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Transformation of Meaning in Traumatized Systems:  A Case Study


Narratives offer a sense of order, of progression, of actions that are related to one another across time.  We quite literally make sense of what we do by the stories that we inhabit and tell.  Our stories help make meaning out of events that might otherwise be incomprehensible, confusing, random.  We weave those events together, stringing them into some sort of order that show how they are related and to what ends they are leading.  We do this instinctively, often in ways of which we are unaware, in the various dimensions of our lives.  This is no less true at work, where we use narrative as a way to create and tap into the meaning of what we do (Polkinghorne, 1988).  An engineer places herself in a narrative of fixing a faulty bridge that shows signs of structural weakness.  A chemist places himself in a narrative of creating a solution for a vexing problem with a chemical compound necessary for a cancer medication.  A therapist places herself in a narrative of healing people who suffered childhood abuse.  People understand themselves as main characters, as protagonists, who mean something in the contexts in which they work.  

The most compelling narratives are often related to the larger mission and purpose of what people and their organizations do.  These stories are renewable sources of energy and motivation.  This is particularly true in the case of caregiving organizations, in which people organize themselves around the primary tasks of healing, teaching, ministering to and sheltering care-seekers (Kahn, 2005; Obholzer & Roberts, 1994).  Members of such organizations tap into narratives of giving, providing, holding, helping; these narratives sustain them in the course of work that is often emotionally depleting.  Their identities as caregivers are sustained by the primary tasks of their organizations (see Diamond, 1988).  Indeed, their narratives are acted out on the stage of their organizations, which provide the sets and their designs, directors, other cast members, and the logistics of the performances.  Caregiving organizations buttress the narratives that caregivers tell, sustaining their sense of shared purpose and meaning.


These narratives can be interrupted, suddenly and powerfully, when caregiving organizations experience traumatic events that call into the question their capacities to complete primary tasks.  A clergy member molests a child; a psychiatric unit closes; a child in residential treatment commits suicide; a woman’s health clinic is bombed.  The events are located in a particular part of an organization, directly impacting specific individuals and groups.  But to the extent that others draw upon their sense of belonging to the organization to construct identities that they value in which they invest themselves, they too are significantly impacted, if more indirectly.  There is a direct impact—ground zero, as it were; and there are reverberations in the surrounding community.  Such impact can shake the collective narratives by which members have organized their sense of themselves and their work.  What occurs when members’ narratives are shaken?  How do they respond in the face of events that threaten the meaning they have constructed to give sense to their work?  What do they do when events betray the story that they wish to enact on the stage of an organization that cannot sustain their identities as caregivers? 

This paper focuses on exploring these questions.  I begin with a discussion of the nature and implications of organizational trauma, which I then ground in the context of a case study of a hospital unit that experienced a traumatic event.  Working from this case study, I examine the implications of organizational trauma for the narratives that organizational members tell and the work of organizational consultants who wish to help members transform and regain the meaning of their work.

Organizational Trauma


Freud (1959) noted that trauma occurs when the ego is overwhelmed as a consequence of an extensive breach being made in the protective shield against stimuli.  A traumatic event is one in which the person is flooded with intense stimulation that he or she cannot control.  “Crisis” refers less to the objective character of an event than to people’s psychological responses to it (Devereux, 1955; Stein, 1991).  Sudden death, natural disasters, outbreaks of violence, tragic mistakes, rape, murder—all have the potential to release uncontrollable stimulation, leaving us shaken and reeling.  Such events shift us in the world: violations of our basic sense of trust and safety, they leave us with expectations of disaster or exploitation (Stein, 1991).  Survivors are left with the difficult work of living within these new, more threatening sets of expectations while working (or not) to recreate a basic sense of trust and safety in their worlds amidst the defense mechanisms they have constructed in the wake of trauma.  

We know a great deal about individual trauma—its causes, manifestations, implications and treatment—through the work and writing of those who think about and treat survivors.  In particular, Judith Herman’s book Trauma and Recovery (1997) offers a useful set of ideas.  Herman notes that traumatic events have primary effects on individuals’ systems of attachment and of meaning, both of which link the individual to his or her community.  Traumas thus leave individuals feeling alone and disconnected, alienated from others.  Trauma survivors both withdraw from close relationships and seek them desperately.  They have a diminished capacity of intimacy, given their loss of basic trust in others.  Their sense of shame, of humiliation, of guilt compels them to withdraw, as does their unwillingness to avoid reminders of the trauma.  They are shrouded in the secret of their trauma even as it surfaces in the various symptoms that they display.


The shift from individual to organizational trauma is helped by a sense of what can happen in families and groups.  Family systems theory offers ways to understand how a system can become overwhelmed by events—job loss, miscarriage, suicide—that are located within particular individuals but spill over into and significantly impact the family itself and its capacity to support the development of its members (Friedman, 1985; Minuchin, 1974).  Group relations theory similarly focuses on how events—the removal of a leader, failure of a project, environmental uncertainty—can disturb the group-as-a-whole and its capacity to carry out its primary task (Bion, 1961).  While family systems and group relations researchers and theorists may not often use the notion of trauma directly, the concept is applicable (see Garland, 2002).  Like individuals, families and groups can shift away from their primary tasks (Bion, 1961; Shapiro & Carr, 1991).  They too can move from a sense of basic trust that enables progress and growth into woundedness, mistrust and expectations of exploitation.  They too can move into defense mechanisms—dysfunctional family interactive patterns (Minuchin, 1974) or basic assumption life (Bion, 1961)—that, like the presence of antibodies in the bloodstream, are evidence of perceived systemic trauma.


Organizational researchers and theorists are less likely to use the language of organizational trauma.  The field of crisis management focuses on the active management of events that threaten an organization or its reputation.  Researchers focus less on organizational members’ experiences of traumatic episodes per se and more on prevention, reaction and damage control (Mitroff, 2005).  Similarly, researchers who consider organizational resilience focus on structures, processes and relationships that enable people to remain focused on their work amidst difficult events and situations (Weick & Sutcliffe, 2007).  Trauma is implied in this work but not excavated and explored in a central way.  Both the crisis management and organizational resilience conceptual frames seem founded on a belief in the strength of rationality to ward off the powerful emotions associated with traumatic events—rage, grief, despair—and to prevent the construction of irrational defenses against the pain of those emotions.  

