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Preface

The Bronfenbrenner Center for Translational 
Research (BCTR), formerly the Family Life 
Development Center (FLDC), was established by 
New York State legislation in 1974.  The center’s 
mission is to improve professional and public efforts 
to understand and deal with risk and protective 
factors in the lives of students, youth, families, and 
communities that affect family strength, student 
wellbeing, and youth development.  The Therapeutic 
Crisis Intervention System is one of several programs 
delivered by the BCTR relevant to the lives of 
students, families, and care agencies. 

In the early 1980s, under a grant from the National 
Center on Child Abuse and Neglect, Cornell 
University developed the Therapeutic Crisis 
Intervention (TCI) crisis prevention and intervention 
model for residential child care organizations as part 
of the Residential Child Care Project (RCCP). Since 
the curriculum’s inception there have been five 
major revisions.  The revision process has generally 
included (a) examining the evaluation results and 
research conducted by the RCCP, (b) reviewing 
related literature and research, (c) conducting surveys 
of organizations using the TCI system, (d) talking 
to other crisis management training providers, and 
(e) convening experts for consultation and review. 
Although TCI was originally developed to provide 
children’s residential centers with an effective crisis 
management system, many of the centers had 
on-grounds schools for the children in their care. 
Because of the initial success of TCI in the residential 
programs, residential centers began teaching their 
on-grounds school staff the TCI curriculum. Over 
time, some of the  New York States Boards of 
Cooperative Educational Services (BOCES) began 
training their staff in TCI to help their staff manage 
crisis more effectively with the special education 
population. 

During the past 10 years the number of schools 
implementing TCI as their crisis management system 
has increased dramatically.  Additionally, federal and 
state school guidelines regulating the use of physical 
restraints are being developed. Although TCI has 
been successful in helping school staff better manage 
students in crisis in schools, the TCI curriculum is 
geared towards residential care workers. 

The decision was made by Cornell University’s 
RCCP to explore the possibility of adapting TCI 
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for schools. During a RCCP TCI retreat held in 
Ithaca, NY,  2007, a group of school experts came 
together to discuss the crisis intervention needs 
for schools, how TCI could met those needs, and 
what changes needed to be made to adapt TCI for 
schools. It was in that spirit that TCI for Schools 
(TCIS) has been adapted and developed. The TCIS 
system assists public and private schools in preventing 
crises from occurring, de-escalating potential crises, 
managing disruptive and acute physical behavior, 
reducing potential and actual injury to students and 
staff, teaching students adaptive coping skills, and 
developing a learning organization.  This model gives 
organizations a framework for implementing a crisis 
prevention and management system that reduces 
the need to rely on high-risk interventions and 
complements the Response to Intervention (RTI) 
approach used in the United States.

The RCCP supports vigorous and ongoing in-school 
evaluation of  TCIS training and implementation 
efforts through testing participants’ knowledge and 
skills, a certification program, formal assessment, 
and direct monitoring of agencies’ use of high-risk 
interventions.  The RCCP seeks to maintain a 
leadership role in discovering new knowledge, 
establishing new approaches to knowledge 
dissemination, and developing innovative programs to 
enable schools to serve students, youth, and families 
more effectively by building strong linkages among 
research, outreach activities, and evaluation efforts. 
These relationships are viewed as cyclical: research 
leads to the development of innovative and effective 
outreach programs, which are carefully evaluated. 
Evaluation activities contribute directly to the 
adaptation and improvement of outreach programs 
and may also contribute to new research. In-house 
and external evaluations have been essential in 
modifying intervention strategies and protocols to 
improve the TCI system’s effectiveness for a wide 
range of organizations (see Figure 1).

Figure 1. Research, Practice, and Evaluation Cycle

Research

Evaluation Outreach
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Figure 2. RCCP Programs
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Criteria for an Effective Crisis Prevention and Management SystemCriteria for an Effective Crisis Prevention and 
Management System

In his book, The Fifth Discipline, The Art and Practice 
of the Learning Organization (1990, p. 3), Peter Senge 
defines learning organizations as:

	 …organizations where people continually 
expand their capacity to create the results 
they truly desire, where new and expansive 
patterns of thinking are nurtured, where 
collective aspiration is set free, and where 
people are continually learning to see the 
whole together.

Organizations can only learn when the people who 
make up the organization learn.  Leadership must 
foster openness, collaborative decision-making, 
professional development, and a shared vision of 
how the organization should work.  Leadership 
needs to set bold goals and high expectations for staff 
and students and provide the support and resources 
necessary to achieve the goals.  Implementing TCIS 
with the goal of reducing the need for high-risk 
management strategies requires that schools put in 
place a system to promote learning and reflective 
practice.

For TCIS to be an effective crisis management 
system, the following five general domains need to be 
addressed: (a) leadership and administrative support, 
(b) social work and clinical services participation, 
(c) supervision and post crisis response, (d) training 
and competency standards, and (e) data-driven 
incident monitoring and feedback (Nunno et al., 
2006). (See Figure 2).  

Leadership and administrative support. The level 
of effectiveness to prevent and reduce the need 
for high-risk interventions depends on and begins 
with leadership’s commitment to TCIS (Bullard, 
Fulmore, & Johnson, 2003; Carter, Jones, & Stevens, 
2008; Child Welfare League of America Best 
Practice Guidelines, 2004; Colton, 2008; Donat, 
1998, 2005; Farragher, 2002; Hellerstein et al., 2007; 
Huckshorn, 2006; Miller et al., 2006; Murphy & 
Bennington-Davis, 2005; National Association 
of State Mental Health Program Directors 
(NASMHPD), 2003; Nunno et al., 2003; Paterson, 
Leadbetter, Miller, & Chrichton, 2008; Petti et al., 
2003; Ryan, Peterson, Tetrault, & Van der Hagen, 

2007; Stefan & Phil, 2006; Thompson, Huefner, 
Vollmer, Davis, & Daly, 2008). 

For schools, the leadership commitment begins 
with the district leadership or local educational 
agencies who in turn provide the school leadership 
with guidance and support to fully implement the 
crisis management system. When leadership is fully 
informed about the TCIS crisis prevention and 
management system and understands its foundation, 
it is more likely that leaders will be able to support 
the necessary components that are integral to its 
implementation and maintenance. This means that 
school leadership can clearly communicate the crisis 
procedures, policies, and guidelines to everyone in 
the organization so that all staff members know 
what to do when confronted with potential crises. 
It also means that staff members throughout the 
building know how to prevent, de-escalate, and 
contain a student’s aggressive and acting out behavior 
consistent with school guidelines. 

A clear school and school district philosophy and 
framework are essential for establishing a school 
culture that promotes the academic and social growth 
and development of students with emotional and 
behavioral difficulties and for establishing practices 

Figure 3. Implementation Criteria: Organizational 
Cornerstones of the TCIS System

Leadership and 
Administrative

Support

Supervision and 
Post Crisis 
Response

Social Work and 
Clinical Services 

Participation

Data-Driven
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SCHOOLS
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Criteria for an Effective Crisis Prevention and Management System

that are in the best interests of the students (Anglin, 
2002).  Leaders can promote a school culture that 
establishes an environment where students can learn 
by valuing developmentally appropriate practice 
above control and expediency. With a positive, trauma 
sensitive, and strength based culture and climate, 
and appropriate teaching and support based on the 
needs of individual students, schools can decrease 
their reliance on punitive and coercive interventions 
and restraints (Bullard et al., 2003; Colton, 2008; 
Farragher, 2002; Hellerstein et al., 2007; Huckshorn, 
2006; McAfee, 2006; Miller et al., 2006; Murphy & 
Bennington-Davis, 2005; NASMHPD, 2003; Paterson 
et al., 2008; Petti et al., 2003; Stefan & Phil, 2006). 

By providing sufficient resources including adequate 
and qualified staff, support for regular external and 
internal monitoring, and clear rules and procedures 
that have safeguards against abusive practices, 
leadership promotes positive programming and an 
organizational culture to sustain a safe and caring 
community within the school and reduce the need 
for use of restraints in school (McAfee, 2006; Ryan et 
al., 2007).

Social work and clinical services participation. Social 
work and clinical services play an important role 
in overseeing and monitoring staff ’s responses to 
students in crisis.  Developing and implementing 
an individual crisis management plan (ICMP) or 
some form of emergency restraint plan is critical to 
responding appropriately and in the best interest of 
a student in crisis (Bullard et al., 2003; Carter et al., 
2008; CWLA Best Practice Guidelines, 2004; Donat, 
1998, 2005; Farragher, 2002; Hellerstein et al., 2007; 
Huckshorn, 2006; Murphy & Bennington-Davis, 
2005; NASMHPD, 2003; Nunno et al., 2003; 
Paterson et al., 2008; Salias & Wahlbeck, 2005; Stefan 
& Phil, 2006).  

The United States Federal Law, Individuals with 
Developmental Education Improvement Act (IDEA), 
governs how states provide early intervention and 
educational services to children with disabilities. 
IDEA stresses the importance of Individual 
Education Plan (IEP) teams developing behavioral 
and educational plans to minimize the need for 
physical restraints.  An individual crisis management 
plan (ICMP) or emergency safety plan should be 

developed and in place for any student who is likely 
to be restrained. 

The ICMPs are more effective when developed with 
input from classroom team members, the student, 
and the student’s family, and are written in clear 
and concise language so that the classroom staff can 
implement the plan.  All students with IEPs should 
have a risk assessment of the student’s propensity 
to engage in high-risk behaviors. The conditions 
that have provoked these behaviors in the past can 
provide valuable information. Key questions to 
address are: (a) How can high-risk behaviors be 
prevented? (b) Is there a need for an ICMP? (c) What 
intervention strategies should be used if an ICMP is 
necessary? 

Well developed ICMPs include strategies for 
preventing, de-escalating, and managing potential 
high-risk behavior specific to the student.  Included 
in the plan are specific physical interventions, if 
appropriate, or alternative strategies if physical 
intervention is not an option.  It is important to 
screen all students in schools for any pre-existing 
medical conditions that would be exacerbated if the 
student were involved in a physical restraint. Any 
medications that the student may be taking which 
would affect the respiratory or cardiovascular system 
should also be noted.  If there is a history of physical 
or sexual abuse that could contribute to the student 
experiencing emotional trauma during a physical 
restraint, it is equally important to consider this but 
care should be taken for confidentiality reasons not 
to write this in the plan.  Confidentiality can be 
maintained by focusing on strategies to help the child  
in crisis that have the least risk for re-traumatizing 
that child. Ongoing reviews of the student’s ICMP 
with revisions as the student’s condition changes will 
help staff develop more effective ways to prevent and 
intervene with the student’s high-risk behaviors. This 
process should be data-driven. These decisions should 
be informed by the data generated from incident 
reports.

Supervision and post crisis response. Frequent and 
ongoing supportive staff supervision, mentoring, and 
coaching are essential for creating and sustaining a 
school’s ability to reduce the need for restraint and 
to serve the best interests of the student (Bullard 



THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University	 9 

Criteria for an Effective Crisis Prevention and Management System

et al., 2003; Colton, 2008; CWLA Best Practice 
Guidelines, 2004; Donat, 1998, 2005; Farragher, 
2002; Huckshorn, 2006; Miller et al., 2006; Murphy 
& Bennington-Davis, 2005; NASMHPD, 2003; 
Nunno et al., 2003; Petti et al., 2003; Ryan, Peterson, 
Tetreault & van der Hagen, 2008; Thompson et 
al., 2008). Reflective and supportive supervision 
is built into the implementation and ongoing 
monitoring of the TCIS crisis management system.  
Building administrators who are fully trained in all 
of the prevention, de-escalation, and intervention 
techniques can provide effective supervision, 
coaching, and monitoring of their staff members.  
Fully trained and effective building administrators 
should have reasonable expectations with realistic 
time frames and schedules for staff so that staff 
members can accomplish tasks and respond to 
students’ needs in a thoughtful and well-planned 
manner. 

A post crisis response system ensures that all students 
and staff members receive immediate support and 
debriefing following a crisis as well as a brief medical 
assessment (Bullard et al., 2003; CWLA Best Practice 
Guidelines, 2004; Farragher, 2002; Huckshorn, 2006; 
Miller et al., 2006; Murphy & Bennington-Davis, 
2005; NASMHPD, 2003; Nunno et al., 2003; Petti 
et al., 2003, Ryan et al., 2009). Once things are back 
to normal, all staff members involved in the restraint 
can deconstruct the incident to develop strategies for 
intervening in the future. It is important to notify 
families when their child has been involved in a 
physical intervention (Ryan et al., 2009).  Building 
a discussion of student crisis incidents into team 
meetings helps staff learn from these situations and 
provides accountability and support at the highest 
level.

Training and competency standards.  Training 
and professional development are cornerstones of 
any professional organization. Schools that keep 
staff informed and updated on the special needs 
of the students in their classrooms can enhance 
academic success and improve student outcomes. 
A comprehensive training agenda includes 
prevention, de-escalation, and management of 
crises as well as child and adolescent development, 
trauma sensitive interventions, and individual and 

classroom behavior support strategies (Bullard et al., 
2003; CWLA Best Practice Guidelines, 2004; Donat, 
2005; Farragher, 2002; M. J. Holden & Curry, 2008; 
Huckshorn, 2006; Murphy & Bennington-Davis, 
2005; NASMHPD, 2003; Nunno et al., 2003; 
Paterson et al., 2008; Petti et al., 2003; Ryan et al., 
2008;  Thompson et al., 2008). 

TCIS training is only one part of a comprehensive 
staff development program that provides core training 
and specialized training based on the population 
served.  TCIS training is only to be conducted by a 
certified TCIS trainer.  The TCIS training should be 
4-5 days in length with a minimum of 28 classroom 
hours if physical restraint is taught, 3.5 days with a 
minimum of 24 hours if protective interventions are 
taught, and 3 days with a minimum 21 hours without 
physical interventions. TCIS trainers are required to 
attend a Cornell University sponsored TCIS Update 
and pass testing requirements at least every 2 years  in 
order to maintain their certification.

