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Throughout the last two centuries the care of children who have fallen on hard 

times has passed through a number of phases in the United States. Many of the debates 
related to these phases persist in influencing the present care of children within 
residential treatment centers in the United States (Abramovitz and Bloom 2003). In the 
early part of the nineteenth century it was considered a social responsibility to remove 
children from the evil moral influences in their homes and communities and to place 
them in reformatories and orphanages that stressed precision, regularity, and obedience to 
authority that was strictly enforced through the use of physical punishment (Rothman 
1990). By the late 1800’s, individual biological explanations of bad behavior dominated 
the approach to children in institutional settings and care centered on containment and 
protection from the community (Brace 1872). At the beginning of the 20th century, when 
larger social problems like poor childrearing and poverty entered social discourse, 
environmental theories dominated the explanations of why children ended up having 
behavioral problems. From around 1915-1960, individual psychoanalytic explanations 
powerfully influenced the growth and development of psychoanalytically oriented 
intensive individual treatment within residential settings as well as treatment programs 
and special schools guided by therapeutic community principles (Bettelheim and Sanders; 
Aichorn 1939; Redl and Wineman 1952; Bridgeland 1971; Kennard 1998). The social 
turmoil of the 1960’s and 70’s lent credibility once again to explanations that focused on 
negative social influences, poverty, poor education, poor parenting, racism and 
discrimination. But from the 1970’s through today, treatment in many places has once 
again shifted to attempts to control maladapted children through behavioral and 
biochemical controls.  

According to the MECA Study (Methodology for Epidemiology of Mental 
Disorders in Children and Adolescents) almost 21 percent of U.S. children ages 9 to 17 
had a diagnosable mental or addictive disorder associated with at least minimum 
impairment (Shaffer, Fisher et al. 1996). The impairment in about 8% of these children 
will be so severe that they will be sent residential treatment programs that account for 
nearly one-fourth of the national outlay on child mental health (Burns 1998). The types of 
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treatment these children receive vary widely and include psychoanalytic, 
psychoeducational, behavioral management, group therapies, medication management, 
and peer-cultural. Settings range from structured ones, resembling psychiatric hospitals, 
to those that are more like group homes or halfway houses. While formerly for long-term 
treatment (e.g., a year or more), RTCs under managed care are now serving more 
seriously disturbed youth for as briefly as 1 month for intensive evaluation and 
stabilization.  

Residential care has long been a subject of concern related to: criteria for 
admission; inconsistency of community-based treatment established in the 1980s; the 
costliness of such services; the risks of treatment, including failure to learn behavior 
needed in the community; the possibility of trauma associated with the separation from 
the family; difficulty reentering the family or even abandonment by the family; 
victimization by staff; and learning of antisocial or bizarre behavior from intensive 
exposure to other disturbed children (Wells 1991; Loeber and Farrington 1998). 
Nevertheless, millions of children spend some part of their childhood in residential care 
and these children tend to be those who have the fewest family and community resources 
and the greatest exposure to violence (Rivard 2000; Rivard, Bloom et al. 2003; Rivard 
2004).  

Persistent debates that originate in the history of childcare continue today in 
residential programs, although few recognize the connection between past and present. 
Should children be protected from family influences that are considered to be the toxic 
reason why the children have been placed in the first place? Are the causes of children’s 
problems biological/genetic or psychological/social? Is the child’s behavior problem 
secondary to a “simple” lack of discipline or a lack of proper education? Are the children 
disturbed or delinquent?  Is a corrective environment sufficient or do these children need 
specialized forms of treatment and if so, what are those forms? Is it most important to 
focus on correcting behavior or should the child and the staff understand the underlying 
causes for that behavior? Is a permissive or punitive response to children better? How 
much should children be taught to obey authority and how much should they learn to 
participate in democratic processes? How controlling should treatment environments be 
and how does external control develop into self-control? Is it important to formulate 
treatment approaches that are based on the child’s history or does the history actually 
matter in changing behavior? Should a treatment staff be directing their efforts toward 
social control or toward the child’s personal growth? What actually defines treatment 
success? 
 For the most part, answers to these questions have been determined largely by 
opinion, experience, and economic and political forces, not by research. As a result, most 
residential treatment programs for children cobble together any combination of more than 
seventeen treatment approaches including individual, group, family, and what comes to 
be called “milieu therapy” or in some cases, “therapeutic community” (Wells 1991). 
These approaches are usually not well-defined, even within much less across institutional 
settings. And complicating things further, every approach is based on differing theoretical 
assumptions about the nature of the problem and the nature of the children.  

Trying to synthesize and integrate these various assumptions and approaches into 
a coherent, systematized, individualized and effective approach to each child requires 
more time, skill, and resources than most organizations can afford. The result is that there 
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are multiple theoretical assumptions informing treatment – or no theory at all. There is no 
common language across and between disciplines and therefore no common 
understanding. Staff splitting is common with one component of the staff – frequently the 
childcare workers insisting on more punitive measures to deal with misbehavior, while 
another component – frequently the clinicians – calling for more permissive approaches. 
Unfortunately, the actual outcome is frequently a mishmash of training approaches which 
then are each diluted and not integrated with each other. The staff often work at cross-
purposes without even recognizing that their conflicts are due to conflicts in basic 
theoretical models and instead attributing the problems to the resistance of the children or 
personality conflicts among the staff. There are no manuals or formal training programs 
for specific programmatic approaches and as one observer has said, “few centers can now 
provide a substantive (much less a theory-based) written accounts of their program” and 
they still lack criteria “that rationally link diagnosis, etiology, prognosis, and (sic) 
criteria for specific forms of residential treatment.” (Wells 1991). 
 These theory-based problems are compounded by changes in health care 
financing, decreases in training opportunities and funding for on-going training and 
supervision, downsizing of staff who tend to be less professionally developed from the 
outset, the presence of increasing aggressive and behaviorally disturbed and destructive 
children in every setting, state budgetary cuts, and a fragmented mental health and social 
service delivery system.  

To avoid unfavorable outcomes, residential treatment programs need a coherent, 
integrated conceptual approach that does not reinvent the wheel but instead offers the 
flexibility to do whatever is in the best interest of the child. It must be a framework that 
can consistently guide treatment in the cottages where the children reside, in the schools 
that they attend, and in their formal therapy sessions. It must be a biopsychosocial 
framework that is simple enough for everyone to understand, puts everyone on the same 
page, does not sacrifice complexity or diversity, is universally applicable, and provides 
an organizing framework for what everyone already does well. 
 Such an organizing framework must also address what may turn out to be the 
most critical aspect of any approach that seeks to adequately treat children in residential 
settings: a “trauma-informed approach”. An approach to childcare that takes into account 
the impact of overwhelming stress on child development is particularly important since it 
has been established that a large proportion of a residential treatment population have a 
history of exposure to violence, abuse and neglect. 
 Recent research on childhood trauma is helping us understand how children’s 
exposure to overwhelming stress is transmuted over time into adult psychopathology. As 
evidence accumulates it becomes clear that the brain organizes itself in response to 
environmental pressures that may be far more potent than even genetic influences 
because the central nervous system is so vulnerable to stress (Garbarino 1999). For these 
children, what begins as an adaptive response to threat – a fear state – becomes instead a 
fear trait that they carry into adulthood (Perry, Pollard et al. 1995). Children who are 
exposed to violence show disturbing changes in basic neurological and physiological 
processes and it is postulated that these disturbances have profound developmental 
consequences. Bruce Perry and his colleagues have observed persistent hyperarousal and 
hyperactivity, changes in muscle tone, temperature regulation, startle response, and 
cardiovascular regulation as well as profound sleep disturbances, affect dysregulation, 
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specific and generalized anxiety, and behavioral impulsivity in children who have been 
traumatized (Schwarz and Perry 1994; Perry, Pollard et al. 1995). Over time, these 
growing children proceed down a number of different pathways in order to help 
themselves adapt to disordered physiological stability and emotional dysregulation. Some 
will become addicted to drugs and/or alcohol. Others will develop an eating disorder. For 
others, anxiety or depression will be the predominant presenting problem. Still others will 
have recurrent difficulties with relationships that will dominate the clinical picture, while 
others manifest their underlying unresolved conflicts via bodily illness and dysfunction 
that can affect virtually any organ system. As a result, by adulthood, the presenting 
picture can look amazingly diverse and consequently, the common traumatic origins of 
the pathological processes of development can easily be overlooked or ignored (Trickett 
and Putnam 1993).  

In the U.S., the Substance Abuse and Mental Health Services Administration 
(SAMHSA) has outlined the elements necessary to develop a trauma-informed system of 
care for vulnerable adults and this study also offers some guidance for what is necessary 
to develop trauma-informed systems for children (Blanch 2003). Their report focuses on 
four broad domains that must be addressed to create a system that is truly trauma-
informed: Service System Integration that requires coordinating services at the level of 
agencies and broader service systems; Clinical Integration that requires coordination of 
services at the level of individual consumers; Specialized Services requiring the 
development of face-to-face therapeutic activities intended to help individual clients; and 
C/S/R Integration which necessitates the incorporation of consumer experiences and 
perspectives into intervention design, development and implementation.  

The articles in this issue focus on a trauma-informed model of residential 
treatment for children, the Sanctuary Model, that was originally developed in a short-
term, acute inpatient psychiatric setting for adults who were traumatized as children 
(Bloom 1994; Bloom 1997; Bloom 2000). The Model is being adapted by three 
residential treatment settings for children, all of which are a part of the National Child 
Traumatic Stress Network 1. All three centers have recognized that a high proportion of 
their children are trauma survivors and that sending staff to learn various treatment 
techniques is not going to be enough to create a trauma-informed culture. The leaders of 
all three programs recognize that they need to create an organizational climate that can 
more effectively provide a cohesive context within which trauma in children can be 
addressed. The Sanctuary Model promotes Service System Integration and Clinical 
Integration as components that must be in place before Specialized Trauma Services can 
be implemented.  
 The first article, by the founder of the Sanctuary Model, Sandra Bloom, describes 
the parallel processes that occur between traumatized children and the staff that treat 
them and describes a whole-system approach to creating a system that can truly meet the 
needs of traumatized youngsters. Her paper describes an implementation process at the 
Andrus Children’s Center (and now beginning at Parsons’ Child and Family Center) that 
was facilitated by intensive training of a multidisciplinary Sanctuary Facilitation Team 

                                                 
1 Andrus Children’s Center, 1156 N. Broadway, Yonkers, NY  10701 (914) 965-3700; JBFCS 

Westchester Division Director, 226 Linda Avenue, Hawthorne, NY 10532, (914)773-7501; Parson’s Child and 
Family Center, Albany, NY. 
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(core team) representing every level of the organization, which then take on the 
responsibility of training the entire staff in the Sanctuary Model (Bloom, Bennington-
Davis et al. 2003) 

The second article by researcher, Jeanne Rivard and colleagues describes a 
research project at a large campus encompassing three residential settings operated by the 
Jewish Board of Family and Children’s Services (JBFCS) in New York. The research 
was in part supported by an NIMH grant investigating the implementation of the 
Sanctuary Model in that setting under the auspices of Columbia University, the Center for 
Trauma Program Innovation at JBFCS and the Saul Z. Cohen Chair of JBFCS (Rivard, 
Bloom et al. 2003). The implementation of Sanctuary in these three settings – 
Hawthorne–Cedar Knolls, Linden Hill School, and the Goldsmith Center – continues 
today and has expanded beyond the “experimental group” to include the “control group”, 
thus expanding Sanctuary to the entire campus as well as the on-site schools.  

The third article by Brian Farragher, the Chief Operating Officer at Andrus 
Children’s Center and Sarah Yanosy Sreedhar, the Clinical Coordinator of the Diagnostic 
Unit at Andrus Children’s Center provides a first-hand account of how their organization 
is adapting the Sanctuary Model to the treatment of very disturbed children. 

Drawing on their experience at the Jewish Board of Family and Children’s 
Services facility in Hawthorne, New York, the fourth article by David McCorkle, M.S.W. 
and Caroline Peacock, M.S.W. describes some of the challenges and rewards of training 
childcare staff in a setting with difficult issues like racism and classism must be 
addressed but tend to be denied and avoided so that they become - as they colorfully 
describe them – the “elephants in the room”. 

The fifth article by Andrus social worker Michael Thomas describes an 
interdisciplinary discussion of a difficult child in residential care, as a case study for 
practicing the kind of creative thinking that is characteristic of the Sanctuary Model.  
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ABSTRACT 

 
This paper describes The Sanctuary Model ® of organizational change as 
applied to children’s residential treatment,  a trauma-informed method for 
creating or changing an organizational culture in order to more effectively 
provide a cohesive context within which healing from psychological and 
social traumatic experience can be addressed. The theoretical 
underpinnings of the model are addressed, with an emphasis on the 
parallel process nature of chronic stress as seen in the behavior of children 
and of staff, as well as the organization as a whole.  A description of the 
process involved in creating a healthier therapeutic community is 
described.  

The Sanctuary Model 
 
The Sanctuary Model ® represents a trauma-informed whole system approach 

designed to facilitate the development of structures, processes, and behaviors on the part 
of staff, children and the community-as-a-whole that can counteract the biological, 
affective, cognitive, social, and existential wounds suffered by the children in care.  

The Sanctuary Model was originally developed in a short-term, acute inpatient 
psychiatric setting for adults who were traumatized as children [1-3]. The Model has 
since been adapted by residential treatment settings for children [4-7], domestic violence 
shelters [8], group homes, outpatient settings, substance abuse programs, parenting 
support programs and has been used in other settings as a method of organizational 
change [9-14]. There have been positive research findings associated with the application 
of the model to the residential care of children [4-7]. 
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The Problem 
 

Currently, in most residential treatment settings for children in the United States 
there is a lack of a clear, consistent, comprehensive and coherent model for delivering 
care that takes into account the impact of exposure to violence, maltreatment, and other 
forms of traumatic experience on children in care [15-17]. This is particularly important 
since research has shown that the majority of children treated in these settings have had 
significant exposure to violence [15, 18, 19]. Treatment still focuses on one-to-one 
interventions that are limited in scope and there is commonly a lack of coordination and 
shared system of meaning between the therapist, the child care staff, and the educational 
staff.   

Although the notion of residential treatment may lead people to believe that 
therapy is going on twenty-four hours a day, in reality, formal therapeutic interventions 
do not constitute a significant part of the child’s day. Most of the time is occupied in 
attending to the activities of daily living and in an educational environment that as much 
as possible resembles the expectations of a normal school. Frequently, the focus of 
attention becomes exclusively the child’s behavior – or misbehavior and the true 
complexity of the child’s dynamics and injuries are lost in the struggle to simply control 
behavior in the cottages where they reside and in the school. The therapist may have a 
brief opportunity to address more complicated issues with the child, but most of the 
child’s day is spent with childcare workers who frequently have little professional 
training and who do not necessarily understand the role they could and should play in the 
child’s process of recovery other than behavior management or with educational staff 
who must focus on trying to help the child pass state educational standards.  