Howard Stein (1991) has explored more directly the notion of organizational trauma and its rational and irrational dimensions.  In his exploration of the metaphors by which organization members express their reactions to traumatic events, Stein suggests that traumatic moments in the life of an organization can release people’s primitive, instinctive terror—their deepest dreads, of engulfment and death, separation, abandonment.  Hudson (1998) similarly addresses the concept of traumatized systems, in the context of church congregations that have experienced significant events, such as arson, sexual abuse, and a minister’s suicide.  Here too there is acknowledgment that painful emotions and anxieties can be released within organizations by events that affect the whole, even as they directly impact a few.  Stein (1991) notes the primitive anxiety that people feel at the tremors of earthquakes.  Organizational trauma is marked by such anxiety (Hormann & Vivian, 2005).  It strikes those closest to the events, but as with earthquakes, others feel the reverberations—the quakes themselves, and aftershocks—radiating from the epicenter.

There is much that we need to know about the effects of these reverberations, on the reactions and experiences of organizational members and on their abilities to recover from trauma and engage their primary tasks.  In particular, we need to know what happens to the meaning that organizational members ascribe to their work, and to the narratives they construct to provide and maintain that meaning.  A starting place is what occurs when individuals experience trauma.  It is clear that trauma may profoundly affect how people experience current situations (Herman, 1997).  Trauma victims relive the event, wishing to master the feelings it aroused, largely to no avail; they continue to feel terror, rage, and helplessness (Shay, 1994).  They experience difficulty in maintaining close relationships.  The events themselves come to dominate the stories that people tell about themselves.  Indeed, the traumatic event becomes the story, and all else pales by comparison.  Trauma, untreated, is marked by the hugeness and centrality of triggering events, to the point that survivors are defined by their experiences of living through those events (Herman, 1997).  Treatment is, by and large, the process of reducing the event to manageable proportions, and having it be part but not the survivor’s entire story of himself.

Traumatic events are thus an interruption of our narratives of our selves.  There is a clear demarcation between “before” and “after.”  The demarcation also defines a certain loss of meaning.  Individuals struggle to remember their places in the stories of their existence.  The rape victim had previously held an image of herself as open, loving, savvy; her narrative arc focused on her ability to read situations and people and move toward them in trusting ways.  The robbery victim, gunshot, had previously thought of himself as important, untouchable, successful; his narrative arc focused on the effortlessness with which he moved through situations by which others were stymied.  The events interrupted, and then overwhelmed, these narrative arcs.  The individual is left with uncertainty, confusion and pain in place of what used to be a more or less satisfying sense of self.  The old narrative is no longer operative; it has been derailed by the dissonance between one’s identity and the traumatic event.  The pain of the traumatized individual is caused in part by this dissonance (Shay, 1994).  The person is lost, has become the audience rather than the actor, watching the trauma playing over and over again, consciously or not.  The routines of everyday life seem meaningless.

I suggest here that this process, by which narratives are disrupted and meaning is drained, has its parallels in organizational trauma.  Groups and organizations also have their narrative arcs, which place their members in the context of stories in which they see themselves (Polkinghorne, 1988).  Indeed, one facet of leadership is to frame and tell stories that will make meanings that organization members find compelling enough to engage them and move them ahead in their collective work (Smirich & Morgan, 1982).  Told correctly, such narratives—when framed as journeys, as advances, as battles, as pursuits, as callings, as evolutions, as revolutions, as causes—sweep people up and bring them along.  The narratives offer a sense of place; they offer hope that purposive action matters; they offer a sense of agency.  

Traumatic events that occur within or to organizations are, most likely, severe disruptions to the power of the existing narrative.  They call into question the truth of the narrative, its ability to stand up in the face of evidence to the contrary.  Members experience dissonance, individually and collectively, between the narrative arcs they had been living at work and events that belie those arcs.  It is difficult to live with cognitive dissonance, which moves people to try and alter some part of the equation.  Thus, in the face of organizational trauma, members must deny the narrative that has thus far sustained them to accommodate what has occurred, or they must deny the traumatic events that call into question that narrative.  Either strategy lessens the dissonance, even as it denies part of people’s history.  Alternatively, organization members can work to integrate traumatic events into their narratives, which must shift and expand to contain them.  Each of these choices has implications for the meaning that organizational members ascribe to their work.

 
The following case study occurs within the context of the surgical unit of a community hospital.  The unit experienced a traumatic event.  The event happened in an operating room, but quickly engulfed the unit-as-a-whole, impacting its members and how they looked at and performed their work.

Maple Hospital Operating Room

Maple Hospital was located in Maple Heights, a middle-class, blue-collar city of a hundred thousand.  Its community hospital had over the years lost a great many patients to the sprawling university hospital located thirty miles away, which held the promise of the latest academic research and medical procedures.  The Operating Room unit (OR) had recently acquired a new Chief of Surgery.  He was hired to help turn the unit around.  He quickly discovered that the unit had no teamwork.  Surgeons vented in front of patients.  They berated staff.  Nurses and technicians retaliated by slowing down and being unaccommodating. No one went out of their way for one another.  There was little collegiality.  He asked me to conduct an organizational diagnosis, to help figure out what was going on.  For three months I interviewed unit members, observed them at work together, and developed hypotheses that I shared with them in feedback sessions (Kahn, 2003).

 
The diagnostic interviews and observations revealed ways in which the unit was disturbed, in terms of its work and relationships.  The OR was defined by subgroups that pulled apart from one another.  There were groups of nurses and surgeons who were for or against the Nurse Manager; nurses who supported or opposed the union; surgeons who supported or opposed the new chief’s emphasis on customer satisfaction.  OR unit members were routinely in opposition to one another, split along various and shifting lines.  Personal relationships trumped role relationships.  People made decisions—the scheduling of surgeries, or the makeup of operating teams—and provided assistance to one another on the basis of the history of their positive or negative personal relationships with one another.  Individual looked out for themselves.  They sought control of their incomes, schedules, territories, and job descriptions, and protected themselves from others who were treated as competitors. 


The Nurse Manager emerged as a lightning rod attracting the heat and light of the unit’s energy.  She had worked at the hospital for almost thirty years, the last twelve as SU Nurse Manager.  She ran the unit’s daily operations: she scheduled surgeries, assigned shifts, hired and trained nurses and technicians, maintained the unit budget, and worked with the Chief of Surgery to insure smooth relations between her staff and the surgeons. She had a great deal of power, over her staff, whom she hired, fired, scheduled and managed, and over the surgeons, scheduling their regular operating times and their “add-ons,” emergent cases that required surgery within a day.  In the interviews people kept circling back to the Nurse Manager, as if she occupied a central zone they must constantly traverse.  Many perceived her as playing favorites with nurses and surgeons.  She rewarded nurses she liked, they said, with desirable shifts and hours while treating others disrespectfully.  Surgeons reported that she rewarded those she liked with desirable schedules, quick add-ons, and good nurses.  They told many stories about her rudeness.  The Nurse Manager also had her defenders, who saw her as a victim of sorts, blamed by surgeons who disliked the paperwork or safety procedures that she enforced or by pro-union nurses for whom she represented hospital administration.  She was clearly a divisive force in the unit, whose members rallied for or against but not around her as a respected leader.  She was unable to instill teamwork and collegiality in the unit.  

