
Effectiveness on Mental Health of Psychological
Debriefing for Crisis Intervention in Schools

Yifeng Wei & Magdalena Szumilas & Stan Kutcher

Published online: 3 August 2010
# Springer Science+Business Media, LLC 2010

Abstract The purpose of this paper is to provide a summary of evidence for the
effectiveness and safety of commonly used crisis interventions in schools, such as critical
incident stress debriefing (CISD), critical incident stress management (CISM), and
psychological debriefing (PD). Two researchers independently searched relevant databases
for reviews and meta-analyses in English language peer-reviewed journals using identified
keywords. The database search was supplemented by hand searches of the reference lists of
database-identified reviews. Selected reviews were compared and analyzed for the
effectiveness of CISD/CISM/PD interventions. Research findings suggest that these
interventions are ineffective and may be harmful. Evidence of effectiveness of CISD/
CISM/PD interventions in schools is very limited. Given evidence of ineffectiveness and
potential harm of CISD/CISM/PD interventions in adults and limited evidence of these
interventions in schools, there is no compelling reason to implement CISD/CISM/PD
following crisis events in schools.
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Psychological debriefing (PD) was first used as an intervention among soldiers during World
War I (Litz et al. 2002) to boost moral and reduce psychological distress, facilitating returns to
the front lines. Critical Incident Stress Debriefing (CISD) was introduced into civilian life in
the early 1980s by Mitchell (1983), as a group-based multi-component crisis intervention
program for emergency service workers (secondary trauma victims) (Everly et al. 2002).
CISD is usually applied by a trauma debriefer in seven phases: introduction, the facts,
thoughts and impressions, emotional reactions, normalization, planning for the future, and
disengagement (Mitchell 1983). In the 1990s, the term CISM was introduced to reference
the “overarching umbrella program/system,” of post-traumatic interventions, while the
term CISD was reserved for a subcomponent of the CISM program (Everly et al. 2000).
CISM is also composed of seven elements, including pre-crisis preparedness training,
large-group crisis interventions (e.g., demobilizations), defusing, CISD, individual crisis
intervention/counseling, family crisis intervention and follow-up, and referral mecha-
nisms for formal assessment if necessary (Everly and Mitchell 1997).

CISD/CISM is the most widely used method of PD globally and has been used in a diverse
range of settings and situations (Everly & Mitchell, 1999). For example, it is employed by
crisis counselors and mental health professionals as a first response to suicides, accidental
deaths and other community disasters. CISD/CISM has also been adopted by defense forces,
police forces, banks, hospitals, schools, and other institutional settings.

The application of CISD/CISM/PD is recommended following a crisis or traumatic incident in
schools in many countries. For example, a simple Google search identifies numerous school
districts throughout the US that have trained personnel in CISD/CISM or consult with CISD/
CISM personnel, including Alaska, California, Virginia, New York, and beyond. In Canada, the
Ministries of Education of Saskatchewan, Alberta, and British Columbia, endorse CISD as a
central component of their strategic response to traumatic incidents that occur within or impact the
school community (Alberta Learning: Special Education Branch 1999; British Columbia
Ministry of Education 1998; Saskatchewan Learning 2004). Training programs in CISD/CISM
for Canadian school personnel are also available (e.g., (Edmonton CISM Conference
Committee 2009)). In these school jurisdictions, all school staff, including the administration,
teachers and other school support staff, such as psychologists and counselors, are encouraged to
apply CISD/CISM with the help of trained personnel from the local mental health community.

The initial enthusiastic adoption of CISD/CISM occurred under the assumption that it
offered a safe means to substantially reduce acute symptoms of distress commonly
associated with exposure to traumatic incidents, thereby decreasing the risk for PTSD
(Everly and Mitchell, unknown). However, recent systematic reviews suggest that the
evidence to support its effectiveness in reducing psychological distress or preventing the
development of PTSD is at best insufficient, if not negative, and in some cases indicative of
harm (Litz et al. 2002; McNally et al. 2003; Roberts et al. 2009; Rose et al. 2002). In the
current climate that emphasizes evidence-based policies, programs, and interventions for
schools, it is critical to clarify the effectiveness of CISD/CISM/PD for use with students
following traumatic incidents (Stallard and Salter 2003). This paper provides a summary of
evidence on the effectiveness of CISD/CISM/PD for the reduction of psychological distress
and prevention of PTSD with a focus on the school setting.