From the staff’s point of view the work is difficult, frustrating, and stressful. The 
interventions desired by the therapist are often in direct conflict with the interventions 
deemed appropriate by the child care staff and both may interfere with the educational 
goals of the teaching staff. To complicate this further, organizations are usually under a 
variety of pressures deriving from economic, performance, and safety concerns, some of 
which spring directly from social and political forces that exist in the larger environment. 
Explicit therapeutic community standards for residential child treatment, such as those 
that exist in the United Kingdom, do not exist or are not consistently applied [20, 21]. 

As a result, complex, parallel process interactions occur between traumatized 
clients, stressed staff, pressured organizations, and hostile economic, political and social 
forces in the wider environment [22, 23]. In this way, residential treatment programs can 
inadvertently recapitulate the very experiences that have proven to be so toxic for the 
children in their care. Not only does this have a detrimental effect on the children, but it 
also frustrates and demoralizes staff and administrators, a situation that can lead to 
worker burnout with all its attendant problems. Ultimately, the inefficient or inadequate 
delivery of service and the toll this takes on workers, wastes money and resources. This 
vicious cycle also lends itself to a world view that the children receiving the services are 
the cause of the problem and that their situations are hopeless and they cannot really be 
helped.  

The explicit assumption of the Sanctuary Model is that traumatized children 
cannot heal within traumatizing – or traumatized – organizations, and that instead such 
organizations can make children’s problems worse. The field of traumatic stress studies 
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has exploded in the last twenty years but only recently have serious efforts been made to 
widen the scope of study to include the treatment of traumatized children [24]. It is our 
contention that the children in residential care are most seriously in need of specific 
trauma resolution techniques but that these cannot be safely and efficiently delivered as 
long as the institutions themselves are dysfunctional. The goal of the Sanctuary Model is 
to facilitate the development of an organizational culture that can contain, manage, and 
help transform the terrible life experiences that have molded – and often deformed - the 
children in residential care.  

Frozen In Time – Trauma Organized Systems 
 

The impact of traumatic experience is so profound because it tends to freeze 
children in time, trapping them in a seemingly endless feedback loop of destructive 
repetition that is conveyed from one generation to the next via disruptions in attachment 
relationships. At the time of the traumatic event (s) it is normal for human beings to 
buffer their central nervous systems from the immediate impact of overwhelming stress 
by placing a mental “cast” around the injured part, much like we immobilize a broken leg 
in a cast to give it a chance to begin healing. However, like a physical injury, a part of 
oneself that remains overprotected for too long cannot heal and instead becomes frozen 
and atrophied, effects that are eventually crippling. When this has occurred, the child, 
though now experiencing the crippling effects of lack of movement, will resist all efforts 
to move the frozen part because the pain of movement has become overwhelming. The 
fundamental problem associated with traumatic experience is that victims keep repeating 
the same destructive intrapsychic and interpersonal behaviors without even recognizing 
the patterns of repetition and without developing the skills for managing the extremely 
distressing emotions associated with change. We call this phenomenon “traumatic 
reenactment”. But the hallmark characteristic of living systems is that of constant change 
and a living system that cannot learn, grow, and change is in the process of dying – the 
ultimate frozen state.  

Traumatic events – and chronic stress – can produce a similar impact on 
organizations. Without intending to do so, without recognizing that it has happened, 
entire systems can become “trauma-organized” – inadvertently organized around 
interactively repeating the patterns of repetition that are keeping the individuals they are 
serving – and their staff members – from learning, growing, and changing [25]. And like 
individual trauma survivors, systems find it very difficult to see their own patterns. They 
resist the pain it takes to grow and change, to thaw their frozen parts and reclaim 
movement.  

Parallel Processes 
 

If we look more closely at the ways in which traumatized children and adults 
become organized around the unresolved effects of traumatic experience, it is possible to 
draw useful analogies between these effects and the ways in which organizations – 
including families - also become trauma-organized.  
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Children who are exposed to violence and other forms of traumatic experience, 
including neglect – particularly if these stressors are recurrent and/or chronic – may 
respond with a complex variety of problems. They are unable to keep themselves safe in 
the world and often put other people at risk for harm as well. They are chronically tense 
and hyperaroused with hair-trigger tempers and a compromised ability to manage 
distressing emotions. This emotional arousal interferes with the development of good 
decision-making, problem solving skills and conflict resolution skills and as a result, the 
ability to communicate constructively with others does not develop properly. This results 
in grave cognitive, emotional and interpersonal difficulties. As a consequence, self-
correcting skills that involve self-control and self-discipline fail to develop properly. 
Breaches of trust that are a result of failed interpersonal relationships lead to problems 
with trusting or constructively collaborating with authority figures. These failures lead to 
a progressive lack of integration among the various cognitive, emotional, and 
interpersonal functions required of human beings in complex societies. This lack of 
integration produces basic deficits that result in demoralization, loss of faith, 
helplessness, hopelessness, the loss of meaning and purpose and the spiraling degradation 
of repetition and avoidance. Lacking the necessary skills to deal with overwhelming 
emotions, victims frequently resort to substances, behaviors, and destructive relationships 
that will help them avoid the shame of failure, the anger of unjust treatment, and the grief 
of recurrent loss.  

Parallel difficulties may be found in organizations that attempt to serve these 
individuals. In the United States today, social service systems are experiencing 
significant stress. In many helping organizations, neither the staff nor the administrators 
feel particularly safe with their clients or even with each other. Atmospheres of recurrent 
or constant crisis severely constrain the ability of staff to constructively confront 
problems, engage in complex problem-solving, and involve all levels of staff in decision 
making processes. Communication networks tend to break down under stress and as this 
occurs, service delivery becomes increasingly fragmented. When communication 
networks break down so too do the feedback loops that are necessary for consistent and 
timely error correction.  

As decision-making becomes increasingly non-participatory and problem solving 
more reactive, an increasing number of short-sighted policy decisions are made that 
appear to compound existing problems. Unresolved interpersonal conflicts increase and 
are not resolved. As the situation feels increasingly out of control, organizational leaders 
become more controlling, instituting ever more punitive measures in an attempt to 
forestall chaos. Staff respond to the perceived punitive measures instituted by leaders 
through acting-out and passive-aggressive behaviors. As the organization becomes more 
hierarchical there is a progressive and simultaneous isolation of leaders and a “dumbing 
down” of staff. Over time, leaders and staff lose sight of the essential purpose of their 
work together and derive less and less satisfaction and meaning from the work. Standards 
of care deteriorate and quality assurance standards are lowered in an attempt to deny or 
hide this deterioration. When this spiral is occurring, staff feel increasingly angry, 
demoralized, “burned out”, helpless and hopeless about the people they are working to 
serve. Ultimately, if this deadly sequence is not arrested, the organization begins to look 
and act in uncannily similar ways to the traumatized clients it is supposed to be helping.  
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Healing From Trauma 
 

Strategies that focus on organizational culture change can draw upon the 
knowledge gained from helping individual survivors of traumatic experiences to heal and 
grow. Danger and losses that attend the loss of safety are usually the wakeup calls that 
urge individual survivors and organizations to recognize that it is time for change. But 
once we start facing problems, they are generally bigger – more complex - than they 
appear at first glance and it is difficult to know where to start. When faced with 
complexity it is important to have some kind of cohesive framework that helps structure 
the formulation of an action plan for change. In a therapeutic situation, it is essential that 
the client and the helper get on the same page so that their goals and strategies for 
achieving those goals are aligned. Similarly, in an organizational setting it is critical that 
staff members, administrators, and when relevant, board members agree on basic 
assumptions and beliefs about their shared mission, desired outcomes, and methods for 
achieving their goals.  

For individuals and for systems this requires a rigorous process of self-
examination and the development of a core system of meaning that will guide behavior, 
decision-making, problem-solving, and conflict resolution. Such a process involves the 
willingness to temporarily reflect on the past, create a culture of inquiry to examine the 
present, and commitment of sufficient time to engage in honest dialogue. Productive 
discourse, however, depends on good communication and recovering individuals need to 
learn how to listen and how to talk. Likewise, chronic systemic problems lead to 
communication breakdowns and the loss of feedback loops within organizations. As a 
result, an organization must learn how to reconnect and integrate with the various parts of 
itself.  

This can only occur by practicing democracy in action, not just in theory. Thus far 
in human evolution, democracy is the best method we have created to approach the 
problem of complexity. There is little about modern life that is not complex and this is 
particularly true in addressing the problems related to trauma and its impact on human 
individual and social existence. To heal, individuals must learn skills to modulate 
emotional arousal so that emotion does not interfere with the cognitive processes 
necessary to insure good decision making and problem-solving. It is through participation 
in work groups, teams, and meetings that routine emotional management occurs within 
organizational settings. Crisis-driven organizations sacrifice communication networks, 
feedback loops, participatory decision making and complex problem-solving under the 
pressures of chronic stress and in doing so, lose healthy democratic processes and shift to 
an increasingly hierarchical, top-down control structure that discourages creativity, 
innovation and risk-taking resulting in an inability to manage complexity. The cure for 
this situation is more democracy. This requires leadership buy-in and immersion in the 
change process, an increase in transparency, and deliberate restructuring to insure greater 
participation and involvement. 

Democratic participation requires a level of civil discourse that is missing within 
many organization settings largely due to a lack of conflict resolution mechanisms within 
the organization. To be healthy, organizations must have the goals of conflict resolution 
and conflict transformation as organizational goals. This means learning to walk the talk, 
embedding conflict resolution strategies at every level, not turning them over to a 
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separate department or individual who is the formal instrument of conflict resolution. An 
environment that encourages participatory democratic processes, complex problem-
solving, and routine conflict resolution is an environment that encourages social learning. 
In an environment of social learning, every problem and conflict is seen as an opportunity 
for growth and learning on everyone’s part [26]. In this way, error correction becomes a 
challenging group educational process instead of a method for punishing wayward 
individuals. This requires a growth in understanding of the power of the group process. 

“Is it working?” is the question that an organization needs to repeatedly ask itself.  
Healing from trauma and chronic stress requires change and movement since the 
hallmark characteristic of stress is repetition and resistance to change. Like individuals, 
organizations often keep repeating the same strategies that never work, or that do not 
work any longer and then attribute failure to the children that are being served instead of 
the methods that are being used to help them change. Change can be frightening and 
dangerous or change can be exciting and even fun. This depends a great deal on the 
values and vision that the members of an organization are willing to share together and 
share with the children. The hopelessness, helplessness, and loss of faith that accompany 
trauma and chronic stress are signs of stagnation that can only be overcome through 
creating a different vision of possibility toward which every change can be measured.  

An organization that heals from its own past history of chronic stress and trauma 
and rejects the notion of inevitable crisis is an organization that is able to contain the 
emotional turmoil so characteristic of working with traumatized individuals without 
becoming “trauma-organized” itself. This is what we mean by a “trauma-informed 
system”.  

The Sanctuary Model: A Plan and a Process 
 

What has emerged from experience with various therapeutic and social service 
settings is a plan, process, and method for creating trauma-sensitive, democratic, 
nonviolent cultures that are far better equipped to engage in the innovative treatment 
planning and implementation that is necessary to adequately respond to the extremely 
complex and deeply embedded injuries that children, adults, and families have sustained.  
The therapeutic community approach aims at a total culture intervention and the 
Sanctuary Model builds upon the work of others in describing a healing culture [27-31]. 
The aims of the Sanctuary Model are to guide an organization in the development of a 
culture with seven dominant characteristics all of which serve goals directly related to 
trauma resolution:  
 

• Culture of Nonviolence – helping to build safety skills and a commitment to 
higher goals 

• Culture of Emotional Intelligence – helping to teach affect management skills 
• Culture of Inquiry & Social Learning – helping to build cognitive skills 
• Culture of Shared Governance – helping to create civic skills of self-control, self-

discipline, and administration of healthy authority 
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• Culture of Open Communication – helping to overcoming barriers to healthy 
communication, reduce acting-out, enhance self-protective and self-correcting 
skills, teach healthy boundaries 

• Culture of Social Responsibility – helping to rebuild social connection skills, 
establish healthy attachment relationships 

• Culture of Growth and Change – helping to restore hope, meaning, purpose and 
empower positive change 

 
The S.E.L.F. framework is a trauma-informed tool that helps to orient staff and 

clients around the tasks necessary to heal. S.E.L.F. is an acronym that represents the four 
interactive key aspects of recovery from bad experiences. S.E.L.F. provides a nonlinear, 
cognitive behavioral therapeutic approach for facilitating client movement through the 
four critical aspects of recovery: Safety (attaining safety in self, relationships, and 
environment); Emotional management (identifying levels of affect and modulating affect 
in response to memories, persons, events); Loss (feeling grief and dealing with personal 
losses), and Future (trying out new roles, ways of relating and behaving as a “survivor” 
to ensure personal safety and help others) . Using S.E.L.F., the clients and staff are able 
to embrace a shared, non-technical and non-pejorative language that allows them all to 
see the larger recovery process in perspective. The accessible language demystifies what 
sometimes is seen as confusing and even insulting clinical or psychological terminology 
that often confounds clients and line-staff, while still focusing on the aspects of 
pathological adjustment that pose the greatest problems for any treatment environment 
[32-34] 1. 

The impact of creating such a trauma-informed culture should be observable and 
measurable. The outcomes we should expect to see include: 

 
• Less violence including physical, verbal, emotional forms of violence 
• Systemic understanding of complex biopsychosocial  and developmental impact 

of trauma and abuse with implications for response 
• Less victim-blaming; less punitive and judgmental responses 
• Clearer more consistent boundaries, higher expectations, linked rights and 

responsibilities 
• Earlier identification of and confrontation with perpetrator behavior 
• Better ability to articulate goals, create strategies for change, justify need for 

holistic approach 
• Understanding of reenactment behavior and resistance to change 
• More democratic environment at all levels 
• Better outcomes for children, staff, and organization 

 
Through the implementation steps of the Sanctuary Model, staff members engage 

in prolonged dialogue that serves to surface the major strengths, vulnerabilities, and 
conflicts within the organization. By looking at shared assumptions, goals, and existing 

                                                 
1 When applied to adults, the acronym used is S.A.G.E. representing similar concepts: Safety, Affect 
Management, Grieving and Emancipation. The references included here were written about adults in 
treatment before the different words were adopted by the children’s programs. 
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practice, staff members from various levels of the organization are required to share in an 
analysis of their own structure and functioning, often asking themselves and each other 
provocative questions that have never been overtly surfaced before. The emphasis on the 
development of more democratic, participatory processes is critical because these are the 
processes most likely to lend themselves to the solution of very complex problems while 
improving staff morale, providing checks and balances to abuses of power, and opening 
up the community to new sources of information. 