Training for staff to refresh TCIS skills is required 
semi-annually at a minimum. Refreshers are designed 
to give staff the opportunity to practice de-escalation 
skills, Life Space Interviewing, emotional first aid, 
crisis co-regulation, and physical restraint skills, if 
trained.  At the completion of the initial training 
and each refresher, staff are expected to perform 
the skills at an acceptable standard of performance.  
Documentation of these training events and 
staff ’s level of competency is critical in order to 
maintain the TCIS system and ensure that staff can 
competently use the skills and interventions. 

Data-driven incident monitoring and feedback. 
Documentation, data analysis, and feedback to all 
levels of staff teams are an important part of restraint 
reduction efforts (Bullard et al., 2003; Carter et al., 
2008; CWLA Best Practice Guidelines, 2004; Donat, 
2005; Farragher, 2002; H.R. 4247, 2010; Huckshorn, 
2006; Miller et al., 2006; Murphy & Bennington-
Davis, 2005;  NASMHPD, 2003; Nunno et al., 
2003; Petti et al., 2003; Ryan & Peterson, 2004; 
Stefan & Phil, 2006; Thompson et al., 2008).  Data 
management includes the documentation of staff 
supervision and training and the documentation 
and monitoring of incidents throughout the school.  
A school-wide restraint committee appointed by 
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leadership with the authority and responsibility to 
enforce documentation requirements and track the 
frequency, location, and type of incidents as well as 
any injuries or medical complaints that occur in the 
school helps to monitor the effectiveness of the TCIS 
system. This documentation and monitoring system 
allows the school to review incidents and make 
decisions about individual and organizational practice 
and recommend corrective actions.

In addition to a school-wide restraint review 
committee, a clinical review of incidents, and a team 
review can assist schools in making changes to help 
reduce high-risk situations.  These reviews focus 
on different aspects of the incident and provide 
feedback on any information or suggestions to a 
team, clinical services, or administration. Some type 
of benchmarking or red flagging should call attention 
to any situation that exceeds the norm and requires a 
special review.  For example, a red flag might appear 
when the number of incidents per month exceeds a 
set number, when restraints exceed a certain length 
of time, or when specific complaints or injuries that 
are unlikely to occur during a restraint are reported.

Schools have been able to reduce physical restraint 
episodes and aggressive behavior by following these 
guidelines and effectively implementing the TCIS 
system. Implementation of  TCIS has resulted in an 
increased ability on the part of staff to manage and 
prevent crises.  Implementation studies have also 
shown an increased knowledge and skill on the part 
of all staff to handle crisis episodes effectively, and a 
change in staff attitude regarding the use of physical 
restraint when TCIS is implemented as designed 
(Nunno et al., 2003).   
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Questions For Implementation Assessment

Leadership and Administrative Support 

System consistent with district and State regulations 

	 Is TCIS approved by the school district or local educational authorities?

	Does the school have a well thought out crisis response plan based on the population?

	Does the school have ongoing in-services based on the population served?

Administration

	 Does the leadership of the school district/building understand and support TCIS as the crisis prevention 
and management system?

	Are there adequate resources at the school to support the TCIS system, i.e., training hours, adequate 
staffing in classrooms, monitoring and coaching of classrooms, post crisis response, Individual Crisis 
Management Plans (ICMPs), and first responders/crisis staff?

Policies, rules, and procedures

	 Do the policies and procedures clearly describe intervention strategies taught in the TCIS training?

	Are the procedures understandable and communicated to all staff?

	Are there clear guidelines against abusive practice?

	 Is there an informed consent process in place for family or caretakers?

External and internal monitoring

	 Are there supports for an ongoing monitoring system?

	Are external monitoring organizations engaged to review the school’s practice?

	Do students, parents, and advocates play a role in informing school practice and policy?

Culture

	 Does the organizational culture value developmentally appropriate practice above control and 
expediency?

	Do teachers and staff feel supported in using the techniques they learn in TCIS training?

Program appropriate to student’s needs

	 Is TCIS an appropriate and effective crisis management system based on the type of students served?
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Social Work and Clinical Services Participation

Individual Crisis Management Plans (ICMP)

 	 Is there an ICMP identifying the students high risk behavior, medical, physical and emotional 
condition with individualized strategies to prevent and de-escalate potential crises?

	 Has a functional analysis of each student’s individual high-risk behavior been completed?

 	 Are there specific intervention strategies tailored to the needs of the student?

	Is the student involved in identifying de-escalation preferences and triggers?

	If physical restraint may be necessary based on high risk behaviors of the student, are specific restraints 
indicated and prescribed? 

	If physical restraint is inappropriate based on the special needs or situation of the student, are there 
alternative interventions described?

Medical Screening 

	 Has each student been medically screened for pre-existing conditions that might contraindicate physical 
restraint?

	Is there documentation about any medication prescribed or combinations of medication taken and the 
effects on the student?

Documented Ongoing Reviews

	 Is the ICMP reviewed on a regular and frequent basis for progress or modification of intervention 
strategies?
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Supervision and Post Crisis Response

Administrators Fully Trained in TCIS

	 Have the building administrators been trained in TCIS so they can coach, support, and have reasonable 
expectations of teachers and staff members?

Types of Supervision

	 Do administrators provide on-the-job training in the form of coaching staff in early intervention and LSI 
skills?

	Is supervision supportive, frequent, and ongoing?

Post-Crisis Multilevel Response

	 Do administrators provide on-the-spot debriefing and support in a crisis situation?

	Do staff members conduct LSIs with the students after a crisis?

	Do staff members have time and support to immediately document critical incidents?

	Do administrators conduct a process debriefing with staff members within 24 hours of the incident?

	Are critical incidents discussed in meetings in order to share information and develop better intervention 
strategies and improve programming? 
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Training and Competency Standards

Basic / Core Training

	 Do teachers and staff members receive training in skills necessary to competently manage and teach children 
with special needs, i.e., child development, transition planning, group processing, communication skills, 
relationship building, trauma assessment, and re-traumatization in addition to quality instruction training?

Crisis Intervention Training

	 Do all teachers and staff members receive a minimum of 20 hours of TCIS training (28 hours if physical 
restraint training is included)?

	Is the training delivered by certified trainers?

Ongoing Staff Development

	 Do teachers and staff members attend additional, ongoing training that is relevant to the students and 
program, such as developing appropriate lessons and instruction and effective instructional strategies?

Refreshers

	 Do teachers and staff members attend TCIS refreshers at annually (preferably every 3-6 months), 6 hours 
without physical restraint and 12 hours with physical restraint? 

	Do staff members practice and receive corrective feedback on the main skills, i.e., LSI, behavior support 
skills, co-regulation strategies during these refreshers (physical interventions if taught)? 

Credentialling Based on Achieving a Level of Competence

	 Are teachers and staff members tested by a certified trainer in the core skill areas?

	Is the level of competency of each person documented and maintained in that individual’s personnel file?

	Are teachers and staff members required to demonstrate competency in crisis management skills? 
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Data-Driven Incident Monitoring and Feedback

Critical Incident Review Committee

	 Is there a school-wide committee that reviews incidents? Does that committee have some authority to 
recommend and implement policy and changes? Are advocates and/or students involved in review of 
incidents?

Clinical Review

	 Is there a clinical review of incidents and interventions?

Data Monitoring

	 Are incidents documented in a timely and comprehensive manner?

	Is the following information collected: frequency, location/time, circumstances surrounding the event, 
student/staff frequency of events, student/staff injuries?

Feedback Loop

	 Is the information collected and reviewed by committees fed back into the system to inform the program?

Red Flags / Benchmarks

	 Are there benchmarks that, when surpassed, call for review of different strategies?
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School Policies on the Use of Physical RestraintDeveloping School Policies and Procedures on the Use 
of Physical Restraint

The use of physical restraint is a complex issue and has 
been part of the human services field of practice for 
centuries.  Restraints pose a number of risks to children 
including trauma, injury, humiliation, suffering, and 
death. Due to the inherent risk involved in the use of 
restraints, there are state and federal regulations and 
guidelines that govern the use of restraints in human 
service organizations.  The following material includes 
suggestions for drafting school policies and procedures 
on the use of physical restraint. Additional tips and 
suggestions are written in italics.

Purpose

The purpose of these policies and procedures is 
to insure the safety of students and staff, inform 
parents of the possibility of children being restrained, 
specify under what circumstances restraints would be 
conducted, and provide guidance to educators and 
staff about the purpose, training, and expectations for 
how physical restraints could be used.

Definitions

Definitions should include a list of terms used in the policies 
and procedures including, but not limited to:

Physical restraint – one or more individuals using 
physical force to reduce, restrict, or immobilize the 
ability of an individual to move his/her arms, legs, or 
head fully.

Physical escort – the temporary touching or holding of 
the hand, wrist, arm, shoulder, or back for the purpose 
of inducing a student who is acting out to walk to a 
safe location.

Individual crisis management plan (ICMP) – a 
plan developed and documented for an individual 
student that includes an assessment of the student’s 
medical, physical, and emotional status that would 
contraindicate the use of physical interventions, the 
student’s potential triggers to violence, and prevention, 
de-escalation and crisis management strategies tailored 
specifically for that individual student.

High-risk behavior – behavior that places the student 
or others at imminent risk of bodily harm.

Crisis Prevention

One of the most important aspects of crisis prevention is 
the culture of the organization. A clear and unambiguous 
statement supporting crisis prevention over high-risk 
interventions sets the tone for the organization. 

The school will promote students’ emotional 
well-being, improving their ability to achieve their 
full academic potential. It is the policy that the school 
provides a range of positive interventions to support 
adaptive and pro-social behavior and foster dignity.

Use of Physical Restraint

•	 Physical restraint is appropriate only when a 
student is acting in a way that presents imminent 
risk of physical harm to the student or others. The 
student is demonstrating the intent and ability to 
cause injury within a matter of minutes.

•	 Staff must always weigh the risk of physical 
intervention against the risk of not intervening. 
Physical restraint should never create more risk that 
the behavior it is trying to contain.

•	 Where possible, staff members must consult with 
peers and administrators before initiating any 
physical intervention.

•	 Any student identified as demonstrating 
high-risk behavior should have an individual crisis 
management plan (ICMP) developed, which is 
communicated to all relevant staff members.

•	 Staff should use the de-escalation and intervention 
strategies indicated on the student’s ICMP.

•	 Physical restraints should only be employed after 
other less intrusive approaches (such as behavior 
support techniques or verbal interventions) have 
been attempted unsuccessfully, or where there is no 
time to try such alternatives.

•	 Physical restraints must never be used as 
(a) punishments, (b) consequences, (c) for 
demonstrating “who is in charge”, or (d) classroom 
maintenance (such as enforcing compliance with 
directions or rules for preventing the student from 
leaving the classroom)

•	 Staff must stop the restraint as soon as they judge 
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that the student is safe and is no longer a risk to 
self or others.

•	 Two or more trained staff members should be 
involved in any physical restraint and a nurse or 
medically trained person should be in attendance 
during any physical restraint to observe and 
monitor the student and staff for physical indicators 
of distress.

•	 Students are never permitted to restrain or assist in 
the restraint of other students.

Informing Parents and Guardians

The school will provide parents and guardians with 
a description of the school’s safety strategies and 
interventions to prevent, de-escalate, contain, and 
manage students’ aggressive self-destructive or violent 
behavior that presents an imminent risk to self or 
others. Schools should receive an informed consent 
agreement from the parents.  The schools should 
also discuss with the parents the ICMPs, what the 
restraints look like, how the student can remove 
themselves from the restraint, potential risks and 
side effects, and treatment or safety options (Mohr 
& Nunno, 2011).  After any incident in which safety 
interventions (e.g., restraint, seclusion, calling police) 
have been employed, parents and/or guardians will be 
informed as soon as possible.

Staff Training Requirements

•	 Only staff who have successfully completed 
approved crisis management training may conduct 
physical restraints. This training must include:

1.	 crisis definition and theory

2.	 the use of de-escalation techniques

3.	 crisis communication

4.	 anger management

5.	 physical intervention techniques

6.	 the legal, ethical, and policy aspects of the use 
of physical restraints

7.	 decision making related to physical restraints

8.	 debriefing strategies

9.	 signs of distress and effect on the student and 
how to monitor restraints

10.	 identification of events and environmental 
factors that may trigger an emergency safety 
situation

11.	 instruction on the State Board of Education 
policy on physical restraints

12.	 the effects of restraint on ALL students, and

13.	 the developmental and emotional needs and 
behaviors of the population being served.

•	 All staff involved in an incident of physical restraint 
must have successfully completed the training 
program which has been fully endorsed and 
implemented in the School District, been assessed 
as competent in the use of physical restraints, and 
have successfully completed a skills review within 
the previous six months.

•	 Staff who are not trained to perform physical 
restraints must still receive training on crisis 
prevention, de-escalation, as well as safety concerns 
and documentation related to physical restraints.

•	 Staff who have not been trained to perform 
physical restraints must never restrain students.

•	 Trained staff may only use physical restraint 
techniques that are taught in the appropriate crisis 
management training and as demonstrated in 
training.

Post Crisis Response

•	 Following any physical restraint, there must be a 
medical and follow-up evaluation of the student 
and staff members who took part in the restraint.

•	 Staff members involved in the restraint should 
provide the student with an explanation for the 
intervention and offer the student an opportunity 
to express his or her views. Staff will help the 
student understand the event and identify ways to 
handle similar situations better in the future.

•	 Parents of the student should be notified following 
any use of restraint.

•	 Each staff member involved in the incident will 
receive a supportive and process debriefing session 
conducted by a staff member trained in debriefing 
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strategies. This debriefing session will examine 
the de-escalation and intervention strategies used 
during the incident and develop a plan to prevent 
the need for restraint in the future.

