
http://tfj.sagepub.com

The Family Journal 

DOI: 10.1177/1066480702102003 
 2002; 10; 139 The Family Journal

Karin Jordan 
 Providing Crisis Counseling to New Yorkers after the Terrorist Attack on the World Trade Center

http://tfj.sagepub.com/cgi/content/abstract/10/2/139
 The online version of this article can be found at:

 Published by:

http://www.sagepublications.com

 On behalf of:

 International Association of Marriage and Family Counselors

 can be found at:The Family Journal Additional services and information for 

 http://tfj.sagepub.com/cgi/alerts Email Alerts:

 http://tfj.sagepub.com/subscriptions Subscriptions:

 http://www.sagepub.com/journalsReprints.navReprints: 

 http://www.sagepub.com/journalsPermissions.navPermissions: 

 http://tfj.sagepub.com/cgi/content/refs/10/2/139 Citations

 at SAGE Publications - Full-Text Collections on December 16, 2008 http://tfj.sagepub.comDownloaded from 

http://www.iamfc.com
http://tfj.sagepub.com/cgi/alerts
http://tfj.sagepub.com/subscriptions
http://www.sagepub.com/journalsReprints.nav
http://www.sagepub.com/journalsPermissions.nav
http://tfj.sagepub.com/cgi/content/refs/10/2/139
http://tfj.sagepub.com


THE FAMILY JOURNAL: COUNSELING AND THERAPY FOR COUPLES AND FAMILIES / April 2002Jordan / PROVIDING CRISIS COUNSELING

Providing Crisis Counseling to
New Yorkers After the Terrorist
Attack on the World Trade Center

Karin Jordan
George Fox University

This article provides an overview of two crisis intervention tech-
niques used by a marriage and family counselor who served as a cri-
sis counselor in New York City after the September 11th terrorist
attack. The intervention techniques described are Critical Incident
Stress Debriefing and one-on-one crisis counseling. An overview of
both techniques as well as the actual application are described.

Monday, September 10th

• On Monday, a hose in my sink broke just when I needed to
rush out the door, and I thought life was being unfair.

• On Monday, when you asked people how they were doing,
without much thought, or much contemplation, they replied
“fine” or “good.”

• On Monday, the papers and the news magazines were filled
with stories about the new fall TV schedule.

• On Monday, there were not many people in the religious sec-
tion at the bookstore.

• On Monday, the American flag hung, for the most part, unno-
ticed at government buildings and at schools.

• On Monday, I passed strangers without much regard.

Tuesday, September 11th

• On Tuesday, September 11, all that changed.
• On Tuesday, September 11, different things seemed impor-

tant.
• On Tuesday, September 11, blissful naiveté was lost. Sanctity

was mercilessly shaken.
• On Tuesday, September 11, somebody tried to take America

apart.
• On Tuesday, September 11, America came together.
• On Tuesday, there were no Republicans, Democrats, yuppies,

blue collars, or any other labels. There were only Americans.
• On Tuesday, September 11, strangers died for each other.
• On Tuesday, September 11, the best of the human spirit spit

back into the eye of the worst.
• On Tuesday, September 11, America was knocked to its

knees.

• On Tuesday, September 11, America got back up again.

—USA Today, Friday,
September 21, 2001,
p. 21A

Since September 11th, concerns about terrorism have per-
meated multiple layers of U.S. society. Americans of all ages,
ethnicities, religions, and socioeconomic backgrounds are
impacted. Thousands of lives were lost that day—children,
adolescents, adults, brothers and sisters, mothers and fathers,
aunts and uncles. That day, children were orphaned, and fami-
lies and friends lost loved ones. Their lives will never be the
same. Many Americans want life to get back to normal, but
many say that life can never get back to normal, not only
because so many lives were lost that day but also because per-
sonal safety and security once assumed by most Americans is
gone. In addition, the continuous recovery efforts in New
York, the ruins of the twin towers still smoldering, people still
not accounted for, continuous media coverage, the ongoing
war against terrorism, and fear of anthrax are all constant
reminders of the attack, making it impossible, or at least diffi-
cult, for Americans to start the healing process.

