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Practice Commentary

‘Untying the Knot’: Achieving Integrative and
Collaborative Care within Trauma and Fear
Saturated Systems — A Practice-Focused

Discussion Paper
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The author’s clinical experience with the Child Protection and Mental Health Care systems informs this brief
practice-focused paper. The author posits that Secondary Traumatic Stress and Vicarious Trauma are central
to understanding the impact of relationally traumatic material and the experience of individuals, families,
team and the wider ecology of care systems. In particular, the author hypothesises that the tendency
of systems to become fragmented in operation, with silos of sub-parts working parallel to each other,
may be a natural adaptation to the ways in which traumatic experience ripples across system boundaries.
This ‘ripple effect’ may lead to increasing emotional and relational reactivity, and survival-oriented inward
focus of energies and efforts. The metaphor of the brain and nervous system is used to explore ideas of
connection and integration in care systems. Trauma-informed leadership by individuals and teams is also
touched upon in relation to reducing fear-driven clinical practice.
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Introduction

This paper explores a central question that is relevant to the
area of collaborative care:

Can a support or treatment system that is fragmented by the
demands of dealing with traumatic material and experience
consistently provide care that helps individuals to experience
a healthy and integrated sense of self?

This question has its genesis in the author’s professional
experience of working clinically within child, adolescent and
youth care systems (mental health and child protection) and
observations of the tendency for systems of care to work in
isolation from one another. Working in ‘silos’ is often the
expression used by those working within care systems to
describe this inward focus and resulting lack of commu-
nication and collaboration in service provision. For highly
vulnerable and often traumatised clients of services such as
child protection, out-of-home care and mental health, this
can result in confusion, difficulties with access, demoralisa-

tion and further disempowerment (Kirst, Aery, Matheson,
& Stergiopoulos, 2016).

Franklin, Bernhardt, Palan Lopez, Long-Middleton and
Davis (2015) provide an overview of what is currently
known about the integration of interprofessional teamwork
and collaboration within the field of primary health care.
They also highlight that primary health care can no longer
be delivered in silos of individual health professions and that
workforce redesign is required to promote the overall health
of individuals, families and communities. The authors also
presented evidence to support the idea that mutual under-
standing and respect for roles, sharing of goals and values,
and cooperation are needed to promote effective teamwork
between health-care team members (Franklin et al., 2015).
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We know why collaborative health care is important, how-
ever, less is known about the reasons for the fragmentation
of collaborative care and development of system silos from
the perspective of individuals working within these teams
and systems. This paper seeks to explore this question from
a trauma-informed perspective.

Inter and Intra-Systemic Trauma

Care systems are complex ecologies made up of individu-
als and subcultural systems, including families, professional
disciplines, multidisciplinary teams and wider health sys-
tems. Of particular interest in this paper is the idea of the
vicarious transfer of trauma symptoms across the ecology
of organisations and care systems (Tyler, 2012). This is
a phenomenon widely noted and experienced in trauma-
saturated fields of clinical practice marked by phenomena
such as compassion fatigue, worker burnout, defensive prac-
tice and high staff turnover (Rothschild, 2006). One cannot
and should not underestimate the impact of chronic ex-
posure to disturbing and confronting stories and experi-
ences of child abuse, neglect, sexual abuse, domestic vio-
lence and grief and loss on frontline workers and clinicians
(Rothschild, 2006). The emotionally charged nature of this
material can have significant impact on these profession-
als for whom compassion and empathy are key tools for
relational connection, engagement and intervention (Roth-
schild, 2006). Just like direct victims of this trauma, clin-
icians must also adapt in order to survive the constant
demands of their emotionally charged neurobiological re-
sponses (Tyler, 2012). The particular foci of this paper are
Secondary Traumatic Stress (STS) and Vicarious Trauma
(VT) as they relate to trauma transfer across care systems.
Newell & McNeill (2015) describe the distinction between
STS and VT as follows:

. vicarious traumatization [is] a cognitive change process
resulting from chronic direct practice with trauma popula-
tions, in which the outcomes are alterations in one’s thoughts
and beliefs about the world in key areas such as safety, trust,
and control. .. Secondary traumatic stress, grounded in the
field of traumatology, places more emphasis on the out-
ward behavioural symptoms rather than intrinsic cognitive
changes (pp. 60-61).

