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Abstract 

Background: Since September 2000 Israeli children have been exposed to a large 

number of terrorist attacks. A universal, school-based intervention for dealing with the 

threat of terrorism as well as with terror-related symptoms, ERASE-Stress (ES), was 

evaluated in a male religious middle school in southern Israel. The program was 

administered by the homeroom teachers as part of the school curriculum. It consists of 12 

classroom sessions each lasting 90 minutes, and included psycho-educational material, 

skill training and resiliency strategies delivered to the students by homeroom teachers. 

Methods: 114 7th and 8th grade students were randomly assigned to the ES intervention 

or were part of a waiting list (WL). They were assessed on measures of posttraumatic 

symptomatology, depression, somatic symptoms and functional problems before and 3 

months after the intervention or the WL period. Results: Three months after the program 

ended, students in the experimental group showed significant reduction in all measures 

compared to the waiting-list control group. Conclusions: The ERASE-Stress program 

may help students suffering from terror-related posttraumatic symptoms and mitigate the 

negative effects of future traumatic experiences. Furthermore a school-based universal 

program such as the ERASE-Stress may potentially serve as an important and effective 

component of a community mental health policy for communities affected by terrorism. 

Keywords: School-based interventions, children, trauma, terrorism, PTSD, depression.
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 In the Middle East, youth have been exposed to ongoing traumatic conditions due 

to the Israeli-Palestinian conflict, a conflict which has taken a significant toll on both 

Israeli (Pat-Horenczyk, Abramovitz, Peled, et. al., 2007) and Palestinian children 

(Giacaman, Shannon, Saab, et. al., 2007; Thabet & Vostanis, 2002).

Studies have suggested that children and adolescents who are exposed to ongoing 

war and violent conditions are at high risk of suffering from developmental impairments, 

depression, behavioral and functional disturbances, distress-related psychiatric 

symptomatology and health problems (Baker & Shaloub-Kerkovian, 1999; Cicchetti, 

Toth, & Lynch, 1993; Gabarino & Dubrow, 1996; Kinzie, Sack, Angell, Clarke, Rath, 

1986; Kopelowicz et al., 2002; Laor, Womer, & Choen, 2001; Pat-Horenczyk, 2005 

Trappler & Friedman, 1996; Yule, Perrin, & Smith, 2001).

Prevalence estimates of war-related posttraumatic stress disorders (PTSD) among 

youth range from 8% - 75%, depending on the study (Gurwitch, Sitterle, Young, & 

Perfferbaum, 2002; Saigh, Yasi, Sack, & Koplewicz, 1999). Furthermore, there is 

convincing evidence that, for youth who are exposed to traumatic conditions, the negative 

psychological impact may not be transient (Desivilya, Gal, & Aylon, 1996; Dyregorv, 

Gjestad & Raundalen, 2002; Klingman, 1992; Laor, Wolmer, Mayes, et.al, 1997; 

Rosenthal & Levy-Shiff, 1993; Weisenberg  et. al., 1993). 

Based on these findings, there is an urgent need to support youth who live under 

conditions of war and terrorism with community mental health services in order to 

enhance their resiliency and to reduce their risk of developing long-term posttraumatic 

symptoms. 

As children spend a majority of their day in an educational setting, schools are an 

ideal venue for providing mental health services (Ehntholt, Smith & Yule, 2005; Wolmer, 

Laor, Dedeoglu, Siev & Yagan, 2005). The classroom serves multiple purposes: it 
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provides an environment which promotes normalcy and reduces stress reaction- and 

intervention-related stigma (Pfefferbuam, Fairbrother, Brandt , et. al., 2004), gives the 

students a supportive peer group with whom they can practice the coping skills learned 

from the program delivered (Yule & Williams, 1990) and reinforces trauma-related 

healing processes (Stein et. al., 2003).

As the consequences of trauma on children become more apparent, there has been 

a simultaneous increase in the number of school-based interventions, which have been 

designed to combat these effects. (Jaycox, Morse, Tanielian & Stein, 2006). Most of the 

existing traumatic stress interventions fall into one of two categories: targeted 

interventions aimed primarily at children showing symptoms of traumatic stress 

reactions; and universal interventions which are directed at all children irrespective of 

symptomatology. 

Four universal school-based programs dealing with students exposed to war and 

terrorism have thus far been reported. Two programs are based primarily on cognitive-

behavioral coping skills: Healing after Trauma Skills (HATS; Gurwitch & Messenbaugh, 

2001) and the “Building Resilience” Project (BRP; Baum, 2005). The “Classroom-Based 

Intervention Program” (CBI; Macy, Macy, Gross & Brian, 2003) also uses cognitive-

behavioral strategies but integrates with it expressive therapy and body-oriented 

interventions. The fourth program, "Overshadowing the Threat of Terrorism" (OTT; 

Berger, Senderov, Horwitz, Gelert, Sendor, 2003), combines several of the cognitive-

behavioral components with art-therapy techniques, body-oriented strategies and parental 

involvement. So far, HATS and BRP have relied primarily on qualitative and anecdotal 

data while the CBI program has provided some preliminary data but lacks experimental 

design components such as randomized assignment, the use of blind evaluators or 

treatment adherence components (Khamis, Macy & Coignez, 2004). Empirically, in a 
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quasi-randomized control trial, OTT revealed efficacy in reducing terror-related 

posttraumatic symptoms in elementary school students in a town heavily exposed to 

terror (Berger, Pat-Horencyk & Gelkopf, 2007).

