1,000 and 3,000 people were evacuated from the area. Following the attack, police cordoned off
Borough Market and the surrounding streets. Two hundred and twenty-eight businesses were in the initial
wider police cordon and 50 in the inner cordon. Much of the cordon was lifted on Wednesday 7 June but
the Borough Market area (home to many market stalls, eateries and drinking venues) did not re-open until
Wednesday 14 June – 11 days after the attack. Beyond these tangible consequences, it is clear that the
attacks caused considerable distress to the population in Southwark and beyond [2, 5]. The leader of
Southwark Council wrote that this was “an attack on the diversity we celebrate - the mix of nationalities
drawn to our borough – and the great pleasure we take in our restaurants, bars and markets" [7].

Evidence base
Research into the mental health impacts of terror attacks shows they are di�cult to quantify [5]. Factors
including proximity to the attack, previous mental health issues, media use, and previous exposure may
cause differential effects [8–13]. Those trained to respond to a terror attack, as well as those with certain
personality dispositions, are less likely to experience mental health consequences following an incident.
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Those who have previously experienced a terror attack, been highly exposed to subsequent media
coverage, and volunteers with no professional rescue training or experience are more likely to suffer
negative mental health consequences [1, 14]. Empirically con�rmed successful mental health
interventions include: preparedness programmes, cognitive behaviour therapy, exposure narratives, and
eye movement desensitization and reprocessing [15–17]. The evidence base for the effectiveness of
psychological �rst aid as a post-disaster intervention remains inconclusive [15].

Research into psychosocial outcomes indicates that the clinical presentations of Post-Traumatic Stress
Disorder (PTSD) following terror attacks are often complex. There may be long-term negative impacts on
survivors, their family members and at times the wider community. Work, education, and personal and
social lives are often negatively impacted [18, 19]. Trust of authorities and feelings of safety may also be
affected [20]. Involvement in community activities may buffer adverse psychosocial outcomes [21].

Research on individual- and community-level outcomes demonstrates that an individual’s behaviour to
others may become more altruistic but individuals and community economic potential suffers [22–25].
There are also demographic differences in individuals’ responses to terrorism that should not be ignored
when seeking to understand and respond to such events [26–28]. Research on terror attacks and
community resilience suggests that stakeholders should promote community resilience because it is
linked to a wide range of positive outcomes, as well as being protective against negative outcomes for
communities and individuals [29–34]. Finally, there is also evidence that overzealous mental health and
wellbeing responses maybe disadvantageous in relation to psychological health outcomes [35]. This
inconclusive review of the published evidence demonstrates the need for more research, and suggests
Southwark Council were delivering an innovative and challenging programme of work very rapidly in the
context of very limited evidence and guidance.

This paper reports �ndings from a commissioned rapid qualitative evaluation which aimed to: 1)
understand the impact of this terror attack on the mental health and wellbeing of Southwark Council
residents; 2) characterise and assess the effectiveness of Southwark Council’s public health response;
and 3) contribute to the body of knowledge on this topic to inform development of best practice guidance
for local government organisations who might face similar situations.

Methods
Design

We conducted a qualitative study within the London Borough of Southwark. This involved semi-
structured interviews with key informants who were Southwark Council employees, residents and workers
from the London Borough of Southwark affected by the 2017 terror attack.