The question was why she was retained as Nurse Manager.  There were a number of immediate possible answers.  She kept costs low and worked within tight budgets.  Her boss, the recently fired Vice President of Nursing, had protected her because she defended patients (against the surgeons) and the administration (against the unionized nurses).  The hospital administrators were also busy with difficult financial and strategic issues.  None of these explanations, however, addressed why the hospital administration wanted an OR marked by conflict and dissension.  Maple Hospital had a thriving grapevine; the various senior administrators during the last decade had certainly heard the stories about Barbara’s leadership.  They must have known as well that there were other Nurse Managers able to work within tight budgets and encourage teamwork, even in unionized environments.  They must have also known that the potential costs of conflict among OR staff would be catastrophic: a misinterpreted word here or a shrug of the shoulder there and the wrong dosage or drug or x-ray would go unchecked, with real consequences for patients.  Yet the Nurse Manager remained.  Why? 

The Event


I discovered during the interviews that there was a history that needed to be understood.  Five years earlier a surgeon had badly botched an operation, removing the wrong internal organ.  There were various versions of the story.  One version blamed the surgeon for not double-checking and operating on an assumption.  Another version blamed the Nurse Manager for not requiring the surgeon to follow standard operating procedures, such as having x-rays and charts in the room, because he was one of her favorites.  The surgeon himself said it was a perfect storm of errors:  no films in the room, confusing the patient with another, no access to own notes, being rushed to get out of the room by other doctors.  

 
The patient survived, the lawsuit was quietly settled, and the surgeon and his assistant, after suspension and probation, still practiced at Maple.  There were state and national investigations.  Maple Hospital was required to develop and implement an action plan based on a thorough analysis of what had gone wrong.  The event was picked up first by the local newspaper, which ran a number of articles on the error, and then nationally.  Suddenly Maple Hospital was notorious.  The hospital became a lightning rod for people’s terror about being defenseless on an operating table and having someone make a mistake that was ludicrous and preventable.  The press fed the terror.  Unit members felt bullied and harassed by the papers.  They had patients telling them not to take off the wrong leg.  They were also left with no place to turn.  They were told by hospital administrators not to talk about the event.  There was no public discussion.  The embattled administrators, trying to control the media coverage, public perceptions and potential lawsuits, demanded silence from the staff.  OR members did not even speak openly with one another.  They were left alone, by hospital administration and by one another. 

 
So what’s the connection between the event and how the unit functioned?  Organizational trauma offers a useful conceptual lens here.  The error itself wounded the unit’s identity as a place in which people are healed, by the capable hands of the surgeons and those who aid them.  The unit broke the first law of medicine: “Do no harm.”  The unit felt victimized by the local and national press, unfairly singled out in a world where errors are more common than we wish to know.  And the unit felt victimized yet again by the reaction of its own hospital leaders, who turned away from and abandoned them.  These experiences released a number of emotions into the unit, for which there was no container:  shame and guilt from the error; rage at those responsible for the error, and at those who abandoned the unit; sadness at the event, and for the loss of identity as healers; helplessness at the victimizations.  The unit was filled with these painful emotions, with no place in which to unpack and release them.

Trauma fades in direct relation to the ability of people telling their stories, becoming familiar enough with it such that it becomes part of but not all of who they are.  The narrative becomes the vehicle by which the individual regains meaning, newly informed by the trauma itself; the trauma then becomes integrated into the individual’s story of him or herself (Herman, 1997).  The telling of the narrative—and the hearing of it by others—also becomes the vehicle by which the emotions triggered by traumatic events are expressed, and in that expression, released.  When trauma survivors cannot tell the stories of their trauma, they are left without a way to gain perspective; the trauma defines them, rather than they defining the trauma and its meaning.  Moreover, they are left with the emotional fallout.  As much as they might like to rid themselves of these emotions—to repress, deny, scrub themselves clean of them—they cannot do so without directly engaging their stories of the trauma itself (Herman, 1997).  And as much as they might like to not be affected by these emotions, they are.  Indeed, trauma-induced emotions cannot be buried deeply enough.  Like toxic waste, they seep out.  People unconsciously bootleg them into their current experiences (Shay, 1994).  They unconsciously seek out and create situations that enable them to act out buried emotions.  They unconsciously hope to rid themselves of them; they hope as well that others will see their staged productions as calls for the help that had never arrived.


This helps explain the state of the OR.  The unit created and enacted ongoing dramas that kept the emotions triggered by the surgical error alive, even as they were disassociated from that event.  The emotions that daily marked the OR were those that had gone unexpressed after the botched surgery.  There was blame, anger, and resentment.  This was maintained by a set of pre-operative procedures.  Surgeons were required to personally conduct physicals on the day of surgery, and process multiple permission slips, insurance forms, and non-medical office visits.  Nurses had to check surgeons’ pre-op plans, verifying correct procedures and insuring that they know which operation is to be performed.  This altered greatly the traditional power relationship between surgeons and nurses.  Nurses had the right, indeed, the obligation, to call a halt to operations if specified procedures were not followed.  The surgeons resented the message implicit in the nurses’ protecting patients from them.  They were angry as well at the Nurse Manager, with whom they constantly battled.  Her belittling of them, publicly and to her nurses, was a constant if unconscious reminder of the event for the whole unit, as if the surgeons were all guilty and that was their sentence.  


The ongoing conflict in the OR seemed to serve as a social defense for unit members (Jacques, 1974; Menzies, 1960).  The blame and resentment, members sorting into allies and enemies, served certain defensive functions for the unit more generally.  The social defense depended on unit members remaining constantly upset and angry.  This enabled them to avoid feeling sadness, guilt, loss and vulnerability, which would have inevitably been part of their normal experiences of the event.  As long as they were mad at one another they did not have to do the more difficult work of addressing the pain from the event that they all experienced to some degree.  

