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Abstract
The Peer Operational Support Team (POST) is a program developed by Dr. Patricia
Haynes with the Health and Safety Unit at the Tucson Fire Department (TFD) to promote
resiliency after exposure to potentially traumatic events (PTEs). Currently, the program is being
tested at TFD, and data are being collected regarding firefighter outcomes following PTEs. An
electronic application dedicated to facilitating the administration of POST 7-day and 30-day
follow-ups has been developed and is currently being tested. With the development of this
application and the data collected from sixteen PTEs in which POST has been deployed without
this application, the POST program appears to be a feasible peer-based support model that could
be implemented in populations of emergency responders who are frequently exposed to trauma.
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Background
The current support system utilized by a majority of fire departments and other
organizations for firefighters exposed to numerous potentially traumatic events is called Critical
Incident Stress Management (CISM). CISM is a structured system that utilizes one-on-one and
group debriefings and self-care suggestions immediately following potentially traumatic events
(PTEs) to allow the affected individual to discuss the event in more detail, with the ultimate goal
of recovery. Although CISM is a major intervention implemented within public safety
organizations, studies have suggested that one of the primary components of CISM, group or
individual debriefings, have the potential to interfere with the body’s ability to recover naturally
(National Institute of Mental Health, 2002). Additionally, due to deviations in implementation of
the strategy and flawed structural components, CISM has been shown to worsen emotional states
of individuals involved in potentially traumatic events and increase one’s chances of developing
Depression, Acute Stress Syndrome, or Post-Traumatic Stress Disorder (National Institute of
Mental Health, 2002). Following an extensive review of current studies on available evidencebased early psychological interventions, the National Institute of Mental Health, the U.S.
Department of Health and Human Services, the Department of Defense, Department of Justice,
and American Red Cross have specifically not recommended CISM as a viable and effective
early-intervention method (National Institute of Mental Health, 2002). The World Health
Organization further discourages the implementation of CISM and CISM-based practices due to
its emphasis on having all affected individuals share their personal experiences, even if they are
uncomfortable with doing so (World Health Organization, 2003).

POST PROGRAM IMPLEMENTATION

4

Due to these concerns with CISM, the TFD collaborated with Dr. Haynes at the
University of Arizona to create an alternative system for firefighters exposed to PTEs, the Peer
Operational Support Team (POST). Below I discuss limitations associated with CISM and the
prevailing models as well as alternative intervention models