As these discussions proceed, participating staff begin to make small but 
significant changes. Taking risks, trying new methods of engagement and conflict 
resolution, they feed these innovations and their results back into the process discussions. 
They are asked to begin community meetings, or if they are already holding community 
meetings, to hold them more frequently and take them more seriously as a significant 
method for changing the culture. In the Sanctuary Model, wherever possible, two 
community meetings a day provide punctuation and structure for the beginning and the 
end of the therapeutic day. These meetings are structured, simple and designed to steadily 
and repetitively reinforce the social norms of the community. The staff are encouraged to 
engage in regular safety planning, collaborating with clients in the development of these 
plans and simultaneously utilizing the safety planning process as a way of beginning to 
teach clients the S.E.L.F. constructs while they are at the same time, learning the 
constructs with the clients. Embedding these fundamental tasks of recovery as a common 
language is an essential part of the Sanctuary Model and is supported by the 
implementation of psychoeducational groups for clients that follow a S.E.L.F. format. As 
this occurs, the clients begin using S.E.L.F. language and their developing skill in 
managing emotional states becomes noticeable. As this process unfolds, the staff 
members become much more interested in the history of what these clients have actually 
experienced and how that history has determined present behavior. Through case 
discussions and an increase in collaborative efforts among various treatment team 
members, innovative approaches are tried and discoveries made that further reinforce the 
process of continuing change.  

Leadership Commitment 
 

Implementing the Sanctuary Model begins with the development of a core team 
that represent participation from every level of the organization to insure that every 
“voice” is heard. It is vital that all key organizational leaders become actively involved in 
the process of change and participate in this core team. Experience has taught that 
courageous leadership is always the key to system change and without it, substantial 
change is unlikely to occur. This change process is frightening for people in leadership 
positions and they rightfully perceive significant risk in opening themselves up to 
criticism, in leveling hierarchies and sharing legitimate power. The gains are substantial, 
but a leader only finds that out after learning how to tolerate the anxiety and uncertainty 
that inevitably accompanies real change. Since few of us have much real-life experience 
with operating within democratic systems, learning how to be an effective democratic 
leader necessitates a sharp and often steep learning curve. 

The core team can be comprised of 25-40 people and that may constitute the 
entire staff of smaller organizations. However, in larger organizations the core team will 
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by necessity be a representative body. This requires a team composition that is diverse 
along every dimension that comprises the organization: age, race, gender, ethnicity, 
religion, profession, class, education, status, etc.  

The responsibility of the core team will be to actively represent and communicate 
with their constituency and to become trainers for the entire organization. The core team 
will work out team guidelines and expectations of involvement for individual team 
members as well as a meeting schedule. The core team will also need to decide on safety 
rules for the constructive operation of the team itself. Ultimately the core team will be 
responsible for the development and implementation of a curriculum aimed at including 
the entire organization in the change process. The ultimate goal is to maximize the 
sharing of information that is so vital to healthy therapeutic community function [28]. 

S.E.L.F. System Evaluation - Review of The Past And The Present 
 

The further utility of the S.E.L.F. framework is that it can simultaneously be 
employed in a parallel process manner to deal with problems that arise within the 
treatment setting between staff and clients, among members of staff, and between staff 
and administration. Applied to such issues of staff splitting, poor morale, rule infraction, 
administrative withdrawal and helplessness, and misguided leadership, S.E.L.F. can also 
assist a stressed organization to conceptualize its own present dilemma and move into a 
better future through a course of complex decision making and conflict resolution.  

The first task of the core team is to engage in a S.E.L.F. System Evaluation. This 
first involves a review of organizational history, using the past to help us understand the 
present. The focus then shifts to the fundamental question of “Are we safe?”. Similar to 
the application in individuals, organizational safety is understood as occupying four 
domains, all of which must be in place for an organization to be truly safe: physical, 
psychological, social, and moral safety. “How do we manage emotions as a group?” is 
the second dimension of S.E.L.F. – Emotional management - and necessitates a review of 
the change process inherent in every organization. Team members are asked to anticipate 
the inevitable resistance to change that is a fact of life in every organization. They look at 
management styles, the way decisions are made and conflicts resolved. “How do we deal 
with loss?” touches on how the organization deals with the losses that are inherent in 
every organizational setting – staff leave, leaders depart, funding changes necessitate the 
loss of whole parts of a program, clients fail and sometimes they die. The inability to deal 
with the Loss part of S.E.L.F. at an organization level may lead to a system whose growth 
is arrested, similar to the impact of unresolved grief in the lives of individuals. A focus on 
Future affords the core team the opportunity to begin creating a new vision of what the 
organization can be and do if it can move again. In this part of the evaluation, team 
members together begin to forge a different model of how they want to work together to 
achieve organizational goals.  
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Creating Shared Assumptions, Beliefs and Values 
 

In the third implementation step, the core team must identify the most important 
organizational values and honestly surface and identify areas where the organization is 
not actually living those values. The discussions about shared assumptions are likely to 
begin with an assumed consensus that is actually false – profound conflicts are likely to 
have been bubbling under the service for quite some time but have never been clearly 
articulated. The core team must surface these conflicts, evaluate the impact on the 
functioning of the program, and decide on the values they are willing to share – and act 
on – together. Then the core team will have to develop a statement on how they would 
like the staff and administrators to view their clients, each other, and the organization as a 
whole. Through this shared group experience, the core team members experience open 
and transparent decision making and the personal feedback that is so valuable in a 
functioning therapeutic community[28]. 

Becoming More Democratic 
 

Didactic presentations and discussion will help the core team members learn 
about what it means to engage in more democratic processes on the part of leaders, staff, 
and clients, particularly in terms of the simultaneous increase in rights and 
responsibilities. They must learn about the basic principles that go into creating and 
sustaining a therapeutic trauma-informed community. They evaluate the existing policies 
and procedures that apply to staff and clients and ask whether or not they are effective in 
achieving the goals that they strive for. The team begins to draft a program constitution 
and develops a comprehensive plan for the steps they will take to close the gaps between 
the organization they want to be - based on their constitution - and the organization as it 
exists in the present. This constitutional process will focus on inclusiveness, participation, 
rights and responsibilities, decision-making, conflict resolution, rules and norms, 
consequences for deviant behavior, responses to stress and to violence, responses to 
vicarious traumatization and self-care, and continuance and maintenance of normative 
standards.  

Teamwork and Collaboration 
 

The next focus of implementation is on teamwork, collaboration and systems 
integration. The core team develops a vision statement for how they believe the work 
groups or teams should function together to produce a more integrated system. They then 
develop a plan for the steps they will take to improve teamwork and collaboration in 
order to make that vision a reality. The team also begins the process of developing a 
statement of expectations for staff around their responsibility to confront each other in a 
constructive manner and initiate a plan to increase the conflict resolution resources within 
the organization.  
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Understanding Trauma and Its Impact 
 

Studying and understanding concrete information about the impact of trauma on 
individuals, families and systems is vital for creating a trauma-informed system. 
Supplementing didactic and experiential training, core team members are expected to 
read and report on key articles about the psychobiology of traumatic stress, child 
maltreatment, family violence, community violence. Discussion focuses on the ways in 
which the knowledge about traumatic stress needs to be integrated into the existing 
policies and procedures of the organization including the impact of exposure to vicarious 
trauma and its impact on organizational function.  

Using  S.E.L.F. 
 

In the next phase of implementation, the core team develops a plan for consistent 
review and response to incident reports that identify safety breaches. They will identify 
what client behavior and what staff behavior can lead to the loss of safety. In most cases, 
staff have already had training in restraint reduction and de-escalation techniques that are 
complementary to the Sanctuary principles. Sanctuary emphasizes the creation of a 
nonviolent environment with normative standards so clear that violence is far less likely 
to emerge. The core team will develop an intervention plan to use with each other in high 
affect and escalating situations. They will develop a policy for the thorough debriefing 
after any incidents of violence or loss and develop a plan to train staff in the area of grief 
work. They will review and revise grievance procedures as well as performance reviews 
to reflect the emphasis on safety and emotional management. The core team will outline 
how the organization should address issues relating to Future, both for themselves and in 
their clients. This involves an ongoing dialogue with each other and with the children 
about what it takes to build a better future, to change the trajectory of one’s life from 
what it has been to what it can be, an opening up of other possibilities. They will develop 
an outline for constructing treatment plans and case reviews using S.E.L.F. 

Assessment and Formulation 
 

At this point the core team will decide what they need to assess in the population 
they are serving in order to provide more trauma-informed services. They will design a 
written description of the assessment process that ensures that all team members 
contribute to the process and receive the information generated from the process. Since it 
is evident that the traumatic history frequently is “lost” over time, the core team will also 
develop a plan to ensure that the trauma history is reviewed and discussed at all relevant 
team meetings. 
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Community Meetings 
 

The core team develops a format for regular community meetings and will decide 
on a regular, twice daily schedule for those meetings that can be integrated into both 
residential and school settings. Community meetings serve many purposes including the 
dissemination of information, an open and public process of decision making, a forum for 
personal feedback, and a vehicle for community members to expert pressure on those 
who are not conforming to community norms [28]. In addition to formulating a plan for 
community meetings, the core team must also develop training and supervisory plans to 
ensure that the community meetings are conducted as planned. The members of the core 
team then initiate community meetings according to the plan they have devised. It is 
critical that community meetings are just that – meetings of the community – and 
therefore staff attendance must become a high priority. The greater the staff involvement, 
the more effective community meetings will be in managing even the stormiest of 
emotional management challenges in the residences or the school.  

Safety Plans 
 

In Sanctuary, every person – child and staff – must develop safety plans for 
themselves. These plans should be simple and straightforward and provide options for 
immediate steps that can be taken as soon as the individual finds himself and a stressful, 
challenging, or dangerous situation. Having the staff draft and use their own safety plans 
helps them become more capable in helping the children design and use their safety 
plans. The core team then drafts a process for review and revisions of the safety plans. 
Safety plans are recorded on cards for the children and for the staff to carry with them as 
a useful cognitive-behavioral self-management tool.  

Curriculum Development 
 

Sanctuary will not be effective unless everyone in the community is on the same 
page. Using a training-of-the-trainers model, the core team begins to develop a training 
curriculum and delivery plan to ensure that all staff are trained in the area of traumatic 
stress studies. Consistent with therapeutic community practice, this training should 
include all members of staff, even those not directly involved in treatment. The training 
plan will include a plan for embedding the curriculum material into the orientation 
program for new staff. The curriculum will cover the psychobiology of trauma, S.E.L.F., 
safety planning, building community and other key areas. 

Psychoeducation 
 

Based on this knowledge, the core team will begin to develop an appropriate 
psychoeducational curriculum about trauma for the clients and will begin delivering that 
curriculum. The psychoeducational curriculum for clients must be consistent with that 
delivered to the staff and include information about the basic psychobiology of trauma 



Bloom, S. L. (2005) The Sanctuary Model of Organizational Change for Children’s Residential Treatment. 

and the concepts covered under S.E.L.F. Psychoeducation is a key aspect of recovery, 
empowerment, and the development of better self-control. The Sanctuary treatment 
environment is richly educational utilizing all available methodologies to help the 
children understand the impact of negative experiences on their development and 
enlisting them in the process of positive change. Psychoeducational groups stimulate 
learning and the development of consistent community norms and a shared language. 
This kind of education is necessary to ready children to safely engage in the direct trauma 
resolution work that many of them need. It is best if the psychoeducational groups are 
flexible and that the subject matter is varied based on the immediate needs of the 
community on the day of the group. As a result, the group leaders must be reasonably 
good educators who have a sufficient grasp of the material to adapt S.E.L.F. concepts to 
the needs of the moment. 

Staff Training and Supervision 
 

The core team will develop a plan for clinical staff training in the area of trauma-
specific interventions as they are relevant within the organization. As the staff become 
more clinically sophisticated, it will be possible to introduce trauma-specific treatment 
approaches that are likely to bring about better outcomes for the children. This may mean 
specialized training for professional staff or it may mean developing a plan to link with 
those resources in the community. The core team will also work on developing 
supervision guidelines to assist staff with the adverse effects of working with traumatized 
people and they will also identify procedures and practices to incorporate into the 
organization to protect staff from the adverse effects of vicarious traumatization. 

Client Participation 
 

One of the challenges for the core team is to develop a plan for increasing the 
children’s participation in the service delivery plan. Residential treatment staff are often 
reluctant to encourage active participation on the part of the children because they fear 
losing control. But self-governance is a critical aspect of recovery and the children must 
have multiple opportunities for learning and rehearsing new behaviors within a contained 
environment. Included in this discussion should be a plan for increasing the involvement 
of other family members as well as better preparations for a child’s discharge back into 
the community.  

Evaluation 
 

Finally, the core team must decide on indicators they want to use to evaluate their 
Sanctuary program in an on-going way – their Sanctuary Program Evaluation Plan. The 
indicators should be observable and measurable and consistent with standards established 
by Sanctuary leaders. There should be a regular process of evaluation and review that 
involves all core team members. It is vital that there be a thorough method for reviewing 



Bloom, S. L. (2005) The Sanctuary Model of Organizational Change for Children’s Residential Treatment. 

problems and failures and establishing remedial courses of action. But likewise there 
must be methods for reviewing and capturing successes.  

Review and Certification 
 

Sanctuary is a registered trademark and the right to use the Sanctuary name is 
contingent on engagement in a certified training program and an agreement to participate 
in an on-going, peer-review certification process. In this way we hope to establish a 
method for guaranteeing an acceptable level of fidelity to the original model upon which 
the research was based [4, 6, 7]. In 2005, a Sanctuary Leadership Development Institute 
is opening at the Andrus Children’s Center in Yonkers, New York to train residential 
center leadership teams in how to incorporate Sanctuary principles into their own 
programs 2.  

Conclusion 
 

This paper has described the basic theoretical framework and implementation 
steps necessary to introduce The Sanctuary Model ® to children’s residential treatment 
settings. Since most of the children who enter residential care have been exposed to 
overwhelming experiences related to trauma and disrupted attachment it is imperative 
that trauma-informed methods of care become integrated into standard practice. The 
long-term negative consequences of failing to deal with the impact of psychological 
trauma are now well established [35-42]. Children’s continuing physical, psychological, 
social, and moral development offers a window of opportunity for the prevention of a 
multitude of adult problems and it is urgent that we maximize that opportunity to bring 
about substantial change, emotional growth and healing – before it is too late.  
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Abstract 
 

Preliminary results are presented from a study that examined the implementation 
and short-term effects of the Sanctuary Model® as it is was being incorporated 
into residential treatment programs for youth. It was proposed that within the 
context of safe, supportive, stable, and socially responsible therapeutic 
communities, a trauma recovery treatment framework could be used teach youths 
effective adaptation and coping skills to replace non-adaptive cognitive, social, 
and behavioral strategies acquired as means of coping with traumatic life 
experiences. By the final wave of data collection, residential units implementing 
the Sanctuary Model were significantly stronger on dimensions of the treatment 
environment that measured support, autonomy, spontaneity, personal problem 
orientation, and safety, in comparison to residential units not implementing the 
model. Youth made gains over time in one measured domain of coping skills and 
on another scale assessing the extent to which they had a sense of control over 
their lives.  
 