Methodology

Two researchers independently searched PubMed, Cochrane Library, PsycINFO, ERIC, and
CINAHL databases for systematic reviews and meta-analyses in English language peer-reviewed
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journals using the keywords “critical incident stress debriefing”, “CISD”, “critical incident stress
management”, “CISM”, “psychological debriefing,” “crisis intervention,” and “post traumatic
stress distress intervention”. The above searches were repeated with the addition of the
keyword “school” to identify studies of interventions in school settings. The database
search was supplemented by hand searches of the reference lists of database-identified
reviews. Any systematic reviews and meta-analyses that discussed and compared the
effectiveness of the application of CISD/CISM/PD in mitigating psychological distress
and/or preventing the onset of PTSD after a traumatic event were included. Systematic
reviews/Cochrane reviews are protocol-driven reviews of primary research in healthcare
and health policy. They investigate and evaluate the evidence for the effects of
interventions for prevention, treatment, and rehabilitation in a systematic manner.
Cochrane Reviews are internationally recognized as the highest standard in evidence-
based health care and use a predefined, rigorous, and explicit methodology. Thirteen
publications discussed below were identified as “key articles” based on the above-stated
inclusion criteria for this summary. They include two Cochrane reviews of PD for
PTSD (Roberts et al. 2009; Rose et al. 2002), a systematic review from the United States
Task Force on Community Preventive Services evaluating the effectiveness of
interventions to reduce psychological harm from traumatic events among children and
adolescents (Wethington et al. 2008), two reviews of early psychological interventions for
trauma (Litz et al. 2002; McNally et al. 2003), two meta-analyses of post-trauma
debriefing (Cuijpers et al. 2005; van Emmerik et al. 2002), a review of psychological
treatments that cause harm (Lilienfeld 2007), and three meta-analyses authored by the
developers of CISD/CISM (Everly and Boyle 1999; Everly et al. 2002; Everly et al.
1999). The research studies cited in this paper are international in nature, originating from
the USA, UK, Netherlands, and Norway.

Results

Evaluations citing no effect or adverse effects

Two Cochrane reviews of PD interventions for the prevention of PTSD indicate that they
neither prevent the onset of PTSD, nor reduce psychological distress compared to control
treatments in adults (Roberts et al. 2009; Rose et al. 2002). The review by Rose and
colleagues summarizes the results of 15 randomized and quasi-randomized trials of PD
published between 1979 and 2004, and includes a meta-analysis of the results of a subgroup
of studies (n=9) with follow-up times ranging from 1 month to 3 years. The key finding of
this meta-analysis is that participants (both primary and secondary victims of trauma)
receiving PD interventions (single-session individual psychological intervention that
involved reworking/reliving/recollection of the trauma and subsequent emotional reactions)
reported no difference in onset of PTSD, and no reduction in PTSD severity compared to
those who did not receive this intervention. Two studies with follow-up times of 13 months
and 3 years found adverse effects of PD that evidence higher PTSD and overall anxiety
symptoms. No preventive effect on risk of diagnosis or severity of depression or diagnosis
of anxiety disorders, including PTSD, was found. The review by (Roberts et al. 2009)
reports the findings of 11 studies of the effectiveness of multiple session early
psychological interventions to prevent PTSD. No significant difference was found between
treatment and control conditions for diagnosis of PTSD for any multiple session early
psychological intervention, including CISD. Additionally, with regards to the CISD
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intervention, there was no significant effect of treatment on posttraumatic symptoms
(measured by Impact of Events Scale) at either 1 or 3 months follow-up. The Cochrane
reviews conclude with recommendations against the routine use of single session individual
debriefing (Rose et al. 2002) and multiple session early psychological interventions
(Roberts et al. 2009) after a traumatic event.

Subsequent to the Cochrane review of single session individual debriefing (Rose et al. 2002),
Litz et al. (2002) examined a subset of five methodologically sound randomized controlled
trials (RCTs) of CISD intervention for individual primary victims of trauma originally included
in the Cochrane review, and calculated a negative mean effect size for PTSD given PD
intervention (Cohen’s d=−0.11, 90% confidence interval: −0.32 to +0.10). This negative mean
effect size indicates that trauma survivors who had received the PD intervention had
more severe PTSD symptoms at follow-up than those who had received the control
intervention. More recently, an evaluation of psychological treatments that cause harm
by Lilienfeld categorized CISD as a “level 1 potentially harmful therapy” (probably
harmful for some individuals) due to a heightened risk for posttraumatic stress
symptoms that has been demonstrated in multiple RCTs (Lilienfeld 2007).

