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The effectiveness of the peer-led PITSTOP (hot debrief) training for healthcare professionals

Abstract

Support from peers after a challenging and traumatic event could help mitigate the development of
psychological distress. We tested whether a training programme on peer-led team debriefing (called
“PITSTOP”) improved healthcare professionals’ confidence to facilitate such a session, including
actual implementation over the subsequent six months and the barriers to implementation. There
were significant improvements post-training (N=153) on participants’ confidence, awareness, and
knowledge to facilitate a PITSTOP. These effects were sustained over the subsequent six-month
period (n=35), with 74% of participants at follow-up having been in a situation where a PITSTOP
could have been helpful, with 62% of these then carrying out a PITSTOP. Team dynamics, staffing
levels, and workload the main implementation barriers. This evaluation shows the utility and
application of the PITSTOP training programme to support a psychologically informed peer-led

approach as a way to support staff wellbeing following an adverse event.
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Introduction

As part of their roles providing compassionate, effective care, healthcare professionals experience
regular contact with work-related stressors and the potential for traumatic events. Alongside
experiencing higher than average levels of stress and burnout (Greenberg et al., 2021; Kinman et al.,
2020; Kinman & Teoh, 2018), studies highlight rates of clinically significant post-traumatic stress
disorder (PTSD) as affecting more than 2 in 10 staff (Greene et al., 2021). Work-related stress,
burnout, and trauma can also significantly affect the care they provide to patients including high

rates of subsequent mistakes (Hodkinson et al., 2022; Teoh, Singh, et al., 2023).

Research highlights that alongside workload and physical safety, support from peers and managers is
a key factor influencing psychological distress following events (d’Ettorre et al., 2021). An adverse
event could be due to a situation that is particularly challenging, difficult, and / or traumatic.
However, a study of surgeons on adverse surgical events highlighted that only 42.5% reported
having spoken to someone following such an event (Turner et al., 2022). NICE guidance for post-
traumatic stress advises against specialist psychological debriefing, but instead evidence supports
the involvement of peer support after adverse events (Rose et al., 2002; Tamrakar et al., 2019).
There has, however, been a lack of tailored training and guidance for how healthcare professionals

can deliver peer support following work-related incidents.

Facilitated peer-led team discussions — known as hot debriefs - can be initiated in the immediate
aftermath (ideally within 24 hours) of an adverse event (Sugarman et al., 2021). This is different to
‘cold debriefing’, which are psychological debriefings typically delivered by a medical professional or
psychologist after a period of time has elapsed following the event (Ha, 2021). Hot debriefs typically
involve teams coming together to discuss the event, its impact and to identify learning. Although
examples of such tools for healthcare settings exist (TAKE STOCK (Sugarman et al., 2021); STOP5
(Walker et al., 2020); DebrleF (James et al., 2022), there is limited research evaluating their
effectiveness (Meneses Echavez et al., 2022). In addition, they were created for use within
emergency department settings, demonstrating a need for hot debriefing in other contexts across
the health service. Furthermore, existing models of peer support systems generally place a focus on
learning from the event rather than individual and team wellbeing and support (Sugarman et al.,

2021; Walker et al., 2020).

The PITSTOP model has adapted ideas from previous team discussion models, particularly the STOP5
model (Walker et al., 2020), and extended these to focus on wellbeing and support. PITSTOPs are
brief and supportive, peer-led check ins that any member of any team can lead on, focusing

specifically on promoting a climate of psychological safety and encouraging staff to connect with,



and support one another after an adverse event. PITSTOPs provide teams with a space to reflect on
the event and the impact this has had on them, as well as to consider how best they, both as
individuals and as a team, can move forward and support each other, and to feel able to manage the
rest of the shift. Unlike other hot debriefing models, PITSTOPs also explicitly provide an opportunity
to signpost individuals to further support should this be needed, tapping into wider wellbeing
support and ensuring all staff are aware of this, and is part of wider interventions that promote

psychologically safe and compassionate teams.