Since our target population was not identified as symptomatic children and since 

most of the students in the school we have chosen had not been directly exposed to war 

and terror, we decided to employ Erase-Stress (ES, Berger & Manasra, 2005), a universal 

intervention which focuses on building resiliency, strengthening students’ resources and 

avoiding direct exposure to students' past traumatic experiences. While OTT has shown 

empirically its efficacy in reducing terror-related posttraumatic symptoms in elementary 

school students (Berger et. al., 2007), there were two reasons that led us to choose the ES 

program over the OTT program. First, we found in a pilot study that the ES program 

activities seem more appropriate for students in secondary and high schools than the 

activities in the OTT program. Secondly, the ES program focuses more on developing 

resiliency strategies than on learning and practicing coping skills. This seemed to be more 

appropriate for students dealing with the threat of war and terror rather than with the 

actual experiences.

This study aimed to examine the effectiveness of a new universal intervention, the 

Erase-Stress program, a school-based universal intervention geared to reduce and prevent 

posttraumatic reactions in secondary students (Berger & Manasra, 2005). The program 

incorporates psycho-educational material and skill training with meditative practices and 

narrative techniques in order to re-process traumatic experiences. The content of each 

session is presented in Box 1.
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Method

Setting and Participants

This study was conducted from January to March  2006 in an all-male religious 

public secondary school in Beer Sheba, the largest southern city in Israel where several 

terror attacks occurred since 2000, the beginning of the latest Palestinian Intifada. The 

school is part of the "National religious" school network under the auspices of the 

Ministry of Education where about 20% of the entire 1.000.000 Israeli school population 

is enrolled (Israeli Ministry of Education, 2008). This school network applies the school 

curriculum of the Ministry of Education as well as additional religion-oriented classes. In 

all these schools there is gender separation. It was decided to implement the program in 

the 7th and 8th grades as the program could not be incorporated into the curriculum of the 

higher grades. The program was introduced in the school curriculum. The Ethics 

committee of the Ministry of Education approved of the study. 

The study was presented first to the principal, the guidance counselor and the 

school psychologist. Following their agreement, we spent a 3-hour session explaining the 

approach and its rationale to the 7th and 8th grade homeroom teachers and to other school 

personnel.  We stressed the potential of the program to alleviate students’ distress and to 

improve their academic functioning. In order to elicit their motivation, we promised to 

give them a certificate of treatment completion as well as the Erase-Stress manual.  

The principal sent letters to the parents outlining the goals and the nature of the program 

asking for their consent to include their children in the program as well as to participate 

in the study. All parents agreed to include their children in the program and the parents 

who agreed to have their child participate in the assessment provided written informed 
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consent to allow their children to complete the study questionnaires and to participate in 

two psycho-educational sessions.

Figure 1 shows the sampling and assignment of students to the active ES and 

control waiting list groups. From the entire 5 classes of the secondary school population 

of 147 7 th and 8th grade students, 114 students (77.5%) participated in the assessment of the 

program in either the ES (n=58) or a waiting list (WL, n=49). The remaining 33 students 

(22.5%) underwent the training or the control condition but were not assessed because 

their parents did not provide written informed consent or did not agree to participate in 

two psycho-educational sessions. None of the parents objected to their children 

participating in the intervention.

Procedure

Originally all five-7th and 8th grade homeroom teachers agreed to participate in the 

project and apply the ERASE-Stress program. After the training, we decided randomly 

(by coin flipping) to assign one of the 7th grade classes to the experimental ERASE-Stress 

condition (ES) and one class to a waiting list (WL) condition. Then we assigned (by coin 

flipping) two of the 8th grade classes to the ES and one to the WL condition. We thus 

assigned 3 classes to the ES (one from 7th and two from 8th grade) and 2 classes (one 

from 7th and one from 8th grade) to a waiting list (WL) for which the intervention would 

be applied the following year. 

Both the intervention (ES) and control (WL) classes took place within the 

framework of weekly social study classes and lasted for an hour and a half. During these 

classes societal issues are presented and discussed with the homeroom teachers, including 

political, social and individual aspects of the Palestinian-Israeli conflict.
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Each class contained between 28-31 pupils of whom 76% to 79% participated in 

the assessment. The students’ sessions were on a weekly basis, and started immediately 

following the teachers’ training. 

At the beginning of the project, parents attended two psycho-educational sessions 

delivered by one of the trainers and the school’s guidance counselor. These sessions 

focused on describing the program and its rationale. Parents learned what normal and 

abnormal reactions to traumatic stress are, and how to assist their children in coping with 

these conditions. 

Blinding and Questionnaire Administration

The questionnaires were self-administered in the class setting about one week before 

and three months after the 12 training sessions. Trained clinicians blind to the participants' 

experimental condition were present during the administration in order to assist the students 

to complete the questionnaires and to monitor for adverse reactions due to the administration. 

According to their reports, aside of occasional difficulties in understanding some of the 

questions, no negative reactions were observed or reported by the students. The 

questionnaires were coded to protect confidentiality of the students and took about 30 

minutes to complete. 

Questionnaires

Apart from age, religious affiliation [religious (ie, attempted to follow most of the 

religious rules such as wearing a cap in secular society), traditional (ie, followed most of 

the religious rules of their respective ethnic traditions, usually only within the confines of 

their homes and places of prayer) and orthodox (ie, lived in a religious community, and 
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followed the religious rules socially as well as personally)] a structured questionnaire 

including questions drawn from several questionnaires measuring objective and 

subjective exposure to terrorism, PTSD symptomatology, functional impairment, somatic 

complaints, and fear was used.

