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Objective: The study examined the efficacy of critical incident stress debrief-
ing in ameliorating the impact of posttraumatic stress on direct care psychi-
atric workers after a traumatic event at work. Methods: Sixty-three direct
care workers from two areas in Sydney, Australia, who worked in community
residences for persons with developmental and psychiatric disabilities were
surveyed about symptoms of intrusive thoughts, avoidance, and hyperarousal
one week after they experienced an assault or another type of work-related
trauma. Survey respondents included 14 workers who requested and attend-
ed a one-session critical incident stress debriefing during the week after the
incident, 18 workers from the same area of Sydney who had access to the in-
tervention but chose not to attend, and 31 who worked in an area where the
intervention was not available. Results: Sixty-two workers reported symptoms
of posttraumatic stress. Lower levels were reported by workers in the area
where the intervention was available. When other factors were controlled,
the lowest levels of stress were reported by workers to whom the debriefing
was available but who chose not to attend. No significant difference in over-
all stress reduction in the week after the incident was found between the
workers who received the intervention and those who did not. Conclusions:
Although critical incident stress debriefing was evaluated positively by the
majority of participants, aspects of the intervention such as its timing and the
work environment in which it is offered may affect the degree to which par-
ticipants benefit from it. (Psychiatric Services 49:207-212, 1998)

taff who are assaulted by
Sclients in direct care settings

are at risk of developing symp-
toms associated with posttraumatic
stress disorder (PTSD) (1,2). Intru-
sive thoughts, re-experiencing the
incident, numbing, avoidant behav-
ior, and hyperalertness are common
reactions to traumatic incidents such
as an assault. Eighty percent of as-
saulted workers may experience one
or more of these symptoms in the
first weeks after the assault, with up
to 30 percent continuing to experi-
ence symptoms of traumatic stress

for between four and six weeks after
the assault (3).

Reports of assaults on nurses are
not rare. One study found that 73 per-
cent of nursing staff in a teaching hos-
pital had been assaulted at some stage
of their employment (3). Another
study reported 16 injuries for every
100 staff members during one year
(4). In one investigation, 65 percent of
workers required between one week
and one year to recover from all ef-
fects of the assault (5).

Exposure to traumatic incidents
can overwhelm the usual coping
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strategies used by workers (6). The
resulting stress has been associated
with reduced cognitive, emotional,
and behavioral performance (7) and
may negatively affect work perfor-
mance (8). These findings have impli-
cations for both the career path of the
worker and the efficiency and pro-
ductivity of organizations.

Critical incident stress debriefing
was developed for use with emergen-
¢y services personnel based on the
principles of early intervention (9). It
is a formal process that aims to assist
recovery from psychological trauma
by reducing distressing symptoms,
enhancing and supporting emotional
expression, and encouraging ventila-
tion of feelings. Some authors have
asserted that it is effective in pre-
venting or mitigating the detrimental
effects of exposure to traumatic stres-
sors (9-11). Samter and associates
(11) reported that debriefing pro-
motes an ability to deal effectively
with future stressors by alleviating
the tendency to suppress the affec-
tive element of the traumatic experi-
ence.

Other authors have indicated that
debriefing may not necessarily facili-
tate a positive adjustment and in
some cases may increase levels of in-
trusive thoughts and avoidance (12—
15). Wortman (16) voiced concern
over participants’ prematurely con-
fronting cognitive defenses such as
denial; she feared that debriefing en-
counters may function only to solidify
cognitive defenses.

Critical incident stress debriefing
is usually evaluated positively by
health care and emergency service
workers (10,17). Although it is used
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The 63 respondents were assigned
to one of three groups. The critical in-
cident stress debriefing group com-
prised 14 workers from area A who
requested and received debriefing.