Two other meta-analyses evaluating the effectiveness of PD in adults also found no effect or
adverse effect of debriefing on onset (Cuijpers et al. 2005) and severity (van Emmerik et al.
2002) of PTSD symptoms. van Emmerik et al. (2002) compared the effects of seven studies
of CISD interventions, non-CISD interventions (30-min counseling, education, and historical
group debriefing) and no intervention, and found no evidence to suggest that CISD
interventions significantly reduced PTSD symptoms. In fact, the available data indicated a
detrimental effect of CISD on PTSD symptoms as compared to a positive effect of non-CISD
interventions or no intervention on symptoms after follow-up ranging from 1 day to
36 months. Furthermore, this review concluded that following the occurrence of a traumatic
event, providing no treatment was significantly better than applying CISD or CISD-type
interventions. Cuijpers et al. (2005) investigated the effect of psychological intervention on
the prevention of mental disorders in adults. Meta-analysis of the results of three studies
examining prevention of PTSD resulted in an overall increased but non-significant risk of
PTSD in individuals receiving PD after a follow-up time ranging from 99 days to 13 months.

Psychological debriefing in the school setting

Research pertaining to the effectiveness and safety of CISD/CISM/PD in the school setting is
limited (Wethington et al. 2008). The authors of the Cochrane review of this topic noted that
they were, “unaware of the evidence base surrounding debriefing in children” (16 years or
younger; Rose et al. 2002). Our literature search yielded a number of descriptive studies
discussing strategies for development of crisis intervention policies, protocols, and
teams in schools, and case examples of CISD/CISM/PD interventions in school
settings, especially after student suicide (postvention). However, no randomized
controlled trials or quasi-experimental controlled trials of CISD/CISM/PD interventions
in the school setting were identified.

The USTFPCS recently conducted a review of psychological interventions to prevent
harm from traumatic events in children and adolescents (Wethington et al. 2008). The
review states that based on the results of the single study that matched criteria for inclusion
in the analysis (Stallard et al. 2006), there is insufficient evidence to determine the
effectiveness of PD on posttraumatic psychological symptoms in children and adolescents
(Wethington et al. 2008). That study, which investigated the use of CISD in post-road
traffic deaths for children and adolescents, found that both intervention and control groups
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achieved considerable improvements at follow-up, and that the debriefing intervention did
not result in additional gains compared to the control group.

Evaluations citing positive effects

On the other hand, there is also some literature supporting the effectiveness of CISD/CISM/PD
in adults. Three meta-analyses evaluating peer-reviewed and controlled investigations found
PD (Everly et al. 1999), CISD (Everly and Boyle 1999), and CISM (Everly et al. 2002) to be
effective in reducing symptoms of psychological distress. Effect sizes ranged from large for
CISM (Cohen’s d >1.0) and CISD (Cohen’s d=0.86) to medium for PD (Cohen’s d=0.54).
However, substantive criticism has been levied against the methodologies used in these
analyses [e.g., (Devilly and Cotton 2003; Litz et al. 2002; McNally et al. 2003)]. For
example, none of the studies reported by Everly and colleagues were included in either the
Cochrane review or in the meta-analysis conducted by van Emmerik and colleagues
(Chemtob et al. 1997; Deahl et al. 1994; Hytten and Hasle 1989; Kenardy et al. 1996).
Furthermore, a number of studies included in the publications by Everly and colleagues could
not be located by independent searches of the literature, nor could the effect sizes in two
studies be replicated when independently calculated by other researchers (Devilly and Cotton
2003). An extensive review of the effectiveness of PD for the promotion of recovery from
posttraumatic stress (McNally et al. 2003) indicated that due to serious methodological
limitations including lack of control, lack of randomization, lack of pre-debriefing
assessment, lack of clarity about protocol (timing of debriefing, individual vs. group,
PD vs. CISD vs. CISM vs. psychotherapy), and brevity of follow-up, the studies
adduced in support of PD failed to, “provide a convincing case for the efficacy of
debriefing to mitigate distress and prevent posttraumatic psychopathology”. Notably,
the meta-analyses by Everly and colleagues did not evaluate the effectiveness CISD/
CISM/PD for reducing risk of onset or symptoms of PTSD or any other psychiatric
disorders. These criticisms may be even more concerning given the close ties between
the authors of some of the “positive” CISD/CISM studies and the developers and
marketers of CISD/CISM programs.