Introduction 
 

This paper describes preliminary findings of a study, which examined the implementation 
and short-term effects of the Sanctuary Model® (Bloom, 1997) as it was being integrated into 
residential treatment programs for youth. The Sanctuary Model initiative is one of several 
projects being undertaken by a large nonprofit mental health and social service agency to better 
meet the trauma treatment needs of the children and families that it serves. The approach used in 
the Sanctuary Model fit with program needs to incorporate a trauma-focused intervention to 
address the special needs of youth with serious emotional disturbances and histories of 
maltreatment and/or exposure to domestic and community violence. Studies examining the 
characteristics of youths with serious emotional disturbances have shown that substantial 
proportions have histories of physical abuse, sexual abuse, neglect, or were removed from their 
homes due to abuse or neglect (Duchnowski, Hall, Kutash, & Friedman, 1998; Illback, Nelson, 
& Sanders, 1998; Quinn & Epstein, 1998; Silver, et al., 1992). However, treatment programs 
often do not address symptoms that may be related to prior traumatic experiences. The 
knowledge base on effective interventions for children who have experienced trauma is small, 
but a review of controlled trials of interventions for treating PTSD or PTSD-related symptoms in 
children and adolescents revealed that "the best available evidence” supports interventions 
containing cognitive-behavioral components such as exposure strategies, stress management and 
relaxation, cognitive/narrative structuring, and a parental treatment component (Cohen, Berliner, 
& March, 2000). Friedrich’s (1996) treatment recommendations include strategies for modeling 
healthy attachments; and using cognitive behavioral techniques and psychoeducation to teach 
skills in accurately processing information, problem-solving, reducing agitation and managing 
anxiety, identifying and discriminating feelings, increasing self efficacy, and using feedback 
from others. The Sanctuary Model integrates an enhanced therapeutic community philosophy 
(Bloom, 1997), trauma theories (Bloom, 1997), and Friedrich’s (1996) recommended child 
treatment strategies that address post-traumatic symptoms, developmental disruptions, and 
unhealthy accommodations to traumatic experiences. 
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The evaluation project was conducted as a partnership between researchers of Columbia 
University School of Social Work, the Center for Trauma Program Innovation of the Jewish 
Board of Family and Children’s Services in New York City, and the model developer, Dr. 
Sandra Bloom. The research component of the project was funded through an 
exploratory/developmental research grant (MH62896) by the National Institute of Mental Health 
as part of an initiative to promote research on interventions for youth violence. Two previous 
reports have described the intervention, study design, and measures in greater detail (Rivard et 
al., 2003; Rivard et al., 2004). 

 
Program Components of the Sanctuary Model 
 

A fundamental premise of the Sanctuary Model is that the treatment environment is a 
core modality for modeling healthy relationships among interdependent community members. 
The Sanctuary Model challenges organizations to reexamine their basic assumptions concerning 
the extent to which treatment environments promote safety and nonviolence across physical, 
psychological, social, and moral domains.  As such, the intervention is aimed both at 
strengthening the therapeutic community environment and at empowering youths to influence 
their own lives and communities in positive ways. The enhanced therapeutic community 
environment then sets the stage for the application of a trauma recovery framework (Foderaro & 
Ryan, 2000) and cognitive-behavioral strategies to teach youths effective adaptation and coping 
skills to replace non-adaptive cognitive, social, and behavioral patterns acquired as means of 
coping with traumatic and other stressful life experiences. The trauma recovery framework 
accents the stages and critical tasks needed to affect recovery from traumatic life experiences 
(Foderaro & Ryan, 2000). To give meaning to the trauma recovery framework it is referred to as 
“SELF”, which represents the four stages of recovery (Safety, Emotional management, Loss, and 
Future). Safety is translated as learning to attain safety in self, relationships, and the environment. 
Tasks in the Emotional Management stage focus on identifying and managing emotions in 
response to memories, persons, and events. Moving through Loss involves feeling grief and 
dealing with personal losses. The fourth aspect of recovery, Future, calls for trying out new roles 
and ways of relating and behaving as a survivor to ensure personal safety and help others. 

The Sanctuary Model is operationalized through a series of staff dialogues and self 
evaluations of residential units’ structure and functioning, staff training and on-going technical 
assistance, twice-daily community meetings, a range of pyschoeducation exercises that staff use 
in their daily interactions with youth, and weekly psychoeducation groups (Duffy, McCorkle, & 
Ryan, 2002) to teach knowledge and skills needed to progress through four stages of recovery.   

The psychoeducation groups are organized around the SELF recovery framework and 
elements of the therapeutic community philosophy. The content of the curriculum used to 
conduct the groups is summarized as follows. 

 
Sessions 1 and 2: Trauma Theory - The first two sessions are designed to help youths understand 
what we know and understand about the effects of trauma and violence; how people react to 
overwhelming stress with fight, flight, or freeze responses; how these stressful experiences affect 
peoples’ thinking, feelings, and behaviors; and how these experiences can overwhelm people’s 
ability to cope.   
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Session 3: Tools that Help People Build a Better Future - This session presents an overview of 
the SELF recovery framework, and introduces concepts and tools that will be covered in 
following sessions. The primary theme of this session is that youths will learn healthy ways of 
coping and problem solving that will help them build better futures for themselves.  
 
Session 4 and 5: Safety - The next two sessions are designed to help youths increase their 
understanding of safety and to teach tools needed to establish and maintain safety on physical, 
psychological, social, and moral levels. The terms are explained to youths in the following ways. 
Physical safety includes safety within the environment where basic needs for nutrition, shelter, 
and sleep are met; where individuals are free from harm; and where comfort is provided.  
Psychological safety includes feeling safe in one’s own mind.  It means not hurting your own or 
others feelings.  It includes the way you talk to your self and the way you talk to your peers, 
staff, and your family. Social safety means feeling safe and trusting other people. It is about 
choosing friends that you can trust.  It also means being able to manage rough times and 
situations safely by talking rather than fighting.  Moral safety means feeling safe enough to do 
the right thing, making good choices and doing your best to hold to them, respecting others, and 
having values that you and the people you are with live up to. If a peer is planning to hurt 
someone else, moral safety is telling the truth to protect your peers and staff.   
 
Session 6: Safety and Boundaries – This session helps youths learn and practice safety principles 
with regard to boundaries. Youths are taught how to differentiate between physical and 
emotional boundaries, how to set their own boundaries, how to say yes or no when others want 
to come into their boundaries, and how to recognize when they violate the boundaries of others. 
  
Sessions 7 and 8: Emotions – These two sessions focus on what feelings are and how feelings are 
an essential tool to have on the journey toward growing up healthy. Exercises show youths how 
to give names to feelings, how to think about what causes feelings, how to recognize various 
feeling signals in mind and body, how to understand ourselves better through our feelings, and 
how to manage the intensity of feelings without numbing or losing control. 
 
Sessions 9 and 10: Loss – In these sessions youths learn how healing from loss is connected to 
safety and emotions and how this is connected to a better future, how difficult it is to grieve, how 
people can get stuck when they are not able to grieve their losses, and how people need support 
when they are grieving so their safety can be maintained.   
 
Sessions 11 and 12: Future – These sessions provide an opportunity for youths to begin to think 
about their futures.  The emphasis is on teaching youth to navigate through each day with a better 
understanding of how their futures are determined by their abilities to keep themselves safe, to 
manage their emotions, to overcomes losses they have experienced, and to make choices that will 
help them reach their desired futures. Exercises show youths that they have a choice in creating 
their futures, and plant the seeds of hope for something different than what many youths have 
experienced in the past.  
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Methods 
 
Design 

Although the Sanctuary Model was in a very early stage of implementation, the 
evaluation was guided by hypotheses that projected what specific changes were expected to 
occur in the therapeutic communities and in youths. We expected to find greater changes over 
time in the Sanctuary Model units than in the standard residential services units in the following 
areas: 

 
Therapeutic Communities 

• Increase in perceived sense of community/cohesiveness 
• Increase in democratic decision-making and shared responsibility in problem-solving 
• Reduction in critical incidents and use of physical restraints 

 
Youth 

• Reduction in traumatic stress symptoms  
• Increase in level of self esteem 
• Greater internal locus of control  
• Greater utilization of social network 
• Improvement in decision-making and problem solving skills  
• Decrease in aggressive behavior 
 
A comparison group design, with measurement at three points (baseline, 3 months, 6 

months), was used. The Sanctuary Model was first piloted in four residential units that self-
selected to participate in the initial phase of the project.  During this phase, the staff training 
protocol and manual was developed and piloted between February and August 2001. Four 
additional residential treatment units were randomly assigned to implement the Sanctuary Model 
in the Fall of 2001. Eight other units, providing the standard residential treatment program, 
served as the usual services comparison group.  

The youth sample consisted of all youths for whom full informed written consent was 
obtained from custodial agencies, legal guardians, parents, and youths. The staff sample was 
composed of staff that worked in the programs and who voluntarily elected to participate in 
surveys and focus groups through a process of fully informed, written consent. The human 
subjects protocol developed for this research project was reviewed and approved by the 
Columbia University Institutional Review Board and by applicable state and city agencies. 
 
Measures  
 
Implementation 

A major emphasis of the evaluation was placed on assessing the processes of Model 
implementation. Progress in implementing the model was documented through consultants’ 
process notes and periodic reviews of the Sanctuary Project Implementation Milestones 
checklist, which contained a list of observable criteria, by which implementation of the Model 
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could be assessed. Qualitative data on staff perceptions of the course of implementation, and 
challenges in implementing the Model, were gathered through focus groups.  

 
Youth Demographics and History 

Demographic and historical data were abstracted from client records at baseline. History 
of abuse and neglect was abstracted from client records using the Maltreatment Classification 
System developed by Barnett, Manly, and Cicchetti (1993). Exposure to violence in home, 
community, or neighborhood was assessed through the My Exposure to Violence instrument 
(Buka, Selner-O’Hagan, Kindlon, & Earls, 1997). 

 
Therapeutic Environment Outcomes 

The short form of the Community Oriented Programs Environment Scale (Moos, 1996) 
was used to assess the extent to which units were operating as therapeutic communities along 
selected dimensions. The instrument measures three dimensions of program environments, with 
10 subscales. The Relationship Dimension measures how active and energetic members are in 
the program (Involvement scale), how much members help and support each other (Support 
scale), and how much the program encourages the open expression of feelings by members and 
staff (Spontaneity scale).  The Personal Growth Dimension measures self sufficiency and 
independence in decision-making and the extent to which members are encouraged to take 
leadership in the program (Autonomy scale), the extent to which members learn skills preparing 
them for discharge (Practical Orientation scale), the extent to which members seek to understand 
their feelings and personal problems (Personal Problems Orientation scale), and the extent to 
which anger and aggression are openly expressed in the environment (Anger and Aggression 
scale).  The System Maintenance Dimension measures the extent to which programs are clearly 
structured and organized (Order and Organization scale) and the extent to which members know 
what to expect and the explicitness of program rules and procedures (Program Clarity scale).  
The COPES instrument was adapted slightly by deleting one scale originally intended to measure 
staff control and substituting this with a new scale intended to measure Sanctuary-specific 
dimensions related to the physical, social, and psychological safety of the environment for staff 
and clients (Safety scale). The short form of the COPES was used, which has 40 items, to reduce 
burden on staff that are asked to complete the questionnaire several times during the course of 
the study. The COPES was administered to staff four times at 4-6 month intervals. Considering 
potential differences in staff and youth perceptions, it would have been advantageous to also 
administer the COPES to youth. However, this method was not included in this initial study. 

 
Youth Outcomes 

The following instruments were used to assess youth outcomes that were hypothesized to 
be responsive to the Sanctuary model: Child Behavior Checklist (Achenbach, 1991), the Trauma 
Symptom Checklist for Children (Briere, 1996), the Rosenberg Self Esteem Scale (Rosenberg, 
1979), the Nowicki-Strickland Locus of Control Scale (Nowicki & Strickland, 1973), the peer 
form of the Inventory of Parent and Peer Attachment (Armsden & Greenberg, 1987), the Youth 
Coping Index (McCubbin, Thompson, & Elver, 1996) and the Social Problem Solving 
Questionnaire (Sewell, Paikoff, & McKay,1996). 
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Results 
 
Youth Demographics and History 

Youths (N=158) ranged in age from 12 to 20 years, with a mean age of 15 years. Sixty-
three percent were male and 37% were female. Thirty-three percent of youths were Hispanic; 
47% were black, not Hispanic; 13% were white; 1% were Asian, Oriental, or Pacific Islander; 
and 6% were bi-racial or other. Youths averaged six prior placements, including an average of 
three psychiatric hospitalizations. A conservative analysis separating “alleged” from 
“substantiated” incidents of maltreatment showed that thirty-three percent of the youths had 
experienced at least one substantiated incident of physical abuse, 14% had at least one 
substantiated incident of sexual abuse, and 48% had at least one substantiated incident of neglect. 
Most youths experienced multiple incidents of maltreatment. A self-report of lifetime exposure 
to violence showed that 42% of youths had seen someone else attacked with a weapon, and that 
23% had been attacked with a weapon themselves. Twenty percent reported having seen 
someone else shot, and 11% having been shot at. 
 
Implementation 

Across the eight units that implemented the model, scores on the Sanctuary Project 
Implementation Milestones criteria ranged from 66% to 92%, with a mean of 78%. The slowest 
and most difficult component to be implemented was the weekly psychoeducation group. Greater 
implementation was observed in units that were exposed longer to the model that served girls, 
and where leaders had greater enthusiasm and commitment to the Model.  

Focus group questions were aimed at soliciting staff impressions concerning the 
implementation of the Model on their respective units. The first question asked participants to 
share what they thought were the most important principles and concepts of the Sanctuary 
Model. Focus group leaders stressed that the question was not intended as a test of what they 
learned in the prior training, but rather an attempt to find out what principles and concepts were 
most important to them in implementing the model. Principles and concepts mentioned as 
important included the SELF recovery framework, the central focus on safety, and the new sense 
of community and teamwork. Clinicians also stated that the use of trauma theories was helpful in 
illuminating the way that problems and behaviors of youths are linked to developmental 
interruptions, and in reorienting treatment toward a recovery path. Milieu counselors referred to 
learning new ways to problem-solve with staff and youths as being uniquely important to them. 
Both groups also stressed that the key to successful implementation was consistency in using the 
model. Table 1 summarizes the major categories and themes that emerged in staff responses to 
questions inquiring about the most important principles and concepts of the model and how these 
are incorporated into their work with each other and with clients.   
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Table 1. Focus Group Themes: Most Important Principles/Concepts 
 
 
SELF Recovery Framework: 
Provides a treatment guide that clarifies program goals. 
Provides concrete tools for empowering youths.  
Concept of loss increases understanding of the feelings and behaviors arising from losses that 
youths have experienced. 
Focus on the future instills hopefulness and frees youth to think about alternative futures.  
  
Safety and the New Sense of Community and Teamwork - Staff Interactions: 
Increased awareness and dual concern for physical and psychological safety. 
Prompts questions concerning how to create a safer culture.  
Communication is integrally related to safety; reduces chaos and builds trust.  
Greater psychological safety encourages open sharing of opinions, frustrations, and mistakes.   
Greater communication and involvement has improved quality of team meetings. 
More works needs to be done in flattening the traditional organizational hierarchy. 
Many challenges still exist in bridging communication and trust gaps between clinical and 
direct care staff, and between administration and direct care staff. 
  