As a result of STS and VT, individuals and teams within
systems under stress can tend to operate in survival mode
(Bloom & Farragher, 2011). The response can mirror the
internal responses of trauma victims, which makes devel-
oping and maintaining warm, connected relationships ex-
tremely difficult and can potentially lead to an increased
risk of dissatisfaction and burnout (Bloom & Farragher,
2011). Stressed, reactive bodies and minds often find self-
reflection on global experience and self-regulation of affect
out of their reach (Meares, 2005; Schore, 2003). VT can also
impact by reducing people’s feelings of safety and security
in their social ecology, starting with intimate relationships
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and working outwards, fear driven, into their professional
and social/communal worlds (Rothschild, 2006).

Trauma Transfer: A Ripple Effect?

As authors such as Siegel (2009) have indicated, trauma
theory assists in the explanation of how:

e Traumaand experiences of insecurity and fear are created
within relationships; as is a sense of security.

e Our intimate personal selves are formed in relationships
and through our social ecology.

¢ Traumaimpacts profoundly on global development and,
in particular, on the central nervous system with the
brain at its core.

It may be useful to extrapolate these intrinsically
personal traumatic experiences outwards in order to
understand their effects on subsystems of our whole
being (starting with our own central nervous systems, and
moving to our relationships). By doing this, we may also
better understand the resulting fragmentation and disin-
tegration of these subsystems in response to experiences
of traumatic stress (Siegel, 2009). Being in survival mode
means individuals can become more reactive, short-term
survival focussed, and less able to look at the bigger picture
(Siegel, 2009). This can be adaptive in the short term, but
problematic if it continues because of a lack of safety and
reparation (Meares, 2012). Individuals develop within, and
create relationships constantly, and it is these relationships
that make up systems of interactions (Bloom & Farragher,
2011; Siegel, 2009). This means that trauma may also
ripple out vicariously and interpersonally like the impact
of a stone thrown into a still pond. If this is the case,
trauma may place fragmentation pressures on systems and
the relationships that constitute them, creating a cycle of
traumatic experience and increased inward focus that is not
consistent with reaching out across barriers; rather more
consistent with operating in silos (Kulkarni & Bell, 2012).

Within our field of practice, we are starting to under-
stand more keenly that it is extremely difficult to heal
from traumatic experiences (Bloom & Farragher, 2011).
These types of experiences teach people to be constantly
on the lookout to protect themselves from more pain
in the future (Wall, Higgins & Hunter, 2016). Without
therapeutic support that helps individuals to work through
their pain and to relate to people in safer and healthier
ways, healing becomes extremely challenging (Higgins et
al., 2015). Finding ways to break the cycle of traumatic
self-preservation can also create opportunities to break
intergenerational cycles of trauma in vulnerable families
and communities (Australia’s Indigenous Peoples in
particular) (Atkinson, Nelson, & Atkinson, 2010).

Siegel (2012) describes the mind as an ‘embodied and
relational process that regulates the flow of energy and in-
formation’ (p. 2). He also emphasises the interdependence
of brain (mechanism), mind (regulation) and relationships
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(sharing) in the developing mind. Trauma can impact on
this interdependent, integrated and emergent process by
breaking the linkages between differentiated parts of this
complex process, thereby moving away from harmony and
integration to chaos and rigidity (Siegel, 2012).

The effects of being part of a system of care that works
with traumatic experience every day may range across a
spectrum of limbic system originated responses such as:

e Strong and persistent avoidant urges to ‘clock in and
clock off’ and focus on the basic tasks of each day.

e Preoccupied ruminative/obsessive urges and desire to
‘fix’ and ‘save’.
e Disorganised ‘mixed up’ responses that comprise bits of

each as well as completely unrelated adaptations (Tyler,
2012).

Meares (2005) also proposes a narrowing of creative ca-
pacity, which is the adult equivalent of play in the lives of
children. This greyer, less full and less enjoyable existence
is one that is adaptive in reducing the risk of further threat
and stress in the short term. However, one might also see
this ‘greyer’ existence as fitting somewhere on the dissocia-
tive spectrum of neurobiological response to threat and/or
chronic stress (Meares, 2012).

Brain as Metaphor for Care System

What if we were to use the brain as a metaphor for a care sys-
tem? The brain represents a complex, dynamic living system
of interconnected sub-parts that function in an integrated
way under particular conditions (Siegel, 2012). Our knowl-
edge of the impact of traumatic stress on integrative brain
function is growing all the time. We now understand that
survival-focused regions of the brain (such as the brain stem
and limbic system) take precedence, and reflective regions
(such as the prefrontal cortex) go offline when exposed to
traumatic and other significant stress (Siegel, 2012). In our
metaphorical model of the care system, neurons function
like the individuals within a care system (e.g., a multidis-
ciplinary mental health team) and the parts of the brain
function like teams within that care system (e.g., limbic
system, brain stem, pre-frontal cortex, etc.)

