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Debriefing models
Introduction
Debriefing is essential when it comes to traumatic health management, and it should be competent, compassionate, and humane care for the affected individual. The main aim should be to ensure that it prevents the patient from incurring adverse health outcomes and from increasing the health of the patients and the community at large (Greiff et al 2015). In particular, it is essential to apply endeavors that are appropriate in the prevention of any continuous developments and preventing problems like PTSD, alcohol abuse, depression, and difficulties in a relationship. Debriefings are models of intervention that are mostly used after a traumatic disaster of other traumatic events. The paper will focus on two models of debriefing, which include critical incident stress debriefing (CISD) and psychological stress debriefing. 
Critical incident stress debriefing CISD is a debriefing model that is formalized in a structured manner where a group of response and rescue teams will review the stress that has been experienced in the disaster. CISD has been specially made to help the first responders, which include police or fire personnel. It was not made for the survivors when it comes to the disaster or their relatives. CISD was not also made to work as a substitute for therapy. It was specifically created to get delivered in a team format and to get incorporated into a multicomponent or extensive crisis intervention system known as the CISM, which is the critical incident stress management (Eppich et al 2015). The CISM incorporates several components that include: disaster and large-scale demobilization, pre-crisis intervention, and briefing of information in the form of follow-up and the referral mechanism meant for treatment and assessment, family crisis intervention, one on one counseling and support, staff advisement, defusing and CISD if necessary.
On the other hand, psychological stress debriefing is the various practices whereby it has less supportive empirical evidence. It has been mainly suggested that psychological debriefing is not in any way appropriate when it comes to mental health and traumatic intervention. This shows that psychological debriefing and critical incident stress debriefing are two different models. 
At the moment, most of the mental and traumatic health workers tend to consider stress debriefing, which is caused by the standard of care according to human-caused (workplace violence and terror attacks) and natural (earthquakes) stressing events. As per the National Center for PTSD's guidebook for disaster mental health, which is being revised at the moment, it shows relevant details on how one can conduct the debriefing. This type of problem can be solved by psychological stress debriefing and critical incident stress debriefing because of they both function in a similar way when reducing stress. However, research done by (Krogh et al 2016) shows that psychological debriefing is not mainly used as the best traumatic and mental health intervention. Evidence gives clear explanations that, in most cases, it can increase traumatic stress, and if not solved, it can complicate the recovery process. Psychological debriefing is also considered inappropriate when it comes to cases that involve acutely bereaved persons (Kolbe et al 2015). While on the other hand, critical incident stress debriefing is mostly helpful because it consists of the clarification of events and giving significant education on normal response and the mechanisms for coping with the disaster. This shows that care should be carried out before delivering any emotional intervention.
In conclusion, as debriefing is being employed at the moment, it is useful for stress events like low magnitude stress exposure and its symptoms or care providers in the emergency unit (Krogh et al 2016). However, an element I will add in the debriefing models is to ensure individuals with high traumatic exposure and those experiencing higher reactions such as PTSD should not undergo the debriefing process because it can be harmful or even ineffective.
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