Interventional Models

Occupational Models of Support. Critical Incident Stress Management (CISM) utilizes an
intervention called psychological debriefings in which intervention takes place within three days
of a potentially traumatic event to relieve stress and avoid the development of trauma-related
pathology such as PTSD (Devilly, 2006). CISM focuses on group-based interventions,
reconstruction of the potentially traumatic event, ventilation, and normalization of the distress
experienced through a “teaching” component (Devilly, 2006). CISM claims to “mitigate the
acute psychological distress associated with psychological crisis that may arise from violent
acts” and eventually result in posttraumatic disorders in an attempt to provide psychological
closure after the potentially traumatic event (Devillly, 2006). CISM is composed of seven
different phases: the introductory phase (where rules and goals are highlighted), “fact” phase
(where participants are asked about what they viewed, did, and heard), “thoughts” phase (where
participants recount their thoughts of the event), “reaction” phase (where emotional reactions are
recounted from the potentially traumatic event), “symptoms” phase (where the physical and
psychological symptoms are assessed on an individual basis), and the “reentry” phase (where
individuals are provided further resources and referrals, as needed) (Devilly, 2006).
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Limitations of CISM. Rose, Wessly, and Bisson conducted a Cochrane Review of
individual psychological debriefings, including those that utilized the CISM method (Rose,
2001). Results suggest that individuals experienced either no effect or negative effects following
psychological debriefings; further analysis shows that the recovery processes of individuals
could even be hindered by psychological debriefings following a potentially traumatic incident
(Rose, 2001). A meta-analysis was conducted by van Emmerik in 2002 of five CISM studies, six
“no-intervention” and “control condition” studies, and three psychological debriefing-like
interventional studies. The results from this analysis suggest that individuals experiencing PTEs
have a tendency to improve with time when receiving no intervention; CISM and non-CISM
interventional models did not make a significant difference in the development of PTSD and
other trauma-related disorders (Devilly, 2006). Further analysis of the five CISM studies show a
negative effect on the recovery process and potentially reverse the normal tendency towards
resilience in trauma-affected individuals. From these analyses, Devilly suggests that this
debriefing interventional model should be abandoned (Devilly, 2006).
Alternative intervention models. In an analysis conducted by Litz in 2002, evidence from
previous studies which have implemented psychological debriefing interventional models (such
as CISM) show that psychological first aid is an appropriate initial intervention for individuals
exposed to trauma (Litz, 2002). Psychological first aid consists of a non-interventionist but
supportive interventional model based on a group-support model that provides an opportunity for
people to discuss their experiences voluntarily, review the events that happened during the
potentially traumatic call, and receive handouts with resources describing where to get help
(Litz, 2002). Previous studies of the CISM interventional model show that individuals who feel
reluctant to share any information from a PTE may feel stigmatized and pressured into sharing
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their experiences by the expectations of the group, thus potentially hindering their recover
processes (Litz, 2002). Litz suggests that an effective interventional program should allow
individuals who feel the need to share their experiences the opportunity to share their
experiences, while not pressuring other more reluctant individuals to share theirs as well (Litz,
2002).
Prior research conducted by Hobfoll supports the idea that there are five major
interventional principles that should be considered, preserved, and enhanced when creating a
program which addresses post-traumatic psychosocial disorders such as Anxiety, Depression,
and PTSD: promotion of sense of safety, calming, sense of self and community efficacy,
connectedness, and hope (Hobfoll, 2009). Hobfoll states that, based on a review of the current
studies on programs, a broad-scale interventional program that provides “psychological first-aid,
family and community support, and community support functioning” while also promoting
stress-resistance, resilient outcomes, and abandoning the one-size-fits-all treatment approach
would be the most effective interventional program for those exposed to trauma (Hobfoll, 2009).
This specific program would stop the cycle of loss of essential psychosocial, personal, material,
and structural resources experienced by the individual and promote the aforementioned five
interventional principles (Hobfoll, 2009).
Peer Operational Support Team (POST). The POST program at TFD is based on a
psychological first aid model. POST is designed to promote calming, the natural recovery
process, and a sense of safety for employees. It also promotes interactions that foster
individualized reactions to PTEs. The POST process typically begins with telecommunications
informing the Safety Captain about a PTE that meets certain pre-specified criteria (e.g., pediatric
code, excessive time with patient). Station Captains may also deploy POST members by
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informing the Safety Captain of PTEs. Once the Safety Captain is informed of the call, he
notifies Dr. Haynes (the licensed clinical psychologist) and mobilizes one of the four POST
members who had previously been trained in psychological first aid. One or more of these POST
members then travels to the station(s) who experienced the PTE and speaks with the employees
involved in the PTE. At the station, the POST member provides support, normalizes response,
provides referral information, explains the POST system, and gathers contact information so that
they may be contacted at follow-ups in the upcoming seven and thirty days. All attempts are
made to approach crew members individually so they may speak about the event with the POST
member, if they wish.
Seven days following the PTE, an email is sent to the TFD members exposed to the PTE,
providing them with a frequently asked questions document that discusses typical emotions or
reactions following the PTE. The seven-day follow-up utilized in the POST program provides
further psychological first aid in the form of resources and a handout for exposed TFD
employees; this first aid provides further support for individuals, a sense of connectedness,
community support, and hope. During this email exchange, the POST member is re-establishing
the connection they made during their initial encounter and further solidifying the individualized
interaction they had immediately following the POST call-out. Dr. Haynes is CC’d on the email
so she may be connected with the crew member on this interaction.