•	 The school must have a human rights committee 
review process and a formal grievance policy for 
anyone who wants to challenge a restraint. This 
procedure should be easy to understand, readily 
accessible, and confidential.

Documentation

•	 Any use of physical restraint should be reported 
to the appropriate statutory authority and (if not 
already in place) an ICMP should be developed 
with input from the student and parents or care 
taker. The plan should define what types of 
intervention techniques may be used in the future. 
This could include physical restraint.

•	 Staff must record all instances of physical restraint 
on an Incident Report Form, including: details of 
the incident, the people involved, the prevention 
strategies that were employed, actual techniques 
used, any injuries sustained by the student or staff, 
and debriefing that was provided for the student. In 
additional, all debriefing that was provided to the 
staff should be recorded.

•	 School administrators reviewing these forms 
should take any required immediate action 
(e.g., counseling for the student, and/or staff 
members, critical incident review, skills, update, 
notification to external authorities, notification 
of the family) and modify any school policies as 
needed.

•	 School administrators must report any physical 
injuries that occurred during the restraint, conduct 
a formal review of the incident, and adjust the 
student’s ICMP.
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Figure 4. Model Policy for Use of Physical Restraints in Schools

MODEL POLICY FOR USE OF PHYSICAL RESTRAINTS IN SCHOOLS

•	 Physical restraints to contain and/or control the behavior of students should only be used to ensure safety 
and protection. Except where otherwise specified as part of an approved individual crisis management plan 
or emergency intervention plan, physical restraints should only be employed as a safety response to acute 
physical behavior and their use is restricted to the following circumstance: The student, other students, staff 
members or others are at imminent risk of physical harm.

•	 An informed consent process for the family or caretaker of the student should be in place prior to the use of 
any physical restraint with a student.

•	 Physical intervention should never increase (or create more) risk than the behavior it is trying to contain.As 
any physical restraint involves some risk of injury to the student or staff, staff must weigh this risk against 
the risks involved in failing to physically intervene when it may be warranted.  

•	 Physical restraints must never be used as (1) punishments, (2) consequences, (3) for “demonstrating who 
is in charge”, or (4) for classroom maintenance (such as enforcing compliance with directions or rules 
or for preventing the student from leaving the classroom). Additionally, restraints must not be used for 
the convenience of staff, as a substitute for an educational program, as a substitute for less restrictive 
alternatives, or as a substitute for adequate staffing patterns. 

•	 Physical restraints should only be employed after other less intrusive approaches (such as behavior support 
techniques or verbal interventions) have been attempted unsuccessfully, or where there is no time to try such 
alternatives.

•	 Physical restraints must only be employed for the minimum time necessary. They must cease when the 
student is judged to be safe and no longer at risk of self-injury or harming others.

•	 Physical restraints may only be undertaken by staff who have successfully completed a comprehensive crisis 
management course that covers: (1) crisis definition and theory, (2) the use of de-escalation techniques, 
(3) crisis communication, (4) anger management, (5) physical restraint techniques, (6) the legal, ethical, 
and policy aspects of their use, (7) decision-making related to physical restraints, (8) debriefing strategies, 
(9) signs of distress and effect on the student and how to monitor, (10) identification of events and 
environmental factors that may trigger an emergency safety situation, (11) instruction on the State Board 
of Education policy on physical restraints, (12) the effects of restraint on ALL students, and (13) the needs 
and behaviors of the population being served. They must also have demonstrated competency in 
performing the intervention techniques, which is measured and documented according to relevant 
professional and/or state regulatory guidelines and the guidelines of the crisis management course. 

•	 All staff involved in an incident of physical restraint must have successfully completed the same training 
program which has been fully endorsed and implemented in the School District, been assessed as competent 
in the use of physical restraints, and have successfully completed a skills review within the previous six 
months. Although all staff will not be trained in physical restraints, all staff should be trained in safety 
concerns and documentation during orientation training. The school policy on physical restraint should 
be reviewed with all staff during orientation at the beginning of each school year and immediately with 
any newly hired staff. Untrained staff may not restrain children and must refer to the School District’s 
policy about options available to untrained staff.
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•	 Only physical restraint skills and decision-making processes that are taught in the comprehensive crisis 
management course and approved by the School District (and any relevant statutory authority) may be used. 
All techniques (including decision-making processes) must be applied according to the guidelines provided 
in the training and in this policy.

•	 Where possible, staff members must consult with peers and supervisors prior to initiating any physical 
restraint.

•	 Two or more staff members should be involved in any physical restraint to help ensure safety and 
accountability. A nurse or medically trained person should be in attendance during any physical restraint to 
observe and monitor the student and staff for physical indicators of distress.

•	 Students may not be permitted to restrain or to assist in the restraint of other students.

•	 Following any incident involving physical restraint, the school must ensure that post-incident medical 
and follow-up evaluation, debriefing and support is offered to the student, the staff members, and any 
other people involved in or witnesses of the episode. Staff members should provide the student with an 
explanation for the intervention and offer the student an opportunity to express his or her views on what 
transpired.

•	 The school must have a human rights committee review process for concerns that arise regarding humaneness 
or social acceptability.  Further school must have a formal grievance procedure in place for students (or 
their advocates), that is easy to understand, assures confidentiality, and is readily accessible. The grievance 
procedure should include how to contact the school human rights committee and relevant external 
authorities. 

•	 Any initial use of physical restraint should be reported to the appropriate statutory authority or school 
governing authority and an agreed individual crisis management plan or emergency intervention plan should 
be developed and implemented by the concerned parties, including making informed decision-making 
with parents and/or guardian. Use of restraint should be discussed with the student and under what 
circumstances restraint would be used and what kind. The plan should cover the use of positive and less 
intrusive intervention techniques and specify the circumstances under which physical restraint may or may 
not be an appropriate response in the future.  

•	 All incidents of physical intervention must be recorded on incident report forms that reflect the stated 
policy and include (at least) details of the incident, the people involved, the preventive strategies that were 
employed, actual techniques used, any injuries sustained by the student or staff, and debriefing that was 
provided for the student. School administrators should review all such reports and appropriate action 
should be taken (for example, counseling for the student and/or staff members, critical incident review, 
skills update, notification to external authorities, notification of the family). The data collection system 
should be used for a data-driven decision making process that concentrates on adjusting the system to 
support the student.

If any injuries to students result from the use of physical restraints, the details must be reported to the 
appropriate statutory authority or school governing authority. A formal review of the incident and the 
individual crisis management plan or emergency intervention plan should be implemented and/or 
adjusted.

Figure 4. Model Policy for Use of Physical Restraints in Schools
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TCI Implementation Study

Project Overview
The purpose of the implementation and evaluation 
project involving Cornell University’s Family Life 
Development Center and a residential facility in 
the Northeastern Region of the United States was 
to introduce a crisis prevention and management 
program, Therapeutic Crisis Intervention (TCI), into 
a residential setting and evaluate its effect.  

	Developed by Cornell University under a grant from 
the National Center on Child Abuse and Neglect 
in the early 1980s, TCI is a crisis prevention and 
intervention model for residential child care facilities 
that assists organizations in preventing crises from 
occurring, de-escalating potential crises, managing 
acute physical behavior, and reducing potential and 
actual injury to children and staff.  This model gives 
child and youth care staff the skills, knowledge, and 
attitudes to help young people when they are at their 
most destructive.  It also provides child care workers 
an appreciation of the influence that adults have 
with children who are troubled, and the sensitivity to 
respond to both the feelings and behavior of a youth 
in crisis. In all phases of this process, from prevention, 
to de-escalation, to therapeutic crisis management, 
the program is oriented toward residential child care 
personnel helping the child learn developmentally 
appropriate and constructive ways to deal with 
feelings of frustration, failure, anger, and pain.

What Did Cornell Expect TCI To Accomplish?
	As a result of implementing TCI, it was anticipated 
that agency staff would be able to prevent, de-escalate, 
and manage crisis situations with children and young 
people in residential care.  More specifically, child care 
workers and supervisors would: 

•	more effectively manage and prevent crisis 
situations with children

•	 feel more confident in their ability to manage crisis 
situations, and

•	work as a team to prevent, de-escalate, and manage 
acute crises 

	As a result of the implementation of TCI, the facility 
would see:

•	 fewer physical restraint episodes after 
implementation and training

•	 fewer injuries to children and staff as a result of 
physical restraints

•	 increased knowledge and skill on the part of facility 
personnel to handle crisis episodes effectively, and 

•	 an attitude change among staff and supervisors on 
the use of physical action in crisis situations

It was recognized that, immediately after TCI 
training and implementation, the facility might see 
an increase in the numbers of incident reports due to 
better reporting, documentation, and monitoring of 
incidents.

What Was Cornell’s Implementation and 
Evaluation Plan?
	The implementation and evaluation project was 
designed to be completed in three phases over 18 
months, from October 1994 to March 31, 1996 
(See Figure 5 on page 22). 

The pre-implementation phase: During the first phase 
of this project (October, 1994 to March, 1995) prior 
to implementation of TCI, Cornell staff collected 
incident reports, and developed a computer-based 
data collection instrument to facilitate analysis and 
record incidents.

The training and implementation phase:  During 
the second phase of this project (March 1995 
to September 1995), Cornell staff met with the 
residential care staff to administer pre-tests, conduct 
interviews (all tests and interviews were confidential 
and anonymous).  Four trainers from the organization 
attended Training of Trainers in Therapeutic Crisis 
Intervention workshops sponsored by the Residential 
Child Care Project.  Throughout the training and 
implementation phase all levels of residential child 
care personnel attended TCI training conducted by 
the Cornell-trained residential staff.  In addition, 
supervisors attended special sessions conducted by 
Cornell staff to consider implementation, monitoring, 
and supervisory issues.
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The post-implementation phase: The post-
implementation phase (October 1995 to March 
1996) began after staff had been trained and the 
program had been implemented. Cornell staff 
administered post-tests and conducted interviews.  
Technical assistance was available throughout the 
life of the project as needed both via telephone 
and on-site.  Incident data were collected from 
October 1, 1995 to March, 1996 and contrasted to 
the incident data collected prior to implementation.  
Confidence scales and knowledge based post-tests 
data collection continued at periodic intervals.

Throughout the life of this 18-month project, 
incidents were input in a data collection set in 
order to track the types and numbers of incidents 
and the effects of TCI implementation.  An 
advisory/implementation group selected by the 
agency’s director, and made up of supervisors and 
clinical staff, met with Cornell staff throughout the 
project to help facilitate the project.

	Integral to the implementation of this TCI 
methodology was a multi-method evaluation 
design which (a) provided baseline and follow-up 
data on crisis episodes within the residential care 
agency for an 18-month period; and (b) evaluated 
the effectiveness of both the crisis intervention 
methodology and the strategy for its implementation 
via training and technical assistance (See Figure 6).  
The evaluation design was a mix of qualitative and 
quantitative methods designed to discover current 

crisis intervention practices and to assess whether 
the project had reached its goals.  This multi-method 
approach gave the implementation team methods to 
check and recheck the reliability of both qualitative 
and quantitative data gathered.  It also offered the 
project team tools to study the phenomenon of crisis 
events within an organization.  

Methodology: Evaluation of Outcomes
	The incident reports, the pre- and 
post-implementation interviews with staff and 
supervisors, the confidence scale and the pre- and 
post-training knowledge tests were the principal data 
collection methods for evaluating the effectiveness 
of the crisis intervention methodology.  The 
effectiveness of the project’s implementation process 
was measured by positive changes in staff confidence 

Overview of Evaluation Design and Timeline

Month:	 1	 6	 12	 18

•	Incident baseline 
data (6 months before 
implementation and 
training)

•	Interviews with child 
care staff

•	Pre-implementation 
	 confidence data

Implementation and Training

Pre-post to test mastery of crisis 
intervention training

•	Incident post-data 
	 (6 months after full 

implementation)
•	Post-implementation 

confidence and knowledge 
data

Figure 5.Overview of Evaluation Design and Timeline

Multi-Method Evaluation 

Incident 
Review

Learning and 
Confidence 
Tests

Interviews

Figure 6.Multi-Method Evaluation
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levels, a decrease in the number of restraint episodes, 
and an increase in the knowledge and skill levels of 
staff (See Table 1 on page 24).

What Did Cornell Learn?
	During the 18-month implementation period in 
which Cornell worked with the residential agency, 
the following results were evident: increased staff 
confidence, greater consistency in approaching 
children in crisis, documented reductions in 
incidents, increased staff knowledge of crisis 
dynamics, and an in-house training system (See 
Table 2 on page 25).

Confidence 
•	 Staff members were more confident in their ability 

to manage crisis situations
•	 Staff members increased their confidence as a team 

in handling crisis situations

Consistency in approaching children in crisis

•	 Staff members and supervisors indicated a more 
consistent approach to children in crisis

Reductions in incidents
•	 Evidence of reductions in fighting, serious verbal 

abuse, restraints, and assaults was documented in 
the three units that implemented TCI

•	 Statistically significant reductions in physical 
restraints occurred in Unit B

Increased staff knowledge and the development of an 
in-house training system
•	 Staff members increased their knowledge of crisis 

intervention, and this increase in knowledge 
persisted up to 10 months after training was 
completed

•	 Selected supervisory staff members learned basic 
and sophisticated techniques to conduct effective 
and long-lasting training programs

Study Limitations
	There are limitations with the evaluation 
methodology in this study.  Although the agency 
appears representative of numerous small to 

medium-sized not-for-profit organizations 
throughout North America, a major question 
remains about the process of implementation and 
the incidence reduction results being generalizable 
to other organizations.  The agency did volunteer 
for TCI implementation, and by doing so is a 
self-selected group.  An argument could be made that 
this agency would have achieved the same results 
with any other crisis prevention and management 
system simply because it was ready to incorporate an 
agency-wide program.  

