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On August 29th, 2005, Hurricane Katrina made landfall just east of New Orleans, 
Louisiana. That night and the next day, levees in New Orleans collapsed, result-

ing in flooding of 80% of the city, with water levels reaching to the rooftops in many 
areas.1 Despite strong evacuation warnings, followed by a mandatory evacuation order,2 

over 100,000 greater New Orleans residents failed to evacuate prior to the hurricane’s 
landfall.3 

Distrust of authorities, among numerous other factors,4–5 seems likely to have 
played a role in New Orleans residents’ reactions to evacuation warnings and public 
health authorities’ advice. Prior to the hurricane, 72% of New Orleans residents were 
of minority race or ethnicity6 and there is a long history of minority groups in the 
United States distrusting the medical and public health leadership.7–9 Furthermore, 
distrust of authorities among New Orleans’ impoverished residents is rooted in local 
history. In 1927, The Great Mississippi Flood was threatening to destroy New Orleans, 
including its crucial downtown regional financial institutions. To avert the threat, and 
in part to stabilize the financial markets, it was decided to perform a controlled break 
of the New Orleans levees, thereby selectively flooding poor areas and saving financial 
institutions.10 This event lives on in the memories and oral history of the residents of 
the deliberately flooded areas.11

Faced with the knowledge that distrust hampers the success of recommended 
evacuations and other disaster responses, disaster and public health officials must 
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learn how to build trust,12–13 a complex and multidimensional phenomenon.14 Research 
centered in health care settings has identified several components of trust, defined as 
the expectation that others will act in one’s interests, including fiduciary responsibility, 
honesty, competency, confidentiality, and equity.15 Residents’ planning and response 
to Hurricane Katrina illustrate many elements of trust and distrust as they relate to 
disaster response and may provide lessons with policy implications. 

The salience of trust and distrust was vividly demonstrated in interviews we per-
formed from September 9th through 12th, 2005, days 11 through 14 after Louisiana 
landfall of Hurricane Katrina. As part of a study of the facilitators and barriers to 
evacuation,4 we interviewed 58 English-speaking adults who were living in Louisiana 
prior to landfall of Hurricane Katrina and currently receiving shelter in one of three 
Houston, Texas, evacuation centers (The Reliant Center, The Astrodome, and The George 
R. Brown Convention Center). Because our semi-qualitative interviews did not include 
specific queries about trust and distrust, we were struck by the frequency and depth of 
distrust reflected in the spontaneous statements of the evacuees we interviewed. This 
report is intended to describe and contextualize those statements.

Not surprisingly, competency, the belief in another’s qualifications to perform a 
specific act, was the category of distrust that was mentioned most frequently by inter-
viewees. All levels of authority, from the federal and local government officials, to the 
emergency workers, were the subjects of these statements. The perceived incompetence 
was summed up in the statement of one participant who said, “They could of did a lot 
better than what they did.” Another said “the whole deal was a total letdown.”

Several people went further when discussing their distrust by addressing a second 
element of trust, perceived equity. The equity component of trust is the belief that one 
is being treated fairly, without consideration of class, race, gender, or other character-
istics.9,16 Seven people told us that they believed that the preparations or response were 
performed ineffectively or slowly because of the race or socioeconomic composition 
of their neighborhood. One person stated:

If the President would have stepped in when they give that evacuation just like they 
were going to send six million dollars to save a whale, send all our men to Iraq, 
and send food and shelter and money over there, why couldn’t he do it for the poor 
neighborhoods?

Distrust was expressed not only for government leaders but also for the people work-
ing on the evacuation. One person said that her family’s signals for help were ignored 
by rescuers; instead of responding to their signals, “the helicopters were going back 
and forth getting people from the richer neighborhoods.” Another perceived that he 
was discriminated against once he did receive help, recalling:

I got in one of the military trucks and it dropped us off in the middle of the interstate 
because Jefferson Parish, which is the neighboring parish, they made it clear they 
didn’t have any water, they didn’t have any shelter, they didn’t have any food. So what 
they’re saying is they didn’t want any of Orleans Parish residents in their parish. See, 
Orleans Parish is 87% Black and Jefferson Parish is predominately White, so they 
didn’t want that there.
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The fiduciary component of trust, in which people trust others to act with their best 
interests and well being in mind, was an element of many evacuees’ distrust.15–16 
Those who commented on this generally linked it to economic issues, and not race. 
For instance, the common belief that the rich are privileged over the poor in disaster 
response is illustrated by one man’s comment:

I’ve seen it on floods. We had some floods a few years back and you either take out 
this whole bunch of factories and the whole state’s economy or 25 starving families 
. . . So what do they do? They knock a hole in the levy over here and knock these 
people out of pocket, destroy them, and they keep the big money in.