Approximately thirty days after the POST call-out, Dr. Haynes sends an email to the crew
member. The crew member is encouraged to call Dr. Haynes for a follow-up and administration
of a standard Trauma Screening Questionnaire and Patient Health Questionnaire. The responses
each crew member provided to the questions in each of the questionnaires determined whether
Dr. Haynes deemed that a psychological evaluation would be necessary to address and treat
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potential PTSD or Depression following the PTE. The thirty-day follow-up is a unique feature of
the POST program, which allows for individuals exposed to trauma to have sufficient time to
emotionally process the events that previously occurred, avoid premature emotional processing,
and screen individuals for the presence of PTSD-like symptoms that have not resolved.
My Experience
POST is currently being implemented at Tucson Fire Department. For the past year, I
have worked with Dr. Patricia Haynes and her team at the Mel and Enid Zuckerman College of
Public Health (MEZCOPH) to further organize the POST program, create a standard operating
protocol, create a database for the program and associated data, create an application dedicated to
organizing POST call-outs, and training and educating more firefighters at TFD on how to
orchestrate POST follow-ups in response to PTEs. During my time working with Dr. Haynes and
the TFD, I have learned a great deal about public health, implementation of programs in a
community-based setting, and how populations frequently exposed to PTEs, such as the TFD
firefighters, are exposed to PTEs. While working with the TFD, I was able to better understand
the culture of the fire department and gain a better perspective of a firefighter’s job
responsibilities by touring the firehouse and regularly meeting with POST members and
firefighters at Behavioral Health Committee meetings to discuss thoughts on the development
and progress of the POST program.
Stress Physiology
I chose to pursue this project in order to expand my knowledge of the effects of
naturalistic stress in order to apply my understanding of stress from a physiological perspective.
Physiological and psychological stressors cause real bodily strain and feelings of strain on the
body, thus threatening homeostasis (Gupta, 2013). In response to a stressor, the body reacts
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within two to three seconds, first with activation of the sympathetic nervous system (Gupta,
2013). The stressor causes an increase in heart rate, vasoconstriction, higher blood pressure,
increased blood circulation, glycogenolysis, gluconeogenesis, and lipolysis to make more
nutrients available to the body, bronchial dilation to increase oxygen consumption, pupil dilation
to increase sensory information delivered to the brain, decreased digestion, bladder relaxation,
and increased blood flow to the muscles, ultimately allowing the individual to “fight or flight”
(Gupta, 2013). Within twenty to thirty seconds of the stress, the adrenal medulla is activated,
causing release of epinephrine (Gupta, 2013). Within minutes, hours or up to day, the
Hypothalamic Pituitary Adrenal (HPA) Axis is activated resulting in the release of
glucocorticoids and mineralocorticoids (Gupta, 2013). The glucocorticoids break down proteins,
fatty acids, and glycogen allowing for gluconeogenesis, vasoconstriction, and
immunosuppression (Gupta, 2013). Mineralocorticoids increase blood volume and blood
pressure by increasing water and sodium retention within the body. Eventually, the body returns
to a normal state after the stressor encounter once cortisol negative feedback suppresses the
stress response (Gupta, 2013).
In cases where the body fails to return to a relatively normal state, Acute Stress Disorder
or PTSD may develop. Acute Stress Disorder is a trauma and stressor-related disorder that
manifests three days to one month after a potentially traumatic incident (U.S. Department of
Veterans Affairs, 2016). An individual is diagnosed with Acute Stress Disorder (ASD) if they
present with at least nine of the fourteen symptoms, which include: de-realization,
depersonalization, dissociative amnesia, severe anxiety, and absence of emotional responsiveness
(U.S. Department of Veterans Affairs, 2016). If the symptoms of ASD persist for more than one
month, an individual can be diagnosed with Post-Traumatic Stress Disorder (PTSD) (U.S.
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Department of Veterans Affairs, 2016). PTSD can be a chronic, potentially life-long illness
associated with somatic symptoms such as autoimmune disorders, gastrointestinal disorders,
Metabolic Syndrome, chronic pain, and sleep disorders (Gupta, 2013). According to DSM-5
criteria provided by the American Psychiatric Association, an individual is diagnosed with PTSD
if the person was exposed to trauma (directly or indirectly), the individual re-experiences the
potentially traumatic incident in nightmares, flashbacks, unwanted memories, physical and
emotional reactivity after exposure to reminders of the potentially traumatic event, avoidance of
trauma-related stimuli, negative thoughts or feelings that began or worsened after the trauma,
trauma-related arousal and reactivity (U.S. Department of Veterans Affairs).
One of the most notable physiological features of PTSD is low levels of cortisol within
the blood (hypocortisolism) (Gupta, 2013). This condition occurs when epinephrine and
norepinephrine hormone levels are elevated due to sympathetic innervation, but cortisol is
reduced due to a lack of feedback between the endocrine system and nervous system, specifically
neural structures such as the hypothalamus, cerebral cortex, and Autonomic Nervous System
(Gupta, 2013). Men and women who have experienced trauma within their lifetimes have a
60.7% and 51.2% chance, respectively, of developing PTSD at some point in their lifetimes
(Devilly, 2006). The probability of developing PTSD is influenced by factors such as specific
characteristics of the potentially traumatic event, personal involvement in the potentially
traumatic event, and person-specific factors such as socioeconomic status and perceived social
support (Devilly, 2006).
The major objective of the POST program is to promote calming and provide support and
resources to firefighters exposed to PTEs. Another major objective is to provide a flexible
system that supports individuals’ reactions to PTEs. POST employs an evidence-based screening
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tool for PTSD, shifting the focus from an acute exposure phase (where most people are expected
to experience stress-related symptoms in response to PTE) to a 30-day screening follow-up phase
(a time when individuals vulnerable to PTSD may still experience stress-related symptoms). The
overall purpose of POST is to provide support for firefighters to facilitate the natural recovery
process and ultimately, restore the body’s homeostatic mechanisms, and reduce the rate of the
development of stress disorders amongst those exposed to PTEs.

