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Work/Life Connections-EAP, the Employee Assistance Program of Vanderbilt University, has provided psychological support following distress or traumas in the workplace since the late 1990’s.  We have called our interventions “Critical Incident Stress Management (CISM)” or “Psychological First Aid (PFA)” to reflect terms known to the organization and have been accepted by the leadership.  Over the past decade, we have modified the CISM/PFA models to reflect a focus on resilience and coping rather than trauma and pathology.   This model seems to work best in the workplace and is more consistent with evidenced informed literature although this is not currently confirmed by research.  The focus, whether offered 1:1 or in a group format,  is on identifying stressful components of an event, observing the resilience and coping skills of the participant, reframing the event, and providing education concerning  the available support resources. Trauma to a first responder (whose job it is to be a first responder) is not the same as the distress faced in the corporate work place in most cases.   Incidents in a medical setting may not rise to the level of an emotional trauma for the healthcare worker but may have elements of angst, distress, or upset.  In the workplace, many of the incidents involve loss which is clearly upsetting but not necessarily traumatic. . It is therefore important not to minimize or dismiss feelings of distress however it is just as important not to label something as a trauma when it is distressing but in no way threatened the safety of the client.  The responses to these incidents need to reflect the setting, the type of incident, the work situation, and the intensity of the reaction.   At this point, Work/Life Connections-EAP has considered rebranding our interventions to “Critical Incident Stress Resilience Management (CISRM)” or some other term to reflect the research, changes in practice over the years, and our current focus in the provision of the service.  The modalities may involve support for individuals, groups of employees, departments, or managers.  While leaders often request “debriefings”, the service offered reflects the situation, logistics, and best-practice interventions.  It is noteworthy that for most of the businesses, debriefing is a word that they are comfortable with and leadership expects the EAP response to reflect the most appropriate interventions and best practices. Employers are less concerned with whose model or what it is called and more concerned that there is supportive responses to their employees that can help them deal with any emotional issues and help them resume their work performance. 
When people experience a stressful event they often want to share their thoughts and feelings with others. It is a way of processing feelings and finding some psychological resolution. Processing feelings can be cathartic. Debriefings have been one format used over the years in a variety of ways in different settings to achieve that purpose. The term “debriefing” has become a popular catch all phrase but it no longer provides a clear label for any one specific intervention. There is no one standard definition of “debriefings” or what such an intervention would entail.   

There are many intervention models designed to provide performance critiques or psychological support following a traumatic event or critical incident.  If these are related to a workplace situation, a more structured process may be warranted. Various professions utilize interventions they call debriefings though the content may vary widely: 
· Military: Debriefings originated in the military. This type of debriefing is used to receive information from a pilot or soldier after a mission and to instruct the individual as to what information can be released to the public and what information is restricted. Another purpose of the military debriefing is to assess the individual and return him or her to regular duties as soon as possible.

· Healthcare: Physicians and healthcare teams use the debriefing process to discuss individual and team-level performance, identify errors made, and develop a plan to improve their future performance. The Joint Commission Journal on Quality and Patient Safety (1) has identified 12 evidence-based best practices and tips for a debriefing.  

· Medical Training: Morbidity and Mortality (M&M) Conferences are considered to be powerful opportunities for learning and reflection. Traditionally, the goal of M&M conferences is to provide a forum for faculty and trainees to explore the management details of particular cases wherein morbidity or mortality occurred. In carefully reviewing the records and specifics of care, a primary goal of these sessions is to revisit errors to gain insight without blame.
· Counseling: Counselors and disaster workers use psychological debriefings as part of an emergency intervention to help people who have recently experienced major loss or suffering. These cases include hurricanes, earthquakes, school shootings, and other situations that involve fear, injury, extreme discomfort, property damage, or loss of friends and loved ones. Critical Incident Stress Management includes interventions such as debriefings, defusing, demobilizations, and crisis management briefing. Psychological First Aid (PFA) is an evidence-informed modular approach for assisting people in the immediate aftermath of disaster and terrorism
· Research: In psychological research, a debriefing is a short interview that takes place between researchers and research participants immediately following their participation in a psychology experiment. The debriefing is an important ethical consideration to make sure that participants are fully informed about, and not harmed in any way by, their experience in an experiment.