Objective Exposure (Pat-Horenczyk, et al. 2007). Students were asked to respond 

"yes" or "no" to seven statements about the degree and type of their exposure to terrorist 

attacks. Exposure level was defined as a three-level variable: (a) personal exposure 

(including indirect exposure or loss), i.e., being present at a terrorist attack with or without 

being physically injured or knowing someone close who was injured or killed in such an 

attack; (b) near-miss, i.e., having been near the site when a terrorist attack was taking place, 

having been at the site before an attack or after an attack; and (c) no exposure, i.e., no 

exposure to a terrorist attack, excluding exposure through the media. Individuals with several 

exposures were placed with the most severe category. One positive response was regarded as 

meeting criterion A1 of PTSD (exposure to a traumatic event), as specified in DSM IV TR. 

A test-retest assessment on 142 students (Berger et al., 2007) calculated on a cumulative 

exposure index was found to be.85.  

Subjective Exposure (Pat-Horenczyk, et al. 2007) - Significant distress, helplessness 

and horror experienced due to terror exposure was assessed with 3 questions regarding 

whether participants experienced any of those emotions, using a 5-point scale from 1 (did not 

experience this emotion at all) to 5 (experienced this emotion often). So as to avoid over-

inclusion one score of at least 4 was necessary to fulfill criterion A2 (DSM-IV) of PTSD 

(Pat-Horenczyk et al., 2007). A two-week test-retest in a pilot study of (n=30) (Berger et al., 

2007) calculated on the total score was found to r=.84, and criterion matching was found to 
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be 100% identical in both measurements.   In the present study we found Cronbach alpha to 

be .82. 

UCLA PTSD Index for DSM IV (Child version, Rodriguez et al., 1999) - The 

severity of PTSD symptoms was assessed using the basic version of the UCLA PTSD Index 

for DSM IV (Child version) (Rodriguez, Steinberg and Pynoos., 1999). This is a 17-item 

self-report questionnaire, used in the assessment of PTSD and traumatic stress in children. 

Respondents indicate how frequently they experience a symptom using a 5-point Likert scale 

ranging from never experienced (0) to experienced very often (4). A Cronbach's alpha score 

of.90 was reported and test-retest reliability ranged from good to excellent (Steinberg et al., 

2004). Internal consistency of the Israeli version was similarly highly satisfactory 

(Cronbach’s Alpha =.90) (Pat-Horenczyk, et al., 2007). The original version of the index was 

translated into Hebrew and back translated and adapted to the Israeli reality (Schwartzwald, 

Weisenberg, Waysman, Solomon & Klingman, 1993). In the present study we found 

Cronbach alpha to be .89.

A categorical measure of self-reported symptom criteria for PTSD was constructed by 

assessing whether the reported symptoms met the criteria required for a DSM-IV diagnosis. 

A score of at least 3 was necessary for an item to be considered both as symptom criteria for 

PTSD and a distinct symptom of traumatic stress. A PTSD severity score (sum of scores on 

all 17 items: range 0-68) was computed. 

Functional impairment questionnaire. Functional impairment was measured 

using 7 items drawn from the Disc Predictive Scales (DPS), which were derived from the 

Child Diagnostic Interview Schedule (Lucas, et al., 2001). The participants were asked to 

indicate whether they had experienced functional impairment due to terrorist attacks in

social relationships (2-items), school performance (2-items), family relationships (2-
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items), and after-school activities (1-item) on a 5-point scale ranging from 1 (not at all) to 

5 (very much). A functional impairment score was computed as the sum of all items. To 

meet the functional impairment criterion (F) for PTSD, a respondent was required to have 

reported “much” or "very much" impairment in at least one domain. The items were 

translated and back translated from the original scale. The internal reliability of the 

functional impairment questionnaire was satisfactory (Cronbach’s Alpha = 0.78). 

Somatic complaints related to terrorism were assessed using five yes/no 

categorical items from the Disc Predictive Scales (DPS) (Lucas et al., 2001). These 

included stomach, respiratory problems, headaches, sleeping problems, excessive eating 

or appetite loss and ‘other problems’. The items were translated and backtranslated from 

the original scale. The internal reliability of the somatic complaint questionnaire was 

reasonable (Cronbach’s Alpha = .64). 

Brief Beck depression inventory (Brief BDI) (Beck & Beck, 1972). This self-

report measure shortens the BDI without loss of reliability or validity (Beck, Ward, 

Mendelson, Mock & Erbaugh, 1961). The seven items are scored 0-3; higher scores 

indicate increased depression.  Beck, Rial, & Rickles., (1974) reported that the long form 

and the seven-item version correlate at 0.90. The original Beck Depression Inventory was 

officially adapted to Hebrew by Montag (1979) who performed a translation and back 

translation and a validity and reliability assessment of the Hebrew version of the 

questionnaire. We used the 7 items found in the Brief BDI. In the present study the 

internal reliability of the functional impairment questionnaire was satisfactory 

(Cronbach’s Alpha = 0.75). 

Intervention

Teacher Training and Training Application
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Teacher training comprised of 7 three-hour sessions (21 hours) and was conducted by 

an experienced therapist familiar with the ERASE-Stress program. During the training the 

teachers were exposed to the full program including psycho-educational information, 

experiential exercises, and skill practices. Classroom simulations were conducted throughout 

the training where dissemination techniques and skills were practiced and evaluated. During 

the application of the program with the students, the teachers received 3 two-hour supervision 

sessions in which issues of application were raised and solutions were offered by the group 

and the trainer.