Safety and the New Sense of Community and Teamwork - Direct Practice with Youths: 
Safety plans encourage youths to take greater responsibility for their own treatment.  
Safety plans promote consistency, but need to be used more uniformly within and across units. 
Youths are taking on a greater leadership role in community meetings.  
Community meetings prompt youths to reach out and help each other more. 
Renewed sense of the community accepting the individual, but not his/her behavior. 
 
Using Knowledge of Trauma Theories: 
Knowledge of youths’ trauma histories stimulates discussion of the implications for treatment. 
Concepts and theories are used in therapy sessions.  
More training is needed to translate this knowledge into daily practice on the residential units.  
Therapists are learning how to discuss implications of their child’s traumatic experiences with 
families without blaming or increasing guilt and remorse. 
 
Using New Ways to Problem-Solve with Youths: 
More emphasis is placed on exploring alternative actions and making good decisions.  
Keeping youths focused on their individual goals has become more important. 
Increased awareness of the need for consistency across the contexts of school and home.  
More opportunities to rephrase individual problem behaviors in terms of their effect on the 
community.  
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Therapeutic Community Outcomes 
No significant differences were found across the two conditions at baseline and during 

the next two waves of measurement. However, by the final wave of measurement, significant 
differences between the groups were found, via independent t-tests, with the Sanctuary Model 
units improving on the following constructs of the COPES: support (p < .05), spontaneity (p < 
.01), autonomy (p < .05), personal problem orientation (p < .05), safety (p < .05), and in the total 
score (p = .001). Table 2 presents results at the final wave of measurement for each of the 10 
constructs of the COPES across both conditions. A COPES profile illustrating these findings in 
is shown in Figure 1. 

 
Figure 1. COPES Profile for Sanctuary and Standard Residential Units 
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Table 2. Results of COPES at Final Wave of Data Collection 
 
 
COPES Domain Sanctuary Model 

 
Standard Residential 
Services 

 

 Mean S.D. Mean S.D.   P 
Involvement   3.00 1.18   2.61 1.17  
Support   2.92   .97   2.37 1.13 .015 
Spontaneity   2.56   .81   2.00 1.01 .005 
Autonomy   2.28   .90   1.82 1.09 .032 
Practical Orientation   3.34 1.08   2.95   .98  
Problem Orientation   1.80 1.09   1.32   .99 .034 
Anger   2.60   .97   2.68   .99  
Order   3.40   .95   3.26   .95  
Clarity   3.52   .65   3.50   .76  
Safety   3.08   .72   2.66 1.02 .026 
COPES Total 28.50 4.42 25.16 4.32 .001 
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Youth Outcomes 

No significant differences were found comparing baseline and 3-month measures of 
youth outcomes. However, on repeated measures analyses (N = 87) comparing baseline and 6-
month outcomes, a few differences were found, by time and group, which favored youth in the 
Sanctuary Model units. First, the incendiary communication/tension management scale of the 
Youth Coping Index scale measures “the degree to which youth adopt coping strategies that 
exacerbate interpersonal tensions and conflicts, and adopt appraisal strategies which minimize 
the significance of the problem or make the issue larger than it is” (McCubbin et al., 1996, p. 
586). Between baseline and six months, youth in the Sanctuary Model significantly decreased 
over time in the desired direction, whereas scores of youth in the Standard Residential Services 
increased (p < .05). Second, scores on the Nowicki-Strickland Locus of Control Scale showed 
youth in the Sanctuary Model to decrease over time, or to become more internalizing, indicating 
a greater sense of control over their lives (versus externalizing, where fate or chance determines 
what happens to them). Scores of youth in the Standard Residential Services stayed roughly the 
same (p=.15). Third, on the verbal aggression scale of the Social Problem Solving Questionnaire, 
scores of youth in the Sanctuary Model decreased slightly over time, whereas youth in the 
Standard Residential Services increased in verbal aggression (p=.15). 
 
 
Discussion 
 
 The Sanctuary Model was implemented in these residential treatment programs to 
specifically address the needs of children and youth that have experienced and often re-
experienced the trauma of maltreatment and community violence. The term “complex trauma” is 
now being used to describe, both, the aspect of multiple exposure to traumatic events, and the 
enduring symptoms that can be manifested as children attempt to cope and integrate these 
traumatic experiences into their concepts of self, others, and their world (Cook, Blaustein, 
Spinazzola, & van der Kolk, 2003). The Sanctuary Model proposed that within the context of 
safe, supportive, stable, and socially responsible therapeutic communities, a trauma recovery 
treatment framework could be used to teach youths effective adaptation and coping skills to 
replace non-adaptive cognitive, social, and behavioral strategies acquired as means of coping 
with traumatic life experiences. 

For the evaluation team the questions became: Could we successfully operationalize a 
multi-modal intervention that calls for changing the organizational culture while incorporating a 
new approach to treatment? Would staff and youth understand the model, accept it, and see the 
value in it? Could we measure incremental changes in the therapeutic communities? Would 
successful implementation actually lead to change in staff and youth behaviors? 

Results of the first formal study to assess implementation of the model in this residential 
treatment setting show convergence in several findings, which support key aspects of the 
hypotheses. First, results of the early focus groups revealed that staff and youth were becoming 
more aware of their interdependence as community members. Youth began to develop more 
empathy for one another and for staff. A growing awareness of and understanding of trauma 
theories gave staff more understanding of the often-confusing youth behaviors that staff dealt 
with on a daily basis. The four-stage trauma recovery framework provided a stronger sense of 



 

 
Rivard, J.C., Bloom, S.L., McCorkle, D. Abramovitz, R. (2005) Preliminary results of a study examining the 
implementation and effects of a trauma recovery framework for youths in residential treatment 

direction in programming and additional tools for guiding youth. Thus, it appeared that the 
principle concepts of the model could be understood by staff and youth, and used to add greater 
value to the program.  
 Second, by the final wave of data collection, Sanctuary Model units were clearly 
distinguished from Standard Residential Services units on five constructs of the Community 
Oriented Program Environment Scale. The Sanctuary Model units scored significantly higher on 
scales measuring the extent to which: 
• Community members help and support each other 
• The program encourages the open expression of feelings  
• The program promotes self-sufficiency and independence in decision making  
• Community members seek to understand their feelings and personal problems  
• The program environment promotes physical, social, and psychological safety for staff and 

clients 
Third, consultants’ monitoring of the Sanctuary Project Implementation Milestones 

Checklist showed variation in the extent to which the model was implemented across units. 
Comparing scores across the eight Sanctuary Model units showed that greater implementation 
was associated with higher scores on the COPES total score. 

Finally, fewer changes were observed in youth outcomes than were hoped for. However, 
the few changes that were observed in youth outcomes over time and between the two groups 
suggest that youth in the Sanctuary Model units were decreasing antagonistic coping 
mechanisms and developing a greater sense of internal control. These findings are consistent 
with the results of the COPES that show a greater tendency of the Sanctuary Model units to 
encourage pro-social and self-reflective problem-solving.  

Utilizing a comparison group design allowed us to assess differences over time and by 
group. More analyses of the data by individual residential unit and by youth characteristics will 
follow. Overall, the evidence found at this point is consistent with the ambitious new 
implementation of a large intervention aimed at strengthening both the treatment environment 
and the treatment approach. Results suggest that the Sanctuary Model, if implemented with 
greater fidelity and with more time can produce additional benefits for youth. 

Further implementation and evaluation efforts should include: supporting implementation 
efforts with more intensive on-site technical assistance; promoting ongoing monitoring of change 
in the treatment environments and youths over time; and incorporating the use of brief behavior 
checklists that can be used as part of the regular program operations and may be more sensitive 
to change than relying primarily on three-month youth self-report measures. 
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Abstract 
 

In this paper, the Chief Operating Officer and one of the social workers at 
the Andrus Children’s Center offer a first hand account of turning their 
center into a trauma-informed program for over 150 children. They 
describe the impact of traumatic experience on the children in care and on 
the organizations that serve them and then tell the story of how their staff 
is using the Sanctuary Model to bring about real and significant changes in 
the children, the staff, and the organization as a whole.  
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Introduction 
 

This paper is intended to recount the experience of the Andrus Children’s Center 
as it struggled to become a trauma-informed and trauma-sensitive treatment program.  
Andrus is located on a 110 acre campus just north of New York City.  We serve 73 
children in our Residential Programs and another 80 children in our Day Treatment 
Program.  All of the children in care have serious emotional problems that have adversely 
impacted their functioning at home, in school and in the community.  Approximately 60 – 
70% of these children have been exposed to some kind of trauma, with the children in the 
Residential Programs being much more likely to have traumatic exposure. 

A great deal has been written about the issue of childhood trauma over the last ten 
years.  The research findings on the impact of trauma on the developing brain of children 
have yielded some exciting new ideas about the nature of mental illness and behavioral 
disorders.  Although it is still in the early days, many of the theories about how trauma 
impacts children rings very true for those of us who have spent our professional lives 
working with abused, neglected and injured children. 

This research has prompted us to begin to explore how we could apply some of 
this new science to our 75 year old treatment center.  We knew bad things had happened 
to many of our children, and the research helped us to understand what impact these 
terrible events had on the children with whom we had been working.  But, like so many 
other treatment centers, we had little if any idea what we could do to intervene. 

Through a combination of good fortune and dumb luck we became acquainted 
with Dr. Sandra Bloom.  We had sent our Residential Director to a conference on safety 
with the expectation that he would learn a few things about fire safety, evacuation 
procedures, suicide assessment, restraint reduction and all the other things we usually 
focus on when we think about safety.  What he returned with was a handful of power 
point slides entitled “Creating Sanctuary ®.”(Bloom 1997)  These slides suggested a 
trauma-sensitive environment could be created by focusing on safety, emotion 
management, loss and future.  It was not what we were looking for but just what we 
needed.   

Within a couple of weeks we contacted Dr. Bloom (we like to call her Sandy, and 
she prefers that as well) and had her come in for a chat.  About 8 weeks later we had 
signed on for a two year consultation, and three and a half years later we are still at it, 
trying to figure out how we can best respond to the needs of injured kids. 

This paper is not intended to be a serious academic pursuit.  What we hope to do 
here is to share some of our experiences - the lessons we have learned, the discoveries we 
have made and the questions we have raised as we have tried to reshape our campus 
programs and create the kind of trauma-focused and trauma-sensitive environment we 
envisioned in the Spring of 2001.  It is fitting that our entire experience thus far has 
mirrored how we began.  We sent our Residential Director off to learn about safety, and 
he came back with a new treatment model that certainly would enhance safety, but 
promised much more.  We embraced this new model to provide better treatment for 
traumatized children, and it has certainly done that.  But has also reshaped our entire 
program and has made Andrus a better community for all its members.  So the first 
important lesson for us is that when you start to change things, it is hard to predict what 
you will learn or where you will end up. 
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The case studies used to illustrate specific issues are composites of several different 
children, incidents and circumstances.  Many of the details, names, history, cottage, ages, gender 
and incidents have been blended and changed significantly to protect confidentiality. 
 
Framing the Problem 
 

It is our assumption that readers have had at least some orientation to trauma 
theory and the impact trauma has on children. What might be less common knowledge, 
however, is the impact trauma has on every level of the organization and why 
organizations that fail to grapple with this issue do so at their own peril.   
 
Trauma's Impact on Children: 
 

Children who have witnessed or have been victims of interpersonal violence, 
community violence, have been neglected or suffered terrible losses often present with a 
wide range of emotional and behavioral problems.  They can have difficulty forming 
relationships, and can be hypervigilant and reactive. They often perceive the actions of 
others as threatening, unfair or malevolent.  They can become quite rigid and respond to 
situations and people they view as threatening with the same self-defeating responses 
over and over again.  They often resist the efforts of caregivers to help them develop new 
ways of coping.  They appear hell bent on creating or stirring up crises wherever they go.  
They frequently feel wildly out of control and hopeless and helpless to do anything about 
these feelings.  These children can appear disconnected, cold, uncaring and unfeeling.   

It is easy for caregivers to see these children as bad, mean, sick or crazy in 
response to their troubling behavior.  What is often missed, especially under stress, is that 
injured children repeatedly reenact yesterday’s traumatic experiences with today's 
caregivers.  It is easy for staff who are inadequately trained, often overworked and 
thoroughly stressed to get pulled into these reenactments.  When we allow ourselves to be 
pulled into this recurring play, and we successfully act out our assigned role, we risk re-
traumatizing the children we have pledged to help. 
 
Case Example: 
 

 Latisha was an 10 year old African American little girl.  She had been in 
multiple foster home placements, and each one failed because of her 
aggressive acting out and her foster parents’ difficulties with managing 
her behavior.  She was originally placed in foster care on an abuse and 
neglect petition.  Her mother, who had problems with substance abuse, left 
her unsupervised while she went to purchase drugs. 
            Latisha ended up in Residential Treatment after three failed foster 
home placements.  She was very angry, extremely reactive and unable to 
soothe herself.  She also had some cognitive limitations.  It was also 
apparent she was likely a very traumatized little girl. 
           Several months into her treatment, a disturbing pattern began to 
develop.  Four or five nights a week, milieu staff were reporting that 
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Latisha was becoming very agitated at bed time.  She would bang her 
furniture around her room, make a lot of noise, bother the other children 
and generally not respond to any staff direction.  Staff would intervene 
and try to redirect her.  They would instruct her not to move her furniture 
because it was very noisy and disruptive and prompt her to go to bed.  
When Latisha would resist these directives, things would escalate.  
Troubled children and tired staff are a bad combination.  On most 
evenings this behavior would escalate to the point where Latisha would 
attack the staff and the staff would physically restrain Latisha. This 
pattern persisted for approximately two weeks (hopefully today we would 
respond more quickly), at which time leadership called a meeting to 
discuss what was going on.  The team met and the following pieces of 
information were shared: 
            Latisha was creating a disturbance each night by moving her 
furniture around at bed time and making a lot of noise.  What the milieu 
staff described, however, was that Latisha was not just banging her 
furniture around, but was actually moving her dresser up against her bed.  
They indicated it looked like a makeshift barricade. 
            Latisha's Social Worker, chimed in that about 3-4 weeks ago 
Latisha had confided in the worker that when Latisha was living in her 
mother's house, her mother's boyfriend would sometimes come into her 
room, tie her to her bed and rape her. 

 
             Here we have a little girl who has a history of being terribly abused at bedtime.  

She is scared and anxious and tries to manage these emotions by building a barricade in 
her room each night.  The staff are not attuned to the trauma history and view this 
behavior as disruptive and try to stop it.  The child resists and ends up in a conflict with 
staff.  The situation escalates to the point that the staff restrain her and straddle her on the 
floor of her bedroom.  When confronted with the reality that we were engaging in a 
reenactment with this child and that nightly our "treatment" program was retraumatizing 
this little girl, we were horrified. 

Children who have been hurt like Latisha are trapped in the past and repeatedly 
replay their conflict and struggles in the present.  All too often the response they receive 
from those of us charged with helping them to recover is a recapitulation of past 
experiences and past trauma. 

