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Abstract

This thesis presents an ecological exploration of the experiences of mental
health workers faced with critical incidents and traumatic events in the course
of their work. A qualitative study, it takes the experiences of twenty workers
from a range of disciplines and environments, and examines their preparation
for exposure to extreme stress, their passage through the incidents that they
chose to relate, and the organisational response to the events.

The central research question explores the knowledge bases currently utilised
within trauma and critical incident response, and the degree to which these
provide adequate explanatory, practice and evaluation models for responses to
workplace incidents. It is examined through the narratives of the mental health
workers, who self-define and explore the nature of their preparation for, and
experience of, critical incidents and traumatic events in their workplace. The
question is contextualised through a review of the knowledge bases of trauma
and extreme stress, and of the mental health environment in which the workers
practice. A case study of the workplace support known as debriefing illustrates
the tensions between current knowledge bases in the area. Informed by this, the
key issues of what did or did not work for the participants are explored.

The thesis argues that the paradigm shift signalled by the latest developments
within conceptualisations of trauma is not yet complete, and that the ensuing
tensions have created debate and confusion in the creation of adequate
responses to workplace incidents. Whilst conceptualisations that attempt to
address issues of complexity and context are evolving, it is argued that an
ecological framework has the potential to both explain and respond to incidents
that occur within the mental health environment.

The findings of the research raise issues of complexity in the design and
implementation of appropriate support systems, and lend a perspective to the
critique of debriefing that has been missing from existing debates. Key
principles for the development of safe and sound support systems, and their
evaluation, are developed.
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Glossary

ACC: The state compensation and insurance system within Aotearoa New Zealand.
ACISA: Australasian Critical Incident Stress Association.
ANZAC: The Australian and New Zealand Army Corps.

Aotearoa New Zealand: the bicultural term for New Zealand. Aotearoa is usually translated
into English as 'land of the long white cloud'.

ASTSS: Australasian Society for Traumatic Stress Studies.

Burnout: see Appendix 4.

CBT: Cognitive Behavioural Therapy.

CMHT: Community Mental Health Team.

Compassion Fatigue: see Appendix 4.

Countertransference: see Appendix 4.

CSW: Community Support Worker.

DESNOS: Disorders of Extreme Stress Not Otherwise Specified.

DHB: District Health Board, a regional provider of Health Services in Aotearoa New Zealand.

EAP: Employee Assistance Programmes. Occupational support systems provided usually
within larger organisations, and usually provided by external providers.

ESTSS: European Society for Traumatic Stress Studies
Fono: Samoan term for whanau, or extended family.
Hapu: Sub-tribe.

Hinengaro: Mind.

ICISF: International Critical Incident Stress Foundation.
ISTSS: International Society for Traumatic Stress Studies.
Iwi: Tribe; people.

Karakia: Prayer

Karanga: Call of welcome onto a marae.

Kaumatua: Elders.
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Kaupapa: Policy; matter for discussion.

Kaupapa Maori: Policy and procedure from a Maori perspective.
Kawa: Protocols and process.

Mana: Authority, prestige, power.

Marae: The meeting place of the whanau or hapu, where decision-making and other family and
community events occur.

Pakeha: New Zealand people of European ethnicity.
Rangatiratanga: Authority, control (of).

Ritenga: Practice, custom.

Rongoa: Medications, cures.

Tangihanga: funeral, a process of mourning.

Tauiwi: Peoples from elsewhere, non-Maori residents of Aotearoa New Zealand defined in
relation to Maori.

Tangata Whaiora: Mental Health consumers, ‘people moving towards wellness’.

Tangata Whenua: ‘people of the land’, the indigenous peoples of Aotearoa New Zealand.
Tangi: cry; grieving; funeral.

Tangihanga: funeral; wake.

Tapu: sacred; prohibited.

Taro: a root vegetable and staple diet of many Pacific communities.

Te Tiriti (O Waitangi)/The Treaty of Waitangi: The founding document of Aotearoa New
Zealand that lays out the terms of the relationship between Iwi Maori and the Crown.

Tikanga: correct procedure; method; practice.

Tinana: Body.

Tohunga: Skilled person, expert.

Vicarious traumatisation: see Appendix 4.

Waiata: Song; traditional chant.

Waka: Canoe.

Whanau: (Extended) family.

Whanaungatanga: The process of establishing and maintaining connection between people.
Whare: House; specifically at times, the wharenui, or meeting house, on a marae.

Wairua: Spirit.
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Chapter One: Introduction

Introducing the research question

Do people have the right to expect support when their own
resources are inadequate, or do they have to live with their
suffering and not expect any particular compensation for their
pain? Are people encouraged to attend to their pain (and learn
from the past), or should they cultivate a ‘stiff upper lip’, which
does not allow them to reflect on the meaning of their
experience?
van der Kolk (1996a:xi)

This study takes the testimonies of twenty mental health workers whom I
interviewed about critical incidents and traumatic events experienced in the
course of their work. It explores their recollection of being in crisis or under
extreme stress, and their perception of the response of their work environment
to their needs. Its essential question is 'what worked for them? It is a
qualitative study borne out of a professional and political conviction that
organisations must share the responsibility for the impact of work conducted
within them.

The thesis argues that responses to traumatic events and critical incidents in the
workplace require a dynamic, transtheoretical approach that can navigate the
complex interface between personal and organisational reactions, responses
and coping strategies, and between ambient stress levels and acute or traumatic
stress. This interface will determine the nature and efficacy of organisationally
based support systems. A fundamental premise alongside this is that all
theoretical paradigms develop strength out of their interaction with others. My
argument is that a reliance on single perspectives and approaches is likely to
undermine complex interventions in complex environments.

The span of my social work career (from residential child care, child protection
social work, community development, and finally to mental health) granted me
opportunity to experience vicariously the stresses and traumas within the lives
of the users of these services, to recognise with greater clarity the complexity,
and systemic and structural components of people’s lives, and to observe at
first hand (for myself and others) both the acute and enduring impact on those
choosing to work in the human services. Stress and trauma has appeared as a
common factor across all the fields of practice and all the contexts in which I
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worked. Systems for staff support, if in existence, did not appear to address the
complexities of the work environment, and my own practice thinking began to
focus upon the structural and systemic requirements that enabled safe and

sound support systems to function.

A story from my own experience illustrates this drive towards understanding

and appropriate intervention:

Within a secure mental health setting, one of the residents was found dead in bed
one morning. As the social worker with links with the family, I was called to the
unit for the task of informing the nearest relative. All staff were aware of the
potential volatility of this task, as they had had prior encounters with the family,
who had their own history of trauma. It was assumed (rightly) that a natural
death, as it later turned out, would be misinterpreted as staff-on-patient assault.
The escorted walk to the nurses’ station went past the deceased’s bedroom. Without
waiting for my consent, the senior nurse accompanying me said, “You'll want to
pay your respects, won’t you?”, and opened the door. I then immediately had to
ring up the relative (a visit to the family home some distance away was not
permitted), in a crowded office, convey the information, and then join in with the
general flow of reaction and planning within the assembled team. At no point was
there any acknowledgement of the stressors involved in this process. To be fair, the
stress levels of all concerned were high. But it didn’t feel fair.

The personal and professional aftermath of this incident remained unexplored
within a work context, with neither staff debriefing nor safe forum for my
raising the inappropriateness of my being exposed to the corpse, lying as it was
in the position of death, immediately prior to informing the relatives. At the
time, no social work supervision existed that would have enabled exploration
of my reactions to this, to my client’s death, or to the considerable impact on a
family already riven by an horrific past. Sense-making processes such as a
gender analysis (I was the only female involved) or a structural analysis (I was
the only social worker) could only be invoked by me personally without the
benefit of weighing my meaning against that of others. Situations like this have
determined my interest in the area of staff support systems.

My choice of research question for this thesis is a logical continuation of the
mental health work in which I have been immersed. My experience within the
mental health field instigated a desire to return something to the environments

that had given me so much experience, pain and joy. I bring with me the ‘fire in
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my belly’?! in regard to support for staff in their exposure to the distress and
anger of consumers. With this commitment to practice comes a political and
personal desire for change, to construct some workable solutions to the
personal, systemic and structural barriers to organisational supports for staff
within human services. My primary assumption is that in making the
workplace a safe and sound environment, it in turn enriches the practice with
those for whom the services exist, the mental health consumer.

The experience recounted above was also balanced by times where I have felt
that it is possible, within these charged working environments, to conduct
things properly, so that experiences are validated and participants enriched, in
the true meaning of crisis as both ‘danger’ and ‘opportunity’2. This illustration
is again from my work experience. Again, like many of the incidents recounted
in the course of the thesis, this is about a death.

One morning at about 7am, my children and I were at breakfast. Our hospital
house looked over a paddock with a clear view of the hospital buildings. I could see a
man standing in the pouring rain, holding an umbrella over a low mound on the
grass. The mound was a body. Other neighbours were beginning to converge on the
scene. Due to the age of my children, I stayed at home. Later I learned that one of
the residents had ‘done a runner’ with a friend in the middle of the night, and
during a moment when they thought they had been detected, they separated: his
companion returned to the villa. The dead man had apparently had a heart attack
whilst he, too, was heading back. Previous deaths at the hospital had resulted in the
body laying at the funeral home off campus; however this time another approach
prevailed, and he was returned to the chapel at the hospital and to a tangi. The
tangihanga allowed for the dead man to be surrounded by friends. People became
mourners, not patients and staff. Grief was shared, and comfort was given to his
fellow absconder, who had been demonstrating a degree of remorse and self-
perceived culpability for the death. My children, curious about the event, became
small parts of this process.

To me, this experience represented a reconnection after the shattering of life
that is death. Compared to the previous incident, where grief and stress levels
were privatised and hidden, it opened up the healing opportunities and, I

1 This phrase is attributed to Professor Fraser of Massey University and handed down through
the social science research tradition. Munford uses it to refer to the passion with which social
work educators manage the competing demands of the profession and its stakeholders
(Munford, 2003). Without this passion there is no soul within the work, and no integrity in the
outcome.

2 This conceptualisation of crisis emerges from the Chinese pictograms for crisis, depicted in
[lustration 5.1.
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believe as a participant, strengthened the hospital community. It affirmed the
possibilities for the appropriate management of critical incidents and laid the
foundation for this research.

My choice of subject matter should be opened to scrutiny. Why would anyone
choose to spend years of time and energy on a study that explores the vicarious
experience of other peoples’ distress and trauma, and which inevitably has
touched and changed me? My personal answer is an extension of the reasons
for my career choice of social work. People and their experiences fascinate me.
I find myself drawn to participating in those intense events and situations into
which I neither expect nor desire my own personal life to lead. My career has
been notable for employment in areas of human confinement, in child and
adolescent care facilities, adolescent and adult mental health, acute and forensic
psychiatry. My commitment seems to have been one of maximising the
opportunities for those who become part of these systems, without, I hope,
losing the profound political and emotional distaste that I have for some of the
restrictions of these environments.

My choice of research in the area of human distress and trauma does not make
for easy party conversation. For a practising social worker in Aotearoa New
Zealand, a doctorate is not only unnecessary, but may be, as Irwin (1994)
suggests, a positive disadvantage. It is equally a potentially indigestible
admission to acknowledge that I positively enjoy the topic. I find the challenges
that stress and trauma produce to be life-altering and life-affirming. My
profound belief in the resilience of the human spirit, and in the appropriateness
of forging alliances to overcome adversity, balances accusations of voyeurism
that could easily be levelled at my intervention in someone else’s crisis. Simply,
I believe, as Bloom and Reichert (1998) argue, that seeking understanding,
bearing witness, and devising strategies for change are part of the social and
political struggle to create a better world.

I believe in a transformative process within my profession of social work and in
the wider field of support for human beings in times of change, transition and
distress. Two of the currently most influential researchers, thinkers and
practitioners in the field echo this imperative:

Why is the issue of suffering so important? It is the means
through which both personal and social conceptions of
knowledge and meaning are created. Ideally, the capacity for
empathy and shared purpose is the ultimate product of this
process. The paradox is that in the process of accepting the
reality of trauma, it is easy to lose one’s sensitivity and to
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retreat into dry scientific observation or cynical capitulation.
However, beneath the tidiness of emotional distancing and
scientific classification lie the human vitality and energy to
struggle against, and to create meaning out of, what appears to
be the random cruelty of fate. This struggle to transcend the
effects of trauma is among the noblest aspects of human
history.
McFarlane & van der Kolk (1996a: 573-4)

The end result of this intellectual and personal immersion into other people’s
trauma thus centres upon the improvement in human rights within workplace
situations of extreme stress.

Introducing the participants

The voices of the respondents in this study emerge in Chapters Eight and Nine,
following contextual consideration of literature and the mental health
workplace environment. As the unseen research companions of the literature,
their commentaries provide the unique material by which we can gain fresh
understanding of workplace incidents and best practice in organisational
response. All twenty participants were currently employed within mental
health services, all but one in active clinical practice at the time of interview.
Thirteen out of the twenty were professionally trained for the role that they
currently occupied: one quarter of those volunteering for the study had trained
as nurses, with some now working as family or child psychotherapists. Another
quarter were social workers or occupational therapists. Two psychiatrists, but
no psychologists, stepped forward for interview. The remainder, variously
titled as community or residential support workers or as Maori Health workers,
had no formal qualifications related to their positions, but brought into the
interviews their prior training as teachers, their current training in social work,
and their considerable personal life experiences.

Like most of the mental health workforce, the gender weighting in this sample
was predominantly female. At times this characteristic emerges within the text;
at others, it has been masked to ensure anonymity for those in potentially
identifiable positions. Similarly, the small world of mental health in Aotearoa
New Zealand has at times required the withholding of ethnicity and cultural
identifiers, an editorial obligation that carries with it the risk of suppressing
emergent themes of culture and gender interaction within organisational
settings. By introducing the participants in this way, it is hoped that a
successful and transparent balance between the strengths of their narratives
and the protection of their identities is achieved.
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The use of multiple lenses

One important motivation for writing this thesis is to build bridges between
knowledge in practice and in the academy, and between these two quite
distinct worlds and that of the field of mental health. Simply by naming that
there are different sites of knowledge, skills and experience, I signal that there
is an ongoing dialogue. Ethically, epistemologically and personally, the
challenge of the thesis is to combine knowledge and debate from all sources
whilst retaining the integrity of each. It is the siting of this study at the
juxtaposition of many pieces of knowledge and ways of interpreting the world
that I hope creates its relevance to fields beyond that of mental health, social
work or the university research arena. The accountability of the thesis certainly
extends past each of these.

The necessity for acknowledging the complex interactions between different
theoretical perspectives has been driven home to me by personal experience of
the inadequacies of single perspectives. I grew up in a London suburb, down
the road from Eltham Palace, believing that all adults in the sixteenth century
were midgets because the palace walls were not much higher than my primary
school self. The realisation that the walls continued down below the rising soil
level coincided with my resolution to become an archaeologist, to delve below
the surface of human society and to understand the ways that people have
lived. My growing self learned that the history taught at school was all around
me, a tangible manifestation of inherited ways of being. My education laid out
human endeavour as a linear progression from the Stone Age, which whilst
deviating mysteriously through Greek and Roman culture, retained an
anglocentric air, and arrived back on British shores with the Danish and
Norman conquests, undoubtedly marching to the tune of The British Grenadiers.

My environment constructed my sense of history and perspective. I knew that
the roads radiating from London were straight because the Romans had built
them, that Chaucer was the Clerk of Works at Eltham Palace, that one of my
early (and few remaining) heroes, Sir Thomas More, was related by marriage to
the Ropers, a mile away at Well Hall. Paxton’s Crystal Palace, built as the
symbol of British scientific and technological superiority for the Great
Exhibition of 1851, was part of my familial and geographical identity. From a
hillside nearby my mother had stood and watched its fiery destruction in 1936.

I was brought to Aotearoa New Zealand at the age of fourteen. Confident in my
ways of thinking about the world, my identity had never been challenged.
What happened to me as an immigrant is perhaps not unique but has shaped
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the consideration of the paradigms in this thesis. Instead of living in towns and
villages whose names identified early occupiers and origins as settlement or
farm, I arrived in a partially non-European country, with place names derived
from a language to which I had no access, into a society that had only a veneer
of similarity to the one I had left. It was therefore an unresourced transition
process3. In my fourteen-year-old perspective, marooned from my own roots,
everybody seemed in a similar situation. People lived in the present with no
sense of history or belonging. Even the archaeology was different. The digs I
had gone on as a twelve and thirteen year old in England had revealed stone
walls and pottery. I had one attempt here. The pits revealed postholes, but no
pattern of settlement with which I could identify. Even the postholes have now
disappeared, swallowed up in the mining of the Taharoa* ironsands.

Well’s description of the Pakeha’ experience resonates with mine:

All Pakeha are to some extent disinherited people. We live
separated from our home tribe. We all came to a new place - or
at least a place new to us - and, our origins discreetly hidden by
time and space, we set about recreating ourselves afresh. It’s
called reinvention. It’s not all bad.

Wells (2001:31)

Wells describes the lingering effects of migration as traumatic: disconnection,
numbness, the amnesiac quality that is forced upon a migrant held responsible
in some way for the sins of the colonial past. The decade in which I arrived in
New Zealand was the decade in which he describes growing up. His culture...

... was stunted to a certain extent by various forms of trauma.
These trauma I would qualify as the trauma of emigration
itself, which is an act of division and removal from the
motherland, a cutting off of links, or, as in New Zealand’s case,
a hallucinatory summoning up of links to another part of the
world - a world that isn’t there.

Wells (2001:223)

It is perhaps disingenuous to jump on the bandwagon in order to claim that the
act of migration (and as an adolescent, an enforced one) was traumatic by
nature. Nonetheless, the disconnection and dislocation that I experienced was a
formative process. Wells quotes Rushdie in saying that ‘it is the fate of all
migrants to be stripped of history’ (op cit, p224). How true: history is kept alive

by a collective immersion in culture. Stripped of these connections, the

3 My thanks to Mathew Keen, a colleague in Mental Health, for this phrase.
4 Taharoa is an isolated settlement south of Kawhia harbour on the North Island's west coast.
5 Pakeha' is the Maori term for New Zealand people of European ethnicity.
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individual must focus on the perpetuation of the self, and then seek to forge
new connections and interrelationships with others.

The learning for me was about the notion of linearity, a concept that has an
important bearing on the subject matter of this thesis. My English history had
taught me a means of classifying the world that dismissed any ill-fitting
narratives as irrelevant or untrue. My re-location to another place taught me
that there is no universality. It upset the steady state of a lineal chronology, and
began the process by which my brain could begin to understand how
significant events could alter the relationship of space and time. I chose to
switch from the archaeology of the past to that of the person. The fact that my
first degree is in psychology is a continuity of my interest in people and was an
intellectually and culturally smooth transition, both sets of knowledge
originating within positivist knowledge.

The research for my Masters degree was a study of absconding from care, using
records from the Assessment Centre in which I had started social work back in
Britain (Adamson, 1982). Available theory at the time was psychodynamicé and
behavioural, the research methodology entirely quantitative. Conclusions that I
came to scarcely touched on the nature of the organisation or the complex
interrelationships between children and staff. On reading the document, my ex-
boss, Warden of the Centre, described the limited systems comments (such as
the absconding rate appearing to be linked in some way to his presence or
absence) as ‘cheeky’.

The consequences of one incident has highlighted for me the importance of
systems and interpretive perspectives, and the need to integrate all available
perspectives in order to gain a complete understanding of complex workplace
incidents.

One summer evening in 1981, when there were four of us on duty, there was a riot.
On a grand scale of things, it was only a small one. But it is important to me
because it was ‘my’ riot and because it is now, after over twenty years, that it has
begun to make sense. Several of the adolescent boys coalesced into an unmanageable
group, pushed and shoved past (and over) the two female staff members, and then
absconded. We (the two females) called upon the two male staff for assistance. One,
the young, recent appointee, came out from the distant part of the building where
he had removed himself when tensions had risen. The other, the Warden of the

6 Audrey Mullender, my tutor at the University of Nottingham, and now Principal of Ruskin
College, Oxford, wrote on one essay, as I recall, that I had ‘suspect psychodynamic theoretical
underpinnings’. This thesis is in part my response to her.
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Centre, was recalled from the visit he had been making to a local residential school.
Police were notified, incident reports filed, and my colleague and I repaired to the
local pub for several swift rounds of comfort and informal debriefing, which was the
only sense-making system available to us.

Until March 1997, this incident was stored away as one of the more dramatic
components in my experience. It had fuelled my desire for further training and
had served as a reality check in my knowledge that things can and do go
wrong. Over the years, as my knowledge base about critical incidents and staff
support systems developed, my critique of the lack of support has reinforced
my understanding of the need for systems planning within organisations. I
could now comment knowledgeably on the need for staff training and
supervision, about the status of residential workers and about the functioning
of total institutions. The distance from ‘'my’ riot has added to my appreciation
of the political and managerial dimensions of the incident.

Understanding of the incident crystallised in 1997 with the conviction of the
Warden, the senior staff member on duty at the time, on multiple counts of
paedophilia over a career spanning more than twenty years (Dutter, 1997;
Farmer, 1997). The reason why he was off site at the time of the incident was
that he was visiting an ex-resident, whom I now believe he had groomed for
abuse. The motivation for the boys’ absconding, many of whom I now believe
to have been this man’s victims, is something also to which I have no access.

The impact of this offending on the institution and myself has been significant.
As Warden, this man controlled staff selection and references, client movement
in and out of the institution, and staff contact with other arms of the social
services. The systematic abuse of young people in care was protected by control
of the communication with the outside world. Many of the constraints to staff
development and client care were coloured by this style of management. Whilst
no single explanation will ever account for the ‘taste’ of this institution in my
sensory memory, his conviction has provided a missing link for me two
decades later.

Experiences like this have determined for me both the subject matter of the
thesis and the belief that individual narrative and comprehension of incidents
within systems and structural contexts have a crucial role in the creation of
responses and solutions to crisis and traumatic events. The manager’s
conviction made sense of my past experience for me, but also created new
stresses and emotional experiences, and produced recall of hitherto mislaid

memory. Without consideration of individual experience, we lose the voice of
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the individuals who make up the workforce. Conversely, if we ignore context
and focus instead merely on the characteristics of the individual and the
incident, we obscure the environment in which both incidents and healing
occur. The qualitative approach of this thesis allows for the development of
meaning and interpretation that comes out of the person-in-environment
context.

Such imperatives shape the research question. The narratives of the participants
are embedded within an ecological knowledge base that explores the
complexities of the relationships between positivist, systemic and
constructionist perspectives, and between the understandings of theory and
practice related to the fields of mental health, stress and trauma.

The structure of the thesis is as follows:

Chapter Two addresses the influence of intellectual traditions that structure our
response to mental health, to crisis, stress and trauma, and to the methodology
of this research. Woven into this discussion is a description of the
conceptualisation of trauma within these frames of reference. It establishes a

rationale for the ecological framework of analysis utilised in this research.

Chapter Three reinforces the ecological foundations of the study by
contextualising the issues through examination of the nature of the mental
health environment. It considers the historical development and current profile
of mental health services, and the professional characteristics of those who
identify as mental health workers.

Chapter Four reviews the development of the current classification systems of
mental health and trauma. It addresses the issues of complexity that arise, and
suggests areas of challenge and change that are crucial in a consideration of
staff support systems after critical incidents and traumatic events.

Chapter Five focuses upon the impact of extreme stress and trauma upon body,
mind, spirit and culture.

Chapter Six contextualises the issue of critical incidents within the workplace
and addresses issues that arise in the evaluation of interventions, using the
debate over psychological debriefing as a case study that illustrates the tensions
between intellectual traditions.

Chapter Seven outlines the methodology of this study.
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Chapters Eight and Nine analyse the research findings, focusing first on the
context of mental health work, and then on the experience of critical incidents

themselves.

Chapter Ten draws together the discussion; recommendations and conclusions
are addressed in Chapter Eleven.
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Chapter Two: The lenses that we use

It may be that traumatology will lead the mind sciences out of
their limited linear scientific vision, into their more natural
home in non-linear paradigms, which are indeed the home of
modern physics and mathematics... Traumatology, like physics,
will be an ever more unifying and whole science. It will become
the first science to truly subsume biological, psychological and
social arenas, and include knowledge of processes of human
harmony and disruptions, charted from molecular to spiritual
dimensions.
Valent (1999b:4)

This thesis argues that the knowledge bases we use to understand critical
incidents and traumatic events in the field of mental health require a breadth of
understanding of how epistemological change, and the relative contributions of
knowledge from different paradigms and traditions, create tensions in the
delivery of support systems within organisations. This chapter presents an
overview of the paradigms in which perspectives of trauma and extreme stress
are located, and suggests that a paradigm shift” is underway, but not yet
complete, in the ways that we understand and respond to such experience.
Using examples from historical conceptualisations, it illustrates the transition
from the early scientific capture of trauma to a broader, ecological and human
rights perspective, and serves as a knowledge component of triangulation for
the thesis.

The thesis employs different lenses, depending on the subject under scrutiny.
At times in this research a positivist paradigm is used as a means to
understanding experience, behaviour or process. The close focus on the
neurobiology of trauma reactions lies unashamedly within a positivist
framework. An interpretive lens will be employed in an analysis of how both
positivist and social knowledge, located within interactive and dynamic
environments, can be made to work for the individuals and groups involved.
Clashes between knowledge from separate paradigms are revealed within the
debate over the most suitable response to critical incidents within the
workplace (Chapter 6). An ecological framework that seeks to bind these
perspectives together is promoted throughout.

7 Kuhn’s term is a description that has wide currency in philosophical and conceptual debates
in health: see for instance, Atkins (2002).
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The lens of positivism is now considered, as an aid to considering the origins of
the field of trauma.

Positivism: the Crystal Palace of the mind

They are ours, though they are not wee, Wee are
The intelligences, they the spheares.
Donne, in Hayward (1950:57)

This chapter is presented from the perspective that the positivist paradigm
represents an attempt to understand the complexities of the world (Sarantakos,
1993), and as such, is a cultural construction that seeks to define our
relationships within it. Guba and Lincoln (1994) draw a parallel between
paradigms, cosmologies and theologies in this respect. A positivist
interpretation of reality contributes a major part of the knowledge utilised
within this research. It is characterised by a self-substantiating belief in its
capacity for objectivity, and unlike Brown's artistic exploration below
(Mustration 2.1), excludes notions of spirituality (Goswami, 1993; Marshall &
Zohar, 1997; Smith, 1999). In this perspective, God is separate from mankind;
the mind exists distinct from the body; and the individual can be studied in
isolation from the environment (Foucault, 1977; Parton, 1998). By claiming a
stance of objectivity, positivism implicitly suggests that other approaches to
knowledge are subjective, interpretive and therefore biased. An ecological
perspective, described within this chapter, argues that not only is bias
unavoidable, but that the multiple influences on a given situation can, through
their interconnections, shed light on complex environments. These tensions are
embedded within the development of psychiatry, the science of psychology
and the newly emergent study of traumatology (Valent, 1999b), and determine
the evidence-based arguments in the debriefing debate (Chapter Six).
Mustration 2.1:

o [amwithsoul
®¢ Nigel Brown (2000)

Smith (1999) suggests that

positivism’s cultural location

' influences the accepted norms
: of lineal causation, relationships
&l —— ur,-___ in time and space, knowledge,
language and power, issues that become crucial in the analysis of the impact of
trauma and its resolution. Cartesian dualism (what McFarlane and van der
Kolk (1996a:560) term 'the nefarious persistence of a body-mind split') set up an

epistemological construct of reductionism in which single or root causes of
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events become the focus of investigation. Language derived from positivism
permeates our description of human behaviour, often acquired from the
physical sciences (for example, trauma, stress (Selye, 1982), burnout (Maslach,
1987), and the notion of the quantum leap). The language of computing is well

entrenched within our descriptions of some very human ‘software’ processes.

Whilst a reductionist approach runs risks through separating person and
environment, and parts of the person from the whole, its contribution is
immense, in terms of the detail gifted to issues such as traumatic memory and
stress reactions. Nonetheless its construction is problematic when reduction is
given preference over complexity (Rubin & Babbie, 1997). Positivism promotes
a hierarchy of knowledge with physics, the science of the interactions between
small things, at the top, with intellectual clout over knowledge bases such as
sociology, the study of the interactions of bigger things. Such an ordering of the
sciences prescribes a unity of methodology for their study, based on the
presumption that the highly complex phenomena that are typically found at the
lower levels are explained and caused by, and reducible to, the less complex
and better understood phenomena at the higher levels (see, for example,
Young's (1995) discussion of this way of organising knowledge).

The structuring and dividing of knowledge into hierarchies and categories is a
cultural construction that has shaped perspectives on the world. It is now
under challenge:

The study of psychological trauma shows that the Cartesian
distinction between body and mind, and to some degree even
between individual and society, is utterly untenable.

McFarlane (1996a:560)

As Valent (1999b) suggests in this chapter’s initial quotation, it is the
knowledge base of trauma that is a leader in challenging the hegemony of
positivism. A historical analysis of trauma's passage through and beyond
positivism illustrates some of the tensions now manifesting in the provision of
staff support systems.

Traumatic experience in history

Thomas Mann hailed Freud as the discoverer of the unconscious. Freud’s reply
was that it was not he, but poets and writers through the centuries who should
be acknowledged for its discovery (Shatan, 2001). Similarly, traumatic
experience predates positivism, with myth, historical record, literature and art

works that attest both to the experience and interpretation of human distress.
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From the Sumerian Epic of Gilgamesh (2000 BC), early Egyptian medical writings
(1900 BC) and Homer’s Iliad, (circa 700 BC), there are references to death, guilt,
trauma and the horror of warfare (Davies, 2001; Figley, 1995; Shay, 1994).
Maclow rewrote the Odyssey as a fable of Vietham (Shatan, 2001). Shay (1994)
compares the battlefield experiences in the Iliad and in Vietham. He points out
that Homer emphasises two common events of continuous combat: betrayal of
‘what’s right’ by a commander, and the onset of the berserk state?. Being let
down by an organisational structure is a theme that resounds within modern
work-related incidents, including this thesis (Huddleston, 2002).

Biblical depiction of trauma is embedded in Western culture, revealing
experience and integration of traumatic experience. Jewish tribes committed
and experienced genocide (for example, Judges). The transformation of Lot’s
wife into a pillar of salt after witnessing the destruction of Sodom and
Gomorrah can be interpreted as a reference to sensorimotor paralysis or
psychic numbing?®. Seeing the Bible as a collective account of the traumatised
mind (the lamentation songs providing graphic illustration) is one possible
interpretation that can be said to link past human experience of trauma with
that of the present day. Part of the global appeal of Shakespeare's plays to
modern audiences is the keenly accurate depiction of human emotions under
conditions of extreme stress: Hotspur's turmoil in Henry IV Pt 1 exemplifying
physiological, psychological and social effects of trauma.

The medicalisation of distress

It is, however, the dominance of biomedical science in Western culture that
provided the metaphor for the conceptualisation of trauma from the latter part
of the nineteenth century. Significantly, the word ‘trauma’ has somatic roots.
The earliest entry for ‘traumatic’ in the Oxford English Dictionary is 1656, that
is, ‘belonging to wounds or the cure of wounds’ (Young, 1995:13). This sense
was current until the nineteenth century when for the first time it was extended
to include mental injury. Somatic explanations were often first sought,
functional heart disorders being the reason cited for over 15,000 hospital
admissions of British troops in World War 1. This was neither an epidemic of
cardiac illness nor a misinterpretation of symptoms, but rather a reading of

8 The berserk state (anger with no fear, insensibility to pain and a tunnel vision excluding
peripheral stimuli) entered our language through the Norse invasions of Britain in the early
centuries of the second millennium. It describes the physiological arousal and adrenaline rush
that enables a threatened person to react and fight.

% A similar metaphor is used in Greek myth: Perseus fighting Medusa, the gorgon with the
power to turn fighters to stone, by using his shield’s mirror quality to view her image. Thus
military training and weapons safeguard the soldier from incapacity. Note that we use the term
‘petrify’, to turn to stone, as a description of intense fear.
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symptoms through contemporary understanding of illness and a direct
reflection of the cultural paradigm of “positivism’.

Jones et al (2002) trace the changes in conceptualisation of post-combat
syndromes from the time of the Boer War through to that of the Gulf War.
Traumatic reactions have over this time been variously described as soldier’s
heart, railway spine disorder, buried-alive neurosis, gas neurosis, shell shock,
physioneurosis, combat fatigue, battle fatigue, hysteria, traumatic neurosis,
survivor’'s syndrome, rape trauma syndrome, battered child syndrome,
battered wife syndrome, and post-traumatic or acute stress disorder.

Young (1995) cites Erichsen’s description of ‘railway spine’ in 1866 as
illustrating a reductionist search for the physical root of traumatic impact and
attributes the first psychological explanation to Charcot. From this point, the
debate over the validity of symptoms without obvious physical cause has led to
ongoing questioning of the reality of people’s experiences, and has
underpinned issues of compensation and liability that resonate in notions of
hysteria, in the concept of malingering in relation to shellshock in World War I,
and which continue to resonate in the recovered memory debates currently
raging in the sexual abuse (Valent, 1999b; van der Kolk, 1996c). Trauma has a
social and economic face that in part may influence the definition of what is
construed as traumatic and what has caused the traumatic experience.
Recognition of psychological distress within, for example, the Accident
Compensation Corporation (ACC)1, the Victims’ Rights Act (2002), the
amendment to the Health and Safety in Employment Act (2002) and within
organisational structures is conceptually linked to arguments later in this thesis

in regard to organisational acknowledgement of responsibility for impact.

The construction of hysteria is a case illustration of the manner in which

cultural and social interpretations of experience shape our response to trauma.

Hysteria: the en-gendering of trauma

In the second half of the nineteenth century, hysteria (a paralysis simulating
physical injury) emerged as a major neurological and psychiatric explanation
for traumatic reactions. Interpreted within the male mores of the day as
physical manifestations of intra-personal conflict, it is important for this thesis
as an illustration of the social location and gendered representation of
definitions of trauma, as an example of the ongoing struggle for the

legitimisation and recognition of ‘invisible’ wounds, and as an illustration of

10 The state compensation and insurance system within Aotearoa New Zealand.
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the tensions that arise when a single perspective is utilised to investigate social
phenomena. In terms of the ecological considerations implicit in this research
topic, it is important to understand its linguistic and social roots, as their
meanings play out in debates over appropriate intervention after traumatic
experience.

'Hysteria' originated in classical medicine and is derived from the Greek
hystera, meaning uterus. Psychological and unexplained somatic illnesses had
been interpreted in medieval Europe as being caused by devils and demons,
and those displaying such symptoms ran the risk of accusation of witchcraft!l.
Raftery (1997b) refers to Richmond's view of hysteria as originally a disease of
spinsters, whose dry wombs wandered around their bodies in search of
moisture. Whilst the theory of the wandering uterus was severed by the growth
in the understanding of anatomy, physical language continued to shape the
growing awareness of hysteria's psychological basis.

Ilustration 2.2: My grandmother’s ‘wandering womb’

My mother was born in 1920 after a difficult forceps
delivery. Afterwards, my grandmother complained of
pain and discomfort in her abdomen, and during
examination would often state that the site of the pain
had moved. Physicians made the diagnosis of a
psychological disorder; a stay in an asylum followed;
my mother (and separately, her older sister) was
removed from her birth family for most of the next three
years. Eventually an internal physical examination
found the medical swabs remaining within the uterus.
The delivering doctor settled out of court with a seaside
holiday for the family. One can speculate as to the
reverberating impact of the disrupted attachment
processes down the generations.

Charcot and Janet noted the relationship between childhood trauma and
hysteria, Freud initially echoing this, although according to Masson, he later
recanted this position in favour of the Oedipal theory because of the rejection
that he received at its presentation in 1896 (Freud, 1896/1962; Masson, 1992 &
2002). The furore over Masson's allegations is further illustrative of the battles
that rage over the power to interpret profound human experiences (de Mause,
1997; Esterson, 1998 & 2001; Herman, 1992a).

Valent (1999b) argues that conventional science and society in the Victorian era
had great difficulty believing in a person’s inability to be aware of experiencing

what we now term post-traumatic symptoms. Freud never came to integrate

11 The origin of this lies in the New Testament portrayal of conditions such as epilepsy as being
caused by demon possession (for example, Luke 9:37-43).

34



the role of war trauma and childhood sexual abuse under the notion of hysteria
in the way that earlier theorists had done; soldiers experiencing paralysis were
seen as malingering (Freud, 1920/1961; van der Kolk, 1996c). There is perhaps
a gendered explanation as to why there was a separation in explanation
between the two trauma-related phenomena. Van der Kolk, Weisaeth and van
der Hart (1996) comment that between 1895 and 1974, the study of trauma
centred almost exclusively on white males. Such integration required a change
in perception and the impetus of the women’s movement from the 1970s,
considered below (Herman, 1992a). Issues of disbelief and lack of recognition

resonate within the experiences of organisational stress within this thesis.

Despite this critique of the gendered notions of hysteria, its major legacy is the
acceptance of the existence of unconscious processes whereby the impact of
trauma can be experienced in physiological, behavioural, cognitive and
emotional terms, as well as the social, cultural and spiritual. It further reminds
us that such studies are framed within contemporary gender and power
relationships. Showalter’s debate (1997) regarding the ‘hystories’ of
contemporary western society (anorexia and bulimia, false memory syndrome,
satanic ritual abuse, chronic fatigue syndrome, for example) suggests that
feminism can provide a lens with which to view trauma. Significantly, the
psychiatric classification of hysteria left nosological systems in 1980, co-
temporaneous with the introduction of the classification of Posttraumatic Stress
Disorder (and the new wave of feminism) and temporarily burying the link
between traumatic stress reactions, somatisation and dissociation (van der
Kolk, van der Hart & Marmar, 1996). These debates and conceptualisations add
a complexity but also a framework for this thesis and its exploration of the
literature.

The historical development of concepts of trauma continues with consideration
of the role of warfare in the shaping of knowledge.

Hell’s Bells and Buckets of Blood: war and the development of
psychotraumatology

History is written in blood.
van der Kolk & McFarlane (1996:3)

The conceptualisation of trauma is in itself an illustration of the cultural, social
and political location of knowledge. World War I was a defining moment for its
role in shaping this country's current identity, for our contemporary
understanding of trauma, and for suggesting a lens for the interpretation of
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workplace incidents. National and global experience in this war shaped many
subsequent attitudes to traumatic experience.

For Aotearoa New Zealand, the images of nationhood are those of epic waka
voyages, settler families breaking the land, and the Anzacs, all images of
strength and endurance. The stained glass memorial below illustrates clearly
the mixing of symbolic representations and the synergy that results (Illustration
2.3). The colonial school system inculcated within pupils the belief that military
training and demeanour were part of the development of good male character
that applied to civilian life as much as to military conduct!2. School songs and

journals, and the history

curriculum, all glorified the
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Illustration 2.3: Anzac and Crusader
War memorial window, Council Chamber, Victoria University, Wellington

By the outbreak of World War I, Pakeha men had been taught that ‘war was the
acid test of their masculinity’ (Phillips, 1996:158). Establishments such as the
Church supported and condoned military activity:

This synod is convinced that the forces of the Allies are being
used of God to vindicate the rights of the weak and to maintain
the moral order of the world.

Anglican Synod, Melbourne, 1916, in Page (1983:18)

Peer pressure and the code of military conduct provided the environmental
conditions in which New Zealand soldiers entered battle. Men enlisted

alongside friends, relatives and neighbours. The Maoril3 Battalion in World

12. When my schoolteacher father obtained a teaching job in 1968, he was horrified to discover
that military cadets were still very much part of school life. He became a conscientious objector
and ran the stationery room instead.

13 Maori are the indigenous peoples of Aotearoa New Zealand.
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War II was organised along tribal groupings. Peer pressure would apply not
only to pressures exerted at the front but also to the relationships that existed
within the communities at home (Gardiner, 1992).

Military traditions do not encourage emotional expression:

It would be a bad thing for the world as a whole were war
abolished... We should lose our virility, and sink into
unhonoured ease and sloth... does anyone imagine that if we
despised war, as the Chinese despise it, that we would not
quickly sink into the depths of luxury as the Romans did? In an
age like ours which is essentially an age of materialism and
money-making and pleasure-seeking, war is the antiseptic that
prevents the putrefaction of the whole social system.
New Zealand Herald, 14.10.1899, in Phillips (1996:139)

Indeed, McFarlane and van der Kolk (1996b) challenge whether nations need
their traumas in order to have develop a sense of national community.
Gallipolli* emerged in our national psyche not as the legacy of political and
military decision making of dubious wisdom but as a symbol of bravery and a
key turning point in the formation of the nation state (Burton, 1935).

World War I was equally pivotal in shaping our understanding of traumatic
stress. Whilst national belief systems, professional codes and traditions in
military and other environments encouraged suppression of affect as
counterproductive to discipline, the scale of the slaughter in the war focused
attention on trauma. Prior to this point, as discussed above, trauma had been
viewed through the lens of the gendered intra-psychic world of hysteria, or the
search for physical causes of neurotic breakdown. The world now had to come
to terms with a realisation of the impact of recognisable external events on the
psyche (Young, 1995). The dissonance that the experience created was
immense, forcing a conceptual reorganisation of the understanding of trauma.