The ERASE-Stress intervention consists of twelve classroom sessions of 90 minutes 

in length, held weekly (Box 1).  All sessions include homework review, warm-up 

introduction, experiential exercise, psycho-educational material, learned skill, and a closure 

exercise followed by a new homework assignment. The topic covered in the program are: the 

stress continuum, strengthening your personal coping style, being in your body, knowing 

your feelings, controlling your emotions with your mind, dealing with anger and rage, 

dealing with fears, coping with grief and loss, turning crisis into an opportunity, boosting 

your self-esteem, building your support system and seeking a better future. (More details of 

the intervention are presented in Box 1).

Program Reliability and Consistency

During the training periods, the three participating homeroom teachers had three 

90-minute supervision sessions with the author of the manual (RB) in order to maximize 

consistency in application of the protocol, as well as to deal with potential problems. 

Program adherence in the three classes was evaluated by ERASE-Stress trainers-in-

training. They were familiar with the ERASE-Stress manual and observed the homeroom 

teachers during the application phase. They rated the teachers’ adherence to the manual 

by means of a 6-point Likert scale applied to five areas: (1) whether the teacher adhered 
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to the topics; (2) whether the exercises were followed; (3) whether the class members 

participated actively in the session; (4) whether the homework was discussed; and (5) 

whether the overall orientation of the course was upheld. 

For all classes and all questions, responses selected were either 5 or 6 on the 6-point 

Likert-type scale that itself ranged from 0 ( not at all as stipulated in the manual) to 5 

(exactly as stipulated in the manual).

Statistical Analysis

All statistical analyses were performed with SPSS 15.0. Rates are reported here as 

raw numbers, and standard deviations accompany the means. The ES and WL groups 

pretest scores (baseline) on age, exposure and clinical variables were compared using 

two-tailed independent T-tests. To assess treatment effect we used a mixed design 

repeated measure ANOVA with the intervention as the between group factor and time as 

the within factor. In addition, and in absence of data on normative samples, we used a 

Reliability Change Index (RCI, Jacobson & Truax, 1991) to assess clinical significance 

for the posttraumatic severity score. 

We did not use a nested design because this would have significantly reduced the 

power of the analysis and because we subsequently did not find any differences in change 

scores between the classes on any of the measures within the ES intervention mode or the 

WL control classes. There were no missing data.

Results

Description of the population
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Students were all male and of religious background. Average age was 13.05 years 

(range 12-14.5; SD=.65) old. Ninety-nine (92.5%) of the students were religious 7 (6.5%) 

were traditional, and 1 (1%) was orthodox. 

As far as the students' exposure to terror attacks, 3 (2.8%) reported that they had 

planned to be in the place were a terrorist attack occurred, 19 (9.3%) reported being there just 

before or just after an attack, 13 (12.1%) reported having been close to a terrorist attack when 

one occurred, 2 (1.9%) reported having been present during an attack, 14 (13.1%) reported

having known someone who was hurt in an attack, 11 (10.3%) reported having known 

someone who died in a terrorist incident, none were personally hurt during a terrorist attack. In 

other words, 25.3 % of the students reported personal exposure, 24.2% of them reported near-

miss exposure and 50.5% reported no exposure of any kind. There were no differences in age 

and exposure variables between groups. The ERASE-Stress experimental and WL groups were 

also similar in every baseline variable. None of the control and three of the experimental group 

had full PTSD at baseline.

The Pre-intervention assessments showed posttraumatic symptom severity to be at least 

as elevated as in one other study assessing the impact of terror on children’s mental health in 

Israel (Berger et al., 2007) during roughly the same period, and assessed with the same 

questionnaire. Pre-intervention scores were also found to be much higher than in a large sub 

sample (n=312) of children having had no exposure to terrorism in Israel (Pat Horencyck, 

2007).  

Treatment Effects

Table 1 shows the mean scores on each of the outcome variables at each 

assessment time (first vs. second assessment) by group (ES vs WL). Results show PTSD 

severity, functional problems, somatic complaints and depression scores to be all 

significantly reduced in the experimental Erase-Stress group, compared to the waiting list 
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group. Furthermore after the training none of the 3 students in the ES experimental group 

remained with full-blown PTSD, while 3 students who did not have PTSD in the control 

group had PTSD after the waiting-list period. Based upon Jacobson & Truax's (1991) 

calculations of Reliability Change Index (RCI) we found in the in the experimental group 

44 (75.9%) students who improved from pre- to post test above the SE=1.96 (criteria for 

reliable change when taking into account the scale's standard deviation and Cronbach 

alpha reliability), and 14 (24.1%) who improved less than SE=1.96. In the control group 

6 (12.2%) improved >SE=1.96, twenty-eight <SE=1.96, and 15 worsened with a SE score 

between -1.96 and -.01. Differences between the experimental and control group were 

found to be significant (χ2=48.1, df=2, p<.001). Further analysis showed no impact of 

level of exposure or age on changes of the outcome measures over time. In the 

experimental condition analysis comparing baseline measure and the differential scores 

(first minus second assessment) showed that students with worse scores improved more 

on all the outcome measures (Pearson r for depression =.67 (p<.001); for somatization 

r=.52 (p<.001); for functional problems r=.72 (p<.001) and for the number of 

posttraumatic symptoms r=.63 (p<.001). 
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Discussion

While the levels of exposure are relatively low when compared to the exposure 

levels experienced by students from Hedera (Berger et. al., 2007), Jerusalem and nearby 

settlements (Pat-Horenczyk, 2004) and those in 7 major cities in Israel (Pat-Horenczyk et. 

al., 2007), they are still rather high considering the fact that the town of Beer Sheva has 

not been heavily exposed to terror attacks. This finding, thus, supports the notion that the 

impact of terrorism in Israel may not be geographically-specific and may relate to a 

compromised sense of safety experienced by many Israeli citizens (Bleich, et. al., 2003; 

2006; Gelkopf, et al., 2008) 

More importantly, this study illustrates the efficacy of the ES school-based 

intervention in reducing stress-related symptoms in 7th and 8th grade students exposed to 

varying levels of terrorism. Students who received the ES standardized program showed 

significant reductions on all measures of PTSD symptomatology, depression, somatic 

complaints and functional problems compared to the control group three months after the 

completion of the program. There were no significant differences in benefits between 7th

and 8th grade students. Additionally, while the terrorist threat continued to take its toll on 

the control group, none of the students in the ES group showed significant symptomatic 

worsening, suggesting that the intervention had no detrimental effect and that it may have 

had a resiliency or resistance strengthening impact. 