In the workplace, there are periodic situations that create stress for individuals and workgroups.  These events can impact performance, productivity, and overall morale. Workplace violence, robberies, downsizing of employees, poor outcomes, the death of colleagues, and other unplanned situations that emotionally impact employees.  Many organizations seek support from employee assistance professionals or mental health providers to address the mental wellness of the workgroup.  Historically the response that was considered the standard of care was the Critical Incident Stress Debriefing (CISD). In the 1980’s, former paramedic Jeffrey Mitchell, PhD pioneered the CISD.   Rescue personnel, not generally a group that is skilled at talking about their emotions, provided the original target population for this intervention.  The purpose of the critical incident stress debriefing procedure is to mitigate the impact of a critical incident and to accelerate normal recovery in people with normal reactions to abnormal events.  It was also initially believed that early interventions could reduce the incidence of PTSD. The CISD followed a 7-step process.  This model follows a seemly logical progression.  Groups are asked to share the factual information about the incident and their involvement, discuss their thoughts at the time, identify what they were feeling and identify any distresses that resulted from the incident.  One objective has been to assist the participant in identifying and putting a name to the accompanying feelings. Information is presented concerning stress or grief depending upon the incident as well as resources for additional follow up. This intervention became the accepted practice for debriefing following difficult situations in rescue services. 

The intervention of a psychological “debriefing” represents a number of variables: situations, contexts, the clients and their backgrounds, the skill of the practitioner and the choice of delivery models. Current models include: [Psychological First Aid (PFA), the International Critical Indent Stress Foundation’s (ICISF) Critical Incident Stress Management (CISM), formerly known as “the Mitchell Model”, a Resilience Model, and the NOVA model (National Organization for Victim Assistance). Many well-trained mental health clinicians provide intervention such as group debriefings and yet their delivery, outcomes, and effectiveness may vary considerably. The various meta-analyses involving the term “debriefing” represent a number of variables: delivery models, situations, contexts, clients, provider orientations and the skill of the practitioner.  Much of the criticism has been with the Critical Incident Stress Debriefing (CISD) first introduced in 1983 by Jeffrey Mitchell’s which stated that early interventions through CISD could prevent PTSD.  In 1990, this claim was redacted however; researchers still refer to that earlier model instead of the SAFE-R CISM model introduced in 1995 by Mitchell and Everly, Jr., which more closely aligns with Psychological First Aid.  
In time, mental health clinicians were exposed to these interventions and began to expand the target populations because it seemed to follow a logical progression and participants reported satisfaction with the interventions. Critical Incidents that distress employees in the work arena can negatively impact performance and productivity.  Businesses want to help employees deal with the emotional impact of a distressing event in the workplace.  Employers want to acknowledge the uniqueness of the event, provide support to employees, provide information about resources, and help the organization to resume normalcy of operations as soon a reasonably possible. Employee Assistance Programs provided their organizations with Critical Incident Stress Management interventions (CISM) following traumatic events in the workplace Employees report that the provision of such interventions are a positive response from the organization following a difficult event.  The CISM group debriefing intervention became the accepted standard response to traumatic events.  As with many psychological interventions, there was little outcome data to determine effectiveness.   In the past decade, the conclusion of some research is that in some cases, this response is no better than placebo and, in other cases, may be harmful by increasing the development of PTSD symptoms in some participants.   
In a workplace, the Employee Assistance Professional is often the sole facilitator of the response  as opposed to using a “peer-clinician” team recommended in the ICISF model as it was introduced for use with rescue personnel.   Additionally, the variety of situations and populations being debriefed were less homogeneous than those found in rescue services (e.g. fires, emergency medical runs, and law enforcement).  Some organizations, such as those in healthcare, embraced the debriefing as it fit the medical interventions and critiques already employed, however, it was necessary to fit them into no more than a one hour timeframe. 