The sheer numbers of casualties stand out: for Aotearoa New Zealand, one in
every four men between the ages of 20 to 45 were either killed or wounded in
the war: this was 58% of those who actually went overseas, but only a small
proportion of the total eight million soldiers who died. On the first day of the
battle of the Somme, there were more British casualties than there were on the
American side in the entire war in Vietnam (McFarlane & van der Kolk, 1996a).
Raftery (1997b) reports that during the Somme alone, the British Expeditionary
Force had nearly 35,000 ‘neurotic’ casualties. By war’s end, 80,000 cases of shell

14 Gelibolu, near Cannakale in Turkey, was a significant battle for Australasian and Turkish
nations.
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shock had been treated in British Royal Army Medical Corps (RAMC) medical
units. After the war 200,000 ex-servicemen received pensions for nervous
disorders (Young, 1995).

Conceptualisation of traumatic impact reflects both the medicalisation of
distress, and the gender and class assumptions embedded within it. The war’s
emblematic disorder, shell shock, was one of RAMC'’s four diagnoses of war
neurosis, the others being hysteria, neurasthenia, and disordered action of the
heart (Young, 1995). The term “shell shock’ is credited to Myers of the RAMC in
1915, with symptoms linked to a soldier’s proximity to a shell burst (Clarke,
1991). Although the causal link between shell shock and concussion was broken
by 1916, the term's usage reflects the reliance on the constructions of physical
science. It remains in common parlance today to describe a stunned reaction to

an experience, its reliance on an etiological event of significance to this research.

A class and gender analysis applies to the notions of hysteria and neurasthenia,
echoes of which resonate in the experiences of mental health workers within
this thesis. The RAMC'’s classification of hysteria utilised Charcot’s work but
applied it to officers rather than women, producing dissonance in the
conceptualisation of hysteria as a war neurosis (Clarke, 1991). Beard had
described neurasthenia in 1880 as exhaustion of the brain and spinal cord,
surmising that stress for educated and professional men and women had
precipitated mental and physical fatigue with organic causes (Raftery, 1997b).
Neurasthenia as a diagnosis was used frequently as a euphemism for insanity
in a patient where for some reason the word insanity should not be mentioned
(Clarke, 1991). It was applied to officers and was thus, Clarke argues, a class
differentiation hat avoided stigma. Regular (conscripted) soldiers were more
likely to be described as having symptoms of hysteria.

The RAMC'’s fourth diagnosis of ‘disordered action of the heart” also attempted
to link psychological symptomatology to an organic cause, but acknowledged
that such sensations could originate from activities and events that took place
far from the front line. In 1917 a fifth classification, ‘not yet diagnosed
(nervous)’ (NYD[N]) was added (Young, 1995). This was intended to be an
interim diagnosis until a final diagnosis in a specialised hospital, but in fact it
was often the only diagnosis that men received for symptoms associated with
war neuroses. This is echoed in the current proposed classification of Complex
Trauma/DESNOS (Chapter 4) and is illustrative of developing concepts of

trauma that impact upon perceptions of workplace incidents.
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Social implications of a diagnosis of shell shock were considerable. Raftery
(1997b) cites Salmon's wartime concern that the growing incidence of shell
shock and neurological symptoms would endanger the morale and discipline
of the troops. Showalter (1997) argues that class prejudice influenced the
military view that soldiers who broke down came from the dregs of society and
therefore lacked moral fibre, an argument exemplified by Freud's assertion that
'war neurosis' could arise only in a conscripted army, not amongst professional
soldiers (in Young, 1995:79). Shell shock was seen as malingering or cowardice,
justifying Yealland’s use of shaming and electric shock (Herman, 1992a), and as
Lett’s poem The Deserter vividly illustrates (Marshall, 1975). The syllabus for the
fourth Anzac Medical Officer School of 1917 bracketed together shell shock,
neurasthenia and malingering in a common category for teaching, thus

illustrating the enmeshment of medical concepts and socio-political attitudes
(Clarke, 1991).

The sheer scale of impact of warfare and its psychological sequalae created
dissonance in military medicine and psychiatry which challenged the dominant
view that mental illness was a result of moral and hereditary degeneracy from
which officers, as representatives of the privileged classes, were immune. In
Australasia, the numbers of veterans with psychological problems forced the
development of special facilities so that they could avoid the stigma of the
certification that other mental health patients endured (Clarke, 1991; Lewis,
2001). There was very little focus on (and perhaps, very little resulting
permission for) returning soldiers to acknowledge the heavy psychological
impact that they may be carrying (Phillips, 1996; Raftery, 1997b). The relevance
of the debate about class, malingering and the impact of warfare continues to
be played out in the workplace, confronting issues of belief, immunity to harm
and the individualisation of distress.

World War I lodged explanations for traumatic impact within dominant
scientific and social constructions, perspectives that endured despite the social
changes of subsequent decades. By 1918 there had been a flurry of publications
about war neurosis. Yet subsequent decades saw little published. In Aotearoa
New Zealand, Phillips (1996) saw the inter-war period as constructing combat
as a test of manhood and an integral part of nationhood. War memorials (such
as at Victoria University, illustrated above) tended to depict bravery and
chivalry. Such a perception limited the open expression of dissent and
disillusionment. Anzac Day, under laws in 1920 and 1921, became a day of
almost religious significance, with hotels, shops and businesses closed. Phillips
points out that it was not until the 1936-39 period that publications such as

39



Lee’s autobiography revealed another side to the official image of war (Lee,
1985; Phillips, 1996).

The Western interest in the study of trauma revived during World War II with
the activities of Kardiner, Grinker and Spiegel, but then declined again (Young,
1995). Valent (1999b) suggests that the remembering and forgetting of trauma
within the scientific and political establishment, and its resurgence after many
global conflicts, is symbolic of trauma itself (also, Bloom & Reichert, 1998;
Kardiner, 1941; McFarlane, 2000). Post-traumatic reactions are, by definition,
post-facto. The political and social context may actively work against
acknowledgement of trauma, as Showalter illustrates in the context of World
War II:

You are just a god-damned coward, you yellow son of a bitch.
You are a disgrace to the Army and you are going back to the
front to fight, although that’s too good for you. You ought to be
lined up against a wall and be shot. In fact, I ought to shoot you
myself right now, goddamn you.
General Patton, in Showalter (1997:74)

Patton’s outburst, one of a sequence occurring whilst visiting American
casualties in military hospitals in 1943, was covered up at Eisenhower's urging
that it was against public morale for this to be published. A similar dynamic
may operate within organisations such as mental health providers, who operate
at the cusp of public and private worlds and under a media spotlight, for
whom an open exploration of the cost to workers may jeopardise both morale
and public image.

The influence of warfare on our perceptions of trauma has changed as a
reflection of its nature. Proportionately, fewer soldiers and more civilians are
now affected. Ninety five percent of the casualties of World War I were
military; fifty percent of World War II; and only twenty percent in the Vietham
conflict (Summerfield, 1995). War is not always characterised as a noble
endeavour with justifiable casualties!5, with current armed conflicts around the
war exacting their impact on civilian populations, and involving the poor, civil

unrest, ethnic cleansing and the unravelling of colonialism.

In many ways, this sea change in perspective is due also to the emergence of a
systems approach and the continued move towards an ecological
understanding of human experience and trauma, which has taken its analysis

out of a purely military context and into a broader examination of context.

15 Although the American regime's use of the word crusade to justify the invasion of Iraq may
suggest this.
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The whole is greater than the sum of its parts: the intellectual
revolution of systems theory

An analysis of the origins and characteristics of systems perspectives suggests
that the roots of the current debates about the management of workplace
incidents are embedded deeply in the epistemological changes of the twentieth
century.

World War I had begun the destruction of deeply held assumptions about the
nature and stability of European culture and about the primacy of technology
and positivist thought. Shared assumptions about the world were no longer
possible (Geering, 1994). Changes in thinking promoted the acceptance of
relative positions, social difference and an increased emphasis on context6. Key
social, artistic and scientific movements reflect these changes over the twentieth
century, in such diverse fields as quantum physics, Gestalt psychology and
cubist art. The social impact of this intellectual revolution caused Einstein to
comment that it was as if the ground had been pulled out from underneath the
foundations of belief (in Capra, 1996). Heisenberg (one of the founders of
quantum theory) illustrated the relational shift between object and
environment by saying that 'we never end up with any ‘things’; we always deal
with interconnections' (in Capra, 1996:30). The emphasis of Gestalt psychology
on the integration of human experience into meaningful wholes provided the
opportunity for the development of constructivism as a school of thought, and
the legitimising of meaning and subjectivity as an ingredient in human activity
and traumatic experience.

For others, of course, there has been no need of a paradigm shift. Durie, in his
description of paiheretia, Maori relational therapy, outlines that this figure-
ground relationship recognises fundamental Maori cosmological knowledge
that exercises synthesis rather than analysis:

Maori gain understanding not so much from being able to
recognise each single component part as from an appreciation
of the whole, and the relationships that occur between
phenomena and structures.

Durie (2001:171-2)

The advent of systems thinking thus increased potential dialogue between
Western and Tangata Whenua knowledge bases.

16 Many older New Zealanders appear to mourn the passing of the age of certainty in this
country, from a time when we all ’knew’ where we stood on issues of race, religion and sport,
to a post-1981 legitimisation of difference that in some ways has been a stripping of an identity
and the birth-pangs of another. Viewed in this way, the furore over the racially-segregated
Springbok (South African) rugby tour was a national critical incident.
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As explored in later chapters, this paradigm shift is not yet complete, and the
service delivery environments of both mental health and staff support systems
reflect confusions and epistemological tensions (Chapters 3 and 6). The
emergence of particular professions within health, on a chronological basis
from medicine, psychology to social work, tells a story of successively different
knowledge bases and reveals much about the shape of mental health service
delivery today. Capra (1996) argues that this change process is not merely an
intellectual transition but an intense emotional and even existential crisis. The
debriefing debate in Chapter Six can be seen as an illustration of the passions
that transitions such as these produce.

A review of the key features of systems thinking illustrates both its role in
conceptual change and its compound identity as a bridge between positivist
and holistic paradigms. A systems perspectivel” has its roots but not its
branches within a positivist paradigm and is an attempt to recognise and map
the dynamic processes of interconnection and context. A system is the gestalt,
the integrated whole whose properties and behaviour can be attributed to the
relationships between its parts. These properties, with boundaries and
patterned relationships, cannot exist when the system is broken up into its
separate elements, or forced into lineal progression. Systems thinking therefore
addresses connectedness, relationships and context, and contributes important
terminology to an ecological perspective.

From General Systems Theory comes the concept of open systems that require a
continual flow of energy in order to maintain function (von Bertalanffy, 1967;
1971). This underpins the understanding that we have of the continual
adjustments and changes that a system experiences in order to achieve a
balance and/or growth, and contributes to our appreciation of the manner in
which organisations behave. Cannon (1932) developed this in terms of the
notion of ‘homeostasis’, an important concept in the development of notions of
stress and crisis. Whilst systems such as organisms are open, with permeable
boundaries that can exchange energy with their environments, systems tend to

work to preserve their structures and characteristics in a dynamic homeostasis.

The increased attention to context enabled the intellectual re-combination of
previously separate bodies of knowledge. Cybernetics, dating from World War
I, was a movement that combined biology and psychology in its

17 Capra traces the meaning of the word ‘system’ back to the Greek, synhistanai, ‘to place together’ and
credits the development of Systems Theory to Bogdanov, whose work was published between 1912 and
1917, von Bertalanffy and to the development of cybernetics (Bateson, 1972; Capra, 1996; von
Bertalanffy, 1967; 1971).
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understanding of communication. The term derives from the Greek, kybernetes
or ‘steersman’, which indicates its hypotheses about the relationship between
systems and control of information. It coined terms of feedback and closed
loops and developed the understandings of self-regulation that can also be seen
in General Systems Theory. The Macy conferences (1946) combined scientists,
mathematicians, engineers, biologists and anthropologists who were charting
new links between established knowledge bases. Bateson, initially a biologist,
used this systems approach to develop a cybernetic, systemic understanding of
health and welfare issues such as addiction and schizophrenia. Capra (1996)
acknowledges him as a major contributor to the waning of the influence of
Cartesian dualism. Cybernetics emerges as a major forerunner of the coalescing
of various independent sciences and knowledge bases, such as the field of
traumatology.

In relation to trauma, the development of systems approaches marks the
beginning of a paradigm shift away from solely positivist interpretations. The
key concept within systems thinking is that of the distinction between figure
(the object under study) and ground (the context in which it is located). The
relationships between people become a focus rather than either the people or
the events, thus requiring that positivism’s attention to detail interact with
context without assuming a dominant position (Smith, 1991; Young, 1995). Such
a shift in thinking enables viewing a critical incident and its effects in the
context of the organisational and social environment.

Another key feature of a systems approach is the ability to shift one’s attention
back and forth between systems levels, each having a different complexity with
emerging characteristics that other levels do not have. This constructs a
different, non-lineal and non-hierarchical set of potential relationships between
a person and their environment, potentially challenging the initial
conceptualisation of the impact of trauma. Trauma's impact on a whole system
may have emergent properties that are not apparent in the experiences of the
component parts. These emergent properties provide the characteristics
whereby we can recognise and determine the most appropriate interventions at
any point, and also provide the rationale for multi-level interventions
(Compton & Galaway, 1989; Sanders et al, 1999). Thus it may be less
appropriate to describe human emotions and interactions in neurophysiological
terms than it is to use behavioural or social terminology. Human behaviour,
diluted down to chemistry, may lose some of its qualities.

The notion of emergent properties, of the whole of knowledge at each ecological
level being greater than the sum of the knowledge at each smaller level, is a key
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concept in the development of this thesis question, and marks the ability of
systems theory to step away from its positivist origins towards an ecological
stance. Intellectually the growth of systems thinking provides the basis for the
development of post-modern approaches that depend upon the acceptance of
relativity for their conceptual existence, and which further remove systems
perspectives from their positivist origins.

Flaws in the system: the challenge of post-modernism

Systems theory, in signifying the shift of attention toward ‘ground’ and the
connections between components of a system, provides a conceptual change of
direction away from positivism. Marshall and Zohar (1997) suggest that
systems theory still remains intellectually shaped by science. Their criticism is
that it cannot model a kind of holism in which the parts of a system change
through participation in the system. They present this as a rationale for the
development of post-modernist, constructivist and narrative approaches, a
perspective that represents a paradigm that is based on diversity, on ‘both/and’
thinking rather than the “either/or’ of the positivist inquiry.

[ interpret these intellectual developments in a slightly different manner than
Marshall and Zohar, and find Capra’s work of great relevance here (1996). His
description of living systems (which for this thesis can be an individual, their
social environment and the organisation in which they work) extends a systems
approach into what I think can fully be called another paradigm, holism, well
away from a reliance on positivist roots. Rather than viewing systems theory as
a logical progression towards constructivism, which I explore below, I would
locate systems theory as the force that broke the dominance of positivist
thought and which enabled an ecological perspective to gain credibility. From
this stance, an ecological framework (discussed below) is a holistic device that
can reconcile constructivist and positivist perspectives, within an

understanding of systemic interconnection and awareness of the environment.

According to Siporin (in Payne, 1997), a weakness of the systems perspective is
that it suggests that an event occurring in one part of a system will have an
effect in all other connected parts. Clearly this may occur in open systems but
not in all. For instance, the Thatcherite argument for ‘trickle-down” economics,
whereby the stimulation of certain parts of the economy would have benefits in
others, is open to challenge (Kavanagh, 1987). Events occurring in mental
health organisations may not reverberate through all teams. There is a need to
include a structural analysis in order to explain the barriers to a systemic effect
across levels. Structural theories suggest that a systems approach omits a
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radical critique of causation in favour of a potentially conservative
accommodation to environmental factors.

Systems theory can be challenged in terms of the language used, for instance,
by Selye (1982) and Walrond-Skinner (1976). However even these early texts
reinforce the non-linear approach that systems theory takes in its
understanding of interconnected relationships, and both Walrond-Skinner and
Minuchin et al (1996) are clear in their break from the (linear) psychodynamic
tradition.

A growing critique of a systems orientation comes also from a constructivist
stance that makes the claim that the uniqueness of the individual or
community, and the importance of the meaning that they place on events and
situations, can be overlooked in favour of seeing a person’s location within a set
of interlocking systems. Constructivism legitimately challenges whether
systems theory can provide explanations for self-organising systems and social
change. Some theorists regard systems theory as acknowledging the capacity of
people to change, generate new patterns of behaviour and new environments
(for example, Compton and Galaway, 1989). It is probably more accurate to
regard systems theory as developing over time, so that whilst it offers access
into a holistic paradigm, many of its constructs (language, methodology, and
applied practice) have undifferentiated connection to its positivist past.

This is particularly true when we look at the applied arms of a systems
approach, such as the bio-psycho-social perspective currently utilised by
mental health systems (Falloon, 1993). Emerging, as did systems theory itself, in
the 1970s, its application to psychiatry was described by Engel (1980). This
systems-inspired model underwent analysis and a process of redefinition
according to the dominant biomedical perspectives. Systems theory in practice
was seen as embedded within a medical model, with biological interpretations
given primacy (Young, 1995) and some levels of intervention (for example, the
pharmacological) being favoured over others. When the development of
classification systems such as the DSM are considered, the primacy given to the
identification of an Axis I (mental disorder) diagnosis over an Axis IV (social
issues) will be an illustration of this (Chapter Four).

A major contribution to the theoretical understanding of trauma's impact
within workplace contexts comes from the development of chaos and
autopoietical theories that have arisen out of systems perspectives.
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Using chaos to make sense of the world

In the nonlinear paradigm, the pebble hitting the pond
(trauma) may be visualized as akin to big bang or a quantum
mechanic event of great energy.

Valent (1999a:84)

The abandonment of a linear imperative in the understanding of the impact of
an event is a significant feature that aids the interpretation of workplace
response to incidents. A non-linear notion of context as a dynamic force leads
to an understanding of the contribution of Chaos (or Chaos-and-Complexity)
theory and the work of Lorenz (Capra, 1996). A meteorologist, Lorenz
hypothesised that a butterfly stirring the air in Beijing could create storm
conditions in New York in the next month. Initial conditions could create
infinite possibilities, with prediction relying on our understanding of the
quality not the quantity of the components and their relationships. An added
development within systems theory in the last three decades of the twentieth
century, which removed it further from its positivist origins, was the notion of
autopoiesis!8. This concept, coined by Maturana and Varela (1980 & 1987),
refers to the organisation of living systems that is circular in character, and
suggests that systems evolve and adapt, but within overall patterns. This occurs
as a response to environmental changes regardless of the degree of
consciousness, thus removing any emphasis on Cartesian dualism. As did
Bateson (1972), they redefine for us our understanding of cognition. They see
all living systems as cognitive, whether or not there is conscious awareness of
the process of change: the relationship between the members or components of
a system is what determines the change and which maintains it within defined
patterns and structures. It can be applied usefully not only to a conceptual
understanding of cognition, brain function and trauma, but also to an

appreciation of the complexities of organisational functioning.

In my view, a major contribution of chaos and autopoietical theories is to
relieve us of the anxiety of always assuming that there are linear solutions in
the way that the world (both physical and human) is constructed. Here there is
an approach that recognises structure, relationship, identity and change. This is
at the core of my understanding of an ecological perspective, as discussed
below. This approach accepts that systems involving complexity will be both
dynamic and chaotic. Providing us with a non-linear, random perspective of
events and processes connects physics and existentialism, mathematics and
psychotherapy. A chaos contribution to a therapeutic intervention may lead to

18 From the Greek auto, meaning ‘self’ and referring to the self-regulatory capacity of systems,
and from poiesis, ‘poetry’, referring to the process of making.
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acceptance that as complex beings, therapeutic progress may well not be linear,
as each shift in a behavioural pattern produces its own effect. The query as to
why two people experiencing the same traumatic event may demonstrate very
different reactions may be explainable by chaos theory’s emphasis on the
sensitive dependence on initial conditions, that is, the individual experiences
and qualities, strengths and vulnerabilities that a person may take into a
situation (Rapp, 1993; Valent, 1999a). The systems in which people work may
appear very straightforward and simple, but the behaviour arising within them
may be complex, the complexity arising because of the nonlinear relationships
between the parts of the system. A chaos theory of intervention in
organisations, for example, might argue that trying to impose too much
regularity (a template for a critical incident debriefing, for example) may cause
problems. Responsiveness to local conditions may lead to better homeostatic
maintenance. A mental health environment, as this research study suggests, is a
complex environment indeed.

Whilst the possibility of extending an autopoietical understanding to that of
human organisations and social systems is still debated (Capra, 1996), as a
metaphor it enables us to understand that organisational functioning is
comprehensible only through an understanding that the systems under study
appear to acquire a life of their own, over and above the contributions of
individuals and the roles and relationships that they represent. Cognition, in
this sense, does not imply that organisations have a conscious mind, but that
the structure, process, patterns and activity go toward creating a living process.
The emphasis on organisation and on pattern-recognition as a means to both
stability and change is appealing as a means to understanding the complexities
of traumatic events and critical incidents within the workplace.

Patterns and structures: the function of the conflict paradigm

Using structure, relationship, identity and change as the corners of an
autopoietical framework introduces new notions to the initial concept of
systems theory in relation to workplace incidents. Structural issues are of
paramount importance in the outcome of any intervention into critical incidents
and traumatic events in the workplace. Significantly, however, structural
concerns did not figure prominently in the trauma literature until the last two
decades of the twentieth century, when systems approaches, feminist and
human rights issues came to the fore. Structural issues and the ‘conflict
paradigm’, as Rubin and Babbie (1997) term it, require acknowledgement of
environment and context, although I would argue that this is not in such an
interactive way as systems perspectives suggest. Structural or radical theories
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can be criticised for under-emphasising the uniqueness of the individual in

favour of looking at larger-scale processes.

Whilst structural theories arose in the late nineteenth and early twentieth
centuries as explanations for social processes, they made little contribution to
an understanding of trauma until a systems perspective located the person
within the environment. The conflict paradigm has some roots in a positivist
frame of analysis (Corrigan & Leonard, 1978; Dominelli, 1988; and Langan &
Day, 1992). Some components of this paradigm span positivist, systems and
constructivist perspectives, reflective of their emergence at particular stages of
the twentieth century. Feminist thinking is an example of this.

Feminist thinking revealed a gendered perspective on the notion of
traumatogenic environments (Showalter, 1997). Sexual abuse, rape, assault
within the home, miscarriage, all are potential personal and social traumas to
which the scientific community has only paid focused attention within the last
generation of social research (Burgess & Holstrom, 1974; Kempe et al, 1962;
Walker, 1979). Van der Kolk, Weisaeth and van der Hart (1996) record that the
leading psychiatric textbook in 1980 claimed that incest occurred to fewer than
one in one million women’s lives. In the mid-1970s there began a process of
integrating military and civilian knowledge about extreme stress and trauma,
captured in the work of Horowitz (1986) and of Terr (1979). Terr’s classic
contribution lent a much-needed developmental perspective to the growing
understanding of trauma, and differentiated between one-off and chronic
traumatisation, a key factor in the organisational experience of extreme stress.
Organisational trauma, I argue, has become visible only after these issues laid
the foundation, with its patterns and relationships only visible when attention
to context became of relevance to scientific scrutiny.

Critical theory provides a link between structural critiques of positivism and
the political and social climate in which research and practice originating from
other than positivist sources is operationalised. The theory suggests an
inseparability of theory and practice and an imperative to engage with ‘real’
problems (Gibson, 1986). It challenges the givens of the positivist world,
arguing instead (as constructivism does) that ‘facts’ are socially constructed
according to the interests of various power groups in society. Nonetheless it
also has its roots within positivism, and an interesting relationship with
psychodynamic theory (perhaps underplayed by some critical theorists!) with
an assumption similar to that of chaos theory, that deep unconscious structures
and processes can be instrumental in explaining behaviour (see, for example,
Gibson, 1986). It has a theoretical location that draws upon many critiques of,
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and reactions to, positivism, including structuralism and post-structuralism,
feminism, systems approaches, post-modernism and constructivism, and the
emancipatory politics of Freire (1972). It has been called the philosophical voice
of the new Left (Kincheloe & McLaren, 1994) and is often the dominant
orientation of Maori research (Kiro, 2000).

The relevance of critical theory within this review of theory is its function as a
bridging perspective between a weighting on the positivist attention to
structure and the valuing of interpretation and meaning, the social construction
of reality. From within the ecological framework articulated below, critical
theory serves as a reminder about the powerful influence of structure within
systems interactions, an important factor when regarding the behaviour of
mental health workers within agencies. One of the key attractions of critical
theory is that of education for critical empowerment (Kincheloe & McLaren,
1994). This places an emphasis on the legitimation of the knowledge of
workers. Furthermore, its emphasis on action-reflection and the use of
language to develop meaning is of great significance in the discussion about the
use of language-based interventions in staff support.

Structural and political issues of power and empowerment are interwoven into
the fabric of this research inquiry, and of the agencies and environments in
which mental health workers practice. Issues of gender and resource allocation,
for example, are crucial to the inquiry and to the construction of appropriate
responses to incidents and events within the workplace. Critical theory offers a
lens by which the influence of such structural concerns can be interpreted
alongside the systemic and positivist perspectives previously addressed.

Recognising the construction of reality

Truth ... is a thing with fuzzy outlines, when you look up close.
Brin (1994:99)

As argued above, the advent of a systems perspective in Western thinking
encouraged the intellectual and cultural acceptance of relativity. In physics, it is
represented by quantum dynamics; in philosophy, by existentialism; in social
sciences, in part by the movement that is known as postmodernism; and in
clinical settings it has manifested as a constructivist stance that uses narrative
tools and a Strengths perspective. The relationship between figure and ground
in relation to the impact of trauma becomes open to interpretation according to
one's location.
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There is a lengthy historical tradition that debates the nature of reality.
Hermeneutics is a modern manifestation of Kant’s distinction between the
world of objects in themselves (noumena) and world of objects as we know
them, or as they appear to us to be (phenomena) (Schwandt, 1994). I view
constructivism as a logical component of a holistic paradigm, and in
recognising, for instance, that the class, gender and culture of both the
researcher and the researched will impact upon the quality of the data, this
perspective appears entirely congruent with the ecological framework that I
will shortly introduce. It rests within a quantum acknowledgement that what
we see will depend on our location, that reality is both pluralistic and plastic,
and that social science inquiry is a sense-making process focusing more on the
collective generation of meaning than on the individual mind.

I do not see the constructivist or interpretive perspective as a separate and
stand alone paradigm, as Freedman and Coombs (1996), and Marshall and
Zohar (1997) would argue. This position does not reduce its significance. Its
importance to this inquiry is not so much in the discreteness of its approach but
in the methodologies it suggests. Language lies at the heart of a constructivist
approach. Narrative, the importance of the individual voice, and the process by
which individual voices become collective, can represent a credible
methodology by which data is obtained. As a collective voice, through waiata,
myth, or critical incident debriefing, it is a powerful tool for reconnection and
healing. Within this perspective there is a fundamental acceptance of human
experience as a social and meaning-making activity that profoundly challenges
the empirical and objective stance of biomedical science (Bracken & Thomas,
2003).

Constructivism recognises that a person’s location and perspective will
influence the interpretation of what they see and how they behave. To report
on reality is to engage in distortion (Opie, 1999). A constructivist or interpretive
perspective contributes to an understanding of the complexity of our response
to critical incidents and traumatic events in the workplace (for example, Berger
& Luckmann, 1971; Cooper, 2001; Davidson & Tolich, 1999; Rubin & Babbie,
1997). Specifically, it can be seen at work in research findings such as Rydstedt
et al's 2004 study about subjective stress in the workplace. It is interpretive in its
attempt to gain an empathetic understanding of someone’s feelings, and in
interpreting the experience of individuals. It offers the opportunity for in-depth
subjective understanding of the specific, and for the construction of subjective
meanings within social contexts (Davidson & Tolich, 1999).
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In a therapeutic context it can be termed a narrative approach, granting
recognition to the importance of a person developing their own meaning about
experience (Epston & White, 1990; Freedman & Coombs, 1996). Constructivism
has influenced and re-branded older intervention approaches. Thus crisis
intervention, emerging initially from within a psychodynamic and
developmental perspective, has emerged as a blend of cognitive-behavioural
and constructivist elements (Kalliath & Kalliath, 2002).

One of the risks of the use of a constructivist perspective is one that is often
directed at post-modernism in general. This is the suggestion that ‘anything
goes’, and that all opinions and positions are valid. Cooper’s promotion of a
constructivist perspective in social work practice is tempered by an
acknowledgement of this balancing act between different viewpoints (2001). He
suggests that the argument that all accounts are valid is not the same as saying
that they are all equally acceptable or viable. This practical reality is especially
important in a situation of crisis and potential trauma, where a person’s grip on
their own notion of a stable reality may have been temporarily but profoundly
shaken, to the point where engagement with their own construct is ineffective
because, simply, they do not yet have one. The argument of this thesis is that a
constructivist perspective operates best within an ecological acknowledgement
of context and structure.

The ecological perspective as a response to complexity

The concluding part of this chapter is concerned with defining the
characteristics of an ecological framework, and addressing its use in
understanding the complexity of extreme stress and trauma in the workplace.

Within this chapter there has been an historical presentation of culturally
located theory and a changing conceptualisation of trauma. I have argued that
trauma’s capture by the scientific processes of positivism has an enduring
legacy in the interpretation and response to trauma. Furthermore I am
suggesting that changes in intellectual thinking and perception of trauma
through systems, constructivist and autopoietic perspectives in particular,
require that trauma-related support systems within organisations must be
cognisant of all the lenses through which trauma is viewed. As a result of this, a
framework of analysis that is transtheoretical, actively integrating the various
theoretical contributions, is suggested as the soundest approach (Macdonald,
1999; Trevillion, 2000). I term this approach an ecological framework, standing
as a Western perspective on holism. This provides opportunity for comparison
with indigenous and non-Western perspectives, but it should be stressed that
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such comparisons are approximate rather than literal, as they exist in different
cultural frames of reference.

The terms system and ecology are occasionally used interchangeably (Capra,
1996; Cormier & Hackney, 1987). Freedman and Coombs (1996) refer to the
‘Ecological Systems Paradigm’. They place this paradigm on a continuum
between the positivist and the interpretive paradigms, as it uses the metaphors
of both biology and ecology. Meyer (1995) suggests that an ecosystems
perspective is a way of seeing people and their environments that accepts their
connectivity and multi-layered characteristics, so that we can begin to
comprehend their complexities and thus avoid over-simplification and the
reductionism that would result from use of a single lens. Gilliland and James
(1997) coin the term ‘ecosystem theory’, which extends the application of
systems theory to include such forces as the media that give us the opportunity
for a global perspective. This encourages an acknowledgement of systemic
dependencies and the need for a macro-perspective of the context in which
critical incidents and traumatic events occur.

I argue that a distinction is should be made between the two terms, systems and
ecology, because many of the concepts and language of systems theory remain
hardwired into a positivist and ‘hard” science knowledge base, and as such it is
still emerging as a separate paradigm. At times, it refers to interactions between
smaller levels or systems, and is not employed as a term inclusive of the wider
political, cultural and spiritual contexts that true ecological approaches
incorporate, in the spirit of autopoiesis (Capra, 1996). Ecological approaches
offer the opportunity of integrating divergent perspectives and non-lineal
causality (Belsky, 1980). Under an ecological umbrella, we see political and
social marriages such as between church and welfare groups, political and
indigenous activism, green philosophy, feminism, and spirituality. A paradigm
shift in social organisation represents a move from hierarchies to networks, the
network being the central metaphor of ecology that describes the transactional
processes in nature, and potentially in the way that workers within
organisations construct meaning and gain support. The study of trauma, I
suggest, is also representative of interconnection between levels of human
experience.

Fundamentally, an ecological perspective integrates constructivist and
structural stances, in which people’s subjective appraisals of their own
circumstances and location are significant determinants of outcome (Jack, 2000;
Neisser, 1992). People within this framework of intervention are active
participants, this dynamic interaction between levels creating political
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imperatives through structural awareness (Corby, 2002). When we look at the
conceptual interaction of trauma, extreme stress and organisations, this thesis
suggests that a linking of ideologies, structural factors and systemic factors is

necessary.

This thesis employs ecological perspectives that emphasise the autopoietical
concepts of structure, relationship, identity and change. Ecological models and
terminology aid this discussion, with particular reference to two holistic
constructions, Te Whare Tapa Wha (Durie, 1994), and the ecological perspectives
derived from Bronfonbrenner (1977; 1979) and Belsky (1980).

The use of a Maori model of holism is not without tension. Te Whare Tapa Wha,
widely utilised in health, welfare and education in Aotearoa New Zealand, has
its identity within a Tangata Whenua world view, but has philosophical
synergy with other indigenous perspectives (Durie, 2003), and, I argue, with
Western philosophical approaches. Symbolising the necessary four
cornerstones of a house, the elements of health in this representation are
portrayed as te taha hinengaro (mental processes), te taha tinana (physical
processes), te taha whanau (family and social processes) and te taha wairua
(spiritual processes). Whole health and wellbeing is to be achieved by
maintaining a balance in each of these areas. This model manifests in many
applied forms, such as Te Pounamu®.

I explored Te Whare Tapa Wha's relationship to Western explanations of trauma
during the development of a post-graduate paper in social work and trauma at
Massey University in 2003. The potential loss of subtle meaning in a cross-
cultural application formed the basis of a discussion with Kingi, co-author of a
mental health evaluation tool (Hua Oranga) based upon Te Whare Tapa Wha
(Kingi & Durie, 2000 & 2001). This discussion, and the publication of Hua
Oranga alongside other constructions linking indigenous and Western
perspectives, further reinforced the potential use of Te Whare Tapa Wha as a
framework for conceptualising trauma and is utilised in Chapter Five.

An ecological model of Western origin is also embedded within the thesis, its
terminology and construction utilised within the tenor of the discussion
concerning the complexity of organisational responses to critical incidents and
traumatic events. This framework is based upon research by Bronfenbrenner
and Belsky (op cit), in the 1970s and 80s. Bronfenbrenner (1977; 1979) explored
an ecological perspective in relation to child development, and Belsky (1980)

¥ This model is utilised as both an assessment and intervention tool at Te Whare Marie, the
Maori Mental Health team at Capital and Coast Health, the Wellington DHB in New Zealand.
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developed this in relation to child maltreatment and abuse, which he argued is
multiply determined by factors that are ecologically nested within each other.
These ecological ‘nests’, or levels, are termed micro, exo and macro levels: Belsky
added in the possibilities stemming from individual difference, to make levels
of ontogenic development at the core of the model. The ecological framework
addresses structural concerns, by making explicit that meso-, micro- and
ontological level activity exists within exo- and macro-level influences (Durie,
2003). Such an ecological framework can be depicted as follows (Table 2.1):

Table 2.1: The Ecological Framework

MESO MICRO ONTOLOGICAL

Ontogenic influences are the factors that individuals bring into any given
situation: personality, genetic structure, previous formative experiences, and so
on. Micro influences are those patterns and conditions located within the
immediate environment (the family, the work team). This includes activities,
roles and relationships. An exo-level analysis considers the structures in the
environment, both formal and informal, that do not themselves actively involve
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the person but which impact upon them through work practices,
neighbourhoods and informal social networks, resource allocation, the legal
and state administration system, and so on. The macro system addresses the
influence of cultural and spiritual values, gender and sexuality, class and social
attitudes. Bronfenbrenner (1977) talks in terms of the macrosystem representing
consistencies demonstrated by the other levels of the system.

Belsky’s outline of ecological systems (1980) does not include the description of
the meso-system, which is now customarily included within education of
ecological principles, as described by Bronfenbrenner (1979). The mesosystem
describes the strengths and influences in the relationship between the different
settings in which a person may find themselves: the congruency or dissonance,
the strength or weakness of the links between microsystems (family and
workplace, for example) or between micro and macrosystems (such as a clash
between family and organisational expressions of religious belief) is
highlighted in this term. For me, it is a key description of ecological systems
that takes this model out of a static presentation of development into a dynamic
and interactive consideration of influences. Whilst a Western model, it has
some synergies with indigenous thinking: Davis (2003) suggests a similar
model in her teaching of social work students. In a continuum from au, whanau,
whanaunga to whanaungatanga, attention moves from issues of identity building,
through engagement and connection with others, linking with the external
world, to a greater sense of spiritual connection with the world.

The added dimension of the chronosystem (Table 2.2) allows for variable
influences from all ecosystem levels over time (Santrock, 1997), and is reflective
of the notion of change in chaos theory. This quantum perspective is
illuminated in ecology by the notion of the ‘ecological self’, a concept that
allows for interactive appraisals and a constructivist slant to the understanding
of our location in relation to others (Neisser, 1992). How the ecological self
perceives the environment’s challenges and opportunities will determine the
quality of human behaviour and cognition. Such a concept draws upon
behavioural theory and such theoretical arguments such as learned
helplessness (Seligman, 1992), and developmental and cognitive perspectives
such as emotional intelligence (Salovey & Sluyter, 1997) and relational theory
(Bergman, 1991; Covington & Surrey, 2000). This notion is inclusive of the
concept of the extended self, so that past, present and future are intrinsically
and inextricably linked. This is of significance to the study of the impact of
extreme stress and trauma, as such events may threaten this dynamic

relationship and sever ecological connectivity.
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Table 2.2: The chronosystem in relation to the ecological framework

® Jevels will interact and influence each other over time

® levels and systems will alter and develop over time

Time past Time present
— — — — —

An ecological construction which views personal and societal influences within
an ever-changing dynamic has considerable traction within health and social
welfare literature, in domestic violence (Edelson & Tolman, 1992); addiction
(Barber, 1995); child protection (Cicchetti & Lynch, 1993; Corcoran & Casebolt,
2004; Fraser, 2004); explorations of inequalities and environmental factors in the
community (Garbarino & Sherman, 1980); HIV work (Fouché, 2005) and in the
trauma field (Adamson, 2005; Yassen, 1995).

Theory into practice: the Strengths perspective

An autopoietically-based, ecological perspective of human experience suggests
that for every person, a unique matrix of personal and environmental features
will combine to shape their reactions to events. Constructivism's emphasis on
narrative and the power of personal interpretation, for example, suggests that
there may be multiple pathways through an incident. The interaction of person
and environment, the contribution of a systems approach to human experience,
suggests that solutions to potentially overwhelming events may lie within the
environment, within a person's interpretation and interaction with their

surroundings.

56




Conceptually, the reduction in the influence of positivist thinking, with a focus
upon pathology, and the growing concurrent recognition of complex causation
and response is often described as a Strengths approach. Significantly, it has
emerged since the 1980s and the growth of systems thinking. Within mental
health, it manifests as the Recovery movement (Chapter 3; Rapp, 1993 & 1998;
Rapp & Hanson, 1998). Within our understanding of trauma, it manifests as an
enhanced appreciation of resilience and posttraumatic growth, an issue
explored in Chapter Five. A Strengths approach emphasises not only what
needs to be changed in order to gain a positive outcome for any situation, but
what existing strengths and skills can be reinforced. A person's resilience, in an
ecological appreciation of their situation, will arise not only from strengths
within them but within their context.

This theme lies at the heart of the thesis question, and through its emphasis on
interaction of complex variables, is revisited throughout the thesis, as the
question of 'what works?' in staff support systems is explored.

With the acknowledgement of the complex interrelationship between person,
perception, environment and time, it is clear that the environmental response to
trauma's impact will have far-reaching consequences. The political dimension

of the concepts of trauma and extreme stress is now explored.

Chronology, human rights and the study of traumatology

Let us not make any mistake about it. By knowing and facing
the greatest pains of mankind, as it were by eating from the tree
of knowledge of good and evil, we are giving original sin new
words in human trauma.

Valent (1999b:4)

From an ecological perspective, a key contribution to the understanding of
traumatic impact comes from the understanding of the holistic interrelationship
between person, context and time. The risk of a reductionist approach to the
study of traumatic impact lies in its attention to detail and to moments
captured in time. Historical and cultural experience attests, however, to the
enduring legacy of trauma over time. Chronosystem influence on generational
transmission of trauma is manifest both in literature on child abuse and the
Shoah, the Holocaust, a focus previously omitted from military-inspired study
(Yehuda, 1999). From our perspective in Aotearoa New Zealand, immersion in
race-based debates about social equity and the impact of colonisation forces us
to understand the impact of trauma on many different levels simultaneously
(Tomas, 2004). For this thesis, the longitudinal impact of critical incidents and

traumatic events within the workplace becomes a key question, as behavioural
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and social responses may potentially affect both personal and organisational
functioning, and can therefore be constructed as not only an individual but a
collective and political legacy.

From early writings (Eitinger, 1961; Frankl, 1964) to longitudinal studies of
survivors (Bastiaans, 1974; Thygesen et al, 1970) to generational studies of
descendents of survivors (Rowland-Klein & Dunlop, 1998; Steinberg, 1989), the
forced relocation, imprisonment and systematic extermination of entire
communities has framed much recent and current trauma research with
cultural, political, transgenerational and global motifs. The European
community, in particular, is sensitised to the long-term and generational
consequences of extreme stress, providing one explanation for the difference in
classification of trauma between the American and European systems (explored
in Chapter Four). It has provided many with the necessary ‘fire in the belly’
(Munford, 2003; op cit) and political will (Herman, 1992a).

The study of trauma is a study of human rights and as such is influenced by
political, cultural, racial, religious and social biases. It does not stand outside of
these sites of tension and can be selective in the populations that it studies
(Herman, 1992a). The silencing and social denial of the impact of trauma where
acknowledgement is not in the public best interest may be a theme that
emerges for occupational groups within mental health, where dynamics of
stigma, the duty of care and professional and organisational loyalties play out
against the backdrop of the public perceptions of mental illness.