A further interesting fact is that the intervention was especially helpful for those 

who showed higher levels of psychological distress. This finding is consistent with our 

previous study of the OTT program (Berger et. al., 2007) and the application of the ES 

program with Sri-Lankan children victim of the Tsunami (Gelkopf, Ryan, Cotton, & 

Berger, 2007; Berger, & Gelkopf, submitted). 
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Clinical Implications 

There is growing recognition that schools should play a more central role in 

identifying traumatized children and in providing mental health services following 

traumatic events (Chemtob, Nakashima & Hamada, 2002; Jaycox, Morse, Tanielian & 

Stien, 2006; Klingman, 1992). The ES program can be provided through local public 

schools by teachers who are acquainted with the students and parents, and can potentially 

reach diverse social and ethnic populations.  The program has already been offered to 

Tsunami victims in Sri Lanka (Berger & Gelkopf, submitted) and for terror victims in 

Southern Thailand (Berger & Gelkopf, in preparation).

Personal participation of the teachers in the Erase-Stress intervention is important. 

Pfefferbaum and her colleagues (Pfefferbaum, Fairbrother, Brandt, et. al., 2004) observed 

that following 9/11 teachers in NY seemed to be at least as traumatized by the events as 

their students. The fact that the teachers personally experienced the training probably 

strengthened their coping abilities, thereby rendering them more efficacious in assisting 

their students. 

We found no contraindication for students with various levels of posttraumatic 

symptom severity to participate in the ERASE-Stress program, a general intervention for 

trauma-exposed students. The program can then be followed by specialized interventions 

for those who do not show significant improvement. 

Though ES was developed in order to deal with war and terror-related distress, it 

was reported by the teachers that it was also beneficial in reducing students’ 

posttraumatic stress reactions resulting from other traumas, such as the unexpected death 

of one of the students' parents due to a heart attack or an acrimonious divorce of the 
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parents of another student. Further studies regarding broader implementation of the ES 

program are warranted.

Limitations and strengths 

The use of one secondary religious school in one Israeli city can hardly make the 

results generalizable to all Israeli secondary school students, particularly for students who 

reside in areas that were more heavily exposed to war and terror. Secondly, since there 

were no follow-up assessments, duration of impact cannot be measured. Furthermore, 

since no active placebo comparison group or comparative psycho-educational program 

was used, we cannot determine whether the measured impact was intervention-specific. 

Conversely, this study has significant strengths including the fact that a waiting 

list control group was employed, the use of a structured program (Teacher's manual, 

Berger & Manasra,  2005)  for enhancing students’ resiliency with a fidelity check for the 

intervention, the use of clearly defined target outcomes and a comprehensive, reliable and 

valid assessment battery. 

Furthermore, in addition to the significant improvements in students’ symptoms 

and functional impairment scores, it was reported by the homeroom teachers and the 

principal that several students in the ES group both improved their academic performance 

and had fewer behavioral problems. 

Future Implications

Future research should assess the effectiveness of the ES program for larger and 

more diverse student populations of different ages, ethnic backgrounds and severity of 

posttraumatic symptoms. Furthermore, evaluation of the long-term impact of ES on 

stress-related symptomatology, academic performance, classroom behavior and use of 
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health care as well as the changes in mood and behavior in the home may be instructive 

in modifying the program. 

Conclusions

The proposed intervention, inspired by the public mental health approach, may 

indeed provide a promising model for dealing with students affected by war and the 

threat of terrorism. 

Page 19 of 29 JCPP/CAMH

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For Peer Review

20

References

Baker, A., & Shaloub-Kerkovian, N. (1999). Effects of political and military traumas on 

children: the Palestinian case. Clinical Psychology Review, 19, 935-950.

Baum, N. (2005). Post-traumatic distress in adolescents exposed to ongoing terror: 

Findings from a school-based screening project in the Jerusalem Area. Pp. 335-348. 

In: Daniely Y, Brom D, Sills J. Holland (Eds.): The Trauma of Terrorism: Sharing 

Knowledge and Shared Care, An International Handbook. Haworth Press, MI; 

Beck, A.T., & Beck, R.W. (1972). Screening depressed patients in family practice. 

Postgraduate Medicine, 52, 81-85.

Beck, A.T., Rial, W.Y., & Rickles, K. (1974). Short form of depression inventory: Cross 

validation. Psychological Reports, 34, 1184-6. 

Beck, A.T., Ward, C.H, Mendelson, M., Mock, J.E., & Erbaugh, J.K. (1961). An 

inventory for measuring depression. Archives of General Psychiatry, 4, 561-71. 

Berger, R., & Manasra, N. (2005). Enhancing resiliency among students experiencing 

stress (ERASE -STRESS CHERISH): A manual for teachers. Natal, Trauma Center 

for Victims of terror and War; Tel Aviv, Israel (Hebrew).

Berger, R., Senderov, D., Horwitz, M., Gelert, L., & Sendor, D. (2003). Overshadowing 

the Threat of Terrorism: Developing Students resiliency: A Teacher's Manual. 