	Other fundamental questions remain, for example, 
about whether the incidence reductions were due 
to TCI’s prevention and de-escalation strategies, 
or whether the existing leadership through tighter 
supervision and monitoring alone could have 
produced the same reduction.  What is necessary is a 
methodology that incorporates a more sophisticated 
pre- and post-design with a sample of organizations 
in differing geographic areas throughout North 
America.  The basic pre-post design might 
follow a staggered schedule of training for units 
within an agency, as well as for differing agencies.  
Implementing this design can help maintain the 
internal validity of the project, while supporting 
its evaluation and monitoring strategies.  Such a 
staggered approach to training is often necessitated 
by institutional concerns of scheduling and resources, 
but can be used to the advantage of the evaluation 
effort.  The strength of this design derives from the 
ability to compare baseline data with follow-up 
data within each group, but also adds a meaningful 
comparison between the follow-up data of like 
agencies and units.  If these two comparisons yield 
similar results, then rival hypotheses regarding 
differences between the groups or temporal changes 
other than the training can be ruled out.  

Future evaluation design could well be 
carried out by independent evaluation staff.  
The introduction of control or comparison 
organizations into the evaluation methodology, 
and an independent evaluator would provide more 
confidence in any results.
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Data Synthesis and Findings Summary
1.	Report findings which support or refute projected outcomes or hypotheses.
2.	Report on questions raised that warrant further study.
3.	Develop an information management system to assess incidents for a residential child care agency.

Overview of the Evaluation Design
Implementing, Monitoring, and Evaluating a Therapeutic Crisis Intervention Methodology in a Residential Child Care 
Facility

Information 
Domains

Instrument

Type of Data 
Gathered

Type of Score 
Produced

Agency and 
Personnel 
Profile

General 
Questionnaire

Demographic 
Data

Single Item 
Indicators

Effective 
Management

General 
Questionnaire 
and Interview 
Guide 

Qualitative & 
Quantitative 
(Likert scale) 

Total Score 

Confidence

General 
Questionnaire 
and Interview 
Guide 

Qualitative & 
Quantitative 
(Likert scale) 

Total Score

Teamwork

General 
Questionnaire 
and Interview 
Guide

Qualitative & 
Quantitative 
(Likert scale) 

Total Score

Restraint 
Episodes

Incident 
Report

Quantitative 

Total 
Episodes

Increased 
Knowledge 
and Skill

Multiple 
Choice  
Pre/Post-test

Quantitative
Number of 
Correct 
Responses

Item Analysis 
and Total 
Score 
Compared 
from Pre- to 
Post-testing

Table 1.Overview of the Evaluation Design
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Results of Implementation and Evaluation Project

INTERVIEWS

Supervisors report:
•	an increase in staff skills
•	a consistent strategy for 

intervention
•	higher level of practice standards

Workers report:
•	more consistent incident reporting 
•	consistency in follow-up

Supervisors and workers reported 
differing perceptions of whether a 
debriefing session occurred and how 
effective it was

•	TCI was implemented in Units B, C, 
D

•	TCI was not implemented in Unit A

TESTS

Confidence: Tests indicate significantly 
increased levels of confidence in:
•	managing crisis
•	working with co-workers to manage 

crisis
•	knowledge of agency policy and 
	 procedures
•	helping children learn to cope	

Training: Knowledge tests indicate: 
• 	a significant increase from pre- to 

post-test in learning scores
• 	only a 5% drop in learning after 10 

months
• 	after training, 87% of participants 

plan to use the knowledge and skills
• 	after training, 93% reported they 

were able to use the knowledge and 
skills

INCIDENTS

Documented reductions over the 18 
month study in: 
•	fighting
•	serious verbal threats
•	physical assaults
•	runaways
for the entire agency

Statistically significant reductions in 
physical restraint reports in Unit B over 
the 18 month period

Statistically significant increases in 
physical restraint reports occurred in 
Unit A (contrast group) over the 18 
month period

Table 2.Results of Implmentation and Evaluation Project
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Project Successes
Leadership.  Despite the limitations of our evaluation 
methodology, the success of this project points to 
the necessary elements of leadership, cooperation, 
and collaboration among executive, clinical, and 
supervisory staff within an organization.  Through the 
executive leadership the project gained remarkable 
access to the inner workings of a residential agency.  
The executive director clearly understood and 
supported the notion that any crisis prevention 
and management system needed to be consistent 
with the organization’s mission and philosophy of 
child care, and had to be supported through clear 
and well-known policies and procedures.  Through 
the executive director’s leadership, time and money 
were allocated to allow the entire residential services 
staff to attend TCI training delivered by agency 
TCI trainers.  Supervisors supported the project 
by implementing the behavior management and 
intervention strategies on a unit basis. TCI trainers 
who were also agency supervisors then were able 
to monitoring their use on a day-to-day basis.  The 
supervisor-trainer then was able to integrate what 
was learned on the unit into subsequent training and 
refresher courses offered to agency staff.   Executive 
staff, supervisors, clinical staff, and direct care workers, 
as well as project implementation and evaluation 
staff shared leadership and learning throughout the 
organization.

TCI principles and organizational mission.  It 
was obvious from the project that one of the 
important lessons from implementation was that the 
organization leadership, clinical, and supervisory staff 
had little difficulty with TCI’s essential philosophy 
that a child’s behavior is an expression of a child’s 
needs.  Implementation success as measured by a 
reduction in incidents may suffer if any organization 
finds this philosophy too much of a concept shift.

Incident monitoring.  Another significant outcome 
is the development of a monitoring and evaluation 
system to assess the impact and effectiveness of 
an agency’s crisis prevention and management 
intervention system, and on quantifiable outcomes 
such as the frequency and kinds of incidents.  

This simple design can be used by clinical or 
administrative staff to assess the impact of their 
decisions, policies, or plans, on caregiver/child 
interactions.  For example, this monitoring and 
evaluation design can offer administration the 
capacity to track periods of the day when children 
and staff may be more vulnerable.  Using this type of 
data in management decisions is not a new concept 
and has been in the human services literature during 
the past decade with the rise of computer-based 
information management and quality assurance 
systems.  A crisis intervention strategy is a necessary 
and critical aspect of a residential child care 
agency’s treatment and behavior management for 
children who have the potential for aggressive and 
self-destructive behavior.  

Conclusions
	Clearly, this modest study showed that this 
organization benefited from the implementation of 
TCI during the study period.  The benefits were 
evident on different levels.  Direct care staff increased 
and retained their crisis intervention knowledge and 
techniques, and they were more confident in their 
ability to manage crises as they arose.  Staff reported 
that their confidence working with colleagues 
as a team increased, and overall there was a more 
consistent approach to children in crisis across units, 
and among staff shifts within units.  In addition 
to building staff knowledge and confidence levels, 
selected supervisory staff learned techniques for 
conducting effective training programs and assisting 
staff cope with crises.  This project provides limited 
but promising evidence that increasing staff workers’ 
knowledge and skills, improving their confidence, and 
utilizing comprehensive prevention, de-escalation, 
crisis, and post-crisis strategies and techniques can 
result in substantial reductions in the most aggressive 
child behavior and offer significant reductions in 
physical restraint interventions.
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Learning From Tragedy: The Results
Of a National Study af Fatalities in
Out-of-Home Care

Introduction
Recent newspaper stories in the United States have 
drawn attention to fatalities that have occurred over 
the past decade where physical and mechanical 
restraints, psychotropic medication, isolation, and 
seclusion appeared to play a major role in the deaths 
of both adults and children.  The 1998 series in the 
newspaper, The Hartford Courrant documented, 
over a 10-year period, 142 fatalities of individuals 
whose ages range from 6 years to 78 years where a 
combination of physical and mechanical restraints, 
psychotropic medication, isolation, and/or seclusion 
contributed to death.  As a result of this series, 
as well as other media attention on subsequent 
deaths, federal and state legislation and regulations 
have been proposed which would limit the use of 
physical and mechanical interventions with children, 
and well as banning outright certain techniques.   
Professional organizations and accreditation 
organizations have followed suit and have outlined 
restrictions on the use of physical and mechanical 
interventions and techniques. Often these legislative 
and regulatory shifts have taken place with little but 
newspaper accounts of the fatalities to inform these 
modifications.

Survey Methodology
	In 1998 Cornell University’s Family Life 
Development Center surveyed how children die in 
foster care, kinship care, group homes, residential 
care, and juvenile correction facilities.  The survey 
had two distinct strategies: a mailed survey approach 
and an internet newspaper search.  A 43-question 
survey was mailed to each of the 50 states, as well 
as the District of Columbia, the Commonwealth of 
Puerto Rico, and the Virgin Islands. The survey asked 
child welfare, youth correction, mental health, and 
developmental disability officials for child (age 18 or 
under) fatality information for the years 1996, 1997, 
and 1998 from their sponsored or licensed facilities.  

The survey resulted in a return of 71 surveys from 42 
states and the District of Columbia.  This represents 
a 39% return rate.  This mail survey was augmented 
by a second strategy: an internet search for fatalities 
to children in out-of-home care due to restraint and 
isolation.  

Survey Findings
Our mailed survey indicates that the vast majority 
of children who died in residential care died from a 
chronic disease or condition.  Other circumstances 
(in much smaller numbers) included fatalities due 
to homicide, suicide, accidents, and isolation and 
restraint. The remainder of this review will only 
address those deaths that had physical or mechanical 
restraints as causative or contributing factors.

Our internet search uncovered 18 such fatalities, 
while our traditional survey documented only 8 
of these 18 fatalities.  The 17 of the 18 fatalities 
uncovered by the internet search were reported in 
the 1998 Hartford Courrant report.

•	 Age and gender.  The overwhelming majority of 
the fatalities were males (n=14).  Both males and 
females ranged from 6 to 17 years in age with a 
mean of 14 years.

•	 Immediate cause of death.  Positional asphyxia was 
listed as the leading cause of death (n=8).  Cardiac 
arrhythmia or cardiac arrest occurred in four 
cases, while the remaining causes were listed as 
strangulation (n=1), aspiration (n=1), unspecified 
or unknown (n=4).  While psychotropic 
medication appeared to play a part in two fatalities, 
the psychotropic medication history was unknown 
in the vast majority of cases.

•	 Circumstances surrounding the fatalities.  Four 
fatalities occurred in some form of mechanical 
restraint, while 14 fatalities were a result of physical 
intervention.  In 7 of the 14 cases of physical 
restraint, there was only 1 staff worker involved.  
In three of the physical intervention fatalities,two 
staff workers were involved, and in the remaining 
four physical intervention fatalities, the number 
of staff workers involved was unknown.  In two 
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cases children were know to be on psychotropic 
medication.  In one case the child was restrained 
over a lengthy period of time or multiple times.

Discussion
This fatality survey raises many more questions 
than it answers.  Still there are common causes 
and circumstances of the restraint deaths we have 
described:

•	 weight on the child’s upper torso, neck, chest, or 
back

•	 restricted breathing due to a child’s position

•	 restraints conducted without assistance or 

	 monitoring

•	 signs of the child’s distress were ignored

•	 a child’s agitation prior to restraint

•	 a combination of psychotropic medication and the 
child’s agitation

Residential Child Care Project staff members have 
been involved in an in-depth analysis of some of 
these fatalities, and other serious events.  A careful 
analysis reveals when the above circumstances exist 
within an organizational culture that does not have 
built-in monitors for safety, serious injury or death 
can result.  Some of the ingredients within an 
organization’s culture that can lead to serious injury 
and fatalities are described below:

•	 Restraints are so commonplace within the 
organization that they are accepted as appropriate 
interventions to enforce program compliance 
and alleviate problems due to staff shortages, 
scheduling, and program deficits.  Staff has little 
or no awareness of the potential dangers inherent 
in restraints, and feel that they are safe practice 
because “no one usually gets hurt.”

•	 With a high frequency of use and a dependence 
on physical interventions, there is little or no 
monitoring or processing of the events to prevent 
future occurrence.  Often there are so many 
interventions, they are perceived as a normal part 
of the job.

•	 “Home grown” training and crisis intervention 
packages without “expert” screening abound in the 
field, with in-house trainers and training further 
isolating the methods from review.  A variation 
of this is when organizations at one time used 
an outside expert-based package, but did not 
keep the trainers and training resources current.  
The physical intervention methods are handed 
down with each generation of trainers who add 
their own spin or ideas.  Eventually some of the 
physical techniques taught evolve into dangerous 
techniques.

•	 Little supervision and coaching occur with line 
staff, and new staff are often left to “figure it out 
themselves” and get trained by other staff “on-the-
job” (often in questionable practices).  

•	 There is no consistent monitoring by supervisors 
or colleagues. An attitude of professional “courtesy” 
develops that translates into, “You know what you 
are doing, and I won’t question it.”  “I will not 
interrupt any intervention you make, even if I 
don’t agree.”

•	 There is little or no clinical oversight or medical 
screening, and what information is gleaned 
from screening is often not conveyed to line 
staff.  For example, children are given a variety of 
medications and staff workers have no idea of the 
side effects of any individual medication, much less 
combinations of medicines.  Staff is not routinely 
informed of medical conditions.  If workers are 
told, they are not given alternative strategies to use 
if physical restraint is contraindicated.

Recommendations

1.	 Leadership:  The level of effectiveness of 
a crisis management system to help staff 
members prevent and reduce potentially 
dangerous situations depends on leadership’s 
commitment to its implementation.  Leadership 
must provide adequate resources, including 
an adequate and qualified staff, support for 
regular external and internal monitoring, and 
clear rules and procedures that have safeguards 
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against abusive practices.  Leadership should 
promote an organizational culture that values 
developmentally appropriate interventions 
and therapeutic practice above control and 
expediency.

2.	 Clinical oversight:  Clinical services play an 
important role in overseeing and monitoring 
clients’ responses to crisis situations.  Developing 
and implementing an individual crisis 
management plan is critical to responding 
appropriately and therapeutically to each child in 
crisis. 