Table 1

j Demographic characteristics of direct care workers in two areas of Sydney, Aus-
' tralia, who experienced work trauma and attended a critical incident stress de-
‘ briefing (debriefing group), who chose not to attend a debriefing (comparison
{ group 1), or to whom debriefing was unavailable (comparison group 2)

The first comparison group included
Area A Area B 18 workers from area A who did not
Dobricf c ] C - request and did not receive debrief-
ebriefing omparison omparison . .
aroup (N=14) group 1 (N=18)  group 2 (N=31)  11& ‘The second comparison group
consisted of 31 workers from area B
Characteristic N % N % N % who did not receive debriefing be-
Gend cause it was not provided in area B.
i eﬁ ai: 1 7 4 923 9 30 The. questionnaire response ratc.:s of
i Female 13 93 14 77 29 70 the first and second comparison
i Age in years groups, 72 percent and 73 percent re-
1l ;(55 :8 gg g Zg lg gg 12 ig spectively, were higher than the re-
36 to 45 1 7 0 - 8 2% sponse rate of the group that received
46 to 55 0 — 1 5 1 3 debriefing, 58 percent. However, the
56 and older 0 — 0 — 0 — response rate of the debriefing group
Edgﬁ?ﬁg’;ﬂy 5 36 8 " 19 30 was comparable to and in many in-
i Technical college 2 14 4 29 1 3 stances higher than the rates in previ-
| High school graduate 2 15 1 6 11 36 ous studies on the impact of assault
i School certification 2 14 1 6 5 16 and violence (1,5) and posttraumatic
| Other 3 21 4 22 2 6 stress (19 20)
3 Years worked in the . .
I community residence Demographic characteristics of re-
| Less than one! 11 79 13 73 15 48 spondents are presented in Table 1.
’(l?ne tto tlt‘lm (2) 14 ‘{ zg 2 }g The three groups were comparable in
| wo to three — : . .
(i More than three 1 7 0 " 6 20 gender, age, educsjlt'lon, experience in
{ Years as a direct care the field, and position held. The sec-
i worker ond comparison group reported sig-
i (Iiess tthz;lvone }1 2; é 12 g 1673 nificantly longer periods of employ-
Tvl;c? t(()) th r?a o 3 21 1 6 1 3 ment in the current workplace than
“ More than three 6 43 13 72 23 74 the other groups.
Position title
House manager 2 14 2 11 10 32 Intervention
’ ﬁi?fﬁg;f‘ézfemsgifg 0 o ! 6 2 ®  Critical incident stress debriefing
! (RCW) or residential based on the Mitchell model (9), con-
care assistant (RCA) 11 79 15 83 16 52 ducted as a group intervention by
i Relief RCW or RCA 1 7 0 — 3 10

1 ¥2=6.63, df=2, p<.05 for the difference between comparison group 2 and the other two groups

widely, its efficacy has not been es-
tablished (18). This study used a self-
report survey to examine the efficacy
of critical incident stress debriefing
in alleviating the symptoms of post-
traumatic stress among direct care
workers’” after their involvement in
work-related trauma.

Methods

Participants

The study population comprised 322
direct care workers in 32 community
homes for persons with developmen-
tal and psychiatric disabilities in two
areas of Sydney, Australia. Area A in-
cluded 13 community homes and 135
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direct care positions. Area B included
19 homes and 187 positions. The
community housing in both areas was
managed by the same organization
but was administered at a local level
by individual teams.

Workers became study participants
if they were involved in a traumatic
work-related incident (work trauma)
during the six-month data collection
period (May 1994 to November
1994). Ninety-four workers (29 per-
cent) from the two areas experienced
work trauma during the period. Sixty-
three returned the survey question-
naire, for an overall response rate of
67 percent.

qualified personnel, was available to
direct care workers in area A who ex-
perienced work trauma and asked for
the debriefing. This intervention was
available in area A for approximately
nine months before the study but was
not available to workers in area B.
General discussion of the interven-
tion at staff meetings ensured that
workers in area A were aware of the
availability of debriefing and of the
procedure for obtaining it. Atten-
dance was voluntary and thus in-
volved self-selection. Generally, a
participant attended one session, with
individual follow-up if needed.

A belief central to the culture of
many of the helping professions is
that workers should be able to handle
work-related assaults (2) and be able
to cope at all times (21). Thus a key
component of the debriefing process
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was the emphasis on restoration of
the individual’s coping skills and pro-
motion of a sense of control after the
event. Rather than using the debrief-
ing as a tool solely for emotional ex-
pression, the participants were
helped to develop a cognitive-psy-
chological framework from which an
understanding of their reactions and
the recovery process could be gained.