It is the professional responsibility of responding clinicians to provide the best care to the organization.  There are no standardized definitions of “debriefings”. A debriefing can be a one on one session to review an operational response, a performance critique, an opportunity for learning and reflection, a review of traumatic events, or a group session to discuss the emotional impact of a situation of concern.      Various studies address traumatic events in the workplace and the best way to respond. For the past several decades, critical incident stress debriefing was viewed as the standard of care.  The Joint Commission Journal on Quality and Patient Safety suggests a 12-point best practice plan for an effective debriefing process used in hospitals to provide feedback on individual and team performance. “"These debriefing principles come from research in aviation, the military, and crisis management organizations… it is a key component, especially for teams, to evaluate what happened and what can improve, what the weaknesses were, and set goals for better performance." (Eduardo Salas, PhD, et al 2008) 

The various meta-analyses involving the term “debriefing” represent a number of variables: delivery models, situations, contexts, clients, and providers. Well-trained mental health clinicians may provide the same category of intervention using slightly different delivery methods, yielding varied degrees of effectiveness.  Although there are some flaws with the studies, the overall conclusions of these studies suggest significant concerns that should be examined in order to determine the best practice components of a post-incident intervention.   
Efficacy Questioned

The questions that are examined in the research have to do with outcome, specifically the impact that a “debriefing” intervention has on posttraumatic stress symptoms and self-reported intensity. The meta- analysis reviewed studies involving the term “debriefing” and did not categorize based upon a breakdown of what was involved in the intervention. 

· Are debriefings effective?  “Results indicate that, in general, debriefing does not prevent psychiatric disorders or mitigate the effects of traumatic stress, even though people generally find the intervention helpful in the process of recovering from traumatic stress.” Arndt, Elklit 2001. There are data that suggests that some forms of debriefing may be counterproductive by slowing down the natural recovery process. It is thought that the debriefing may:
· Interfere with natural psychological processing (avoidance and intrusion) and the natural environment of the organization.

· Cause personnel to by-pass personal support system.

· Imply to personnel that they were “healed” by the CISD session.

· Lead people to expect that they will suffer post-traumatic stress, and that this may be enough to trigger psychological problems after an incident. 

· Add to the trauma for some survivors by talking through the event.
·  A review of eleven studies with 941 participants concluded that no psychological intervention should be recommended for routine use following traumatic events and that multiple session interventions, like single session interventions, may have an adverse effect on some individuals. Roberts NP, Kitchiner NJ, Kenardy J, Bisson J. (2009) 
· Should single session debriefings be utilized? 
· “Early single-session “debriefing” does not work in terms of preventing later psychopathology.”  Findings suggest that CISD and non-CISD interventions do not improve beyond natural recovery from psycho-trauma. Arnold van Emmerik, PhD, Univ. of Amsterdam   Lancet 2002;360:766-771;2002.
·  The Cochrane reviews concerning  the efficacy of single-session psychological "debriefing" in reducing psychological distress and preventing the development of post-traumatic stress disorder (PTSD) after traumatic events concludes that  psychological debriefing is either equivalent to, or worse than, control or educational interventions in preventing or reducing the severity of PTSD, depression, anxiety and general psychological morbidity. 
· Do employees report satisfaction with interventions following workplace critical incidents?  It is generally agreed that employees report satisfaction with the “debriefing” interventions and report feeling supported by their organizations based on the participant reports. 
· Are “debriefings” effective in preventing PTSD?  No evidence has been found to support the effectiveness of debriefing interventions on the prevention of PTSD and in some cases there may be an exacerbation of symptom formation.  (Rose, Bisson, Churchill, & Wessely, 2009). Data suggests that in some participants, attendance in a debriefing may increase their risk of developing PTSD and even depression. The routine use of single session debriefing given to non-selected trauma victims is not supported. 
· Should attendance in debriefings be mandatory for all who experienced the event? Mandatory debriefings given to non-selected trauma victims is not supported. (Rose, Bisson, Churchill, & Wessely, 2009). Attendees should self-select based upon their need.  
Discussion:

For the organization, the goal of the debriefing is to provide support and improve morale and productivity following an event that impacts a workgroup. Resulting from the intervention, the employees who develop later symptoms would be familiar with the EAP or how to access additional services based upon the information provided by the practitioner. Some additional considerations about critical incident response of any kind:
· Good therapy tools can be harmful in the wrong hands. 