Natal, Trauma Center for Victims of terror and War; Tel Aviv, Israel (Hebrew).

Berger, R., Pat-Horencyk, R., & Gelkopf M. (2007). School-based intervention for 

prevention and treatment of elementary-pupil's' terror-related distress in Israel: A 

quasi-randomized controlled trial. Journal of Traumatic Stress,  20, 541-551

Berger, R; Gelkopf, M. (submitted). A School-based intervention for the treatment of 

tsunami-related distress in children: A quasi-randomized controlled trial.

Page 20 of 29JCPP/CAMH

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For Peer Review

21

Berger, R., & Gelkopf, M. (in preparation). A school-based intervention to reduce 

posttraumatic symptomatology in Thai children victims of the tsunami.

Bleich, A., Gelkopf, M., Melamed, Y., & Solomon, Z.  (2006) Mental health and 

resiliency after 44 months of terrorism: A survey of an Israeli national 

representative sample. BMC Medicine, 4, 21 (1-11). 

Bleich, A, Gelkopf, M., & Solomon, Z. (2003). Exposure to terrorism, stress-related 

mental health symptoms, and coping behaviors among a nationally representative 

sample in Israel. Journal of the American Medical Association, 290, 612-620.

Chemtob, C.M, Nakashima, J., & Hamada, R.S. (2002). Psychosocial intervention for 

post disaster trauma symptoms in elementary school children. Archives of 

Pediatric Adolescent Medicine, 156, 211-6.

Cicchetti., D., Toth, S., & Lynch, M. (1993). The developmental sequelae of child 

maltreatment: Implications for war-related trauma. Fox, Nathan A (Ed); Leavitt, 

Lewis A (Ed). The psychological effects of war and violence on children. (pp. 41-

71). Hillsdale, NJ, England: Lawrence Erlbaum Associates, Inc. 

Desivilya, H., Gal, R., &  Aylon O. (1996). Long-term effects of trauma on adolescents: 

comparison between survivors of a terrorist attacks and control counterparts. 

Anxiety Stress and Coping, 9, 1135-1150.

Dyregrov, A., Gjestad, R., & Raundalen, M. (2002). Children exposed to warfare: A 

longitudinal study. Journal of Traumatic Stress, 15, 59-68.

Ehntholt, K.A., Smith, P.A.,  & Yule, W. (2005). School-based cognitive-behavioral 

therapy group intervention for refugee children who have experienced war-related 

trauma. Clinical Child Psychology and Psychiatry, 10, 235-250.

Page 21 of 29 JCPP/CAMH

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For Peer Review

22

Gabarino, J., & Dubrow, N. (1996).The effects of political violence on Palestinian 

children's behavior problems: A risk accumulation Model. Child Development,

67, 33-45.  

Gelkopf, M. Ryan, P. Cotton, S., Berger, R. (2008). The impact of a “training of the trainers” 

course  for helping Tsunami-Survivor children on Sri Lankan disaster volunteer 

workers.  International Journal of Stress management 15, 117-135. 

Gelkopf, M., Solomon, Z; Berger, R., Bleich, A. (2008). The mental health impact of  

terrorism on the Arab minority in Israel. A repeat cross-sectional study of Arabs 

and  Jews. Acta Psychiatria Scandinavica. 117; 269-380. 

Giacaman, R.,  Shannon, H.S., Saab, H., Arya, N., & Boyce, W. (2007). Individual and 

collective exposure to political violence: Palestinian adolescents coping with 

conflict. European Journal of Public Health, 17, 361-368. 

Gurwitch RH, Messenbaugh A: Healing After Trauma Skills: A Manual for  

Professionals, Teachers and Families Working with Children After 

Trauma/Disaster. Oklahoma City: Children’s Medical Research Foundation. 2001

Gurwitch, R.H., Sitterle, K.A., Young, B.H., & Pfefferbaum, B. (2002). The aftermath of 

terrorism. In: Helping children cope with disasters and terrorism. (pp. 327-358) 

Edited by La Greca AM, Silverman WK, Vernberg EM, Roberts M. Washington, 

DC: American Psychological Association.

Israeli Ministry of Education (2008). 

http://cms.education.gov.il/EducationCMS/Units/Owl/Hebrew/UvdotNetunim/net

unim/ Last accessed July 5, 2008.

Jacobson, N.S., & Truax, P. (1991). Clinical significance: A statistical approach  to 

defining meaningful change in psychotherapy research. Journal of Consulting and 

Clinical Psychology, 59, 12-19. 

Page 22 of 29JCPP/CAMH

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

http://cms.education.gov.il/EducationCMS/Units/Owl/Hebrew/UvdotNetunim/netunim/
http://cms.education.gov.il/EducationCMS/Units/Owl/Hebrew/UvdotNetunim/netunim/
http://web5.silverplatter.com/webspirs/doLS.ws?ss=European-Journal-of-Public-Health+in+SO
http://web5.silverplatter.com/webspirs/doLS.ws?ss=Boyce-Will+in+AU
http://web5.silverplatter.com/webspirs/doLS.ws?ss=Arya-Neil+in+AU
http://web5.silverplatter.com/webspirs/doLS.ws?ss=Saab-Hana+in+AU
http://web5.silverplatter.com/webspirs/doLS.ws?ss=Shannon-Harry-S+in+AU


For Peer Review

23

Jaycox, L.H., Morse, L.K., Tanielian, T., & Stein, B.D. (2006). How schools can help 

students recover from traumatic experiences: A tool kit for supporting long-term 

recovery. The Rand Cooperation, Santa Monica, CA.