An ecological perspective recognises that trauma occurs across all facets of
human experience, and in many contexts. The effect of media coverage of civil
war and genocide, for example, has been to make links between political,
economic, social, cultural and religious movements and issues, and the effects
on the individual. Once that lens is used, it is increasingly harder for an entirely
individualistic frame of reference to have validity. Summerfield (1995), for
instance, suggests that proposals for rape counselling in Bosnia may not be the
most appropriate intervention, as rape, although a horrendous experience, may
not stand out as any more traumatic than any of the other bereavements, losses
and displacements within that war (Adjukovic & Adjukovic, 2003). It is
arguments such as this that underscore the ecological framework utilised in the
analysis of trauma’s impact.

Trauma theorists are increasingly arguing that the perspectives gained from
trauma have the power to influence human rights. Van der Kolk and McFarlane
(1996) define the study of trauma as the ’scientific investigation of human

58



suffering’, describing an important shift in the conceptualisation of traumatic
experience. They suggest that psychiatry’s process of classifying experience on
the basis of what they term ‘surface manifestations’ has minimised our
understanding of the human mind, and that it is the study of trauma - and
explicitly the naming of the diagnosis of posttraumatic stress disorder - that has
lifted psychiatry into new possibilities. A major point made in this thesis is that
the analysis of workplace incidents has not yet incorporated the human rights
element that characterises other aspects of the study of trauma.

Thus feminism, social empowerment models in disability, western interest in,
and acceptance of, indigenous ways of seeing and thinking, post-modernism,
constructivism and narrative therapy, all represent intellectual and cultural
moves away from the positivist tradition (van der Kolk, Weisaeth & van der
Hart, 1996). Putting context back into psychiatry focuses attention back on the
living person as subject rather than object, linking past and present, and
biology and spirituality (McFarlane & van der Kolk, 1996a). Bloom (1998a)
describes the origin of ISTSS, the American-based organisation for the study of
traumatic stress, as arising out of these social and political dynamics. As a
result, a new synthesis, that of traumatology, has emerged.

... the study of trauma has become the soul of psychiatry.
van der Kolk & McFarlane (1996:4)

Gold and Faust (2002) chart the evolution of traumatology after the
introduction of psychological trauma into DSM-III. Their literature search on
PsychINFO (an academic database for published psychological research) shows
an exponential growth with no entries for ‘trauma’ in 1960; 51 in 1970; 75 in
1980; 430 in 1990 and 796 in 2000. There was a parallel development of specially
designated journals from the mid to late 1980s (for example, the Journal of
Traumatic Stress in 1986), with a heavy weighting on the reporting of empirical
studies and less on practitioner-driven material. This emphasis is based upon
trauma’s conceptual roots within positivism and highlights the ongoing
potential for tension between practitioner and researcher, as exemplified in
Chapter Six.

The first World Conference on Traumatic Stress was held in Amsterdam in
1992. The European Society for Traumatic Stress Studies (ESTSS), originally
conceived as the European Trauma Network in 1988, was established as a
society in 1993, and now holds bi-annual conferences in the field. New
alliances, too, are formed on the basis of these new mergers in ideas. The
‘Trauma, Grief and Growth’ conference in Sydney, in May 1998, marked a co-
operation between the Australasian Society for Traumatic Stress Studies
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(ASTSS), the Australasian Critical Incident Stress Association (ACISA) and the
National Association for Loss and Grief (NALAG).

Like all nosological and philosophical movements, the science of traumatology
should in no way be interpreted as definitive and permanent. Indeed, when we
come to consider the range of available and appropriate interventions, this
thesis will review the debate over the ‘correct’ model for Critical Incident Stress
Management and Debriefing as a case study in the need for flexible, contextual-
based intervention (Chapter 6). There is a very real risk that the popularity of
the concept of trauma, and the embeddedness of the diagnosis within our
health, social and economic institutions, will lend itself to the overuse of the
term. In the same way that psychological symptoms were masked by current
knowledge and schemata for human experience (the notion of ‘shell shock” for
instance), so too can a psychological construct be employed in a way that may
mask very real symptoms. In re-focusing the lens onto trauma, we have to be at
pains not to overlook other constructions of human experience.

Conclusion

Located as we are in the twenty-first century, we can now see how the
dominance of positivist paradigms from the seventeenth century is now in
question in many fields of life and inquiry. We live in truly exciting intellectual
times, and [ identify with Valent’s belief, in the quotation heading this chapter,
that the development of traumatology is well up with this sea change in ideas
(Valent, 1999b). Leaders in the field such as van der Kolk, Herman, Bloom and
McFarlane, all scientifically trained, are also all spokespeople for human rights
and a contextual appreciation of the contexts in which trauma occurs (Bloom,
1997; Collins, 1999; Herman, 1992a; van der Kolk, 1996a). For me, the study and
knowledge base of traumatology is one current example of the paradigm shift
that has occurred in twentieth century western thinking, to cross the border
between mind and body that these earlier constructions had created.

Recognition of the importance of the context in which incidents and potentially
traumatic events occur provides the rationale for the consideration of the
mental health environment in the subsequent chapter. The conceptual,
structural and systemic development of service delivery environments and
professional groupings describes the ecological environment in which the
participants in this study were located.
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Chapter Three: The Mental Health Context

Ilustration 3.1:
Dayroom, Forensic Unit,
Lake Alice Psychiatric
Hospital, 2000.

Jono Rotman

The ecological perspective employed within this thesis requires that incidents
and their responses be interpreted within an understanding of the contexts in
which they occur. The environment of mental health service delivery is
explored in this chapter, on the premise that many of the challenges and
tensions experienced in the course of critical incidents and traumatic events can
be best understood through historical and contextual analysis. The chapter
begins with an historical review of the tension between the need for detention
and 'disposal', and the demand for treatment and therapeutic response to those
living with mental ill-health. Contributing to this are the socio-political
circumstances of deinstitutionalisation, the challenges to the appropriateness of
service delivery from the bi-cultural imperative upon which current mental
health policy is predicated, and the issues of professionalisation and training
that emerge in an environment of care within the community.

Detention and treatment: tensions within the development of
mental health services

Mental health service delivery in Aotearoa New Zealand reflects global trends,
a British colonial legacy and the paradigm shifts described in Chapter Two.

Early government initiatives and public debates mirror the tensions and
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concerns of current mental health policy, which constantly strives to strike a
balance between the protection of the wider community and the therapeutic
care of the consumer. There was early and clear construction of mental health
as a public order issue rather than as a health problem. The legacy of the British
Poor Law determined the inclusion of ‘lunacy’” within the vagrancy legislation.
Williams (1987), writing in relation to the history of Porirua Hospital2,
comments that in the early years of colonisation it was not thought necessary
nor was it practical to separate the mentally ill (‘lunatics’) from criminals in jail.
Both lunatics and criminals were used for labour and care was custodial.

The abiding feature of nineteenth century mental health service delivery was
the establishment of the institution. The first piece of mental health legislation,
the 1846 Lunatics Ordnance, echoes the remit of the Mental Health
(Compulsory Assessment and Treatment) Act (1992) in its intention to provide:

.. safe custody and the prevention of offences by persons
dangerously insane and for the care and maintenance of
persons of unsound mind.

Brunton (1996:4)

Brunton (1996) describes the classifications of insanity during the period of
colonial establishment as socially and legally constructed, defined by poverty,
dangerousness, criminality, and destitution. One of the earliest references to the
Wellington Gaol Asylum-Annexe was to the ‘pauper lunatic asylum’. General
hospital wards were for temporary reception only, a model on which the
legislation functioned until the 1992 Act. Social conditions from the 1860s
onwards determined that asylums became repositories of the poor, as alcohol,
syphilis, accidental injury, and the ageing of the country’s large bachelor
population all took their mental toll within a national climate of economic
depression (Brunton, 1996). Vogel’s immigration policies were blamed for
filling the country with what Brunton terms Britain’s ‘social detritus’ (p11),

fuelling debate over correct disposal policy, which was commented upon in
1882:

The question respecting lunatics and inebriates being placed in

prisons or hospitals ought to be settled once and for all. It has

been for ten years, a case of each institution refusing to take

them in.

Annual report of the first Inspector of Prisons, to Parliament, 1882 (Mason,
1988:11)

20 Porirua Hospital: the psychiatric hospital serving the Greater Wellington region.
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Acknowledging the repetition of patterns of service delivery, this quotation is
included a century later within the Psychiatric Report of 1988, which had
profound significance in the development of community, forensic and Maori-
oriented services. Tensions over appropriate 'disposal' emerge as potent issues
for the participants in this thesis.

Wider socio-political trends, and public and state awareness of the conditions
within asylums, fuelled debate over their purpose and the roles of staff
working within them. The dynamic created by the abolition of provincial
government and the transfer of responsibility to central government in 1876
meant that regional services could 'dump' problems for which they were not
resourced. This coincided with a decline in tolerance for the mentally ill within
growing and more complex communities (Brunton, 1987). From the 1870s
onwards, stigma increased. Brunton refers to the influence of the penny daily
papers (the ‘penny dreadfuls’), whose stories led to the alienation of the
mentally ill. There is a parallel with the current role of the media in
perpetuating stigma and discrimination, a factor which not only colours the
workplace environment but which may actively discourage workers from
entering it (Hatcher et al, 2005, Health Education Authority, 1999). Mental
health workers, it is suggested, experience discrimination through low relative
status, poor resource allocation and prioritisation in the health service
(Thompson & Thompson, 1997).

The conflicted perception of the needs of mental health consumers played out
in the delineation of the roles of staff. On one hand lay the notion of moral
therapy and management inherited from the Quaker movement in Britain, the
non-restraint of patients and an emphasis on the positive influences of staff, a
view that interpreted mental illness as a moral weakness amenable to role
modelling:

Patience, gentle treatment, nourishing diet, cleanliness with
light employment or exercise goes far to recover the lunatic,
and in chronic cases serves to make them comfortable and even

happy.
Journal of the Dunedin Asylum Keeper, 20.4.1884, in Brunton (1985)

However, these beliefs had limited impact on what was largely medical and
custodial control over the influx of chronic and incurable cases in the 1870s
(Brunton, 1987). Treatments reflected the knowledge and perspectives of the
times: bleeding, head shaving, blistering, and purges were used up to 1860s. In
the late nineteenth century, chemical controls were introduced. Such ‘disposal’

solutions to problems experienced in society inevitably produced conflict about
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how mental health patients were treated, and staff defined. Williams (1987)
describes the 1872 prosecution for cruelty and unnecessary violence of the
husband and wife who were in charge of the Karori asylum. This fuelled the
demand for suitable control of the institutions. With the abolition of provincial
governments, central funding created the Lunacy Department, and Dr Skae, the
colony’s first ‘Inspector of Lunatic Asylums’, was appointed.

In many ways Skae can be interpreted as one of the first commentators about
conditions for both staff and patients within the mental health system
(Williams, 1987). He highlighted the tensions between envisaging institutional
care as detaining the incurable or as therapy for the acutely ill. Skae’s first
report in 1877 talked of poor conditions and violence in the Mt View Asylum,
the present site of Government House in Wellington. He felt that lunatics
should be happy and comfortable, occupied with a trade or with farming,
Despite describing conditions as unendurable in his 1879 report, Skae was held
responsible for them.

Skae can also be viewed as one of the first known casualties of occupational
stress within the mental health system: overworked and depressed he died in
June 1881, aged 39 years. His obituary in the New Zealand Times read:

[His death was caused through] mental distress excited by the

result of the recent Mount View Lunatic Asylum Enquiry. [...]

He left a widow and nine children indifferently provided for.
Williams (1987:33)

Skae's death followed the findings of a royal commission in 1881 in which he
did not defend himself well (Brunton, personal communication). His memorial
([llustration 3.2) cites having been shown 'great
and bitter troubles'. The threat and impact of
inquiries persists as a dynamic in current mental
health practice, which participants in this thesis
explore in Chapters Eight and Nine.

Iustration 3.2:

'Great and bitter troubles': Dr Skae's memorial :._,“-.. ;
Porirua hospital

Concern over conditions in hospitals in the 1880s
led to the building of large rural asylums, their °:
geographical isolation, self-sufficiency and

limitation of public access consolidating the
image of fear and incurability. Brunton (1996) describes the six month curability
test for inmates, who had to pass or else they were regarded as there for life.
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The proportion of patients deemed incurable rose from three quarters in the
1870s to 93% in the first decade of the twentieth century. Williams (1987) details
thatafter 1907, if a married man entered an asylum, his wife became entitled by
law to a widow’s pension. Differentiation of chronic and acute by means of the
villa system had become government policy by 1903. In the 1920s at Porirua
Hospital, admission villas were set up out of sight of the main institution so
that these ‘curables” would not be tainted by mixing with the chronic patients.
Even by 1945, when new physical treatments became available, two thirds were
still regarded as therapeutic ‘write-offs’. By 1945 more patients died in mental
hospitals than were discharged as recovered. The limit to knowledge about
mental disorder combined with social stereotypes to perpetuate these beliefs,
and potentially impacted upon the quality of the work environment.

As acknowledged in the previous chapter, trauma, medicine and war have a
close relationship, and each have influenced the development of mental health
services. The Mental Defectives Act of 1911 provides a window into the
attitudes and language of the time: the use of ‘lunatics” was dropped in favour
of inmate; ‘asylum’ became mental hospital; and ‘attendants’ metamorphosed
into nurses. It further marks the medicalisation of mental health. For Aotearoa
New Zealand in the aftermath of World War I, soldiers returning from war
appeared to need a different sort of response to that of traditional asylum care,
with growing attention to the concepts of shell shock and neurasthenia, this
latter term having been dropped in 1917 because of the psychiatric stigma it
had acquired. Clarke (1991) talks of the dissonance created by the dual images
of the returned soldier: the cultural icon of nationhood, and the mental patient.

One soldier in ten was invalided home with a nervous disease (Brunton, 1996).
The growing public awareness of mental illness that followed the Anzacs'
return contributed to the development of community mental health services.
There was a call for halfway or ‘borderland” houses, and outpatient clinics, to
meet the needs of the nations’ heroes. Outpatient clinics attached to the general
hospitals in the main centres were authorised in 1925. The Mental Defectives
Amendment Act (1928) further extended this process.

Nonetheless, the focal point for mental health services and staff until the 1980s
remained the asylum, and the major treatment modalities remained medical in
nature. Scientific intervention expanded with the use of electro-convulsive
therapy (ECT) and insulin therapy in the 1940s. Both of these have proved
controversial, both in scientific debates over their effectiveness, and in the civil
rights issues surrounding how they have been employed, issues which have
far-reaching consequences for the behaviour and perception of staff.
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In parallel with the development of scientific techniques remained the influence
of moral management, a peaceful environment and the notion of gainful
activity. This manifested professionally in the opening of the School of
Occupational Therapy in 1942. Patients were to be kept busy, highlighting one
of the key roles of mental health staff to the present day:

No occupation is not rest, a mind vacant is a mind distressed.
Occupational Therapy Newsletter in 1949, in Williams (1987:216)

This ongoing theme is exemplified by this excerpt from an unpublished in-
service talk on the subject of The Role of Various Specialists in the Psychiatric Team,
by Dr Pugmire, Medical Superintendent of Lake Alice Hospital in 1978, which
states:

The most important factor is certainly, in my mind, the
therapeutic atmosphere of the hospital. The great majority of
our patients would fall into three categories, Schizophrenics,
Manic Depressions and Feeble-minded. [...] it is pure good luck
thatthey all happen to respond well to the same type of regime,
that is to a very calm, peaceful type of management that
provokes no stress.

Pugmire (1978:14)

Medical developments had a major influence on mental health issues and
institutions after World War II. The late 1950s and early 1960s saw the
introduction of the anti-psychotic, stelazine; amitriptyline, an anti-depressant;
and lithium carbonate for affective disorder (then known as manic depression).
It was not until these developments in drug regimes that the statistics such as
those in 1961 began to change (Williams, 1987). The census of mental hospital
patients in that year reported that 52.1% of those with schizophrenia had been
in hospital for more than twenty years (Williams, op cit, p4). Longer lasting
drugs administered by injection (‘depot drugs’) made the development of
outpatient care in the community a viable option. Introduction of the major
tranquillisers meant that patient management within the institutions could be
conducted in open ward settings. New order anti-psychotic medication, it can
be argued, currently enables those previously institutionalised to live within
the community.

The interrelationship between scientific technology and the shape of service
delivery, policy and legislative change cannot be overlooked. In 1961, an
amendment to the Mental Health Act simplified committal procedures and
opened the door for treatment outside the hospital, thus allowing for the
development of community services. The Mental Health Act of 1969, the most
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significant piece of legislation since the Mental Defectives Act of 1911, revised
outdated words such as idiot and imbecile, further simplified the process of
committing patients and provided a statutory basis for the increasingly more
accepted trends in community care. Deinstitutionalisation became an active
possibility.

Another significant characteristic of mental health policy in this country has
been the role that crises and inquiries have had in shaping the development of
services before, during and after deinstitutionalisation. Inquiries continue to
dominate the work environment, as evidenced within this research study.
Between 1987 and 1996 there were sixty-seven inquiries into aspects of mental
health services (Mason et al, 1996), and the narratives of participants in the
thesis attest to their ongoing incidence. An inquiry can perhaps be viewed as a
knee-jerk response, post-facto, to a systemic or structural problem;
nevertheless, reviews of practice and recommendations for change are
embedded in the fabric of the mental health workplace and form markers for
the context and style of the service delivery environment.

Inquiries are .. a very old method of facilitating quality
assurance.
Mason et al (1996:12)

Significantly, out of the inquiries acknowledged in this 1996 report, issues
concerning the work environment emerged as concerns, as well as patient
environments and treatments. In particular, the 1988 Psychiatric Report offers a
seminal review of the issues surrounding the period of deinstitutionalisation
and care in the community (Mason, 1988). It gave insight into the growth of
appropriate services for tangata whenua, and in many ways provided the
impetus for the change of legislation in 1992, as acknowledged in Chapter Four.
It highlighted barriers that existed in the provision of services in the
community, inadequate funding, and the shortage of trained mental health
workers. Citing negative public attitude to psychiatric illness and an
uneducated community, it highlighted poor co-ordination of information
resources and a lack of research into effectiveness of community services.
Moreover it highlighted the shifting of gateposts in regard to admission to
mental hospitals, in this case through resource allocation and political
dynamics that decreased the emphasis on detention and provided a greater
spotlight on treatment.
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Deinstitutionalisation, community and care

Ever since Karl Marx and the communists started talking about
community, everybody has been shouting ‘let’s be modern and
move everything into the community’ regardless of cost or
efficiency. They seem to forget that community care is what the
world started out with. It meant that all sick people were
allowed to stay at home and die ...
Pugmire, Medical Superintendent, Lake Alice Hospital
Pugmire (1978:3)

The current context for the occurrence of critical incidents and traumatic events
in mental health emerged out of developments in service delivery determined
by the processes of deinstitutionalisation and care within communities. An
expanding welfare state in the mid-1960s saw the growth in philosophies in
which community treatment was promoted. Changing perspectives about the
nature of mental distress and disorder, the increasing awareness of the
importance of psychosocial factors, civil and indigenous rights and economic
imperatives contributed to this policy change and to the environment of the
current workplace.

Deinstitutionalisation can be viewed as a political movement, just as
institutionalisation was an economically-driven political solution in the early
days of the colony (Brunton, 1996). Economic growth, followed in the 1980s by
the shifting sands of economic restraint, determined that institutions came
under the spotlight not only as philosophical but also as economic dinosaurs
(Gibbs et al, 1988). The large institutions were deemed to be too costly to be
maintained by governments faced with the rationalisation of health and welfare
services: the re-organisation of resources from Vote Health into those that
funded health services and those that provided them (the ‘funder-provider
split’) produced a focus on accountability and outputs which further
determined the location and nature of mental health employment.

Rejection of the notion of institution can be made on ideological grounds, with
the acceptability of the institution as a solution to mental health problems (or
the problems that society has with mental health) no longer tenable. The Italian
community mental health movement is a case in point (Mezzina, 2000). On a
humanitarian level, incarceration in large institutions had become
conceptualised as anti-therapeutic. New anti-psychotic medications had
enabled the focus to be moved from the custody and restraint of acutely ill
people, to maximising their opportunities within their communities of origin.
Caird (2001) suggests that the impetus for deinstitutionalisation came from

both civil and humanitarian rights and the academic social constructionist
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debate. With a changed understanding of mental health, the emphasis in
service delivery moved from ‘disposal’ towards prevention and normalisation
(Haines & Abbott, 1985). This can be illustrated by the shift in legislative
emphasis withinthe 1969 and the 1992 Mental Health Acts, the former based
upon the assumption of institutional care, the latter espousing the principle of
the least restrictive detention. The relationship of legislation to psychiatry is
explored further in Chapter Four.

The 1980s marks the move towards community in Aotearoa New Zealand. This
mirrors the international trend within western psychiatry, as exemplified by
the experience in the United States and Britain (Bachrach, 1996; Leff & Trieman,
2000; Szmukler, 1999). On a population basis, in 1971, some 350 in every 100,000
in Aotearoa New Zealand was resident in a psychiatric hospital; by 2000 the
figure had dropped to about 50 per 100,000 (Simpson et al, 2003). In Aotearoa
New Zealand, the sale of the state-owned Telecom by Labour in 1986 funded
the development of community mental health centres, to act as physical and
organisational bases for the mental health staff relocated from their institutional
settings.

The process of re-locating the focus for service delivery created fresh emphases
and tensions for both consumers (Durie, 2001) and the occupational groupings
employed in mental health. Not the least of this was a re-organisation of the
understanding of community. In undergraduate sociology I was introduced to
Cohen’s statement that there are twenty-six possible definitions of the word
‘community’ in the English language (1980). It is perhaps glib, then, to talk
about ‘the community” as distinct from ‘the institution” as a site for the care and
treatment of mental health problems. Unlike the institution, community has no
clear boundaries and delineations. In an increasingly urban society, a person
can live in one geographical area and work in another; and in both locations
they can be oblivious to the identity of their neighbour. Communities of interest
can transcend geographical borders, and communities comprised of cultural
and familial networks may be neighbourhoods or composed of less tangible
connections. Mezzina (2000) commented that the community has the potential
to be either empty or full, and as such can either sustain or undermine
recovery. Rapp (1998) describes the community as having ‘enabling’ or
‘entrapping’ niches.

The process of unpacking hospitals into the community produced an altered
environment for both consumers and staff. The needs of those living within
communities acquired a different profile. Care in the community requires
acknowledgement of diversity in terms of geographical, cultural and
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socioeconomic backgrounds of consumers, who have diverse needs such as
transport, mobility, finance and age. Services are required to become client
rather than institution-focused. Mosher and Burti (1994) refer to an ecosystemic
view using the context of people’s problems that contributes to their resolution.
The interface with other fields of practice becomes more apparent, as the issues
and solutions facing people living with a mental disorder cease to be
categorised as ‘merely’ mental health but may be interlaced, for example, with
environmental stressors, substance abuse and infringements of the law. As the
areas of vulnerability for people in the community are different from those
living within the institutions, the environment in which incidents may occur is

similarly transformed.

As hospitals closed, consumers deemed less acute were relocated into
communities first. Many were not, under changing definitions of mental
disorder, actually mentally ill. This included the intellectually disabled and the
elderly, many of whom wore a primary diagnosis of ‘institutionalisation’, a
diagnosis made by medical staff at Lake Alice Hospital. For both of these two
categories of former patients, this transition marked the end of a mental health
label. With this went a change in the occupational composition of both
management and those caring for them, from medical and nursing-focused
staff to a growing population of support workers within supported
accommodation.

Deregulation of funding enabled groups with differing community identities
(cultural; regional; needs-focused) to tender to provide services. Whilst the
withdrawal of state-run health services from the daily lives of many people
with mental health problems undoubtedly produced advantage to many, for
some, however, an emphasis on short-term treatment and involvement by a
variety of health workers has tended to work against long term planning and
support which many require. Shortage of both funding and staff resources
worked against effective service delivery (Mason, 1988). Internationally it has
been noted that placing patients in the community without adequate outpatient
services and care has not been well prioritised, funding does not follow the
consumer into the community, and needs of housing and employment are not
addressed (Human Rights Watch, 2003).

Evaluation of care in the community appears to suggest that if the research
includes measures of consumer satisfaction and quality of life measures, the
process of deinstitutionalisation has been successful (Abergavenny, 2000; Leff
& Trieman, 2000). Abergavenny’s study, however, also observes a significant
readmission rate (38%), with 10% needing respite care or acute re-admission at
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any one time. Integration with acute services appeared as a problem and is
highlighted in the experiences of participants in this thesis. Warren’s research
(1997) into care in the community in Aotearoa New Zealand confirms that very
few people in acute settings were new to the mental health system, a common
feature of all readmissions being a breakdown in the caregiving system. Her
interpretation, like that of the Health Research Council (1994), was that mental
health policy has idealised the notion of community and that current social
changes (with social attachments simultaneously more geographically spread

and more privatised within nuclear families) have not been taken into account.

Abergavenny’s study (2000, op cit) suggests that whilst the costs of hospital
and community care were similar, the economic responsibility in the
community had shifted away from the health service. The use of untrained
and/or low paid workers, and the introduction of competitive tendering
through the funder-provider split also suggests that community-based services
may appeal as a lower-cost option to the State. Warren (1997) also suggests that
‘community care’ often means care by women in the immediate family, who
experienced isolation, a decline in standard of living, and for many,
deteriorating physical and mental health. Cheyne et al (1997) make a similar
point, and Burns et al (1994) cautions:

The success of deinstitutionalisation often came to be measured
by reduced rates of hospitalisation rather than improved rates
of access to treatment or support [...]
Burns et al (1994:3)

The pressures on families, themselves often fragmented, under economic and
social strain and nuclear rather than extended, becomes a major issue within
the context of care in the community. Mental health workers thus may work
with family as much as with the consumer, revealing tensions of confidentiality
and privacy, role confusion, and debate over accountability and client identity.
Funding may follow the identified individual, but the whole family may be the
focal point for the professional engagement.

The re-location of the focus of mental health care from the larger institution to
the community does not of course eliminate residential care. From the smaller

but no less secure forensic units?!, to sub-acute settings, and various levels of

21 Although the criminally insane was identified in the New Zealand literature as far back as the
1880s, specific treatment facilities for forensic patients did not emerge until the late 1960s with
the opening of the National Secure Unit at Lake Alice Hospital. This remained the purpose-
built secure unit until the establishment of the regional Forensic Services as recommended in
the 1988 Psychiatric Report (Mason, 1988). The overlap between mental disorder and the law
remains an issue to this day, in part due to the ongoing debate about ‘disposal’ and in part due
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sheltered and supported accommodation, mental health consumers are more
visible in the community but remain ‘in care’ to various degrees. Rapp (1998)
describes the ways in which consumer autonomy and dignity can be
compromised by the community model, suggesting that consumers are in the
community but not of the community. Use of space, time and mobility are all
compromised by organisational needs and policies. Relationships are also
constricted through staff keeping professional distance and living
arrangements of consumers are often single gender houses that may not reflect
choice.

There is also international evidence of ‘re-institutionalisation” processes in
mental health. Research suggests a European trend of increases in the number
of forensic beds, a rise in compulsory admissions and in the numbers of
placements in supported housing at various levels (Priebe & Turner, 2003;
Priebe et al, 2005). These authors also consider that assertive outreach (within a
New Zealand context, teams such as Early Psychosis Intervention projects) also
forms part of a re-institutionalisation process, rather than care in the
community, as might be suggested by its location. Several of the participants in
this thesis were employed in such teams.

The often prominent location of vulnerable consumers within community
settings raises major concerns about the effect of stigma and discrimination.
Community norms of behaviour may mean that community is less tolerant of
difference than the institution, and that for some, their “asylum’ becomes a
room within a boarding house. For others in the community, the relatively
unrestricted or unsupported lifestyle can lead to issues of treatment
compliance, a phrase largely referring to a degree of willingness to take
medication as prescribed. Clinicians suggest that compliance rates and
treatment outcomes can be influenced by environmental and interactive
processes such as a person feeling understood by staff, involvement of family
or community supports, acknowledgement of cultural influences, and
collaboration in the planning of care (Craig, 1999). The issues of compliance
and conformity become high profile within mental health in the community,
and become a powerful dynamic in the lives of mental health workers.

As the prime location of mental health services has shifted to the community,
the nature of these communities has come into sharper focus, demanding
responsiveness to cultural identity and highlighting the challenges inherent
within the delivery of culturally-informed practice. Approaches to the mental

to the epidemiological overlap between the mental health and offender populations (Brinded et
al, 2001).
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health of Maori form the basis of considerable discussion within the narratives
in this study, and are considered below.

Approaches to Maori Mental Health

With deinstitutionalisation came the increasing inclusion of Maori within both
consumer and workforce numbers, a dynamic embedded in this thesis study
and reflective of the increasing awareness and acknowledgement of New
Zealand's bicultural identity and the partnership imperatives of the Treaty of
Waitangi. The cultural bias implicit in the history and nature of the mental
health service delivery environment can be observed (Brookes & Thomson,
2001). Brunton (1996) suggests that institutional responses to Maori mental
health had perpetuated processes of colonisation. Maori mental health needs
have gained greater prominence as mental health services have progressed in
ecological awareness. The working environment in mental health is an active
arena for the playing out of bicultural processes and tensions, issues which
emerge as key for the participants in this thesis.

Durie (1994 & 2001) identifies three phases for Maori within the mental health
system. Prior to 1970, Maori were underrepresented in statistics, converging
with non-Maori in the period 1970-4. Brunton’s historical review (1996) reveals
that in early Pakeha accounts there are few records of mental disability or
psychotic behaviour amongst Maori, although there were instances of suicide.
Given an understanding of cultural bias within mental health classification
(explored in Chapter Four), it can be assumed that such issues have been
invisible to Pakeha scrutiny. Early colonists would at times transfer Maori
‘lunatics” back to tribal authorities (Brunton, op cit). Conversations with people
from various iwi have detailed cleansing processes and methods of exclusion
and expulsion, suggesting similar themes but different processes for what to
Pakeha is seen as mental illness.

From 1975, Maori rates have exceeded non-Maori for some groups and some
diagnostic categories, with the trend towards increasing disparity. The lower
rates were not necessarily due to a lower incidence of illness but to alternative
management strategies. Durie (1994) speculates that actual rates of mental
illness may have increased amongst Maori, and although baseline statistics will
never be available for this, an understanding of the aetiology of mental
disorders suggests this as a possibility. Since 1975 the rise in Maori admissions
has been higher in the areas of drug and alcohol problems and psychosis. Some
of these statistics may be due to increased access to hospitals through
urbanisation and greater acceptance of western approaches to health, but may
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also reflect a change in definition of 'Maori', and cultural discrimination factors
within the diagnostic process.

In recent years, Maori first admissions to hospital have been about the same as
the Pakeha rate. In 1994 Maori were 14% of first admissions and 18% of all
readmissions. However, the Maori experience is that of a poorer outcome after
the first admission, leading to more re-admissions and chronicity (Te Puni
Kokiri, 1993). The Ministry of Health (1997) reported that Maori are 40% more
likely to be re-admitted to psychiatric services than are Pakeha. There is a
suggestion that when an individual enters the mental health system they
submit to a Eurocentric philosophy of health, illness and care delivery. This
suggests that the relationship between culture, health practices and illness
presentations in assessments is overlooked, risking not only misdiagnosis, but
also inappropriate treatments (Craig, 1999). The photograph below (Illustration
3.2) demonstrates an early attempt to create a bicultural balance in service
delivery through a cleansing ceremony of sites where spiritual conflict had
occurred.
Mustration 3.3:

Lifting the Tapu, Wai-o-hine
(National Security Unit, Lake

Alice Hospital),
1991
These issues may

determine conditions in
which incidents can occur.
For Maori, there is a

characteristic of

enforcement, compulsory

admissions accounting for

one third of all admissions for Maori men under the Mental Health Act (1992)
and the Criminal Justice Act (1985). Involuntary admission is 154% higher for
Maori men than for Pakeha men and 55% higher for Maori women than for
Pakeha women (Ministry of Health, 1997). There is speculation that Maori are
perceived by health professionals as more aggressive and were treated in a
more physical manner, similar to the treatment of Blacks in the UK and USA
(Te Puni Kokiri, 1993). Suggesting a broader trend of social and institutional
racism and the outplaying of colonisation processes, there are also higher rates
of imprisonment of Maori evident within the same time frame (Durie, 2001).

Recognition of factors such as these created a demand for a more culturally
appropriate service delivery. This is an ongoing process to which the
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participants in this thesis often refer, as it has created significant tensions and
environments in which the effects of incidents play out. Maori mental health
services in mainstream hospitals were initially established in 1983, with
Whaiora at Tokanui, and Te Whare Paia at Carrington in 1987. Retrospectively,
these units, established in socially and politically resistant environments, were
doomed to be stigmatised and set up to fail (Durie, 2001).

Currently, the existence of Maori-focused units within the psychiatric
mainstream is endorsed by national policy that gives identification and support
towards Kaupapa Maori?? services (Mental Health Commission, 1997 & 1998).
The Health Funding Authority (1999), then funding health services, laid down
specifications for Kaupapa Maori services not only in hospital settings but also
for community residential homes. It identified groups of values in its
promotional meetings, firstly underpinned by Te Whare Tapa Wha (Durie, 2004),
and reflecting interconnectedness, the use of spiritual processes such as karakia
(prayer) and tohunga (experts); caring and support, and rangatiratanga (the
embedded cultural processes that govern power relationships such as ritenga
(custom), kawa (protocol), tikanga (practice) and the marae, or meeting place).
Such principles, powerful statements of Maori cosmological perspectives, are
made more visible by the increased ecological awareness of Western mental
health practice.

Resources nevertheless govern the implementation of Kaupapa Maori services.
Maori numbers in the mental health workforce do not sustain adequate
representation in all occupational groups. In 1996, less than 1% of clinical
psychologists and occupational therapists, 1.6% doctors and less than 4%
nurses identified as Maori (Durie, 1996). Twenty percent of the 123 Maori
doctors was a psychiatrist. Much of the movement toward Kaupapa Maori
systems within mental health has manifested within community-based
organisations such as community support work agencies. The older
institutional frameworks of hospitals and established professional groupings
generally reflect less bicultural awareness. Implications for this in terms of the
management of critical incidents emerge in the consideration of the skills and
orientations of the workforce. As a lesser representation of Maori workers is
evident in psychiatry than in community support work, it can be argued that
not only does the Western construction of psychiatry (still arguably the watch
keeper if not the gatekeeper of mental health) continue to dominate, but that
tensions may result in the delivery of services and the experiences of mental
health workers, not all of whom may share these cultural perspectives.

2 Kaupapa Maori services are those run from a Maori cultural perspective.
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The Mental Health worker: the evolution of professional
identities

... the Matron, Secretary and the Medical Superintendent make
a three-cornered administrative body which runs a modern
hospital. [...] This is probably in its purest form in Lake Alice,
because Lake Alice is a State Hospital, everybody employed
here is a State Servant, and there is no hospital committee. The
principal nurse, secretary and superintendent each have their
superiors at Head Office in the Department of Health,
Wellington. There is a straight line of command right through
the Civil Service and if you kept following it up you go through
the Governor-General, through Whitehall and you eventually
get to the Queen. [..] It's a pure dictatorship and it has no
relationship whatever to democracy. [...] All other hospitals
have their administration impaired [...] by a committee of local
nincompoops called the Hospital Management Committee.
Pugmire (1978:13)

This idiosyncratic account of hospital management before deinstitutionalisation
reflects a strict hierarchical demarcation of roles within institutions. With the
shift to community as a focus for care, such roles underwent significant change,
creating new dynamics in any analysis of the impact of incidents that may stem
from the interactions of roles, tasks and power relationships, and through the
implementation of mental health policies and practice. In the community
treatment becomes an active, multidimensional process, with each contact
potentially therapeutic (Mosher & Burti, 1994). This impacts on the existence
and status of hands-on jobs in the community (community support workers, for
instance) that are outside of traditional, institution-based professions. New
professional and occupational groupings spring up out of need but are not
necessarily housed within the professional identities that might give power,
identity, status and support.

In New Zealand’s early mental health history, attendants (or warders) had no
training and the aptitudes and behaviour of some had been the cause of
considerable concern during several inquiries. There had been strict gender
divisions in the early asylums, the introduction of females into male areas
occurring with soldiers in Auckland Mental Hospital after World War I
(Brunton, 1996). Brunton says that contemporaneous reports suggest a
reduction in ‘misbehaviour’ and improved standards of care. The introduction
of female nurses into the National Security Unit at Lake Alice (circa 1990)
anecdotally had the same outcomes.
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Psychiatry was (and in some cases, still is) seen as the poor relation of medical
training. Salary levels and working conditions were poorer than in general
medicine, and psychiatry was not incorporated into the medical school
curriculum until 1914 (Brunton, 1996). Despite its relative low status amongst
medical specialties, psychiatry has been the dominant profession within mental
health services in this country, and shares an acquired mantle of prestige with
other medically-trained practitioners. The paradigm shift in the
conceptualisation of mental health was in part responsible for the service
delivery changes that have seen the emphasis move from detention to
treatment and from hospital to community-based services. The introduction
and promotion of a recovery perspective, informed by biopsychosocial
principles and a greater weighting upon Kaupapa Maori has shifted the
emphasis towards a partnership with community and consumer and has
affected power balances and role identity within the mental health professions.

Funding for mental health services, separated from the provider function by
the Health Reforms, is now competitively tendered for by both District Health
Boards (DHBs) and a range of providers that often reflect local characteristics,
and which are most represented by community support agencies. DHBs are the
descendents of the Hospital Boards that typified the colonial structure of
service delivery. They provide both inpatient (acute, rehabilitation and forensic
services, for example) and community mental health teams (CMHTs). Within
the CMHT structure, teams have as the majority profession the mental health
nurse, with a variation of other professions according to local resourcing. ‘Point
five’ of a psychiatrist, for example, is often an illustration of the sharing of
professional resources across patch boundaries or services.

Clinical roles and identity have undergone change. The notion of the generic
mental health worker has emerged latterly within CMHT structures, with job
descriptions depicting a skills-mix of clinical and therapeutic abilities and
education, for which a range of professions can apply. There is thus a
reconfiguration of occupational identity that reflects a breaking down of the old
professions and increased sharing of knowledge bases and skills.

In reality, a mental health worker from a CMHT may see a client perhaps once
a week (or fortnight) depending on need. Involvement may be time-limited,
according to dictates of notions of recovery and an emphasis on evidence-based
outcomes. Gibbs (2001) describes the work environment as having changed to
that of the tension between devolved budgets and centralised control,
maintained by contractual obligations and standardisation of tasks.
Interventions are more likely to be accepted as practice if they have measurable
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outcomes or reduced costs (hence an emphasis on cognitive-behavioural
therapy (CBT), short-term task-centred contracts and group work, rather than
open ended or one-on-one casework). Within mental health we have seen this
through the impact of and emphasis on evidence-based, output-focused
intervention, and the support for lower-costing, community-based support
systems. From a paradigm perspective, interventions open to quantification by
positivist methodology such as CBT have been favoured, an argument that re-
occurs in the consideration of debriefing in Chapter Six. Such clinical services
may, however, provide limited support for people dealing with the
consequences of mental illness, where the issues may be housing, isolation and
stigma, entertainment, income and employment, as well as symptom
management.

Lying at times outside of the DHB service delivery structure are a range of
community-based providers, funded largely but not exclusively through Vote
Health and working, in principle at least, alongside the DHBs. Some are
specialist tertiary services employing mental health professionals (for example,
therapeutic services such as psychotherapy for child trauma victims) but others
offer a range of services geared at the support of consumers within the
community. It is to this new occupational grouping, the community support
worker, that this discussion now turns, as they are a significant body of
workers who engage on a daily basis with consumers and their needs, and it is
statistically and environmentally likely that this group will be likely to
experience the impact of critical incidents within the mental health workplace.

The Community Support Worker

As a newly emergent occupational group, this thesis suggests that the
community support worker (CSW) may be vulnerably exposed to critical
incidents both by their location in communities, and by their relative lack of
training,

The creation of the role has its origin in the deinstitutionalisation process. The
shifting of the gateposts of care from hospital to community meant that the
needs of consumers had to be met within community settings; in their own
homes, sheltered housing, or at times, on the street. Policy changes led to a
different manifestation of employment patterns within mental health, as within
the health system in general. Public sector restructuring and cutbacks
(‘repositioning’ is the sanitised term often employed to describe a managerial
and corporate process of organisational realignment) resulted in the blurring of
existing professional boundaries, contracted jobs and programmes, and the rise
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of a new breed of mental health worker whose role in caring for members of the
community with mental health problems is less determined by professional
identity than their community skills or past experience (Cheyne, O’Brien &
Belgrave, 1997; O'Brien, 1999).