Man-made disasters such as experienced on September
11th are believed to be more deadly than natural disasters.
The word disaster is derived from the Latin dis (against) and
astrum (stars), hence, “the stars are evil” (Farber, 1967).
Green’s (1991) definition focused on the social disruption
that is experienced during times of disasters. Eranen and
Liebkind (1993) emphasized that disasters affect the social
structure and the processes that threaten the existence and
function of a community. In addition, a community’s needs
after a disaster are generally much greater than the resources
available, and the normally available resources might not be
available due to the impact of the disaster as well.
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The terrorist attack on New York was a
man-made disaster, with a somewhat pre-
dictable structure and time frame of
expected psychological responses. The
expected responses include but are not
limited to nightmares, overeating or
undereating, withdrawal, agitation, anger,
anxiety, hypervigilance, intrusive images,
and so on (Jordan, in review). It is believed
that individuals affected by a disaster will
deal with transitory posttraumatic stress
(PTS). It is expected, however, that 10% to
30% will deal with more long-term and
more serious effects of trauma, such as
posttraumatic stress disorder (PTSD)
(Grace, Green, Lindy, & Leonard, 1993;
Smith, North, McCool, & Shea, 1989). It
is important to keep in mind that reactions
to disasters are influenced by (a) loss of a loved one, friend,
peer, or colleague, (b) threat to one’s own life and the duration
of the threat, (c) injury of self or loved ones, (d) destroyed
home, place of employment, or community, (e) life-cycle
events such as children leaving home, (f) individual develop-
mental history, and (g) life events such as divorce or job loss.
Additional factors that influence individuals’ reactions to a
disaster are previous trauma experiences, resiliency, and a
history of major mental illness (Solomon, Gerrity, & Muff,
1992; Jordan, in review).

The September 11th attack mandated both a broader under-
standing of mass trauma and the effects of man-made disaster
on our country, and greater skills in serving Americans who
have been directly and indirectly affected. Many marriage
and family counselors were asked to serve as crisis counsel-
ors. They used a wide spectrum of skills to provide crisis
counseling to disaster victims. There also was a need to edu-
cate other professionals and the community about the normal
responses to an abnormal situation, and then to assess for
mild, transitory symptoms (Jordan, in review) and for specific
trauma-related mental health disorders (i.e., depression or
acute stress disorder [ASD], in which symptoms present 4
weeks or later after the disaster and resolve within 4 weeks,
which often leads to PTSD, which occurs 1 month after the
disaster and persists for more than a month) (Solomon &
Mikulincer, 1987; Solomon, Mikulincer, & Kottler, 1987).
Marriage and family counselors needed to be ready to provide
crisis counseling (critical incident stress management [CISM]
and one-on-one crisis counseling) or make referrals for more
long-term counseling and/or medication assessment.

This article will describe how one marriage and family
counselor, as part of a crisis team, responded to the September
11th terrorist attack of the World Trade Center (WTC) in New
York by providing education and crisis counseling to students
at a Manhattan college and to Ground Zero rescue workers 7
days after the attack. There will be an overview of CISM and

how to apply it, as well as one-on-one crisis
counseling and how to apply it.