Sampling and recruitment
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This study received ethical approval from the Queen Mary Ethics of Research Committee on 23 May 2018
[QMERC2018/35]. Following this, four researchers (one male; three females) from Queen Mary University
of London (QMUL) approached 25 individuals by email or telephone about the commissioned study.
Those willing to participate responded to provide written informed consent and arrange an interview with
researchers at a date and time of their convenience. Nineteen in-depth semi-structured interviews were
completed. Seven formative interviews were conducted with members of Southwark Council and other
individuals directly involved in the planning and/or delivery of the mental health and wellbeing response.
These interviews, combined with an analysis of response documentation acquired from Southwark
Council’s Public Health Team by AM and JK, informed an understanding of the evidence and logic
underpinning the Council’s response activities and the conditions under which it was developed. Findings
from these seven formative interviews informed subsequent questions used in interviews conducted with
members of the local community (local business owners, Southwark Council employees, Southwark
residents and community leaders, head teachers, and police o�cers) who had lived experiences of the
terror attack. They provided their insights into the terror attack’s mental health and wellbeing impact, and
perceived effectiveness of the Council’s response. Purposive sampling aimed at recruiting a diverse range
of people for the subsequent interviews was used to obtain wide ranging narratives from the community
[36]. Key characteristics of the sample are presented in Table 1.

Data collection and analysis

All but three interviews were conducted face to face, either at the participant’s workplace or alternative
community venues between 23 May and July 2018. The other three interviews were done over the phone.
All interviews were audiotaped, professionally transcribed and deidenti�ed using pseudonyms to protect
participants’ con�dentiality. Researchers wrote �eld notes after each interview to record contextual data
and aid re�exive thinking. Data collection and analysis occurred simultaneously. As data collection
proceeded, interview transcripts were reread and analysed by SJ and MC using a thematic analysis
approach. Emerging views and �ndings were discussed at weekly team meetings, to inform recruitment
and subsequent interview schedules (Figure 1) and addition of new codes. After completing data
collection, the team reviewed emergent themes and patterns within and across all the participants’
transcripts. The team’s varied experiences and methodological expertise resulted in a range of
interpretations and re�ection on the data through a variety of perspectives. The use of such a structured
approach enabled the team to conduct a rapid and focussed analysis, identifying patterns within the data
[37].

Patient and public involvement

Due to the sensitive nature of this work, the researchers worked closely with key community leaders and
informants from Southwark Council to devise an appropriate data collection method, particularly the
interview questions. Southwark’s Public Health division continues to work with local community groups
to help disseminate and comment on our �ndings at relevant community events.
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Results
Themes that emerged from participants’ narratives were merged into overarching categories in Figure 2,
to describe key �ndings within the data. Table 2 contains anonymised quotes from participants to further
support �ndings and illuminate their experiences. 

The public health response

Formative interviewees reported that a Humanitarian Assistance Steering Group (HASG) was convened
by Southwark Council in the immediate aftermath of the incident. The HASG brought together multiple
stakeholders from the borough and wider region to develop a humanitarian response. An early, and
unusual, decision of the HASG was to set up a Mental Health and Wellbeing Sub-Group (MHWSG) co-
chaired by the local Director of Public Health and the chief executive of the local mental healthcare
organization.

At the direction of the Director of Public Health, in the days immediately following the incident, the public
health team undertook in parallel a rapid literature review which drew on expert opinion and experience
from the recent Manchester Arena attacks, and a health needs assessment. Their review identi�ed limited
and contradictory guidance regarding best practice in such situations. In the most important response
frameworks, terror attacks are treated as a humanitarian emergency that are indistinguishable from
natural disasters. This overlooks the fact that terror attacks sui generis aim to cause long-term harm to
mental health and wellbeing of communities.

The health needs assessment drew on opinion and perspectives from around the council, wider
stakeholders and the community. The circumstances meant that the needs assessment itself required a
dynamic approach with the Council’s public health team describing it as a “live document”. Three
principal areas of interest were identi�ed: mental health and wellbeing of those affected by the incident
(with varying degrees of direct or indirect involvement), economic activity (that is the businesses
affected), and broader community cohesion.

Needs were identi�ed within hours of beginning the needs assessment. In the absence of any existing
guidance, Southwark Council’s Public Health team coordinated a variety of initiatives aimed at protecting
and promoting the mental health and wellbeing of people affected by the attack (quote 1). An early and
very practical need was to review the evidence around risk communication so that social media
messaging could be safe and effective. A compendium of social media messages drawing on the
evidence base was pulled together.