What we have found in our work thus far is that this compulsion to reenact the 
past on the part of children in care places extreme pressures on caregivers and on the 
system.  If we are aware of what is happening, we stand a chance of responding 
appropriately.  If, however staff do not understand this dynamic, which is often the case, 
we are in big trouble.  Even the most well-intentioned staff are at risk of re-injuring the 
children they are supposed to protect.   

 
 
 

Trauma's Impact on Staff: 
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As we learn more about trauma we are also learning more about vicarious trauma 
(Bell, 2003; Pearlman 1995; Way, 2004).  Working with traumatized children can take its 
toll on the most seasoned clinician.  Most of what is written about vicarious trauma 
focuses on clinicians, generally clinicians in an outpatient setting who specialize in 
trauma.  One would assume that folks who specialize in trauma work would have at least 
some sense of what the potential hazards are of working with this population and would 
take steps to bolster themselves against the potential adverse effects of the work. 

Now think about residential care.  These settings are staffed by inexperienced, 
marginally trained, low paid childcare staff.  They work long hours because they need to 
supplement their low incomes with overtime, or constant staff turnover leaves them no 
choice.  Typically, the children served in residential centers have significant trauma 
histories.  Clinicians who do trauma work are typically advised to balance their caseloads 
so they do not have a disproportionate number of clients who are trauma victims.  Such 
clients are very taxing, you know.  They are encouraged to seek training, supervision and 
take great pains to monitor their self-care. By comparison, residential staff have no 
choice regarding how many traumatized children they work with.  They typically work 
eight, ten, twelve, sixteen hours days with large groups of very challenging and 
traumatized children.  Given that they are relatively low paid, self care activities like a 
gym membership, a massage, or a nice vacation are generally not realistic options.  
Ultimately, staff in residential centers are exceedingly vulnerable to the effects of 
vicarious trauma given the intensity and duration of their day to day exposure to so many 
injured children. 

We believe most residential treatment centers look like and operate like we did 
three years ago.  Staff working on units with the children are generally inadequately 
trained.  They have little understanding of the impact exposure to trauma has on the 
children they work with, let alone understanding how these children impact them as 
caregivers.  Given their relatively low status in the institution, they are seldom folded into 
the assessment process or decision making.  They work crazy hours and get little support.  
They get cursed at, threatened, spit at, hit and abused.  They have little understanding 
about why the children act the way they do.  They are terrified of loosing control over the 
group and often engage in coercive practices to maintain control.  Supervision is limited, 
and when it is offered, it is often delivered by supervisory staff who also have limited 
knowledge about trauma and are nearly as rattled as the direct care staff are. 

Earlier we discussed the risk of vicarious trauma when working with traumatized 
children.  But after weeks, months or years of working under these conditions, direct care 
staff are not vicariously traumatized, they are just plain traumatized.  They can become 
increasingly less hopeful, more rigid and less creative, they lose empathy, become overly 
controlling, coercive and sometimes abusive. 

Another contributing factor in this already toxic stew is that many staff bring with 
them their own history of loss and trauma, which may make them even more vulnerable.  
A fairly informal survey of our milieu staff conducted approximately 12 months ago 
revealed that over 75% had suffered some significant traumatic event in their life time 
such as the loss of a parent or another close family member or exposure to violence such 
as being the victim of assault, physical abuse, sexual abuse, verbal abuse or other adverse 
situations. 
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Although anger is the emotion we talk a lot about in training, fear is an all too 
common emotion for our staff at work. Many staff come to work afraid:  afraid of getting 
hurt, afraid of losing control of the group, afraid of losing control of themselves.  
Working this way day after day has its impact, and staff can easily begin to look and act 
like the children they are supposed to be helping. 

Without adequate knowledge, supports or breathing room, these staff can become 
vulnerable very quickly and all too willingly play into the children's reenactments.  They 
can become coercive and punitive with children who are aggressive and impatient or 
dismissive and neglectful with demanding children.  At best such responses serve to 
affirm children's negative worldview and at worst further injure and traumatize them. 
 
Case Example: 
 

Carl was a young milieu therapist.  He joined the staff right out of college 
and was assigned to our young boys' cottage.  He was bright, reliable and 
thoughtful.  He formed solid relationships with the children and was 
considered a rising star by agency leadership.  After several months in the 
residential program, he transferred to a milieu position in the education 
program and was placed in a classroom with a group of children who all 
had a significant history of trauma. 
At first Carl adapted well to his new assignment.  He continued to impress 
his co-workers and agency leadership and took on increasingly complex 
and challenging tasks.  After several months Carl's performance began to 
deteriorate.  He began coming to work late in the mornings, and incidents 
of absenteeism began to mount.  When questioned about this issue Carl 
indicated he was having car trouble and was battling a sinus infection. 
Within several weeks Carl's co-workers were raising concerns about his 
mood and temperament.  Carl was asking for frequent breaks, failing to 
complete assignments and becoming increasingly short tempered with co-
workers and far more punitive in his response to children's difficult 
behaviors. 
When questioned about his deteriorating performance Carl dismissed the 
concerns and would blame the apparent difficulties on the lack of 
structure in the classroom, inadequate staffing and ineffective disciplinary 
practices.  It was apparent Carl was struggling, but no one knew quite 
how to help him. 
One day Carl was serving lunch to the children when two of the students 
began to bicker and argue.  Carl asked them to quiet down, but they 
ignored his request.  Carl raised his voice, but still there was no response.  
Suddenly Carl turned and threw a plate of food against the dining room 
wall while shouting a litany of expletives.  He stormed out of the cottage 
leaving everyone stunned. 
Carl was suspended form his position and referred to the agency's EAP 
program.  He remained on disability for several months and eventually 
resigned, obviously still shaken by his experiences. 
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Although Carl is an extreme case, many staff who work with these difficult 
children for extended periods are prone to mistreating and potentially re-injuring these 
children.  Facilities need to play closer attention to these issues if they honestly expect to 
help children recover from the injuries that brought them into care.  Although efforts 
were made to reach out to Carl, those efforts were too little too late.  It was clear we 
underestimated the toll this work takes on caregivers like Carl. 
 
Trauma's Impact on the Agency: 
 

Residential centers provide 24-hour care, 365 days a year to traumatized children.  
These settings are very intense, highly volatile, often unpredictable and exceedingly 
complex environments.  Things can go very wrong, very fast.  At the same time the high 
cost of residential care makes these centers a constant target for funding cuts and cost 
control efforts.  Many are located in communities that are less than thrilled about having 
such troublesome neighbors. 

Leaders in residential centers become extremely risk aversive.  In most cases they 
are operating in or near the financial margins, and one bad incident or unflattering 
newspaper expose' can push an already challenged system over the edge. The stress 
caused by troubled and sometimes scary children on one end and a threatening and 
hostile financial and political environment on the other generates consistently high levels 
of stress.  Systems that are this stressed respond in much the same way as the traumatized 
children they treat.  They become reactive, overly controlling, fragmented, rigid, 
hypervigilant and helpless.  The treatment center often becomes less about treatment and 
recovery and more about control and coercion.  The facility slowly becomes more 
concerned about self-preservation than about actually accomplishing its stated mission. 

The organization functions in a constant state of crises.  Communication breaks 
down, decision- making becomes top down in nature, people stop thinking through 
problems and teamwork disintegrates.  Complex problems are met with formulaic 
solutions, which allow staff to feel like they are doing something even though no lasting 
results are realized.  The system lives from crisis to crisis.  Staff burn out and leave, and 
new staff pick up right where their predecessors left off.  Although everyone has some 
vague idea of what the mission should be no one is really quite sure how what they are 
doing with this child, this cottage or this program is moving anyone toward that mission. 

Trauma and stress are omnipresent in residential centers.  In fact, trauma has been 
part of residential care from its very beginning.  The earliest residential centers in this 
country were orphanages, which were charged with the care of children who where either 
abandoned by their parents or had lost their parents.  Trauma is in the roots of our 
residential centers, it is in our bones.  We believe that traumatized children have done 
more to shape these institutions than these institutions have done to shape these children. 
Injured, abused and neglected children are often angry, usually scary and always 
challenging.  In many cases the interventions we have developed to "treat" these children 
are controlling and punitive and risk further traumatizing the children they are supposed 
to heal. 

In Sanctuary, we believe we have found a model that allowed us to reclaim our 
treatment center and recommit to our mission of helping these children recover from their 
injuries.  Recovery from injuries perpetrated in a social context must occur in a social 



Farragher, B. and Yanosy, S. (2005) Creating a trauma-sensitive culture in residential treatment. 

context.  These centers, responsible for healing, must become therapeutic communities 
where recovering is more important than control and compassion and empathy drive out 
fear and coercion.  The following is a brief account of some of the steps we took at 
Andrus to begin to move our Treatment Program in a new direction.   

 
Developing Solutions: Creating Sanctuary: Putting the “T” back in 
RTC 

 
The focus on containment rather than treatment in many RTCs does a great 

disservice to the staff, children and families.  Breaking out of this status quo and creating 
a trauma-sensitive culture in the RTC can interrupt the cycles of reenactment that occur at 
every level of the organization.  At Andrus, the Sanctuary Model was the vehicle for 
creating a trauma-sensitive culture and for building the protective factors necessary for 
the staff and the agency as a whole to do this very challenging work.  A trauma sensitive 
culture is one in which all members feel physically, psychologically, socially, and 
morally safe; where members of the community manage their emotions appropriately; 
acknowledge and deal with loss and grief; and focus on creating a positive future.  In the 
Sanctuary Model, this concept is expressed through the acronym SELF, which stands for 
safety, emotion management, loss and future.  SELF is the foundation on which the new 
Andrus culture is being built. 

Creating a trauma-sensitive culture involves a deep examination and 
transformation of agency dynamics and includes all community members, upper 
management, families, middle management, children, line staff as well as every 
department and function.  We conceptualize this change as having five components: 
integration, understanding trauma, avoiding reenactment, fighting rigidity and embracing 
non-violence.  Most importantly, creating this kind of culture is an on-going process, one 
that is never complete, never linear, but always evolving with lots of movement forward 
and a fair share of movement backward (although we think there is less of this than there 
used to be). 
 
Integration: 
 

Integration refers to the concept of creating a unified and healthy organization in 
which all members are active participants in decision-making and all accept 
responsibility for each other’s well-being and safety.  At Andrus, the Sanctuary Model 
provided the forum for moving toward integration.  With Dr. Bloom’s help, we created a 
multi-level, multi-disciplinary Core Team that met twice monthly with her for a year to 
discuss agency issues and to learn about how trauma affects not only individuals, but 
entire organizations.  Through the Core Team, representatives from each department 
were able to take an honest look at their own departments’ strengths, shortcomings, styles 
of interactions and most importantly the assumptions which had been driving their 
current behaviors and functioning.  Beginning with these individual or small group 
assumptions, the Core Team was able to build shared assumptions, beliefs and values that 
were common to the entire agency. These shared assumptions, beliefs and values would 
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serve to foster greater integration within the agency as a whole.  Our new shared beliefs 
were:   

 
1. We will ask clients not “what is wrong with you”, but “what has happened to 

you?” 
2. We must work as a non-hierarchical group. 
3. All people who work or live or come to school here must be safe 
4. Our job is to help people put their feelings into words rather than act them out. 
5. We must help people think as a group. 
6. We must approach conflict resolution as a team. 
7. We must create a living learning environment. 
8. At Andrus, the milieu IS the treatment. 
 
This eighth tenet of the Core Team, to acknowledge that the milieu is the 

treatment, was most helpful in cementing the other seven.  Agency leadership took the 
stance that the milieu is the most powerful force in creating change in our clients, and 
every person, regardless of title or position, is part of that milieu.  Working within this 
framework, all staff should feel empowered and responsible to make decisions effecting a 
child’s treatment.  This clarification of the treatment philosophy not only allowed staff at 
every level of the hierarchy to participate in shaping the culture of the milieu, it 
demanded that they do so.   

But in order to effectively participate, people had to communicate with each 
other.  In order to communicate with each other, people had to have a shared language.  
One of the tasks of the Core Team was to train the staff in trauma theory and to teach 
them a common language – the language of trauma.  Armed with the words to describe 
the behaviors they were seeing and a greater understanding of their own responses, staff 
were better able to communicate with each other and with the children.  With everyone 
using the same words and concepts, it becomes easier to talk about problems and 
formulate solutions, rather than blame each other for bad outcomes or ignore them 
altogether.  All members of the milieu are on a level playing field and all understand 
what we are trying to accomplish together.   

The crux of this language is the SELF Model (Foderaro and Ryan 2000; Foderaro 
2001).  This simple way of understanding the needs of people who have been traumatized 
also organizes treatment goals. Part of employing this common language in the milieu is 
to teach the children to use it as well.  Treatment plans, planning conferences, lifespace 
interviews and therapy sessions all construct dialogue using the language of SELF.  Staff 
and children are explicit about which behaviors promote or hinder safety as well as when 
and how certain coping skills may allow children to manage their emotions in ways that 
will promote their own safety and well-being.  The language also gives children and staff 
an opportunity to address loss and grief, a treatment issue that is often neglected in 
residential settings in favor of a focus on behavior.  Finally, the SELF model encourages 
a focus on the future, and that in turn encourages the children to work toward change.  It 
encourages an active process of imagining how things will be different and better once 
they have coped with their traumatic experiences, and pushes them to construct and work 
toward goals to create that future.  The use of the SELF model applies not only to the 
children and families, but to the staff and the agency itself as a living, dynamic entity. 



Farragher, B. and Yanosy, S. (2005) Creating a trauma-sensitive culture in residential treatment. 

 
CASE EXAMPLE: 
 

Ronald is a 12-year-old boy who came to Andrus over three years ago.  
He had a history of physical abuse and neglect while living with his 
mother who had both a history of mental illness and substance abuse. 
Ronald would often fly into fits of rage when he was frustrated or 
disappointed.  He would hit people, break things, threaten to hurt himself 
and at times make scary suicidal gestures like tying a rope around his 
neck or cutting himself with glass. 
His treatment was complicated by his mother's constant lack of follow 
through and his resulting disappointment when she would break promises 
or fail to show up as planned.  Ronald loved his mom and held on to the 
hope that she would eventually come through for him, even though she 
never had.  Ronald desperately wanted to live in a regular family. 
The work with Ronald had to be organized along all four dimensions of 
the SELF Model.  Ronald was behaving in an unsafe manner because of 
his difficulties managing his emotions.  If he was every going to effectively 
manage his emotions, however, he was going to need to mourn his 
mother's inability to meet his needs and come to grips with her 
shortcomings.  He would also need to adjust his future goal somewhat:  
although he could still live in a regular family, it was not going to be his 
birth family.  Not only was Ronald participating in doing this work, but all 
of the cottage staff, school staff and clinical staff knew about and 
reinforced these goals in their interactions with him. 
After several years in care Ronald has done some great work.  He has 
learned skills to better manage his feelings of anger and frustration and as 
a result he can keep himself and others safe.  He has successfully mourned 
the loss of his mother and accepted her limitations and began visiting with 
a perspective foster family.  Ronald was able to make this transition 
because of the gains he has made in managing his emotions and behaving 
safely.  He was now ready to fulfill his dream of living with a regular 
family. 