RESPONSES TO
SEPTEMBER 11TH TERRORIST

ATTACK IN NEW YORK

The need for crisis intervention services
after the terrorist attack on the WTC and the
Pentagon, and the airliner crash in rural
Pennsylvania, was recognized by many
relief organizations (i.e., the Red Cross,
Northwest Medical Teams, and the Salva-
tion Army) and their mental health volun-
teers (i.e., marriage and family counselors,
agency counselors, social workers, psychol-
ogists, and psychiatrists). The belief was
that crisis intervention could accelerate New
York’s return to the equilibrium held before

the attack. The underlying assumption was that New Yorkers
experienced a crisis when the attack at the WTC occurred
because it disrupted their own, and their families’, usual way
of functioning, their sense of equilibrium (Parade & Parade,
1990; Roberts, 1991). It was assumed that New Yorkers were
struggling with strong feelings such as vulnerability, anxiety,
confusion, powerlessness, and hopelessness (Parade &
Parade, 1990). According to the literature (Ewing, 1990), it
was suspected that they would try to deal with the crisis situa-
tion by using familiar coping skills. If these did not work, it
was further suspected that New Yorkers would increase the
intensity of these skills and perhaps might even try some new
skills on a trial and error basis. It was further hypothesized
that the unsuccessful return to their equilibrium through
familiar and/or new skills would result in tension and disorga-
nization for many (Caplan, 1964). Therefore, it was believed
that crisis counseling should occur soon after the attack, to
mobilize and enhance the coping skills that New Yorkers
already had, but also to serve as a preventive measure and an
opportunity to identify high-risk individuals and provide
referrals for more ongoing counseling and assessment for
psychotropic medications. The other goal was to provide
community consultation and outreach programs, to promote
community (including rescue workers’) recovery.

One team of crisis counselors went to New York shortly
after the attack to provide crisis counseling to a local college,
where students, staff, and faculty had witnessed the two
planes flying into the WTC, the explosion, and the subsequent
destruction of the twin towers. They had witnessed the unspeak-
able, people jumping out of the towers, the injured and the
dead, people running for their lives, some injured as they tried
to escape the explosion and the falling debris. They also had
to deal with the unknown—whether their loved ones, friends,
and peers had survived this attack, and the knowledge that
many firefighters and police officers had died in the rescue
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attempts on September 11th. They also witnessed the heroic
efforts of many. They experienced the generosity (i.e., blood,
money, clothes, equipment, volunteers) of fellow Americans
from all over the country.

The team’s goal was to provide Critical Incident Stress
Debriefing (CISD) and one-on-one crisis counseling at the
college. Both techniques were chosen, based on the belief that
crisis responses should involve more than one technique, and
techniques that are effective during first responses to disaster.
CISD and one-on-one crisis counseling can best be described
as a kind of mental health first aid, which should not be con-
fused with traditional counseling or psychotherapy, and
require proper training. CISD is defined by Roberts (2000) as
a 7-stage group approach to be used with individuals who
have been affected, to deal with their thoughts and feelings in
a controlled environment: (a) introduction phase—designed
to establish guidelines, (b) fact phase—descriptions of the
facts, (c) thought phase—express their first thought or most
prominent thought concerning the disaster, (d) reaction
phase—the most emotionally powerful of all phases, (e) symp-
tom phase— moving individuals from emotional to the cogni-
tive material, (f) teaching phase—very cognitive, where
symptoms are normalized and stress management skills are
taught, and (g) reentry phase—often called the psychological
closure. CISD was developed in 1983 by Jeffrey T. Mitchell
and has been shown to be an effective technique (Everly &
Boyle, 1999; Everly & Mitchell, 1997; Everly & Quatrano-
Piacentini, 1999; Everly, Boyle, & Lating, 1999). Based on
the size of the group, it can range from 1 to 3 hours and is gen-
erally “provided 1 to 10 days after an acute crisis and 3 to 4
weeks after the disaster in mass disasters” (Roberts, 2000, p.
86). With CISD groups, it is good to have two group facilita-
tors, one who takes the lead and the other who can look for
nonverbal and verbal responses of group members that might
indicate a need for more comprehensive services. Also, in
cases where group members become very emotional or walk
out of the room, the second facilitator can attend to these indi-
viduals’ needs.

