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EXAMINING SAFETY PROCEDURES
IN CRISIS INTERVENTION TRAINING
PROGRAMS

Elisabeth Kane, M.A. University of Nebraska-Lincoln
Brenda Scheuermann, Ph.D. Texas State University

Goals of this presentation-

Review ethical considerations regarding restraint and
seclusion in schools

Provide overview of safety components of crisis
intervention training programs
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Policy Update

*Strong advocacy continues

*Federal legislation to regulate restraint and seclusion has been
proposed since 2009; no proposed legislation has been enacted.

*State level activity

*ESSA: Each State plan shall describe-
“(1)...(C) how the State educational agency will support local educational
agencies receiving assistance under this part to improve school conditions for
student learning, including through reducing ‘(iii) the use of aversive behavioral
interventions that compromise student health and safety;” p. 41-42 of pdf

Study of Training Programs

* ldentify safety concerns addressed in

Crisis Intervention Training Barirlead fhe et heme:

* Highlight major similarities & http://k12engagement.unl.edu/
differences across training programs sty dy-crisis-intervention-training-

* ldentify themes and consistencies rograms
across training

* Aid consumers on purchasing decisions




17 Crisis Intervention Training Programs

Calm Every Storm, Crisis Intervention Training
Management of Aggressive Behavior (MOAB®)
Nonviolent Crisis Intervention® Program
Oregon Intervention System (OIS)

PMT
Pro-ACT®
Professional Crisis Management (PCM)
Response
RIGHT RESPONSE
Safe and Positive Approaches®
Safe Crisis Management® (SCM)

Safe Prevention Principle and Techniques
Safety-Care™
Satori Alternatives to Managing Aggression (SAMA)
The Mandt System®
Therapeutic Aggression Control Techniques (TACT2)

_ Therapeutic Crisis Intervention (TCl) _

Key Training Components

*General information and *Debriefing and follow up

definitions *Seclusion

*Dangers and Risks *Other topic areas

*Crisis De-escalation
procedures

*Restraint procedures

*Procedures for monitoring 2
\
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Average Allocation Across Training Programs

Other, 11 General
Information/

Definitions, 8

Debriefing &

Follow-up, 6 Dangers &
Monitoring Risks, 6

Procedures, 5

Restraint .
Crisis De-
Procedures, .
21 escalation, 41

KEY TOPICS
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Safety & Ethical Concerns

1. Potential for deathorinjury

2.Repeated use and thefailure of programming
3. Disproportionate use with certain groups

4. Problems with implementation fidelity, training,
monitoring, and supervision

(Scheuermann, Peterson, Ryan, & Billingsley, 2015; Scheuermann, Ryan, Peterson, &
Billingsley, 2014)
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Case Example: Brennan

#% <16 years old, with autism, attended special

school
f ‘Restrained by aide
*Both femurs broken

= +8 days in ICU, surgery, complications

“Clinic, staff convicted of
abuse...in restraint
death” (WI)

»7 years old, with RAD, mood disorder, and ADHD at day treatment
center

*Gargling her milk...seclusion...fell asleep...noncompliance...restraint
*Held facedown on floor for several minutes

»Death due to “complications from chest compression asphyxiation”
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Case Example: “Autopsy: restraintkilled

Cedric student at Killeen school”

*Autopsy: 14-year old perished from excessive pressure to
chest
°Student: 4’ 11”7, 129 pounds
o History of abuse, neglect and starvation
> Restrained for trying to leave classroom to go to lunch —became agitated
> Restrained by teacher and male aide

*Despite his pleas, “l can’t breathe,” the restraint continued
*Death ruled a homicide

Associated Press, 2002; . http:/iwww.texnews.com/1998/2002/texas/kill0325.html

Safety topics addressed in review:

Defining clear and Monitoring for
imminent danger danger

Emphasis on crisis

. Use of seclusion
de-escalation

Safety of physical
restraint Training Delivery
procedures

3/25/17
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Defining
Clear and Imminent Danger

Clear & Imminent Danger

Common consensus: physical restraint
procedures are only warrantedin cases of
clear and imminent danger

Risk of not intervening outweighs risk of using
a restraint

Accurately interpreting escalating student
behavior requires extensive experience and
baCkground knOWIGdge (Scheuermann, Peterson, Ryan, &
Billingsley, 2015).