Methods
At the beginning of this project, I gathered data from POST call-outs and reviewed
whether individuals screened positive for Depression and PTSD. I created a de-identified
database using a private Microsoft Excel sheet that was updated every week during meetings
with Dr. Haynes. The Excel sheet was divided into the Call Sheet and Crew Member Sheet, each
with unique variables. The Call Sheet included specific information about the POST Call-Out
such as the unique call number, the date of the event, the date of POST initial contact, the type of
call, description of the call, the stations and vehicles affected, and the dates the 7-day follow-ups
were sent to crew members. The Crew Member sheet included the call number, the POST
members who were deployed, the names of the crew members and their positions, the dates the
30-day follow-ups were sent, the dates the TSQ was administered, and the scores of the TSQ.
Once the database of POST calls was updated, I further analyzed the times from the event to the
7-day follow-up and 30-day follow-up, the number of individuals exposed to PTEs at TFD
during the one-year period, the number of individuals who did not receive a follow-up, and the
number of individuals who reported positive responses on the TSQ.
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Beginning in early January, I began to work with Dr. Haynes and Dave Parizek of the
Center for Biomedical Informatics and Biostatistics at The University of Arizona on the
development of an electronic application. Dave and I met several times to review changes to the
application to make the application as accessible and efficient as possible for POST members to
use. We additionally presented the application and demonstrated how to use the application to
POST members and other TFD employees.