One-on-one crisis counseling is one of the most widely
used techniques with individuals impacted by disasters. The
technique involves similar steps to CISD and can last from 15
minutes to 2 hours (Everly, Lating, & Mitchell, 2000). Indi-
viduals might access one-on-one crisis counseling for one to
three sessions (Everly et al., 2000). If additional services are
needed, referrals for more ongoing mental health care are pro-
vided, as well as for psychotropic medication assessment.

CISD Group in New York

The crisis mental health team offered multiple CISD groups
for the college students, staff, and faculty. An example of one
of those was a group containing six student members and two
crisis counselors. There was a lead and a second group facili-
tator. Chairs were arranged so that the two facilitators sat
across from each other and could have good eye contact. The

two group facilitators introduced themselves and then explained
the purpose of the group as being a time to talk about what
everyone had experienced, therefore experiencing the reas-
surance that everyone has similar feelings and thoughts that
are “normal reactions in an abnormal situation.” Focus was
given to the importance of processing these disaster experi-
ences early after the disaster to prevent more serious long-
term effects. Finally, a brief overview was provided about
what would occur in the group—that everyone would be
expected to share their first name and where they were when
the attack occurred, as well as what they believed happened
from their perspective. The next task was to assure all group
participants that everything they were sharing in that group
would be confidential, which meant that all group members
had to agree to not disclose things that they were hearing in
the group with others, to provide a level of safety needed by
group members to share and be open. All members agreed to
this rule. The facilitators also reassured the group members
that they would not take any notes or report what they heard to
faculty. This also meant that none of the participants were to
take notes, which was agreeable to everyone. Finally, the
leaders clarified that this was a very structured group, in
which turns needed to be taken. The group was then asked if
they had any questions or concerns. One of the members was
concerned about how long the group might last, and the lead-
ers responded by identifying that this was very dependent on
the number of participants but also how much everyone was
sharing. During this process the lead facilitator did most of
the talking, whereas the second facilitator watched group
members more carefully, to see if they presented with signs of
more severe stress through their nonverbal behavior. This
division of responsibilities between the two facilitators would
be consistent throughout the CISD group.

The second stage of the group was transitioned in easily,
by the lead facilitator reporting that he did not know group
members and that it would be helpful if each member in the
group would share their name, where they were during the
attack on the World Trade Center, and finally what they
believed happened that day. The instruction went one step fur-
ther, reassuring group members that it was okay if their expe-
riences or interpretation of the events that day might be differ-
ent from others, because each person interprets the world and
his or her experiences through his or her own “lens,” or
worldview. The lead facilitator then asked the person on his
right to share, reminding the group that this is the only part in
which everyone had to share. This was also a time when the
second facilitator started noticing one member becoming
more emotional.

The lead facilitator, after hearing from each group mem-
ber, told the group that for the next question, if anyone in the
group did not want to talk, it was alright and that they should
just shake their head when their turn came up, to indicate that
they did not want to answer that particular question. The lead
group facilitator then tried to move the group from the more
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factual, outside experience to a more personal, internal expe-
rience. The instruction given to the group was to share their
first or most prominent thought(s) after the attack. Several of
the participants made emotional comments, such as the fear
of their own building being struck. Some of the participants
became more emotional and cried. The second facilitator con-
tinuously observed group participants’ responses.

The next step was more free-flowing, with three questions:
(a) For you personally what was the worst thing? (b) If you
could change one part of September 11th, what would that
be? and (c) From everything you have experienced on and
since September 11th, what was most painful to you? The
group was asked to just respond to these questions in no par-
ticular order and to share as much or as little as they felt com-
fortable with. The lead facilitator did not ask the person on his
right to start answering the questions, but told the group that
anyone could get started answering these questions. An active
and lively discussion occurred, with some tears being shed.
One member started to get very emotional when he described
seeing somebody die. That same group member walked out of
the group and the second facilitator spent some time in a one-
on-one with that person, to help stabilize him. That group
member was given some contact numbers for seeking out
more ongoing mental health services, because the terrorist
attack had resulted in feelings such as sleep and eating distur-
bances, depression, hyperarousal, hopelessness (a suicide
assessment revealed no imminent danger to self or others),
and affected regular functioning significantly.