The PITSTOP approach requires the upskilling and empowering of individual healthcare workers to
call for, and potentially facilitate, a peer-led team discussion after an adverse event. As such, it is
important to determine to what impact a programme to train individuals in the PITSTOP approach
will have. For any training programme to succeed, requires participation to first lead to learning,
opportunities to apply learning, and behaviour change before outcomes are achieved (Kirkpatrick,

1954; Nielsen & Shepherd, 2022).

The current study therefore seeks to further the literature by evaluating whether a recently
developed bespoke training programme (i) improved healthcare professionals’ confidence in their
abilities to support their colleagues during challenging times by using the PITSTOP peer-led
approach; (ii) whether it led to any PITSTOPs being carried out over the subsequent six-months; and
(iii) what factors hindered and supported the facilitation of a PITSTOP being carried out in real-world

contexts.
1. Methods

This programme was set in an acute hospital in the south-west of England with approximately
12,500 healthcare staff. The PITSTOP training programme is one of several interventions offered as
part of its Staff Trauma | Support approach, a pathway of psychologically informed interventions
that span from preventative, enhanced, and specialist approaches to support staff in relation to
work-based adverse events. This was developed by the Trust’s in-house Staff Psychology team with
input from senior medics. It draws on the service’s ethos that ‘resilience is between us, not just

within us.”

The training is a 90-minute interactive session which aims to provide staff with guidance, confidence,
and skills on how to facilitate a peer-led discussion following a challenging incident in the workplace.
These face-to-face trainings provide a brief overview of normal psychological reactions to adverse
events and outline the seven steps of a PITSTOP (Figure 1). The experiential sessions include an

opportunity for staff members to practise running a PITSTOP in groups using a scenario relevant for



their area. The intention is to encourage individuals to call for, and potentially facilitate, a PITSTOP
should an adverse event occur. At the end of the training, there is a space for discussion for staff to
troubleshoot and think about times when a PITSTOP could be useful in their area, as well as what

the next steps would be to support its use as standard within their context.

Figure 1: The Seven Steps of a PITSTOP

PAUSE for a moment as a team (include all those who have
been involved or could benefit). Agree how much time we
have today.

INTENTION Share the aim of this PITSTOP (e.g., to pause and
reflect on a challenging situation and check in with the team).
TALK THROUGH GROUND-RULES (attending or sharing is
voluntary, what we discuss must remain confidential, the aim is
for us to leave feeling connected and supported).

=
ummarise what has been happening

Facilitator summarises what's been happening (focusing on facts, not judgements). Facilitator then invites
others in the team to share their invoh in what's happened and their own perspectives. Allow
individual experiences and feelings to be expressed and come back to the ground rules as needed.

hings we have been doing well

P
|
T

Fadilitator to help colleagues to identify things that have been going well in how they have worked
together during the situation. Highlight strengths and resources within the team, and what has
made a difference so far teday and can help the team moving forward.

ther things we are needing right now

Is there anything lhn! m are hﬂdmg right now (as individuals or as a team) that will support us with
today’s shift (p lidate what is shared and encourage a dimate where colleagues
feel safe to lpeall up, meognnnrg ﬂ\cre will be individual differences in how people respond and cope.

romote wellbeing moving forwards

Remind the team it's normal to feel a range of thoughts and feelings folk g challenging events.
Acknowledge the importance of supporting each other, andmu.ragt staff to think about how\hoy will
lock after themselves today. Finish by making colleagues aware of additional supp and

signpost as needed (see below for signposting options within NBT).

PITSTOP training was made available to all staff across the Trust through operational updates and
through Staff Psychology Team flyers. Staff members were recruited by either signing up to trust-
wide face-to-face trainings independently through an e-learning portal, or by attending a training

organised specifically for their team.