In this context the Nurse Manager served a useful function, and was thus kept in her role.  She helped fracture the unit so members were constantly upset.  She kept them angry, at her or at one another.  It thus made sense that this Nurse Manager remained.  If the goal—the real goal seen in what people do, not in what they say they are doing—were to have a calm, productive OR, she would be gone.  If the goal is to enable members to feel upset, so they have an excuse to express underlying anger and resentment, she was exactly the right leader.  She fractured the unit so members were constantly upset.  They did not have to feel the sadness and loss that were also part of the trauma.  It is easier to be angry than sad; the former provides a kind of mobilizing, if destructive energy, while the latter requires the care and ministration of others.  Such care was, ironically, not part of the unit’s repertoire.  So long as they were mad at one another, they did not have to do the more difficult work of addressing the pain from the trauma they experienced.  The Nurse Manager thus protected members from joining together and excavating difficult emotions.  

There is a cultural dimension implicit in this process.  To maintain its defense system the OR unit fought.  Members kept away from one another.  The Nurse Manager was the lightning rod, attracting heat and energy.  She protected the unit from absorbing the emotions that its members unconsciously believed it could not handle.  This fits as well with the surgical culture more generally.  Surgeons and OR nurses learn early in their training to put aside their feelings.  Strong emotions of any kind might get in the way of the dispassionate work of cutting and stitching the human body.  They are taught to forget or deny awareness of how the lumpy masses and liquids with which they work are human bodies.  For surgeons to remain constantly aware of patients as people with dreams and families threatened by disease is to render themselves unable to perform with steady eyes and hands.  OR members thus come to share an intuitive distrust of and discomfort with the experience and expression of strong emotions, particularly those that revolve around loss. 

Yet traumas and the emotions they engender cannot be buried deeply enough.  Even without a place for the OR staff to tell directly the story of what happened to all of them, and to express openly what they felt about what happened, they did so indirectly.  They treated one another roughly.  They hurt and were hurt by one another.  They withdrew from and abandoned one another.  They blamed and silenced one another.  In such ways they tried to reenact what had happened to them.  They tried to express and rid themselves of painful emotions.  And they tried to call forth help.

Fractured Narratives


The traumatic event that the Maple Hospital OR experienced shifted the collective narrative of its members.  Physicians and nurses routinely frame their work as a story of a joint quest to heal the sick.  Surgical units are more pointed: the story in which surgeons, nurses and technicians are joined is that of waging war on bodily assaults to their patients that arrive in the form of tumors, slashes and malfunctions.  This narrative is directly in the service of the unit’s primary task.  Its underlying theme is that of joining, of basic trust in others’ integrity, intentions and competence.  The Maple OR lost that narrative along with its primary task.  The unit shifted from a work group to a basic assumption fight/flight group (Bion, 1961).  It fractured its collective narrative into a set of narratives, told by different groups.  These lesser narratives buttressed the unit’s social defenses.  Their underlying themes were that of shared mistrust, fear of exploitation, and the questioning of others’ intentions.


What were these narratives?  The surgeons routinely told stories of their victimization, by the Nurse Manager, the nurses, the local and national media.  Their stories were of a world upended and gone mad, as evidenced by the power that the nurses wielded over them through the tyranny of pre-operative procedures.  These stories fit within and helped drive a certain narrative arc that had, before the mishap, been a sideshow, not the main story.  Surgeons operated within the context of hospitals, run by administrators who had gained increasing power over the years, with a corresponding decline of the power of surgeons.  Community hospitals were moving toward onsite staff surgeons, and away from simply granting surgical privileges to private, freelance physicians over whom they had less control.  The chafing of the surgeons over the pre-operative procedures was yet another indication of the shift of power.  The indignity of nurses wielding power was difficult to bear.  The surgeons’ primary narrative arc was no longer that of joining with others to diminish or destroy disease; it was to protect themselves against the onslaught of those who wished to diminish or destroy them.


The nurses, for their part, told stories of the importance of their job in rescuing patients from the potential carelessness and the arrogance of surgeons.  They believed that surgeons resented them because they protected the procedures that ensured safety.  They believed themselves guardians of the hospital and its patients.  These beliefs similarly fit within and helped drive what had been a secondary narrative arc but which had become more central.  This arc too was about power and influence, not simply within the OR unit, but within the hospital and the industry more generally.  The nursing labor shortage had driven up the value of nurses, and the importance of attracting and retaining them.  Nurses increasingly sought, as part of their jobs, a sense of voice and influence over their work and the functioning of their units and teams.  In this context, their increasing importance in protecting patients—not only from disease, but from errors and those who would make them—was an indication of their increased influence more generally.  This shifted their narrative arcs.  They were no longer simply the helping hands, junior partners with physicians.  In the Maple OR, the nurses held real and valued authority, wielded on behalf of the patients for whom they cared.


The basic assumption life (fight/flight) and social defenses of the unit helped sustain the arcs of these newer narratives.  This was most clearly seen in the action of splitting and projection (Menzies, 1960; Wells, 1980).  Led by their manager, the nurses perceived surgeons as guilty, careless, arrogant, and cold.  These projections enabled, presumably, the nurses to split off and deny parts of their selves that were difficult to admit and tolerate:  guilt about their own culpability in errors, carelessness in their own actions, arrogance in relation to the patients they were supposed to care about, and an emotional reserve in the context of that caring.  The surgeons, for their part, perceived the nurses (and their manager) as angry, overly emotional, and irrational.  Their projections enabled them, presumably, to split off and deny their own anger about what had occurred, shame and guilt about their actions, and the extent to which they can act irrationally.  The complementary projections maintained the narratives that the surgeons and nurses told—about themselves, and about the others—and maintained the splits in the unit itself.  So too did the attempts to isolate and silence the few nurses and surgeons who wished to take back their projections and heal the splits (Wells, 1980).


These narratives meant that unit members were no longer joined together in the shared purpose of battling disease and healing the sick.  They had different purposes now.  Their basic sense of trust and interdependence gone, the surgeons and nurses thought differently of their work.  The surgeons still gained meaning, of course, from their technical skills, used to remove tumors, repair damage, set bones and the like.  But this meaning was no longer enlarged by the sense of performing that work with others.  Nor was the nurse’s sense of meaning in their work assisting surgeons and ministering to patients before and after their surgeries.  The unit had a slighter grip on its primary task.  Its members operated in a different context from that which had existed before the surgical error.  The context became marked by distrust.  The task became that of survival within an environment marked by allies and enemies.  It was through the lens of this task that unit members ascribed meaning to their actions.  The surgeons felt a sense of purpose with every advance they made in taking control of their work and treating the patients as they saw fit.  The nurses felt a sense of their purpose with every defense they made of the pre-operative systems of checks and balances and its protection of the patients.  These were the meanings they constructed from the shards of an event around which the unit had disintegrated.