Issues arise when these procedures are used
for other circumstances (e.g., compliance)
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What is “clear and imminent danger”?

Kentucky:

“The student’s behavior poses an

imminent danger of physical harm to self :
or others . . . [and] less restrictive e b M é /
behavioral interventions have been N | \
ineffective in stopping the imminent —

danger of physical harm to self or others, ‘.
except in the case of a clearly
unavoidable emergency situation posing
imminent danger of physical harm to self
or others”.

What is “clearand imminentdanger”?

Crisis Intervention Training Program Definitions

“aperson: has the ability to injure seriously, shows an intent to injure
seriously and immediately, and the threat or attempt would create a need for
immediate, professional, medical attention” (PRO-ACT)

“It iswhen people are no longer able to maintain self-control dueto a
perception that they are unable to cope with the demands presented.”
(RIGHT RESPONSE)

“’Immediately Dangerous’ situations are those which ‘put self or others at risk
of imminent and serious harm, and verbal instructions have failed” (TACT 2)

“Acute physical behavior that is likely to result in injury” (TCI)

“An immediate threat of harm exists when [it is] ‘not separated in time, acting
or happening at once, next in order.” (Harper, 2010) The words that
characterize such situations are “severe” and “out of control. ” (MANDT)




Emphasison
Crisis De-escalation

When to Intervene?

*Prevention is key

*Time to intervene is when things are going
well

*Recognize early signs of agitation

°ldentify and manage
antecedents/contributing factors

INTENSITY

*Anticipate triggers

*Verbally de-escalate students

3/25/17
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*8-year-old, 82-pound boy pepper
sprayed by police

*Boy had gotten into trouble on bus

o g

I_\IO pOIICy *When he got into the classroom, he
violated when began yelling and threatening to kill
o[oWAWELFo[=10]o[I g teacher and another staff member

sprayed, Cops -Staff members were so afraid that they
say” barricaded themselves into an office as
boy escalated

*Teachers had “special training to prevent
or de-escalate bad behavior”

Crisis De-escalationin Training

*Emphasis of most Crisis Intervention Training
* Moving away from “Restraint Training”

*2/3 of the programs spend the most time on crisis de-
escalation, average 41% (range = 20 — 58%)

*All programs train:
* identifying and managing antecedents to crisis situations;
° recognizing triggers or signs of agitation;
* strategies for prevention and early identification of pending
crises;
* verbal or other non-physical de-escalation techniques

3/25/17
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Safety of Physical
Restraint Procedures

Types of Restraint Procedures

m Supine restraints Supine
m Prone restraints 0

m Basket hold restraints

m Physical escorts

12



Dangers & Risks:

Physical Danger

SlCI Risk for both

students and staff
involved

Psychological
Harm

Physical Harm

““Hundreds of cases of alleged abuse and
death”, but difficulty to verify exact number
(GAO, 2009, p.2)

*Estimated that between 8 and 10 children in
the United States die each year due to
restraint (The Child Welfare League of
America, 2002)

*Majority of fatalities due to positional
asphyxia, aspiration, or blunt trauma to the
chest (Mohr et al., 2003)

3/25/17

13



3/25/17

Risks Associated with Restraint

Positional Asphyxia Psychotropic Medications
Predisposed when in prone (face down) position Neuroleptics increase risk of sudden death (2.39
times)
Aspiration Antidepressants increase QT interval associated

Predisposed when in supine (face up) position et S el

Many medications inhibit body’s cooling
Blunt Trauma to the Chest mechanisms

Cardiac arrhythmia leading to sudden death

Thrombosis
Catecholamine Rush Fatal pulmonary embolism due to being immobile
Result of escalating agitation producing heart for long periods of time

rhythm disturbances
Physical Injury
Rhabdomylosis (Mobhr, Petti & Mohr, 2003)

Break down in muscle cells due to strenuous exertion.

Psychological Harm & Trauma

 Physical restraints can results in severe
emotional distress and trauma

* Can be particularly harmful for students who
have experienced sexual or physical abuse '

* Re-traumatization can occur when a student who has a history
of trauma is restrained, or vicariously traumatized by watching a
restraint- can be as damaging if not more damaging than the
initial trauma (Dallam 2010, SAMHSA 2014).