3.	 Supervision:  Frequent and ongoing 
supportive supervision should be built into 
the implementation and ongoing monitoring 
of the crisis management system.  Supervisors 
should be fully trained in all of the prevention, 
de-escalation, and intervention techniques so that 
they can provide effective supervision, coaching, 
and monitoring.  A post-crisis multilevel response 
should be built into the practice.  The child and 
staff member should receive immediate support 
and debriefing following a crisis. Discussing 
crisis incidents should be built into team/unit 
meetings so that all staff members can learn from 
these situations.  

4.	 Training:  Crisis prevention and management 
training should be one part of a comprehensive 
staff development program that provides core 
training as well as specialized training based on 
the population served.  Refreshers should be 
conducted with all direct care staff members as 
recommended and required.  At the completion 
of the original training and refresher training, 
staff members can be expected to perform the 
skills at an acceptable standard of performance.  
This performance should be documented and 
the staff should be held to a certain competency 
level of performance in order to use high-risk 
interventions. Trainers should be required to 
attend refreshers in order to maintain their 
training status.

5.	 Documentation and critical incident 
monitoring:  Documentation is critical, 
and includes the documentation of 
staff supervision and training, and the 
documentation and monitoring of critical 
incidents throughout the agency. This 
documentation and monitoring system 
allows the organization to review incidents 
and make decisions about individual and 
organizational practice.



30 	 THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University

Bibliography

Abelson, R. P. (1981). Psychological status of the 
script concept. American Psychologist, 6(7), 715-729.

Allen, D. (Ed.) (2002). Ethical approaches to physical 
interventions. Kidderminster, UK: BILD Publications.

Allen, D. (2008). Risk and prone restraint: Reviewing 
the evidence. In M. A. Nunno, D. M. Day, & L.B. 
Bullard (Eds.), For our own safety: Examining the safety 
of high-risk interventions for children and young people 
(pp. 87-106).  Arlington, VA: Child Welfare League of 
America.

American Psychiatric Association, American 
Psychiatric Nurses Association, & National 
Association of Psychiatric Health Systems (2003). 
Learning from each other: Success stories and ideas for 
reducing restraint/seclusion in behavioral health. American 
Psychiatric Association: Arlington, VA.

Anderson, C., & Kincaid,D. (2005). Applying 
behavior analysis to school violence and discipline 
problems: Schoolwide positive behavior support. The 
Behavior Analyst, 28(1), 49-63.

Anglin, J. P. (2002). Pain, normality, and the struggle for 
congruence. New York: The Haworth Press, Inc.

Bailey, R. H. (1977). Violence and aggression. The 
Netherlands (B.V.): Time Life.

Bandura, A. (1973). Aggression: A social learning analysis. 
Englewood Cliffs, NJ: Prentice-Hall.

Bath, H. (1994). The physical restraint of children: 
Is it therapeutic? American Journal of Orthopsychiatry, 
64(1), 40-49.

Bath, H. (1999). I ASSIST. Unpublished manuscript.

Bath, H. (1999). Types of aggression. Unpublished 
manuscript.

Bath, H. (2008). Calming together: The pathway 
to self-control. Reclaiming Children and Youth, 16(4), 
44-49.

Beck, M., & Malley, J. (1998). A pedagogy of 
belonging. Reclaiming Students and Youth, 7(3), 
133-137.

Benard, B. (2004). Resiliency: What we have learned. San 
Francisco: West Ed.

Berkowitz, L. (1989). Frustration-aggression 
hypothesis: Examination and reformulation. 
Psychological Bulletin, 106(1), 59-73.

Blair, C. & Diamond, A. (2008). Biological processes 
in prevention and intervention: The promotion of 
self-regulations a means of preventing school failure. 
Development and Psychopathology, 20(1), 899-911. 

Bloom, S. (1997). Creating sanctuary: Toward the 
evolution of sane societies.  New York: Routledge.

Bowie, V. (1996). Coping with violence: A guide for the 
human services. London: Whiting and Birch, LTD.

Bowlby, J. (1973). Attachment and loss,separation anxiety 
and anger: Vol. 2. New York: Basic Books.

Brendtro, L. (2004). From coercive to strength-based 
intervention: Responding to the needs of children in pain.  
Conference paper. Copyright: No Disposable Kids, 
Inc.

Brendtro, L., Broken Leg, M., & Van Bockern, S. 
(1998). Reclaiming youth at risk: Our hope for the future. 
Bloomington, IN: National Educational Service.

Burgoon, J. K, Buller, D. B., & Woodall, W. G. (1996). 
Nonverbal communication: The unspoken dialogue. New 
York: McGraw-Hill.

Cameron, M. (2006). Managing school discipline and 
implications for school social workers: A review of 
the literature. Children and School, 28(4), 378-383.

Cameron, M., & Sheppard, S. M. (2006). School 
Discipline and Social Work Practice: Aplication of 
Research and Theory to Intervention. Children & 
Schools, 28(1), 15-22.

Caplan, G. (1965). Principles of preventive psychiatry. 
London: Tavistock.

Caplan, G. (Ed.). (1961). Prevention of mental disorders 
in children; Initial exploration. New York: Basic Books.

Carter, J., Jones, J., & Stevens, K. (2008). Beyond a 
crisis management program: How we reduced our 

Bibliography



THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University	 31 

Bibliography

restraints by half in one year. In M. A. Nunno, D. 
M. Day, & L. B. Bullard (Eds.), For our own safety: 
Examining the safety of high-risk interventions for children 
and young people (pp. 183-200).  Arlington, VA: Child 
Welfare League of America.

Chan, T. C., Neuman, T., & Clausen, J. L., Eisele, J., & 
Vilke, G. (2004). Weight force during prone restraint 
and respiratory function. American Journal of Forensic 
Medicine Pathology, 25(3), 185-189.

Cicchetti, D., & Tucker, D. (1994). Development and 
self-regulatory structures of the mind.  Development 
and Psychopathology, 6, 533-549.

Clements, J. ,& Martin, N. (2002). Assessing behaviours 
regarded as problematic for people with developmental 
disabilities. London: Jessica Kingsley Publishers. 

Colton, D. (2008).  Leadership’s and program’s role 
in organizational and cultural change to reduce 
seclusions and restraints. In M. A. Nunno, D. M. Day, 
& L. B. Bullard (Eds.), For our own safety: Examining 
the safety of high-risk interventions for children and young 
people (pp. 143-166).  Arlington, VA: Child Welfare 
League of America.

Confer, C. (1987). Managing anger: Yours and mine. 
VA: Jacob R. Sprouse, Jr. American Foster Care 
Resources, Inc.

Cowling, V., Costin, J., Davidson-Tuck, R., Esler, J., 
Chapman, A., & Niessen, J. (2005). Responding to 
disruptive behaviour in schools: Collaboration and 
capacity building for early intervention. Australian 
e-journal for the advancement of mental health, 4(3), 1-8.

Cross, E.J., Richardson, B., Douglas, T. and Von 
Kaenel-Flatt, J. (2009) Virtual violence: protecting 
children from cyberbullying. London: Beatbullying

CWLA. Best practice guidelines: Behavior management. 
(2002). Washington, D.C.: Child Welfare League of 
America, Inc.

CWLA. Best practice guidelines: Behavior support and 
intervention training. (2004). Washington, D.C.: Child 
Welfare League of America, Inc.

Davidson, J., McCullough, D., Steckley, L., & Warren, 
T. (Eds.). (2005). Holding safely: A guide for residential 
child care practitioners and managers about physically 
restraining children and young people. Glasgow: Scottish 
Institute of Residential Child Care.

Day, D. M. (2002).  Examining the therapeutic utility 
of restraints and seclusion with children and youth: 
The role of theory and research in practice.  American 
Journal of Orthopsychiatry, 72, 266-278.

Day, D. M. (2008). Literature on the therapeutic 
effectiveness of physical restraints with children and 
youth. In M. A. Nunno, D. M. Day, & L. B. Bullard 
(Eds.), For our own safety: Examining the safety of high-
risk interventions for children and young people (pp. 27-
44). Arlington, VA: Child Welfare League of America.

Day, D. M., Bullard, L. B., & Nunno, M. A. (2008). 
Moving Forward. In M. A. Nunno, D. M. Day, & L. B. 
Bullard (Eds.), For our own safety: Examining the safety 
of high-risk interventions for children and young people (pp. 
257-264).  Arlington, VA: Child Welfare League of 
America.

Denham, A.,  Hatfield, S., Smethurst, N., Tan, 
E., & Tribe, C. (2006). The effect of social skills 
interventions on the primary school. Association of 
Educational Psychologists, 22(1), 33-51.

Department of Justice. (1995). Positional asphyxia—
sudden death. National Law Enforcement Technology 
Center Bulletin, Rockville, MD: National Institute of 
Justice.

Dix, R., & Page, M. J. (2008). De-escalation. In M. 
D. Beer, S. M. Pereira, & C. Paton, (Eds.), Psychiatric 
intensive care (2nd ed.). Cambridge: Cambridge 
University Press.

Dodge, K. A. (1991). The structure and function 
of reactive and proactive aggression. The development 
and treatment of childhood aggression. Hillsdale, NJ: 
Lawrence Erlbaum. (pp 201-218).

Dodge, K. A., Lochman, J. E., Harnish, J. D., Bates, 
J. E., & Pettit, G. S. (1997). Reactive and proactive 
aggression in school children and psychiatrically 
impaired chronically assaultive youth. Journal of 
Abnormal Psychology, 106(1), 37-51.



32 	 THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University

Bibliography

Dollard, J., Doob, A., Miller, N., Mowrer, O., & Sears, 
R. (1939). Frustration and aggression. New Haven, CT: 
Yale University Press.

Donat, D. C. (1998). Impact of a mandatory 
behavioral consultation on seclusion/restraint 
utilization in a psychiatric hospital. Journal of Behavior 
Therapy and Experimental Psychiatry, 29, 13-19.

Donat, D. C. (2005). Encouraging alternatives to 
seclusion, restraint and reliance on PRN drugs in a 
public psychiatric hospital. Psychiatric Services, 56(9), 
1105-1108.

Egan, G. (2002). The skilled helper: A problem-
management and opportunity-development approach to 
helping. Pacific Grove, CA: Brooks/Cole, Thompson 
Learning, Inc.

Evertson, C. &  Weinstein, C. (2006). Handbook of 
classroom management. London: Lawrence Erlbaum 
Associates, Publishers.

Fahlberg, V. (1990). Residential treatment: A tapestry of 
many therapies. Indianapolis, IN: Perspectives Press.

Farragher, B. (2002).  A system-wide approach to 
reducing incidents of therapeutic restraint. Residential 
Treatment for Children & Youth, 20(1), 1-14.

Farragher, B., & Yanosy, S. (2005). Creating a trauma-
sensitive culture in residential treatment. Therapeutic 
Communities, 26(1), 79-92.

Feshbach, S. (1964). The function of aggression and 
the regulation of aggressive drive. Psychological Review, 
71, 257-272.

Garbarino, J. (1999). The lost boys: Why our sons turn 
violent and how we can save them.  New York: The Free 
Press.

Garbarino, J. (1999). The effects of community violence on 
children. Child psychology: A handbook of contemporary 
issues. In L. B. C. Tamis-LeMonda. Philadelphia: 
Psychology Press/Taylor & Francis (pp. 412-425).

Garfat, T. (2004). Meaning making and intervention 
in child and youth care practice. Scottish Journal of 
Residential Child Care, 3(1), 9-16.

Gerhardt, S. (2004). Why love matters: How affection 
shapes a baby’s brain. New York: Routledge.

Gibson, J., & Holden, M. (2008). Therapeutic crisis 
intervention update: Life space interview for proactive 
aggression. Ithaca, NY: Family Life Development 
Center, Cornell University. 

Ginott, H. (1969). Between parent and child. New York: 
Avon.

Ginott, H. (1972). Between teacher and child. New York: 
MacMillan.

Glisson, C.,  Dukes, D., & Green, P. (2006). The 
effects of the ARC organizational intervention on 
caseworker turnover, climate, and culture in children’s 
service systems. Child Abuse & Neglect, 30, 855-880.

Goodman, J.F. (2006). School discipline in moral 
disarray. Journal of Moral Education, 35(2), pp. 213-230.

Goodman, J.F. (2007). School discipline, buy-in and 
belief. Ethics and Education, 2(1), p3-23.

Goleman, D. (1998).  Working with emotional 
intelligence.  New York: Bantam.

Greene, R.W. (2008). Lost in school: Why our kids with 
behavioral challenges are falling through the cracks and how 
we can help them. New York: Scribner, A division of 
Simon & Schuster, Inc. 

Greene, R. W. (2001). The explosive child. New York: 
Harper Collins Publishers, Inc.

Greene, R. W., & Ablon, J. S. (2006). Treating explosive 
kids. New York: The Guildford Press.

Gresham, F.M., & Elliott, S.N. (1993). Social skills 
intervention guide: Systematic approaches to social 
skills training. Special Services in the Schools, 8, 137-158.

Hall, E. (1966). The hidden dimension. New York: 
Doubleday.

Hardy, K., & Laszloffy, T. (2005). Teens who hurt. New 
York: Guilford Press.

Harris, J., Allen, D., Cornick, M., Jefferson, A., 
& Mills, R. (1996). Physical interventions: A policy 
framework. UK: bild Publications.



THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University	 33 

Bibliography

Hartsell, J. (2008). Sisyphus and the itsy-bitsy spider: 
Working with children. Dryden, NY: Ithaca Press.

Hellerstein, D. J., Staub, A. B., & Lequesne, E. (2007). 
Decreasing the use of restraint and seclusion among 
psychiatric inpatients.  Journal of Psychiatric Practice, 
13(5), 308-317.

Hobbs, F. D. R. (1994). Aggression towards general 
practitioners. In T. Whykes (Ed.), Violence and Health 
Care Professionals. London: HMSO.

Holden, J. C., Johnson, T. D., Nunno, M. A., & 
Leidy, B. (2007). Using a prone/supine perception 
and literature review to forward the conversation 
regarding all restraints. In M.J. Holden (Ed.), 
Therapeutic Crisis Intervention Update: Safety 
Interventions. Ithaca, NY: Family Life Development 
Center, Cornell University.