Systemic Recovery


Through splitting and projection, individuals and groups within the Maple Hospital OR carried different pieces of the affect associated with a traumatic event that had occurred five years previously.  The system disintegrated rather than integrated around the traumatic event.  The disintegration was maintained by correspondingly fractured narratives that system members continue to tell, which contain some pieces of the larger story and mask others.  These narratives supply meanings for group members.  But the meanings they supply are in the service of social defenses rather than primary tasks.  How might these narratives and the disintegration that they support be transformed, in ways that enable the unit to engage its primary tasks?

Trauma and Recovery


One way to approach this question is through lessons from those who treat trauma survivors.  Herman (1997) describes three stages of trauma recovery.  The first stage is the establishment of safety.  Safety involves naming the trauma, seen through its disguised symptoms; restoring a sense of control and power; trusting relationships with therapists who offer safe refuge; plans for future protection; and social support networks.  The second stage is remembrance and mourning.  The survivor tells the story of the trauma—events as well as responses, facts as well as emotions.  The story is told to others who validate and affirm the survivor.  With repetition, the trauma becomes a memory like other memories, no longer commanding a central place in the survivor’s life; the grief becomes less painful and haunting.  The event becomes integrated into the survivor’s life, part of an ongoing narrative that began before and continues after the event itself.  The third stage is reconnection with ordinary life.  The resolution of the traumatic event is marked by the survivor’s restored capacity to forgive herself, take pleasure in her life, and to engage fully in relationships with others.  


These stages offer a framework for helping traumatized groups and organizations.  Groups too can progress through these steps.  Clinically-oriented consultants can help members name and come to see traumatic events and the ways that they continue to appear in various forms.  The consultant’s work, like that of the therapist, is to create a trusting relationship, through the management of boundaries, enabling of members to assume responsibility for and control over the process, and containment of affect amidst difficult conversations (Kahn, 2001; Shapiro & Carr, 1991).  In the context of such safety, group members can tell their stories of the trauma—their experiences, reactions, and responses to one another.  The consultant takes in the various stories, validates each member’s narrative strand, and so doing, affirms how traumatic events can be experienced in different, seemingly contradictory ways by members of a single unit.  The consultant’s work here is to help members see and understand how the different stories that individuals tell are all variations on a theme, that of a traumatic event that, like an earthquake, shook them in different ways according to where they stood and what they were doing, but shook them all the same.  This work is directly in the service of connecting group members to one another, to enable them to see those connections, and to recover amidst them.  Ideally, then, the traumatized group moves toward engaging its work together (Garland, 2002).  The group recovers its primary tasks, and members pursue them with some pleasure in doing so together.


Yet groups pose particular difficulties that make them less accessible than individuals to the stages of trauma recovery.  Trauma therapists themselves help make this point when they note that trauma is treated successfully only when the group, family or community in which the survivor is embedded provides the affirmation and solidarity necessary to reintegrate the survivor.  Herman (1997) explores how trauma isolates people.  It is the group that re-creates belonging.  Indeed, encounters among those who have undergone similar traumatic experiences dissolve feelings of isolation, shame and stigma.  It is the group that has the capacity to bear and integrate traumatic experience, more so than individuals themselves.  No one can face trauma alone; it is the reconnection with others that enables trauma survivors to hold themselves, in the context of being held by others (Kahn, 2005).  Alternatively, however, groups can be rejecting and destructive.  They can re-create the dynamics of traumatic events, with group members taking on roles of perpetrators, victims, accomplices, bystanders, rescuers (Herman, 1997).  It is in the context of groups and communities that trauma survivors may be reclaimed; and it is in those contexts that survivors may be wounded again and again.


This double-edged nature of groups complicates matters greatly.  Groups can be places of healing for their members; or they can perpetuate trauma for their members.  It is this latter possibility that is the most threatening to recovery efforts, and thus needs to be most understood.  One way to do so is in the language of basic assumption group life (Bion, 1961) or social defenses (Menzies, 1960) and the splits and projections that maintain them.  Viewed thus, groups that have experienced traumatic events are flooded with anxiety from those events and the terror that such events will reoccur and threaten the survival of the group-as-a-whole (Rice, 1958; Wells, 1980).  In the face of such anxiety and difficult emotions released by the traumatic events, the group-as-a-whole seeks to protect itself.  Through splitting and projection, individuals take on various roles that keep the anxiety and emotions alive even as they are disconnected from the traumatic source.  Hence, the group avoids dealing with the trauma itself.  Instead, particular individuals (and subgroups) carry different pieces of what that trauma was and what it meant in the life of the group.  They become casualties, some more than others, loaded up with certain emotions (Wells, 1980).  

More to the point, this process makes it difficult for groups to progress through the three stages of trauma recovery described above.  First, it makes it difficult for groups to create necessary conditions of safety for the original trauma to be processed and understood for what it was.  When groups remain invested in protecting themselves from anxiety and painful affect, they are unable to create a safe-enough context in which to explore and recover from their wounds.  It is not unlike a knifing victim who refuses to get his wound cleansed, dressed and bandaged because of the pain involved.  Rather than admit his fear of that pain, he acts as if there is no such wound even as he suffers from, calls attention to, and tries to distract himself from that wound.


Second, the group-as-a-whole dynamics make it difficult for groups to do the work of remembrance and mourning.  Remembrance involves the telling of the story of the traumatic event.  Group defenses are sustained, however, by fractured narratives of events.  Group members are invested in maintaining radically different versions of events, which help maintain splitting and projection processes (Bion, 1961).  When people join together around traumatic events, they are able to see themselves in one another: they recognize how they too saw this or felt that, and they build a collective narrative based on the particular things that happened to each of them.  When groups are unwilling to look closely at a traumatic event, they defend against doing so by refusing to remember together.  They are unable to see themselves in one another because they are unwilling to tolerate the full range of emotions—sadness, guilt, rage, humiliation, shame—that would come from remembering what happened to all of them.  So they locate those emotions in specific members.  The stories they tell are about those members, rather than about the traumatic event itself.  In this way their collective mourning remains interrupted and incomplete, which results in their being entrapped within it (Lifton, 1980).  They cannot complete their grief-work (Stein, 1988).