 
Understanding Trauma: 
 

In order to effectively use the language and begin the work on safety, emotional 
management, loss and future with the children, the staff need to have a basic 
understanding of how traumatic experiences disrupt normal coping and functioning in 
individuals and systems:  to teach staff to ask “what happened” rather than “ what is 
wrong with you?”  As part of our training effort, we designed a six session training for 
direct care staff, including milieu therapists, social workers, teachers, as well as 
administrators, which covered basic psychobiology of trauma, reenactment, the language 
of SELF, and vicarious trauma.  We also used the trainings as an opportunity for staff to 
assess the agency’s functioning in various areas.  We talked about values and beliefs and 
how our own experiences can impact our work.  We also focused on understanding that 
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working with traumatized children and families can be traumatizing to the staff.  Talking 
to the staff about vicarious trauma and ways to use each other for support was a large part 
of the training.   

Once the staff were versed in trauma and its impact, we began to teach the 
children.  In each classroom, clinical staff and teachers began psycho-education groups to 
teach the children about trauma.  Knowing that the parents held an enormously important 
role in their children’s lives, and that they too would need to use the tools of SELF, we 
began to encourage the children to teach their families what they had learned.  We used 
the forums of open-school night, family day, and graduation to allow the children 
opportunities to present what they had learned.  Social workers incorporated the language 
into family therapy sessions, and taught families about trauma in that setting as well.  
This is an area that still needs work, but we have made some impressive gains. 

Knowing that we had too long overlooked traumatic experiences in favor of 
treating behaviors, we also revamped our assessment process.  We now use several 
standardized trauma assessments, the Traumatic Events Screening Inventory (TESI; Ford 
and Rogers, 1997) and the Trauma Symptom Checklist for Children (TSCC; Briere, 
1996) to measure exposure to trauma and trauma symptoms.  Asking about trauma and 
collecting information about a child’s response to trauma creates a greater openness 
around trauma.  It allows staff members to have some insight into a child’s experience 
and anticipate triggers and responses for the children.  The overall goal is to encourage 
children and the adults in their lives to tolerate facing their trauma, rather than to leave 
the unspeakable unspoken. 
 
Avoiding Reenactment:  
 

Perhaps the most influential part of the staff training in trauma was teaching about 
the traumatized person’s tendency to reenact the trauma and to reenact traumatic 
relationships.  When staff could see a child’s provocative behavior or the staff’s 
seemingly punitive or overly permissive response to that behavior as part of a 
reenactment, there was less blame, more understanding and more appropriate 
intervention.  This understanding of traumatic reenactment allowed the staff to recognize 
when they were being pulled into a child’s reenactment, and rather than responding to 
what may have previously been seen as a personal slight, staff were able to recognize 
these behaviors as a normal response to trauma that required specific and empathic 
intervention.   

Conceptualizing acting out as reenactment behavior allowed the staff to 
depersonalize the negative behaviors of the children and use more planful and less 
reactive forms of interventions.  But interrupting a pattern of reenactment requires a great 
deal of energy as well as reliance on one’s coworkers.  Part of the work that we did in the 
trainings was to help staff identify and break through their assumptions about each other 
and begin to build trusting, supportive relationships. We created an expectation of solid 
teamwork and mandated that cottage teams create times to meet with each other to plan 
and to address emerging problems.   

Part of creating a trauma-sensitive culture is creating safe space for confrontation.  
During trainings, we talked about race and culture, and how some personal styles of 
interacting with children might be seen as inappropriate or re-traumatizing.  We talked 
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about how certain staff were seen as heavy handed, and how co-workers feared 
confronting these methods out of fear of retribution.  There was some resistance to 
creating openness and confrontation, but definitely some gains.  One thing we learned 
was that the staff who were often criticized for being heavy handed were often “set up” 
on some level to behave this way by staff who too quickly abdicated responsibility.  
Creating this feeling of safety in confrontation continues to be a work in progress.  For 
the most part, staff who work together every day have developed shared beliefs about 
how to provide behavioral support to the children in their care. They are able to intervene 
when they see a colleague begin to escalate or engage in a reenactment with a child.  
Staff are encouraged to use the “tapping out” technique to let a colleague know that he or 
she needs some time away from the child. 

When a team sees itself as the treatment delivery system, it is less likely to rely on 
one or two individuals to do all of the hard work of intervening with children in crisis.  
When all members feel a strong sense of responsibility for their children’s and each 
other’s safety, they are more likely to step in when they see a staff member stepping 
outside of the boundaries of their shared values and beliefs.  When stepping in is seen as 
a helpful form of teamwork, rather than a negative comment on another’s work, it 
advances the creation of a trauma-sensitive culture.  Furthermore, when supervision is 
used to reinforce the use of tapping out and constructive crisis resolution is valued more 
than saving face with a child, it creates a safer environment for everyone with a reduced 
reliance on physical restraint. 
 
Fighting Rigidity:  
 

Another aspect of creating a trauma-sensitive culture is encouraging flexibility 
and creativity in the residential program.  Often teams design their programs around what 
they feel are unwritten rules about how things must be done or around old beliefs and 
values.  As described earlier, a damaging effect of trauma is rigidity and inability to see 
things from a new or different perspective.  In a trauma-driven organization, responses 
and are rote and reactive, and planning is minimal.  In a trauma-sensitive culture, 
responses to problems are explored and evolve through a more democratic system of 
shared decision-making. Creativity is one of the best defenses against a stagnant and 
punitive system.  A democratic environment creates space for creativity.  Staff need to 
know that it is safe to try new things, as long as they stay within the shared values and 
beliefs of the organization.  All team members should feel free to offer suggestions, 
rather than waiting for someone in a perceived position of power to hand down a solution 
or worse, blame for the problem.  Often, in strict hierarchical systems, blame travels 
down the hierarchy, and responsibility is pushed up.  By eliminating blame and focusing 
on the shared goal of problem solving, members of the community can find a wider range 
of voices from which solutions can emerge.   
 
CASE EXAMPLE: 
 

We will return to the case of Latisha discussed earlier.  Once the team 
realized they were engaged in a reenactment with Latisha, they made the 
following creative (and very sweet) plan. 
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• The staff arranged for an unused bunk bed to be moved into Latisha's 
room because it appeared she was comforted by feeling surrounded. 

• They purchased a giant stuffed bear that she could keep in bed with 
her.   

• The staff agreed they would no longer struggle with Latisha if she 
wanted to move her furniture.  In fact, they would help her move the 
furniture and provide her more positive attention in the evenings at bed 
time. 

Latisha stopped moving her furniture after she got the bear and she was 
not restrained again at bedtime.  The creative and democratic process 
which allowed the team to learn from each other and make suggestions to 
each other resulted in a viable, complex and creative solution. 

 
This more democratic system of functioning, though healthier and imperative to a 

trauma-sensitive culture, can feel risky and unfamiliar to members of the community.  It 
requires all members to take responsibility for the community, disallowing people to shift 
responsibility away from themselves.  It also prevents people who are traditionally at the 
top of the hierarchy from making community-wide decisions in a vacuum, handing them 
down to the line workers to execute.  For those who are used to unilaterally making 
decisions or policy, this can seem like a threat to their power.  Working democratically 
can take more time, and in a crisis where quick decisions are required to ensure safety, 
we know we can fall back on the command and control style.  It is no coincidence, 
however, that the times when we have a real crisis are fewer and farther between.  We’ve 
recognized that a command and control style tends to make a command and control style 
necessary.  Funny how that happens, isn’t it? 

Another way that an agency may become rigid is in how it defines treatment, and 
who it believes delivers it.  In some programs, the people who are believed to be the 
primary deliverers of treatment are those with the advanced degrees.  And often, in 
residential treatment, those people with the advanced degrees share this belief.  The 
problem with the belief that only PhDs, MDs, or MSWs can deliver treatment - a belief 
that is also perpetuated by health care insurers and managed care companies -  is that this 
belief discounts the importance of the milieu and the team as the primary service delivery 
vehicle.  In a trauma-sensitive residential culture, all members of the team are providing 
treatment by influencing and creating the therapeutic milieu.  That is not to discount the 
individual, group and family work that clinicians provide.  In fact, clinicians at Andrus 
are seen as the treatment coordinators for each of their cases.   Some of the other ways 
that we have fought rigidity in how we conceptualize therapy is through outside training 
and a focus on trauma-focused interventions, including new group and individual therapy 
models. 
 
Embracing Non-Violence: 
 

One of the most challenging aspects of dealing with children in residential care is 
the categorization of these children as violent.  Often children who are not able to live in 
their homes have experienced violence at the hands of those who were supposed to care 
for and protect them.  In many residential settings, this violence is unwittingly reenacted 
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over and over again by well-intentioned, but misinformed staff.  We now understand Dr. 
Bloom’s expression “Hurt people, hurt people.”  In a trauma-sensitive culture, the staff 
and children use their understanding of trauma and its impact to make conscious choices 
to avoid violence.  One way to accomplish this is through safety planning.  Having a 
formal meeting in which staff along with a child can document triggers to aggression, 
staff responses that might exacerbate aggression and staff responses that the child finds 
most helpful can lead to more appropriate interventions and a decrease in violent and 
aggressive behavior.  The team, including the child, not only discusses what the staff 
should do to help a child avoid aggression, but the child also must have a plan of action, 
outlining steps he or she will take to avoid violence when triggered. 

Embracing non-violence also means embracing shared power and decision 
making and reducing the abuse of power.  One way to avoid abusive power is through 
open dialogue with members of the community at every level.  Most importantly, it is 
imperative to recognize that unresolved feelings of discontent and anger can trickle down 
and be acted out by those at the lower levels of the hierarchy, sometimes staff and often 
the children.  This concept, known as collective disturbance, is often a driving force in 
the aggression and violence we see in RTCs.  Collective disturbances can manifest in 
excessive call outs, lack of communication between staff, confidentiality breeches, errors 
in technique, missed meetings, inability to make decisions, unwillingness to solve 
problems, and a sense that something bad is going to happen.  These problems are 
common in most RTCs, but recognizing what drives them, a collective response of the 
staff and children to an unresolved, unspoken conflict, allows us to intervene.   
 
Case Example: 
 

In January of 2004 we saw an alarming trend in our RTC.  Incidents of 
aggression on the part of children directed at staff began to skyrocket.  Not only 
were the incidents more frequent, they were more violent and dangerous.  Three 
staff people were injured in a matter of four weeks, with two of them missing 
extended periods of work.  We typically have 10 or 15 incidents of aggression 
directed at staff each month and most are minor events like children pushing by 
staff people or impulsively lashing out at staff who are setting limits.  In January 
the incidents of aggression directed at staff spiked to over three times the average 
with almost 50 incidents reported. 
It was apparent to campus leadership that we were experiencing a collective 
disturbance.  We believed this disturbance might have grown out of two factors.  
We had recently completed our year long staff training program on Sanctuary 
and we were also stepping up our efforts to reduce and eventually eliminate the 
use of physical restraint in managing behavioral issues.  We were pressing the 
staff hard to be kinder and gentler with the children and challenging them to 
cease using coercive methods they believed were effective.  Many staff were 
feeling vulnerable and although most were willing to make the changes we were 
looking for they felt we were taking away useful interventions and not providing 
them with anything new to replace what they lost.  Staff people were angry, and in 
some cases scared, but they soldiered on.  The feelings of anger, resentment and 
fear stayed below the surface, unspoken and unresolved, but staff were behaving 
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in a more ineffective and helpless fashion.  It was clear they were looking to show 
us that our grand plans for organizational change were not all they were crack up 
to be. 
Although this disturbance was taking shape for a several months, the tipping 
point came when one of the staff was attacked by a youngster for no apparent 
reason, seriously bruising her face and the area around her eye.  For some 
inexplicable reason (actually it could be explained but it would take much too 
long) no one in campus leadership reached out to the injured staff person and 
checked on her condition. 
She and her co-workers believed the children were more troubled, more 
aggressive and agency leadership cared less and less about the struggles the staff 
were facing.  It was clear that things were going terribly wrong. 
We decided to hold a lunch meeting and invite all the residential staff.  We 
ordered a bunch of pizzas, and leadership opened the meeting by apologizing for 
our thoughtlessness and our passivity in the face of these very troubling times.  
Staff proceeded to vent about their frustrations and their struggles for the better 
part of the meeting.  Affect was high but not inappropriate. 
At the end of the meeting we discussed some possible solutions to the current 
problems and we agreed to act on some of the solutions. 
Although we did act on several of the recommendations the residential staff made, 
the first change was not implemented until May.  In February, the incidents of 
aggression directed at staff returned to their normal 15 and have remained at that 
level or lower since that point. 
The problem was not immediately resolved but the underlying conflict was laid 
out and resolved to everyone's satisfaction 
 
Understanding and intervening at the roots of violence, whether those are in the 

form of reenactments or collective disturbance is not the whole story.  We must also use 
these safety breeches and incidents of violence as learning opportunities.  Rather than 
becoming punitive with children or staff when they make poor choices, we have begun to 
use these incidents as learning and teaching tools.  We try to “go to school” on every 
incident.  One way we have done this is to create a Red Flag Review, a team meeting to 
understand and reformulate a plan, any time there is an incident of violence on campus.  
We have also created mandatory reviews every time a restraint is performed.  The staff 
person must meet with his or her supervisor to discuss alternative or proactive responses 
for the future, and the team and the child meet to debrief the incident and revise the safety 
plan. 

 
 

Summary 
 

We know trauma has devastating effects on its young victims.  We have also 
come to accept that working with trauma survivors can have an adverse impact on 
caregivers and treatment professionals.  There is still little attention, however, paid to the 
impact trauma and stress have on the organizations that care for injured children. 
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We believe organizations like RTCs are very vulnerable because of the stress 
associated with caring for injured children in the context of a hostile social and political 
climate.  Working with more and more troubled children with less and less resources can 
foster a sense of hopelessness and helplessness. 

Although the effects of trauma and stress are devastating, the good news is that 
people can get better; they can recover, and they can thrive.  We believe organizations 
too can get better, recover and thrive.  The Sanctuary Model has provided us with a 
model not just to help children recover but a model for organizational recovery.  We have 
reconnected with our mission and rediscovered what we value in this work, and we are 
feeling better and more successful every day. 
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ABSTRACT 
 

This paper describes an interdisciplinary discussion of a difficult child in residential care, 
as a case study for practicing creative thinking.  While methods for problem solving in 
residential treatment are primarily guided by theoretical supposition, this paper offers a 
rationale for approaching treatment as a widely open exercise in creativity rather than the 
limiting reliance upon conventional but unexamined premises.  Two applications are 
considered:  the way care workers think (our assumptions) and the way we talk (the 
power of words at creating outcomes).   
 



To visit the Andrus Children’s Center is to step onto a campus that is at once 
more than just a place, but a realm, where even nature itself seems to have conspired with 
the agency’s mission to be therapeutic. Nestled between the still wild forest reserves 
along the Hudson River valley of Hastings-on Hudson and Yonkers, New York, the 
experience of the Andrus Children’s Center begins with a sharp turn into the driveway at 
1156 North Broadway, but does not really end anywhere. Instead, it continues to unfold 
into a varied and rolling landscape of possibility and options.   