It is into this area of non-clinical support for consumers that the role of the CSW
has developed. The role brings people into closer and more frequent contact
with consumers than other mental health roles, and is more holistic and
environmentally sensitive. In many ways CSWs have filled the occupational
niche once filled within the hospitals by psychiatric assistants or nurse aides,
and at times, by enrolled nurses or untrained 'social workers'. From the early
1990s some of the non-governmental residential support providers, in
particular, began to organise ‘community care’ or ‘outreach’ services, funded
through the Income Support Special Benefit, to provide home-based support
services to consumers (CSW Principles and Values Working Party, 1998). From
1995 a range of organisations have provided community support work. Some
are managed through trusts and incorporated societies representing the
pastoral arm of churches (Baptist and Methodist, for instance). Others are
culturally specific, located in iwi or hapu, or in Pacific Island communities.
Twenty percent of all Maori mental health workers are in community support
(Health Workforce Advisory Committee, 2002). A few CSW teams and workers
are located within DHBs and are here focused upon specific consumer groups
such as early intervention in psychosis. The diversity of agency and
management structures reflects both the range of needs, and a potential
difference in emphasis in the skills and tasks of which the CSW is required to
be capable. For Maori and Pacific Island communities, for example, the CSW
role is envisaged as having 'a proactive role in liaising between the service user,
their whanau and the responsible clinician', a role not dissimilar to that of a
social worker (North Health Purchasing Contract, in CSW Principles and Values
Working Party, 1998:14). The purpose of this role, this contract states, is to
minimise cross-cultural misdiagnosis and mistreatment23, concepts explored in
Chapter Four. Caird (2001) cites Wade’s unpublished research that suggests
that CSW has had a positive influence on the development of Maori and Pacific
Island services, with increased status and numbers of staff in ‘mainstream’ and
in Kaupapa Maori agencies (p24). The research suggests that the CSW process
sits comfortably with Polynesian models of care.

B The North Health contract defines these as follows: Cross-cultural misdiagnosis: inaccurate
description of culturally derived behaviours, beliefs and expressions that are consistent with
mental illness. Cross-cultural mistreatment: treatment being provided on the basis of cross-
cultural diagnosis (CSW Principles and Values Working Party, 1998).
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Throughout the first few years of the development of CSW service delivery,
various models evolved in order to explain their role to consumers, families
and providers. A CSW Working Party (1998) provides examples of both written
and symbolic models. Baptist Mental Health, for instance, described the model
ecologically with the individual in the centre, with overlocking systems of self-
help (including groups); family, friends and whanau; community resources;
and mental health services. Framework Trust described the consumer as an
apple tree, with the CSW as the farmer charged with caring for the growing
environment. Lotofale, a Pacific Island CSW agency, used the images of the
three coconut trees and the taro to capture the symbolic essence of the work.
Here the spiritual and generational aspects of Pacific Island culture are
emphasised.

Caird (2001) reviews various models of Community Support Work from an
international basis, and suggests that the CSW role in Aotearoa New Zealand
still needs to evolve its own distinctive focus. It is increasingly subject to
evaluations and assessment of outcomes which suggest that a consistent sense
of direction for coordinating and unifying the various services is required.
Curtis (2004) suggests that the sector, in relationship to other mental health
occupations, experiences low wages, limited access to training despite a
government grant scheme, low levels of unionisation and other indications of
low status. Power relationships with other occupational groups, and a low rate
of training-induced awareness of risk are likely to be a dynamic in the playing
out of workplace incidents.

In response to calls for upskilling the CSW workforce, an educational initiative
has been articulated by the Ministry of Health in the form of the National
Certificate in Mental Health (Support Work) (Curtis, 2004). Offered at various
sites around the country since 1998, these courses are designed to provide
CSWs, some with no other mental health training or education, with the
essential knowledge and tools for working in the area. The Blueprint
specifically suggests that people with experience of mental illness will be part
of this (Mental Health Commission, 1998). From my knowledge of the
curriculum (I served as academic mentor for one), the content reflects the
Strengths perspective and of the New Zealand Recovery Competencies (Rapp
& Hanson, 1988; Mental Health Commission, 2001) and attempts to put this
knowledge in the context of the Treaty of Waitangi, bi-and multi-cultural
processes, and current mental health knowledge. Acquisition of the Certificate
can, for some workers, be the entry point into other educational opportunities.
As such, it is open to criticism that it professionalises caring, may objectify the

consumer, and distance the community-based initiatives from the communities
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in which they operate, a debate suggestive of the contested definitions of social
and community work. Certainly, the act of identifying and educating about the
desired competencies is in itself an act of identity creation, and measurement of
skills within the workplace can produce occupational and professional identity
and its concomitant demands for increased recognition and remuneration.
Identification and achievement of competencies in such diverse areas as crisis
prevention, advocacy, cultural communication, resource acquisition and public
education is resulting in the emergence of a new workforce group (Caird, 2001;
Curtis, 2004; Curtis & Hodge, 1994).

This re-definition of mental health work, infused with goals of empowerment
and a Strengths perspective, requires that standards and ethics come into sharp
focus. With such variety of role and perspective, there can be a blurring of old
boundaries that can make the worker (who may well have a consumer

background or work closely with consumers) more vulnerable (Curtis &
Hodge, 1994).

From the perspective of the workplace environment, this impacts upon the
quality and the nature of the relationship between the CSW and the consumer,
relationships that may not only be professional but community, experientially
and culturally based connections. Issues of boundaries and role clarity are
crucial, as is the nature of the authority by which one person works with
another. Curtis and Hodge (1994) define boundaries as the highly personal
translations of moral codes in our relationships with others. Close proximity to
consumers may increase the opportunity for stress and burnout (Grossman,
1996). This is explored in Chapter Five. The need for boundaries emphasises the
cultural and personal skills and process needed to work with someone in a
change process, issues which were explored in the interviews for this thesis.

Conclusion

These historical, policy and professional elements in the mental health
environment form the basis for any response to workplace incidents. They
demonstrate tensions in service delivery and treatment modality that define the
environment in which workers practice, and the degree to which they are
equipped to respond to the crisis needs of consumers. The location of mental
health service delivery in the community, and the delivery of its services by a
growing number of community support workers, suggests that new levels of
vulnerability require new responses to the management of incidents. A further
dimension is added by analysis of the conceptualisation of mental health and
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trauma, and the environmental imperative for these concepts to incorporate

understanding of complexity. This is considered in the following chapter.
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Chapter Four: Classification of mental health and

trauma

'What'’s the use of their having names,' the Gnat said,
'if they won’t answer to them?"

'No use to them,' said Alice, 'but it's useful to the
people who name them, I suppose.'
Lewis Carroll (undated:143)

This chapter explores the relationship between psychiatric classification and
conceptualisations of trauma and extreme stress, and signals issues that result
from the failure of these classification systems to competently address issues of
complexity that arise in the experience of workplace incidents.

The current system of psychiatric classification is one that has considerable
effect on the delivery of services to mental health consumers with whom the
participants in this thesis engage. It determines many of the structures and
relationships within clinical practice, resource allocation and systems
organisation in which the workers operate. As an organised method of
description and classification, it has strong interconnections with the legal
frameworks of mental health currently in place in this country. Its medical
origins delineate much of the current interpretations of trauma, and its current
ideological debates concerning the impact of the environment on human
experience signal the terrain in which staff support systems of the future will be
constructed.

The map is not the territory: the scientific classification of
mental disorder

Throughout history there have been attempts to describe and categorise human
behaviour, records dating back to Egypt in 3000BC and to Hippocrates in
Greece around 400BC (Parsons & Armstrong, 2000). It is suggested that the first
official attempt to collect statistical information about mental illness in the
current medical era was in the 1840 United States census, which had one
category of idiocy or insanity (APA, 1994). The New Zealand Mental Defectives
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Act (1911), blurring distinction between mental health and disability,
introduced six classes of mental defective: persons of unsound mind, persons
mentally infirm, idiots, imbeciles, the feebleminded and epileptics.

Our current nosological systems in mental health broadly reflect the dominance
of positivist scientific thought, and their evolution reflects changes in the nature
of the medical construction of experience. Whilst in the 1950s more than half of
the departmental chairs of psychiatry in the United States were members of
psychoanalytic societies, a shift occurred in the 1960s through the redefinition
of mental disorders in terms of disease, renewing and legitimising psychiatry’s
historical connections with biological medicine (Young, 1995). This growth in
biologically-based psychiatry brought about a call for a standardised
classification system through which clinicians could come to a common
understanding of symptoms and experiences. The focus of psychiatry moved
from psychotherapy to the medical management of psychoactive drugs. As a
result we see the emergence of occupations such as psychology and social work
providing therapeutic intervention, with diagnostic power nonetheless retained
by psychiatry. The current debates surrounding classification reflect these
ongoing interpretations of experience ranging from biological determinism
through to ecological complexity, with this thesis taking the position that any
classification system is merely the map, rather than the actual territory of
human experience.

Two major systems of classification emerged, the International Classification of
Diseases (ICD) from the World Health Organisation (WHO), and the Diagnostic
and Statistical Manual of Mental Disorders (DSM) published by the American
Psychiatric Association (APA). The ICD nosological system is utilised within
Europe; the DSM is the basis for diagnosis in the United States, Canada,
Australia and Aotearoa New Zealand. Statistics within this country are
collected by the Ministry of Health using ICD terminology to assist analysis by
WHO.

ICD-6 was the first WHO classification to include mental disorder (WHO,
1948). The DSM has only ever referred to mental health. Both systems have
undergone different editions and revisions, the ICD now in its tenth edition
(ICD-10, WHO, 1992) and the DSM reaching its fourth text-revised edition in
2000 (APA, 2000). The fifth edition of the DSM is due in about 2010. Whilst the
two systems are now developed with compatibility in mind, there remains
some differentiation in their consideration of trauma, an issue that is addressed

in a discussion later in this chapter concerning complexity in classification.
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Editions of the DSM mirror the growth in sophistication of the scientific
scrutiny of mental health and the inclusion of systems influences. Whilst the
first edition in 1952 constructed a picture of a single gradient stretching from
mental health to mental illness, DSM-II organised mental disorders into ten
major categories, the system of classification differing from one category to
another (APA, 1952; APA, 1968). The significance of DSM-II was in its
consideration of mental health syndromes as illnesses rather than as reactions
to underlying processes, signalling a move towards biology and away from
psychodynamic theory.

The goal of DSM-III was to develop a classification system that reflected current
medical knowledge about mental health and disorders and in ensuring
compatibility with ICD-9, it worked towards the development of a global
nosological language (APA, 1980). This edition was radically different from its
predecessors, with substantial changes to structure and philosophy, but
nonetheless, the conceptualisation of its two hundred or so named disorders
focused on the pathology of experience rather than symptoms of good health
(Nemiah, in van der Kolk, 1996b). A disorder was described as:

...a clinically significant behavioral or psychological syndrome
or pattern that... is typically associated with either a painful
symptom (distress) or impairment in one or more important
areas of functioning (disability).

APA (1980:6)

A major significance of DSM-III was the introduction of the diagnosis of
Posttraumatic Stress Disorder, a concept central to discussions within this
thesis and considered in greater detail at a later stage of this chapter. This
diagnosis entered the classification systems at a time when the DSM was
moving solidly towards claiming identity as an atheoretical, research-based
medical model. Its rejection of psychodynamic processes was aided by scientific
discoveries that revealed the root causes of disorders which had been hitherto
defined as psychiatric, such as vitamin deficiency, syphilis, and epilepsy
(Young, 1995). The development of psychoactive drugs in the early 1950s
further enabled changes in the shape of service delivery, as Chapter Three
described (Williams, 1987).

Young (1995) considers that DSM-III's three main assumptions continue to
shape current perceptions of trauma. It suggests that mental disorders are best
understood by analogy with physical diseases; that classification of mental
disorders requires observation of visible phenomena (and therefore that
inferences based on atiologial theories that lack solid empirical evidence or
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which invoke the operation of invisible mechanisms have to be rejected); and
that empirical research will eventually show that the serious mental disorders
have organic and biochemical origins. These assumptions have a significant
bearing on the manner in which incidents are interpreted within the context of
the workplace, as Chapter Six explores.

The definition of mental disorder in DSM-IV (APA, 1994) and its text revision,
DSM-IV-TR (APA 2000), was substantially similar, identifying experience of
subjective distress, impairment, risk of disability, injury or loss of freedom, and
(significantly for this thesis study) excluding reactions to normal stressful life
events. DSM-IV continued to assert psychiatry’s place as a biological science
and is of significance to this study in its introduction of the disorder of Acute
Stress Disorder, or ASD, explored later in this chapter.

Whilst the DSM system retains its biological basis in conceptualisation, it has
been expanded to incorporate environmental and historical factors in a person's
experience. DSM-III’s introduction of a multi-axial structure is reflected in the
current revised edition, DSM-IV-TR (APA, 2000). This polythetic construction
(that is, situations where a person displays behaviour or symptoms that belong
to more than one classification) was an attempt to be more comprehensive and
systematic, and inclusive of both psychological and environmental problems
and levels of functioning. It can be read as a first attempt to address complexity
within diagnostic systems, but remains essentially reductionist as opposed to
dynamic. The multiaxial system gives priority to the pathology rather than the
strengths of networks, natural coping methods or cultural patterns of
adaptation (Kleber, Figley & Gersons, 1995).

The axes of the DSM link this classification system with its application in the
legal and service delivery environments in Aotearoa New Zealand. Axis I
diagnoses refer to the major categories of mental disorder, which as state-
dependent disorders are largely defined by treatability. PTSD and ASD are
located here. It is possible to have more than one Axis I diagnosis. Axis II
contains trait features such as personality disorders and intellectual disability.
Other issues in the lives of consumers are embedded in Axis III (general
medical conditions) and Axis IV, psychosocial and environmental problems
that affect diagnosis and treatment. Axis V refers to a scaled assessment of
functioning on a single continuum.

The major criticism levelled at the nosology from an ecological perspective is
that it continues to underemphasise or deny contributory problems that are
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external in origin (Durie, 2001). PTSD became the first classification to explicitly
require an external event, as discussed later in the chapter.

Issues in the implementation of classification systems

I am not a number, I am a free man!
Patrick McGoohan as The Prisoner, 1967-8

Major tensions arise in the implementation of classification systems within
current mental health environments, and these play out in the understanding
about the impact of incidents on the wellbeing of those working in the field.
These issues arise in the relationship between the medical construction of
mental disorder, and the socio-legal environment in which responses to those
diagnosed with disorders are made. In addition, challenge to the philosophical
appropriateness of using any classification system, and to the medical bias of
the current DSM structure, is of some relevance to this thesis, both in terms of
further highlighting the cultural location of nosological systems, and in
recognising the potential dissonance for workers whose frame of reference is
not medical: this includes occupational groupings such as social work, and
those workers whose cultural perspectives sit outside of a positivist paradigm.

The act of classification, despite attempts at a rigorous atheoretical stance, is
interactively located in a legal and clinical context of service delivery, focused
upon the construction of the definition of mental disorder (Bell, 1996; Kutchins
& Kirk, 1999). The current mental health legislation in this country closely
aligns its definition of mental disorder with the DSM's Axis I, thereby
delineating the boundaries over who is treatable and treated within the mental
health system and services. This creates dynamics and tensions for mental
health workers, and for the nature of incidents occurring within mental health.

The trends in legislation in this country have, between the two recent Mental
Health Acts in 1969 and 1992, reflected a tightening of the definition of mental
disorder. In 1969 this still included intellectual disability, brain injury and age-
related deterioration of function. Changes in 1992 in the Mental Health
(Compulsory Assessment and Treatment) Act highlighted issues of treatability,
reflecting global and national moves towards deinstitutionalisation and the
path of least restrictive detention and treatment (Chapter 3). Civil rights and
issues of harm and risk became prominent characteristics of the 1992
legislation, factors which were further consolidated in an amendment in 1999.
These changes have had profound implications for mental health practitioners,
whose work with consumers may now operate within community treatment

provisions in complex community settings, the terrains of which offer very
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different environments for the occurrence of critical incidents and traumatic
events. These social and legislative changes have increased not only the
visibility of mental illness within communities, but have also moved the
gateposts of care, reducing the physical distancing between consumer and
community. The spotlight of community concern, debate and at times
disapproval, is now firmly placed on mental health workers working in
community settings. Workers in these contexts are often faced with ethical,
cultural, assessment and safety dilemmas surrounding notions of normality
and risk (Ministry of Health, 2000). The legal view that a court must be
convinced of someone’s insanity is often in conflict with the mental health
imperative for early intervention and support (Brunton, 1996). Whilst the
current legislation addresses only those consumers whose mental disorder may
require compulsory assessment and treatment, many involved with mental
health services and workers within community settings engage on an informal
basis, signalling the fundamental importance of context and relationship when
we consider support for staff after critical incidents. The experience of
participants in this study reflects these tensions.

One particular medico-legal issue that has seriously impacted upon the mental
health workforce is the effective exclusion of DSM Axis II diagnoses from the
provisions of the Mental Health Act. In particular, consumers with diagnoses of
personality disorders (which as trait rather than state disorders are often
deemed outside of the remit of the law) now at times become the focus of
debates over gate-keeping and access to services (Ansley, 1995). Britain
includes personality disorders under its compulsory mental health legislation
and is considering increasing these powers (Duckworth, 2002), but workers in
New Zealand may face the additional requirements of negotiating the interface
between health and justice whilst working with severely distressed or
threatening consumers.

In addition to the concerns potentially raised by the close relationship of
medical and legal definitions and categorisations, resistance to the use of
classification systems themselves can be problematic for workers. Ambivalence
to the application of labels, the embedded nature of scientific terminology
within a mental health system increasingly re-defining itself in multi-cultural
and ecological terms, and a growing critique of psychiatry's lack of
appreciation of complexity, all contribute to the dynamics that are daily
negotiated by mental health workers. The critiques are complex and well-
addressed within reviews of psychiatry (for instance, in Breggin, 1991;
Lembcke, 1998; Rapp, 1998; Scheff, 1996, Schwartz, Pickering, & Landsbergis,
1996; Straton, 1999; Szasz, 1961; Thorogood, 1992). Challenge takes the form of
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both critiques of classification itself, and of the particular characteristics of the
current DSM/ICD structures. Of significance to the evolution of the dominant
power structures of psychiatry is the growing critique from within the
profession (Bracken & Thomas, 2001; Tomm, 1990).

A crucial dynamic for many workers within this country stems from the
critique of classification systems that assume universality of experience, a
critique informed by an understanding of colonisation, the processes of which
suggest that 'we have truth but they have customs' (Littlewood, 2001:9). An
ecological stance argues that whilst most cultures in some way may classify
behaviour and experience, each explanatory model is essentially culture-bound
(Kleinman & Good, 1985). If classification systems themselves are culturally
determined, it follows that diagnostic tools and intervention modalities may
also be (Anning & Hornung, 2000; Chakraborty, 1991; Friedman & Marsella,
1996; Reynolds & Leininger, 1993). Medical perspectives and indigenous
perspectives clash over fundamental premises, Durie (2003) describing
indigenous knowledge as collective, intergenerational, and holistic. He also
refers to ‘short’ and ‘long distance’ factors, with some causal relationships
having a short distance between them, such as changes on a cellular level, and
other causes of ill health having long distance and more tenuous factors such as
the influence of government policies and the effects of colonisation. These
issues lie at the core of the experience of many mental health workers in
Aotearoa New Zealand (Durie, 1994 & 2001; Sachdev, 2001; Te Puni Kokiri,
1993), and contribute to our knowledge base about the complexities of
contextually located acute stress and trauma, as discussed later in this chapter.

These debates, running as long as the nosological systems have been in
existence, provide a means of monitoring how mental health and wellbeing is
perceived, and therefore how our responses to distress are shaped. Mindful of
these critiques, attention now turns to the emergence of trauma within current
classification systems, and considers issues of complexity that may determine
the construction of critical incident response.

The evolution of trauma within classification systems

In the previous chapter I noted van der Kolk and McFarlane’s suggestion that
the study of trauma has become the soul of psychiatry (1999). They observe that
the conceptual development of Posttraumatic Stress Disorder has provided the
framework for looking at the interconnections between biology, construction of
meaning, and personality. PTSD as a classification was the first in the DSM to
explicitly locate the person in relation to their environment, and thus introduce
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relational issues into psychiatric diagnosis. It is therefore a key to the
understanding of the issues surrounding the construction of, and response to,
critical incidents in the workplace.

The notion of traumatic stress entered classification in 1980, with its inclusion
in DSM-III (APA, 1980). To a considerable extent it owes its existence to the
impact of the American war in Vietnam. This was the first conflict since World
War I in which any significant attention was paid to the psychological damage
within the military forces, McFarlane (1995) suggesting that the war’s domestic
unpopularity allowed for public debate about its impact on military personnel.
Prior DSM editions had not described trauma as a distinct entity. DSM-I in 1952
had included a diagnosis of ‘gross stress reaction’, defined as a psychoneurotic
disorder originating in an experience of intolerable stress (APA, 1952). Unlike
the current conceptualisation of PTSD, it was defined as transient and its
symptomatology, like the rest of the manual, was somewhat vague.

DSM-II (1968) dropped the reference to 'gross stress reaction', the closest
diagnosis in this edition being an adult adjustment disorder, or ‘transient
situational disturbance’, which assumed that an ability to adapt would allow
recovery, unless there was another underlying disorder (APA, 1968). Little
mention of the consequences of trauma was made, perhaps because the military
toll in Vietnam had not yet reached its peak. Bloom and Reichert (1998) point
out that DSM-II was published at the same time as the Tet offensive began to
change the direction of the American war. When veterans returned from
Vietnam with symptoms clearly resulting from combat exposure, there was no
way to diagnose their disorders adequately and therefore no link in with legal
or insurance avenues to address their needs. Against resistance from the US
military and FBI, it took activism by veterans, mental health professionals and
clergy, and public testimony before Congress, before DSM-III in 1980 made
PTSD a diagnostic category. Two decades after the fall of Saigon, scientific
research on PTSD continued to be based largely on Vietham veterans (Young,
1995). The Veterans Administration remains the most significant source of
research funds and cases for studying the disorder. A similar situation exists in
Australia with the Australian Centre for Posttraumatic Mental Health operating
in collaboration between the University of Melbourne, the Department of
Veterans Affairs and the Australian Defence Force.

Raftery (1997b) argues that the introduction of the PTSD diagnosis has
significantly increased the sophistication of treatment and if anything, has
shifted the focus back from the effects of trauma being ‘all in the mind’ to its
having a physiological basis. By creating a diagnostic category, it has removed
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some of the stigma still associated with some other mental disorders.
Nevertheless, it provides a further marker for the entrenchment of traumatic
experience within psychiatry.

The introduction of the diagnosis of Acute Stress Disorder (ASD) into DSM-IV
in 1994 exemplified the recognition that not all experiences of trauma would
lead to a diagnosis of PTSD. Some experiences, although greatly distressing in
the immediate aftermath of an event, were observed to be more transitory and
less enduring in nature, but having nonetheless major clinical and treatment
relevance. Current versions of the DSM diagnoses for Posttraumatic Stress
Disorder (PTSD) and Acute Stress Disorder (ASD) can be found in Appendices
One and Two.

Like PTSD, ASD is defined as a disorder that follows experiencing, witnessing,
or being confronted with events involving actual or threatened death, physical
injury, or other threats to the physical integrity of the self or others. In addition,
meeting the definition of an appropriate stressor (Criterion A), the response
must entail intense fear, helplessness, or horror. Acute Stress Disorder must last
for a minimum of two days and can only be diagnosed up to one month after
the stressor: the criterion for PTSD reflects disturbance that has lasted for more
than one month. The classification of ASD also differs from PTSD in its
emphasis on dissociation. ASD is explicitly formulated as a dissociative
response to trauma. (Dissociation as a concept is further explored in Chapter
Five.) It requires at least three dissociative symptoms (criterion B) but only one
symptom from each of the reexperiencing (criterion C), avoidance (criterion D)
and arousal (criterion E) categories. Impairment (criterion F) is also deemed
necessary and is formulated differently from that of PTSD.

Research interest is now focused on the accuracy and applicability of this recent
category of stress disorder (Brewin et al, 1999; Bryant, Guthrie, & Moulds, 2001;
Elklit & Brink, 2004). Interest appears to centre on the quality of various
dissociative symptoms as predictors of PTSD, and the relationship of the
different criteria to each other. Brewin et al’s 1999 exploratory study suggests
that ASD is a strong predictor of later PTSD. This raises major issues for the
management of stress reactions within the workplace, as it suggests that key
predictive indicators of distress may be identifiable at an early stage,
suggesting the possibility of the prevention of PTSD by early intervention.

Thus the classification of traumatic impact continues to develop throughout the
editions of the DSM and the ICD. Of note is the manner in which the emphasis
on developmental issues, especially in the DSM, has receded in prominence,
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giving way to stressor-focused phenomenological features. The ICD
classification has retained acknowledgement of the enduring effect of chronic
exposure to traumatic stressors, thus more effectively recognising complexity.
Comparison between ICD and DSM is therefore not unproblematic. For
example, in ICD-10 the definition of PTSD requires intrusive symptoms but not
numbing or avoidance symptoms, and considers the arousal and other
disturbances less important. The DSM-IV criteria are harder to satisfy than
those of the ICD-10, and reported rates of PTSD are therefore likely to be higher
in countries using ICD rather than DSM.

There is current debate about whether classification of posttraumatic reaction
should be subsumed within broader classifications of recognised mental health
disorders, or whether there is wisdom in considering trauma to be a new
paradigm upon which other disorders may be based. McNally (2004), for
instance, argues that the conceptual definition of trauma has become too broad
and threatens the viability of a diagnosis. PTSD is currently conceptualised as
an anxiety disorder rather than a dissociative or stress disorder, a decision last
made by the DSM-1V taskforce (Brett, 1996; Davidson & Foa, 1991). The reasons
for this were the symptoms of fear and avoidance (similar to panic disorder)
and the treatment responsiveness of people with simple PTSD using methods
designed initially for treatment of anxiety. Davidson and Foa (1991) are in
favour of it remaining an anxiety disorder; Brett (1996) on the other hand
argues that while the arousal and numbing phases of PTSD have similarities to
processes of mourning and bereavement, PTSD appears distinct from other
anxiety disorders in terms of the memory components such as traumatic
amnesia. Brett (1996) argues that classifying it as an anxiety disorder narrows
options, with variation in presentation excluded from the diagnosis.

The current status of trauma classification reflects the fluid nature of the
conceptualisation of the impact of extreme events. PTSD and ASD are but two
current manifestations of distress, discussion of which has highlighted the
potential for complexity in both conceptualisation and response to critical
incidents within the workplace. The key role that the environment plays throws
the entire etiological basis of mental health disorders into high relief.
Challenges to the accepted wisdom of biological causes lying at the root of a
disorder, perhaps inevitable in the light of paradigm shifts in epistemology,
come into focus in consideration of the unique nosological feature of PTSD and
ASD, that of Criterion A.
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The pivotal role of the stressor

Criterion A, the identification of a stressor, is an outstanding characteristic in
the classification of trauma and is crucial in our understanding of the
management of workplace stress and trauma. Identification of a stressor can on
one hand provide a focal point for intervention, but it can also mask the
interaction between ambient and cumulative stressors within the ecological
context of the mental health environment.

As constructed within the DSM, PTSD and ASD are the only disorders to which
an external cause is attributed. Criterion A requires a witnessing or
involvement with a life-threatening event, with a reaction of intense fear,
helplessness and horror (APA, 1994). Other Axis I diagnoses such as other
anxiety disorders, psychoses, and mood disorders do not have this relationship
with the outside world, and this is therefore a milestone in the paradigm shift
influencing mental health (Breslau & Davis, 2002; Kleber, Figley & Gersons,
1995). It is significant to note that there is now considerable research and
current interest in the aetiology of other Axis I disorders such as schizophrenia,
where links are being made between the development of a disorder and early
exposure to trauma (Read et al, 2001; Read et al, 2004). From an ecological
perspective this is, therefore, of fundamental and emancipatory importance. It
suggests an intellectual and epistemological acceptance of the
interconnectedness between people and their environment, one which I argue
may act as a benchmark not only for the development of more appropriate
responses to traumatised people and communities but also for the growth in
ecologically-based interventions for other mental health disorders, and the
development of sane and healthy functioning within organisations. From an
epistemological basis, it is recognition that the knowledge bases of medical
science (genetics and neurology, for instance) need to dialogue with the
environmental and social sciences located within complex and dynamic
contexts. It opens up the opportunity for ecological, autopoietical constructions
of response.

Two key debates are important to the argument of this thesis. The first concerns
the nature and severity of the stressor and its relationship to the identification
of traumatic impact; the second to the categorisation of traumatic impact as
resulting from one-off or cumulative events.

In early conceptualisations of PTSD, inquiry often attempted to interpret the
relationship between event and impact as lineal in nature, the more severe the

event, it was argued, the greater the impact (the 'dose-response' model
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described by March, 1993). This conceptualisation, similar to DSM-I's attempt
to categorise mental illness on a single continuum, is now challenged by the
awareness of more complex relationships and issues of meaning. The focus on
the stressor itself, Shay argues, can introduce inappropriate attempts to scale
the likely impact:

Veterans call it ‘pissing contests’” when one veteran denies the
validity of another veteran’s war trauma. Different survivor
groups eagerly start these competitions as well, each claiming
that their experience is the only significant one. [...] These
pissing contests only serve the interests of perpetrators, all
perpetrators. [...] No person’s suffering is commensurable with
any other.

Shay (1994;205-6)

The definition of the stressor, changed in DSM-IV to allow for secondary
traumatisation, has now expanded to include many social and interpersonal
events not envisaged within the original DSM-III construction, whilst retaining
awareness that there will be some events that are likely to overwhelm most
people.

The jury is still out on what sort of stressor may cause more harm (McFarlane &
de Girolamo, 1996). There is some evidence that man-made and person-
induced traumatic stress, especially intentional injury, is more traumatogenic
and more likely to cause mental health problems than natural disasters (Breslau
et al, 1991; Smith & North, 1993; Weisaeth & Eitinger, 1993). Janoff-Bulman’s
(1992) research suggests that survivors of human-induced victimisation have a
greater degree of negative assumptions about the goodness of the world. It is
suggested that if an offence is within a context (for example, date rape rather
than rape by a stranger) then it is harder to deal with and reporting it is less
likely (Gould & Ryback, 1999). Freyd's (1996) concept of betrayal trauma
describes the influence of attachment relationships upon the forgetting and
recall of abuse within dependent relationships. Dyregrov and Mitchell (1992)
observe that emergency workers frequently mention that certain incidents are
especially traumatic, such as those involving children, multiple deaths, and
threats to one’s own life. This suggests that complexity in relationships
configures impact in a significantly different way, a factor emerging as highly
significant in the narratives within this thesis.

It should be noted that not all the evidence points to this importance of man-
made impact: some studies continue to reflect a dose-response, or trauma
severity, outcome (Carlier et al, 1997; Favaro et al, 2004; Ikin et al, 2004; Rubonis
& Bickman, 1991). However, it appears that context often plays a significant
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part in the determination of impact, a factor explored with the participants in
this thesis study.

Whatever the qualitative difference in the stressor, the central characteristics of
its impact are consistently issues of helplessness, powerlessness and threat to
life (Herman, 1992a). Stressors are often defined as positive, in the sense of
being present. However the impact of negative stressors can in itself be major.
Davis (1999) cites the case of the Australian Port Arthur shootings, where it was
the expectation of an event, the ‘not knowing’ where the gunman was, that was
as traumatic as being shot at or the witnessing of murder. The key here is the
level of powerlessness that a person can experience. Davis goes on to point out
that the recognition of a stressor as traumatic is compounded by public and
social attitude, as in the social construction of sexual abuse as fantasy, the
denial of the impact of warfare on returning veterans, or the patina of
professionalism in the workplace that prevents acknowledgement of harm.

Debates over the nature of the stressor introduce the second element for
consideration, that is, whether the stressor is identified as a one-off or as a
cumulative process. On a simple cause and effect basis, DSM-IV defines a
stressor largely around threat to life. McFarlane and Yehuda (1996) speculate
that this may be a feature of western society and its focus on the individual.
They critique Criterion A in the DSM-IV for its focus on the effects of violence
and suggest that property damage or loss may be a better predictor of long
term psychopathology after natural disasters in that this effect is ongoing and
more damaging to people’s lives. In some cases traumatic experience may be
the rule rather than the exception, an argument reinforced by the human rights
elements in trauma studies (Adjukovic & Adjukovic, 2003; Becker, 1995; Kagee,
2004; Martin-Baro (in Summerfield, 1995); Simpson, 1993).

Studies within human rights contexts suggest that a simple temporal
relationship between stressor and impact is often not the case, and may indeed
be flawed (Young, 1995). In Green’s 1997 study of the effects of toxic exposure,
the psychological symptoms of trauma began only when the exposure became
known, as opposed to when it actually occurred. However, McNally (2004)
argues strongly that delayed onset PTSD is rare or non-existent, an argument
that suggests that the development of a complex model of traumatic impact is
still underway.

Terr (1997) introduced an important ecological element in her distinction
between Type I and Type II events. By distinguishing between short term

events that have the quality of surprise and may be isolated in occurrence, and
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prolonged events which may be sustained or repeated in nature, she argues
that the quality of the experience may alter the outcome of the impact. Type I
stressors may become indelibly etched in memory, may more likely lead to the
PTSD-like symptoms of intrusion, avoidance and hyperarousal, and may have
a quicker recovery than the complexities suggested by chronic or multiple
events. Type II events, she suggests, may be more likely to be of human origin
and intentional and may produce a sense of helplessness, confused recall, and
characterological attempts to adapt and cope with a hostile world. Events
occurring in the workplace context may at times suggest the continual
engagement with stressors suggested within the Type II categorisation, and
potentially suggests that the isolation of the stressor from its context may
remove much of the meaning of the event, and may reduce the effectiveness of
interventions that focus solely on a single stressor.

Ultimately, the DSM focus on the nature and severity of the stressor may need
to be reconceptualised in the face of growing ecological knowledge about
individual difference, resilience, and environmental and cultural processes.
Opponents to this would argue that it represents a 'conceptual bracket creep'
(McNally, 2004:3) that undermines the centrality of a trauma diagnosis and
introduces too many environmental variables such as the cultural
interpretation of an event. My argument, enlightened by the debate over the
evaluation of Debriefing in Chapter Six, is that grading the impact of trauma
according to the perceived severity of the stressor is not sufficient for our
understanding of traumatic experience within the workplace. As Shalev (1996)
has indicated, the line between trauma and stress is a blurred division. Valent
(2003) challenges the use of the term ‘traumatic stress’ as restricted, confused
and tautological. Erickson (1994) argues this from the sociological
understanding of the impact of chronic stress, which he sees as having
overridingly similar characteristics to a one-off event.

Contributing to this debate, Weisaeth and Eitinger (1993) suggest a matrix of
factors that assist in the understanding of the impact of trauma, with impact
determined by an individual mix of high risk events (the stressor), high risk
reactions, and high risk individuals. From an ecological perspective I would
add high risk environments. The complexity of these arguments has
significance for assessing the impact of incidents in the workplace. The
emphasis on the stressor may underplay individual resilience or vulnerability.
Acute and delineated stressors may lead to relatively uncomplicated traumatic
reactions, where cumulative stressors may lead to recruitment of other
disorders such as depression and panic disorder. Chronic and unpredictable

stress may be more likely to create a set of enduring personality changes and
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disruptions to the basic sense of trust. Issues of complexity are addressed
below.

A reality check: Cross cultural issues in the construction of trauma
and PTSD

Te matauranga o te Pakeha
He mea whakato hei tinanatanga
Mo wai ra?
Hei patu tikanga
Patu mahara
Mauri e
The knowledge of the Pakeha is propagated
For whom?
To kill customs
To kill memory
To kill our sacred powers
Tuini Ngawai, Ngati Porou composer, c. 1950, in Sachdev (2001:15)

Previously argued in this chapter and as the waiata above suggests, knowledge
constructed in one cultural setting can have negative impact when imposed on
another culture. Most research regarding the conceptualisation and
classification of trauma has been conducted by American, European, Israeli and
Australian researchers. In an epidemiological review, de Girolamo and
McFarlane (1996) report that only 6% of 135 studies reviewed were located in
developing countries. The application of concepts in cross-cultural settings is a
further argument for the consideration of complexity.

Friedman and Marsella (1996) use similar illustrations to van der Kolk and
McFarlane (1996), arguing that societies that emphasise individualism respond
to trauma differently than societies that reflect passive acceptance of fate.
Summerfield (1995) refers to Kleinman and Good’s notion (1987) of the
‘category fallacy’, suggesting that similar symptoms (for example, recurrent
nightmares) may be interpreted variously as irrelevant, deserving of mental
health intervention, or as messages from ancestors. Cultural norms may
sanction dissociation (described in Chapter Five) as a coping strategy. Hearing
voices may be a culturally accepted process of spirit possession or
communication with ancestors. There is likelihood that some cultures will
report more somatisation features of the trauma response?t. In Maori, for
example, somatoform symptoms are used as metaphors of distress, using
linguistic reference to the site of emotion within parts of the body, for instance,

pukuriri, angry. Cross-cultural and gender appraisals of stress may differ. Some

24 Somatisation is described as a process of converting, transforming, or diverting emotional
distress into somatic symptoms (Kirmayer, 1996).
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cultures, and genders within them, may be stoic, unemotional and socialised
not to display feelings.

From cross-cultural studies we can learn that trauma symptoms, whilst perhaps
distressing, may play out in different intensities, combinations and contexts.
Summerfield and Hume (1993) report that 75% of their subjects in Nicaragua
who met PTSD criteria were basically well adjusted and functioning. A trauma
worker from Mozambique speaking at the ESTSS conference in 1999
commented that intrusive symptoms of PTSD were more apparent amongst
rural civilians at times when they were less busy with harvest (van Dijk &
Igreja, 1999). Characteristics of the impact of extreme stress are explored in
depth in the following chapter.

Measurement and description of trauma reactions within cultures requires the
development of emic instruments, that is, tools that are consistent with the
indigenous views of distress within that culture. Problems arise when we need
to compare these cross-culturally. Draguns (1996) considers that the
development of emic interventions in the (western) trauma field is uncharted
territory.

The question whether PTSD is an etic?> phenomenon or is culturally-bound is
ongoing (Al-Issa, 1995). Chakraborty (1991) suggests the latter. Kelly’s review
(1999a) of the literature suggests that there is evidence to say that traumatic
stress reactions may be universal in their neurobiology but (in our
understanding of the concept of emergent properties) there may be cultural
variations in the construction of social reality and the definition of what
constitutes a traumatic event and appropriate responses to it. Marsella et al
(1996) conclude that the re-experiencing symptoms of PTSD appear to be
biologically located (and therefore more likely to be an etic phenomenon). On
the other hand, they state that there is less evidence to support a biological
basis for avoidant or numbing symptoms. For this reason, they believe that this
symptom cluster may be most susceptible to culture-specific influences. They
suggest factors such as concept of personhood, social support systems, concepts
of health and disease all can play a part here, further highlighting the
contextual basis of our understanding of trauma.

Significantly, many of these debates about the cross-cultural application of the
concept of trauma remain framed within the lens of the impact on the

individual. Acceptance that an environment can be traumatogenic, in the case

% Somervell et al (1995) utilise the term ‘etic’ to refer to an external frame of reference that links
experience of mental disorder to a purportedly universal, scientific system of thought.
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of colonisation, for example, shifts the lens to viewing the impact on families
and communities (Adjukovic & Adjukovic, 2003; Duran et al, 1998; Raphael et
al, 1998; Summerfield, 1995; Tomas, 2004). The term ‘post colonial stress
disorder’ has emerged (Turia, 2000). This has political implications that many
appear unprepared to absorb. As part of an exercise in the preparation of a
conference presentation, I asked the international community of the Traumatic
Stress internet list whether they thought that the term ‘Post Colonial Traumatic
Stress Syndrome’ had any significance beyond its use within our own bicultural
context (Adamson et al, 2003). Of significance was that responses indicating
familiarity with, and acceptance of, the application of a trauma model to
culturally located generational violence came only from professionals familiar
with bicultural frameworks of understanding, or from those who had explored
cross-cultural issues within multicultural settings. Indirect and generalised
impact of trauma is as significant within this perspective as direct and
observable psychological symptoms. Illustrative of this, Tomas (2004) presents
a Maori definition of trauma as an undermining of the relationships that a
person has formed with the environment, mediated through the psychological
processes of mauri, mana and tapu?6. This perspective presents a very real
challenge to a narrow medical definition of trauma, one that resonates in the
issues faced by mental health workers working within the bi-cultural dynamics
of mental health (Smith, 2003).

Pathways to prevalence

Given the contextual and cultural challenges to the conceptualisation of trauma
within Western medical frameworks, this chapter now develops the argument
for a consideration of complexity in relation to incidents within the workplace,
through a consideration of measures of frequency and co-morbidity. The
epidemiology of PTSD is explored and the suggestion is made that a trauma
diagnosis may be but one available pathway to the manifestation of distress.
(Due to its relatively recent inclusion, the epidemiological base for ASD is still
being charted.) The key argument is that a focus upon the medical diagnosis of
PTSD and its criteria, and an under-emphasis on the contextual, temporal and
cultural aspects of experience, will distort any interpretation of incidents
occurring within the workplace, and may remove from attention the full extent
of the distress experienced, thereby limiting the opportunities for successful
intervention.

%6 Tomas (2004) defines mauri as the life and vitality we observe in other people and things;
mana as prestige and authority inherent in a person, group or thing; and tapu as the inherent
sanctity that all things possess.
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Breslau (2002) suggests that methods used to judge exposure to trauma, and the
definition of the stressor, will influence estimates of the prevalence of PTSD. An
emphasis on context determines that epidemiology cannot be used as a
predictive tool, but merely as a launching pad to ask questions, such as why
some people are affected to the point of a PTSD diagnosis and why others
emerge comparatively less damaged. This raises important questions for the
validity of evaluation studies (as discussed in Chapter Six) and for the thesis

argument concerning the importance of organisational context.