Third, group defenses make it difficult for groups to reconnect to what Herman (1997) refers to as ordinary life.  In the context of work groups, ordinary life is synonymous with a sustained focus on primary tasks.  Members organize themselves not around basic assumption life, as if the group’s survival was at stake, but around getting their work done together.  When groups have not done the work of remembering and resolving their traumas, however, it is difficult for their members to engage in ordinary life.  Unconsciously, the group-as-a-whole acts as if the trauma is not over and that they must continue to protect themselves in order to survive.  Such post-traumatic stress disorders are marked by people’s ongoing beliefs that they are still under assault and must engage in defensive maneuvers (Shay, 1994).  Groups thus get immobilized.  They are unable to reconnect to the ordinary life of their primary tasks.  Getting unstuck becomes a matter of individuals reclaiming the emotions and reactions to the traumatic event that were split off and projected (Smith & Berg, 1987).  Members must find the courage to take the risk of moving toward rather than away from the anxiety associated with such events.

Group-level trauma and recovery is thus made more complicated by the relatively complex defenses that groups create to ward off the impacts of traumatic events.  While the basic principles and stages of recovery from trauma are still relevant, engaging that work is more difficult for both groups and their consultants.  The consultant’s work is akin to that of the therapist working with traumatized individuals.  Yet this work—creating safety, enabling remembrance and mourning, and moving people toward reconnecting with ordinary life—occurs within the context of group and organizational defenses otherwise.  The work with the Maple Hospital Operating Room unit engaged these defenses, while attempting to engage members in dismantling them.

Recovery Efforts in the OR


The theory of trauma recovery thus indicates a certain course of action with the Maple Hospital OR unit.  I held a series of meetings with OR members in attempting to pursue that course of action.  I began with the Chief of Surgery.  I reviewed the findings of the organizational diagnosis that I had conducted through my months of interview and observations, highlighting the central role that the traumatic event of the botched surgery had played in the dynamics of the unit, and in particular, in the relations among surgeons and nurses.  The Chief of Surgery was both drawn to and uncomfortable with the trauma-related diagnosis and its implications for an intervention that would involve the unit-as-a-whole.  He understood that the event had something to do with why the surgeons and nurses were not working together effectively.  But there was also his surgeon-like impatience to identify and solve the problem, to cut and sew and finish up.  He had identified the problem as the Nurse Manager.  He was drawn to this diagnosis, for it led to the type of intervention with which he was familiar: the isolation and removal of a disease.  The surgical model of healing contrasts sharply with that of the therapeutic model.   


The Chief of Surgery was also under some pressure to operate quickly.  The new CEO had met with the Nurse Manager and later called the Chief of Surgery to ask why he had not yet fired her.  He had told her there wasn’t much administrative stability in the unit, with him being new and the hospital without a VP of Nursing or CEO.   He wanted to create a process that would enable him to gain some credibility with his new unit while waiting for senior leaders to settle into their roles and provide administrative backup.    The CEO, unimpressed, told him that he should fire the Nurse Manager as soon as he could.  The new Chief was in a tight spot.  He believed that the unit could benefit from discussing the report, looking at how they needed to change how they worked together, and trying to make such changes work.  The Nurse Manager would then have time to prove that she was not capable of being part of that change, and thus make the case for her own dismissal.  The Chief would wait, to see if the disease contained itself, on the notion that it wasn’t a dire emergency.  Then he would be off the hook with the staff and surgeons who followed her.  At the same time, his instinct, confirmed by the new CEO, was to just cut her away and move on. 

The Chief of Surgery and I decided that I ought to work with the rest of the unit to discuss the study before he acted.  I meet with the OR nurses.  They listen to the results of the study.  At first they say little.  They are quieted by hearing aloud what they have only whispered among their selves, about the Nurse Manager and her leadership, about the surgical mishap and some of its effects, about how they have sorted themselves into cliques.  They finally ease into a conversation about what might be done to make the OR a better place to work.  They talk about the need for real staff meetings, places in which to talk with one another and solve problems together.  Such meetings had been eliminated after the surgical mishap.  What had been eliminated, indeed, was any chance that the nurses would get together and talk publicly about the event.  Instead, they were left to have bits and pieces of conversation with one another.   

They were also left with the Nurse Manager.  The nurses, by and large, blamed their supervisor for setting a negative, discomfiting tone in the unit.  They blamed her for inconsistency and favoritism.  They blamed her for all the blaming that had been done.  The nurses shared the Chief of Surgery’s diagnosis of the unit’s problem, even as they agreed with how the unit-as-a-whole had developed unhelpful routines with which many members colluded.  The unit’s surgeons were in much the same place when they met to discuss the study.  They believed that the Nurse Manger was the root of the problems in the OR, that her rudeness corroded morale, and that the OR would turn around once she was gone.  They were indignant that the study did not castigate her more fully.  They wanted the report to name her as the problem.  They were ready to operate.  They wanted to fix the problem and move on.  I suggest in both meetings that the problem was certainly larger than just the Nurse Manager.  I focus on her as the symbol, a lightning rod.  They nod but are unconvinced.  They want to operate.

Several weeks after these meetings the CEO and the Chief of Surgery met to talk about the unit.  They met in the Chief of Surgery’s office.  He sat behind his desk, saying that he had only a half hour before preparing for surgery.  He was barely contained impatience, eager to settle the matter.  I was there as well, to make the case that the unit needed a period of recovery, of reconstructing the narrative of the events and its aftermath, and of unit members making clear choices about how they ought to work together given their collective tasks.  The CEO and Chief of Staff nodded and agreed but they were bent on performing their operation first—as if what I was suggesting was simply follow-up treatment, radiation or chemotherapy that would help the unit recover once its intruder was eliminated.  They talked briefly about how to communicate the decision so as to contain the fallout, and quickly adjourned.  The prep work was over; the surgeon was cleared to make the incision and perform the operation.  A few days later the Chief or Surgeon summoned the Nurse Manager to his office and offered her the choice to resign or be fired.  She resigned, with four months of paid leave.  


How the Chief of Surgery handled the Nurse Manager’s dismissal was crucial.   He had the opportunity to show OR members that difficult issues can be spoken of publicly.  He did not do this.  There was a brief announcement of the resignation.   The Nurse Manager disappeared.  The nurses were left to fend for themselves for two weeks before her replacement, an interim nurse manager, arrived.  There was no public meeting with the Chief.  There was no place for the staff to come together and talk about the events that led them here and what their future was likely to hold.  They retreated to familiar patterns: they passed rumors, took sides against one another and the administration based on little data, felt isolated, and did their work as best they could. 