Discussion

This summary analysis of reviews of the effectiveness of CISD/CISM/PD underscores the
point that the use of such interventions conflicts with evidence of their ineffectiveness in
preventing the development of PTSD or any other psychiatric disorders. By interfering
with normal processes that work to ameliorate emotional distress and the remembering of
emotional experiences, psychological debriefing may interfere with the natural central
nervous system post-traumatic recovery process which consists of a complex interaction
between memory consolidation and memory retrieval. As noted by McNally et al. (2003),
“[p]rofessionals working with trauma survivors may have too quickly concluded that the
initial disinclination of survivors to discuss their trauma constitutes a form of
dysfunctional avoidance likely to hinder recovery.” In fact, studies have shown that only
about 10% of trauma survivors seek out mental health professionals to discuss their
experience (Rose et al. 1999). This natural intermittent processing favored by most
survivors may allow them to deal with the trauma while at the same time dealing with the
everyday problems they face when rebuilding their lives after trauma, and may prevent
survivors from becoming overwhelmed by their experience (McNally et al. 2003).
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Finally, while memory of traumatic events naturally fades, it may be that re-experiencing
of traumatic events retards this natural process of attenuation (McNally et al. 2003).

The lack of controlled studies of CISD/CISM/PD in school settings is furthermore
inconsistent with the application of these interventions in schools. What is concerning is
that there exist policies and practices promoting the use of CISD/CISM/PD interventions in
some schools—despite the lack of evidence of effectiveness in children and adolescents and
the presence of evidence of possible harmful effects in adults. Globally, the Inter-Agency
Standing Committee of the United Nations no longer recommends, “single-session
psychological debriefing for people in the general population as an early intervention after
exposure to conflict or natural disaster” (IASC 2007).

Therefore, given the lack of school-based research on effectiveness of CISD/CISM/PD
interventions, and given the presence of evidence for their ineffectiveness and potential
harm in adults, we argue that there is no compelling reason to support their provision to
individuals after trauma, including children and adolescents in school settings.

So what should school mental health professionals and policy makers consider when
faced with the question of what may constitute an appropriate crisis intervention in schools?
Recently, a worldwide panel of trauma intervention experts identified the following five
empirically supported intervention principles that should be used in post-trauma
intervention and prevention efforts (1) promotion of a sense of safety, (2) promotion of
calm, (3) promotion of a sense of self- and community efficacy, (4) promotion of
connectedness, and (5) promotion of hope (Hobfoll et al. 2007). While randomized
controlled studies are needed before any potential interventions can be identified as
evidence-based, some schools may still feel compelled to “do something”. Psychological
first aid (PFA), although requiring empirical validation, is recommended as an evidence-informed
guideline to assist in the recovery of trauma survivors through the provision of comfort, support,
connectedness, information and other coping strategies (Litz 2008, Litz et al. 2002;
McNally et al. 2003; Raphael et al. 1996; Uhernik and Husson 2009). PFA can be
provided to students through direct contact with professionals or indirectly through
interaction of PFA provider with parents/caregivers (Pynoos and Nader 1988; Ruzek et al.
2007). School mental health professionals can consider how best to apply PFA strategies
to address students’ needs and provide appropriate support in the aftermath of trauma,
and tailor that intervention to the population and setting in which it is provided. Specific
actions to be taken after a traumatic event, based on “core actions” of PFA (Ruzek et al.
2007), are shown in Table 1.