Another interviewee expressed doubt that the officials had acted in the best interests 
of the public with the statement “they could have saved people if they really wanted 
to save people.”

A striking element of distrust expressed by interviewees was perceived dishonesty, 
or a lack of truthfulness and sincerity. Eight people we interviewed did not believe the 
reports in the media and claims of the authorities that the flooding in their neighbor-
hoods came from the levees being overwhelmed by storm waters. Two people stated 
that they believed that the water was diverted into the poor neighborhoods to save 
the rich neighborhoods. Explaining how “the politicians broke the pump,” one indi-
vidual said: “They let the waters go in the poor neighborhoods and kept it out of the 
rich neighborhoods, like that French Quarter where tourists go at.” Six people went 
further and stated that they believed that the levees were intentionally broken. One 
person stated: 

He sacrificed New Orleans. He cut that 17th bridge, because you’ve got to sacrifice 
something. Donald Trump is putting the tower on Canal Street downtown and they 
saved the French Quarter and the Garden District, the historical areas, the rich people, 
where the money is coming from, casinos and all that. And they drowned out all the 
poor people and the lower-middle class working people . . . And they do that all over 
the country, not just in New Orleans . . . they do stuff and then they lie, lie, lie.

Another person connected what he perceived as the breaking of the levees to issues 
of race, saying:

I believe they do these things intentionally . . . so they can flood out those Black 
neighborhoods . . . because every time they have a hurricane, it always be that way. 
You know?

Honesty and dishonesty encompass what is not said as well as what is said. Some evacuees 
felt useful information had been withheld from them. “I heard from some people who 
watched the CNN news that these people knew about this hurricane a month ago.”

These statements must be viewed in light of the participants having just experi-
enced a horrific trauma, which clearly influenced their interpretations of events. In 
situations of fear and uncertainty people give more credence to negative perceptions.17 
Furthermore, as participants were living collectively and exchanging information and 
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perspectives, some individuals’ distrust may have been amplified by conversations with 
other people living in the shelter. It is not possible from our interviews to separate 
this element of blame as stemming from a coping mechanism versus a reflection of 
underlying distrust. 

Despite these limitations, the evacuees’ interpretations of events after Hurricane 
Katrina reflect an underlying, profound distrust of authorities. Evacuation and post-
evacuation experiences heightened this distrust for some individuals. Given the impor-
tance of trust in disaster preparedness and communications,18–19 addressing existing 
distrust is critical to mounting effective responses in the future. 

Each of these elements has specific implications for disaster planning and risk 
communication. The level of a community’s distrust will be partially buffered based 
on the extent to which authorities display competency, fairness, empathy, honesty, and 
openness prior to a disaster.20 The historical depth of fiduciary concerns highlights the 
necessity of improving trust now between public officials and vulnerable communi-
ties where distrust may be long-standing and chronic.7,13,21 For instance, public health 
and emergency response officials charged with planning for disasters, from natural 
disasters (e.g., hurricanes, pandemic flu) to terrorist events should include community 
representatives—drawn from churches, social clubs, schools, or labor unions—at all 
levels of disaster planning and response. The success of involving churches in African 
American communities in other public health endeavors buttresses this recommenda-
tion.22–23 Ensuring that authorities are viewed as honest requires addressing both the 
completeness of information as well as its accuracy.24 People are more likely to trust 
authorities whom they view as genuinely concerned about the welfare of others.25 

As has been previously proposed,9, 25 the issue of disaster planning and communica-
tions is especially amenable to the methods of community-based participatory research 
(CBPR), in which partnerships between researchers and communities are formed. 
Capacity-building, exchange of information, and enhancement of trust are central to 
the process.26 Community advisory boards are formed to impart cultural knowledge, 
provide transparency, and strategize and assist in implementation and dissemination 
of results.25 Community-based participatory research differs from traditional research 
methods in that it fosters social change as part of the research method and has been 
shown to be particularly effective in addressing public health issues in historically 
disenfranchised populations.27–28 In conclusion, public health authorities must attend 
to matters of distrust when crafting policy and direct outreach for disaster prepared-
ness and communications. 
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