After an introduction to the de-
briefing process, participants were
encouraged to discuss the facts of the
event with other members of the
group to help clarify the questions
“What happened?” and “Why did it
happen?” Individual and group reac-
tions to the event, including thoughts,
feelings, and symptoms, were ex-
plored. Participants shared their indi-
vidual methods of coping to help each
other establish a variety of strategies
for coping with incidents in the fu-
ture, including support systems. This
aspect of the process is called re-en-
try. The educational component of the
debriefing included information on
the nature of the stress response and
a variety of techniques for managing
physical, behavioral, cognitive, and
emotional symptoms.

Instrument

Research in traumatic stress in direct
care professions (1) and emergency-
disaster studies (22) indicates that to
encourage a good response rate a re-
search instrument must be sensitive
to the norms and customs of the
group, allow privacy in addressing
sensitive issues, and be time efficient.
A review of the commercially avail-
able inventories did not uncover an
appropriate instrument that fulfilled
these criteria. Therefore, a paper-
and-pencil self-report questionnaire
that was sensitive to the work culture
was developed for the study, based on
literature in this area (1,11,23).

The constructs used in the ques-
tionnaire were defined as in previous
research on traumatic stress (23) and
were further clarified using a pilot
study. Issues raised by participants in
the pilot study centered on the ques-
tionnaire’s length and on workers’
willingness to complete it. Several
items were deleted, and the final in-
strument had 36 items.

Eleven questions addressed the

impact of the incident. They elicited
information on the nature of the inci-
dent (for example, whether it was an
assault or was related to the self-de-
structive behavior of a patient), the
amount of missed work time, the in-
juries sustained (that is, whether a
physical injury or emotional distress,
or both, resulted), the levels of dis-
tress experienced at the time of the
incident and when the questionnaire
was completed, and exposure to work
trauma in the three months before the
incident.

A shorter version of the Impact of
Event Scale (24) was incorporated
into the questionnaire to measure the
stress response syndrome. The items
included four measures of intrusive
thoughts and symptoms of re-experi-
encing and five measures of avoid-
ance. Six items measuring the level of
arousal adapted from the Everstine
Trauma Response Index (25) were in-
cluded to complete the triad of mea-
sures for posttraumatic stress. The
questionnaire also included three
items on the impact of the incident on
levels of work stress and seven items
to evaluate the debriefing. Cron-
bach’s alpha coefficients for each
scale ranged from .72 to .93, indicat-
ing a high interitem reliability.

Scales measuring the perceived
levels of distress, work stress, and in-
trusive thoughts, avoidance, and arou-
sal used a 6-point Likert scale. The
response categories did not permit a
neutral response, and the direction of
the scale was reversed for some ques-
tions to avoid response acquiescence.
Items were summed to yield a total
score for each scale.

Procedure

Housing managers were contacted
weekly during the data collection pe-
riod to determine if any direct care
workers had been involved in work
trauma in the preceding week. Work-
ers who were involved in incidents
were given the questionnaire by the
author approximately one week after
the date of the reported incident. This
period allowed for the debriefing
process to have occurred when re-
quested by the worker. Respondents
were asked to complete the question-
naire anonymously and return it in
the stamped envelope.
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Because the sample was not ran-
dom, comparisons were made be-
tween groups using the Mann-Whit-
ney U test and chi square test; where
applicable within-group comparisons
used the Wilcoxon signed-rank test.
An alpha level of .05 was used for all
statistical tests.

Results

Nature and impact of incidents

Of the 63 workers who completed the
questionnaire, 43 (68 percent) were
physically assaulted by residents. Six
workers (10 percent) were involved in
incidents of self-injurious behavior by
residents, and four (6 percent) were
involved in assaults by one resident
on another. Eight other workers (13
percent) experienced work trauma re-
lated to medical emergencies involv-
ing residents, residents absconding,
verbal abuse by residents, and other
aggression by residents. Two respon-
dents did not provide this informa-
tion.

Twenty-eight respondents (44 per-
cent) indicated that they had been
physically injured during the inci-
dent, and 56 (88 percent) reported
emotional distress. The majority of
respondents (54 respondents, or 86
percent) did not officially take leave
after the incident. The amount of re-
ported leave taken ranged from one to
eight days, with a mean of three days.
No significant differences in the na-
ture of incidents, degree of injury, or
amount of leave taken was observed
between the three groups.