Holden, M. J. (with Mooney, A. J., Holden, J. C., 
Morgan, C. S., Kuhn, I. F., Taylor, R., et al.). (2003). 
Therapeutic crisis intervention update: Post-crisis response.  
Ithaca, NY: Family Life Development Center, 
Cornell University.

Holden, M. J. (2009). Children and residential 
experiences (CARE): Creating conditions for change. 
Arlington, VA: Child Welfare League of America.

Holden, M. J., & Curry, D. (2008). Learning from 
the research. In M.A. Nunno, D. M. Day, & L. B. 
Bullard (Eds.), For our own safety: Examining the safety 
of high-risk interventions for children and young people (pp. 
107-126).  Arlington, VA: Child Welfare League of 
America.

Holden, M. J., & Levine-Powers. J. (1993). 
Therapeutic crisis intervention. The Journal of 
Emotional and Behavioral Problems, 2, 49-52.

H.R.4247 (2010). To prevent the use of physical 
restraint and seclusion in schools and for other purposes. 
111th Congress, 2nd Session (Report No. 111-417). 
Washington, DC: U.S. Government Printing Office.

Hubble, M., Duncan, B., & Miller, S. (1999).  
The heart & soul of change: What works in therapy. 
Washington, D.C.: American Psychological 
Association.

Huckshorn, K. A. (2006).  Re-designing state mental 
health policy to prevent the use of seclusion and 
restraint.  Administration and Policy in Mental Health 
and Mental Health Services Research, 33(4), 482-491.

Hunt, R. (1993).  Neurobiological patterns of 
aggression. Journal of Emotional and Behavioural 
Problems, 2(1), 14-19.

Ivey, A., & Ivey, M. (2003).  Intentional interviewing and 
counseling: Facilitating client development in a multicultural 
society.  Pacific Grove, CA: Brooks/Cole-Thompson 
Learning.

Jaksec, C. III (2007). Toward successful school crisis 
intervention: 9 key issues. Corwin Press: Thousand 
Oaks, CA.

Johnson, M. E., & Delaney, K. R. (2007).  Keeping 
the unit safe: The anatomy of escalation.  Journal of the 
American Psychiatric Nurses Association, 13(1), 42-52.

Johnson, T. D. (2007). Respiratory assessment in 
child and adolescent residential treatment settings: 
Reducing restraint-associated risks.  Journal of Child 
and Adolescent Psychiatric Nursing, 20(3), 176-183.

Kaplan, S. G., & Wheeler, E.G. (1983). Survival skills 
for working with potentially violent clients. Social 
Casework:  The Journal of Contemporary Social Work, 64, 
339-345.

Kennedy, S. S. (2008). Using restraint: The legal 
context of high-risk interventions. In M. A. Nunno, 
D. M. Day, & L. B. Bullard (Eds.), For our own safety: 
Examining the safety of high-risk interventions for children 
and young people (pp. 227-244).  Arlington, VA: Child 
Welfare League of America.

Knapp, M. L., & Hall, J. A. (2007).  Nonverbal 
communication in human interaction (5th ed.). Chicago: 
University of Chicago Press.

Koenen, K., Moffitt, T., Poulton, R., Martin, J., & 
Caspi, A. (2007). Early childhood factors associated 
with the development of post-traumatic stress 
disorder: results from a longitudinal birth cohort. 
Psychological Medicine, 37, 181-192.



34 	 THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University

Bibliography

Kohn, A. (1996). Beyond discipline from compliance 
to community. Alexandria, Virginia: Association for 
Supervision and Curriculum Development.

Krueger, M., Glaovits, L., Wilder, Q., & Pick, M. 
(1999).  A curriculum guide for working with youth: 
An interactive approach.  Milwaukee, WI: University 
Outreach Press.

Lane, K.L., Falk, K.B., & Wehby, J.H. (2006). 
Classroom management in special education 
classrooms and resource rooms. In C. Evertson & C. 
Weinstein (Eds.) Handbook of Classroom Management: 
Research, Practice, and Contemporary Issues. Mahwah, 
NJ: Lawrence Erlbaum. 

Laursen, E., & Birmingham, S. (2003). Caring 
relationships as a protective factor for at-risk youth: 
An ethnographic study.  Families in Society: The Journal 
of Contemporary Human Services, 84(2), 240-246.

Ledoux, J. (2002). Synaptic self: How our brains become 
who we are.  New York: Viking.

Lewis, D. K. (1981). Working with children: Effective 
communication through self-awareness. Beverly Hills, CA: 
Sage.

Long, N. (2007). The conflict paradigm. In N. Long, 
W. C. Morse, F. Fecser, & R. Newman. Conflict in the 
Classroom 6th ed. (pp 325-249). Austin, TX: PRO-ED, 
Inc.

Long, N., & Morse, W. (1996). Conflict in the classroom: 
The education of at-risk and troubled students. Austin, TX: 
PRO-ED.

Long, N. J., Wood, M. H., & Fecser, F. A (2001). Life 
space crisis intervention (2nd ed.). Austin, TX: PRO-ED, 
Inc.

Lovett, H. (1996).  Learning to listen: Positive approaches 
and people with difficult behaviour.  Baltimore: Paul H. 
Brooks Publishing Co.

Luiselli, J.K., Putnam, R.F., Handler, M.W., & 
Feinberg, A.B. (2005). Whole-school positive 
behaviour support: effects on student discipline 
problems and academic performance. Educational 
Psychology, 25(2-3), pp.183-198. 

Maddern, L., Franey, J., McLaughlin, V., & Cox, S. 
(2004). An evaluation of the impact of an inter-
agency intervention programme to promote social 
skills in primary school children.  Educational 
Psychology in Practice, 20(2)135-155. 

Maier, H. W. (1987). Developmental group care of children 
and youth. New York: Haworth Press, Inc.

Maier, H. W. (1991). An exploration of the substance 
of child and youth care practice. Child and Youth Care 
Forum, 20(6), 393-411.

Maier, H. W. (1994). Attachment development is “in”. 
Journal of Child and Youth Care, 9(1), 35-51.

Maslach, C., & Pines, A. (1977).  The burn-out 
syndrome at the day care setting.  Child Care 
Quarterly, 6(2), 100-113.

Maslow, A. (1969). Toward a psychology of being (2nd 
Ed.). New York: D Van Nostrand.

Mason, J. W. (1975). A historical view of the stress 
field.  Journal of Human Stress, 1, 6-27.

Massat, C.R., Constable, R., McDonald, S., & Flynn, 
J.P. (2009). School social work: Practice, policy, and research. 
Lyceum Books, Inc.: Chicago, IL.

Masters, K. J. (2008). Modernizing seclusion and 
restraint. In M. A. Nunno, D. M. Day, & L. B. Bullard 
(Eds.), For our own safety: Examining the safety of high-
risk interventions for children and young people (pp. 45-
68).  Arlington, VA: Child Welfare League of America.

McAfee, J., Schwilk, C., & Mitruski, M. (2006). 
Public policy on physical restraint of children with 
disablilities in public schools. Education and Treatment 
of Children, 29(4), 711-728.

McGill, P., & Toogood, A. (1993). Providing helpful 
environments. In E. Emerson, P. McGill, & J. Mansell, 
(Eds.), Severe Learning Disabilities and Challenging 
Behaviour —Designing High Quality Services. London: 
Chapman and Hall.

McKay, M., Fanning, P., Paleg, K., & Landis, D.  
(1996). When anger hurts your kids: A parent’s guide. 
Oakland, CA: New Harbinger Publications, Inc.



THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University	 35 

Bibliography

Mehrabian, A. (1981). Silent messages; implicit 
communication of emotions and attitudes (2nd ed.). 
Belmont, CA: Wadsworth Publishing Co. 

Merrell K., Gueldner, B/, Ross, S., & Isava, D. (2008). 
How effective are school bullying intervention 
programs? A meta-analysis of intervention research. 
School Psychology Quarterly, 23(1), 26-42. 

Michigan DOE (2006). Supporting student behavior: 
Standards for the emergency use of seclusion and restraint. 
Michigan State Board of Education, Lansing, MI.

Miller, J. A., Hunt, D. P., & Georges, M. A. (2006). 
Reduction of physical restraints in residential 
treatment facilities. Journal of Disability Policy Studies, 
16(4), 202-208.

Mohr, W., & Nunno, M. (2011). Black boxing 
restraints: The need for full disclosure and consent. 
Journal of Family Studies, 20, 38-47.

Mohr, W. K. (2008). Physical restraints: Are they ever 
safe and how safe is safe enough? In M. A. Nunno, 
D. M. Day, & L. B. Bullard (Eds.), For our own safety: 
Examining the safety of high-risk interventions for children 
and young people (pp. 69-86).  Arlington, VA: Child 
Welfare League of America.

Mohr, W. K., Mahon, M. M., & Noone, M. J. (1998). 
A restraint on restraints: The need to reconsider the 
use of restrictive interventions. Archives of Psychiatric 
Nursing, 12, 95-106.

Mohr, W. K., & Mohr, B. D. (2000). Mechanisms of 
injury and death proximal to restraint use. Archival 
Psychiatric Nursing, 14(6), 285-295.  

Mohr, W. K., Petti, T. A., & Mohr, B. D. (2003).  
Adverse effects associated with physical restraint. Can 
J Psychiatry, 48(5), 330-337.

Molina, I., Dulmus, C., & Sowers, K. (2005). 
Secondary prevention for youth violence: A review 
of selected school based programs. Brief Treatment and 
Crisis Intervention, 5(1), 95-107.

Mooney, A. J. (2008). The reach of liability for 
physical restraints: A question of professional 
judgment. In M. A. Nunno, D. M. Day, & L. B. 

Bullard (Eds.), For our own safety: Examining the safety 
of high-risk interventions for children and young people (pp. 
245-255).  Arlington, VA: Child Welfare League of 
America.

Moyer, K. (1987). Violence and aggression. New York: 
Plenum.

Mueller, A. (1998).  De-escalating aggressive 
behaviors of young girls in residential treatment. The 
Child and Youth Leader, 7(2).

Murphy, T., & Bennington-Davis, M. (2005). Restraint 
and seclusion: The model for eliminating their use in 
healthcare.  Marblehead, MA: HCPro, Inc.

NASMHPD (2003). Implementing evidence-based 
practices project: National review of effective implementation 
strategies and challenges (Notes from meeting, April 
7&8). Concord, NH. 

New Hampshire Department of Education, Bureau 
of Special Education (2005).  Guidance on considering 
the ues of physical restraints in New Hampshire school 
setting. New Hampshire Department of Education, 
Bureau of Special Education, Concord, NH.

Noesner, G.W., & Webster, M. (1997). Crisis 
intervention: Using active listening skills in 
negotiations. FBI Law Enforcement Bulletin, 
Washington D.C.:FBI.

Nunno, M. A., Day, D. M., & Bullard, L. B. (Eds.). 
(2008). For our own safety: Examining the safety of 
high-risk interventions for children and young people.  
Arlington, VA: Child Welfare League of America.

Nunno, M. A., Holden, M. J., & Leidy, B. (2003). 
Evaluating and monitoring the impact of a crisis 
intervention system on a residential child care facility. 
Children and Youth Services Review, 24(4), 295-315.

Nunno, M. A., Holden, M. J, & Tolar, A. (2006). 
Learning from tragedy: A survey of child and 
adolescent restraint fatalities. Child and Youth Services 
Review, 25(4), 295-315.

Nunno, M. A., & Rindfleisch, N. (1991).  The abuse 
of children in out-of-home care. Children & Society, 5, 
295-305.



36 	 THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University

Bibliography

Parad, H. J. (Ed.). (1965). Crisis intervention: Selected 
readings. New York: Family Service Association of 
America.

Parad, H. J., & Parad, L. G. (Eds.). (2006). Crisis 
intervention book 2: The practitioner’s sourcebook for brief 
therapy. (2nd ed.).  Tucson, AZ: Fenestra Books

Parad, H. J., & Parad, L. G. (Eds.). (1990). Crisis 
intervention book 2: The Practitioner’s sourcebook for brief 
therapy. Milwaukee, WI: Family Service America.

Paterson, B., & Leadbetter, D. (1999). De-escalation 
in the management of aggression and violence: 
Towards evidence-based practice. In J. Turnbull, & B. 
Paterson (Eds.), Aggression and violence: Approaches to 
effective management (pp. 95-123). London, England: 
MacMillan Press, LTD.

Paterson, B., Leadbetter, D., Miller, G., & Crichton, 
J. (2008). Adopting a public health model to reduce 
violence and restraints in children’s residential care 
facilities. In M. A. Nunno, D. M. Day, & L. B. Bullard 
(Eds.), For our own safety: Examining the safety of 
high-risk interventions for children and young people (pp. 
127-142).  Arlington, VA: Child Welfare League of 
America.

Perry, B. (1997). Incubated in terror: 
Neurodevelopmental factors in the ‘cycle of 
violence’. In J. Osofsky (Ed.), Children, youth and 
violence: The search of solutions (pp.124-148). New York: 
Guildford Press.

Perry, B. (2002).  Helping traumatized children: A brief 
overview for care givers.  The Child Trauma Academy. 
www.ChildTrauma.org

Peterson, R. (2010). Developing school policies & 
procedures for physical restraint and seclusion in Nebraska 
schools: A technical assistance document Nebraska 
Department of Education. Nebraska Department of 
Education, Lincoln, NE.

Petti, T. A., Somers, J., & Sims, L. (2003). A chronicle 
of seclusion and restraint in an intermediate-
term care facility. In L. T. Flaherty (Ed.), Adolescent 
Psychiatry: Annals of the American Society for Adolescent 
Psychiatry, Adolescent Psychiatry, Vol. 27 (pp. 83-116). 
New York: The Analytical Press.