Participants were from one of 17 training sessions that ran between May 2022 and July 2023. Each
completed a five-item questionnaire pre, post, and approximately six months following the training.
Alongside demographics, the questionnaire used a six-point Likert scale to understand their

confidence in their ability to support colleagues when an adverse event happens at work, as well as



knowledge of the wider support available. These questions were repeated in the six-month follow-
up survey along with seven additional items, including how many PITSTOPs they had run, their
confidence in running/facilitating a PITSTOP, and four free text items exploring their experience in
facilitating or being unable to facilitate a PITSTOP. A higher score represented stronger agreement

with the item.

SPSS (version 26) was used for analysis. Descriptive statistics summarised demographics. The
quantitative items from the pre and post training surveys were compared using an independent
samples t-test. One repeated measures ANOVA was run for each of the five questions that
participants were asked pre, immediately post, and six-months post training. The open-ended

guestions were descriptively analysed by group responses into codes.

This project was considered as service evaluation by the Trust and no formal ethical review was
required. In carrying out this study we adhered to the ethical principles of the British Psychological

Society including informed consent.
2. Results

In total 153 participants (96.2% response rate) completed the pre and post PITSTOP training surveys

Table 1). For the six-month follow-up surveys, 35 participants (23%) completed their surveys.
( p ys, 35 particip p y

Table 1. Demographics of participants in the PITSTOP training

Demographic Frequency (%)
Total 153 (100%)
Gender
Female 130 (85%)
Male 19 (12%)
Not specified 4 (3%)
Ethnicity
Asian/Asian British 20 (13%)
Black/African/Caribbean/Black British 5 (3%)
White British 109 (71%)
White Irish/White Other 10 (7%)
Mixed 3 (2%)
Not specified 6 (4%)

Job Function
Admin/ Clerical 3 (2%)
Allied Health Professionals 17 (9%)



Hotel Services 2 (1%)

Medical/ Clinical 23 (15%)
Nursing 101 (66%)
Not specified 7 (5%)

2.1. Changes in participants understanding and confidence to run a PITSTOP

Table 2 shows a significant improvement in the mean scores for each of the five survey items pre

and post training. Further comparison of Cohen’s d scores reports a small effect size (d < 0.20)

improvement for item 1 while large effect sizes (d > .70) are found for the remaining four items. The

largest improvement is in relation to item 5 and item 4.

Table 2. Pre and post training evaluation scores

ltem Question N Pre Post t statistics Cohen’s
d

1 My team come together when 151 5.13 5.27 t(150) = -2.34* 0.17
faced with difficulties

2 | know how to support my team 152 466 531 t(150) = -10.40*** 0.97
when a challenging event occurs at
work

3 | would be confident in having a 152 4.72 5.34 t(151) = -8.68*** 0.79
supportive conversation with
colleagues following a difficult
event at work

4 | am aware of different types of 152 4,57 541 t(151) =-11.97%** 1.05
wellbeing support available within
the organisation

5 How much knowledge do you have 153 1.86 4.33 t(152) = -29.96*** 2.99
of PITSTOP

Note. *p<.05, **p<.01, ***p<.001

Using a sub-sample of the data that completed the survey at all three time points (n=35), Items 2, 3,

4, and 5 had significant improvement between the pre-workshop survey and the follow-up survey six

months later (Table 3). The same table also shows no changes between the post-workshop survey

and the six months survey, indicating that there was no decline in scores post-workshop. No

differences were observed between any of the measurement points for Item 1.



Table 3. Pre and post training mean evaluation scores

Item N Pre Post 6-months F statistics
Follow Up

1 34 5.21 5.29 5.26 F(2,66)=0.22

2 35 4.74 5.43 5.17 F(2,68) =11.46%**

3 35 4.66 5.34 5.29 F(2, 68) =20.84***

4 35 4,71 5.49 5.46 F(2, 68) =14.87***

5 35 1.83 4.22 3.99 F(2,68) =126.87***

Note. *p<.05, **p<.01, ***p<.001

Recognising that the longitudinal data was a subset of the data from Table 2, Table 4 shows a similar
improvement between pre and post training on Items 2 — 4, but not for Item 1. Additional checks
showed no significant difference on the means for participants who completed the 6-month follow
up survey and those who did not on any of the ten items measured in the pre and post training

surveys.