With some urging the Chief finally called a full OR meeting a month later, the first of its kind, and brought everyone together in a room.  They talked together, first in small groups and then as a unit, about how they would like to work and the obstacles for making that happen.  They complained, laughed, and laid out agendas with items they need to address going forward.  They were fed coffee and pastries.  They did not mention the Nurse Manager, who had been publicly erased like a disgraced Kremlin official.  Nor did they discuss the events of five years ago, in spite of the lobbying I had done to make this part of the agenda.  The Chief of Surgery felt that this would be a distraction, an unnecessary visit to the past when it was the future about which he cared.   Yet the meeting did not proceed as he wished.   The reports from the small groups were filled with demands for the administration to provide money, resources, staff, equipment, public relations, and much else.   The Chief was drawn into public debates and put on the defensive.   He stood in for all the administrators who had gagged the unit, stuffed it with the Nurse Manager, and had walked away.  He was the lightning rod now, drawing the unit’s longing for help and its resentment that it had not come before.  These were not expressed directly but came in the form of insistent complaint. 

The OR unit had dealt with its presenting symptom but not its underlying disease. In the unit’s surgical model, manifestations of diseases are hunted down and removed, like tumors, or repaired, like hernias.   The Nurse Manager had been taken out, like a tumor.  But what was the disease itself, the cancer?   It was this, what occurred in the staff meeting:  people’s inability to speak of what they know, of what they feel, to one another.  Beneath all the words in the meeting, there is the haunting subtext of what they cannot say.  This conversation did not occur, not then, perhaps not ever.  In its stead was a process uncomfortably close to scapegoating: the finding, abandoning, and sacrificing of the Nurse Manager, exiled as though it was only she who caused the unit so much pain and loss.  Yet blame lay pooled within the unit; members waded through it daily.  They looked to put blame somewhere else—on the new Chief of Surgery, during the meeting—while they ducked away from it.

In the following months the Chief and the interim nurse manager reached out to staff.  They asked for ideas and suggestions from nurses and technicians.  The interim nurse manager opened the shades to her office, walked around, asked questions, and worked with nurses to create systems for assigning shifts and block time and scheduling that were transparent and fair.  The unit began to respond.  The nurses began to raise issues with the interim nurse manager rather than simply traded whispers in the hallways.  With the previous Nurse Manager gone, there was some relief of tension, more laughter and honesty.  Her removal let some staff emerge from their hiding places.  Their hunger for connection and support moved them toward one another.  Several months after firing the Nurse Manager, the Chief noted that morale was high and people were working together better.  He created monthly meetings with the nurses to share information and listen to concerns.  The OR seemed to be moving away from the old culture of blame. 

On the face of it, the surgical model of identifying and removing “diseased” people looked as it if had solved the OR’s issues.  The process began with the Nurse Manager.  Others left as well.  Six months after the new Chief had arrived, almost half of the nurses and technicians were new.  Those who had carried the culture of blame were among those who left.  Those who sought a different culture then had more room to maneuver.  The unit’s shift was partly a numbers game.  In the struggle between silence and voice, the forces for the former dwindled while the forces for the latter began to hold more sway.  The Chief was satisfied.  He had cut through a wide swath of the unit’s body, excising a fair portion of its members, in the hopes that those remaining would create a healthier culture.  As far as he was concerned, it was working. 

Then the unit was tested.  Another surgeon missed an important piece of information.  It was caught just in time by a nurse.  A disaster was narrowly averted.  The unit went into a tailspin.  The nurses immediately went to their interim supervisor and demanded that the surgeons be sent to a rigorous training, and pressed for the resumption of pre-procedures that had gone out of fashion with the dismissal of the previous Nurse Manager.  The surgeons complained that the nurses were out to get them, just as they had done in the past.  The Chief was besieged by the surgeons, asking for backup and protection.  The nurses insisted that they needed to run operating teams through checklists and that the surgeons return to the practice of conducting pre-operative physicals on the day of surgery.  Several surgeries were delayed as nurses and surgeons struggled over pre-operating procedures.  Tempers ran high.  The unit was in disarray.  The Chief moved into shuttle diplomacy.  He met with the nurses.  He met with the surgeons.  He called for the formation of a task force, composed of surgeons and nurses, to develop a comprehensive pre-operative plan.  The unit slowly settled into watchful waiting.  Morale was compromised.

How do we understand this?  Surgeons typically do their work and then pass patients to other specialists—oncologists, radiologists—who focus on the often trickier work of determining whether and where diseased cells remain, how to strengthen healthy cells, and managing the recovery process more generally.  The OR unit had no such follow-up care after the removal of the Nurse Manager.  Traces of the unit’s disease remained embedded within its remaining members.  The unit had not developed the capacity to deal with the store of feelings such an event would release.  They had not learned how to talk in the midst of trauma, as they struggled with feelings of blame, rage, sadness and guilt.  The near-miss triggered those feelings, which lay just beneath the surface.  The unit had a choice at that point.  Unit members and leaders could deal with symptoms—the particular near-miss and the individuals, systems and processes that were implicated.  Or they could focus on the underlying disease—how their collective experiences of and reactions to medical errors and near-misses impacted (and will continue to impact) their ability as a unit to respond to and learn from such events.  The OR unit chose the first option.  Until its leaders and members are able to make a different choice, the unit-as-a-whole will continue to be vulnerable to being disturbed by events that will inevitably call into question its ability to perform its primary task.

Meaning and Transformation

The consultant’s role with traumatized units involves working at multiple levels simultaneously.  First, there are the presenting symptoms—the ways in which organization members are not working effectively on primary tasks.  Second, there are the individuals and groups who, through splitting and projection, contain particular emotions on behalf of systems wounded by traumatic events, and who help maintain (at their own expense) social defenses.  Third, there are the narratives that sustain the disintegration of the system, energize social defenses, and maintain projections.  In traumatized systems, the third level is crucial, for it is the disintegration of the organizing narrative that sustains the system’s disintegration more generally.  The consultant needs to help organization members develop complex, shared, and integrating narratives about traumatic events and their aftermaths.  This work is, in many ways, an excavation project, involving the de-layering of that which hides from view the original traumatic moment.  


There is theory, and then there is practice.  In practice there was an OR unit whose leaders and members were unwilling or unable to see and move past presenting symptoms.  The splitting and projection, the fracturing of narratives, the scapegoating—these remained largely irrelevant to a unit that wished to hunch over an operating table, isolate the disease, and remove it in a procedure that would seem to let the rest of the body remain untouched and uninfected.  The operating theatre was sealed off, sterile.  As a consultant I could not get access.  It was as if I were a physician from another specialty, brought in for a consult for which OR staff were appreciative but did little to influence the course of action on which they had decided.  The OR door closed, they went to work, and I was left on the outside looking in.  I was unable to create a therapeutic relationship in which unit members could have truly told the story of the traumatic event—and of others almost like it—and thus integrated it into the larger narrative of the work that they did and what it meant to them.  The traumatic event remained the unit’s defining moment, its power largely unabated over the years.  The unit was left frozen in interrupted mourning, with the feelings—of sadness, blame, anger, shame—framing people’s relationships with one another.  These feelings faded over time, as the event faded in conscious memory.  But with similar events they flooded back, threatening to overwhelm the unit.  Our efforts at recovery had failed.