Results
There were thirteen POST call-outs involving TFD employees in the time between April
26, 2017 to March 31, 2018. When calculating statistical information for analytical and
evaluative purposes, the most recent POST call-out on March 31 was excluded due to ongoing
POST activities. Based on the twelve completed POST call-outs completed by five different
POST members, 65 TFD employees were exposed to PTEs. On average, 5.4 TFD employees
were exposed to PTEs per POST Call-Out.
Of these 65 employees, four individuals did not receive the 7-day follow-ups and FAQs
from their respective POST members; these individuals were not connected with Dr. Haynes and
therefore were unable to receive the 30-day follow-ups or psychological evaluations. Of the 61
employees who received 7-day follow-ups from their POST members, 18 responded and
completed the 30-day follow-ups with Dr. Haynes (27.7%).
The average time that elapsed between the date of the PTE and the POST Call-Out was
approximately 1.81 days with a minimal value of 0 days and maximal value of 21 days; this
maximal value is due to non-compliance on behalf of the Captain of the exposed crew members
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who refused POST intervention, despite exposed crew members’ direct requests for POST
intervention. Excluding this maximal value, POST members came into initial contact with
exposed crew members an average of 0.5 days after the initial PTE. The average time between
the date of the PTE and the 7-day follow-up with FAQs was approximately 18.8 days, based off
of 11 total POST call-outs; two POST call-outs are still in progress and cannot be included. The
minimal value for the time elapsed between the date of the call and the 7-day follow-up was 6
days and the maximal value was 60 days.
The average time between the date of the call and the 30-day follow-up with Dr. Haynes
for the 16 members who completed the TSQ and PHQ was 68.63 days, with a minimal value of
30 days and a maximal value of 113 days. The rate of follow-up for the administration of the
PHQ and TSQ was 24.6% of the 65 members who had been exposed to PTEs. Of the sixteen
individuals who completed the PHQ and TSQs, eleven screened positive (16.9% of those who
had been exposed to a PTE). Note that Dr. Haynes intentionally increased the time to 30-60 days
for the first email requesting follow-up, due to concerns that 30 days may be insufficient time to
allow for natural recovery.
Below is a table and bar graph with the average times of the POST call-outs, 7-day
follow-ups, and 30-day follow-ups.
Table #1: Average Time Between Date of Call and POST Events
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Chart #1: Average Time Between Date of Call and POST Events
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Discussion
Based on this data, it is clear that POST members are successfully coming into contact
with exposed crew members within a reasonable amount of time since the PTE. With an average
of 1.8 days between the date of the potentially traumatic call and the POST initial contact with
the crew members, POST members are successfully meeting with the exposed crew members on
an individual basis and providing necessary peer support to encourage the healing process.
However, we are also able to identify two areas for improvement in the implementation of
POST: 7-day follow-up emails seem to be delayed beyond 7 days (with an average contact of
18.8 days). There were only two 7-day follow-ups of the eleven total that were sent seven days
following the PTE (18.18%).
The anecdotal reasons for extended times between the PTE and POST follow-up have
been attributed to lack of organization and time on the POST member’s behalf when managing
all of the crew members involved in potentially traumatic incidents. From the perspective of a
POST member, the method of individually emailing all of the crew members involved in an
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incident (with a maximal number of 7 individuals affected per POST member assigned to a PTE)
can be extremely time-consuming, especially when balancing a strenuous work schedule and
other POST call-outs. POST membership is entirely voluntary with no monetary incentives from
the organization. This problem, and other issues to be discussed later on, are addressed with the
development of an application specifically for the TFD POST members to facilitate organization
and timeliness, allowing for critical networks to be formed between the exposed crew member,
their peers, and a licensed clinical psychologist.
A second area of concern is the low response rate to 30-day follow-up assessment with
Dr. Haynes that are also delayed. Dr. Haynes’ procedure was to send up to three emails
requesting call-backs as part of “standard operating procedure” in the hope of evaluating the
crew members. Reasons for lack of adherence are unclear, although anecdotally, there are some
concerns that crew members may be providing their emails but not checking them regularly.
There are currently no individual consequences from management for nonadherence to the POST
protocol.
The development of an application in collaboration with Dave Parizek of the Center for
Biomedical Informatics and Biostatistics at The University of Arizona was intended to address
issues with organization and time management mentioned above. The application is available to
the Safety Captain of TFD, POST members, and Dr. Haynes. See Appendix A for application
description.
With the implementation of the application, data will automatically be collected, emails
and text messages regarding seven and thirty-day follow-ups will automatically be sent, and
POST members will be able to better individualize their contact with crew members exposed to
PTEs. As of April, the application is ready to be deployed at TFD and used for inputting
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potentially traumatic events. This shift to the use of technology has the potential to improve the
average times between event date and 7-day and 30-day follow-ups, ultimately allowing for the
improved administration of peer support to firefighters exposed to PTEs.
Summary
The POST program is currently a feasible program to address the downfalls associated
with the CISM interventional program. Current barriers to POST implementation include POST
member delays in 7-day follow-up emails and nonresponse of crew members to 30-day followup emails. Once the application is in use, further data can be collected to observe how the
organization of the POST program progresses and if the application addresses the problems
associated with the manual data collection method used previously. Overall, the POST program
appears to be well-received and has the potential to provide a new peer support model utilized in
several other fire departments and other situations where responders are exposed to frequent
potentially traumatic events.
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Appendix A. The Safety Captain, POST members, and the psychologist can login to the
application by using the URL https://post.arl.arizona.edu/. The individual will be directed to the
screen below.