14
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Georgia:

*13-year-old Georgia boy
hanged himself while secluded
in a concrete-walled, locked
room. He had previously

pleaded not to be locked in the

room. He had also previously

.. . Classroom seclusion room,
threatened suicide in school. Kansas

Physical Restraint Procedures

Increased Risk

>Prone (face-down) and supine (face-up)
restraints are widely considered to be the
riskiest due to potential for suffocation

>Basket holds have increased risk of
compressing the airway of young children *Due to heightened risk, it
(U.S. Government Accountability Office,
2009; Peterson et al., 2003)

takes time & continuous
practice to teach physical
holds adequately.

15
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Types of Restraint Procedures

m Specific Types of holds:

- 4 of the 17 programs trained basket holds (23.5%)
- 8 of the 17 programs trained prone restraints (47%)
- 9 of the 17 programs trained supine holds (53%)

— 15 of the 17 programs trained transportation or
escorts,and consider it restraint (88%)

*These images are forillustration. They may or may not represent good practice. Most
programs which continue to use types of prone or supine restraints have adjusted them to
increase their safety.

Training Restraint Procedures

The % of overall time allocated to training
on holds ranged from 8% to 50%

Average time spent on restraint was 21%

The number of different types of holds
trained ranged from 2 to 27

All indicate that they should only be used
as a last resort intervention

16



Monitoring for Danger

Monitoring Equipment & Indicators
L

No programs require special equipment
for monitoring

S

Recommend the use of:
Pulse oximeters (n=1)
Automatic defibrillators (n= 2)
Counting of respirations (n = 6)
Monitor Pulse (n = 5)

Visual and auditory monitoring of breathing/respirations, circulation, eye contact,
verbal responses, movement, complexion, blue around fingernails, difficulty breathing,
pupils dilated, limp muscles or cold clammy skin, rapid shallow breathing, panting, or
grunting

3/25/17
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Failure to Monitor

Cedric (Killeen, Texas)

“l can’t breathe”

i

Girl, 8 years old, refused to finish assignment

Sent to time-out room

Spent 3 hours in time-out (Crumb, October 2008)

Monitoring Time Limits

Time limits are crucial to minimize

safety ——
Only use aslong as danger is “clear and m

imminent” 3 =
= = |

12 programs teach time limits for \\:l\ /

restraint procedures e

3 programs have a required time limit

18
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Use of Seclusion

Lack of Training Regarding Seclusion

Only 4 programs trainsafety guidelines and
room specifications regarding seclusion

Not an emphasis in training

Lack of training could lead to instances of
harm

Please referto CCBD Position Paper for more recommendations regarding seclusion **

19
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Documentation

Documentation

*Proper & timely documentation should
occur after every physical hold

*Critical for oversight and accountability

*Should be used to analyze patterns of use
and improve preventative practices

*Should be utilized for more than a
procedural check mark

20
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Training Delivery

Training & Certification

*Length of training varies based on level of certification
*Trainer-of-Trainer implementation fidelity

*Ensure staff have up to date certification & proficient
skills

*Physical skills should be practiced and supervised
frequently

*Ask for more training!

21



Conclusions

*These procedures do not lead to behavior change, and carry safety risks

*Prevention is key! Crisis de-escalation and positive behavior supports should be an
emphasis of training

*Develop clear understanding of how to intervene throughout crisis cycle
*Restraint & Seclusion should only be in cases of clearand imminent danger

*Movement away from more extreme holds or ones that have caused most danger (e.g.
floor holds)

*Adequate physical training crucial to minimize risk of harm
*Appropriate and constant use of monitoring to identify distress
*Use incident documentation to improve current practices

*Re-certification and practice should occur as frequently as possible

Questions?

3/25/17
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Research Collaborator

Elisabeth Kane
University of Nebraska-Lincoln

elisabethjkane@gmail.com
Brenda Scheuermann, Ph.D.

Texas State University

Brenda@txstate.edu

Reece L. Peterson, Ph.D.
University of Nebraska-Lincoln

Michael Couvillon, Ph.D.
Drake University

Joseph M. Ryan, Ph.D.
Clemson University
W http://k12engagement.unl.edu/study-crisis-intervention-training-programs

Individual Vendor Training Program Allocation of
Time for Components (Pie Charts)

Note: Pie charts of all of the vendor training programs are
provided in the handout to illustrate variations in time
allocations across all eight topics.

All and additional materials are available at:

http://k12engagement.unl.edu/study-crisis-
intervention-training-programs

3/25/17
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