The unit’s failure to fully recover from its trauma bespoke its failure to fully survive a crisis of meaning.  The guiding meaning for those who work in surgical units, and in caregiving organizations more generally, is to alleviate suffering.  It is to heal, to cure; it is to rescue people from disease and distress.  Yet there are moments when events make it difficult for people to hold fast to that meaning.  Particularly difficult are moments when what the caregivers themselves do is the opposite of healing, and causes pain and suffering.  These moments happen.  Mistakes occur.  People get overwhelmed, confused, hurried.  Systems of communication and coordination break down.  These moments do not have to cause a crisis.  Caregivers can accept them as inevitable, and try to learn as much as they can in order to reduce the likelihood of their occurring again.  The narratives that they tell focus on such learning.  Caregivers tell of what happened, what they did, what they might have done, and what they are next planning to do.  They embed their difficult moments in the ongoing efforts of their unit to get better at what it does.  Their narrative arc is not simply that of blame and failure, but of collective efforts to perform more effectively in the face of difficult and complicated work that requires them to join together.

The Maple Hospital OR unit did not do this.  They were on a different narrative arc, focused on blame and punishment and the isolating of those who damaged the unit.  The narrative was that of a unit split into those who would harm and those who would protect patients, arrayed against one another, in a story of allies and enemies.  They battled one another rather than joined with one another against an insidious enemy, disease.  The question is, why?  Why did they need to battle one another?  The surgical culture of avoiding sadness is a place to begin; the unit mobilized itself around anger in order to not feel its sadness.  Such sadness—and its attendant guilt, vulnerability, and shame—must have surrounded the unit daily, given its work and the emotional states of surgical patients.  The unit pushed away those feelings, in the way that surgeons push away their empathic connections with those upon whom they operate.  Surgeons tell stories of the work they do “on the liver case” or the “the spleen case,” avoiding names and faces of patients.  The OR unit’s narrative of battles around pre-operative procedures similarly enabled member to avoid connecting to one another in ways that might release the difficult emotions related to loss.


I believe that the battles in the OR unit indicated another sort of defense in play as well.  The OR was unable to join together and learn from its traumatic event, about the error itself and what it did to working relationships.  Their narrative of blame prevented this.  I suspect that there was another narrative at work as well.  This was the narrative of perfection.  I suggest here that the OR unit experienced the surgical error not simply as human error, which, while regrettable, is not beyond the realm of possibility.  Instead, they experienced it as an assault on the perfection that they were meant to embody.  To the extent that we hold ourselves to and identify ourselves with impossible standards and expectations, we cannot learn.  When we are aware of our humanity, the possibility that things will not go well despite our best efforts and intentions, then we are able to survive our own mistakes and learn from them.  The OR unit did not admit to that possibility.  The Nurse Manager, the Chief of Surgery, the surgeons and the nurses considered the failure to heal patients as terrible; they considered the accidental harming of them as catastrophic.  Anything less than success with patients was inadmissible.


As an operating principle, so to speak, a zero-tolerance policy for errors is admirable.  But it can be carried to the extreme.  Our expectations of perfection can progress to the point that we literally cannot tolerate mishaps.  We hide from the possibility of humanity, and pretend that we can and should be perfect.  Surgeons may be particularly vulnerable to this belief, treated as god-like for the work that they do.  But perfection is an illusion, and as such, can be shattered by evidence to the contrary.  I suggest here that the way in which the OR unit was shaken by the surgical error, to the point that members needed to turn away from that error and what it meant for and about them, was related to their collective wish to believe in their perfect control over their work and its results.  In so doing they hid from themselves their doubts and terror that, in fact, they could not be perfect, that they could not fully control destiny, that they, like us all, are indeed small in the face of a task that is large and overwhelming.  The meaning of their work as healers was intricately bound up with their sense that they were in utter control.  

This is a shaky foundation upon which to construct a sense of meaning.  Shaky foundations need constant shoring up.  They require applications of mortar, such that cracks do not widen and spread and weaken foundations altogether.  The surgical error was just such a crack.  The speed and force with which the unit sought to distract attention away from that error suggests the level of fear about the shakiness of the foundation itself.  But the error was incontrovertible evidence that the unit could not exert complete control.  And that evidence took what was a difficult moment and made it into a crisis of meaning for the unit.  The unit’s difficulties stemmed from its inability to resolve that crisis.  Its members could no longer hold onto the meaning of their work, as long as that meaning was bound up with control and perfection.  Instead, they faced meaninglessness. They faced hopelessness.  And they faced despair.  This drove their relations with one another.  They became hopeless about and despairing of one another.   They punished one another.  They applied more and more mortar.  They waited for forgiveness that never came and which they could never provide for themselves.


The OR unit was thus unable to fully recover from its trauma, to the point that it could learn from that event rather than experience it as a crisis that needed to be managed and suppressed.  It seems likely that a number of conditions need to exist in order for traumatized systems to fully recover.  Leaders and members must summon the courage to move toward the pain of what occurred, like patients who need to allow their wounds to be probed and cleaned and stitched.  They must allow themselves to become aware of the emotions that were deposited within their groups and organizations and their effects on work and relationships.  They must want to get better, and take responsibility for doing so.  They must allow themselves a modicum of hope, enough to move through the inevitable despair.  The must forgive one another, and they must forgive themselves, for what they cannot control and for what they could control but did not.  And they must allow themselves to develop relationships with those—consultants, leaders, therapists—able and willing to help create safe places in which they can  join together to remember, mourn and reconnect to the ordinariness of their work on primary tasks.


Such conditions enable work groups to transform traumatic events into stories that make up part but not all of their narratives.  Recovery from systemic trauma is the process of putting events into their proper place.  Diminishing the meanings of those events creates space for people to recover the meaning of their work.  This recovery process is not simply restoration.  It is transformation.  People tell their stories and mourn what they have lost.  They move back into the ordinariness of their work lives, the meaning of which is transformed by their experiences.  They integrate what they have learned—about the world, the work, themselves—into that which they knew before.  The trauma transformed them and the ways in which they understand, act and ascribe meaning to their work and their groups.
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