Khamis, V., Macy, R., & Coignez, V. (2004) Assessment of the classroom-based 

intervention (CBI) program) in the West bank and Gaza. 

www.usaid.gov/wbg/reports/Save2004_ENG.pdf, last accessed 26 June 2008.

Kinzie, J.D, Sack, W.H., Angell, R.H., Masson, S., & Rath, B. (1986). The psychiatric 

effects of massive trauma on Cambodian children. Journal of the American 

Academy of Child and Adolscent Psychiatry, 25, 370-376.

Klingman, A. (1992).The contribution of school mental health services to community-

wide emergency reorganization and management during 1991 Gulf War. School 

Psychology International, 13, 195-206.

Koplewicz, H.S, Vogel, J.M., Solanto, M.V., Morrissey, R.F., Alonso, C.M., Abikoff, H., 

Gallagher, R., & Novick RM. (2002). Child and parents response to the 1993 

World Trade Center bombing.  Journal of Traumatic Stress, 15, 77-85.

Laor, N., Wolmer, L., & Choen, D. (2001). Mother’s functioning and children’s 

symptoms 5 years after a Scud missile attack.  American Journal of Psychiatry, 

158, 1020-1026.

Laor, N., Wolmer, L., Mayes, L.C., Gershon, A., Weizman, R., & Cohen, D.J. (1997). 

Israeli preschoolers under Scud attacks: A 30 months follow-up. Journal of the 

American Academy of Child and Adolescent Psychiatry, 36, 349-356.

Lucas, C.P., Zhang, H., Fisher, P.W., Shaffer, D., Regier, D.A., Narrow, W.E, et al. 

(2001). The DISC Predictive Scales (DPS): Efficiently screening for diagnoses.  

Journal of the American Academy of Child and Adolescent Psychiatry, 40,  443-9.

Page 23 of 29 JCPP/CAMH

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

http://www.usaid.gov/wbg/reports/Save2004_ENG.pdf


For Peer Review

24

Macy, R.D., Macy, D.J., Gross, S.I,, & Brighton, P. (2003). Healing in familiar settings: 

Support for children and youth in the classroom and community. (pp 51-79). In: 

R., D. Macy, S. Barry, G. Noam (Eds).  New Directions for Youth Development.  

Hoboken, NJ; Jossey Bass.

Montag, I. (1979). The Hebrew translation and validation of the Beck Depression 

Inventory. Psychological testing: University of Haifa. (In Hebrew). 

Pat-Horenczyk R. (2004). Post-Traumatic Distress in Israeli Adolescents Exposed to 

Ongoing Terrorism: Selected Findings from School-Based Screenings in 

Jerusalem and Nearby Settlements. Journal of Aggression Maltreatment & 

Trauma, 9, 335-347.

Pat-Horenczyk R. (2005). Post-traumatic distress in adolescents exposed to ongoing 

terror: Findings from a school-based screening project in the Jerusalem Area In: 

The Trauma of Terrorism: Sharing Knowledge and Shared Care, An International 

Handbook. (pp.335-348).Edited by Daniely Y, Brom D, Sills J. Holland. MI; 

Haworth Press.

Pat-Horenczyk. R., Abramovitz, R., Peled, O. Brom, D., Daie, A., & Chemtob, C.M. 

(2007). Adolescent exposure to recurrent terrorism in Israel posttraumatic distress 

and functional impairment.  American Journal of Orthopsychiatry, 77, 76-85. 

Pfefferbaum, R.L., Fairbrother, G., Brandt, E.N., Jr Robertson, M.J, Gurwitch, R.H., 

Stuber, J., & Pfefferbaum, B. (2004).Teachers in the Aftermath of Terrorism: A 

Case Study of one New York City School. Family Community Health, 27, 250-

259.

Rodriguez, N., Steinberg, A., & Pynoos, R.S. (1999). UCLA PTSD index for DSM IV 

instrument information: Child version, parent version, adolescent version, UCLA 

Trauma Psychiatry Services.

Page 24 of 29JCPP/CAMH

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60



For Peer Review

25

Rosenthal, M.K., & Levy-Shiff, R. (1993). Threat of missile attacks in the Gulf War: 

Mothers' perceptions of young children's reactions.  American Journal of 

Orthopsychiatry, 63, 241-254.

Saigh, P.A., Yasik, A.E., Sack, W.H. & Koplewicz, H.S. (1999).  Child-adolescent 

posttraumatic stress disorder: prevalence, risk, factors, and co-morbidity. (pp. 

18-43). In: PA, Saigh and JD, Bremner eds. Posttraumatic stress disorder, a 

comprehensive text. NY: Allyn and Bacon.

Schwarzwald, J., Weisenberg, M., Waysman, M., Solomon, Z., & Klingman, A. (1993). 

Stress Reaction of School-Age Children to the Bombardment by SCUD Missiles. 

Journal of Abnormal Psychology, 102, 404–410.

Shaw, J.A. (2003). Children exposed to war/terrorism. Clinical Child and Family 

Psychology Review, 6, 237-46.

Steinberg, A. M., Brymer, M. J., Decker, K. B., & Pynoos, R. S.(2004). The University 

of California at Los Angeles Post-Traumatic Stress Disorder Reaction Index. 

Current Psychiatry Reports, 6, 96-100.

Stein, B.D., Jaycox, L.H., Kataoka, S.H., Wong, M., Tu, W., Elliott, M.N., & Fink A. 

(2003). A mental health intervention for schoolchildren exposed to violence.

Journal of the American Medical Association, 290, 603-611.

Thabet, A. M., Abed, Y., & Vostanis, P. (2002). Emotional problems in Palestinian 

children living in a war zone: A cross-sectional study. The Lancet, 359, 1801-4. 