After provision of immediate assistance, it is also important that additional care be
provided to those most at risk for developing post-traumatic stress symptoms and those who
request it. Follow-up assessments and screening tools should be applied to measure and
detect survivors’ mental health symptoms that could suggest the development of a mental
disorder such as depression, delayed stress reaction or PTSD (Brewin 2001; Litz et al.
2002; McNally et al. 2003; Raphael et al. 1996). Professional assessment and referral to
appropriate health providers should be arranged for students or school personnel
demonstrating such symptoms. It is also necessary to train educational and support staff
to identify individuals who continue to show substantial symptoms of distress after the
incident and to refer them to appropriate mental health care providers for treatment. For
children and adolescents who show symptoms of PTSD after an experience of trauma, there is
strong evidence that individual or group cognitive behavioral therapy (CBT) is effective in
reducing symptoms (Wethington et al. 2008). In light of these findings, the USTFPCS
recommends that public and private organizations that provide assistance to traumatized people
(e.g., schools) consider providing CBT to traumatized individuals (Wethington et al. 2008).
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Table 1 Specific Actions to Be Taken after a Traumatic Event in a School Based on “Core Actions” of PFA
(Ruzek et al. 2007) with Selected Examples Based on Personal Experience (SK) are Shown Below

Contact and engagement Provider...

Introduces oneself, describes role, and asks for permission to talk to survivors

Focuses on identifying and helping meet immediate needs of survivors

Safety and comfort Provider…

Ensures immediate physical safety of self and others

Identifies individuals or environmental factors that may be harmful, dangerous,
or unsafe

Provides physical and emotional comfort, and promotes psychological sense of
safety

Stabilization (if necessary) Provider...

Attempts to calm survivors and reduce distress using developmentally
appropriate language

While most expressions of strong emotion do not require stabilization, in case of
extreme distress, enlists aid of family or friends, offers quiet place, offers quiet
conversation, helps focus on manageable thoughts and feelings, helps ground
in the present moment

Example:

Allow students and teachers access to a “quiet space” where they can congregate
after school hours for a short but reasonable length of time, should they wish
to do so.

Information gathering Provider...

Identifies immediate needs and concerns of survivors, focusing on immediate
post-disaster circumstances but also evaluating need for immediate referral,
additional services, or follow-up contact with mental health services providers.

Practical assistance Provider...

Problem-solves with survivors to meet immediate needs and concerns, generates
solutions, and assists with practical responses

Example:

Help students connect with parents/caregivers by enlisting use of school
telephones, making use of cell phones, and writing emails.

Connection with social
supports

Provider...

Assists with re-establishing contacts with parents/caregivers or other support
persons, in locating and contacting parents/caregivers, and in making contact
with parents/caregivers

Educates survivors about importance of social supports, and on how to be
supportive to others; in cases of socially isolated individuals, provides direct
social support or connects with support groups

Information on coping
support

Provider...

Gives brief education about the disaster, normal stress reactions, and positive
coping skills to both survivors and parents/caregivers

Provides assistance in addressing immediate needs, reducing psychological
distress, addressing immediate concerns, and supporting positive coping skills

Example:

Train school staff to identify students who continue to show substantial
symptoms of distress 4-6 weeks after the incident.

Linkage with
collaborative services

Provider...

Helps establish links between survivors with further need of mental health
services and the appropriate professionals

Provides referrals
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Alternatively, Cognitive Behavioral Intervention for Trauma in Schools, an intervention that has
been empirically validated for use in school-aged youth, could also be provided to individuals
demonstrating significant psychological distress weeks after the trauma has passed (Ngo et al.
2008). In the meantime, appropriate and scientifically valid research studies, unencumbered by
financial or ideological biases should be developed and implemented, and the results should be
widely disseminated to educators, administrators, and public officials responsible for health and
educational matters.

References

Alberta Learning: Special Education Branch. (1999). Supporting safe, secure and caring schools in Alberta.
Edmonton: Alberta Learning.

Brewin, C. R. (2001). Cognitive and emotional reactions to traumatic events: Implications for short-term
intervention. Advances in Mind-Body Medicine, 17(3), 163–168. doi:10.1054/ambm.2000.0308.

British Columbia Ministry of Education. (1998). Responding to critical incidents: A resource guide for
schools. Victoria: British Columbia Ministry of Education.

Chemtob, C. M., Tomas, S., Law, W., & Cremniter, D. (1997). Postdisaster psychosocial intervention: A field
study of the impact of debriefing on psychological distress. The American Journal of Psychiatry, 154(3),
415–417.

Cuijpers, P., Van Straten, A., & Smit, F. (2005). Preventing the incidence of new cases of mental disorders: A
meta-analytic review. The Journal of Nervous and Mental Disease, 193(2), 119–125.