Table 4. Post hoc analysis with mean differences across the three time points

Mean Difference (T2-T1)

T1 T2 ltem 1 Iltem 2 Iltem 3 ltem 4 ltem 5
Pre Post 0.07 0.69***  0.69***  (0.77%** 2.40***
Pre  6-months 0.03 0.43* 0.63***  (0.74** 2.12%**
Post 6-months -0.03 0.26 0.06 -0.03 -0.28

Note. *p<.05, **p<.01, ***p<.001

2.2. Opportunities to run a PITSTOP

In total, 26 out of the 35 respondents (74%) were in a situation where a PITSTOP could have been
helpful, indicating the high proportion of healthcare workers exposed to an adverse event. Of these,
16 (62%) had then carried out a PITSTOP. The mean number of PITSTOPs carried out was 2.5 (range
1-—7). Responses to open-ended questions about how the PITSTOPs ran highlighted that while the
set template and structure was useful, it was somewhat clunky and there was often a need to
deviate from the formal structure. Concerns around the lack of time and being interrupted, as well

the need for further practice and confidence to develop further competence were also raised.



Further responses reflected that the PITSTOPs ran were well received, and that they gave the team a

chance to come together, to reset, and to feel valued and noticed.

Seventeen percent of respondents had been in a situation where a PITSTOP could have been helpful
but did not happen, with a further 42% unsure of whether they had been in a situation where a
PITSTOP could have helped. When asked about what got in the way of running a PITSTOP, the most
identified challenge was 'time’ which, was raised by 39% of participants. Similarly, — workload — was
raised by 17%. Additional challenges raised were around team dynamics (e.g., lacking authority;

22%) and not being exposed to adverse events (11%).

In terms of barriers to running and embedding PITSTOPs in their teams, 21% highlighted the lack of
time. Team dynamics, in terms of authority and having the right people involved was also mentioned
by 21%, with 18% highlighting staffing challenges in terms of having sufficient staffing to ensure
service delivery while bringing together all staff involved in the incident. For 16% of respondents,
existing or alternative support options (e.g., debriefs, informal support session) were available
instead. Other less common barriers included not having had an occasion to use it, not having a
suitable place to hold it, and not having the confidence or knowledge to run a PITSTOP. Crucially,

26% reported no barriers in terms of running and embedding PITSTOPs.

3. Discussion

We found that the PITSTOP peer-led training programme improved participants’ confidence in their
abilities to support their colleagues after an adverse event. Participants reported increased
knowledge on how to support the team, confidence in having a supportive discussion, and
awareness of support available within the organisation. Crucially, these improvements were
sustained over the subsequent six-month period. At follow-up, the majority of participants had been
in a situation where a PITSTOP could have been useful, with more than half of these reporting
facilitating a PITSTOP. However, issues around team dynamics, time and workload were particular

barriers to implementation.

The findings here add to a limited pool of evidence (El Hechi et al., 2020; Sage et al., 2016)
demonstrating the potential utility and application of a training programme to support a
psychologically-informed peer-led approach as a way to support staff wellbeing following an adverse
event. Most notably, the training demonstrates its ability to change participants’ perceptions of
what support they can offer to their peers, and that most of these training effects appear to hold

over the subsequent six-months is encouraging. Examination of participant feedback demonstrate



the value of the peer-led support intervention in fostering feelings of support and safety by creating
a space and time for participants to come together and reflect in a structured manner (O’donovan &
Mcauliffe, 2020). While these do not equate to actual improvement in wellbeing outcomes, the
improvement of awareness and confidence are vital first steps that lead to subsequent behavioural
change and improvements (Kirkpatrick, 1954). The facilitation of a PITSTOP in the majority of
situations after an adverse event demonstrates the application of this learning when the appropriate
opportunity arises (Nielsen & Shepherd, 2022). This is congruent with El Hechi et al.’s (2020) peer
support program which not only led to subsequent interventions, but that this in turn led to

improvements in the department’s safety and support culture.