If we look at Siegel’s (2012) model of the mind, we
can see that experiential neuronal connections are made
in the context of these healthy and safe relationships that
link sub-parts. Securely attached, play-based and integrated
relational interactions support exploration and encourage
these connections. These, in turn, form neural pathways and
maps, which then become integrative at the level of emo-
tional development and self-regulation (horizontal and ver-
tical) and non-linear in nature (i.e., formed by free creative
associative processes). Further exploration into the world of
relationships allows for this emergent process to continue
unimpeded. In a care system this might take the form of:

e Safe, open and transparent communication together
with resolution of conflict and difference;

e The blossoming of creativity in service development,
clinical care and problem solving, and;

e An integration of the different sub-parts of the system
(e.g., professional disciplines, teams, agency partners,
etc.).

Care systems may also have emergent properties related
to connection and integration of differentiated parts. If
so, then what happens when chronic stress triggers evo-
lutionary survival responses that disrupt the formation of
these harmonious, flexible and non-linear connections and
maps between neurons (people)? Perhaps different connec-
tions/pathways can be formed that are more rigid and linear
in nature and less integrative of differentiated parts. Some
ways of describing this could be: fragmented, disconnected,
dissociated (Meares, 2012), but in care-system terms, this
might be described as the formation and maintenance of si-
los operating mysteriously in parallel to each other without
connections — something like traumatic memory pathways
that have no direct knowledge of the experiential content of
each other (Meares, 2012).

Conclusion: Towards Integrative
Trauma-Informed Practice

The Sanctuary Model™ is a knowledge and evidence-based,
trauma informed and responsive whole of culture approach
to organisational change (Bloom & Farragher, 2011). It em-
phasises the essential primacy of relationships to the healthy
functioning of individuals and the systems that these in-
dividuals inhabit and interact with (Bloom & Farragher,
2011). As discussed earlier, systems, both formal (e.g., pro-
fessional) and informal (e.g., families) share this common
factor of relatedness. As Allan Schore (2003) notes ‘The
most significant consequence of early relational trauma is
the loss of the ability to regulate the intensity and duration
of affects’ (p. 141). In order to support a person of any age
with self-regulation difficulties that stem from relational
trauma, relational coregulation within a context of safety
is an imperative starting point (Bath, 2008). This ‘contain-
ing’ relational dynamic is less likely to be found within a
system that is emotionally reactive, non-reflective and satu-
rated with trauma (Bloom & Farragher, 2011). Given what
we know about trauma and systems, it is more likely that
this process will be visible to a person who exists outside of
a direct system of care who can take an observer perspective
(Bloom & Farragher, 2011).

This means it may be useful for those within a stressed
care system to be open to transparent care delivery and
feedback from observers to help inform the understanding
within systems of their ways of operating (Bloom &
Farragher, 2011). Collaborative care is an approach that can
encompass this kind of living process. It means working
beyond boundaries that impose unnecessary barriers and
within necessary limits, both personal and professional
(Ko et al., 2008). This approach may be the systems
embodiment of secure attachment as indicated by warmth
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with clear limits and the ability to balance aloneness and
togetherness (Meares, 2005; Siegel, 2009). The ability to
make overt and discuss ‘wicked’ interpersonal problems
that are patterned and fixed in nature is also likely to be
critical (Dunoon, 2008). There can be many elephants in
many rooms within service-system structures.

In this kind of relationally centred model there must
surely also be a central role for compassion and kindness-
based interactions in the face of fear. In addition, there must
also be a role for the promotion of safety as an overt process
with an approach/lens that promotes the development of a
shared language of collaborative and integrative care (e.g.,
Sanctuary model) (Bloom & Farragher, 2011). The embod-
iment of trauma-informed care in individual clinicians and
teams reaches far beyond specialised language and into lived
experience. Courageous, creative and visionary leadership
towards process-based change and understanding of exist-
ing system cultures is a very valuable commodity (Dunoon,
2008), but to grow this leadership capacity in systems, there
must first be an awareness that something is not right (based
on one’s own observations of stress levels and dilemmas
and how they are shared with colleagues) and a will to lean
into these unpleasant and threatening experiences. As Nhat
Hanh (2012) so beautifully describes:

Fear keeps us focused on the past or worried about the future.
If we can acknowledge our fear, we can realize that right now
we are okay. Right now, today, we are still alive, and our bodies
are working marvelously. Our eyes can still see the beautiful
sky. Our ears can still hear the voices of our loved ones. (p. 4)
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