At this juncture, group participants were emotionally charged.
The lead facilitator went back to the original structure, asking
the member on the right to describe any cognitive, physical,
behavioral, or emotional experiences she might have had on
September 11th or at a later time. During this part of the ses-
sion, the members gradually moved more into a cognitive
level. There was a lot of discussion about their behavior on the
11th. Some identified themselves as weak, believing that they
should be stronger and less affected by the attack. This led to a
natural transition to provide some education about normal
reactions and symptoms experienced by trauma survivors.
Handouts were provided, which identified the signs and
symptoms of PTS, helping to normalize them for group
members.

In addition, group participants were informed that if they
felt that their symptoms were becoming worse and interfered
with their everyday activities, they might want to seek out
mental health services. Also, the group shared how they have
been trying to deal with September 11th, such as spending
more time with their families, getting more involved in hob-
bies, spending more time with friends, and so on. Basic relax-
ation techniques were introduced as a way to deal with the
stress reported by participants. The lead facilitator briefly
summarized what they talked about in the group, including
what was shared by members. Questions from participants
were encouraged and answered. Finally, a handout was pro-

vided to each participant with information about PTS. Refer-
ral numbers for mental health services were provided as
needed.

One-on-One Crisis Counseling in New York

The team also offered one-on-one crisis counseling for the
college students, staff, and faculty. An example of this one-
on-one crisis counseling was a meeting with a young man
who reported that he wanted to talk and he had heard that the
team of crisis counselors was there to help deal with Septem-
ber 11th. The crisis counselor explained that everything in
one-on-one crisis counseling discussed with the crisis coun-
selor would be confidential, that this was not traditional coun-
seling, but a way to deal more effectively with the effects of
the terrorist attack and hopefully prevent some long-term
negative effects. The student identified himself by his first
name only and right away started talking without any prompt-
ing. He was at first very factual in his description of what he
saw. When asked what his first thought was, he did not hesi-
tate but quickly identified some very intense feelings he expe-
rienced, such as the fear for the safety of loved ones. He elabo-
rated on that statement and described how he spent those
hours of uncertainty. Again, without any prompting, he iden-
tified what he saw at the WTC and the two images he could
not “get out of my head.” He reported that he wished he had
never seen all the horrific things that he saw that day. The
young man became quite emotional at this point. The crisis
counselor was supportive and through her guidance helped
him to transition back to a more cognitive level. Focus was
given to this young person’s emotional, physical, and cogni-
tive behavior since that day. Signs and symptoms of PTS were
assessed for. This created a shift in the young man to being
less emotional, however there was uncertainty with regard to
his emotional and cognitive behavior, which provided an
opportunity to educate about normal PTS symptoms, includ-
ing the physiological impact that disasters have, such as fron-
tal lobe impact that affects short-term memory. The crisis
counselor then asked the young person if there was any good
thing, even a very small thing, that came out of the September
11th attack. This young man did not hesitate to respond to the
question. He, as did so many other students, staff, and faculty,
identified how the country had united, how things that once
seemed so important did not really matter, whereas other
things such as loved ones were now more appreciated, since
the realization that life could be taken without any warning
and that no one was excluded.