That ‘the team coming together when faced with difficulties’ was the only item to return to the
baseline score is perhaps not surprising. Unlike the other four items which focus on the individual
(e.g., “ know”, “l am”), the emphasis here is on the team’s behaviour. Across a six-month period
there can be much change to team structure and dynamics (Rosenman et al., 2018), over which an
individual participant may have limited agency over. This issue is reinforced by concerns that
participants shared around a lack of authority and staffing availability as factors that led to a
PITSTOP not running when a relevant situation occurs. As such, there may be value in exploring the
role of PITSTOP training at a group (e.g., team, department) level rather than as the training of
interested individuals across the organisation, and this may also help sustain the use of the approach
and integrate this into routine practice. There may also be value in training up more senior
colleagues who are more likely to have the authority to call a PITSTOP and are crucial in role
modelling desired behaviours (Teoh et al., 2016). Doing so could ensure a strong understanding of
the process, tailoring of the approach to team-specific contexts, embedding it within existing
structures, and making it less reliant on key individuals — all of which could improve sustainability
over a longer period of time (El Hechi et al., 2020; Knight & Parker, 2021; Teoh, Dhensa-Kahlon, et
al., 2023).

The review of barriers towards running a PITSTOP highlights several considerations around training
transfer and implementation. First, the findings where participants did not feel they had the
authority to run a PITSTOP or where they had not been exposed to a potentially traumatic situation
suggest a need to identify participants for which this training is more appropriate and relevant,
including those colleagues with sufficient authority to call a PITSTOP during a busy shift. Second,
challenges within the organisational system (e.g., workload, staffing, interruptions) must be
addressed, or at least considered, to facilitate better implementation. These are not only important
for working conditions (Kinman et al., 2020; Teoh, Singh, et al., 2023) but for the implementation of

learning and staff development activities (Watson et al., 2018). Third, we see the importance of not



only whether an intervention worked, but the process in which it was administered (Nielsen &
Randall, 2013). Here, we see development points that need to be considered in future iterations of
this programme, including having to design flexibility into the developed tool to make it more
adaptable to local settings, and to understand how this offering complements or competes with
other support processes and programmes in place (e.g., After Action reviews). Finally, our findings
show the importance of having leadership support and sponsorship to signal the importance of this
support mechanism , role model compassionate behaviours, and show vulnerability in learning and
supporting others, all of which are imperative in improving the implementation of PITSTOPs in the
dynamic, pressurised context that is healthcare (Teoh, Dhensa-Kahlon, et al., 2023). All these
demonstrate that a peer-support intervention cannot be delivered as a standalone workshop if it

does not link in with the wider system.

The longitudinal aspect of the study is a strength as it examined the training effects over an
extended period, allowing the examination of actual implementation behaviours. The longitudinal
design also addresses concerns around common method bias (Podsakoff et al., 2003). The
limitations here include the absence of a control group and the low response rate at follow-up,
although this is similar to other studies in this area (Akhanemhe et al., 2021). There may also be a
bias in the six-month follow-up with participants who found the training useful more likely to
respond. However, our additional analysis with the longitudinal subgroup showed no substantial
difference between the longitudinal sample and the study population. Finally, we also did not

measure the actual impact on staff wellbeing.

In conclusion, this study shows that in busy, dynamic healthcare contexts, the delivery of the
PITSTOP training programme can improve healthcare workers’ skills and confidence in
understanding and facilitating a psychologically informed peer interventions following adverse
events. Crucially, this can be delivered by colleagues in their context as needed and connected to
wider or more specialist wellbeing and psychological support. Nevertheless, there are several factors
around implementation that need to be considered to improve its uptake, and understand its

impact, while also offering avenues for future research to examine.
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