At this point, the Safety Captain or POST Member logs in using their unique username
and password assigned prior to the call.

The Safety Captain will be redirected to this screen below, which has all of the
information regarding previous POST call-outs and the option to create a new call.
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When the option to create a new POST Call-out is selected, a form as seen below will
appear, allowing for the Safety Captain to enter important information about the call such as the
unique six-digit run number associated with the call, the date of the call, and the POST members
assigned to the call.

The Safety Captain then fills out what type of PTE this call was (as seen below) and
POST members are notified via email or text that they have been assigned to a new call.
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When a POST member is assigned a call, the call will automatically populate in their
homepage when they log into the POST application.

During the call-out, POST members come into initial contact with the exposed crew
members, gather information such as contact information, and provide useful resources. They
then fill out a contact form, similar to that of the Safety Captain, with the name and contact
information of the crew members exposed to a PTE, the date and time of the initial interaction
with the crew members, and the location of this interaction (as seen below).

19
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After the POST member fills out the details associated with the initial contact, they
complete a questionnaire for how they feel the POST interactions went and how they feel the
crew members received the POST interactions (as seen below).

20
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After the POST member fills out these questionnaires, they are redirected to the messages
that will be automatically sent via text message or email to the crew members exposed to a
potentially traumatic incident seven and thirty days following the event (as seen below). At this
time, the POST member can customize the text message or email sent to each of the crew
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members, allowing for the POST members to fully connect with the crew members, be viewed as
a peer, and better relate to the crew member.

(Text message template)

(Email template)
Approximately seven days after the PTE, the crew members are automatically contacted
by the POST members, who offer each of the crew members a document filled with frequently
asked questions regarding reactions to PTEs. Approximately thirty days after the potentially
traumatic incident, an email or text message is automatically sent from the application notifying
the crew member that it has been exactly thirty days since the incident and provides links to
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complete the PHQ and TSQ. Based on the individual’s responses to each of the questionnaires,
Dr. Haynes recommends further consultations or recommendations to support crew members’
recovery process.

23

POST PROGRAM IMPLEMENTATION

24
Sources Cited:

Devilly, G. J., Gist, R., & Cotton, P. (2006). Ready! Fire! Aim! The Status of Psychological
Debriefing and Therapeutic Interventions: In the Work Place and After Disasters. Review of
General Psychology, 10(4), 318-345. doi:10.1037/1089-2680.10.4.318
Gupta, M. A. (2013). Review of somatic symptoms in post-traumatic stress
disorder. International Review of Psychiatry,25(1), 86-99.
doi:10.3109/09540261.2012.736367
Hobfoll, S. E., Watson, P., Bell, C. C., Bryant, R. A., Brymer, M. J., Friedman, M. J., . . .
Ursano, R. J. (2009). Five Essential Elements of Immediate and Mid-Term Mass Trauma
Intervention: Empirical Evidence. Focus,7(2), 221-242. doi:10.1176/foc.7.2.foc221
Litz, B., Gray, M., Bryant, R., & Adler, A. (2002). Early intervention for trauma: Current status
and future directions. PsycEXTRA Dataset. doi:10.1037/e570342010-001
National Institute of Mental Health. (2002). Mental Health and Mass Violence: Evidence-Based
Early Psychological Intervention for Victims/Survivors of Mass Violence: A Workshop to
Reach Consensus on Best Practices. PsycEXTRA Dataset. doi:10.1037/e584812011-001
Rose, S., Wessely, S., & Bisson, J. (2001). Brief psychological interventions (“debriefing”) for
trauma-related symptoms and prevention of Post Traumatic Stress Disorder: Review. The
Cochrane Library, Issue 2.
U.S. Department of Veterans Affairs. (2016, June 10). PTSD: National Center for PTSD.
Retrieved from https://www.ptsd.va.gov/professional/PTSDoverview/dsm5_criteria_ptsd.asp

POST PROGRAM IMPLEMENTATION

25

World Health Organization. Mental Health: Evidence and Research Team. (2003). Mental health
in emergencies : mental and social aspects of health of populations exposed to extreme
stressors. Geneva : World Health Organization. http://www.who.int/iris/handle/10665/67866