These are some examples of how one mental health team
used CISD and one-on-one crisis counseling in an attempt to
help a small group of New Yorkers, as so many crisis teams
have done and are continuing to do, in an attempt to diminish
the negative effects that disasters such as the terrorist attack
on the WTC have on individuals. Crisis counselors know that
each New Yorker’s perception of this disaster will be different
on some level. For some, this disaster will be a crisis, or a
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challenge, whereas others might see it as an opportunity or a
turning point. Parade (1971) believed that it is not the disaster
that is the crisis, but rather it is the person’s “perception of and
response to the situation” (p. 197). Carey-Trefzer (1949)
reported that disasters and trauma can actually assist in mov-
ing individuals toward health. This was supported by Ursano
(1987), who believed that for some people a disaster creates
an opportunity to reorient previously held values and beliefs.
Based on these beliefs, it is important to acknowledge that for
some individuals, disasters become an organizer of the indi-
vidual’s past experiences. Although disasters such as the ter-
rorist attack on the WTC in New York on September 11th are
expected to bring emotional reactions, they cannot always be
assumed to be exclusively bad. It is therefore important that
the crisis counselor carefully assesses perception of the situa-
tion for any signs and symptoms generally associated with
PTS, and more long-term ASD and PTSD. The assessment
should include assessing for depression and possible suicide
ideation. This also means that proper referral sources that can
provide more ongoing counseling need to be made available
to these individuals. Collaboration between the crisis coun-
seling teams, local mental health organizations, and private
clinicians is essential to assure that individuals in need of
these services get early help, and not only get the counseling
needed but also are assessed for potential need of psychotropic
medications.

SUMMARY

This article illustrates how one marriage and family coun-
selor incorporated a two-method crisis model to deal with the
after-effects of the terrorist attack on New York. The two
methods described in this article are CISD and one-on-one
crisis counseling. The underlying belief for using these two
techniques was the desire to help New Yorkers, and more spe-
cifically a Manhattan college, deal with mild transitory symp-
toms generally experienced after disasters, as well as provide
an opportunity to educate individuals at the college about nor-
mal reactions to an abnormal situation, the disaster. In addi-
tion, it was believed that this was a preventive measure for
potential development of ASD and PTSD, while recognizing
that individual histories and overall functioning at the time of
the disaster, as well as resiliency, all influence whether an
individual will or will not develop ASD or PTSD. Finally, it
provided an opportunity for assessment of these individuals
and referrals for more ongoing mental health services and
psychotropic medications if needed.

Today, the body of literature is growing, probably due to
the increase in Americans being affected by disasters.
Although there are increasing numbers of empirical studies
that focus on the psychological and physiological impacts of
disasters on individuals, there are only a few that focus on
intervention, short- and long-term. There is a need to conduct
empirical research assessing if crisis counseling such as

CISD and one-on-one crisis counseling, as described in this
article, is effective with disaster survivors. The research
should focus on when these approaches are most effective,
and if there are differences according to age, gender, and eth-
nicity. There need to be distinctions drawn between victims
who (a) were injured; (b) had their life threatened; (c) wit-
nessed others die or get injured (in person or on television);
(d) have a history of trauma; (e) are with or without family and
other support; (f) deal with other life stressors concurrently;
and (g) are highly resilient individuals. All of these things
need to be assessed to determine when to provide what to who
and more effectively help individuals cope with the disaster,
helping to prevent more serious long-term effects.

REFERENCES

Caplan, G. (1964). Principles of preventive psychiatry. New York: Basic

Books.

Carey-Trefzer, C. J. (1949). The results of a clinical study of war-damaged

children who attend a child guidance clinic. Journal of Mental Science,

95, 535-559.

Eranen, L., & Liebkind, K. (1993). Coping with disaster: The helping behav-

ior of communities and individuals. In J. P. Wilson & B. Raphael (Eds.),

International handbook of traumatic stress syndromes. New York: Plenum.

Everly, G. S., & Boyle, S. (1999). Effectiveness of Critical Incident Stress

Debriefing (CISD): A meta-analysis. International Journal of Emer-

gency Mental Health, 1(3), 165-168.

Everly, G. S., Boyle, S., & Lating, J. (1999). The effectiveness of psychologi-

cal debriefings in vicarious trauma: A meta-analysis. Stress Medicine,

15, 229-233.