On one level, issues of incidence determine a perception of how common a
potential diagnosis of PTSD may be. Some environments or exposure to
experience appear to carry high risk. Studies of the psychological impact of
warfare intuitively link massive exposure to stressors to traumatic
symptomatology and diagnosis. Grossman (1996) cites Swank and Marshall’s
study that suggests that after 60 days of continuous combat, 98% of all
surviving soldiers will have become psychiatric casualties, the other 2% having
a predisposition toward what he calls 'aggressive psychopathic personalities'?’.
He reports that in the 1973 Arab-Israeli war, almost one third of all Israeli
casualties were psychiatric and that in the 1982 incursion into Lebanon,
psychiatric casualties were twice as high as the number of dead.

Other professions and occupations appear to expose themselves to risk of
traumatisation. In an international study of prostitutes, 67% met the criteria for
PTSD, with no difference in incidence between those working in (presumably
safer) brothels or those on the streets (Farley & Barken, 1998). Prostitution
appears intrinsically traumatising. Another possible explanation that has a
bearing on this thesis is that those entering the profession have a predisposition

or prior exposure to trauma, for example through a personal abuse history.

Gender appears to be an important variable (Breslau, 1999; Fullerton et al, 2001;
Stein et al, 2000). For instance, North et al’s Oklahoma City study (1999) reveals
that 55% of women, as opposed to 34% of men, had post-disaster psychiatric
diagnoses. In gendered warfare such as rape, the incidence of PTSD may
initially be high. Tomb (1994) reports that the prevalence of PTSD amongst rape
victims may be as higher than 50% during the first month post assault, but this
drops to 5% after several years. Studies reflecting a gender difference may
reflect different lifetime exposure rates to trauma, as well as different coping

styles.

7 In other words, war drives you mad, and if it doesn’t, you were mad already. Catch-22 was
right after all (Heller, 1962).

100



In the general population it appears that full-blown PTSD is seen as one of the
most frequent diagnoses of psychiatric disorders. Solomon and Davidson’s
(1997) review of the epidemiology of trauma revealed the extensiveness of
traumatic experience. They found that most Americans experience at least one
traumatic event in their lives, with 5% of men and 10-12% of women suffering
from PTSD sometime in their lives, with the incidence rising to 60-80% for
victims of traumas such as rape. For at least a third of people with PTSD, it is a
persistent condition, and over 80% experience other psychiatric disorders.
Other estimations of lifetime prevalence of PTSD suggest occurrences of 3.3%
(McFarlane, 2000), 7.8% (Kessler et al, 1995) and 9.3% (Breslau et al, 1991).

From an ecological perspective, however, the key argument here lies not with
numbers but with recognition that PTSD (and ASD) is but a construction of
distress, and that variation in environmental context may produce variation in
the impact of experience. Co-morbidity is one manifestation of this, and
important for the recognition of the impact of extreme stress in the workplace.
High rates of co-morbidity suggest the porousness of diagnostic boundaries
(Breslau et al, 1991; Davidson et al, 1991; Yehuda & McFarlane, 1995). This
raises important questions about the fundamental soundness of the categories
thus far conceptualised.

In the US National Co-morbidity Study cited above, Kessler et al (1995)
determined that 88% of men and 78% of women with PTSD met criteria for
another diagnosis. Seventy two percent of people after a natural disaster
developed criteria for other diagnoses (McFarlane, 1992b). Carlier et al (2000)
found that depressed patients are highly likely to have experienced traumatic
events and intrusive traumatic recollections. Co-morbidity with depression and
suicidality is often reported (Tarrier & Gregg, 2004). The connections between
physical symptoms, depression and PTSD are manifest in studies of chronic
pain (Roy-Byrne et al, 2004).

Many research studies suggest a link between trauma experience and drug and
alcohol use (Jacobsen et al, 2001; Kulka et al, 1990). Levels of drug and alcohol
use appear to go up after high stress or traumatic incidents (Davidson &
Fairbank, 1993; North et al, 1999; Vlahov et al, 2002). There is a well-established
relationship between high-risk occupations, the experience of occupational
stress and levels of alcohol use (Kelly, 1999b; Stewart et al, 2004). McFarlane
and Yehuda (1996) argue that a focus on trauma may mask the presence of
other disorders such as depression and substance abuse, and conversely,
Davidson et al (2004) comment that co-morbid depression and somatisation
could mask symptoms of PTSD. Cloitre’s study (1997) looking at women with a
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history of sexual assault and childhood abuse found an average of three DSM-
IV disorders comorbid with PSTD, listing depression, social phobia, generalised
anxiety and panic as the most common. A third had a diagnosis of past
substance abuse. She frames this up in a discussion about the complexity of
PTSD, arguing that the DSM criteria do not adequately capture the traumatic
impact of common chronic life traumas among women.

The presence of other psychiatric disorders appears to make people vulnerable
to the development of post-traumatic symptoms (Bowman, 1999; Breslau &
Davis, 1992; McFarlane, 1992a). Co-morbidity with other disorders is not
unexpected given the nature of the pathways between the event and a
traumatic reaction, and the developmental stages at which trauma occurs. It is
also to be expected from a nosological perspective, in the sense that PTSD
describes a cluster of symptoms, many in common with other diagnoses, the
combination of which may change over time (van der Kolk, Pelcovitz et al,
1996). Self-harm features as a risk factor, and has been the highest cause of
death amongst Vietnam veterans (McFarlane, 1992b). McFarlane also suggest
that the next highest, motor vehicle accidents, may also be suicide but could
also be due to problems with concentration. It has been suggested that 58,022
Americans died in Vietnam, but more than 50,000 have killed themselves since
(Pilger, 1986).

These issues of co-morbidity suggest that there is considerable overlap in the
experience and manifestation of distress, both within the current framework of
classification, and for those attempting response within ecological perspectives.
Whether comorbidity is seen as a coincidence, or is suggestive of more
fundamental processes that the act of classification masks, may depend on the
intellectual position taken. From a perspective that recognises ecological
complexities, this thesis argues that the traumatic experience is best constructed
as having many possible emergent properties.

The preceding discussion, in acknowledging the complex and ecologically-
based relationship between experience and the diagnosis of a disorder,
suggests that whilst the prevalence of traumatic impact is common, there is no
direct link between stressor, impact and disorder and therefore little merit in
the assumption that PTSD is a normal reaction to extreme stress (McFarlane &
van der Kolk, 1996b; Yehuda, 1999). The question of normality is addressed
here as a preamble to further discussion of issues of complexity, and the
consideration of the debriefing debate in Chapter Six.
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The epidemiological studies cited above indicate that whilst trauma reactions,
and PTSD in particular, are not uncommon, they are not the automatic pathway
that a person will follow after experiencing a traumatic event. Shalev (1996)
suggests that PTSD cannot be construed as normative since many people do not
get it, and attention to comorbidity studies suggests that multiple
manifestations of distress are possible.

There may indeed be is a political purpose to the normalisation of impact,
which has to do with the original principles of front-line intervention, that is,
that early identification of and response to traumatic impact will assist the
fighting or work unit in its recovery and return to pre-incident functioning
(Salmon, 1919; 1929). Burt (1935, in Showalter, 1997) commented on Great War's
contribution to unmasking the artificiality of the distinction between the
normal and the abnormal.

Similarly, the first definition of PTSD in DSM-III in 1980 suggested that the
disorder was a normative reaction to a traumatic event, a marked philosophical
shift from the perspectives embedded within previous editions of the DSM,
which although acknowledging the impact of external stressors, had
nonetheless suggested that the degree of impact depended on the level of
vulnerability within an individual (Yehuda & McFarlane, 1995). It is possible to
suggest that the normalising process of DSM-III was in part a political response
to the overwhelming impact of the Vietnam conflict and a significant attempt to
de-pathologise traumatic experience. The ICD-10 definition of PTSD
perpetuates this, stating that the disorder is a:

. response to a stressful event or situation (either short- or
long-lasting) of an exceptionally threatening or catastrophic
nature, which is likely to cause pervasive distress in almost anyone.

World Health Organisation (1992); my italics

In the organisational and political climate in which Critical Incident Stress
Management (CISM)? has evolved, the catchphrase developed out of Frankl'’s
(1964) work, ‘a normal reaction to abnormal events’, has been used to legitimise
the existence and use of staff support programmes, and to reduce the
individualising and pathologising of a person’s stress reactions (Laws &
Hawkins, 1995; Tunnecliffe, 1997). The purpose has often been to assure the
victim that what they are experiencing, however abnormal or distressing in
their own experience, is part of a normal (and therefore understandable)

reaction to extreme stress. This is a different use of mormal than can be

28 See Chapter Six for further exploration of this concept.

103



construed from the epidemiological studies, and one that reflects an interface
with contextual considerations.

Yehuda and McFarlane (1995) suggest that acknowledgement of such
contextually dynamic interactions between person and environment has led to
an identification of a conflict between the original conceptualisation of PSTD
and current knowledge about its manifestations. They argue that seeing PTSD
as normal has a social and political purpose as well as a mental health one.
Ideologically this is advantageous, and is an empowering stance for which I
have some empathy. It provides the rationale for normalising the experience,
for providing support to a worker, for example, and reduces the risk of
pathologising the symptoms and placing blame on the victim. It does, however,
create the risk of masking those environmental variables that may serve to
mitigate the occurrence and impact of incidents (McFarlane, 1995), a dynamic
that lies at the heart of this thesis.

Variance and complexity: the future for trauma

The development of conceptualisations of trauma has been charted here, with
the diagnoses of PTSD and ASD becoming established as the main clinical and
epidemiological markers of distress.

Whilst ASD began a process of extending pathways into traumatic reaction,
notions of complexity have not yet been fully diagnostically incorporated into
the DSM. A cursory reading of the Criterion A event in both PTSD and ASD
might suggest that trauma has a primary relationship to single events. This is
patently not obvious, as a study of the context of many incidents both inside
and outside the workplace will reveal. The current PTSD diagnosis often does
not describe the severe psychological harm resulting from prolonged or
repeated trauma (Jongedijk et al, 1995; Mechanic, 2004). As previously
described, the ICD classification acknowledges that chronic exposure to
stressors may produce characterological change. The DSM has been slower in
its ability to recognise this.

DSM has its roots in the biological dose-response model of causality, where
there is not an emphasis on the interconnection of various factors. In a dose-
respondent model, the subjective interpretation of the individual is irrelevant.
Distortion to the dose-related model comes in DSM-IV with the widening of the
stressor definition to include indirect exposure (secondary injury), thus
allowing for the awareness of things like secondary traumatisation and
compassion fatigue, concepts described in Chapter Five (Dutton & Rubenstein,
1995). Other forms of extreme stress can give PTSD-like symptoms but are not
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considered as PTSD because the stressor does not meet the criteria. Scott and
Stradling (1994), for instance, proposed a diagnostic category called Prolonged
Duress Stress Disorder, or PDSD.

Psychiatry now makes some acknowledgement of systems theory and
complexity and has abandoned its total reliance on reductionism. However
when under pressure, diagnosis conservatively reverts to medical assumptions.
Where legal issues intrude, for example in issues of compensation, the legal
system needs clear-cut answers. The need to prove experience of a stressor
favours identification of single events rather than cumulative experience, issues
addressed in Chapter Six.

Two variant options of PTSD have been put forward for the DSM-V Working
Party, features of which may be included in future acknowledgement of the

effects of complex or chronic exposure. These are Complex PTSD, and a category
referred to as DESNOS.

The attempt to frame up a diagnosis that includes these complexities within the
scientific paradigm of the DSM is still in part denied the status of official
diagnosis. In the DSM-IV it is incorporated under the “Associated Features and
Disorders’ section. The ICD-10 has created a distinct category which addresses
enduring personality change after traumatic experience. However 'complex
PTSD' has entered practitioner language in the same manner as the notion of
complicated grief (van der Kolk, 2001). It is an acknowledgement that when we
talk of people who are traumatised we are not describing a homogenous group,
but rather those who just happen to have had a traumatic experience. The
outcomes for each person will demonstrate incredible variation and
complexity, according to the variables described in the following chapter. Thus
those who have had solid attachment experiences in early childhood, who have
reached adulthood with functioning and positive social networks and who live
with other supportive features in their ecology, may journey through an
experience of a traumatic event on a far different path than someone with a
lengthy and debilitating history of child sexual abuse, for instance (Roth et al,
1997). It is because of this complexity of exposure and reaction that the notion
of ‘simple’ and ‘complex” PTSD classifications is important. It has implications
for thorough assessment of those affected, for instance, and provides a further

rationale for an ecological approach to the understanding of trauma.

Herman uses the term Complex PTSD to refer to the effects of chronic trauma
(Herman, 1992a; 1992b). She describes a progressive form of PTSD with

features of continual hypervigilance, anxious and agitated presentations, and
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possible bonding with the perpetrator. This latter feature provides a conceptual
link to that of traumatic attachments, attachment theory, hostage theory and the
aetiology of personality disorders such as Borderline Personality Disorder
(Witten-Hannah, 2001). Van der Kolk (1996b) suggested a category of
complexity for inclusion in DSM-IV, that of ‘DESNOS’, an acronym which
delightfully means ‘Disorders of Stress Not Otherwise Specified” (Ford, 1999;
Pelcovitz et al, 1997). This was not accepted but instead was listed as a
proposed additional criteria set (www.codt.org).

The significant features of these proposals lie in the blending of physiological,
behavioural and social manifestations of trauma experience over time, and
have an important bearing on the theoretical arguments within this thesis. For
the purposes of the discussion, the proposals for the recognition of complexity
within classification systems are henceforth referred to as Complex
PTSD/DESNOS.

Valent (1999b) locates some of the arguments about complexity within the
debate that has dominated the acceptability and inclusion of PTSD within the
DSM. He suggests that PTSD itself had to earn its acceptance into the official
nosology according to what he terms the ‘hard science’ paradigm by stripping
itself of the soft emotional and moral concerns, and demonstrating its existence
by internal mathematical proofs. The tensions that emerge from squeezing
symptoms into predefined boxes has forced what Valent terms the ‘ripples that
radiate from trauma’ (p3), which may be connected through their existence
within an individual but unconnected in the DSM, to be called co-morbid, that
is, co-existing, diagnoses. This classification framework ignores the obvious
interaction of symptoms and experience within the human condition. These
views are reinforced by Freedman's analysis (2004) of the values and social and
emotional characteristics of emergency responders after the September 11
bombings in the USA. The concept of PTSD was felt to be too narrow a
formulation to account for the development of resilience, an argument of
relevance to understanding the embedded nature of workplace incidents. A
single lens on PTSD, it is argued, will obscure the holistic experience of
incidents that occur in a service delivery context, and will therefore reduce the
impact of responses designed to provide staff support.

Conclusion

The move towards complexity in the scientific classification of extreme stress
illustrates the current status of the formal response to trauma and potentially to

workplace incidents. It represents a tension between classification’s historical
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roots in positivism, and the current environment of contextual and ecological
knowledge. The inclusion of acute stress reactions within the official nosology
signals the continuing adaptation and evolution of our construction of
traumatic experience, and the inclusion of contextual features within the
debates over the future shape of classification opens up considerable
opportunity for the shaping of staff support systems. Clearly, if environmental
factors of time, space and relationship can influence the experience of events,
then the environment in which they occur may have an important role in
determining our response to critical incidents.

In order to comprehend this notion further, the ecological basis of traumatic
impact is now explored.
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Chapter Five: Body, Mind and Soul: the

ecological impact of extreme stress and trauma

This chapter reviews the research literature concerning the impact of trauma
and extreme stress. This knowledge is essential so that construction of staff
support systems is trauma-informed, and able to respond to the variable
manifestations of impact that may be revealed in a workplace context. Mindful
of preceding arguments concerning the tensions between current
conceptualisations of trauma and an understanding of complexity, an
ecological perspective is chosen to illustrate the complex manner in which
trauma can become embedded in neurobiological, psychological, social,
existential, cultural and political levels. Binding this together is the argument
that for workers within mental health, their recovery from critical incidents and
traumatic events will be determined not only by the impact on their own body
and mind, but on their inter-relationships, social and professional functioning,
and on an organisational and political will that recognises responsibility for
response.

The framework employed is an adaptation of Te Whare Tapa Wha (Chapter 2;
Durie, 1994) and is developed in Table 5.1 below. Whilst holistic frameworks
can take various forms, a recognition of their response to complexity, this was
felt to be the most applicable to an analysis of the impact of trauma upon body,
mind, relationship and spirit, as (unlike the ecological framework in Table 2.1,
for example) Te Whare Tapa Wha incorporates dimensions of both physical and
mental processes. The focus of the chapter moves from a consideration of
trauma in terms of its impact upon our physical being (tinana), through
psychological responses (hinengaro), the playing out of impact in relationship
with others (whanau), through to the cultural and spiritual implications of
complex impact over time (wairua). The argument that trauma’s impact is
simultaneously personal and political, physical and metaphysical, is
underscored by consideration of the importance of a political dimension

termed whenua??, a concluding section in which structural issues of colonisation

2 In Maori, whenua means both land and placenta, semantically connecting people to their
homeland. For this thesis, whenua thus becomes a powerful statement of the complex and
nurturing interconnection between a person and their environment, bearing political
connotations of both identity and responsibility for wellbeing.
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and human rights are addressed, and in which elements of the workplace
context are located. As a model, the elements of Te Whare Tapa Wha combine in

a manner recognisable to many indigenous communities worldwide (Durie,
2003).

Table 5.1: The Ecological Impact of Trauma

Trauma is personal

Trauma is
physical

TINANA

The fear response

Arousal, intrusion and
avoidance

The effects of chronic stress

HINENGARO

Traumatic memory
Dissociation

Trauma and learning
Trauma, emotional
expression and language

WHANAU

Attachment and alienation

WAIRUA

Trauma, culture and belief

Trauma is
meta-physical

Trauma and time
Posttraumatic growth

Guilt, blame and
scapegoating
Secondary traumatisation

WHENUA
Trauma and colonisation
Trauma and human rights

Trauma is political

Tinana, the body blow: the neurobiology of trauma

Knowledge about the neurobiological impact of trauma originates from
scientific investigation. Understanding gained here provides much of the
rationale for the inclusion of PTSD as a mental health disorder, one distinct
from other experiences of stress (Herman, 1992a). From our appreciation of
ecological context and complexity, we can expect that the neurobiological
effects of traumatic experience will develop emergent properties within
cognitive, emotional, behavioural, social, cultural and spiritual dimensions. Not
only can trauma have a ‘ripple-out’ effect on those within our work, home and
community environments, but these contexts, it will be argued, can provide the

environment where the individual impact can be addressed.
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Key aspects of the physiology and neurobiology of trauma to be considered are
the fear response; the processes of arousal, intrusion and avoidance; and the

long-term and physical effects of prolonged and extreme stress.

The fear respbnse

The fear response is a key to the understanding of traumatic reactions at
psychological, behavioural and social levels of functioning and lies at the heart
of the DSM diagnoses of acute and posttraumatic stress.

The brain structures that we have most in common with other animals are
those that evolved earlier; that is, the cerebellum (responsible for automatic
movements), the brain stem (which has responsibility for survival processes),
and the limbic system (which governs a person’s mental and emotional state).
The surrounding area (the cortex) is, on an evolutionary basis, the last brain
structure to have developed and its relative size and ability is what creates the
distinction between human beings and other mammals. The cortex has control
over our reason and logic processes, and has responsibility for the development
and use of language-based functions.

Fear responses to danger are instinctive, composed of electrical and chemical
changes within the brain, transmitted throughout the body via the sympathetic
nervous system. Neurotransmitters and hormones produce massive responses
that allow for the increased heart rate, blood pressure and respiration necessary
to run or fight. It is the limbic system that is activated under conditions of fear
and alarm. Of particular interest here is the amygdala, an inch-long structure
that records and regulates emotions associated with sensory experience, and
which therefore has a crucial role in our experience of trauma (Layton &
Krikorian, 2002). By attaching emotional significance to an event, it can
override later language-based learning when the event has been of traumatic
significance.

The left brain houses such functions as language (in Broca’s centre), context and
time (in the hippocampus), and logic (in the cortex). During periods of extreme
stress, the brain suppresses activity in the left brain (Herskovits et al, 2002;
Joseph, 1992; Rauch et al, 1996; van der Kolk & Fisler, 1995; van der Kolk,
Burbridge & Suzuki, 1997). As a result, what the positivist paradigm has
termed PTSD is characterised by a high degree of sensory arousal (in particular,
visual flashbacks) in the right brain, with a parallel inability to put the
experience into words (APA, 2000). Recollection of an event is accompanied by
physiological arousal replaying details and intensity of the original experience.
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Research evidence suggests that in contrast to the processing of danger stimuli
by the amygdala, processing of pleasure or disgust stimuli is a cortical activity
(Damasio, 1999; Paradiso et al, 1999). This assists in explaining the human
tendency to react negatively towards new stimuli. Our alarm response is, in
evolutionary terms, an older and less malleable response than those based
within cortical activity.

Research concerning the ‘HPA axis’, the functional relationship between the
hypothalamus, pituitary and adrenal glands, reveals that under extreme stress,
the body does not shut off the alarm reaction characterised by high levels of
arousal hormones (adrenalin and noradrenalin), and nor does it implement the
release of cortisol which works to stop this alarm reaction and return the body’s
arousal to normal (Rothschild, 2000; van der Kolk, 1996a). Endorphins,
neurotransmitters for communicating stress within the brain, function as
endogenous opioids and serve an analgesic function to allow for a flight or
fight reaction by reducing anxiety, depression, anger and fear (Bremner et al,
1993; van der Kolk, 1996a). Endorphins are important in explaining attachment
responses, as social support has the effect of increasing our supply of
endorphins.

‘Fight, flight and freeze’: the processes of the fear response

The limbic system governs the brain response under conditions of extreme
stress, controlling an organism’s basic mechanisms for survival such as the
need to defend itself by aggression, to run away from threat, or to maintain
stillness in order to hide from a predator (van der Kolk, 1996a). The three
mechanisms of fight, flight and freeze have become the standard descriptors of
the fear response that governs human and animal behaviour when survival or
integrity is threatened.

Nijenhuis (1999) talks of ‘freezing’ under threat. The act of keeping quiet, of
removing language and other noises from the response repertoire, enables an
animal to remain undetected from a predator. Nijenhuis argues that this may
well have a survival function that assists the individual to respond, along with
other distancing processes such as analgesia and visual changes. Grossman
(1996) and Tunnecliffe (1997) suggest that these physiological reactions impact
upon learned patterns of social relationships under conditions of extreme
stress, such as posture and submission positions. In the workplace, a potential
assault may provoke a conciliatory positioning as a protective stance that is
often interpreted as a failing or as a dysfunctional response because of our

usual reliance on language to communicate and understand. Behaviourally and
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socially it may be overlaid with attributions of guilt associated with inaction in
the face of danger.

The concept of learning, independent of consciousness, has become a standard
interpretive tool to explain these physiological reactions to trauma, thus
suggesting integration between the biological and behavioural components of
experience (Freud, 1919/1954; Janet, 1889). The introduction of the
psychological dimension is framed through the medium of learning theory, the
pairing of stimulus and response, and the distinction between unconditioned
and conditioned aversive stimuli. As learned behaviour, the implication is that
it can also be unlearnt (Foa, Steketee & Rothbaum, 1989). This argument forms
the basis of many bio-physical interventions for trauma such as somatic
therapies and Eye Movement Densitisation and Reprocessing (EMDR)
(Rothschild, 2000; Shapiro, 1995; Yule, 2001).

These processes explain the learning associated with Criterion A, the stressor in
the diagnosis of PTSD (Chapter 4). As an unconditioned stimulus, the stressor
produces extreme levels of arousal, and non-threatening elements in the
environment - for example, smells or sounds - become psychologically fused to
the unconditioned stimuli, thus becoming conditioned stimuli. Individuals
react to them in the way that they originally responded to the unconditioned
stimuli (Young, 1995).

‘Tend and befriend’: gender perspectives on the fear response

‘Fight, flight or freeze’ has become the standard evolutionary model for
reactions to sudden and acute stressors, with factors such as size, speed of
movement and position on the food chain determining the response made.
Emergent processes that attempt to incorporate a human’s gender and social
role have been proposed. In particular, I find Taylor et al's research (2000)
linking physiological and social gender responses to stress in women to be
helpful. This research suggests that although fight-or-flight may characterise
the primary physiological responses to stress for both males and females,
responses by females to stress are marked also by a pattern of ‘tend and
befriend.” Tending involves nurturing activities designed to protect self and
offspring, thus reducing stress and attempting safety. Befriending is the
creation and maintenance of social networks that may aid in this process.
Significantly, Taylor et al (2000) point out that many of the animal studies on
stress have been conducted with male subjects. Until recently, the human
literature was little different, the inclusion of women in human stress studies
heavily dependent upon the specific topic under investigation (Gruenewald et
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al, 1999). These authors argue that women are overrepresented in studies of
affiliative responses to stress, and men are overrepresented in studies of
neuroendocrine responses to physical and mental challenges. Taylor et al’s
(2000) research appears to suggest that attachment theory has a biological as
well as a behavioural base, and that aggression (the ‘fight’ response) may be
moderated by gender, as is the ‘flight’ response. They report the stress-reducing
benefits of nurturing under stressful conditions, and suggest that females in
particular affiliate and are more likely to mobilise social supports under stress.

This hypothesis clearly has implications for the management of stress in mental
health settings with large proportions of female workers, and where workers’
motivation may be informed by principles of caring and nurturing derived

from both gender and cultural perspectives.

Consciousness and the fear response

The alarm responses described above are sub-cortical in terms of their
evolutionary origins and are not
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An inability to leave the trauma behind is a characteristic of trauma survivors
(van der Kolk & van der Hart, 1989; van der Kolk, 1996a). It is conceptualised as
a problem of memory and of learning that has both biological and
psychological features. When the body is unable to verbalise an experience
because stress hormones have interrupted the verbal processing, then storage

and organisation of the memory will not become a cognitive process.

Cognitive and emotional experiences of acute stress and trauma are therefore

the bridge between our biological being and our accessible consciousness, and a
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key point of intervention for those experiencing traumatic events in the
workplace. The rationale for many interventions will be the bringing into
consciousness (and therefore conscious control) of our traumatic memories, and
the evaluation and critique of psychological debriefing (Chapter 6) hinges
around the ability and wisdom of strategies that require a re-experiencing
through linguistic recall of events.

Characteristic of traumatic stress is an apparent battle being waged between the
brain’s attempt to remember and an equal drive to forget the traumatic event.
The three following physiological and behavioural processes provide the core
of the B, C and D criteria of the PTSD diagnosis (APA, 2000). Whether these
symptom clusters together represent the complete ‘trauma picture’ is, of course,
open to critique from clinical as well as cultural perspectives (Chapter 4). They
are presented here as reflective of some of the physiological manifestations of
trauma impact.

Arousal: losing volume control

He knows damn well he’s still at war,
just that the snipers aren’t Japs anymore.
from Snipers, McGough, in Marshall (1975:73)

The cluster of symptoms around the concept of hyperarousal (criterion D of the
PTSD diagnosis) relates to the body’s diminishing ability to cope with the
overload of responses called into being by threat and is therefore part of the
physiologically normal response to extreme conditions (Southwick & Yehuda,
1997). This is especially true for conditions of chronic or intense stress. Under
these conditions, a person will remain in a highly aroused state, their body
remaining triggered for a fight or flight response as described above (van der
Kolk & McFarlane, 1996). The capacity to modulate a stress response, our
‘volume control’, becomes impaired (Bloom, 1997). As a result, traumatised
people have difficulty evaluating sensory stimuli and mobilising appropriate
levels of physiological stimuli. They may move from stimulus to response
without conscious appreciation of the trigger. Thus a person who has become
hyperaroused because of a past threat will have a similar physiological reaction
when a physical or emotional stimulus appears to threaten. Their body will react
as if challenged although these triggers may be completely benign. The
generalisation of threat may result in sleep problems and difficulties with
concentration. Within the workplace, reactivity to particular cues or situations

may provoke alarm reactions, blunting the appraisal of new situations.
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Intrusion: parasites of the mind

Criterion B of DSM-1V, intrusion, is the sensory recall of the traumatic event,
one that will be present in most people immediately afterwards (McFarlane,
1992a). This is not limited to traumatic recollection but such memory
imprinting under conditions without high levels of arousal will quickly fade
and may be replaced by language-based memory. Intrusion is a necessary
process so that learning can occur, and over time, the brain processes the
information through all the layers from biology through to culture (Herman,
1992a). Intrusive imagery can be an indication of traumatic stress responses
though not necessarily of PTSD (McFarlane, 1993). Van der Kolk and McFarlane
(1996) suggest that intrusion leads to sensitisation, and instead of being
processed into comprehension (stories that change over time), repetitive
replaying (often visual flashbacks) etches itself deeper into the brain. This body
memory manifests without narrative or context (Bloom, 1997). It should be
noted, also, that not all features of an experience will be remembered, and the
process of dissociation, addressed below, may also mediate recall or intrusion.
Unassimilated traumatic experiences, stored in active memory, are resolved
only when the survivor develops a new mental schema of understanding
(Horowitz, 1986). McNally (2004) suggests that confusion about the nature of
intrusion undermines the construction of Criterion B within a PTSD diagnosis.

The implication for this thesis is that normally safe environments may come to
feel dangerous. Intrusions do not necessarily go away spontaneously and
demand a behavioural response; hence people get into maladaptive coping
strategies in order to cope with what Charcot called ‘parasites of the mind’ (van
der Kolk & McFarlane, 1996). A mental health worker experiencing intrusive
imagery as a result of a critical incident in the workplace may alter their
behaviour in order to reduce the power of intrusive recollection, thus
introducing the notion of avoidance.

Avoidance: healthy coping or maladaptive denial?

I soon found out this much: terror can be endured so long as a
man simply ducks; but it kills, if a man thinks about it.
Remarque (1929:94)

Avoidance, Criterion C in the DSM-IV diagnosis, is the third characteristic of
traumatic reactions and has profound significance for the management of
workplace incidents. The concept links with the notion of numbing, and with
dissociation, discussed later in this chapter.
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In response to the threat of being overwhelmed by arousal and intrusion, the
physiological, psychological and behavioural processes of avoidance and
numbing represent attempts to protect, resulting in a ‘push-me-pull-you’
ricochet between the brain’s attempts to integrate and then manage the arousal
associated with the recall of sensory images and sensations (Horowitz, 1993).
Whilst numbing and avoidance are placed together in DSM-IV, numbing
probably has a different psychopathology to avoidance, as it is construed as an
avoidance of any stimulation, pleasurable or not (van der Kolk & McFarlane,
1996; van der Kolk, 1996a). This may be a factor contributing to the cultural
variation of Criterion C (Chapter 4), with numbing a physiologically-based
phenomenon (linked to the release of cortisol, a stress hormone that has an
amnesiac effect) and avoidance its behaviourally and socially-determined
derivative.

Numbing can be interpreted as a protective device to shield the person
experiencing a traumatic reaction from the full emotional impact that may
overwhelm them (Bloom & Reichert, 1998). Forgetting reduces arousal and
avoidance (Raphael et al, 1996). Denial often gets a bad press, but it has an
adaptive purpose, facilitating our ability to put some discomforting emotions
on hold to enable a person to continue functioning and place their attention
elsewhere. This process lies at the heart of the debriefing debate (Chapter 6).
Numbing may result in the loss of ability, termed anhedonia, to break out of
emotional numbness into an appropriate affect state, whilst still experiencing
arousal (Van der Kolk, 1996a). The related concept of alexithymia refers to the
loss of ability to identify and communicate emotions that guide a person’s
actions and decision-making (Krystal, 1978 & 1988; Nemiah & Sifneos, 1970).
Van der Kolk (1996a) points out that this ability to make connections between
feelings, body states and language begins in early childhood, and that trauma
can interrupt this process throughout the lifecycle.

In a workplace context, suppression of flight or fright reactions through
emotional numbing can be considered a healthy process that is encouraged by
training and acting in role. However this may become maladaptive if these
processes continue under conditions of enduring stress, preventing processing
of the arousal and intrusive memories into language (Bremner, 2002). The
longer that avoidance continues, the harder it is to access and modify the
traumatic memory. Avoidance and denial are also seen as increasing the
likelihood of a delayed posttraumatic reaction (Horowitz, 1993; Kelly, 1999a;
Wilson & Raphael, 1993) and can become processes of dissociation, as
discussed below (Putnam, 1991; van der Kolk & van der Hart, 1989) In a social

and political context, avoidance can overtly or covertly create or perpetuate
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silence in the acknowledgement of traumatic impact by those engaging with
the traumatised person (Reid & Hoffmann, 2000).

The neurobiological impact of trauma therefore has both short and long term
implications. In the immediate aftermath of an incident, the human response
will be harnessed around arousal, intrusion and avoidance, and the prime focus
for intervention will be the establishment of stability and safety, and a return to
physiological balance. Responsibility for this may lie as much with the
environment (from where the initial threat emerged) as with the individual
Research suggests that these neurobiological mechanisms are protective and
adaptive features for short-term survival, and a key question for workplace
support is therefore how these experiences can be managed without safety and
stability being further compromised. The discussion now turns to issues of the
long-term effect of these neurobiological processes.

Strung out over a distance: the long term effects of stress

We used to think that changes in human physiology or brain
structure were caused only by disease or congenital defects.
The idea that they can occur as a result of something that you
see, feel, and experience is new.
Bremner, in Larkin (1999)

The section above suggests that there are both adaptive and maladaptive
consequences of states of high arousal, intrusion and avoidance. Research
suggests that maintenance of such stress reactions may produce a long term
legacy of physiological and behavioural change (Bremner, 1995; Charney et al,
1993; Creamer, 1996; Kolb, 1987; van der Kolk, 1996b). This has major
significance for the wellbeing of workers within environments with continual
or high frequency stress (a factor linking to the discussion of the health and
safety legislation in Chapter Six).

The power of the environment in causing physical symptoms and physical
illness is now recognised. Life events have long been known to have a
negatively cumulative effect on health and wellbeing (Holmes & Rahe, 1967).
This is now clearly illustrated in the effects of traumatic stress on the immune
system. Adrenalin, corticosteroids and endorphins released during the stress
response all play a role in suppressing immunity, and may lead to the
emergence of high rates of medical morbidity (Friedman & Schnurr, 1995;
Kawamura et al, 2001; Sapolsky, 1994; Yehuda et al, 1997). Many studies make
the bio-behavioural link between mental health disorders and the experience of
physical illnesses (Boscarino, 1995, 1996, 1997; Boscarino & Chang, 1999;
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Buckley & Kaloupek, 2001; Grossi et al, 1999; Harber & Pennebaker, 1992; Keel,
1998; Krantz & McCeney, 2002; von Kénel et al, 2001).

The link between high stress levels and the development of addictive and risk-
taking behaviour is clearly made, with research suggesting that in chronic and
prolonged stress, the body can become habituated to the analgesic, opiate
qualities produced by high endorphin levels (van der Kolk & Greenberg, 1987).
Removal of the stressor can in fact create opiate withdrawal. Our knowledge of
the notion of tolerance and withdrawal from addiction studies informs us here.
It is argued that some chronically stressed people may become addicted to their
own circulating endorphins and when this stress is relieved, withdrawal makes
them feel worse rather than better, and they may resort to seeking out more
thrill seeking or abuse, or chemical forms of relief such as alcohol and drugs
(Putnam, 2003). This creates an understanding of the high rates of alcohol and
drug use, violent acting out, risk-taking activities, sexual activity, exercising,
excessive eating, vomiting, over-involvement in work, and other displacement
or numbing activities amongst trauma survivors who may find it hard to
engage in relaxation and meditation in their recovery (Hendin & Haas, 1984;
Kulka et al, 1990). Occupational stressors and alcohol are closely linked, and
part of this coping strategy may relate to this need to numb sensation, or what
Stewart et al (2004) term ‘alcohol use-to-forget’. These are processes familiar to
many of those interviewed within this thesis.

These are crucial issues for the consideration of the debate over workplace
intervention, and one of great significance to the role of mental health workers,
whose therapeutic and support role with consumers may extend beyond an
incident with both consumers and colleagues, and who may therefore be
unable to ‘stand down’ from an incident. A mental health worker affected by
the long-term effects of trauma may be compromised both on this
neurobiological level, and by the adaptive (or maladaptive) responses used as a
result. The compounding effect of early experience on the adult worker is
addressed later in this chapter.

Attention now turns to the cognitive and emotional processing of trauma.

Hinengaro: the cognitive and emotional processing of trauma

Thought made it possible for trauma to be dealt with in the
external world. Thought could also mitigate trauma which
could not be dealt with, giving hope and coherence through
myths and religion.

Valent (1999a:2)
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Cognitive and emotional processes link our brain function to our behaviour
and social interaction. In this section, the knowledge gained from neurological
research informs an understanding of traumatic memory and of dissociation, of
the effect on learning, and ends with a discussion about the relationship
between trauma, emotional expression and language. A working knowledge of
the means by which behaviour at a social level is influenced by processes of
thought and emotion is crucial to the later discussions in this thesis concerning

the appropriateness of interventions within an organisational context.
Traumatic memory: extremes of retention and forgetting

Those who cannot remember the past are condemned to repeat
it.
Santayana (1863-1952)

Exploration of the nature of memory is of crucial importance to the
understanding of trauma, connecting neurobiology, the integration of
experience and its communication to others (van der Kolk, McFarlane &
Weisaeth, 1996). The characteristics of traumatic memory, the extremes of
retention and forgetting (van der Kolk & Fisler, 1995), are likely to affect
interventions and workplace support systems, through the ability of workers to
access their past experience, to process and to learn from it.

Neurobiological research suggests that there are two types of memory, explicit
(or declarative and language-based) memory, and implicit (non-declarative,
procedural and sometimes, traumatic) memory. Explicit or declarative memory
can be sensory rather than language-based but it differs from traumatic
memory because of its accessibility and ability to be coded into language
(Nakazawa et al, 2002).

It is implicit memory that operates in situations that require a quick
sensorimotor reaction and where unconditioned emotional and language
responses would slow reaction time. Controlled from the amygdala, it is
sometimes termed ‘emotional’ memory (van der Kolk, 1996a). In evolutionary
terms, as previously discussed, it is an earlier construction. In developmental
terms, it appears to become operational earlier than our language centres.
Children can remember pain, for instance, long before they have a language to
describe it. This sort of memory can be visual, auditory, olfactory or
kinaesthetic, and it is this that accounts for the intrusive images in PTSD.

In implicit memory, sensory information is often behaviourally expressed as
actions and responses, the control of which is not necessarily voluntary and in

cortical control. Freud identified this process of trapped memory as a repetition
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compulsion (in van der Kolk, 1989). Triggers may provoke involuntary re-
enactment of the original response (de Silva & Marks, 1999). What may have
been a situationally-appropriate coping strategy may in another context
become an inappropriate reaction that, in the case of the apocryphal stories
about war veterans using their killing skills on partners and acquaintances, can
be potentially dangerous (Burkeman, 2001). People with histories of trauma
may cope well, most of the time, but after exposure to emotional or sensory
triggers, the initial traumatisation may be re-experienced (van der Kolk, 1996c),
a factor resonating in some of the narratives within this thesis.

The replay of memories without volition is not in itself pathological and does
not automatically lead to a diagnosis of PTSD. Such rumination may well serve
the purpose of moderating and adapting the emotional connotations of the
memory, to build tolerance and to lessen anxiety (Horowitz, 1986; van der
Kolk, 1996c). However, the location of memory as non-verbal imagery may
prevent the longer-term integration of traumatic experience into explicit
memory (Van der Kolk, 1989).

The key to identifying traumatic memory is, in the language used above, the
difference between implicit and explicit memory. It is about the degree of
control over the recollection of memory that a person will have, and the
manner in which a person’s life can be shaped and organised by trauma.
Explicit or declarative memory, as an active and constructive process, absorbs
discrete items of memory into schematic wholes, is available to narrative and
therefore to emotional, cognitive, psychological and spiritual processing. The
ability to distinguish between declarative and implicit memories, and the
understanding of the nature and accuracy of implicit memory, will shape the
effectiveness of any intervention where a posttraumatic reaction has occurred
(Chapter 6). It is the ability to integrate the experience and to begin its journey.
Recognition that a person may not be able to access or process implicit memory
into a narrative suggests that a staged treatment intervention that establishes
control over arousal and intrusion may be necessary (Herman, 1992a), and it is

this issue that underpins discussion in Chapter Ten.

Significant for this thesis is the impact that unintegrated traumatic experience
will then have on the behaviour and skills of a worker, who will remain
vulnerable to re-enactment of trauma reactions within the mental health work
place. Of further significance is that non-processed memory may become part
of a pattern of behaviour - avoidance, for example - that is characterised as
‘trauma-organised’ behaviour at a systems level as well as at an individual
level (Bentovim, 1992). This suggests that interventions founded on the
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neurobiological knowledge of traumatic memory will need to be aware of

systems-level interventions as well as person-centred strategies.
The Recovered Memory Debate and traumatic memory

You never forget something; you just don’t always remember
it.
Jessica Haddock

M’paniji, a poet in Malawi imprisoned for three and a half years without access
to the tools of his craft, memorised lengthy poems and retained them in his
head. He said that ‘you use memory to survive without a pen” (M'panji, 2001).
Recall, both implicit and explicit, is the brain’s way of storing information for
further use in survival, social and aesthetic processes. It is the recall of implicit,
emotional memory that is controversial, and which places the management of
trauma squarely in the organisational and political arenas.