Other activities included signposting people to pre-existing services and producing a wellbeing factsheet.
They also arranged mental health workshops that were positively received by attendees from the local
community and businesses (quote 2). From our evaluation there is evidence that the techniques used in
these workshops had a broader positive impact. For example, a local schoolteacher used some of the
techniques taught at the workshop with her pupils.
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The MHWSG oversaw the design and response of all public health activities, whilst providing an interface
with the NHS and other community partners such as business leaders and faith groups. This sub-group
met approximately weekly for the �rst month and then on a reducing frequency thereafter, advocating
upwards to the HASG for parity between physical and mental health response. It also laid the groundwork
for the subsequent Outreach and Screen Programme, deploying trauma-focused cognitive behavioural
therapy and other interventions. The MHWSG stood down almost four months after the incident.
However, the Director of Public Health continued to provide advice and leadership around mental health
and wellbeing within the HASG for the following two years, until that group was stood down.

Southwark Council also made efforts to protect potentially vulnerable communities at a time when police
resources were stretched. For example, the Council supported and reassured the Muslim community by
providing CCTV surveillance around mosques at their request (quote 3).

The impact on mental health and wellbeing

Interviewees highlighted numerous ways in which the London Bridge and Borough Market attack
negatively impacted the mental health and wellbeing of people living and/or working in the area. Overall,
the attacks resulted in a general sense of sadness, anxiety and fear in the local community (quote 4).

A number of contextual issues were raised. Firstly, the attacks took place in an area where lots of people
from all over the city – and the world – come to socialise. The fact that it occurred near a major central
London railway terminus appeared to have exacerbated the feeling that “it could have been me”.
Conversely, it also meant that the impacts extended well beyond the geographical con�nes of the
borough of Southwark. For example, none of the dead were residing within Southwark. Re�ecting the
global nature of the London, only one of the eight victims and one of the three attackers were British
nationals. Secondly, the London Bridge and Borough Market attacks came very soon after several other
terror incidents in London (Westminster Bridge attack, three months prior) and the UK (Manchester Arena
bombing a fortnight prior). It is possible, if not likely, that the cumulative effect of these attacks led to a
heightened sense of anxiety and fear in the general population, as well as placing additional pressure on
response resources. Third, this particular incident received a great deal of media attention because it
occurred in a location proximal to many UK media o�ces and in the middle of a global city. Council
employees and partners reported that intrusive press coverage impacted on their ability to respond to the
attack (quotes 5 & 6).

Interviews were conducted around the �rst anniversary of the attack and negative impacts on this
community’s mental health and wellbeing were still apparent. For example, several workers in Borough
Market did not attend work on 3 June 2018 so they were not reminded of the incident.    

Minority groups appeared particularly negatively affected. As the attackers had referred to Islam in order
to legitimise their actions, the local Muslim community was fearful that they might become a more
salient target of hate crimes. A local Muslim community leader expressed concern that female Muslims
were especially vulnerable because their hijabs made them easily identi�able (quote 7). Two factors
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heightened the fears of the local Muslim community. First, the attack occurred during Ramadan, when the
community would gather together far more often than usual. Second, there were a number of recent terror
attacks carried out by British Muslims who had been inspired by the so-called Islamic State (in Syria and
Iraq) and came less than a month after the Manchester Arena attack. However, it was noted that the
longstanding and strong relationship between the Muslim community and other faith communities in
Southwark did help quell these concerns and issues of community cohesion.

The impact of the police cordon on local residents and businesses was another regularly reported issue.
In the aftermath of the attack, the needs of the police to secure a sterile crime scene took precedence over
the mental health and wellbeing needs of the local population who were deprived of their
accommodation, sustenance, income and systematic mental health support delivered by experts.