Redl, F. (1959).  Strategy and techniques of the life 
space interview.  American Journal of Orthopsychiatry, 
29, 1-18.

Redl, F. (1966). When we deal with children. New York: 
Free Press.

Redl, F., & Wineman, D. (1952). Controls from within:  
Techniques for the treatment of the aggressive child. New 
York: The Free Press.

Rimm-Kaufman, S., Pianta, R., & Cox, M. (2000).  
Teachers’ judgments of problems in the transition 
to kindergarten.  Early Childhood Research Quarterly, 
15(2), 147-166.

Rindfleisch, N., & Hull, J. B.  (1982).  Direct care 
workers’ attitudes toward use of physical force with 
children. Child and Youth Services, 4(1-2), 115-125.

Roberts, A. (Ed.). (2005). Crisis intervention handbook: 
Assessment, treatment, and research (3rd ed.). New York: 
Oxford University Press, Inc.

Rock, E., Hammond, M., & Rasmussen, S. (2004). 
School-wide bullying prevention program for 
elementary students. Journal of Emotional Abuse, 
4(3/4), 225-239.

Ronke, K., & Butler, S. (1995). QuickSilver. Iowa: 
Kendall/Hunt Publishing Co.

Ryan, J. B., Peterson, R. L., Tetreault, G., & van der 
Hagen, E. (2008). Reducing the use of seclusion 
and restraint in a day program. In M. A. Nunno, D. 
M. Day, & L. B. Bullard (Eds.), For our own safety: 
Examining the safety of high-risk interventions for children 
and young people (pp. 201-216).  Arlington, VA: Child 
Welfare League of America.

Ryan, J.B., Peterson, R.L., Tetrault, G. & Van der 
Hagen, E. (2007). Reducing seclusion timeout and 
restraint procedures with at-risk youth. Journal of At-
Risk Issues, 13(1), 7-12.

Ryan, J. B. & Peterson, R. L. (2004). Physical 
restraints in school. Behavioral Disorders, 29(2), 
155-169.



THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University	 37 

Bibliography

Ryan, J.B., Robbins, K., Peterson, R. & Rozalski, M. 
(2009). Review of state policies concerning the use 
of physical restraint procedures in schools. Education 
and Treatment of Children, 32 (3), 487-504.

Sailas, E., & Wahlbeck, K. (2005). Restraint and 
seclusion in psychiatric inpatient wards. Current Opin 
Psychiatry, 18, 555-559.

Schore, A. (2001). The effects of relational trauma on 
right brain development, affect regulation and infant 
mental health. Infant Mental Health Journal, 22, 7-66.

Schore, A. (2003). Affect regulation and the repair of the 
self. New York:  W.W. Norton.

Senge, P. M. (1990).  The fifth discipline. The art and 
practice of the learning organization. London: Random 
House.

Sheridan, M., Henrion, R., Robinson, L., & Baxter, 
V. (1990). Precipitants of violence in a psychiatric 
inpatient setting. Hospital and Community Psychiatry, 
41(7), 776-780.

Shiendling, S. (1995). The therapeutic diamond: 
A model for effective staff communication and 
intervention in residential treatment settings for 
children who are emotionally disturbed. Residential 
Treatment for Children and Youth, 12(3), 45-55.

Sim, L., Whiteside, S., Dittner, C.,, & Mellon, M. 
(2006). Effectivenss of a social skills training program 
with school age children: Transition to the clinical 
setting. Journal of Child and Family Studies, 15, 
409-418.

Smith, G. M., Davis R. H., & Bixler, E. O. (2005). 
Pennsylvania state hospital system’s seclusion and 
restraint reduction program. Psychiatric Services, 55, 
1115-1122.

Smith, P. (1993). Professional assault response training 
(Rev.). California: Professional Growth Facilitators.

Soloff, P. H., Gutheil, T. G., & Wexler, D. B. (1985).  
Seclusion and restraint in 1985: A review and update.  
Hospital and Community Psychiatry, 36(6), 652-657.

Stanton-Greenwood, A., & Holden, M. J. (2010). 
Therapeutic crisis intervention update: TCI for 

developmental disabilities. Ithaca, NY: Family Life 
Development Center, Cornell University.

Steckley, L., & Kendrick, A. (2008). Young people’s 
experiences of physical restraint in residential care: 
Subtlety and complexity in policy and practice. In M. 
A. Nunno, D. M. Day, & L. B. Bullard (Eds.), For our 
own safety: Examining the safety of high-risk interventions 
for children and young people (pp. 3-26).  Arlington, VA: 
Child Welfare League of America.

Stefen, A. B., & Phil, M. (2006). Successful seclusion 
and restraint reduction programs as quality indicators for 
psychiatric services. WebMD: Medscape

Stewart, J. (2002). Beyond time out. Gorham, ME: 
Hastings Clinical Services.

Stone, D., Patton, B., & Heen, S. (2000). Difficult 
conversations. London: Penguin.

Sturmey, P., Lott, J., Laud, R., & Matson, J. (2005). 
Correlates of restraint use in an institutional 
population: a replication. Journal of Intellectual 
Disability Research, 49(7), 501-506.

Sullivan, A. M., Bezman, J., Barron, C. T., Rivera, J., 
Curley-Casey, L., & Marino, D. (2005). Reducing 
restraints: Alternatives to restraints on an inpatient 
psychiatric service — Utilizing safe and effective 
methods to evaluate and treat the violent patient. 
Psychiatric Quarterly, 76(1), 51-65.

Thompson, R. W., Huefner, J. C., Vollmer, D. G., 
Davis, J. K., & Daly, D. L. (2008). A case study of 
an organizational intervention to reduce physical 
interventions: Creating effective, harm-free 
environments. In M. A. Nunno, D. M. Day, & L. B. 
Bullard (Eds.), For our own safety: Examining the safety 
of high-risk interventions for children and young people (pp. 
167-182).  Arlington, VA: Child Welfare League of 
America.

Tolan, P., & Guerra, N. (2001).  What works in reducing 
adolescent violence: An empirical review of the field.  
Boulder, CO: Center for the Study and Prevention of 
Violence.

Trieschman, A. E., J. Whittaker, J. K. & Brendtro, 
L. (1969). The other 23 hours: Child care work with 



38 	 THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University

Bibliography

emotionally disturbed children in a therapeutic milieu. 
Chicago: Aldine.

Turnbull, J. (1999). Violence to staff: Who is at risk? In 
J. Turnbull & B. Paterson (Eds.), Aggression and violence: 
approaches to effective management (pp. 8-30). London: 
MacMillan Press, LTD.

Turnbull, J., & Paterson, B. (Eds.). (1999). Aggression 
and violence: Approaches to effective management. London: 
MacMillan Press, LTD.

United States Congress. 111th Congress, 2nd Session. 
HR 4247. A Bill to Prevent and Reduce the Use of 
Physical Restraints in Schools and for Other Purposes. 
Introduced in the House, 23 February, 2010. 111th 
Congress, 2nd Session. GPO Access, pkisupport@
gpo.gov. 

U.S. Children’s Health Act of 2000. (2000). 
Washington, D.C.: Congress.

van der Kolk, B. A. (1994).  Childhood abuse 
and neglect and loss of self-regulation. Bulletin of 
Menninger Clinic, 58, 145-168.

van der Kolk, B. A. (2003). The neurobiology of 
childhood trauma and abuse. Child and Adolescent 
Psychiatric Clinics, 12, 293-317.

van der Kolk, B. A. (2005). Developmental trauma 
disorder: Towards a rational diagnosis for children 
with complex trauma histories.  Psychiatric Annals, 
33(5), 401-408.

van der Kolk, B. A. (2006).  Clinical implications of 
neuroscience research in PTSD.  Annals New York 
Academy of Science, 1071, 277-293.

van der Kolk, B. A., McFalane, A.C., & Weisaeth, L. 
(2007).  Traumatic stress: The overwhelming experience on 
mind, body, and society. New York:  The Guildford Press.

van der Kolk, B. A., & Ducey, C. P. (1989). The 
psychological processing of traumatic experience: 
Rorschach patterns in PTSD. Journal of Traumatic 
Stress, 2, 259-274.

Weiss, E. M.,  Altimari, D., Blint, D. F., & Megan, K. 
(1998, October 11-15). Deadly restraint: A Hartford 
Courant investigative report. Hartford Courant.

Vander Ven, K. (1988). A conceptual overview: Issues 
in responding to physical assaultiveness. Children and 
Youth Services, 10, 5-27.

Watson, R.S., Poda, J.H., Miller, C.T., Rice, E.S., & 
West, G. (1990). Containing crisis: A guide to managing 
school emergencies. National Educational Services: 
Bloomington, IN. 

Well-Wilbon, R., & McDowell, E. (2001). Cultural 
competence and sensitivity: Getting it right. Cultural 
and societal influences. Child and Adolescent Psychiatry, 
10(4), 679-693.

Wimberley, L. (1985). Guidelines for crisis 
management. The Pointer, 29 (2), 22-26.

Wineman, D. (1959). The Life Space Interview. Social 
Work, 4(1), 3-17.

Wonderly, D., & Rosenberg, S. (1988). Understanding 
aggression in treating emotionally disturbed youths. 
In J. Kupfersmid & R. Monkman. (Eds.), Assaultive 
youth: Responding to physical aggressiveness in residential, 
community and health care settings (pp. 29-48). New 
York: The Haworth Press.

Wood, M. M., & Long, N.J.  (1990). Life space 
intervention: Talking with children and youth in crisis. 
Austin, TX: PRO-ED.

Yeager, K. R., & Roberts, A. R. (2005). 
Differentiating among stress, acute stress disorder, 
acute crisis episodes, trauma, and PTSD: Paradigm 
and treatment goals. In A. R. Roberts (Ed.), Crisis 
Intervention Handbook 3rd ed. (pp. 90-119). New York: 
Oxford University Press, Inc. 

Zaslow, R.W., & Breger, L. (1969). A theory of and 
treatment of autism. In L. Greger (Ed.), Clinical-
cognitive psychology: Models and integrations (pp. 246-
291). Englewood Cliffs, NJ: Prentice-Hall.

Zillman, D. (1979). Hostility and aggression. Hillsdale, 
NJ: Erlbaum.

Zyromski, B. (2007). African american and latino 
youth and post-traumatic stress syndrome: Effects 
on school violence and interventions for school 
counselors. Journal of School Violence, 6(1), 121-137.



THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University	 39 

TCI Faculty, Instructors, and Staff

Faculty and Staff

Kristen Carlison supports the data management 
needs of the RCCP.  Within these duties she manages 
the data needs of TCI’s certification and testing system, 
she manages and oversees both the TCI and CARE 
databases, as well as TCI and CARE implementation 
projects.  She also has responsibilities for the project’s 
quarterly reports, budget proposals, and proposal 
development. 

Thomas J. Endres, M.A., is an extension associate 
with the BCTR.  Mr. Endres has extensive experience 
working in residential and group care settings.  He has 
held multiple positions including residential supervisor, 
clinician, program management and development. Mr. 
Endres provides training and technical assistance to 
agencies implementing CARE and TCI across North 
America.

Martha J. Holden, M.S., is a Senior Extension 
Associate with the BCTR, principal investigator and 
Director of the RCCP. Ms. Holden provides technical 
assistance and training to residential child caring 
agencies, schools, juvenile justice programs, and child 
welfare organizations throughout the United States, 
Canada, the United Kingdom, Ireland, Australia, and 
Israel. She is the author of Children and Residential 
Experiences (CARE): Creating Conditions for Change, a 
best practice model for residential care organizations. 
Ms. Holden has published in the Children’s and Youth 
Services Review, Child Abuse and Neglect: An International 
Journal, Journal of Emotional and Behavioral Problems, 
Residential Treatment for Children & Youth, and The 
Journal of Child And Youth Care Work. She has co-
authored chapters in the books, Therapeutic Residential 
Care for Children and Youth: Developing Evidence-based 
International Practice; For Your Own Safety: Examining the 
Safety of High Risk Interventions for Children and Young 
People; International Perspectives on Inclusive Education, 
Volume 2, Transforming Troubled Lives: Strategies and 
Interventions with Children and Young People with Social, 
Emotional, and Behavioural Difficulties; Understanding 
Abusive Families: An Ecological Approach to Theory 
and Practice.  Previously Ms. Holden served as an 
administrator overseeing the day-to-day operations 
of a residential treatment agency for adolescents, 
including its education resources.

TCI Faculty, Instructors, and Staff

Charles Izzo holds a Ph.D. in Clinical Psychology with 
a specialty in the design and evaluation of community-
based services to improve family functioning.  His 
work has focused on applying social science research 
and methods to improve the quality of human service 
programs, particularly those that target caregiving.  He 
has published in journals such as Prevention Science, 
International Journal of Child and Family Welfare, and The 
Journal of Prevention and Intervention in the Community.

I. Franklin Kuhn, Jr., Ph.D., is a Senior Extension 
Associate with the BCTR. A clinical psychologist, 
Frank has worked in clinical, educational and 
administrative positions with child welfare 
organizations and universities for over 35 years. 
He has served as medical school faculty and has 
provided consultation and training to agencies across 
the U.S. Dr. Kuhn provides training and technical 
assistance to agencies implementing CARE and TCI 
throughout North America. He currently serves on 
the editorial board of the International Journal of Child, 
Youth and Family Services.  Research interests include 
implementation and evaluation of program models 
in human service organizations and facilitation of 
positive organizational change.

Lisa McCabe, Ph.D., is a Research Associate in the 
Bronfenbrenner Center for Translational Research 
and Director of the Cornell Early Childhood Program 
at Cornell University. Her research focuses broadly on 
early childhood education and care issues. Current and 
recent projects have examined supports for professional 
development, program fidelity, and quality in a variety 
of settings including residential child care programs, 
family child care homes, and child care centers.