Distress was rated from 0, no dis-
tress, to 5, very distressed. The mean
level of distress at the time of the in-
cident was 4.3 for the debriefing
group, 3.3 for the first comparison
group, and 3.6 for the second com-
parison group. The debriefing group
reported significantly higher levels of
distress at the time of the incident
than the first comparison group
(Mann-Whitney U=62.5, p=.01) and
the second comparison group (Mann-
Whitney U=120, p=.01).

Responses indicated that stress
tended to lessen for workers in all
groups during the week between the
incident and completion of the ques-
tionnaire. The mean rating for level of
distress at the time of questionnaire
completion was 2.1 for the debriefing
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Table 2

Mean self-ratings of work stress by direct care workers in two areas of Sydney,
Australia, who experienced work trauma and attended a critical incident stress de-
briefing (debriefing group), who chose not to attend a debriefing (comparison
group 1), or to whom debriefing was unavailable (comparison group 2)!

Area A Area B
Debriefing Comparison Comparison
group (N=14)  group 1 (N=18) group 2 (N=31)
Source of stress Mean SD Mean SD Mean SD
Working in current position 2.86 117 2.39 1.04 3.00 1.29
Work exposure to traumatic
incidents? 2.64 169 244 1.82 3.74 141
Constant possibility of work ex-
posure to traumatic incidents  2.93 1.86 2.66 191 3.68 1.56

! Higher ratings indicate more stress.

2 Mann-Whitney U=167, p=.02, for the difference between comparison groups; Mann-Whitney
U=131, p=.03, for the difference between the debriefing group and comparison group 2

group, 1.5 for the first comparison
group, and 1.6 for the second compar-
ison group. The tendency toward less
distress over time was significant with-
in all groups (p<.01). No significant
difference in stress reduction was ob-
served between the debriefing group
and either of the comparison groups.
Fifty-six of the 63 respondents (89
percent) had experienced at least one
previous work trauma. Most respon-
dents (46 workers, or 73 percent) re-
ported feeling a level of distress in re-
sponse to the current incident that
was similar to or greater than the lev-

el felt during previous incidents.
Twenty-six respondents (41 percent)
rated their current distress level as

higher.

Work stress
Work stress was determined by ask-
ing respondents how much stress
they felt at work, how much work
stress was caused by work trauma,
and how much work stress was
caused by the ongoing possibility of
the occurrence of work trauma.

As shown in Table 2, direct care
workers from both areas reported

Table 3

Mean self-ratings of symptoms of posttraumatic stress by direct care workers in
two areas of Sydney, Australia, who experienced work trauma and attended a crit-
ical incident stress debriefing (debriefing group), who chose not to attend a de-
briefing (comparison group 1), or to whom debriefing was unavailable (compari-
son group 2)}

Area A Area B

Debriefing Comparison Comparison

group (N=14)  group 1 (N=18) group 2 (N=31)
Symptom Mean SD Mean SD Mean SD
Intrusive thoughts? 5.86 522  3.89 3.59 6.45 3.97
Avoidance 6.36 4.07 6.33 5.18 8.70 5.61
Stress response syndrome? 12.21 841 10.22 8.08  15.27 8.41
Hyperarousal 9.71 6.35 7.94 6.77  11.37 7.18

Posttraumatic stress response*  21.93 14.14 1817 1413  26.90 14:13

I Higher ratings indicate more stress.

2 Mann Whitney U=344, p=.03, for the difference between areas A and B

3 Sum of the ratings for intrusive thoughts and avoidance; Mann-Whitney U=340, p=.04, for the
difference between areas A and B

4 Sum of the ratings for intrusive thoughts, avoidance, and hyperarousal
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similar levels of stress related to their
everyday work and to the possibility
of work trauma occurring, with no
significant differences between the
groups. However, the debriefing
group reported a significantly higher
level of work stress related to expo-
sure to work trauma than the second
comparison group. The second com-
parison group also reported signifi-
cantly higher levels of work stress on
this measure than the first compari-
son group (Mann-Whitney U=167,
p=.02).

Posttraumatic stress symptoms
Table 3 shows the workers’ ratings of
symptoms of posttraumatic stress.
The standard deviations for all groups
indicate that workers in both areas re-
ported the same range of individual
differences in posttraumatic stress re-
sponse.