Everly, G. S., Lating, J. M., & Mitchell, J. T. (2000). Innovations in group cri-

sis intervention: Critical Incident Stress Debriefing (CISD) and Critical

Incident Stress Management (CISM). In A. R. Roberts (Ed.), Crisis inter-

vention handbook: Assessment, treatment and research. New York:

Oxford Press.

Everly, G. S., & Mitchell, J. T. (1997). Critical Incident Stress Management

(CISM): A new era and standard of care in crisis intervention. Ellicott

City, MD: Chevron.

Everly, G. S., & Quatrano-Piacentini, A. (1999, March). The effects of CISD

on trauma symptoms: A meta-analysis. Paper presented to the APA

NIOSH Work, Stress and Health ‘99: Organization of Work in a Global

Economy conference, Baltimore, MD.

Ewing, C. P. (1990). Crisis intervention as brief psychotherapy. In R. A.

Wells & V. J. Giannetti (Eds.), Handbook of brief psychotherapies (pp.

277-294). New York: Plenum.

Farber, I. J. (1967). Psychological aspects of mass disasters. Journal of the

American Medical Association, 59, 340-345.

Grace, M. C., Green, B. L., Lindy, J. D., & Leonard, A. C. (1993). The Buf-

falo Creek disaster: A 14-year follow-up. In J. P. Wilson & B. Raphael

(Eds.), International handbook of traumatic stress syndromes. New

York: Plenum.

Green, B. L. (1991). Evaluating the effects of disasters. Psychological

Assessment, 3, 538-546.

Jordan / PROVIDING CRISIS COUNSELING 143

 at SAGE Publications - Full-Text Collections on December 16, 2008 http://tfj.sagepub.comDownloaded from 

http://tfj.sagepub.com


Jordan, K. (in review). Disruption in the normal family life cycle and acute

crisis episodes. Journal of Marital and Family Therapy.

Parade, H. J. (1971). Crisis intervention. In R. Morris (Ed.), Encyclopedia of

social work (Vol. 1, pp. 196-202). New York: National Association of

Social Workers.

Parade, H. J., & Parade, L. G. (1990). Crisis intervention: An introductory

overview. In H. J. Parade & L. G. Parade (Eds.), Crisis intervention book

2: The practitioner’s source book for brief therapy (pp. 3-68). Milwau-

kee, WI: Family Service America.

Roberts, A. R. (Ed.). (1991). Contemporary perspectives on crisis interven-

tion and prevention. Englewood Cliffs, NJ: Prentice Hall.

Roberts, A. R. (2000). Crisis intervention handbook: Assessment, treatment

and research. New York: Oxford Press.

Smith, E. M., North, C. M., McCool, R. E., & Shea, J. M. (1989). Acute post

disaster psychiatric disorders: Identification of those at risk. American

Journal of Psychiatry, 147, 202-206.

Solomon, S., Gerrity, E. T., & Muff, A. M. (1992). Efficacy of treatment of

posttraumatic stress disorder. Journal of the American Medical Associa-

tion, 268, 633-638.

Solomon, Z., & Mikulincer, M. (1987). Combat stress reactions, posttraumatic

stress disorder, and social adjustment: A study of Israeli veterans. Jour-

nal of Nervous Mental Disorders, 175, 277-285.

Solomon, Z., Mikulincer, M., & Kottler, M. (1987). A two year follow-up of

somatic complaints among Israeli combat stress reaction casualties.

Journal of Psychosomatic Research, 31, 463-469.

Ursano, R. J. (1987). Posttraumatic stress disorder: The stressor criterion.

Nervous Mental Disorders, 175, 273-275.

Karin Jordan, Ph.D., is an associate professor and director of the
Graduate Department of Counseling at George Fox University,
Portland, Oregon.

144 THE FAMILY JOURNAL: COUNSELING AND THERAPY FOR COUPLES AND FAMILIES / April 2002

 at SAGE Publications - Full-Text Collections on December 16, 2008 http://tfj.sagepub.comDownloaded from 

http://tfj.sagepub.com