Trappler, S., Friedman, S.(1996). Posttraumatic stress disorder of the Brooklyn Bridge 

shooting. American Journal of Psychiatry, 153, 705-707.

Weisenberg, M., Schwarzwald, J., Waysman, M., & Solomon, Z. (1993). Coping of 

school-age children in the sealed room during scud missile bombardment and 

Page 25 of 29 JCPP/CAMH

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

http://webspirs.ziur.co.il/webspirs/doLS.ws?ss=Levy-Shiff-Rachel+in+AU
http://webspirs.ziur.co.il/webspirs/doLS.ws?ss=Rosenthal-Miriam-K+in+AU


For Peer Review

26

postwar stress reactions. Journal of  Consulting and Clinical Psycholog,y 61, 462-

467.

Wolmer, L., Laor, N., Dedeoglu, C., Siev, J., & Yazgan, Y. (2005). Teacher-mediated 

intervention after disaster: a controlled three-year follow-up of children’s 

functioning. Journal of Child Psychology and Psychiatry, 46, 1161-1168.

Yule, W., Perrin, S., & Smith, P. (2001). Traumatic events and post-traumatic stress 

disorder. (pp. 212-234). Treffers, Philip D. A (Ed); Silverman, Wendy K (Ed). 

Anxiety disorders in children and adolescents: Research, assessment and 

intervention.. New York, NY, US: Cambridge University Press.

Yule, W.,  & Williams, R.M. (1990). Post-traumatic stress reactions in children. Journal 

of Traumatic Stress, 3, 279-295.

Page 26 of 29JCPP/CAMH

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

http://webspirs.ziur.co.il/webspirs/doLS.ws?ss=Journal-of-Consulting-and-Clinical-Psychology+in+SO


For Peer Review

27

Figure 1. Student flow through the randomization, intervention and assessment Protocol

147 students (entire 7th and 

8th grade school 

population)-5 classes

Randomization of Classes: 

3 ES intervention and 2 

control WL classes

                                                               All 5 classes

33 (22.5%) whose parents 
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consent and did not 

participate in the 

assessment
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parents signed informed 

consent and were 
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NOT PART OF THE STUDY 

23 

participated in 
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intervention

  and were not 

assessed
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and were not 
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Table 1.  Comparison of Erase=Stress (ES) (n=58) and Waiting list control (WL) group (n=49) on 

PTSD symptom severity, Functional problems, Somatic complaints, Beck depression inventory at 

first and second assessment three months after the 12-week trials 

First 

Assessment

Second 

Assessment

Main effect 

for Time

Main effect 

for Group

Interaction 

Time x Group

Measures

M           (SD) M           (SD) F(1,106) F(1,106) F(1,106)

PTSD severity (0-68)

   ES

   WL

23.6

20.4

(9.3)

(10.3)

12.7

18.5

(7.7)

(9.1)

100.68*** 0.66 49.42***

Functional problems (7-35)

   ES

   WL

12.6

12.7

(3.7)

(4.2)

10.3

12.4

(2.6)

(4.4)

30.85*** 2.61 15.50***

Somatic complaints (0-6)

   ES

   WL

2.1

1.9

(1.3)

(1.2)

1.1

1.1.8

(1.1)

(1.5)

30.39*** 0.52 24.07***

Beck Depression  (0-18)

   ES

   WL

3.1

2.3

(2.9)

(2.9)

1.5

2.5

(2.3)

(2.9)

13.06*** 0.03 18.66***

Note: ***=p<.001
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Box 1. Enhancing Resiliency among Students Experiencing Stress (ERASE-Stress)

• Session 1 – Getting Started: Introducing group leaders, participants and the 

program. Presenting an overview of the program and setting ground rules. 

Describing the stress continuum in an interactive format.

• Session 2 – Strengthening Your Personal Resources: Identifying students’ 

personal resource profiles and providing them with new coping skills. Students will 

learn how to enhance their coping repertoire via a resourcing model (the M-O-S-T   

B-A-S-I-C model). 

• Session 3 - Inhabiting Your Body: Learning the role of the body and its function 

during stress, becoming aware of somatic reactions pertaining to stress and 

developing sensory-motor strategies to control the body during stressful situations. 

• Session 4 – Knowing Your Feelings: Enhancing students’ emotional awareness, 

identifying and clarifying feelings and becoming aware of the connections between 

sensations and feelings. Learning various modalities to express feelings.

• Session 5 – Controlling Your Emotions with Your Mind: Exploring 

relationships between sensations, thoughts and feelings and learning cognitive 

coping skills. 

• Session 6 - Dealing with Fears: Normalizing fears and learning new ways to deal 

with them and to create an inner sense of safety.

• Session 7 – Dealing with Anger and Rage: Confronting anger and rage and 

expressing them in a controlled manner. Learning and practicing assertiveness.

• Session 8 – Coping with Grief and Loss: Exploring grief and loss experiences 

and providing an opportunity to express these feelings within a safe context.

• Session 9 - Building a Social Shield: Exploring social needs and ways to 

strengthen our support system. Learning to ask for help and to become more 

emphatic.

• Session 10 – Boosting Your Self Esteem: Exploring self-image and the way its 

impact our coping styles. Learning to accept deficits and acknowledge strengths. 

• Session 11 – Turning Crisis into an Opportunity: Becoming aware of negative 

thought patterns and learning how to reframe them positively. 

• Session 12 - Seeking a better future: Exploring future dreams and 

fantasies and learning how to build a plan toward achieving them. 

Reviewing the program and providing an opportunity for closure.  
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