Deahl, M. P., Gillham, A. B., Thomas, J., Searle, M. M., & Srinivasan, M. (1994). Psychological sequelae
following the gulf war. factors associated with subsequent morbidity and the effectiveness of
psychological debriefing. The British Journal of Psychiatry: The Journal of Mental Science, 165(2),
60–65.

Devilly, G. J., & Cotton, P. (2003). Psychological debriefing and the workplace: Defining a concept,
controversies and guidelines for intervention. Australian Psychologist, 38(2), 144–150.

Edmonton CISMConference Committee (2009). CISM conference educational sessions: Responding to the school
crisis: A CISM perspective. Accessed on Aug 21, 2009. Accessed from http://www.cism2009.com/sessions

Everly, G. S., Jr., & Mitchell, J. T. (1997). Critical incident stress management (CISM): A new era and
standard of care in crisis intervention. Ellicott City: Chevron.

Everly, G. S., Jr., & Mitchell, J. T. (1999). Critical incident stress management (CISM): A new era and
standard of care in crisis intervention (2nd ed.). Ellicott City, MD: Chevron Publishing.

Everly, G. S., Jr., & Boyle, S. H. (1999). Critical incident stress debriefing (CISD): A meta-analysis.
International Journal of Emergency Mental Health, 1(3), 165–168.

Everly, G. S., Jr, & Mitchell, J. T. (Unknown). A primer on critical incident stress management (CISM).
Accessed on Jan 07, 2009. Accessed from http://www.icisf.org/inew_era.htm

Everly, G. S., Boyle, S. H., & Lating, J. M. (1999). The effectiveness of psychological debriefing with
vicarious trauma: A meta-analysis. Stress Medicine, 15(4), 229–233.

Everly, G. S. J., Flannery, R. B. J., & Mitchell, J. T. (2000). Critical incident stress management (CISM): A
review of the literature. Aggression and Violent Behavior, 5(1), 23–40.

Everly, G. S., Jr., Flannery, R. B., Jr., & Eyler, V. A. (2002). Critical incident stress management (CISM): A
statistical review of the literature. The Psychiatric Quarterly, 73(3), 171–182.

Example:

Arrange for follow-up assessments and screening to measure and detect
students’ mental health symptoms that could suggest the development of a
mental disorder such as depression, delayed stress reaction or PTSD, and
arrange for professional assessment and referral to appropriate health providers
for individuals demonstrating such symptoms.

In the case of a suicide, arrange for monitoring of risk for suicide in immediate
peer group of deceased, and refer to appropriate healthcare providers those who
require mental health intervention.

Table 1 (continued)

346 Educ Psychol Rev (2010) 22:339–347

http://dx.doi.org/10.1054/ambm.2000.0308
http://www.cism2009.com/sessions
http://www.icisf.org/inew_era.htm


Hobfoll, S. E., Watson, P., Bell, C. C., Bryant, R. A., Brymer, M. J., Friedman, M. J., et al. (2007). Five
essential elements of immediate and mid-term mass trauma intervention: Empirical evidence. Psychiatry,
70(4), 283–315. discussion 316-69.

Hytten, K., & Hasle, A. (1989). Fire fighters: A study of stress and coping. Acta Psychiatrica Scandinavica.
Supplementum, 355, 50–55.

Inter-Agency Standing Committee (IASC). (2007). IASC Guidelines on Mental Health and Psychosocial
Support on Emergency Settings. Geneva: IASC.

Kenardy, J. A., Webster, R. A., Lewin, T. J., Carr, V. J., Hazell, P. L., & Carter, G. L. (1996). Stress
debriefing and patterns of recovery following a natural disaster. Journal of Traumatic Stress, 9(1), 37–
49.

Lilienfeld, S. O. (2007). Psychological treatments that cause harm. Perspectives on Psychological Science, 2
(1), 53–70.

Litz, B. T. (2008). Early intervention for trauma: Where are we and where do we need to go? A commentary.
Journal of Traumatic Stress, 21(6), 503–506.

Litz, B. T., Gray, M. J., Bryant, R. A., & Adler, A. B. (2002). Early intervention for trauma: Current status
and future directions. Clinical Psychology: Science and Practice, 9(2), 112–134.

McNally, R. J., Bryant, R. A., & Ehlers, A. (2003). Does early psychological intervention promote recovery
from posttraumatic stress? Psychological Science in the Public Interest, 4(2), 45–79.