All ratings of posttraumatic stress
were higher for workers in area B
where no debriefing was available
than for workers in area A where de-
briefing was available. The measure
of the stress response syndrome,
which was the sum of the ratings of
intrusive thoughts and avoidance,
was significantly higher for workers
in area B. The ratings for intrusive
thoughts, the stress response syn-
drome, and posttraumatic stress re-
sponse were all significantly higher in
the second comparison group than in
the first comparison group.

Within area A, the first comparison
group consistently had lower ratings
than the debriefing group on the indi-
vidual measures of stress symptoms.
On one hand, this finding may dem-
onstrate the validity of allowing work-
ers to choose whether to attend a de-
briefing. Alternatively, it may reflect
the possibility that involvement in the
debriefing intervention intensified
the stress response of workers or their
perception of stress.

In response to the question “Do
you think debriefing has helped re-
duce the stress associated with trau-
matic incidents in your workplace?”
eight of the 14 workers who attended
a debriefing session (57 percent) re-
sponded positively. The other six
workers reported that they did not
feel debriefing assisted them in the
reduction of posttraumatic stress.
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Discussion

The results of this study highlight the
frequency with which work trauma
occurs in community housing and
support earlier findings that direct
care staff exposed to traumatic inci-
dents are at increased risk of develop-
ing symptoms of PTSD (1,3). The ma-
jority of respondents in this study fol-
lowed a normal process of stress re-
covery (26), reporting diminishing
levels of distress during the seven-
day period after the incident. Howev-
er, some workers reported high levels
of distress one week after the inci-
dent. This result was not unexpected
because many workers reported ex-
periencing work trauma daily.

The impact of these incidents was
described well by one respondent:
“There seems to be a cumulative ef-
fect where the emotional disruption
of one incident blurs into the other,
unrelentlessly (sic) adding emotional
tension rather than resolving this en-
ergy.” This situation illustrates the
chronicity of the trauma experienced
by some direct care workers and how
lack of recovery periods may in-
crease a worker’s susceptibility to
PTSD symptoms. It especially high-
lights the problems of determining
when interventions are appropriate
among workers who experience cu-
mulative traumatic stress. In isola-
tion each incident may appear to be
unimportant and not to require spe-
cial attention.

The question of whether critical in-
cident stress debriefing helps partici-
pants deal constructively with trau-
ma-related stress requires some con-
sideration. Workers in area A, where
the option of debriefing was provided
in the week after the incident, report-
ed a lower level of stress response
symptoms than workers in area B,
where debriefing was not an option.
These results are consistent with pre-
vious studies of debriefing interven-
tions (9,10). Workers in area A also re-
ported significantly lower measures
of work stress in response to work-re-
lated trauma. These results suggest
that the debriefing—or its availabili-
ty—ameliorated the stress response,
especially in light of the finding that
the nature of the incidents and degree
of injury sustained were similar for
workers from both areas and the fact
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that work management, policies, and
procedures were similar in the two
areas.

However, it should be noted that al-
though policies and procedures were
similar, differences in workplace en-
vironments between the areas may
have influenced the way traumatic ex-
periences were perceived and may to
some extent account for the differ-
ences found. Training for the direct
care workers in the study is similar to
that for many helping professions in
its emphasis on competency, not de-
pendency. Many such workers feel
that assault is part of the job (27) and
that they should be able to handle
work-based assault (2) and be able to
cope at all times (21). The degree to
which the particular work environ-
ment embraces these attitudes may
have a direct impact on workers” will-
ingness to see themselves as victims,
acknowledge their responses to the
event, and attempt to address their
reactions. It may be that the work en-
vironment in area B did not acknowl-
edge or validate the impact of work-
based trauma on workers’ function-
ing, which may have increased work-
ers’ psychological difficulties in cop-
ing with work trauma.

One of the most interesting find-
ings of the study was that workers
from area A who were debriefed rat-
ed their stress levels higher than
workers from the same area who
chose not to attend a debriefing. It
may be that workers with high stress
levels after work trauma sought de-
briefing while those with lower stress
levels may not have felt the need for
it. Indeed, debriefed workers ac-
counted for more than 70 percent of
all responses in the highest stress cat-
egory, while the workers in area A
who did not request debriefing (com-
parison group 1) accounted for 22
percent. More than 60 percent of the
debriefed workers indicated that the
current incident was more distress-
ing than previous incidents, whereas
only 37 percent of workers in com-
parison group 1 reported higher dis-
tress. These measures suggest that
debriefed workers perceived the in-
cident as more distressing than those
in comparison group 1 and chose an
appropriate means to reduce their
distress. Conflict between the roles
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of helper and victim felt by some
workers may also have contributed to
vulnerability to stress (28).