The current debate in regard to the accuracy and veracity of recovered memory
has a two-fold relevance to the research question. Legal, economic and
organisational reviews and inquiries may focus upon the ability to verbally
report memories as evidence. Furthermore, the Recovered or False memory
debate resonates, in any account of traumatological history, with the concepts
of hysteria and malingering explored in Chapter Three, and can teach us much
about societal reluctance to accept responsibility for traumatic harm (van der
Kolk, Weisaeth & van der Hart, 1996). It is about evidence and belief.

The debate has created polarisation between those who accept the accuracy of
implicit memory and those, for whatever agenda, doubt that such memories
can remain unavailable and then triggered into recall with any degree of
validity or reliability (Hood, 2001; Rix, 2000). It can best be summarised that the
debate still rages, that research is still continuing and that the nature of
traumatic memory, for those working in the field, must be regarded as a

complex and still speculative arena. Bloom and Reichert consider that:

This entire debate presents an excellent example of how
political and social forces can influence scientific debate as well
as judicial decisions with little regard for the complex nature of
reality.

Bloom & Reichert (1998:121)

For the purposes of designing appropriate staff support systems, it should be
acknowledged that there is complexity in the process of recall. With implicit
memory there are strong arguments for the accuracy of the images recalled
(Bremner et al, 1995; LeDoux, 1994; Schooler, 1994; van der Kolk & van der
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Hart, 1991; van der Kolk, 1996a). Schooler’s review (1994) also acknowledges
that fabrication of memory is possible, with fabrication confused with reality in
cases where a person is dominated by persuasive others. Even where memory
can be corroborated, discrepancies between accounts from one individual can
vary (Herlihy, Scragg & Turner, 2002).

Environmental conditions such as the growing acceptance that abuse or
workplace incidents happen are arguably factors in encouraging recall and
potentially influencing the language of disclosure. In normal, declarative
memory, recall is framed in language and the exchange of information is
therefore a dynamic between the person with the memory and their audience.
It may become altered by parallel or associated experiences, emotional states
and what are termed ‘demand characteristics’ (van der Kolk & van der Hart,
1991). Our knowledge of traumatic memory makes it important to distinguish
between trauma remembered all along in a person’s experience, that which is
spontaneously remembered, or recovered in a therapeutic intervention (which
could be open to suggestion) and that which is suggested in the process of
intervention (Yapko, 1994). This leaves an ethical responsibility with an
intervention, to be mindful of issues concerning the recall of traumatic events.

The recall and processing of events may further be impaired by the experience
of dissociation, discussed below.

Dissociation in time, person and place

This chapter has previously presented the research that an effect of trauma is to
overwhelm the brain's capacity to use thought and emotion to integrate new
information, dissociating sensory memories from a full exposure to the
language functions that may add meaning and context to experience (Bloom,
1997). Understanding this dissociation is crucial to grappling with trauma and
the management of acute and ambient stress in the workplace. In many ways,
dissociation is the distinguishing characteristic that sets aside traumatic stress
from the other stress reactions, and it may determine the appropriateness and
viability of particular interventions. As a concept, dissociation connects brain
function, hysteria, the concept of emotional numbing, and even the ability to
dissociate from customary value bases (Bloom, 1997; Milgram, 1974). It is best
conceived as a description of experience rather than as a discrete brain state or
process (Jureidini, 2004) and, as a safety valve that enables the brain to cope
with overwhelming sensory experience, is manifested in the narratives of some
participants in this thesis.
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DSM-IV defines dissociation as 'a disruption in the usually integrated functions
of consciousness, memory, identity, or perception of the environment' (APA,
1997:477). As Chapter Four acknowledged, there is currently a strong argument
suggesting that rather than PTSD and ASD being classified as anxiety
disorders, they are actually best interpreted as dissociative disorders (van der
Hart, van Dijke & van Son, 2000), with research evidence that dissociative
symptoms have a predictive relationship with later PTSD (Dancu et al, 1996;
Shalev et al, 1996; Spiegel et al, 1996; van der Kolk & Fisler, 1995; Van der Kolk,
Pelcovitz et al, 1996). North et al (1999) consider avoidance and numbing as
dissociative traits. A study by Carlier and colleagues (1996) suggests that the
relationship between PTSD and dissociation is in fact the reverse, that the
presence of PTSD is predicative of dissociation. There is indication, too, that
those people with acute stress disorder (the disorder that is often the temporal
precursor of ‘full-blown” PTSD) are more likely to experience dissociation than
those with subclinical or no apparent ASD (Bryant, Guthrie & Moulds, 2001).
This is a key clinical indicator for the success of particular interventions, as I
shall consider later.

In human experience, dissociation may manifest on a continuum ranging from
Dissociative Identity Disorder (DID) (APA, 1994) through to common processes
that increase behavioural efficiency and multi-tasking, for instance, whilst
driving. DID can manifest as separate identities within the same body and
whilst used as a literary device in order to contain both good and evil within
one personality (Stevenson, 1979; Weldon, 1995), is usually cited as resulting
from chronic childhood abuse. Peritraumatic dissociation, the immediate
process at the time that an event is unfolding, may produce alterations in the
experience of time (a slowing or acceleration), of person (unreality that it is
occurring, that the individual is the victim, a depersonalisation, out of body
experiences, bewilderment, confusion and disorientation, altered pain
perception, altered body image or feelings of disconnection, or tunnel vision)
and of place (a sense of unreality) (van der Kolk & Fisler, 1995).

The implications of dissociation for the recall and integration of traumatic
memories are profound. Memory may have split into manageable segments of
time, sensations or emotion, and may be disorganised, with sequential recall
not possible. Incoherence may indeed be proof that a person was traumatised.
A person in a dissociated state may have a diagnosis of PTSD queried, as they
may not meet the criterion B requirement of intrusive features (McNally, 2004).
Dissociation is therefore a key feature of traumatic experience that has to be
considered during immediate intervention after a traumatic event in the

workplace, as recall of details may be absent, partial or separate from emotions,
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or may be locked in implicit rather than language-based memory. Marmar
(1998), writing in relation to emergency services personnel, considers that
factors affecting the degree of dissociation include the younger age of the
victim, higher levels of exposure during the event, a greater subjective
perceived threat, poorer general psychological adjustment, poorer identity
formulation, lower levels of ambition and prudence, a greater external locus of
control, and greater use of escape/avoidance processes. The implications for
training, selection and practice are considerable. Morgan et al (2001) present
similar evidence, suggesting that whilst dissociation will occur in healthy
people, those that they classify as ‘stress-hardy’ (in the context of their study,
Special Forces soldiers) experience fewer dissociative symptoms.

Responses to traumatic stressors appear to have gendered and cultural
dimensions into which constructions of dissociation are woven, further
underscoring the advantage gained from the use of a holistic framework such
as Te Whare Tapa Wha. Perry (1995) suggests that women’s response to trauma
may trend towards the development of dissociative symptoms, whereas male
response to trauma may manifest more commonly as psychopathy?°. It could be
suggested then that women’s processing of trauma is sectioned along lines of
time sequence, as in dissociative disorders, whereas men’s dissociative
processes verge towards divisions and barriers between modalities - for
example, separating feelings, thoughts and images. Culturally acceptable
expressions of distress will result in variation of physical and mental
symptoms. Many cultures have traditions where people deal with emotional,
social or interpersonal conflicts through the enactment of multiple identities,
which the medical model would identify as the extreme end of a dissociative
continuum. Many have strong traditions of spirit possession (Spanos, 1994).
Transgenerational transmission of trauma may not have the lineal directness of
physiological impact, yet the demonstration of trauma’s legacy through
dissociation’s cognitive-emotional, behavioural and social processes of
avoidance versus integration can assist in the understanding of familial and
cultural patterns of coping and dysfunction (Egeland & Susman-Stillman,
1996). Notions of the generational effects of trauma are discussed later in the
chapter.

Trauma, learning and helplessness

The isolation of sensory information from processing on a cognitive level, often

characterised by dissociation, therefore impacts on a person's ability to begin to

% A working definition of psychopathy can be a separation of actions from feelings (Mullen,
1992).
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control the impact of experience. Our ability to learn from an event, to contain
the impact, understand, and adapt, becomes compromised. LeDoux (1994)
describes the imprinting of emotional memory that is able to activate the
physiological reactions associated with the original danger. This notion of state-
dependent learning suggests that it is only these reactions and responses that
are available to the traumatised person, not learning made at other levels. Cues
are not used to process incoming information into meaning but are more likely
to precipitate flight or flight reactions. Bloom (1997) suggests that this may
account for therapeutic difficulties where responses to situations are
successfully rehearsed in safe environments but cannot be utilised when under
conditions of environmental stress that trigger off recollections and automatic
reactions. Staff in organisations with high stress levels may not be able to
distinguish between affective cues to assess levels of risk, instead remaining
hyper-vigilant and less able to absorb new information.

The impact on workplace practice may therefore be considerable. Learning
from one stressful event, if met by successful coping and support strategies
from both individual and organisation, can be generalised to another similar
experience without producing the initial levels of high arousal. If the outcome
of an event is repeatedly out of a person’s control, as warfare, abuse or repeated
bullying may teach us, learned helplessness can occur. The concept of learned
helplessness illustrates that humans can generalise from a traumatic situation
in which they experienced powerlessness, into others where solutions may
indeed be possible but are not attempted (Seligman, 1992). The futility of
resistance can produce emotional, learning and motivational changes in human
performance and self-perception, and the ongoing stress can be linked, as
previously discussed, with physical problems and a reduction of what in
religious terms may be called ‘free will’. Along with this goes impairment in
self-esteem, a potential for depression and an overall sense of powerlessness in
life decisions. Translated into the effect of trauma on worker performance,
learned helplessness may result in defensive practice (for example, not
extending clinical practice into areas of risk), professional dangerousness
(perhaps, as Morrison (1998) suggests, extending into 'passing the buck' in
inter-agency relationships) and distorted communication styles. Decision-
making can become severely compromised. During a crisis our thinking may be
characterised by tunnel vision that is restricted and simplistic, and where the
holding of different levels of thought or prioritisation becomes difficult. We
may not be able to envisage long-term consequences, and are geared for action,
not debate. If our physiological perceptions of stress persist through experience
of hyperarousal and hypervigilance, much of our decision-making activity may
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evolve around avoiding triggers in the environment. We may be impelled to
use short-term solutions, perhaps fight or flight reactions, to avoid the
problems or anxieties. Our ability to analyse situations may lessen the
integration of immediate cues into a worldview that contains moral and ethical
moderators, into decision-making that is instrumental and geared to escaping
or eradicating the threat (Gersons & Carlier, 1992). Analytic thought is a higher
cortical function that may not get exercised in conditions of extreme stress.

Trauma and emotional expression

It's in the feelings not the thoughts that the poison lies.
Father Michael Lapsley, in relation to recovery from apartheid,
National Radio, 10.11.04

The ability of a person to translate emotional experience into language lies at
the heart of some sentinel debates in the delivery of trauma and critical incident
response within the workplace (Chapter 6). Our ability to categorise these
experiences creates a pathway to managing the emotional reactions and
resultant behaviour.

Bowman (1999) emphasises that emotions are the outcome of a complex series
of processes and as such are not directly reflective of the nature or severity of
an event. In other words, there is an emergent property of psychological and
environmental mediation at work. Her review of the research literature in
regard to individual differences and PTSD suggests that emotionality, or
emotional response styles, are trait rather than state characteristics. This view
lends some weight to an understanding of individual difference and
predisposition, the impact of prior experience and training, and raises socio-
political issues of gender, selection and accountability in organisations.

From both a trait and state perspective, a body of research suggests that the
suppression of emotional experience through denial and numbing has negative
consequences for both physical and mental health that can be relieved by
disclosure and communication (Harber, 1992; Kiecolt-Glaser et al, 1996; Kiecolt-
Glaser et al, 2002; Paez, Basabe & Gonzalez, 1997; Pennebaker, 1990 & 1995).
However the usefulness of emotional expressiveness as a coping strategy is
contested, with some arguments that denial and avoidance of the emotional
impact of events are also beneficial (Weisenberg et al, 1993). A gender analysis
of emotional expression styles and coping strategies, such as the 'Tend and
Befriend' arguments above, may provide contributory explanation for the
higher rates of PTSD amongst women.
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Expressed emotions on an interpersonal level may have a negative impact on
the environment of recovery. Emotional contagion can occur in states of acute
stress, where we are easily susceptible to emotional and physical cues from
others (Bloom, 1997; Miller, Stiff & Ellis, 1988). The environment may close
down on the affected individual in an attempt to control the vicarious pain that
their experience may cause. The attribution of responsibility may be weighted
towards the victim of the event: such pathologising and individualising of
responsibility may create the social behaviours of avoidance, exclusion, and
denial that may become a generational pattern (Bloom, 1997; Egeland &
Susman-Stillman, 1996; Harber & Pennebaker, 1992).

The expression of emotions appears to be a double-edged sword in regard to
the impact of trauma. My reading of this issue suggests that two factors assist
us in understanding the role of emotion in the impact of extreme stress. Firstly,
that understanding the neurobiology of stress and trauma provides the
essential information that in the processing of sensory and emotional
information, there will be processes of denial and avoidance that serve to keep
people safe in the short term, and that it is long-term inability to bridge the gap
between emotions, cognitions, language and meaning that creates the
problems. A distinction needs to be made between anhedonia and alexithymia,
between the ability to recognise emotions, and the appropriateness of giving
vent to emotions as a response to conditions of extreme stress (Krystal, 1988;
van der Kolk, 1996a).

Secondly, as Bowman (1999) points out, a blanket assumption that all emotional
expression is healthy after the impact of an event is inaccurate. Some emotions
(such as anger) may be harmful, and expressed emotion may create defensive
isolation of a victim. An integrated approach that reconciles emotional

expression and cognitive understanding may reduce these incongruencies.

The section below begins to describe the translation of experience into verbal

expression and language-based communication with others.

Developing a relationship with trauma: transferring memory into
language

Since then, at an uncertain hour,
That agony returns:
And till my ghastly tale is told,
This heart within me burns.
The Rime of the Ancient Mariner, Coleridge (1970:68)
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For trauma survivors, language becomes the means to begin the integration of
experience, moving events from dominating the present back to a manageable
past. For this thesis, it provides the link into a discussion of the search for
meaning as the key to the management of workplace incidents.

Language is, of course, not mere words, but includes other communication
processes of ritual, dance, storytelling, and visual arts. Collective non-verbal
processes may serve an equal or perhaps more effective integrative and
communication function of mimesis3. Geering (1994) argues that the role of
language and other symbolic codes is the pivotal feature in the creation and
maintenance of our sense of self, contradicting Maslow's (1998) location of
symbol as an aesthetic rather than an affiliation need. Bloom and Reichert
(1998) use Driver’s (1991) argument that rituals in society are activities that
connect individuals to the collective and which are used as a means of working
through traumas and major life transitions (also, deVries, 1996). The use of such
activities and symbols, through art, dance, and drama therapies, or cultural
rituals, may be an access point into the processing of trauma for people who are
anhedonic or alexithymic, uniting individual physiological and emotional
experiences through a common expression and facilitating the growth of both
individual and shared interpretations and meanings. It potentially rejoins what
has been disconnected by trauma.

Language processes thus locate us in a world outside of ourselves (Friere,
1972). Well-developed mental and linguistic processes appear to have a
resiliency function for us through the transformation and communication of
inner experience (Cederblad & Dahlin, 1995; Masten & Best, 1990; McFarlane &
Yehuda, 1996; Norman, 2000; Paton, Violanti & Smith, 2002; Rutter, 1990;
Rynearson, 2001). Repetition of one's story, like Coleridge's Ancient Mariner in
the quote above, serves to externalise rumination and engage with an audience.
Language, too, is a great way of not being where we are, narrative distancing
us from impact (McFarlane, 2000). It can be viewed as an attempt to address the
intrusive, overwhelming recollections of experience, through unloading some
of the aroused emotion and reframing the experience with new weightings and
interpretations. Pennebaker argues this in relation to the positive effect of the
development of a narrative in a verbal or written form that may or may not
have an audience (Pennebaker & Beall, 1986; Pennebaker & Susman, 1988;
Pennebaker, 1989; 1990; 1993). Connection between self and the world may be
an individual, a socio-cultural and a spiritual process, thus linking the impact
of trauma through different ecological levels. Workplace settings, reliant upon

31 Bloom uses Donald’s term ‘mimesis’, which he defines as ‘the ability to produce conscious,
self-initiated, representational acts that are intentional but not linguistic’. (Bloom, 1996:58).
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communication in many different forms, therefore have the opportunity to

manifest trauma's impact in many different ways.

Whilst we consider language and the ability to communicate as key indicators
of health and of the impact of trauma, we must also consider the dynamics of
silencing and prevention of communication as important to our understanding,
We have previously seen how the impact of trauma itself can create
alexithymia. We colloquially talk about being 'gobsmacked', or lost for words.
Burrow, an American reporter at the liberation of Buchenwald, said simply, 'for
most of it, I have no words' (in McFarlane, 2000). An intervention after
traumatic experience may need to focus on assisting the integration and
expression of emotions in order to overcome the enforced silence:

Give sorrow words; the grief that does not speak, whispers the
o’er-fraught heart and bids it break.
Macbeth 5.1.50-1

Silencing can stem from sources other than the direct impact of an event.
Environmentally-imposed silencing can have a traumatic or re-traumatising
effect, as in the case of gender socialisation that encourages or suppresses
emotional self-disclosure (Purves & Erwin, 2004), the socio-cultural
suppression of grief, silencing through processes of shame or denial (Kessler &
Bieschke, 1999), and the socio-political suppression of minority languages
through colonisation, as was the case in Aotearoa New Zealand, in Wales
(Davies, 2001) and with the Kurds in Turkey. Transposing this into the impact
of workplace trauma would suggest that our awkwardness with the language
of loss, grief, stress and trauma, allied with a social denial of the gravity of the
psychological impact, compounds difficulties in recovery and healing. The
breaking of silence and the use of language thus often support the transition
between being victim and becoming survivor.

Discussion of the relationship of trauma with language thus suggests the
centrality of communication as a focal point for workplace interventions. It
links the internal experience of trauma with its effects and potential resolution
in the social and organisational environment. With this understanding,
attention now turns to the impact of trauma in our relationship with others.

Whanau and the social world

Within the framework of Te Whare Tapa Wha, the focus on whanau emphasises
the importance of our social connections, a crucial dimension in our
comprehension of workplace incidents. A biomedical emphasis within the
conceptualisation of extreme stress and trauma has tended to underemphasise
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the importance of the social context in both absorbing and shaping impact and
response, despite exposure to trauma not always being a private experience.
Events within a work setting are variously challenged and strengthened by
crisis and trauma, making a personal experience public, and impacting on
social and cultural dynamics within an organisation. Attention to the social
impact underscores the ecological argument that the environment has a major
role in the determination of outcome. Attachment, systems and constructivist
perspectives can all be utilised here (Nadeau, 2002).

In this section, issues of attachment and alienation are first explored. Notions of
guilt, blame and scapegoating are then highlighted. From within this social
framework of understanding, the concept of secondary traumatisation, central
to the experience of many of the participants in this thesis research, is
discussed.

Attachment and alienation: stretching the trauma membrane

Identity is .. a construct derived from the nature of
relationships with the external world.
Durie (2001:172)

As social beings, our survival and well-being are intimately connected to others
(Caplan, 1974; Durkheim, 1951; Falloon & Fadden, 1993). Ecological
acknowledgement of interconnectedness reinforces Summerfield’s (1995)
contention that traumatic experiences need to be conceptualised in terms of the
dynamic interactions between the person and people in their environment. This
places the impact of trauma not just in a static physical location within the
individual but in a complex social and employment relationship that continues
to evolve meaning of an event. The western emphasis on individualism and the
biomedical focus on the individual is merely a question of balance rather than a
denial of interconnection. Notions of the importance of attachment appear to be
universal in human society (Boscarino, 1995; McFarlane & van der Kolk, 1996a).
Characteristics of a workplace environment may determine whether the impact
is either centrifugal or centripetal, either disconnecting people or strengthening
their bonds (Erikson, 1994). This potentially protective process of social support
is what Lindy (1985) terms the ‘trauma membrane’.

The research literature suggests that positive social support can positively affect
stress and arousal levels, and the immune system (Cohen & Wills, 1985; Coyne,
Ellard & Smith, 1990; Croll, 2000; Morgan, 2002). Conversely, emotional
contagion can create vicarious arousal when individuals are presented with
empathy-inducing stimuli (Eisenberg & Fabes, 1994; Larsen, Diener &
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Cropanzano, 1987). Concepts of attachment apply also to workplace situations,
where colleagues provide a social support network of informal as well as
formal connections. A heightened need for affiliation and peer support may be
a rationale for the use of peer support in workplace interventions (Chapter 6).
Ecological and Strengths perspectives, and a meso-level analysis, illustrate that
it is the strength and positive nature of these bonds that will provide affinity
and support.

There are also negative aspects in the relationship between trauma and social
support, which focus upon trauma's ability to split a person from support, and
the environment's ability to provide what is necessary for healing.

A key effect of a traumatic event is to challenge a person’s ability to be intimate
with others, through a process of alienation from trust relationships that
undermines unspoken assumptions about safety and protection (Turner,
McFarlane & van der Kolk, 1996). Trauma has the power to skew the social
world so that the traumatic event becomes a player in the interactions, social
supports becoming co-dependently enmeshed by the need for stability in what
Bentovim (1992) refers to as a ‘trauma-organised system’. Accommodation
without successful intervention can in extreme form become identification with
the aggressor (Hearst, 1981). Often termed the ‘Stockholm Syndrome’, this
process has been described within child protection and mental health agencies
and inquiries as a process of professional dangerousness, the practitioner
identifying with the threatening or bullying figure in order to ensure their
safety or survival (Morrison, 1998; Strenz, 1982).

There are clear implications for support systems within mental health, where
person-inflicted trauma may have a qualitatively different impact on a person
than by a non-human source such as a natural disaster (Breslau et al, 1991;
Gould & Ryback, 1999; Janoff-Bulman, 1992; Smith & North, 1993). A worker
may feel that no one can relate to what they been through, or that the quality
and the meaning of the event cannot be communicated without a sense of
betrayal (Freyd, 1996). Social withdrawal and alienation may increase the
vulnerability for self-destructive behaviours and substance abuse. The task of
recovery and healing is to reinstate a larger human connectedness that

transcends the discontinuity and dissociation that a traumatic event may bring.

Another aspect of social support is that the environment itself may be abusive
or ‘toxic” in some way, for instance where the perpetrators of a traumatic event
are within the group, or a worker remains clinically involved with a perpetrator
or primary victim (Bloom, 1997). Kleber et al (1995) cite examples of how
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communities have not sustained groups of trauma survivors through a lack of
recognition of their experience and by destruction of their support systems, the
most cited example being the return of Vietnam veterans to the USA and
Aotearoa New Zealand, who were seen as perpetrators rather than victims
(Grossman, 1996). RSA32 organisations closed their doors because the conflict in
Vietnam was not given the status of a ‘real’ war.

Such a social gulf between victim and community is clearly more obviousin the
context of warfare than in the management of workplace incidents, and judging
by the attractiveness of the concept of traumatic alienation to literature and
film, there is now a degree of sympathy for the veteran (Cimino, 1978;
Heinemann, 1987; Stone, 1989; Zemeckis, 1994). Alienation through other
processes (male dominated society; colonisation; or workplace violence, for
instance) may not achieve the same profile, but may result in a similar
separation of the person from support and a sense of future (Doka, 1998; Shay,
1994). It may also result in the formation of social groups that are characterised
by exclusion from the mainstream (Gibson, 1994). Defensive alliances may be
forged out of necessity (Frankl, 1964; Remarque, 1929). It can be posited that
continual high levels of occupational stress may contribute to a closure of
boundaries between some workers and the world outside, a phenomenon
particularly frequent within institutional settings such as secure units.

Survivor guilt and the blaming of others

Survivor guilt, and the blaming and scapegoating of survivors and their
managers for their survival and subsequent behaviour are key social responses
to trauma that need to be explored in order to create an understanding of the
environment into which intervention may occur (Kubany, 1998; Lindemann,
1944). Both are manifestations of the need to locate the self in relation to the
event, and to attribute causation and responsibility.

Feeling guilty for having survived or for having reacted in a particular way is a
common process linked with our attachments, location in the social world, and
attempts to create meaning. Lifton (1988) refers to the 'failed enactment',
survivor guilt emerging from the sense of helplessness experienced at the time
of the event, which is compared with standards of ordinary life processes and
roles. The feeling that one could have done something may overshadow the
fact that one’s actions may be constrained and limited by the characteristics of
the extraordinary event. Shay (1994) argues, within the contexts of Vietnam and
the Iliad, that it is the nature of the bond created by serving alongside comrades

32 Returned Servicemen’s Association in Aotearoa New Zealand.
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in warfare, the mutual dependency and raised awareness of responsibility and
duty that leads to a blurring of the boundaries between the self and others. This
process could be reflected within workplace dynamics within some mental
health settings.

Bloom lends an interesting interpretation to the notion of scapegoating.
Alongside the guilt that a person may experience for having survived a
traumatic event, others may attribute blame for the event on their actions or
inactions through what she calls ‘one of our oldest cultural motifs’3 (Bloom
1997:51). The use of people as ‘poison containers’ for our own unacceptable
feelings can be seen as an externalisation of guilt and responsibility. The fact
that a traumatised person may appear to invite further abuse because of their
passivity and seeming compliance makes the power dynamics of trauma very
sensitive within the workplace, a process made stronger if the victim is already
culturally devalued by belonging to a particular gender, age or occupation that
is considered inferior (Matsakis, 1994). Victims may get viewed as somehow
having contributed to their own distress, or exaggerating their sufferings for
purposes of compensation, sympathy or as an excuse to avoid responsibility.
This links with the conceptualisation of traumatic impact as malingering (Clark,
1991; Young, 1995).

The work environment of mental health, with its evolving professional
identities, unique stressors, media attention and repeated enquiries and
restructurings, is an environment in which issues of responsibility for incidents
may often become enmeshed with the impact of trauma itself. Attention to the
needs of the worker (often the secondary victim in the focus upon consumer

need) may be overshadowed by both clinical and organisational imperatives.

It is to the issue of secondary traumatisation that this chapter now turns.
The impact of secondary traumatic stress

[ try to eradicate the past. I live with the memory of all those

frightful images of human conflict while the negatives are

neatly filed away in my study. Now I create my own days in

my garden shed, assembling still life subjects that please me

[...]. The real struggles now take place in my darkroom, where I

try to resist the temptation of printing my pictures too dark.
McCullin, war photographer (1994:198)

The social impact of trauma emerges as starkly important when we look at the

secondary effects on those exposed to the traumas experienced by others. The

33 She is, of course, referring to North American culture.
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concept of secondary traumatisation allows us to access the impact of
experience of diverse groups such as jurors (Hafemeister, 1993), journalists
(Brayne, 2003), translators (Reynolds, 1998) and transcribers in evidential units
for child abuse. Mental health work, by the nature of the issues facing its
consumers, may expose staff to much that is vicarious. What follows is a
conceptual description of secondary traumatisation and related experiences. A
fuller account of the various descriptors of experience is included within
Appendix Four, as a broad understanding of the manner in which the literature
addresses secondary stress is crucial to the thesis argument. These relational
concepts are key to the understanding of the ecologically embedded nature of
traumatic experience and their organisational response.

Secondary effects of trauma are acknowledged within DSM-1V, which includes
the impact of witnessing or learning about an event or serious threat (APA,
1994). Classification of trauma within the positivist framework of the DSM is
being stretched by our growing comprehension of the effects of cumulative
exposure to other people’s distress, and how this compounds when we become
victims in our own right. Direct exposure is therefore not a mandatory criterion
within the paradigm. Terr et al (1999) introduced the concept of ‘distant-
traumatic’ effects, and Taylor (1996) created a framework for understanding the
multiple levels of impact.

Secondary trauma enters the experience of workers through the social world,
and raises some interesting questions for issues of legislation, compensation
and support, and for research inquiry into the nature of the traumatic
experience. The fact that a person can be badly affected not only by direct
experience but by exposure to that of others should not lead us to assume that
the impact is any less great. It is important to view secondary traumatisation as
a process of traumatisation, not as a reflected, watered-down version. McCann
and Pearlman (1990b) acknowledge this, arguing that therapists working with
trauma survivors will experience lasting alterations and impact on cognitive
processes and schemas, and on their relationships. Whether this impact has a
positive or negative impact, they suggest, will depend on whether the therapist
is able to engage in a parallel process of integrating and transforming the
experiences.

The power of the organisational environment to generate ongoing high levels
of stress and potential for retraumatisation would suggest that the integration
process will be slowed or halted by a person’s inability to detach or remove
themselves from the effects of an incident. Work in the human services can be

life changing, as in a study of social workers in rape-crisis work, which suggest
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that there were emotional and existential consequences such as a diminished
level of trust and belief in the goodness of society (Clemans, 2004). Avoidant
behaviour might result, or work with clients may be altered to protect the
worker (Pope & Garcia-Peltoniemi, 1991). These writers also suggest that the
voyeuristic opposite may occur, and that clinicians too can experience guilt,
about not having done enough. Ruzek (1993) argues that that strong emotions
are a natural part of the work and I would add to this the argument that how
these emotional reactions are addressed is not only an issue for the individual
worker but for the organisation in which they work.

Secondary traumatisation may of course extend ecologically beyond an
organisation into the home lives of its workers. Significant levels of family
distress and damage are described in the research related to military personnel
and their families, for instance, Solomon et al’s finding that wives of soldiers
with PTSD are much more likely to suffer from levels of mental disorder and
social dysfunction than those with partners without PTSD (Solomon et al,
1991). Kulka and colleagues (1990) have reported levels of long-term effects
amongst American Vietnam veterans. The impact on family life and
relationships emerges as a major feature of the narratives within this thesis. The
impact on children growing up in an environment where family members are
traumatised, perhaps as secondary victims, is a significant contribution to our
knowledge base. It provides motivation for prevention of family damage
through events in the workplace, but it also underscores the importance of
training and support of workers in their work-life balance.

The introduction of relational elements in the experience of trauma and
extreme stress extends consideration of impact out of the focus upon an
individual and into the contextualised levels of dynamic interaction. By so
doing, the theoretical influences of systems and constructivist approaches add
to our knowledge base, bringing with this change of emphasis a greater
awareness of meaning and of relationship. It is to the concepts surrounding

wairua, the spiritual dimension, that the attention of this chapter now turns.
Wairua, time and the spiritual dimension

But, after the fires and the wrath,
But, after searching and pain,
His Mercy opens us a path
To live with ourselves again.
Kipling, The Choice

Wairua, or the spiritual dimension identified in the model of Te Whare Tapa

Wha, represents the existential and meaning-making dimensions of the impact
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of trauma over time that are omitted by the positivist paradigm (Littlewood,
2001). An ecological approach suggests that such metaphysical issues lie at the
heart of the experience of critical incidents and traumatic events, challenging
our assumptions of safety, identity and belief about the world we live in, and
involving us in a meaning-making activity that identifies us as human. A
constructivist perspective provides an understanding of this human ability to
regenerate and reconstruct. Through constructivism, we can acknowledge not
only trauma’s power to damage our powers of comprehension, but some of the
recovery processes that may validate a person’s experiences (Gusman et al,
1996, McCann & Pearlman, 1990a). The thesis question explores the nature of
the meanings that the participants place upon the events that they recount.

This section address the issues of assumption and meaning, discusses trauma’s
impact through culture and belief, and addresses how trauma can become
embedded in person, family and culture over time. It concludes with the
acknowledgement that the experience of trauma can result in posttraumatic
growth.

Trauma and our assumptive world: searching for meaning

Men are disturbed not by things, but the views which they take
of them.

Epitectus, fifth century BC

The question of meaning is fundamental to any discussion of the impact of
trauma and extreme stress within the workplace. Using the cognitive and
emotional processes of language and communication that enable connection
with others, construction of meaning assists us to incorporate experience into
some bigger picture that extends outside of the trauma and into other more
stable parts of reality. We acquire a sense of reality from the accumulated
experience of others (van der Kolk, McFarlane & Weisaeth, 1996). The search
for meaning can be seen as a process that links a traumatised person or
population with their past and with the hope of an untraumatised future.

The epidemiological and diagnostic issues discussed in Chapter Four raised
crucial questions concerning why a diagnosis of PTSD is acquired by some
people, in some circumstances, and not by others. There is a strong argument
against a ‘dose-related’ interpretation of the impact of trauma, research
evidence telling us that interpretation of events (and thus an emphasis on
individual, social and cultural difference) is an important part of the matrix of
our understanding (Bowman, 1999; Wortman, 1992). Beliefs and cognitions act
as moderating and mediating influences. Ecological interpretations of
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experience underpin the discussion here: Zohar (1997) argues that core values
and a meaning for life are fundamental to human existence and organisational
functioning, and that we cannot prioritise and separate physical, social,
personal and spiritual needs (as Maslow (1998) does, for example).

The acquisition of meaning is very much a process rather than a steady state,
and a group as well as an individual process, as it develops through complex
interaction with the environment. Linking with attachment theory, we gain an
understanding of the world from our early interactions (Antonovsky & Sagy,
1987; Bowlby, 1980; Freud, 1935). Janoff-Bulman (1992) describes three major
assumptions that she believes lie at the core of this sense-making: that the
world is benevolent; that the world is meaningful; and that the self is worthy.
We prefer to believe that we do good and tend to deny our capacity to harm or
offend others. Anxieties about safety and risk are kept at a distance by the sense
of ontological security that attachment theory suggests is provided by secure
childhood relationships. Trauma may transform this sense of trust into distrust
of systems and environments as well as relationships (Erikson, 1994).

This reorganisation of purpose and role lies at the heart of many experiences of
critical incidents in the workplace. Miskiman (1990) writes that the individual’s
perception of invulnerability is one of the factors in whether an incident is
critical for them or not. Hence the meaning of an event is different for a person
employed in a crisis context than for a layperson (van der Kolk, van der Hart &
Marmar, 1996). As adults, exposure to trauma and acutely stressful situations
can provoke many of those familiar emotions of vulnerability, fear, isolation,
guilt and responsibility for having caused the distress. Internalisation of these
messages develop as ‘dominant stories’, perpetuated by further experiences
and outside agency, and contribute to the development of negative identities
characterised by the sense of hopelessness and lack of competence previously
described as learned helplessness (Salmond, 2002; Seligman, 1992; White &
Epston, 1990). This highlights the importance of stress-inoculation processes
through training, education and supervision and brings us back to the central
importance of context and time in this research.

One aspect that is at the core of many traumatic experiences is that of the
presence of death, an event that severely compromises a sense of control, and
which is identified in the DSM criteria as lying at the core of traumatic
experience. A threat to life opens up the presence of death in a profoundly
existential way. An event may not involve the death of someone for a victim to
consider their own mortality or ontological security. Lifton (1988) argues that
the presence of death is often ignored within the post-traumatic literature, in
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terms of both a conceptual and a (western) cultural resistance to
acknowledging it. Our discussion about the guilt of the survivor is not
complete without an acknowledgement that they have survived something that
others have perhaps not. Consideration of the nature of interventions, likewise,
may not be effective without acknowledgement, in some way, of the mortality
with which we all live. Meaning in this context links the attachment notions of
ontological security to the existential questions of spirituality and belief, issues
that are now considered.

Trauma, culture and belief

I was sitting there with this one priest and said, ‘Father, I don’t
understand this: how does God allow small children to be
killed? What is this thing, this war, this bullshit? I got all these
friends who are dead’ ... That priest, he looked me in the eye
and said, ‘I don’t know, son, I've never been in war.” I said, ‘I
didn’t ask you about war, I asked you about God.’

Herman (1992a:55)

The construction of traumatic impact within the biomedical model of the DSM
is made with a passing acknowledgement of the cultural variation that may
influence all disorders, with little or no incorporation of spiritual and religious
values, and with a claim to be value-free. Yet, as the quote above suggests, the
search for meaning after traumatic experience is a very real factor and potential
determinant of outcome, and within the field of mental health, may manifest in
the diverse realities of cultural identity and expression, religious motivation
and agency purpose, and in the processes that individuals and group employ to
come to terms with the meaning of events. The emergent properties of
physiology, emotion, thought, behaviour and language all coalesce around the
search for meaning, which in the case of mental health workers will occur
within organisational and political environments that are also termed 'cultures'.

From an ecological perspective, culture provides us with an identity and a
sense of belonging that defines our values, our sense of connectedness and
much of our explanations for events, behaviour and meaning. We can talk also
of organisational ‘culture’ in an attempt to describe codes of behaviour and
loyalties within professional and environmental locations, for example, in the
organisational literature (Thompson et al, 1996). Culture is the lens through
which we are taught to see the world and which we internalise throughout our
life. Explanations for critical incidents and traumatic events will always be
sought within cultural frameworks. Whilst we can make cross-cultural
comparisons of reactions and understandings, we do so as members of our own
particular cultures with our own inherited wisdoms (Goode, 2000; Littlewood,
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2001; Sachdev, 2001). The imposition of one perspective onto that of another
culture runs the risk of ‘trauma tourism’, colonisation, and potential re-
victimisation.

Cultural narratives mediate both the manifestation of trauma and the responses
made both to individuals and communities in the wake of a traumatic event.
They may provide protection but can also alienate if a person’s experience is
not legitimised, or if the entire culture is itself threatened. Commentators
suggest that the perception of trauma as afflicting individuals otherwise in
control of their own destinies is a modern western construction, arising out of
social changes (and possibly the decline in the power of organised religion)
occurring within Western society, and is not in fact a universally agreed
articulation of experience (deVries, 1996; Gillard & Paton, 1999; McFarlane &
van der Kolk, 1996b). Elsewhere in the world, deVries argues, religions such as
Islam and Hinduism structure responses to trauma within an acceptance of
fate. Many non-Western cultures feature high levels of somatisation rather than
psychological effects. Assumptions cannot be made that an intervention
constructed for use in one cultural environment will apply and be as effective
in other cultural settings, a cautionary note to carry into the discussion
regarding the construction of support systems (Williamson, 1999). For Maori
workers, both within Western and Kaupapa Maori systems of mental health
care, such cross-cultural tensions may be part of the dynamic of trauma
response, with collective appraisals of health and wellbeing taking primacy
over individual perspectives (Durie, 2001).

Culture defines a person's relationship with the world, and may determine the
form that this takes. Trauma can disrupt this relationship, or it can strengthen it
(Turner, McFarlane & van der Kolk, 1996). There may at times be dissonance
between explanations of experience. Taylor, for example, highlights a
fundamental clash of values between religious and scientific interpretations of
events after cyclone damage in the Pacific (Taylor, 1998 & 1999). A similar
conflict may arise in the acceptability of particular responses and interventions
within organisations, such as the use of prayer. Religious belief may be
challenged by trauma (McFarlane & van der Kolk, 1996a). As workers, we have
motives for entering and remaining in the helping professions, and for the
professional environment to turn around and bite us may precipitate existential
and spiritual dilemmas (Bloom & Reichert, 1998).

On the other hand, religion, a cultural expression of spirituality, can provide:
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... a sense of purpose in the face of terrifying realities by placing
suffering in a larger context and by affirming the commonality
of suffering across generations, time, and space.

McFarlane & van der Kolk (1996b:25)

As a social institution it can act as a protective layer, a structure for shielding a
traumatised person from some of the anarchy that trauma and stress may
produce (Darling, Hill & McWay, 2004). Organisations that have a Christian
basis to their mission statement may provide such a protection for their
workers, and spiritual belief can transform and transcend (Benigni, 1998;
Keenan & van der Kolk, 2000).

Forgiveness figures prominently in accounts of recovery from traumatic
experience (Wiesenthal, 1997) and may allow a worker to move on from the
personal impact of an incident towards the development of a profound
understanding of its meaning. Whether this framed as a religious process or
not, at its core lays the separation of the event from the person, a cognitive
action that signifies the location of traumatic experience within a frame of
reference:
Because he loves off-duty policemen and their murderers

Christ is still seen walking on the water of Lough Neagh.
The Fishing Party, Longley (1995:42)

This frame of reference often includes political and cultural dimensions of
justice, and attests to the linkages between meaning, belief, organisational
functioning and human rights that conclude this chapter. Attention now turns
to the relationship of trauma and time, an issue that underpins the discussion
surrounding the complexity of response to incidents within workplace settings.

Trauma and time

The future is ‘kei muri’ (behind), another way of saying that the
future is largely determined by the past.
Durie (2001:77)

Discussion now follows that explores the concept of time in relation to trauma.
Time is a vehicle of transmission of impact. Incidents that occur at one point of
a person’s experience can resonate and repeat their effects at later stages, and
the behavioural patterns that are created in family and community can create
vulnerabilities in the lives of generations to come. Located within the holistic
concept of wairua or spirituality on the framework of Te Whare Tapa Wha, the
discussion illustrates the embeddedness and pervasiveness of traumatic impact
across lifespan and reinforces the ecological assumption that worldview and
belief systems, interlaced with structural and systemic elements, will shape
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individual experience of trauma within the workplace. The framework for
understanding this process is holistic, and the temporal influences are not lineal
or direct, being what Durie (2003) terms ‘long distance’ rather than ‘short
distance’ relationships. Durie (2001) suggests that for Maori, there is an implicit
recognition of intergenerational knowledge and processes that accepts the
intertwining of past and future in a way that challenges positivism’s emphasis
on reductionism. The focus of attention for the thesis is the degree to which the
impact of extreme stress can embed and manifest itself in the lives of mental
health workers, with resonating effects over considerable periods of time.