Mitchell, J. T. (1983). When disaster strikes....The Critical Incident Stress Debriefing process. Journal of
Emergency Medical Services, 8, 36–39.

Ngo, V., Langley, A., Kataoka, S., Nadeem, E., Escudero, P., & Stein, B.S. (2008). Providing evidence based
practice to ethnically diverse youth: Examples from the Cognitive Behavioral Intervention for Trauma in
Schools (CBITS) program. Journal of the American Academy of Child & Adolescent Psychiatry, 47(8),
858–862.

Pynoos, R. S., & Nader, K. (1988). Psychological first aid and treatment approach to children exposed to
community violence: Research implications. Journal of Traumatic Stress, 1(4), 445–473.

Raphael, B., Wilson, J., Meldrum, L., & McFarlane, A. C. (1996). Acute preventative interventions. In B. A.
Van der Kolk, A. C. McFarlane, & L. Weisæth (Eds.), Traumatic stress: The effects of overwhelming
experience on mind, body, and society (pp. 463–479). New York: Guilford Press.

Roberts, N. P., Kitchiner, N. J., Kenardy, J., & Bisson, J. (2009). Multiple session early psychological
interventions for the prevention of post-traumatic stress disorder. Cochrane Database of Systematic
Reviews (Online), (3)(3).

Rose, S., Brewin, C. R., Andrews, B., & Kirk, M. (1999). A randomized controlled trial of individual
psychological debriefing for victims of violent crime. Psychological Medicine, 29, 793–799.

Rose, S., Bisson, J., Churchill, R., & Wessely, S. (2002). Psychological debriefing for preventing post
traumatic stress disorder (PTSD). Cochrane Database of Systematic Reviews (Online), (2)(2).

Ruzek, J. I., Brymer, M. J., Jacobes, A. K., Layne, C. M., Vernberg, E. M., & Watson, P. J. (2007).
Psychological first aid. Journal of Mental Health Counseling, 29(1), 71–49.

Saskatchewan Learning. (2004). Caring and respectful schools: Toward school plus: Ensuring student well-
being and educational success. Saskatoon: Saskatchewan Learning.

Stallard, P., & Salter, E. (2003). Psychological debriefing with children and young people following
traumatic events. Clinical Child Psychology and Psychiatry, 8(4), 445–457.

Stallard, P., Velleman, R., Salter, E., Howse, I., Yule, W., & Taylor, G. (2006). A randomised controlled trial
to determine the effectiveness of an early psychological intervention with children involved in road
traffic accidents. Journal of Child Psychology and Psychiatry, and Allied Disciplines, 47(2), 127–134.

Uhernik, J. A., & Husson, M. A. (2009). Psychological first aid: An evidence informed approach for acute
disaster behavioral health response. In G. R. Walz, J. C. Bleuer, & R. K. Yep (Eds.), Compelling
counseling interventions: VISTAS 2009 (Alexandria, VA ed., pp. 271-280) American Counseling
Association.

van Emmerik, A. A., Kamphuis, J. H., Hulsbosch, A. M., & Emmelkamp, P. M. (2002). Single session
debriefing after psychological trauma: A meta-analysis. Lancet, 360(9335), 766–771.

Wethington, H. R., Hahn, R. A., Fuqua-Whitley, D. S., Sipe, T. A., Crosby, A. E., Johnson, R. L., et al.
(2008). The effectiveness of interventions to reduce psychological harm from traumatic events among
children and adolescents: A systematic review. American Journal of Preventive Medicine, 35(3), 287–
313.

Educ Psychol Rev (2010) 22:339–347 347


	Effectiveness on Mental Health of Psychological Debriefing for Crisis Intervention in Schools
	Abstract
	Methodology
	Results
	Evaluations citing no effect or adverse effects
	Psychological debriefing in the school setting
	Evaluations citing positive effects

	Discussion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e5c4f5e55663e793a3001901a8fc775355b5090ae4ef653d190014ee553ca901a8fc756e072797f5153d15e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc87a25e55986f793a3001901a904e96fb5b5090f54ef650b390014ee553ca57287db2969b7db28def4e0a767c5e03300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020d654ba740020d45cc2dc002c0020c804c7900020ba54c77c002c0020c778d130b137c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor weergave op een beeldscherm, e-mail en internet. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for on-screen display, e-mail, and the Internet.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200037000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003000200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