Local people who lived within the cordon were evacuated from their homes and prevented from returning
while the investigations continued. In some cases, it was ten days before people were permitted to return
home. At a time when many residents were already feeling anxious and upset, this uncertainty created
additional stress (e.g. not being able to feed pets or access possessions needed for work). Several
interviewees explained that this issue was worsened by a perceived lack of information from law
enforcement. Even a year after the incident, resentment towards the police among local communities was
observed (quote 8).

The closing down of Borough Market resulted in a negative economic impact on a variety of people in the
area. Business owners reported they had lost “vast amounts of money” as they were prohibited from
opening for up to ten days, including two weekends. This was particularly problematic for small business
owners (who make up a large proportion of businesses in Borough Market). This problem was most
apparent among market traders and others who held fresh foods in stock, as it perished while the cordon
was up. Staff working within the cordon were also affected: with no workplace, some had no income.

Was the public health response successful?  

Interviewees acknowledged that the Council was operating under extreme circumstances amid very little
guidance. Moreover, they had limited human resources and members of the teams deployed had many
other roles and responsibilities. For example, the Council’s Emergency Planning team which has statutory
responsibility to undertake speci�c tasks under the Civil Contingencies Act 2004, comprises only three
staff members. Like many other council departments, Southwark’s Public Health team re-tasked six
members of staff immediately into supporting the response. There was also an array of other unexpected
tasks that arose, for example providing information and reassurance to local community stakeholders.

There was an issue with lack of visibility of the response. Only a limited number of residents were aware
of or accessed the Council signposted mental health and wellbeing initiatives. Most stakeholder
interviewees said they did not attend the mental health workshops (quote 9). Many stakeholders reported
hearing about the wellbeing information sheet, but very few actually saw it. Potential reasons for the low
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visibility include the physical barrier of the police cordon, staff not living in the area, and the di�culty in
identifying those affected due to the transient nature of where the attack occurred.  

Interviewees involved in the mental health outreach activity highlighted the challenge of contacting
affected residents. Council workers did not have an immediately clear understanding of who was
displaced and who had been affected. As a result, support ended up targeting the business community
(speci�cally the Market) rather than residents (quote 9). A signi�cant proportion of people present at
London Bridge and in Borough Market on the night of the attack where not from the local area and this
was a particularly challenging and heterogeneous community to target. This made it di�cult for
Southwark Council to trace individuals who required support and provide it in an appropriate manner
(quote 10). Another reason for this lack of visibility is potentially tied to the ‘watchful waiting’ approach
suggested by the evidence on trauma used by the MHWSG. Watchful waiting in the context of trauma
exposure involves carefully monitoring people’s symptoms to see whether they improve or get worse. It is
sometimes recommended because most people (two thirds) who develop problems after a traumatic
experience get better within a few weeks without treatment. This approach was sometimes misconstrued
as the absence of a response by the community.

Yet there were also several positively received measures that the Council took as part of their response.
They appreciated the value and need for a bottom up approach to encouraging community cohesion
based on the social capital and relationships already embedded in the local community. One particularly
positively observed outcome was a series of organically developed events, led by the community and
supported by the Council, which brought a diverse range of people together to re�ect on the incident. A
ceremonial clearing up of �owers was a notable example of this (quote 11). The Mayor and local
religious leaders began to move the �owers and other participants at the event and formed a human
chain to help. The Council were at the end of the chain to respectfully place the �owers into a van. This
was interpreted by many as an act that allowed the process of moving these offerings in a respectful
manner. It is critical to recognise that such events were meaningful because they were driven by a number
of community leaders working together in a proactive way to bring their local populations together.

Some members of Southwark Council had longstanding and trusting relationships with various
community groups and were sources of reassurance and practical support after the attack. However,
often such relationships were not systematically engaged to enrich the response. These stakeholder
narratives suggest that local authorities should focus on building resilience, particularly among
vulnerable populations to mitigate subsequent terror incidents. When incidents do happen, they should
draw on such networks of resilience when planning and delivering a response. These same networks of
resilience could also function as a means of systematically and sensitively disseminating information
(i.e. the mental health and wellbeing lea�et) to people in need.