· Not all clinicians possess the same skills.
· Inappropriate timing of any intervention can do harm.
· CISM does make people feel better. Most incidents that are being debriefed are less traumatic (perhaps not life-threatening) than those faced by rescue personnel. 

· CISM does not prevent PTSD

· Healthcare personnel by the nature of their work critique their performance in graphic detail.  This is done as a process improvement activity and to facilitate learning, especially in academic medical centers. These conferences, performance critiques, or debriefings, generally do not involve addressing the psychological impact of the event to the participant. The Joint Commission identifies best practices for debriefing after hospital critical events (Salas, 2008). 

· Research indicates that some participants are more vulnerable to PTSD than others and a debriefing can actually exacerbate the formation of symptoms. 

· Debriefings should not be mandatory. 

· Mental Health professionals who are attracted to the CISM models may enjoy the dramatic nature of trauma work. Newer providers are often infatuated with the adrenaline rush from the enormity of trauma and disaster. 
· As we help participants label their feelings during an intervention, in times past, clinicians may have overstated the extent of threats by labeling events as “traumas” rather than distresses or other feelings on the continuum. . It is therefore important not to minimize or dismiss feelings of distress however it is just as important not to label something as a trauma when it is distressing but in no way threatened the safety of the client.  
· The potential for developing traumatic symptoms and pathology may have been emphasized rather than the facts that the overwhelming majority of those impacted by any event are resilient.  5-10% of people exposed to trauma develop PTSD; this suggests that the majority of people are resilient in the face of potentially traumatic events (Ozer, Best, Lipsey, & Weiss, 2003).  More seasoned EAPs may focus on the 90% who are resilient whereas newly trained clinicians may focus on dramatic symptoms experience by the 10%. This may have influenced outcomes of some interventions.  
Conclusion:
Based upon the research data, EAPs should modify their delivery Critical Incident Response and utilize a resilience focus that more closely aligns to the Psychological First Aid Model.   A Resilience focus,  that is asking what makes some people able to bounce back after disasters rather than what was the most traumatic part of the event, is an approach that EAPs  find appealing as it matches the organization’s  desire to help the workforce recover and return to business. The Mitchell Model provided a good primer on a method of responding to difficult critical events that impact rescue personnel who are used to operational debriefings/performance critiques.  The CISM model helped to educate mental health professionals about the potential impact that critical incents can have on the workforce in some professions.  It provided a structured method of conducting a psycho-educational group beginning with less threatening inquiry of facts and roles, then asking about thoughts, and then asking about feelings and reactions, which are more intense.  Following that supportive and potentially cathartic inquiry, there is a shift to education on range of stress responses and available resources. Because the ICISF model encourages the peer debriefers to be an active part of the facilitation, there is a wide variability as to the qualifications and expertise.    While the trainings caution the facilitator to limit the depth of inquiry, the efficacy and outcomes of the intervention are dependent upon the skill and experience of the facilitators.  When this model is applied to other populations, research concludes that it can do harm.   Research questions the effectiveness of such interventions and caution about interfering in the natural support system.  Interventions utilized by an EAP should therefore be used to enhance information concerning available resources.    The evidence informed Psychological First Aid model has been recommended by the World Health Organization for broader applications.  A focus on resilience instead of one that emphasizes trauma should be reflected in the questions posed to a group for “debriefing.”  Asking about the category of issues that were problematic should be asked over inquiry about recounting the worse part of the incident or focusing on symptom formation.  Mirroring the Psychological First Aid or SAFE-R CISM models, the term Critical Incident Stress Resilience Management may better reflect the components of the CISM model in favor of Resiliency Model.
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