The importance of knowledge about traumatic effects and time in relationship
to staff support systems is twofold. Firstly, successful interventions and
support will aim to prevent or minimise harm, so as to strengthen a positive
relationship between the present and the future. It suggests that whilst
individuals directly affected may be the prime focal point, others in their
immediate system may also bear the impact over time, and that any
intervention must be aware of the lengthy process of recovery that incidents
may require. The occurrence of critical incidents and extreme stressors in the
work environment should not be an entry point for trauma into the lives of

workers and their families.

Secondly, the vulnerability of workers who have family or cultural histories of
trauma adds another dimension to this. Belief systems and traditions,
interaction patterns and behaviours are often the fruits of traumatic
experiences. In education, when students are asked to make links between their
personal and family histories, it is a process that for many is often the first step
of a process of articulating the unspoken experiences of past generations (Nash,
1993; Prasad, 1988). Critical incidents and traumatic events in the workplace
may not be the first experience of trauma for an individual, and the impact of a
new event may resonate and coalesce with existing responses. Adaptation to
trauma over the lifespan may blur an obvious connection between the
traumatic event and the subsequent cognitive, behavioural and social
consequences (van der Kolk, 1996b). Potential for such triggers may be
unanticipated within the organisation, and this raises issues of selection,
training, preparation and support of workers selected to work in areas where it
can be expected that buttons may be pressed, and where the risk of
retraumatisation, secondary traumatisation and burnout are an occupational
hazard (Figley, 1995; Pearlman & Saakvitne, 1995). These implications are both
practical and political, as it raises the spectre of pre-selection on grounds of
perceived psychological vulnerability. There are good grounds for concern,
given the use of medical specialists in World War I in order to establish which
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servicemen were malingering, and it also represents a denial (personal or
organisational) that some occupational circumstances are highly likely to be
highly stressful if not traumatic to many workers, regardless of resiliency
factors.

It is to this issue of prior experience and retraumatisation that discussion now
turns.

Time plays a major role in the dissemination of the impact of trauma
throughout all ecological levels and dimensions. An ecological understanding
of the complexity of traumatic impact pays attention to the ontological burden
carried by many within the mental health workforce. Faced with the experience
of critical incidents occurring in the course of their employment, many may
also carry the legacy of prior experience in childhood or earlier in adult life.
Brown and Bourne (1996), referring to social work and supervision, suggest
about twenty percent of professionals who work with children have been
sexually and/or physically abused themselves as children, with a higher
percentage for women than for men. Given knowledge from the previous
discussion about the effect of trauma on brain development, it can be
hypothesised that a considerable proportion of mental health workers will also
carry with them the scars of early traumatic experience.

Adding weight to this is the considerable research evidence linking early
trauma experience and adult vulnerability to traumatisation. The experience of
multiple events involving assaultive violence in childhood made more likely
the development of PTSD as a result of a subsequent trauma (Breslau et al,
1999). A similar result has been found in studies of adolescent reactions to a
natural disaster (Garrison et al, 1993) and worker’s tolerance of stress (Izutsu et
al, 2004). High rates of childhood trauma have been reported in combat
veterans from the Vietham War (Bremner et al, 1993; Davidson, 1991; Kulka et
al, 1990; King et al, 1996; Zaidi & Foy, 1994). Links can be made between
previous rape victimisations and adverse effects on the processing of a later
trauma (Foa et al, 1993; Resnick et al, 1992).

There is considerable research in the field of child abuse that attests to the
significance of early experience on adult behaviour. This comes in the form of
the neurobiological impact of trauma on brain development (addressed earlier
in this chapter), from attachment studies, from research that assesses the impact
of living in violent environments, and from consideration of the generational
transmission of impact.
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Attachment styles may influence workplace relationships and responses to
crisis. Given our knowledge of the environmental and family influences on
child development and well-being, there is a strong imperative from the
attachment literature to reduce the effects of traumatic events on the parent-
child relationship. Attachment will have enduring significance both for the
formulation of resilience against extreme stressors for a child, and for the
ongoing ability to handle and respond to stressors in adult life (Lieberman,
2004, Maunder & Hunter, 2001; van der Kolk & van der Hart, 1989). Poor or
damaged attachments increase a person’s susceptibility to stress, increase the
likelihood that a person may recourse to external regulation of affect (for
example through the use of relationships, substance abuse and so on) and may
alter their help-seeking behaviour. Parental detachment, or in an extreme form,
rejection of their children because of pressures on their own stability and
identity has an intergenerational influence on grandchildren (Main & Goldwyn,
1984; Main & Hesse, 1990).

Van der Kolk, van der Hart and Marmar (1996) argue that coping with stress
entails the development of skills in self-care, accessing social support, and
using the environment as a protective shield against potentially overwhelming
events. The developmental level at which a person experiences trauma, along
with the event’s duration and severity, will determine how such impact
manifests (Perry and Pate, 1994; Perry, 1995; Pynoos, Steinberg & Goenjian,
1996; Teicher et al, 2000). Adult survivors of childhood abuse may learn
strategies of survival that are avoidant in nature (Kisiel & Lyons, 2001). Such
relationship styles may protect from distress but may also reduce opportunities
for the development of positive attachments (Putnam, 1997). A secure
attachment history (with care-takers assisting in the construction of an
experience) allows for this development and utilisation of skills in the current
work environment (van der Kolk, 1996b). Where a worker operates in an
occupational setting such as mental health that relies on communication,
language and which is predicated upon a high level of autonomy, these skills
are essential. Trauma symptoms may be provoked by the job requirements of
cooperation and trust. Those workers whose own attachment relationships
have been fraught may respond differently when under pressure themselves,
using different internalised models of functioning even if the current working
relationships are open and benign in nature (Crittenden, 1985).

In addition to influencing attachment styles and communication patterns, past
experience can potentially determine a worker's response to threats and acts of
violence. Environmental exposure to violence and aggression as a child can
over time create vulnerabilities for adult functioning that are distributed
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throughout body, mind, social connections and spirit (Marmar, 1998; van der
Kolk & Fisler, 1995; van der Kolk & van der Hart, 1989). Motivation to work in
human services may well be fuelled by personal history of violence within the
home, and this carries attendant vulnerabilities for the mental health worker.
Within the workplace, childhood or inherited patterns of verbal or physical
violence, or a person’s response to this, may determine the outcome of a critical
incident. Early social relationships may create internal representations or
patterns of relational behaviour, which may be shaped by experience of abuse
or neglect; for example, the possibility of modelling power and control
behaviour (Graham-Bermann, 1998). In these situations, the protective and
recuperative features of the family, which we may employ to cushion the

effects of a traumatic event, may well be absent or actively toxic (Jaffe, Wolfe &
Wilson, 1990).

A direct link between childhood experience and adolescent and adult
behaviour can be made, suggesting that exposure to violence as a child may
lead to adults engaging in aggressive behaviour as a means of eliciting a
predictable response (Perry, 1997). Zuckerman’s (1999) description of the
‘Stress-Diathesis’ model of disorders suggests that episodes of abuse in
childhood stimulate stress hormones that eventually become acutely sensitive
even to benign stimuli, and therefore work overtime as a person grows into
adulthood. Within a family system, children may be exposed not only to direct
violence but also to the witnessing of adult partner violence. Where a child is
both primary and secondary victim, the impact is greater (Hughes, 1996; Jaffe,
Wolfe & Wilson, 1990). Graham-Bermann and Levendosky (1998) found that a
significant number of children exposed to the abuse of their mothers suffered
symptoms associated with PTSD, suggesting that the unrelenting distress of
witnessing alone can have a profound cumulative effect on the child. The
implications for vulnerability in workers can be profound.

This discussion suggests that whilst early trauma may result in problems in
adult life, its course is neither uniform, lineal nor particularly predictable (van
der Kolk, 1996b). The subtle interweaving of resilience and vulnerability factors
underscores the need to take a multi-causal perspective in our understanding of
the effects of trauma and chronic stress in the workplace. It cannot be assumed
that the presence of a toxic past contributes directly to current levels of
vulnerability to the effects of trauma. Nor can we assume that there is a
cumulative effect of traumatic events, as do, for instance, the Life Events
models of Holmes & Rahe (1967) and Brown & Harris (1978). Adult abilities
may reframe the meaning of past experiences in either positive or negative
ways (Green, 1997). The complexity of the person-in-environment development
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provides the imperative for us to study resilience as a protective factor, and the
overall benefit of learning from experience, and is perhaps an ideological stance
to take in the selection and training of mental health workers. What is
important to carry out of this discussion is awareness that prior experience can

be a major factor in determining a person’s reaction to a new environmental
threat (Ford & Kidd, 1998).

In addition, work environments such as mental health may repeatedly put
workers at risk of exposure to new traumatising incidents. It is a thrust of this
thesis that a lack of support for workers within service environments in which,
by the nature of the job, traumatic events may occur, can contribute to a
cumulative retraumatisation with long-term individual and organisational
consequences. Thus both prior and cumulative experience may severely
undermine coping ability.

Without negative past experiences, retraumatisation may still be a reality for
mental health workers. Incidents do not often occur as single events (I was once
asked to conduct a ‘debriefing’ in a residence whilst the skirmishes were still
continuing outside the door) but rather as a process whose impact reverberates
through personal, social, political and cultural dimensions (Erickson, 1994;
Straker et al, 1987). Events within mental health systems will have
organisational and legal responses that further impact on the wellbeing of those
concerned. Operational reviews, coronal inquiries and perhaps even
debriefings with staff support in mind, may contribute to further
revictimisation. Interventions themselves, working as they do in the sensitised
ground of traumatic impact, may be mis-placed, mis-timed or unwisely
conducted (Bloom, 1997; Silver, 1986). It is knowledge such as this that places
the design of staff support systems under an ecological obligation to include
systemic, structural, organisational and human rights factors within their
construction.

Introduction of these 'bigger picture' processes within the impact of trauma are
highlighted by the growing knowledge of the inter-generational transmission
of the effects of trauma and extreme stress, which Bloom (1997) terms a psychic
abscess dissociated from the original trauma. The concepts of complex
trauma/DESNOS and the long-term impact of trauma on characterological
development, described in Chapter Four, suggest that physiological effects on
the individual develop into the emergent properties of behavioural and social
dynamics, all play out within cultural contexts but are largely ignored in most
clinical assessment and treatment (Kira, 2001). These long distance' effects, as
Durie (2003) terms them, are often researched through the impact of major

146



events on the world stage, such as the effects of the Nazi Holocaust (Berger,
1988; Danieli, 1985, 1997 & 1998; Kellerman, 2000; Rowland-Klein & Dunlop,
1998; Steinberg, 1989; Yehuda et al, 1998a & 1998b) and the Vietnam War
(Galovski & Lyons, 2004; Harkness, 1993; Rosenheck, 1986) and in Aotearoa
New Zealand, through debate concerning the impact of colonisation (Chapter
4). Growing knowledge about the neurological, behavioural and social
transmission of the effects of child abuse and domestic violence also suggests
that the impact of incidents within the workplace may be played out in
accordance with large-scale patterns and processes (Egeland & Susman-
Stillman, 1996; Oliver, 1993).

Whether the impact of trauma across generations is transmitted through
biological vulnerability or environmental influence is still under investigation
(Kellerman, 2000; Muller, Hunter & Stollak, 1995; True et al, 1993). Yehuda
(1999) leaves open the issue of whether trauma actually interferes with heredity
on a genetic level, acknowledging that such biological alteration may be
environmentally determined. Transmission is complex rather than lineal and
my reading of the research literature suggests that it is likely that there are
multiple and indivisible contributions to traumatic impact, further
underscoring the importance of using a holistic framework of understanding
that can address complexity.

The possibility of posttraumatic growth

A review of the impact of trauma suggests that as the
impact expresses itself through the dynamic interaction
between ecological levels, so too can the impact
transform itself according to its environment, whilst still
retaining a fundamental relationship with its
neurobiological and cognitive features. With this
transformation comes the mediating power of the
environment, which can potentially assist the mental
health worker to develop new learning and to grow from
the experience.

Mlustration 5.1: Danger and Opportunity, the Chinese pictogram for
crisis
Cultural beliefs outside of a Western perspective have long incorporated the
possibility of posttraumatic growth. Buddhism, for example, predicates the

development of wisdom upon the experience of suffering (Tedeschi & Calhoun,
1995). The Chinese pictogram for crisis (Illustration 5.1) represents both danger
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and opportunity. Scientific descriptions of traumatic impact and research into
PTSD have tended to focus on the massive negative aspects of physiological
and behavioural change, and on pathology (Joseph, Williams & Yule, 1993;
Tedeschi & Calhoun, 1995; Violanti, Paton & Dunning, 2000), despite signalling
of the potential for positive outcomes within humanist psychology and a
Strengths perspective (Gilliland & James, 1997; Joseph, 2004; Saleebey, 2000;
Wolin & Wolin, 1993).

Literature from the Strengths, Recovery, thriving and resilience fields since the
1980s has suggested that the impact of adverse events can be mitigated by
personal and environmental factors such as a strong sense of self and of future
(Henry, 2001); the notion of emotional expression (as suggested by
Pennebaker's work addressed earlier in this chapter); better family functioning
(Tiet et al, 2001); family embeddedness in community (Gilgun, 1999); and in
social support (McMillen & Fisher, 1998).

Research within the trauma field has, within the last ten years, begun to reflect
a similar perspective. Research evidence suggests that some positive change
may occur in between fifty to sixty percent of traumatic experiences (Tedeschi
& Calhoun, 1995). Recovery bears an ecological face, using cognitive and
constructivist processes that have a dual role of managing the physiological
stress response, and developing narrative (Calhoun & Tedeschi, 1998 & 1999;
McMillen, 1999; Saakvitne et al, 1998; Tedeschi & Calhoun, 1995). Tedeschi and
Calhoun describe positive change that occurs in five areas: more intimate and
emotionally open relationships; the recognition of new possibilities in life; a
deeper appreciation of what life offers; a greater sense of personal strength; and
spiritual or religious development (Calhoun, 2003; McMillen & Fisher, 1998;
Tedeschi & Calhoun, 1996). Thus those affected by trauma reform their
shattered assumptions (Janoff-Bulman, 1992; McCann & Pearlman, 1990a).
Ursano et al (1996) describe the 'psychic glue' that may organise experience and
reorient values and goals. Saakvitne et al (1998) formulate their ideas under the
created description of 'constructivist self development theory' and emphasise
that adaptation to trauma is a complex interaction between personality, history,
event and context over time, arguing that to comprehend how someone may

thrive after adversity, an intrapersonal perspective and theory base is required.

The determination of recovery also lies to a great extent on the receptiveness of
the environment to validate a person’s experience (Bloom & Reichert, 1998;
Tedeschi, 1999). The general assumption of the literature is that growth occurs
over a lengthy period of recovery, and may not be so evident in the immediate

aftermath of an event. However, windows of opportunity may be present
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within the posttraumatic environment, and especially in the immediate period
post-incident, which may work with victims to develop an orientation towards
the possibility of positive change (Calhoun & Tedeschi, 2000). This ecologically
informed approach suggests that there is environmental responsibility for the
management of incidents and developing resilience (Paton, Violanti &
Dunning, 2000; Paton, Violanti & Smith, 2002). An approach that recognises the
importance of the interconnectedness of human experience is of great
significance to our response to traumatic events in the workplace, where the
complexities of individual response and organisational context interact over
time.

On the basis of this approach, the holistic framework of this chapter concludes
with acknowledgement of the systemic and structural foundations of
experience, as exemplified by consideration of the importance of justice and
human rights issues.

Whenua, the ground we stand on

The use of the holistic framework of Te Whare Tapa Wha illustrates the potential
for the impact of trauma to become embedded in all aspects of human life, from
the neurobiological to the cultural and spiritual. There is a complex
interrelationship between the impact of events on the individual and the social
and organisational environments in which they function. A shift in focus, from
the impact on the individual to that of the impact on the person within the
environment, suggests a parallel shift in responsibility and opportunity for the
provision of support for events within a workplace context. With this
knowledge comes an imperative for action within structural and political
dimensions of justice and human rights, elements also accorded weight within
the Western ecological model described in Chapter Two.

Collective rather than individualised responses have emerged in some political
contexts (for instance, Truth and Reconciliation Commissions, and the
reparation and accountability processes of the Waitangi Tribunal34), and
Critical Incident Stress Debriefing, discussed in the following chapter,
represents a movement towards this within a workplace context. Collective
responsibility - having the ground to stand upon in identifying the traumatic
cultural and political impact of events - is a far more complex strategy to take,
and one that is challenged by the forces of silencing, minimisation and denial,

3 The Waitangi Tribunal was established in 1975 in order to hear Maori grievances and to
investigate claims based on historical land confiscations and other breaches of the 1840 Treaty
of Waitangi, which established a relationship between Maori tribes and the Crown (Walker,
1990).
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an argument that can apply equally in the workplace as it does within global
politics (Bloom & Reichert, 1998; British Medical Association, 1992; Davies,
2001, Summerfield, 1995). Accepting that acts of violence and patterns of
response may in part be determined by historical and cultural forces suggests
that restoration of well-being and equilibrium needs to occur not only at the
immediate physiological and behavioural level, but also within the systems of
service delivery and the political and human rights policies of national
government and health organisations (Kagee, 2004).

There remains resistance within ‘mainstream’ society to accept the use of a
trauma model, to make a connection between political and cultural abuses and
current social problems, or to take collective responsibility for events impacting
on individuals (Bloom, 1997; Polakow-Suransky, 2003; Tomas, 2004; Turia,
2000). These dichotomies resonate within parliamentary debates and also
within the ‘debriefing’ literature, Kelly arguing forcefully that:

To be effective, responses to acute trauma need to be situated in
a framework of collective and cumulative traumatisation over
several generations.

Kelly (1999a:38)

Summerfield argues that there are too few studies that bridge the gap between
‘individual psychological responses and the sociopolitical dynamics of
marginalisation and persecution’” (Summerfield, 1995:26). This thesis is
intended as a contribution towards redressing this balance.

There are, however, models of trauma treatment that acknowledge the multi-
systemic and transtheoretical dimensions of the experience of extreme stress:
these, through ecological necessity, contain the wisdom that any response to
trauma must respect the autopoietical principles of identity, structure,
relationship and change.

Ecological frameworks of trauma response

And if there ever is gonna be healing
there has to be remembering
and then grieving so that there then can be forgiving
there has to be knowledge and understanding
O'Connor (1994)

The trauma literature is dense with description and evaluation of interventions
for those experiencing post-traumatic symptomatology. Much of this is
relatively context-free in terms of its derivation, application and evaluation,
and as such, does not match intervention with environment in the way that an
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ecological imperative requires. Pharmacological treatment, reflective of its
medical identity, uses the physical body as its domain and aside from issues of
compliance, does not pay significant attention to the environmental conditions
in which trauma occurs. Many psychological techniques and tools, for instance,
focus on specific difficulties (for instance, somatic or anxiety symptoms) that a
person may be facing during part of their recovery. The inherent logic that
recovery may take time and that it progresses through different stages with
different needs is, however, embedded within both the trauma and crisis
literature, and within popular culture (Lindemann, 1995b; O'Connor, 1994, as
above).

Several theorists and practitioners have attempted to draw together
descriptions of the interventions and supports necessary to assist someone in
their entire journey through recovery from traumatic experience (for instance,
Chu, 1998; Herman, 1992a; van der Kolk, McFarlane & van der Hart, 1996). The
creation of such frameworks, described as phase or stage models of recovery,
are conceptually similar to the critical incident stress management approach
(Chapter 6), although less tied to contexts such as the workplace. The
recognition that people go through stages in recovery (and that different
interventions will be required at each stage) introduces an ecological awareness
of context. Bloom’s writings, for instance, suggest a strong humanitarian and
political agenda that includes the need for primary initiatives aimed at
prevention or harm minimisation (Bloom, 1997; Bloom & Reichert, 1998).

Of the generic frameworks for recovery, Herman'’s (1992a) three-stage model is
widely utilised, the stages being safety; remembrance and mourning; and
reconnection with ordinary life.

The safety aspect of the framework suggests that the person affected by trauma
must become safe from further or recurring stressors (van der Kolk, van der
Hart & Marmar, 1996). Work on the actual trauma may be deferred until
control over somatic, psychological and social effects is gained, which implies a
range of possible interventions spanning relaxation and body work,
pharmacological support, cognitive-behavioural exercises, attention to
addiction and substance use, and psycho-social interventions such as housing,
income and family work (Figley, 1990). Underpinning all of this is that those
conducting the intervention process must manifest aspects of safety themselves:
that is, they must be acceptable, congruent and able to establish and maintain
trust and rapport (Pope & Garcia-Peltoniemi, 1991).
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The middle stage of Herman’s model refers to remembrance and mourning,
and the work done here represents the therapeutic and practical tasks
surrounding dealing with traumatic memory and experience. Interventions in
this stage, because of their trauma-focus, are often seen as the true ‘trauma
work’ as opposed to the safety focus of the first stage and the reconnection goal
of the third. Here we may find processes geared at identifying, containing and
coping with traumatic memory and imagery, moving the experience from
being pre-narrative into a linguistically-based reconstruction able to be
manipulated through therapeutic intervention, and thereby beginning to
address the emotions such as rage, anger, grief, blame and guilt that emerge.
Mindful of the retraumatisation that can occur through the evoking of memory,
strategies employed in the first stage of safety will continue to be of importance
whilst monitoring distress. This second stage, utilising individual and group-
focused processes, corresponds to the processes embedded within defusing and
debriefing within the workplace, and also with the formal political processes of
testimony such as are enshrined in truth and reconciliation processes (Agger &
Jenson, 1990; Mater, 1999; Noble, 2001; Reid & Hoffman, 2000; Swartz, 2000).
For many victims of trauma, this stage marks recognition that others can
recognise the impact, and perhaps have shared similar experiences.

The third stage of this model transforms the trauma victim into a survivor, and
focuses on reconnection strategies with the non-trauma focused world (Janoff-
Bulman, 1992). After coming to terms with the past, the survivor must create a
future by learning to live in a changed reality. Such reconciliation, restitution
and reconnection may take different paths, and some people emerge with a
renewed or changed vision of their life’s purpose, a political or professional
imperative or a change in the nature of their relationships through
estrangement or forgiveness. Re-engagement with the rest of life does not
imply an abandonment of the previous stages. Key situations and triggers may
require implementation of safety strategies, for instance, or a re-working of
some of the ‘trauma work’ of the second stage. Sgroi (1989) suggests that these
phases should be envisaged, therefore, as a spiral rather than a lineal
progression, with an ever-present need to be able to re-visit previously
encountered processes of recovery at a higher level of integration. This ensures
that the traumatic impact is not forgotten, a common occurrence, perhaps,
within the short-term memory of organisational.

There are thus strong arguments for a framework of recovery and support from
the clinical and research literature, and whilst the processes suggested by these
various models include psychological treatments (for example) that do not
apply to workplace settings, it is the process suggested by them that resonates

152



strongly with the models of critical incident stress management described in
the next chapter. What emerges from this consideration is an endorsement of a
matrix of intervention strategies that includes, but which is not limited to, the
provision of treatment or intervention strategies focused on the incident and its
immediate aftermath. As the following chapter suggests, however, much of the
critique of workplace supports has been focused on the efficacy of
psychological debriefing as an isolated intervention.

Conclusion

This chapter is, like the thesis itself, founded upon ecological principles that
offer a theoretical and practical process of unifying interpretations of research
and experience from a variety of perspectives and paradigms. The use of Te
Whare Tapa Wha has bound together the knowledge located within the positivist
paradigms of neurobiology and psychiatry, and structural, systemic and
interpretivist perspectives that link the individual’s experience to that of their
social and cultural participation. There is a growing body of evidence leading
to the conclusion that workplace intervention should not exclusively occur on
an individual level but should operate in social, cultural and organisational
domains (Ozer & Weiss, 2004). The implication of this complexity suggests that
responses to critical incidents and traumatic events in the mental health
workplace will be multi-level, transtheoretical, and environmentally
embedded. It is to the issue of workplace incidents that attention now turns.
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Chapter Six: Critical Incidents: their response

and evaluation

Introduction

This chapter maintains the emphasis on the importance of an ecological
approach to understanding trauma and extreme stress. As previously argued,
ecological frameworks of understanding have, at their core, an embedded
assumption that individual incidents are best understood by means of an
awareness of the environment in which they occur. Frameworks such as Te
Whare Tapa Wha and the ecological perspective first articulated by
Bronfenbrenner (1977; 1979) emphasise the contextual dynamics and relational
aspects that responses to incidents must take into account. Such perspectives
promote the application of autopoietical notions of structure, relationship,
identity and change in any response and its evaluation.

The chapter begins with a discussion in regard to the contextualised nature and
incidence of critical incidents within workplace settings, and briefly considers
the policy and legislative context of health and safety in Aotearoa New
Zealand. The chapter then introduces the concepts of psychological debriefing
and critical incident stress management around which much of the current
debate about staff support systems revolves. In order to understand the strands
of the ensuing debate over debriefing, the theoretical foundations of evidence
based practice, the tool currently utilised in its evaluation, are explored.
Consideration of the issues raised by the debriefing debate forms a case
example that underpins the voices of the participants in this thesis research,
and assists in the determination of appropriate response to the occurrence of
critical incidents.

Crisis and Critical Incidents: definition and nature

By reviewing the impact of trauma and extreme stress, it is clear that prediction
of outcome cannot assume that any one event will become critical. Rather, as
Gilliland and James (1997) suggest, it is the perception of a threat to needs
fulfilment, safety, or meaningful existence that may harm. The inclusion of the
notion of crisis within this research lies with the recognition that the criticality
of an incident plays out over time after an incident, and its impact becomes
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embedded within the personal, professional and organisational characteristics
belonging to that unique situation (Janosik, 1984). Recognition of the role of
self-definition and the environment produces an interactive or dynamic
definition of criticality and critical incidents, very much reflective of
constructivist elements within an ecological approach (Miskiman, 1990). Within
the theoretical stance taken within this research, the criticality of incidents for
those interviewed was left up to each participant to determine.

Whilst the knowledge base of crisis (and of crisis intervention theory) can be
traced from the initial articulation within psychodynamic processes of human
development (Lindemann, 1944), more recent research studies and reviews
reflect these ecological conceptualisations (Seymour & Moore, 2000). In Everly,
Flannery and Mitchell’s (2000) review of the origins of crisis intervention, they
note the shift from looking at the impact of critical incidents on individuals to
the effects on groups of victims, and begins to define incidents not only in
terms of the impact on the individual but on the individual within the
environment. The notion of crisis brings with it the understanding that the
experience temporarily overwhelms usual coping strategies; the notions of
intervention and incident introduce context.

Within the debriefing literature and evaluation, there is, however, a tension that
emerges between the perception of incidents as being critical, and as being
traumatic, a confusion that is as much about theoretical positions as it is about
choice of terminology, and one that I have learnt is symptomatic of this field.
The terms 'crisis', 'emergency' and 'trauma are often juxtaposed (Everly, 1999 &
2000; Miskiman, 1990). Indeed, the terms have been used in relationship with
each other within this thesis title as a deliberate conjunction of knowledge bases
that requires clarification and resolution prior to the establishment of
appropriate staff support systems. This inclusive description, ‘critical incidents
and traumatic events’, although acknowledging the potential for some
incidents to have traumatic impact, also reveals the core of much of the debate
over the appropriateness of particular interventions and support for workplace
incidents that is addressed later in this chapter.

The nature and incidence of critical incidents

There seems to be better and easier places to work than mental
health.
Annette King, Minister of Health (2002)

[t is to the understanding of the dimensions of critical incidents that attention

now turns. Mental health services are, of course, not the only location for events
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that are perceived as critical, and whilst a hypothesis about the high proportion
of incidents in this sector that are of a person-to-person nature can be made,
consideration of incidents occurring in other sectors can serve to illustrate
general patterns and to signal key issues.

Other human services share the concerns of the Minister of Health, as above.
Both Beckett (2003) and Luparell (2004) refer to the use of military and
battlefield terminology to describe human services workplaces. Teachers and
tertiary educators are subject to physical assault as well as ‘grade rage’®® and
other forms of emotional abuse, with significant implications for job satisfaction
and tenure (Luparell, 2004; Staffwriter, 2004). Police both here and abroad are
particularly vulnerable (Addis, 2002; Buchanon, 1994). Social workers both in
Aotearoa New Zealand and internationally have described high levels of
physical violence, threats to their safety, and situations of bullying and verbal
abuse (Beddoe, Appleton & Maher,1998; Bibby, 1994; Johnson, 1988; Rey, 1996;
Smith, McMahon & Nursten, 2003; Stark, 2001). Agnew, Dawson and Elliott
(1998), in their list of critical incidents experienced in the child protection
environment in Aotearoa New Zealand, name situations that reflect potential
for traumatic impact, but also more general perceptions of crisis, emergency
and, significantly, cumulative stress.

Health service environments appear to be particularly vulnerable to the
experience of critical incidents, with statistics tending to omit those incidents
not resulting in physical injury. Breakwell’s early study (1989) indicates that
health social workers were twenty six times more likely to be assaulted and
seriously injured than the general public. A survey in the British National
Health Service (NHS) found that almost one in ten health workers had been
attacked at work in the previous year (BBC News, 1998). In the US, too, the
health service figures prominently in critical incident reporting (Bloom &
Reichert, 1998). Kelly (1999a) suggests that exposure to threatened or actual
violence to self is a common experience among rural health practitioners in
Australia. Eighty two percent of a national sample of remote area nurses
reported that they had been exposed to verbal aggression or obscene behaviour
in the previous twelve months, with nearly half reporting exposure to physical
assault.

Mental health appears to have its own particular vulnerabilities, the US Bureau
of Justice (1997) reporting that it is one of the most dangerous environments.
One early study listed 24% of psychiatrists, psychologists and social workers
being assaulted by one or more patients in a one year period (Edelman, 1978).

3 A term for which I thank Liz Beddoe at the Centre for Social Work, University of Auckland.
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In 2000, 17% of psychiatrists in a British study had been assaulted by patients in
one year, and one third threatened with violence (BBC News, 2001). Sixty two
percent of clinical staff reported experiencing a critical incident involving a
serious threat to the life or physical safety or witnessing a serious injury or
death (Caldwell, 1992).

A local newspaper reported that in three months in 2003, 277 acts of patient
violence were reported in Capital and Coast DHB*® (Macdonald, 2003). In the
first quarter of 2004, 36 of the same DHB’s staff were injured in attacks, and 141
threatened by verbal abuse (Boniface, 2004). Almost all incidents occurred in
mental health or geriatric services. The Board’s then Clinical Director for
Mental Health, McGeorge, was reported as saying:

It's an occupational hazard [...]. In some ways it’s remarkable
how they deal with these types of situation. They are very
dedicated. Mental health becomes a life mission.

Macdonald (2003)

Certainly, mental health environments carry their own unique risks in terms of
client self-harm and suicide (Mental Health Commission, 1997; Mullen, 1996).
Gilliland and James (1997), arguing in an American context, attribute an
increased risk to deinstitutionalisation. People receiving treatment for mental
illness are no more violent or dangerous than the general population and more
likely to be victims of violence, especially self-harm (Duckworth, 2002; Mulvey,
1994; Simpson et al, 2003) and homicide (Hiroeh, Appleby, Mortensen & Dunn,
2001). However with a drug and alcohol presentation, the risk of violence
becomes far greater (Steadman et al, 1998; Tiihonen et al, 1997). Thus mental
health workers may be victims of direct violence, but may also be indirectly
affected through the secondary traumatisation of violence or distress. Added to
this will be the sensitising effect of working with people in environments where
stigma and discrimination debilitate and undermine recovery processes
(Ferriman, 2000; Jorm, 2000; Link et al, 1999; Phelan et al, 2000). Staff attitudes
and prejudices play an active part in either perpetuating or ameliorating these
stereotypes (Balsa & McGuire, 2003; Sartorius, 2002).

The economic cost of workplace incidents and stress

The economic cost of incidents and cumulative stress is another factor that
illuminates the issues of critical incidents. There is considerable evidence in the
occupational health literature of the financial cost of workplace stress, which

then provides a rationale for the inclusion of cumulative as well as critical

% The District Health Board that covers the Wellington region.
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incident stress within preventative systems and health and safety legislation.
Evaluation of the impact of incidents alone is rare, and suggests that in
contextualised employment settings, isolation of the initial event from its
ecological impact is not feasible. The quantification of the impact of stress and
incidents is clearly dependent upon the tools used to measure and evaluate,
factors such as sick leave, absenteeism, recruitment and replacement costs and
(in the North American environment in particular) the costs of litigation all
emerging as measures (USA Today, 1995). The standard costing for staff
turnover is, according to Douglas (undated), a year’s salary to fill a vacant
position. This is factored from things like advertising, training, and speed to
effective functioning. Other commentators suggest that in turn, vacancies and
under-staffing add to the stress levels of existing staff members, by increasing
their hours, responsibilities and by souring the relationships between workers
and their management (Kadis, undated; The King's Fund Mental Health
Inquiry, 2003).

According to the US National Safe Workplace Institute, the average cost to
employers of a single episode of workplace violence can amount to $US 250,000
in lost work time and legal expenses (Anfuso, 1994). Early and ill health
retirements by police officers in the UK in 1997 cost the taxpayer £330 million
(Field, email to Traumatic Stress list, 30.9.98). Field, a writer on workplace
bullying, described the figure as the “‘medicalisation of dissatisfaction’. In 1998-
9 in Workcare (the Australian funding for workplace support), the average cost
for occupational stress claims was four times the average across all forms of
claim. Within mental health, a British study suggested an annual turnover rate
of nurses at between 11-21% across agencies surveyed, with vacancies at any
one time averaging 13-23% (The King's Fund Mental Health Inquiry, 2003).
Similarly, one in eight consultant psychiatric positions were vacant at any one
time (Sainsbury Centre for Mental Health, 2001). Within Aotearoa New
Zealand, the cost of workplace stress has been addressed within various human
service settings. Huddleston (2002) reports that the cost of recruiting and
training a police officer was about $144,000 in 1998, with costs of voluntary
retirement being $23,000.

Huddleston (2002) cites an American report that validates early intervention in
cost terms (Friedman, Framer & Shearer, 1998). Here, the average cost for an
early intervention in traumatic stress was $US8,300 and when detection and
intervention were delayed, the cost rose to $46,000. Delayed intervention
quadrupled the amount of time taken off work and litigation rose sevenfold.
Similar benefits of implementing early intervention or comprehensive
programmes of staff support have been noted (Cornell & Kirwan, 1997,
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Flannery et al, 1995; Mitchell, 1995b; Western Management Consultants, 1996).
It should be noted that several of these studies have been conducted within a
frame of reference of critical incident stress management, which is addressed
later in this chapter.

Reflective of the decentralised and diversified nature of the mental health
workforce in this country (Chapter 3), no overall statistics appear to be kept by
the Ministry of Health in relation to the cost of recruiting and retaining mental
health workers. The number of unfilled fulltime equivalent (FTE) posts in 2003-
2004 was nine percent (Hatcher et al, 2005). A tentative extrapolation from the
studies reported here suggests that there is a vicious circle of attrition and
staffing losses, under-staffing and occupational stress, all of which can create
environments of risk in which further incidents may occur.

The Ministry of Health and ‘Sentinel Events’

The Ministry of Health and its Mental Health directorate has recently taken
responsibility for the gathering of information about serious incidents that they
term ‘sentinel events’3”. However, these refer only to those incidents that have a
serious impact on consumers (Sentinel Events Project Working Party, 2001).
The Sentinel Events report acknowledges the existence of other events, some of
which they term ‘close calls’, and other incidents that they view as undesirable,
but which the Ministry views as each board’s internal operational responsibility
to report for quality improvement and risk management purposes. The
Ministry does not centrally monitor or determine the nature or impact of
critical incidents and traumatic events on the workforce (personal
communication, Director of Mental Health, 3.6.04). Within mental health
services there is not a universally agreed definition of critical incidents. Each
District Health Board maintains its own statistics and, within the terms of the
health and safety legislation discussed below, has responsibility for the shape
and efficacy of staff support systems. The emphasis on severe incidents
affecting consumers is clearly necessary but not sufficient for an understanding
of workplace incidents and support.

Within the report cited above, there is however a significant shift in policy
thinking which is encouraging. On a philosophical level it reflects a strong
endorsement of systems and non-lineal complexity. In its description of ‘root
cause analysis’, for example, it encourages employers to consider the root

37 Sentinel events are defined as ‘those events that must be reported centrally ‘and which ‘result
from the systems that deliver care/treatment to consumers’. They are seen to ‘have a significant
effect on the consumer, result in permanent disability or death and result from management of
the consumer’s illness, disease or condition’ (Sentinel Events Project Working Party, 2001).
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causes of sentinel events, and acknowledges that at times the root causes get to
the heart of how an organisation operates. It focuses on systems effectiveness
and change as requirements of a response to events, and acknowledges that
cause-and-effect attribution is not always possible. For the argument within this
thesis, comments such as the need for a profound culture change in
organisations (pl2) represent a considerable shift in thinking towards
recognition of the importance of job context.

Job context and job content: the interface with workplace stress

This thesis argues that reactions to workplace critical incidents and traumatic
events are determined by the dynamic relationship between person and
environment. It argues that critical incidents and traumatic events, damaging as
they potentially are, are possibly highlighted at the expense of those
background stressors more firmly embedded into organisational life, and less
readily attributable to immediate and short-term intervention. The interface
with levels of ambient stress within the workplace is therefore crucial to an
appreciation of the appropriateness and effectiveness of staff support systems
responding to incidents.

Rose and Tehrani (2002) suggest that there was a lack of literature prior to the
1980s that considered the impact that working with traumatised people has on
workers. Ream (1999) cites a study by Brodsky (1982) as one of the earliest
analyses of employees’ experience of stress from an organisational and cultural
perspective. The development of support systems following incidents, allied
perhaps by necessity to the trauma literature and a biomedical paradigm, has
ignored or at best underplayed the importance of organisational stress, and has
until recently not attempted to consider the importance of context in the
construction and implementation of responses. Measure of outcome, as
considered later in this chapter, has not focused on the environment in which
incidents occur.

Yet organisational issues appear paramount in the determination of worker
wellbeing and performance. Valent (1999) suggests that morale, one of the
major concerns of trauma literature from World War II, has been underplayed
in the current focus on trauma. The issue of morale, connected as it is to the
fabric of the life of an organisation and its employees” wellbeing, is crucial in
our understanding of stress and its relationship to the management of
incidents. Valent (1999a) argues that, like the military, mental health

professionals in trauma (and perhaps management in organisations) may be

161



unwittingly forced to underplay the issues in order to keep up the image of
corporate productivity, efficiency, public service and public safety.

Job stability, satisfaction and morale are clearly linked in many studies and
commentaries regarding organisational health (Bassett, 2001; Chalmers, 1998;
Douglas, undated; Mason, Johnston & Crowe, 1996; Voss et al, 2001). Probst
and Brubaker (2001) connect these to higher levels of workplace injuries and
accidents. Several studies highlight the negative impact of bullying (Matthiesen
& Einarsen, 2004; Newsroom, 2002; Sheehan et al, 2001, Summerskill, 2002;
Tehrani, 2004). As distinct from harassment, which often takes a physical, racial
or sexual form, bullying is often embedded in the power structures of an
organisation.

An emergent feature of stress in the workplace is that of the degree of control
held by a worker. Wilkinson (1996) argues that social institutions set up in
order to deliver health services and to reduce social inequalities, in fact end up
perpetuating the inequalities because they mimic the same divisions in society.
His argument is connected with the notion of social capital, suggesting that
levels of social capital within an organisation will influence wellbeing and
protective layers, played out through issues such as extent of networks, degree
of trust, shared norms, mutuality and reciprocity. In a philosophical review of
the theories of institutions and their social and psychological processes, Jones
and Fowles (1984) trace basic themes in relation to the nature of mental health
institutions, aspects experienced by consumers and staff alike: loss of liberty
and autonomy, social stigma, depersonalisation and low material standards.

From a social work perspective, Morrison (1998) talks about working in an
anxious environment. He argues that because it is often interpreted as
unprofessional to be anxious, this emotion is suppressed through flight or fight
mechanisms. Staff are undermined in their confidence to experiment with new
practice, show a resistance to sharing ideas, expressing feelings and so on.
Emotional defensiveness, task avoidance, and denial follow. Morrison’s
concern is that this can result in the depersonalisation of clients, detachment
and denial, ritual task performance, constant counter-checking, redistribution
of responsibility, reframing and minimising and clinging to the familiar. Similar
processes may manifest in mental health. Workplace conditions may jeopardise
the ethical obligations of mental health workers (Green & Bloch, 2001).

Under-reporting of incidents appears to be embedded in the workplace context
in which incidents occur. Murray and Snyder (1991) found that five times as
many assaults on health care workers occurred than were reported. Few
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incidents of assault were reported to management in Beddoe et al’s 1998 study
of New Zealand social workers’ experiences of violence. Crampton (1999)
suggests that under-reporting is in part due to lack of formal reporting
structures. A contributing factor may also be the complex relationship between
job context and job content, in which significant stressors may be experienced
that do not emerge as discrete events measurable by reporting or data
gathering systems.