Finally, as some interviewees pointed out, organic community-based responses to the attacks did result in
the protection of wellbeing as they forged strong relationships between people who were affected by the
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harrowing and unique event. Again, it is important to think about how such relationships might be
nurtured in the event of future responses.

Discussion
The attack was reported to have had a profound and negative impact on the mental health and wellbeing
of those we interviewed in a variety of ways similar to previous terror attacks [2, 8, 9, 19]. Some of these
consequences were general and some were context speci�c. Some impacts were in direct response while
others were borne out of the post-incident actions related to the criminal investigation, which left the
needs of residents and business unmet [38]. Crucially, there is no speci�c literature on how to mitigate
mental health and wellbeing impacts of terror attacks, as opposed to humanitarian emergencies more
generally [4]. This is an important knowledge gap given the context of terror seeking to stoke population-
level anxiety.  

In spite of this gap, Southwark Council used the scant evidence available and responded to the attack
with a pioneering public health approach [6]. By developing a Health and Wellbeing Sub-Group and
deploying a dynamic health needs assessment-based approach, Southwark’s Public Health team were
able to capture and respond to a range of emergent needs in real-time and exploiting the evidence-base
where it was available. This approach has highlighted a more strategic gap in emergency response
around ensuring a parity of esteem between physical and mental health. This paper is important because
it enables us to learn lessons from this approach and inform the development of guidelines for responses
to future terror attacks that take place in similar urban environments. Since the 2017 attacks, the
Association of Directors of Public Health has drawn on Southwark’s experience to issue new guidance
describing a role for public health in the acute and longer-term response. This evaluation shows that
people used signposted support services and workshops, and that Council activities mitigated some of
the negative impacts on mental health and wellbeing driven by the terror attack.

There are important lessons that can be learned from this evaluation. First, the importance of using pre-
existing social capital to enhance reach of public health efforts is critical. Pre-existing community
cohesion also allows people on the ground to come together and help each other practically and
emotionally with the Council’s support [17]. Second, there is a serious question posed in how to better
balance the needs of criminal justice process with the mental health and wellbeing of relevant
communities. More research is needed to understand how these processes can be better aligned and
implemented alongside public health priorities in emergency situations without undermining one another.
Third, identifying people in need was a challenge, exacerbated by the incident affecting a high
heterogeneous and mobile population amid a global city. In future, and perhaps in partnership with
locally elected politicians and health services, the municipal government could focus on scoping their
geographical population more systematically to better identify people’s needs, particularly within
vulnerable groups. This would facilitate more focused and targeted interventions. Fourth, additional work
is also needed on addressing the wellbeing needs of Council staff and other partners who may or may
not be involved in the initial ‘blue-light’ response. Workers such as those cleansing the urban environment
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from victims’ blood or repairing bullet-holes in walls are sometimes overlooked in the immediate
aftermath of such an incident. This is particularly important when resources are overstretched. This
group of workers may also relate more closely to the environment: working there in the future unlike
emergency workers drawn from a larger area who may have only a �eeting relationship with the incident
zone.

Overall, four areas of learning have been identi�ed in the evaluation: 

1. It is necessary to undertake systematic and appropriate identi�cation of community mental health
and wellbeing needs at all stages of the incident response. This process should build on pre-existing
local intelligence.

2. Strong communication between emergency services and the Council, speci�cally with regard to an
awareness and management of the social and mental health effects of their work, needs to be
enabled.

3. Collaboration and communication with pre-existing health service mental health and other services
(social care, education, housing) teams is crucial in the targeted delivery of a mental health and
wellbeing response.

4. Strategies for monitoring and supporting the mental health of council workers involved in recovery
activity must be embedded in local authority responses to terrorist incidents.