Alissa Medero helps coordinate National and 
NYS TCI trainings as well as being one of the 
primary contacts for information regarding training 
information/location for our NYS and National TCI 
programs. She handles the training registrations for 
TCI at the RCCP.  She sends out confirmation letters, 
training materials and corresponds with participants to 
ensure a productive training for all.

Debra Mojica, works for the Residential Child 
Care Project in administrative services. She assists the 
RCCP by setting up hotel contracts for New York 



40 	 THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University

TCI Faculty Instructors, and Staff

State and national trainings, arranging media services, 
organizing logistical arrangements, entering pertinent 
information into a data base, and mailing confirmation 
letters and training materials. 

Michael Nunno, D.S.W., is a Senior Extension 
Associate with the Bronfenbrenner Center for 
Translational Research (BCTR), and the co-principal 
investigator of the Residential Child Care Project 
(RCCP).  He has expertise in social policy, regulation, 
and legislation related child welfare issues as well as 
specific expertise in the identification, prevention, and 
etiology of child abuse and neglect in residential care.  
More recently Dr. Nunno has been working with 
therapeutic and residential child-care organizations to 
measure the impact of Cornell University’s Therapeutic 
Crisis Intervention system and its Children and 
Residential Experiences program model on critical 
incidents.  Dr. Nunno has published in the Child 
Protective Services Team Handbook, as well as in Children 
and Youth Services Review; Child and Youth Care Forum; 
Child Welfare; Child Abuse and Neglect: An International 
Journal; Children and Society; Protecting Children; The 
American Journal of Orthopsychiatry; Psychiatric Services 
and The Journal of Child and Family Studies.  He was 
editor of the Journal of Child and Youth Care’s dedicated 
issue on institutional maltreatment and co-editor of 
the book, For Your Own Safety: Examining the Safety of 
High-Risk Interventions for Children and Young People. 

Trudy Radcliffe is the primary contact person for 
Children and Residential Experiences (CARE), a 
program model for residential services. She coordinates 
CARE training, registration, evaluation, certification 
and logistics.  She also helps coordinate TCI-SAFE 
and other research initiatives.

Eugene Saville, A.As., is the administrative assistant 
for the Residential Child Care Project. He is 
responsible for scheduling training programs, handling 
registration, and coordinating materials for all of the 
RCCP training programs. In addition, he oversees the 
web site and provides information and assistance to the 
public in regard to the many programs of the RCCP. 

Holly Smith handles the processing of testing and 
evaluation materials for the RCCP training. Her 
responsibilities include scanning and grading testing 

materials, e-mailing individual’s test results, preparing 
certification letters to be mailed, emailing participants 
reminder and expiration emails and maintaining the 
database.  She also prepares the quarterly reports for 
New York State, National and International.

Andrea Turnbull, M.A., LMHC, QS, is an extension 
associate with over 20 years experience working with 
young people in residential and foster care settings. She 
has held positions such as direct care worker, milieu 
coordinator, program director, training director and 
clinical coordinator. In addition to her work as a TCI 
instructor providing training and technical assistance 
for the Residential Child Care Project, she also helps 
coordinate the TCI program. 

Greg Wise, M.A. Is an extension associate with the 
BCTR. Mr. Wise has extensive experience working 
with mentally ill, developmentally disabled and 
emotionally disturbed populations. He has held 
positions as director, program director and residential 
supervisor. Mr. Wise provides TCI training to 
residential child care agencies, schools, juvenile justice 
programs and child welfare organizations for the 
Residential Child Care Project.

RCCP Consultants

Craig Bailey, B.S., has worked with youth in 
residential care and school settings since 1996.  He has 
served youth and families through Hillside Children’s 
Center, Monroe 2-Orleans BOCES, and Crestwood 
Children’s Center.  Craig is currently a Manager in 
Organizational Development and Learning with 
Hillside Family of Agencies, located in Rochester, 
NY.  He is a primary TCI trainer for new employees 
and helps coordinate the implementation of the TCI 
system throughout all of the service affiliates of Hillside 
Family of Agencies.  Craig has worked as a consultant 
with the Residential Child Care Project since 2007 
and facilitates TCI Train-the-Trainer and TCI Trainer 
Updates in the United States and internationally.

Doug Bidleman, B.A., served most recently as the 
Senior Learning Coach for the Learning Institute at 
Hillside Family of Agencies in Rochester, NY. He 
has over 40 years of experience at Hillside providing 
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service to children and families in a residential 
treatment environment.  Doug was responsible for 
overseeing Hillside Children’s Center Behavior 
Management System addressing all aspects of crisis 
intervention in an effort to ensure the best practice 
and client and staff safety.  

Diana Boswell, Ph.D., is the Director of Therapeutic 
Welfare Interventions in Canberra, Australia. She 
trained as a clinical child and adolescent psychologist 
and has worked in forensic, mental health, education 
and out-of-home care services as a clinician, program 
manager and agency director.  She has a particular 
interest in children with autism spectrum disorders, 
trauma, and problematic sexualised behaviours. She 
also has an interest in program development and has 
worked with Cornell in implementing the CARE 
model in Australian agencies, and in offering the TCI 
Train-the-trainer program across the country. 

Sharon Butcher, M.A., is the Director of Education 
at the Waterford Country School, a non-profit human 
service agency located in southeastern Connecticut.  
Her professional career began as a childcare worker 
in the residential treatment program at WCS before 
becoming a Special Education Teacher and advancing 
into her current role.  In addition to being a TCI 
trainer for her agency Sharon is also a CARE trainer 
and is deeply devoted to the sustainably of the CARE 
model in the school.

John Gibson, M.S.W., MSSc, CQSW, is owner of 
Secure Attachment Matters – Ireland.  He is qualified 
in Social Work and has worked in 4 different residential 
child care settings for a total of 21 years.  He consults 
to residential child care organizations, principally 
in relation to development of models of care.   He 
provides direct support to high risk foster placements, 
working systemically with all significant parties.   He 
was among the first workers to train in TCI in Ireland 
and Britain. He joined the RCCP as an Instructor 
in 2001. He holds post graduate qualifications in 
Social Learning Theory (Child Care) and in Social 
Work Management and Leadership.  He is trained in 
the Child Attachment Interview at the Anna Freud 
Centre (London).    

Richard Heresniak has worked in the field of 
residential care since 1985, beginning his career at 
Astor Services for Children and Families – an agency 
at which he remains employed on a part time basis.  
His primary responsibilities at Astor are training, staff 
development, and providing support to Astor’s school 
and residential programs. Richard was Cornell’s first 
professionally certified TCI trainer, and in addition 
to his work at Astor, has been a consultant with 
the Residential Child Care Project since 2003.  He 
provides training and technical assistance in TCI, 
TCIS, and CARE.  His work with the project also 
includes curriculum design and development, as 
well as providing written contributions to project 
communications.

Jack C. Holden, Ph.D., has been an instructor 
and project consultant with Cornell University’s 
RCCP for nearly 30 years. Dr. Holden earned a 
Ph.D. in Education, specializing in Adult Learning 
and has presented workshops and research nationally 
and internationally and has authored, Developing 
Competent Crisis Intervention Training, and co-authored 
a chapter, Preventive Responses to Disruptive and High-
Risk Behaviours, in the book International Perspectives 
on Inclusive Education. Dr. Holden has co-authored 
several training manuals including Therapeutic Crisis 
Intervention for Schools (TCIS), and published in the 
Journal of Child and Youth Care Work, and Journal of 
National Staff Development and Training Association. 

Beth Laddin, L.M.S.W., works as a school social 
worker in Albany, NY.  Previously, Ms. Laddin worked 
for the BCTR at Cornell as a Program Manager and 
as a Field Instructor.  As a Field Instructor, Ms. Laddin 
trained child service providers in the TCI program.  
Other child welfare experience includes positions 
in Child Protective Services, residential facilities, 
administrative state positions, facility quality assurance 
work, and program development. 

William Martin, MHSA, has been working with 
children and families with special needs for over 
30 years. He is the Executive Director of Waterford 
Country School, a non-profit human service agency 
providing a multitude of services including residential 
treatment, emergency shelters, safe homes, group 
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homes, foster care, education, and in-home services. 
Bill is also a CARE and TCI instructor and he and the 
staff of Waterford Country School are deeply involved 
in, and committed to TCI, TCIF, TCIS and the CARE 
and CARE for Foster Carers program models. Bill has 
a Master’s degree in Human Service Administration 
and a Bachelors Degree in Social Work.

Eddie Mendez has worked with children and young 
people in a variety of settings including custody, 
Residential programs and Foster Care for more than 
25yrs. Nearly all of this work has been in Western 
Sydney, Australia. Eddie has for several years also 
been involved in the facilitation and development of 
training workshops.  Eddie has been involved with the 
TCI program since 2000-2001. In addition to his long 
engagement with the welfare sector Eddie is also a 
foster carer.

Marty Mineroff, M.S., has an extensive background 
in education. He retired from the New York City 
Department of Education in June 2008, after 29 years 
working with special needs students in Brooklyn, NY. 
He began his career as a special education teacher, 
became a unit coordinator, an assistant principal, 
and finally spent 14 years as principal of a special 
education school. His school in Brooklyn, NY, 
provided educational services for 300 students in 
three community schools, grades K-8. Marty became 
a certified TCI Instructor in May 2009 and is assisting 
the RCCP in implementing TCI in schools as well as 
training TCI.

Andrea Mooney, M.Ed., JD, is an original author of 
TCI and has been involved with the program since its 
inception.  She has been a Special Education teacher, 
a law guardian, and a consultant.  She is now a clinical 
professor at the Cornell University Law School and 
an attorney/trainer in private practice, specializing in 
child advocacy and family law. 

Nick Pidgeon, BSc, is Director of NJP Consultancy 
and Training Ltd. based in Bridge of Allan, Scotland. 
He has many years experience in social work and over 
15 years experience as an independent consultant. He 
has provided training and consultancy throughout 
Britain and Ireland and in the USA, Canada, Australia, 

and Russia. Since 1993 he has been a consultant to 
the RCCP. 

Michele A. Pierro, M.S., holds an M.S. in Educational 
Psychology, Secondary Education, and certificate of 
Advanced Studies in Educational Administration. For 
the past 40 years Michele has worked in Middle and 
High schools, programs for Gifted and Talented and 
in a maximum security facility for juvenile offenders. 
She has been a faculty member at Columbia Greene 
Community College, a Principal and Director of 
Special Education at the Questar III BOCES in 
Castleton, NY, Director of School Safety and Positive 
Behavior Supports in D75 in NYC and Director of 
Security Resources for the NYCDOE, providing 
technical assistance to schools on the NYS Persistently 
Dangerous List. She joined the RCCP in August 2012.

Mary Ruberti, LMSW, is currently the Quality 
Assurance/Performance Improvement Manager at 
the Villa of Hope in Rochester, NY.  Ms. Ruberti 
has worked in child welfare and residential treatment 
for over 25 years in various positions including child 
care worker, residential supervisor, social worker and 
training coordinator.  Ms. Ruberti has been a project 
consultant with the Residential Child Care Project 
at Cornell University since 1993.  She has had the 
privilege of providing training and technical assistance 
for the Therapeutic Crisis Intervention (TCI) and 
Children and Residential Experiences (CARE) 
projects.

Zelma Smith, LMSW, Child Welfare Consultant 
and Trainer, has over 40 years of experience in the 
field of child welfare including training, consultation, 
curriculum development, supervision, and direct 
service delivery. Her work experience includes 
training in kinship care, recruitment, preparation and 
selection of foster and adoptive parents, residential 
treatment programs, child abuse and neglect and 
meeting planning. Formerly, she was chairperson for 
the National Association of Black Social Workers’ 
National Kinship Task Force Committee and a current 
member of the National Kinship Advisory Committee 
at the Child Welfare League of America. She is a TCI 
and CARE instructor on the Residential Child Care 
Project.
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Angela Stanton-Greenwood, MA, MEd, CQSW 
has worked with individuals with complex needs for 
over thirty years as a practitioner with Barnardos in 
residential care and education and now as a Workforce 
Development Manager in the Hesley Group England. 
She is a TCI and Proact SCIP R UK instructor. Ms. 
Stanton-Greenwood coordinates the TCI program in 
Europe.  

Laurence Stanton-Greenwood, BA hons in 
Education and Training, Qualified Social Worker with 
Qualified Teacher status has worked with a population 
of people with complex needs both in Social Care and 
Education for 34 years as a practitioner and manager. 
He now works as a training manager for the Hesley 
Group, England, coordinating and delivering a range 
of training programmes including TCI. He became a 
TCI Instructor in 2012.

Raymond Taylor, Msc. is a registered social worker 
and senior social work manager with one of Scotland’s 
largest local authorities and a Visiting Senior Research 
Fellow at the University of Strathclyde’s Glasgow 
School of Social Work.  He has extensive experience in 
social work practice, education, research, and training 
and is the editor and joint author of a number of 
books and articles on children’s welfare.  A member of 
the International Advisory Board of the Encyclopedia 
of Social Work, and the editorial board of the Scottish 
Journal of Residential Child Care, he has been a TCI 
consultant since the introduction of  TCI into Britain 
and the Republic of Ireland in 1992.

Michael E. Thomas, II, M.Div., is a freelance 
organizational training consultant instructing TCI for 
the BCTR, on faculty with The Sanctuary Institute, 
and Senior Facilitator for The Energy Project. 
Throughout his 15 years in residential treatment 
services, Michael worked as a teacher/counselor, 
child behavior specialist, program manager, group 
facilitator, and training director. Publications include 
contributions in Therapeutic Communities and a 
textbook article in Danish professional development 
book, Engelsk: Paedogogisk Assistant,  Caring for Children 
with Special Needs,edited by Anne Brunstrom.



44 	 THERAPEUTIC CRISIS INTERVENTION SYSTEM FOR SCHOOLS: Residential Child Care Project, Cornell University

TCI Faculty Instructors, and Staff





For more information about the Residential Child Care Project, 
please visit our web site at http://rccp.cornell.edu