Research evidence reinforces that the causality for distress is not a lineal
relationship between the experience of stress and an incident (Bloom, 1997;
Finlayson et al, 2002; Huddleston, 2002; Smith & Paton, 1997). Analysis of the
impact of job context (the environmental conditions in which the work is
conducted) and the job content (the actual experiences) reveals some significant
weighting surrounding the effects of the environmentally located
organisational stressors. Examples can be found within studies within police,
welfare and health organisations. Huddleston’s study (2002) of the impact of
traumatic and organisational stressors on New Zealand police recruits suggests
overwhelmingly that it is the organisational issues that provide the major
source of stress for young police officers, rather than the exposure to trauma.
Her findings provide substantial argument for the development of
organisational support systems. Violanti and Aron (1995) suggested that
organisational stressors were 63 times more powerful than incidents in the
New York police. A study of reactions to body handling by police officers after
an oilrig tragedy in Britain suggests that the high morale within the group was
sustained by a clear definition of duties, a feeling of being valued by
management, helpful feedback about the tasks performed, and good
relationships through both horizontal and vertical layers of the organisation
(Alexander & Wells, 1991). Educational sessions that I have conducted with site
managers3® and supervisors for the Department of Child, Youth and Family
confirmed that whilst the content of the work and the sometimes painful
incidents encountered in child protection created stress, the majority of
examples of sources of stress were located within the context of organisational
functioning. These views were reiterated by grassroots staff in the
Department’s Baseline Review (Department of Child Youth and Family
Services, 2004).

Mental health services are not exempt from these pressures, the 1996 inquiry
raising concerns about the workforce in Aotearoa New Zealand (Mason,
Johnston & Crowe, 1996). A joint union submission in the report suggested that

38 Site Managers have the overall responsibility to manage the staff, policies and practice in the
various geographical sites in this country.
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burnout was causing open antagonism in previously cohesive teams and that
levels of violence against staff were increasing.

Mindful of this interrelationship of context and content, the development of the
health and safety legislation within Aotearoa New Zealand is now considered.

The Health and Safety environment

Bloom and Reichert (1998) suggest that the foundations necessary for the study
of psychological trauma are the existence of a political will or movement.
Support for mental health staff experiencing stress and trauma in the
workplace will only become viable if there is organisational ownership of the
risks. Without this, a culture of denial will exist alongside suppression of
organisational initiatives to assist staff members. The current health and safety
legislation may perhaps be interpreted as a framework illustrative of consensus
regarding cause, effect and responsibility in regard to the management of
workplace stress.

Legislation governing health and safety in the New Zealand workplace initially
evolved in the intellectual environment of positivism, which enhanced the
natural conservatism of the courts through requirement that a lineal
relationship between an event and its impact be established before legal
liability was proven. Compensation for damages through the courts required a
tort, that is, an injury resulting from a wrongful (intentional or negligent) act of
omission or commission, which potentially entitles the victim to compensation.
Conservatively, legal systems have resisted these sorts of claims unless some
form of damage could be proven (Brown, 1999).

A diagnosis of PTSD was previously essential for compensation, as a direct
cause could be found in a lineal fashion. The further from the diagnosis one
strayed, the more speculative and tenuous the attribution became (McNally,
2004; Pitman et al, 1996). One difficulty is that it is harder to determine
culpability in terms of what Brown (1999) calls ‘nervous shock’ as opposed to
physical injury or damage to property. This perhaps parallels the emphasis on
tangible, physical proof in empirical science and the emphasis on actual
physical violence in the statistics.

The same paradigm shift that has enabled a greater appreciation of issues of
complexity in the conceptualisation of trauma has led to sophistication in the
application of health and safety law. Preceded by a decade of test cases in this
country and similar jurisdictions, the legislative framework in Aotearoa New
Zealand was amended in 2002 to include notions of cumulative stress, thus
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severing the directly lineal causal link between an immediate environmental
event and outcome. Several testcases both in Aotearoa New Zealand and
overseas attest to this process of change (Brown, 1999; The Guardian, 17.11. 94,
in Brown & Bourne, 1996; Clarke, 2000; Weekend Herald, 10-11 June 2000).

The Health and Safety in Employment Amendment Act (2002), whilst still
using the notion of 'hazard' that suggests risks of physical injury incorporated
the knowledge that cumulative stress and exposure to the traumas of others can
significantly impair health and wellbeing through both physical and
psychological harm. It thus reflected the changes in knowledge base
surrounding environmental stress and trauma, and loosened the direct causal
connection between event and impact. It outlines a gradient of intervention that
gives preference to the elimination of hazards. Only if this is not practicable
should such risks be isolated, and if this is not possible, then minimisation of
the likelihood of harm should occur.

Such a hierarchy of harm prevention acknowledges that there are some
workplace environments that are inherently stressful, and that accumulation of
stress, rather than single identifiable events, may lead to harm. Furthermore, it
suggests that in some environments, where there are consistent reports of
distress and adverse health outcomes, it may not be possible to eliminate the
hazards and the task of the employer-employee contract is therefore to
minimise the damage done. The state Occupational Safety and Health website
(www.osh.govtnz) acknowledges that occupations particularly at risk are
ambulance services, health care personnel, police, prison services, social work
and teaching. Significantly, all of these are occupations involving human
interaction, many of which operate in potentially crisis situations. Occupational
Safety and Health (OSH) observes that in these occupations, employers need to

be proactive in considering and evaluating the potential for harm to occur.

Of major significance to this research study is the incorporation of cumulative
stress into the responsibilities and compensation field The clinical
differentiation between traumatic stress, acute stress reactions and cumulative
stress, fraught at the best of times and often achievable by retrospective
diagnosis, receives less of an emphasis. Although clearly still important in
terms of long-term individual outcome, it is replaced in the legislative spotlight
by an emphasis on the rights and responsibilities of those within the
organisation. Employers have a responsibility (the ‘duty of care’) to ensure that
all practicable steps are taken to ensure a healthy and safe workplace;

employees have a duty to signal, through organisational means such as
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supervision, the degree to which the workplace environment has become
stressful.

Resistance to this paradigmatic shift has come from forces representative of
commercial interests, such as the Employers’ Federation. Such managerial
advocates have expressed concern that the notion of cumulative stress will
contribute to the growth of a litigious environment. Some evidence for this can
be located within the North American legal system, whose adversarial system
has resulted in a PTSD 'industry'. French (2001) quotes Lees-Haley (1986) in
saying ‘if mental illnesses were rated on the New York Stock Exchange, post-
traumatic stress disorder would be a growth stock to watch’. French’s
discussion is in a context of assistance to mental health professionals who are
called upon to provide expert evidence in court cases surrounding employer
negligence.

It is perhaps erroneous to compare the legislative environments of North
America and Aotearoa New Zealand, and too early to be able to assess the full
impact on stress claims and compensation, and on any improvements to
workplace systems. Nevertheless, the legal climate signals an important
conceptual shift in a recognition of complexity, and one that is of particular
relevance to the understanding of response to critical incidents in the
workplace.

Attention now turns to an exploration of the shape of critical incident response.

Responding to critical incidents: psychological debriefing and
critical incident stress management

Support systems for workplace incidents have evolved relatively recently in the
understanding of extreme stress and trauma. Only in the last three decades has
the workplace been acknowledged as a forum for potential harm and
correspondingly, interventions have emerged combining characteristics of
positivist, systems and constructivist interpretations, and reflecting the tensions
between these perspectives. The dominant model for staff support after critical
incidents is that of psychological debriefing, or Critical Incident Stress
Debriefing (CISD), and its related processes within the programme termed
Critical Incident Stress Management (CISM)%*. Unlike other workplace systems
such as Employee Assistance Programmes (EAP), industrial chaplaincy
initiatives or supervision, debriefing processes have been specifically designed

for the support of staff after critical incidents and traumatic events.

39 ‘CISM’ is pronounced “sizzum”. ‘CISD’ is spelt out - C.I.S.D.
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Whilst debriefing has not universally been adopted within mental health
agencies, and was not experienced by all of the participants in this thesis, its
characteristics and the ensuing debate over its evaluation provide a central
platform for the development of appropriate, ecologically-informed, staff
support systems. Criticism of this model has tended to generalise into any early
intervention initiative, and this thesis argues that an understanding of the
elements of existing staff support systems and their evaluation is essential in
order to build for the future.

Clarifying the nomenclature is important. CISD and CISM are terms in use
within a specific model (often termed the ‘Mitchell Model’ after the American
paramedic who led its development), around which much of the debate about
workplace support after critical incidents and traumatic events centres.
‘Debriefing’, often prefaced by ‘psychological’, is a wider description of an
intervention that is usually, but not exclusively, a group process, and which
may or not conform to the prescriptions of the models of CISD and CISM
proposed by Mitchell, Everly and others, descriptions of which follow. I have
come across no other phrases that refer to a comprehensive range of supports
within the workplace other than that of ‘CISM’, and it should be noted that this
acronym is still associated strongly in the debate with the work of Mitchell and
colleagues. This confusion and affiliation of terms with one particular model or
other is perhaps reflective of the stage of development of workplace support for
critical incidents. Wherever possible within the text, therefore, I intend to signal
if ‘CISM’ refers to the specific programme with Mitchell origins or to a generic
description, and tend to use the full term of ‘critical incident stress

management’ to refer to all processes serving this purpose.

The origins of critical incident stress management, CISD and
psychological debriefing

Everly is the chief executive officer of the International Critical Incident Stress
Foundation (ICISF#0), founded by Mitchell and Everly in 1989, and one of the
major proponents of the orthodox ‘Mitchell’ model of CISM. He defines CISM
as:

an integrated, comprehensive, multicomponent crisis
intervention system.
Everly (1999:77)

40 International Critical Incident Stress Foundation.
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He traces three evolutionary phases of intervention, starting with traditional
individual crisis intervention approaches (Caplan, 1964; Lindemann, 1944;
Lindemann, 1995a); single factor group psychological debriefings, or CISD
(Mitchell, 1983); and then multicomponent critical incident stress management
models (Everly, Flannery & Mitchell, 2000). He describes these first two
approaches as univariate, whereas CISM has a range of interventions and
components, organised in a systematic manner that spans preventative and

preparatory strategies as well as peri- and post-incident responses.

Both Everly and Mitchell’s writings link CISM and CISD with the history and
theoretical foundations of crisis intervention and emphasise the fact that the
practice models that they propose are not in a unique field, despite operating
within workplace contexts. Mitchell and Everly (1996), for instance, use the
research on crisis intervention to confirm the rationale for the introduction of
CISM and CISD, and Everly, Flannery and Mitchell (2000) cite characteristics of
a crisis intervention approach (namely primary prevention through early
intervention) as the model’s theoretical roots.

The second phase of development into what is now known as CISD is what is
termed Mitchell’s group psychological debriefing model (Everly, Flannery &
Mitchell, 2000; Mitchell & Everly, 1983). Designed originally to assist
emergency services personnel in severely stressful situations, the goals of
debriefing are similar to crisis intervention procedures in the attempt to
prevent maladaptive responses to critical incidents but it uses the group format
as opposed to individual attention as a mode of intervention. This is
particularly relevant to the location of these initiatives within highly organised
emergency teams that rely on role allocation and performance, and a military
precision in their operations (Mitchell, 1995a). Such a group focus appears to
allow for more of a psychosocial approach, as Everly et al (2000) explain that it
seeks to restore the support network of caring attachments and the victims’
sense of meaning in life as well as to stabilise the situation and provide
symptomatic relief. It is therefore alert to the context in which incidents occur
within the emergency services.

Mitchell (1983) describes his model as based on the principles of immediacy,
proximity and expectancy, derived from military experience in World War II
(Bloom, 1997; Grinker & Spiegel, 1945; Kardiner & Spiegel, 1947). Underpinning
the intervention is the understanding that support given immediately and with
one’s peers will enable a speedier return to a level approximate to pre-incident
functioning (Hanson, 1949; Solomon & Benbenishti, 1986). The principle that
the intervention should be brief has also emerged from this military focus
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(Artiss (1963) in Rose & Tehrani, 2002). Mitchell and Everly do not talk about
the rap groups originating from the military experience in Vietnam but it is
important to include these here as part of the historical and theoretical
movement towards group rather than individual responses. There is theoretical
congruency here with the knowledge of the social impact of trauma and acute
stress, that victims and survivors will communicate with others who have been
through the same or similar experiences and with whom they speak the same
language. It also emphasises that for the delivery of some services, the
functioning of the group takes precedence over that of the individual (Hamling,
1996).

CISD, then, is a model derived from military and para-military environments,
and has as a prime focus the restoration of function, rather than the prevention
of PTSD, to which some of the literature also alludes. This is a subtle but
important distinction to make for the debate over appropriate response to
workplace incidents.

It is relevant to note here that the generic model of psychological debriefing, the
precursor of CISD, is described here as being a phase of development and that
debriefing procedures are currently now described as a component of a more
comprehensive programme to manage critical incident stress (CISM), the third
phase to which Everly (1999) and Mitchell (1993a) refer. Mitchell (1995a) is at
pains to point out that CISM preceded his model of CISD in its development.
This is a sequence that is challenged within the literature (Kenardy, 2000), and
which Everly’s writing at times appears to dispute. Re-writing the sequence of
history is one of the accusations thrown at Mitchell and his colleagues by critics
of CISD within the debate over the effectiveness of debriefing.

Robinson (1997) traces the development of organised CISM approaches in
Australia from Cyclone Tracey in 1974, from the 1977 Granville train disaster,
and the Ash Wednesday bushfires in 1983 described by McFarlane (1990). From
1984 on, programmes designed for emergency services were extended through
to defence forces, hospitals, banks, petroleum companies, industries such as
mines, welfare and youth services, rehabilitation services, and high-risk sports.
Psychological support for emergency workers began to surface as a topic in
stress and trauma conferences from 1986 onwards. Robinson records the first
Combined Emergency Services Debriefing Team was set up in 1987 in Victoria
followed by Peer Support programmes the following year. ACISA (the
Australasian Critical Incident Stress Association) and ASTSS (the Australasian
Society for Traumatic Stress Studies) were both founded in 1990. There was

initial close association between the two organisations, with a joint conference
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(alongside NALAG, the National Association for Loss and Grief) in Sydney in
1997.

Awareness of critical incident interventions within the workplace arrived in
Aotearoa New Zealand largely through the Fire Service. The 1990s saw the
rapid development of peer support initiatives within fire, ambulance and to a
certain extent the police, the prison service, child protection and youth justice,
and health. Occurrence, uptake and maintenance of the programmes varied, as
did adherence to the model known as the ‘Mitchell’ model, which provided the
template at training sessions and conferences in the mid to late 1990s. Small
regional meetings preceded the first Critical Incident conference (CRICIS “95),
organised by the Auckland Fire Service Peer Support Team in 1995.

I turn now to a description of the characteristics and components of Critical
Incident Stress Management, CISD and psychological debriefing.

Components of the CISM model

Everly and Mitchell outline seven key components of their Critical Incident
Stress management model:

1. Pre-incident education /mental preparedness training
2. Individual crisis intervention support/on-scene support
3. Demobilisation after disaster or large scale events
4. Defusing
5. Critical Incident Stress Debriefing (CISD)
6. Significant other support services for families and children
7. Follow up services and professional referrals when necessary
Everly (1999); Mitchell & Everly (2000:5)

nts of Critical Incident Stress Management

CISM is depicted as a range of interdependent interventions, as a model which
reflects primary, secondary and tertiary characteristics compatible with the
World Health Organisation guidelines (1984) and which appears to address an
ecological perspective through its focus not only on the individual but on work
groups and sites, and on the family and community. Mitchell and Everly
(1993b) define the CISM team as a partnership between professional and peer

support personnel, all of whom have received relevant training.

The individual components of CISM are underpinned by pre-crisis preparation.
Everly (1999) describes examples such as stress management education (‘stress
inoculation’), stress resistance and crisis mitigation training for both

individuals and organisations.
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Demobilisation and defusing are often termed ‘psychological first aid” and are
terms that resonate strongly with crisis intervention theory and strategies
aimed at a practical and supportive level (Gilliland & James, 1997; Raphael et
al, 1996; Trauma Intervention Programs Inc., 2001; Tunnecliffe, 2001).
'Demobilisation' is a military term that may not sit comfortably within a mental
health environment without deconstruction. It is sometimes termed ‘front line’
or forward treatment, another term that reveals its genealogy and focus on the
removal of a group of victims/survivors from an ongoing incident through a
process of triage. Noy, an international expert on traumatic stress in a military
context, defined this principle:

Frontline treatment (Salmon’s principle) is allowing respite
within the parameter of the support group and returning the
soldier promptly to coping and to the support group.

Noy (2002); personal communication

It focuses on short-term respite, a standing down that links respite from acute
stress with a return to functioning at an early stage (Salmon, 1919; 1929). The
term is defined within an Aotearoa New Zealand social work initiative as:

... a structured meeting conducted by the site manager or senior
staff member to assist staff make the transition from a
physiologically aroused state following the incident to a more
normal state.

Children, Young Persons and their Families Agency (1999:15)

The emphasis here is on immediacy, practical assistance and reduction or
prevention of further impact. The CYPFA*! report suggests that this should be
conducted as a matter of course, the peer group providing the forum for
emotional ventilation with the emphasis on safety and the reduction of impact
and arousal, with no attempt at processing the experience. Characteristics of
this process may be practical assistance with food, drink, clothing, shelter and
psychological reassurance, reminiscent of the foundation rungs of Maslow’s
hierarchy of need (Maslow, 1998). An underlying assumption in demobilisation
is that those affected are no longer involved in the incident, an issue that is
potentially problematic in fields such as mental health, which involve
relationships over time.

As depicted in Table 6, a process known as defusing occurs following
demobilisation. The term 'defusing' is often confused with the process of

4 Organisational restructurings can be marked by the passage of acronyms through documents
such as this: CYPFA was once CYPS and CYPFS and is now CYF, the Department of Child,
Youth and Family, the government department with mandated responsibility for child
protection and youth services.
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debriefing. In Mitchell and Everly’s schema (Everly, 1999; Mitchell & Everly,
2000), the processes are quite distinct, and the act of defusing may be all that is
sufficient as an intervention (McHugh, 2001). Everly describes defusing as:

.. a three phase, structured small group discussion provided
within hours of a crisis for purposes of assessment, triaging and
acute symptom mitigation.

Everly (1999:77)

The aim of defusing is to review known facts about what has happened, to
answer questions, to provide information, to deal with immediate issues, to
give advice on self care and stress management, to assess needs and to plan for
any necessary next steps. The three-phase structure is that of introduction,
exploration and information. The introduction serves to lay down guidelines
for the meeting, and significantly, encourages people to ‘actively discuss the
traumatic experience’ (Mitchell, 1995a:80). Various descriptions of defusing
suggest that it is a short informal process (perhaps an hour or less), guided by
the needs of those involved, and that it should occur ideally within twelve
hours of the resolution of the event (CYPFA, 1999; Mitchell, 1995a; Ream, 1999).
Mitchell and Everly (1996) consider that a group process reduces the ‘fallacy of
uniqueness’ that affects people after acutely stressful incidents, by allowing
people to share and observe the impact of the event on others. This is clearly
congruent with understanding about the isolating impact of high levels of
stress and of trauma on social functioning, but the emphasis on the
development of a narrative and the promotion of ventilation and catharsis as a
purpose may raise concerns in regard to the levels of traumatisation (including

aphasia, high arousal and dissociation) associated with a traumatic event.

The next stage of the CISM model, debriefing, is now described.

‘Stabilise, mobilise and restore to function’: characteristics of
psychological debriefing and CISD

This next stage of the CISM model, debriefing, is key to the arguments within
this chapter, as it is often viewed and evaluated as a discrete intervention. It is
presented here as part of a larger stress management programme. Critical
Incident Stress Debriefing (CISD) has been tailored to reflect organisational
contexts and professional identities whilst attempting to maintain the para-
military functioning or employer-driven purpose of enabling a work unit to
function again.

In his keynote address to the first Critical Incident conference held in New
Zealand, 'CRICIS 95', Mitchell described debriefing as:
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a peer driven, clinician-guided, group discussion of a
traumatic event.
Mitchell (1995b)

Everly (1999) describes CISD as a seven phase, structured group discussion that
is usually provided one to fourteen days post crisis. The formal CISD model
constructed by Mitchell is the template for the bulk of training, conference
presentations and research evaluations of debriefing encountered during the
course of this thesis. As such, it is a major model of intervention, made
prominent both by its importance within an overall CISM framework and also
as the focal point for the debate over its effectiveness. CISD refers explicitly to
the seven-stage model outlined in Appendix Five.

Consideration of the stages of the CISD model reveals its strategy for response
to a critical incident. Issues of safety and boundaries are established prior to an
exploration of the facts of the incident as perceived by those present. Only after
some structure has been created does the process move through a hierarchy of
cognitive, emotional and physical symptoms and experiences, emerging back
into a structure of fact and education before its termination. The methodology
of CISD reflects a more structured and lengthened process than defusing and
psychological first aid, and a greater emphasis on ventilation of emotional
responses.

Everly, Flannery and Mitchell (2000) cite research literature that reinforces the
wisdom that talking about one’s experience is a very human imperative after a
critical incident (for instance, Pennebaker (1995); Shalev (1994). Mitchell and
Everly (1996) use Pennebaker’s argument that catharsis (the safe ventilation of
emotions) can be provided by CISD. According to Mitchell, CISD gives the
opportunity to verbalise, alleviates stress and strain on homeostatic
mechanisms, reduces rumination and helps to make sense of the trauma.

The psychological construct that provides explanation for this is explained by
Gordon (1997), who argues from a social constructivist point of view that
preliminary meanings or interpretations of an event are still unstable
immediately after a critical incident, and that a group debriefing process
providing support and a contextualised discussion can assist in the formation
of constructs that support a healthy perception of the incident. This learning, he
argues, cannot be achieved once the cognitive schema have consolidated.

Framing ventilation and catharsis within a larger structure of cognitive and
factual accounts of the experience provides a rationale for CISD’s claim to
actively assist in building coping strategies. CISD, according to Mitchell and
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Everly (1996), provides a behavioural structure that is superimposed upon the
chaos of the impact of the event, psychologically aiming to provide shape and
control. Everly, Flannery and Mitchell (2000) talk in terms of participants
learning more adaptive cognitive and behavioural coping skills.

This argument resonates with the research literature on the development of
cognitive and narrative understandings of traumatic experience. However
knowledge of the impact of trauma also raises the concern that for some, the
traumatic impact immediately following exposure prevents the development of
language, as evidenced by the research concerning dissociation, aphasia and
traumatic memory (Chapter 5). A key question is therefore whether
psychological debriefing is a suitable intervention for those who are actively
traumatised by their experience and how a group-based intervention can in the
early hours after an incident distinguish between levels of impact within the
group. These issues are discussed in the consideration of the debriefing debate.

The end stages of the CISM model, family support and follow-up for
individuals, appears under-acknowledged within the literature, and I suspect
are processes assumed by the literature to be subsumed within organisational
functioning and serviced perhaps by existing systems such as supervision and
welfare operations focusing on the individual. The lack of an apparent interface
with the crisis-oriented processes of critical incident stress management is a
potential issue in the light of knowledge over the long-term effects of extreme
stress and trauma.

The development and adaptation of CISM and debriefing

CISM and psychological debriefing have developed further than their origins in
the emergency services. Both Everly and Mitchell have argued for a general
applicability to crisis and disaster situations for all individuals and they
illustrate the wide range of different settings (industrial, commercial,
educational and community) that have adopted the model (Everly, 1999;
Mitchell, 2000). This argument is not without flaw, in that the uptake of an
intervention tool by an organisation is not in itself an indication that it is either
suited to the new environment, or is effective in its purpose.

In my review of the literature, there are many descriptions of debriefing
processes and models, but few of complete CISM programmes, a fact that
suggests to me that both intervention and evaluation remain focused on the
part rather than the whole. One of the few is that of Flannery et al, who
describe the development of a CISM approach for psychiatric health care
providers that includes individual crisis counselling, CISD, a staff victims’
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support group, employee-victim family counselling and professional referrals
(Flannery, 1991; 1995)%2. In addition to Flannery’s example, cited above, two
Australasian models of critical incident stress management emerge.

Kiwi Experience: the Child, Youth and Family model

The following example is the only New Zealand model of CISM and CISD
located during this thesis research, and as such, its adoption and adaptation
illustrates many of the issues that resonate within the findings of the thesis.

The Department of Children, Youth and Family in Aotearoa New Zealand
instituted a debriefing and peer support programme in 1997 after a client death
and request from staff for support (Elliott & Agnew, 1999). This coincided with
their National Office directive for managers to support staff in work-related
situations of risk (the Dangerous Situations Memorandum), which became a
CISM process (Children, Young Persons and their Families Agency, 1999).
Whilst the major emphasis in this programme has been the defusing, peer
support and debriefing elements, other parts such as pre-incident training and
education (for both managers and staff) about CISM, promotion of the service,
and training of peer supporters and facilitators are all stressed. There is a focus
on integration with existing policies and guidelines.

A literature review conducted by a team managing the process found that the
‘Mitchell model” was the most common form of practice (Elliott & Agnew,
1999). Training for this was sourced from Australia. CISM and critical incident
stress information was given to all staff to heighten the awareness of the
service. A National Advisory Group consisting of managers and clinicians from
around the country (and myself as an external consultant) was formed to
provide support for this process.

Agnew, Dawson & Elliott (1998) describe this initiative as based on the Mitchell
model but with significant variations such as the application of the debriefing
process to support individuals affected by a critical incident, a necessary
characteristic of any support provided for staff that do not always work in
teams or units. Cultural adaptation was required to respond to Tangata
Whenua and Pacific Island processes, in particular the use of karakia (prayer).
Elliott et al (1999) comment that CISD as a trained peer support model fitted in
with Maori and Pacific staff concepts of warmth and support, an
acknowledgement of group processes and a locus of healing that lies within the
environment rather than solely within the individual. Similar cultural

4 Flannery is often one of Mitchell and Everly’s co-researchers and writers, and is on the staff at
the ICISF.

175



adaptations are noted in Canada, for instance in Saskatchewan (McCord &
Associates, undated).

Learning from Australia

The Council of Remote Area Nurses of Australia has produced some informed
and pertinent literature describing the rationale for the model that they have
adopted for supporting remote area practitioners (Kelly, 1999a; 1999b). Whilst
the scale of the isolation faced by these practitioners is unique to Australia,
characteristics of their experience and their recommendations for critical
incident support resonate with issues faced by mental health workers within
Aotearoa New Zealand. Within our own country, some mental health agencies
operate in effective isolation or in a potentially insular manner, de facto remote
if not geographically. This may be especially so for tangata whenua and iwi
agency agencies whose natural communication patterns are directed towards a
relatively small geographical area rather than a wider regional, national or
internationalised system of information and support. The impact of events may
be experienced in quite a different manner than in those agencies based in
urban or suburban communities.

Kelly (1999a) suggests that in these rural areas, work-related traumatic events
are likely to be more complex experiences than in urban areas. Exposure may
be at a high level and prolonged. Practitioners may face an extension of their
professional roles beyond the scope of their training or expectations, with
communities lacking of what Kelly terms ‘circuit breakers’ between home and
work. Events may themselves be very public and may reduce the opportunity
for anonymity and confidentiality that may support time out for rest and
recovery. The impact of the event itself may reverberate between the workplace
and the home in a uniquely porous manner. Rural settings, Kelly suggests,
necessitate the development of new frameworks for intervention that reflect the
communication patterns and experience of these contexts, for instance, the Bush
Line telephone service which aims to overcome isolation and problems with
anonymity. At the 1998 ACISA conference, Tunnecliffe also argued that cross-
service peer support probably works best in country areas, for example where
people know each other better, have a different sense of boundaries, and where
economies of scale come into play. Ream (1999) comments that CISM teams can
be a consultancy or supplementary resource for smaller agencies.

Many of the principles that Kelly (1999a; 1999b), Ream (1999) Tunnecliffe (1998)
resonate with my own experience. At the ACISA conference in Adelaide in
1999, I presented an ecological model as a framework for the consideration of
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critical incident intervention. I noted that the audience response was clearly
split between those who nodded vigorously at times, and those who clearly
looked puzzled and unenlightened. During question time it became apparent
that the confused component of the audience was urban firefighters, whose
professional identity was contained within tightly moulded, hierarchical roles
and allegiances. An ecological framework advocating an interaction between
systems, organisations and communities did not appear as relevant as it did to
the rural emergency services personnel, health workers and social workers in
the audience. This example further reinforced my developing argument for a
matrix of intervention that is responsive to the ecological conditions of the
workplace.

Diversity in debriefing

One of the issues of the ‘Debriefing Debate’, discussed below, is the degree to
which the initial form of the ‘Mitchell model’ has undergone adaptation and
revision since its initial inception within emergency services in North America.
For this study, it raises issues of the retention or conversion of principles for
staff support across different cultural and social environments. In relation to
debriefing specifically, there is indication in the literature that models are under
constant refinement and are adapting according both to their environmental
context, and to a degree of reflectivity as a result of the debate of effectiveness
of these procedures (McHugh, 2001; Robinson, 1997; Tunnecliffe, 1997).

Several reviews of debriefing models suggest an evolution of the model away
from its early paramilitary and emergency services contexts, and a confusion of
terms between the ‘Mitchell model’ of CISD and the generic term debriefing, an
issue that lies at the heart of the debriefing debate and the arguments of this
chapter (McCammon & Allison, 1995; McHugh, 2001; Rose & Tehrani, 2002).
Tunnecliffe (1997) describes some variations on the CISD model such as the
Lewis’ ‘paint the picture” model of debriefing and he suggests that adaptation
to small group environments may be necessary (Tunnecliffe, 1998a). Dyregrov
(1989), whilst a proponent of the Mitchell approach, indicates that the type of
debriefing needs to fit the group participating.

Psychological debriefing is a construct now applied in settings environments
outside of emergency services and with individual victims, for example with
train drivers, and postal employees (Tehrani & Westlake, 1994). Parkinson
(1993) has evolved a model for use with groups, couples and individuals.
Schools have become a forum in the USA (Juhnke, 1997; Thompson, 1993), and
in Aotearoa New Zealand (Stewart, 2001). The examples above serve to
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illustrate the complex processes and adaptations of the original concept of
psychological debriefing, although not all descriptions of debriefing are
accompanied by evaluations.

Two other key elements of debriefing processes, peer support and external
provision, are now described.

Peer Support

Peer Support emerges as a major characteristic of CISD and CISM in many
models (Elliott & Agnew, 1999; Tunnecliffe, 1998a; 1999). It is an approach that
utilises the skills and situational expertise of informed and trained peers within
the workforce, and has developed in organisations with strong occupational
identities, roles and allegiances. Tunnecliffe, for example, has extended the Peer
Support model out of emergency services into industries such as mining,
environments that often are located in remote areas where self-reliance and
peer support may be necessity as well as choice. Peer support has the
characteristic of staff having familiarity with and immediacy of access to the
workplace situation. It is therefore a model that is compatible with the
principles of early intervention, proximity and immediacy, and with the
ecological principle of engagement with identified supports within the
environment (Cooper, 1998). Peer support may be compatible with a Strengths
perspective:

In many cases, the reliance on professionals to immediately
arrive and ‘counsel’ people after traumatic events is highly
inappropriate. It reinforces the idea that most people don't
have the power to cope and look after themselves and that
small acts of caring are not part of the support process.

Tunnecliffe (1995:4)

Tunnecliffe (1999) describes the core skills required in peer supporters, and
suggests that systemic organisation is required for the use of peers to be
acceptable and effective. Tensions between ‘normal’ job descriptions and time
spent in facilitating debriefings, for instance, may arise, and the coordination
role of any particular team member, perhaps different to that of their daily
tasks, may need to be reinforced. Confidentiality can become a major issue
where staff meet in different roles. Robinson (1997) adds her voice to cautions
about the use of peer teams, suggesting that they may not work as well in non-
emergency service environments. She comments that peer support requires an
administrative infrastructure, forums for support and development, and are not
a cheap means of providing staff support and servicing organisational
responsibilities. One of the practical constraints on the use of peers in this
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model is their availability. Small numbers of experienced staff may become in
high demand. Some worksites or agencies may have few sufficiently skilled
and experienced staff. Recruitment, retention and resourcing issues for some
agencies may therefore inform the choice for use of peers in support systems.

The external provider model

An adjunct to Peer Support is the external provider model. This is adopted
often by large organisations in fulfilment of their Duty of Care under health
and safety legislation; for instance, many banks, commercial enterprises and
industries utilise this model. It is perhaps more common outside of the health,
welfare and emergency services environments, and may be selected because of
the relatively low level of perceived need. It is therefore a model that has
moved away from the ethos of CISM that Mitchell and Everly define. In my
experience it is also a model that may be adopted as a reflection of a lack of
infrastructural development within an organisation, an agency assuming that
its workers’ needs are met by calling upon an external provider when required,
and thus removing the necessity of establishing contextually-appropriate
systems of its own. It is, however, a model that has potential for adoption by
small agencies for whom an individual support infrastructure is not a feasible
resource.

In this model, external consultants and companies may provide a mental health
service on a 24-hour basis. Because of the location of the service outside of the
organisations in which the incidents occur, there are contextual issues that arise
in relation to the ecological fit between provider and agency (for a full
discussion, see Beale (2002) and Tehrani, 2002). For instance, most of these
services are provided through a financial retainer and a fee for service by
selected providers (usually psychologists in independent practice): service may
be thorough but unintegrated. These services do not extend education and
preparation for incidents (including anticipatory explanation of the function of
debriefing) to the staff and management. Omission of stress inoculation and
systems preparation may challenge the integrity of a critical incident stress
management programme, as having an external provider does not imply any
particular structural or systemic integration with policies and procedures that
would allow for fluid management, internal organisational communication,
assessment and referral, and as McHugh (2001) suggests, does not contain
automatic processes for quality assurance.

There is clearly a considerable variation and emergent issues in the
development of debriefing and CISM processes. These issues inform the

179



discussion that now turns to the debate over the effectiveness of psychological
debriefing within the workplace. The major tool utilised within the debriefing
debate is that of evidence based practice, the characteristics of which are now
considered.

What works? Towards establishing a framework for staff
support systems

Response to critical incidents within the mental health workplace is shaped not
only by an understanding of the impact of extreme stress and trauma and the
prevalence of incidents, but by dominant environmental, political and legal
constructions. Measurement of the implementation and success of any
programme designed to support workers after incidents will similarly reflect a
blend of pragmatic, conceptual and theoretical influences. The following
sections address the nature of processes adopted for evaluation of critical
incident support, and argue for the development of more ecologically attuned
frameworks.

Providing a foundation for the evaluation of psychological debriefing is
Evidence Based Practice (EBP). EBP is defined and examined here as a tool for
assessing the appropriateness of particular interventions. The debate over the
efficacy and safety of CISD then becomes a case study for this thesis because,
when critically deconstructed, the strands of the argument highlight the
continuing tensions between positivist and ecologically-based imperatives for
staff support. Comprehension of the theoretical and ideological perspectives
within the arguments will guide the construction of effective workplace
systems.

Defining Evidence Based Practice

Evaluation of psychological debriefing has largely reflected the processes of
EBP, an approach which reflects its theoretical origins within a biomedical
perspective and which represents the strongest voice in the debate over
debriefing. The key issue for this discussion is the extent to which the current
standards of measurement for best practice and outcome reflect the shift in
paradigm from a reliance on positivism and reductionist measures to a more

holistic, ecological and inclusive means of evaluation.

The origins of the push for an evidence base to practice date from 1972, and
called for the establishment of a central international register of clinical trials,

on the basis that medical clinicians made interventions and chose treatments
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often without recourse to research evidence of effectiveness. Sackett et al
describe EBP as:

... the conscientious, explicit and judicious use of current best
evidence in making decisions about the care of individual
patients. This practice means integrating individual clinical
experience with the best available external clinical evidence
from systematic research.

Sackett et al (1996:71)

Currently the Cochrane Collaboration, as the initiative has developed into,
contains the Cochrane Controlled Trials register, which is aimed at being a
reliable, comprehensive and accurate medical database; the Cochrane library,
which includes two ‘metadatabases’ (the Cochrane Database of Systematic
Reviews, and the Database of Abstracts of Reviews of Effectiveness); and a
database on the science of research synthesis. Published articles are entered on
to the Cochrane databases by members of the Cochrane Collaboration, an
international network of (mostly) medically qualified volunteers who each take
on the scrutiny of a particular clinical journal back to the very first issue. Using
strict methodological criteria, they classify each article according to type
(randomised trial, other controlled clinical trial, epidemiological survey and so
on) and prepare structured abstracts.

The methodological criteria utilised provide ranking of research evidence
according to a strict hierarchy, headed by systematic reviews and meta-
analyses (that is, secondary research papers in which all the primary studies
have been hunted out and critically appraised according to rigorous criteria)
(Greenhalgh, 1997). Below systematic reviews are randomised controlled trials;
cohort studies (groups of people, perhaps involved in different interventions,
followed up over a period of time); case-control studies (matching of people
with a particular condition, situation or disorder with people with similar
characteristics but without the disorder or condition); cross-sectional studies
(for example, epidemiological surveys of incidence) and case reports
(descriptions of unique/individual experience). Krishnan (2004) ranks
impressions and opinions at the bottom of the list, Davies and Nutley (2000)

placing peer leader opinion and personal experience at the bottom.

This hierarchy determines the choice of research method:

Evidence-based medicine is not restricted to randomised trials
and meta-analyses. It involves tracking down the best external
evidence with which to answer our clinical questions.... if no
randomised trial has been carried out for our patient’s
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predicament, we follow the trail to the next best external
evidence and work from there.
Sackett et al (1996:72), my italics

Out of the available research methods, the ‘gold standard’ is that of randomised
controlled trials (RCTs), which Andrews (1999) describes as the benchmark for
evaluating efficacy. This process describes the randomised allocation of
research participants to one of two or more groups, with the intervention under
investigation then provided for one and not the others. Its tools are the use of
control groups and placebos. RCTs are best suited to single system designs and
as argued below, may not be as easily applied in situations of complexity such
as in the matrix of factors that may create response to critical incidents within
the mental health workplace.

Evidence Based Practice in an ecological world

Where interventions under scrutiny have predominantly behavioural and
social characteristics, the use of evidence-based tools becomes contentious.
Several challenges have been mounted (Bracken & Thomas, 2001; Epstein, 1996;
McBeth, 1996; Seligman, 1995; Smith, 2001). Schon (1991) suggests that in real
life, problems do not tend to present themselves as single-issue or discrete, and
Lockwood (2004) and Macdonald (1999) suggest that the 'objective' view of the
world held by clinicians may represent a very different values base from that of
their clients, and recommends the use of narrative in measures of best practice.

Challenge and critique also comes on an ethical basis from within the positivist
paradigm itself, suggesting that controlled trials are not always appropriate or
ethical, and that research from observational or cohort studies may inform
practice as adequately (Benson & Hartz, 2000; Concato, Shah & Horwitz, 2000;
Ioannidas, Haidich & Lau, 2001). Trauma, in part because of its diagnostic
relationship with an environmental stressor, does not open itself so easily to

this hierarchy of experimental designs and research practices (van der Kolk,
1996c.

Assessment of therapeutic safety is not always a consideration within EBP, thus
reducing the clarity of decision-making in selection of intervention
(Papanikolaou et al, 2004). A review of two medical databases in this regard
found that only a quarter of systematic reviews included safety aspects as a
secondary outcome measure (Ernst & Pittler, 2001). It argues that other
methods of research should be utilised in order to consider the safety (as
opposed to merely the efficacy and effectiveness) of therapeutic methods.
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In practice, when clinicians and practitioners talk about ‘what works’, they
allude to effectiveness, cost effectiveness and the efficiency of an intervention
(Andrews, 1999). Clinical and managerial accountabilities are often inseparable
in terms of expected outcomes. Value for money, audit systems, and threat of

litigation may all become factors upon clinical decision-making.

The use of the tools of evidence based practice can therefore be critiqued in
terms of their inflexibility in responding to complexity, their bias toward
epidemiological as opposed to consumer-focused research, and their ethics in
terms of the use of RCTs. As a mental health worker’s experience of a critical
incident will occur in a complex arena of personal, occupational and
organisational interactions, these theoretical concerns about the foundations of
EBP carry weight. As the definition of health has in itself changed, so too have
ways of measuring health outcomes: it is to the development of ecologically-
aware evaluation tools, characteristics of which may serve to guide the
development of ecologically-sound staff support systems, that attention now
turns.

The development of ecological evaluation tools

Critical incidents and traumatic events within mental health service delivery
occur and are responded to within complex environments. There is thus a
potential disjuncture between the experiences of workers in relation to what
assistance was most effective for their needs, and evaluations that may focus
upon single interventions or psychological outcomes. A more ecologically
based evaluation approach may provide a more sympathetic tool with which to
measure and develop appropriate response systems. Two approaches have
evolved, in the form of the development of standards and guidelines, and in the
call for holistic evaluation frameworks (Kingi & Durie, 2000; Mental Health
Commission, 1998).

Davies and Nutley (2000) make a distinction between EBP and what they term
the guidelines movement for connecting evidence to practice. They describe
guidelines as top-down responses (that is, from government to service
providers). In the Aotearoa New Zealand context the guideline movement is
represented by the Blueprint for Mental Health (Mental Health Commission,
1997). Mackay et al (2004) provide an example of standards-based discussion
around workplace stress. Examples of guidelines for critical incident support
are considered later in the chapter. Guidelines (or best practice models) may be
used simultaneously with EBP procedures and can be achieved out of
consensual, consultative processes that can include the addition of cultural and
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ethical values, thus reflecting a refinement of EBP principles to include some of
the previous criticisms. Statements of what is important can define new
parameters for how we measure the effectiveness and efficiency of our

interventions, what we rate as priority and what information we privilege.

Guidelines provi