One of the essential elements of
critical incident stress debriefing is
the psychoeducational component
that provides participants with tech-
niques for developing coping mecha-
nisms and support systems for future
use. Although the questionnaire in
this study did not address past atten-
dance at debriefing sessions, it may
be that workers in area A who chose
not to attend a debriefing had previ-
ously attended one and had learned
methods of coping (11) that they were
able to use, resulting in lower report-
ed stress levels.

The debriefing intervention may
have contributed to higher stress lev-
els among participants. Discussion of
individual reactions to the event may
have increased participants’ aware-
ness of their reactions, resulting in
higher ratings of stress. Alternatively,
comments such as “I felt very blamed
and in fact found that session more
distressing than the incident itself”
highlight concerns expressed by Bry-
ant (12) and Griffiths and Watts (13)
that critical incident stress debriefing
does not necessarily ameliorate the
psychological impact of trauma.

Further, although most of the 14
workers who participated in debrief-
ing viewed it positively, it is interest-
ing that six did not feel it assisted
them in any way. Although workers
may have used the debriefing evalua-
tion form to express frustration about
their inability to change the frequen-
cy with which trauma occurred in the
workplace, the negative evaluations
more likely reflect some participants’
dissatisfaction with an aspect of the
intervention or its failure to meet
their expectations.

The close proximity of the traumat-
ic incident, the debriefing, and the
self-ratings of stress was an important
aspect of this study, especially in re-
gard to the utility of the intervention.
Although such proximity may have
allowed participants better recall, the
timing of the debriefing may have
had an unanticipated influence on
the stress response of some workers.
For workers who reported frequent
assaults, a specific incident may have
initiated debriefing; however, that in-
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cident may have required less atten-
tion in the debriefing than the im-
pact of cumulative trauma. Many
workers who experience repetitive
trauma develop self-protective cop-
ing strategies—for example, cogni-
tive defenses, such as denial (16). In
these cases, debriefing held further
in time from the initiating event may
be more viable, allowing the worker
some distance and insight with
which to approach and benefit from
debriefing,

Possible biases arising from subject
selection were reduced because the
study included all direct care workers
who experienced work trauma during
the data collection period, not just
those who requested the interven-
tion. In interpreting the results, self-
selection by workers into the inter-
vention, factors affecting participants’
recall, the low response rate of the de-
briefing group, and the self-report
technique should be considered.

Conclusions

This study explored critical incident
stress debriefing to reduce stress re-
sponse after traumatic incidents in
the workplace. Workers in the area
that offered debriefing after trauma
reported a lower level of stress re-
sponse than those in the area that did
not provide debriefing. However,
when other factors were controlled,
the lowest level of stress response was
reported by the workers to whom de-
briefing was available but who chose
not to attend. It is important that no
significant difference in overall stress
reduction between the debriefing
group and the comparison groups was
observed in the week after the inci-
dent, during which time participants
received the intervention.

The favorable view of the debrief-
ing expressed by the majority of par-
ticipants and the fact that participat-
ing in the intervention—or having it
available—had a positive impact on
stress levels suggest that critical inci-
dent stress debriefing has a role in ad-
dressing work-related trauma. The
degree to which this intervention re-
duces symptoms of stress must be ex-
amined in light of the timing of the in-
tervention and the work environment
in which it is offered.

The evidence that some workers in
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the study regularly experienced trau-
matic incidents points to the need for
further research on the impact of cu-
mulative trauma and appropriate
methods and timing of interventions.
In addition, the impact of other vari-
ables such as coping strategies of
workers, aspects of the work environ-
ment, cultural differences, and levels
of social support should be explored.
Direct care workers, by virtue of
their employment, are at increased
risk of developing symptoms associat-
ed with PTSD. Further research into
the effects of stress arising from trau-
ma in the workplace is crucial and will
ensure that appropriate support ser-
vices and policies are implemented. 4
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