Conclusion
Terror attacks are likely to remain a continued risk for urban centres across the world. Despite
governments’ best efforts to prevent attacks, increasingly a public health approach to mental health and
wellbeing will be useful in mitigating the longer-term impact of terror. Embedding public health expertise
and capacity within an acute incident response provides an opportunity to enshrine parity of esteem
between mental and physical health, as well as acknowledging and mitigating the broader challenges to
population-level wellbeing, economic risks and community cohesion.
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Tables
Table 1: Demographic characteristics of participants (n=19)

Charateristic Value (n(%))

Gender  Male 

Female

11 (58%)

  8 (42%)

Ethnicity  White 

Non-white 

16 (84%)

  3 (16%)

Southwark Council employee

Other i.e. police service, local mental health teams, faith leaders, headteachers, business owners, residents)

  5 (26%)

14 (74%) 

 

 

Table 2: Verbatim quotes from study participants
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te
mber

Quote

I from the outset was quite concerned about the welfare of everyone who had been affected by this. Local residents, Borough
Market, the market stall holders. Folk who had witnessed this, folk who had been injured by it. I knew there was a strong
international dimension from the get-go and I wanted a safe refuge for family members coming from abroad to be able to go close to
the site. To have good psychological support, good practical support. So we opened a Humanitarian Assistance Centre. (Council
worker)

We put in place also like an information sheet which was promoted across the borough that had services for children and young
people, for parents, carers, for adults. But the workshops that people can access... so the idea was about developing toolkits, linking
people with support which is in the borough, and having that seminar to understand more what is out there. Taking that back to there,
what is within the area. (Local mental health team)

We used the council's CCTV network to provide cover to faith institutions, because this was happening during Ramadan where
there's a large amount of people out on the streets in the evening having come to and from Friday prayers in particular. They (muslim
community) were worried about attacks against their premises, they were worried about hate crime and victimisation of their
communities. (Council worker) 

Imagining the kind of psychological stuff, of imagining what could've happened to you. There's the people who work here in the
restaurants and everything. I mean some of them saw the most horrific things and felt that their life was on the edge as they were
cowering at the back of their restaurants. And some staff had just gone because they couldn't cope being in the place anymore.
(Community leader) 

there were photographs in the press, where people actually have obviously used a long lens and were outside the court and from
someone’s bedroom shooting down the road (resident)

we were already being asked to do interviews. I say we, the authority and the leader, that kind of level to do interviews. The news is
straight on it, ain’t they? (Council worker) 

When it comes to the women, because they use a hijab, it's very obvious. But men, like me now, I carry my cap and put it in my
pocket, nobody will know. And when it comes to having a beard, not only Muslims have a beard. We have some non-Muslims that they
just like the beard for fashion. You understand it? So when it comes to the women they are more vulnerable (Muslim community
leader)

Why were we locked out of our…either out or into our homes? And why was the cathedral locked down? People couldn’t access the
sacred place that’s in the middle of the community. So people were being told you can get in and turn up and told no, you can’t. It
causes frustration, it causes angst and causes just anger. I was awake all night really and discovered that the cordon was Pizza
Express on our side of Bankside. And the officers there were very clear that I wouldn’t be able to get to the cathedral. (Resident) 

I think the people who attended [the workshops] were mostly businesses who attended. I think it would be useful for people who were
actually affected from the event, the incident, to allow them to come. (local mental health team)

The question I always get is how do we identify ‘vulnerables’? And we always kick back with well what’s vulnerable? Because three
o’clock in the morning, you’re chucked out on the street, you’re all vulnerable. (Council worker) 

People who had gathered there spontaneously started to clear all the flowers after the mayor and the clergy and some people from
the mosque had begun it, everybody then joined in. And everyone cleared it themselves, the community cleared the flowers, which
was extremely cathartic. The council workers who were there to put everything into the vans, just stood there and received all the
bunches from the people and put them into the vans. And that was really, really good. (Community leader)
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