The driveway begins narrowly and is immediately met with two roads that meet 
to form a perfect circle just in front of the welcoming Administration building, which 
aptly, is a beautiful house.  The house, whose founders birthed and raised their own 
family there, stands fast in 75 years of “creating opportunities for the young.”  When you 
enter the campus – by foot or car, for the first time or repeatedly – you are always met 
with the sense of not knowing exactly which way to go or which way to look. This is a 
campus of options. The options unfold right before your eyes. The two roads on either 
side of the administrations building’s front lead back to one another amid a delectable 
kaleidoscope of trees, hills, fields, amid old and new stones.  Just when the eye catches 
what seems to be the end, something new pops out to lure and to expand an unexpected 
journey toward physical excellence, where cottages, peach trees, and a pond come to 
form this Forest of Arden along the Hudson River Valley.  Even before meeting one 
person, you cannot help but feel welcomed and safe.  And then you see it.  Just before 
you can come up with the right word to describe it, you see an adult or two – or maybe 
many children en route to or from a classroom or cottage – bouncing instead of walking, 
laughing instead of frowning, and looking directly at you.     

As a serene background to a profession that works in the business of 
psychological trauma, the pervasive and warm sense of welcome typical at the Andrus 
Children’s Center can be deceptively inviting:  beneath the infectious kindness of the 
community, however, people still hurt here.   

 
Difficult Behaviors in Residential Treatment 
 

Foundational to the work at Andrus, as with any residential treatment center for 
seriously emotionally disturbed children , is a recognition of the complex interplay 
between staff and client trauma and the effects that this has on judgment and performance 
overall.  Rothschild (1993) explains what is behind the common stages of getting stuck 
when working with traumatized client populations:  a complex system of transference and 
counter-transference.  

She writes, “The goal of working with transference is the main goal of much of 
psychotherapy…separating the past from the present so that the ghosts and imprints of 
the past no longer interfere with life in the present freeing the individual to develop new 
and more effective resources and tools to further his life.” (p. 1) Figuring things out, 
therefore, becomes tricky, requiring an extraordinary commitment from the entire 
therapeutic community to practice interdisciplinary collaboration with one another in 
order to create treatment breakthroughs for difficult clients.  At Andrus, in true form to 
the wider reality of the profession, we sometimes find ourselves as uncertain and helpless 
as the very children for whom we toil.  And just as active dialogue serves to unravel the 
complexities behind our work with our clients (Saari, 1991), it is also pivotal in getting 



care-workers to overcome difficult client behavior-patterns that so often beleaguer our 
attempts to treat them. 
 What to do in residential care when we find ourselves stuck in dealing with 
challenging behavior?  The first thing we do is to talk to one another.   

In late summer, 2004, the staff members of our oldest boys’ cottage had reached a 
disturbing impasse with 9 year old resident Nicky.1  For most of his 18 months at the 
agency, Nicky has exhibited challenging behavior. As a result, much of his day and 
evening routines occur under one-to-one staffing.  Still, many of the Milieu Therapists 
have complained to one another about the near impossibility of working with this child – 
he does not listen, is defiant, and can display aggression without apparent warning or 
provocation.  A growing sense of helplessness over working with Nicky intensified when 
he severely injured another resident’s eye after throwing a rock during a moment of 
upset.   

The workers’ response to this aggression comes from their commitment to the 
organizational and treatment model known as “Sanctuary” (Bloom 1997).  According to 
her theories rested in the Sanctuary model, Bloom (2000) views any community violence 
as a sign of collective disturbance.  She asserts, “…violence must be viewed as a 
symptom of a breakdown in the social order, not just a problem of the individual.  Every 
act of violence must be analyzed as a problem of and for the entire community, including 
the use of seclusion, restraint, or any other form of coercive control.” (p. 83)  

 
Talking Through Assumptions:  Key to Team Collaboration 
 

Therefore, in the spirit of collective responsibility an interdisciplinary group of 
Andrus workers called an ad hoc meeting to openly discuss ideas for working with such a 
difficult child as Nicky.  A general staff email invited any direct care worker and 
administrator who might be interested in attending.  As Training Director, I attended 
mostly out of curiosity to see how well people integrated the primary tenets of our basic 
behavior support curriculum, Therapeutic Crisis Intervention (TCI).  Also in attendance 
were our residential director, assistant residential director, admissions director, social 
worker, school teachers, school teacher’s assistants, recreation specialist, and 3 milieu 
therapists – all interested in positively shaping this young boy’s life.  I was impressed 
with the turnout, and confident that we would find a creative breakthrough somehow – 
for the boy, but also for ourselves.  First we reviewed the facts. 

On the day in question, Nicky, although staffed one-to-one, had joined about 6 
other boys for games in the recreation center.  When it was time to leave, Nicky did not 
want to go and was quite vocal about it.  Perhaps as an attempt to coerce the child into 
leaving, one Milieu Therapist jokingly made a pejorative comment to the child.  Picking 
up on that, the other boys teased Nicky.  In reaction, Nicky picked up a rock, hurling it 
toward a peer, whose eye it struck, causing the child to require emergency medical 
treatment that would begin a slow period toward recovery.      

The ad hoc group focused more on the overall effectiveness of treatment for 
Nicky than on the incident:  the connection between the provocative statement of the staff 
member and the child’s reactive aggression stood without dispute.  It seemed clear that 
                                                 
1 Child’s identifying information has been altered to protect confidentiality. 
 



the unfortunate injury might have easily been avoided. Yet, the teachers and childcare 
workers agreed that in general this boy was a child with whom it was extraordinarily 
difficult to work.  In general, he does not listen.  He can be impulsive and violent.  He 
refuses to stay in the classroom.  He taunts and provokes peers.  And he does not relate 
well to adults.  Perhaps residential is not the right place for him.   

“But please tell me what works for the boy,” I began.  “What does he like?  What 
interests him?  What turns him on?  Without being able to answer these, I believe we 
have not really even started to know if residential can be the right place for him.  We 
have to talk to the boy. When he is getting as stuck as he seems to be now, I think we 
must focus so much of our energy on talking…talk to him until we find what it is that 
really motivates this boy.”   

These questions opened a hearty debate about whether or not such an approach, 
which relies so heavily on building emotional rapport, could actually work with children 
whom we think to be genuinely anti-social.  What if Nicky were anti-social?  How should 
we talk, if at all, to an anti-social child? Had we as an agency really done all that we 
could to treat this child?  Would it continue to be impossible for this child to properly 
interact with other children in his classroom and cottage?  Would he have to remain 
staffed in seclusion from his peers? These questions burned upon my heart as a sense of 
helplessness seemed to emanate from our attempt to figure things out.  By the end of the 
meeting, we all agreed to stay committed to the child’s treatment even if uncertainty still 
hovered about our various ideas.     

At a certain point, I could not help but find it ironic that as we struggled to figure 
out how to connect with the boy or whether or not we could adequately reach past his 
difficult behaviors that he was nowhere near the discussion. As we spoke to one another 
as a treatment team, the subject himself was sitting with a childcare worker alone, away 
from the peers and classrooms that he so frequently upset.  As training director, I had not 
yet personally met this child myself and, therefore, after the meeting decided to pay him a 
visit.   

In a way I was nervous to see the child who might quite possibly be impossible to 
help.  But ultimately, I was guided by the belief that if this 9 year old boy could talk and 
listen, we could make a connection.  After all, much of the work that we do in all forms 
of psychotherapy and cognitive behavioral therapy amounts to a process of translating 
talk into treatment. (Forman, 1993) For a field that has mastered the art of talking, what 
then could be missing if not a most crucial component:  creativity?  

 
Creative Dialogue 
 
Adult:  Hello.  Nicky is your name, right?  
Child:  [nod] 
Adult:  May I introduce myself to you? 
Child:  [nod] 
Adult:  My name is Michael Thomas, what is your name? 
Child:  Nicky. 
Adult:  Nicky watch this.  I’m going to show you how to shake hands.  Here’s what you 
do.  When you’re meeting someone and you’re going to shake hands, you look him 



straight in the eyes; stand up straight, and with a firm and steady grip shake hands like 
this. [demonstrated]  
Child:  [smiles] 
Adult:  Now, let’s do the whole thing. I’ll introduce myself, you tell me your name, and 
we’ll both shake hands in a proper way.  And don’t forget to stand straight and look me 
directly in the eye now, Nicky. And speak nice and loudly when you tell me your name! 
Here we go:  Hello, my name is Michael Thomas. [extends hand] 
Child: Hi, my name is Nicky.  [shakes hands firmly] 
Adult:  Well done, Nicky!  You are very good at that.  Now you know how to properly 
and formally shake hands. I will expect you to remember to shake hands with me like this 
every time I see you, OK?  You know, my mama taught me how to shake hands like this 
when I was a boy and I’m so glad to have remembered it now that I’m a man.  
Child:  [nods and smiles] 
Adult:  Now, let me ask you – do you like being in this room?   
Child:  No. 
Adult:  Why not? What it is like for you? 
Child:  I’m bored. 
Adult:  I believe you and I can see why:  when I walked in you were just lying there on 
the couch.  You didn’t seem to be doing anything fun, having any conversations, reading 
anything!  You don’t have anything to read in here?   
Child:  No.  
Adult:  How old are you, Nicky? 
Child:  Nine.  
Adult:  Nine.  You know what?  Listen to me very well here, Nicky. The most important 
thing in the world for a nine year old boy is to read!  I know that you struggle with a lot 
of your problems, Nicky, and you don’t know what to do because you don’t have the 
ideas in your head to figure some of them out.  When you read, you will discover the 
great ideas that will help you figure out amazing solutions to your problems!  Reading 
puts ideas in all of our heads. With those ideas we can create new ideas of our own.   
Nicky, wouldn’t you like to have new ideas that you come up with all on your own!? 
Child:  [attentively] Yes.  
Adult:  Fantastic!  Reading will show you how!  Reading puts ideas in your head.  And 
with more ideas, you will have more choices.  These ideas and choices will build your 
own imagination. And you’ll be able to figure new things out for yourself. It’s amazing 
isn’t it!  This is why reading is the most important thing for a nine year old boy—it helps 
you to help yourself!   
Child:  But I don’t know how to read.  
Adult:  Ah, well then this is perfect!  We now know what one of your most important 
jobs should be.  Learning how to read should be your most important goal.  Are you 
learning to read in school?   
Child:  Yes, I’m trying to. 
Adult:  Ah, you see – this is fantastic!  One of the first ways that we all get our minds 
ready for reading is to be read to – and a lot!  Let me suggest this to you:  every time you 
get a chance, ask your staff members to read to you.  By you listening a lot, this will get 
your mind ready and it will give you new ideas to for your own imagination.  Have you 
thought about what kind of adult you’d like to grow up to be? 



Child:  No. 
Adult:    Reading opens up a whole new world for you that will make life, fun, powerful 
and give you options. Maybe one day you will write a book that lots of people read.  Or 
you might stand up confidently before a crowd of people giving speeches.  You will be 
great at this, I can see you standing there now talking to the people and then afterwards, 
you’d look them straight in the eye and shake their hands firmly!  Can you see yourself 
doing these things one day? 
Child: [laughing] Yes. 
Adult:  Now, tell me back in your own words what you just learned from me right now, 
because I can see that you are thinking about this.  
Child:  That I should learn how to read because it makes you smart and I should ask staff 
to read to me.   
Adult:  Excellent!  Well done!  See, you really are a smart boy!  No wonder you were 
bored just sitting in this room with nothing to do. You need to be active with a mind like 
what you’ve got!  Would you like to read NOW? 
Child:  Yes! 
Adult:  Let’s sit down. [Begins reading a story from Highlights magazine] 
 
Shifting Assumptions  
 

In working with difficult children, it is easy for childcare workers to become 
involved in enactments with children that actually replicate the negative experiences the 
child has already had with adults. In this example, however, we see a connection with a 
child that broke through the barrier of the presumed assumptions about him.  This is the 
practice of creativity in childcare:  playing against the assumption.  Once such a 
reenactment is in play and the adult assumes the child is antisocial, the adult will not talk 
to the child as if building a rapport will make a difference and as a consequence the 
interaction between child and adult becomes predictable, rigid, and repetitive.  In this 
example, I had an advantage because I was a fresh face. I only knew what I had heard 
about the child but I remained free to improvise my response to him. When I shifted my 
stance in relation to the child and decided to assume that it is precisely the child’s craving 
for meaningful social connection and significance that his ostensibly anti-social behavior 
portends, it allowed the child the freedom of improvising a response very different from 
his usual response to adults. (Bloom, 1997) I introduced myself to the child as a normal 
person would. I taught the child a skill – shaking hands – that is expressly required for 
social functioning and enhancement.  I praised him profusely.  I challenged him to do it 
properly. I spoke with enthusiasm and passion so as to reinforce the kind of inspiration 
required of the creative process.  To be creative in any situation related to childcare, we 
must locate our underlying assumptions and then shift them into a new practice or 
attempt – we must improvise, on the spot. We must be less predictable.   

We might ask how it is that we normally talk to children.   Or, what are the 
cemented presumptions that children have of us and that we have of them?  What would 
happen if we dropped them for a new approach?  Do we talk down to children and why?  
What we find in shifting our assumptions for the sake of a creative edge is that we take 
the children out of their ordinary frame of attentiveness, one that is typically fragmented 
by their fundamentally bleak view of themselves and the world. (Freeman, 1997)  



Creativity 
 

Perhaps creativity is the kind of word that is too frequently associated with the – 
well – creative.  We automatically think of certain art forms such as theatre, dance, or 
painting.   The term actually refers to the state of producing, organizing, and inspiring.  
(Webster, 1996) As with any term, however, it is the context from which meaning occurs.   

With regard to mental health, creativity is a concept through which theoretical 
assumptions are examined, questioned, and then shifted.  Bloom (1997) likens the intra-
psychic process of healing to the creative process found in artists.  In the end, therefore, 
we see that whatever progress humans make in the area of psychological treatment will 
spring from the same fount of thought, imagination, and rehearsal from which great art is 
formed.  When we learn to identify and deconstruct our underlying beliefs, the process 
itself inspires new applications of theories that would otherwise elude us.  In short, the 
craft of mental health should do very well to “think outside the box” – after first and 
thoroughly identifying the box.  (Freeman, 1997)  

In this case of the above dialogue the so-called box is comprised of underlying 
theoretical assumptions with a potentially correlating creative shift.  Whereas the thrust 
of the theory boxes us in, a creative conjecture opens up options and possibility, even if 
fluid or without precise form.   As importantly, however, we must understand the above 
adult-child dialogue not just in terms of content but in terms of delivery.  The creative 
spirit in human relations demands the kind of enthusiasm, even theatrics, which is 
infectious.  When a child sees that what we speak of as adults is the same as what we 
really believe and what we really feel, they cannot help but long for it the same way 
human souls everywhere and through the ages have longed for the beauty expressed 
creatively through sculpture, painting, text, and song.  In childcare, behold, the childcare 
worker is the primary creative conduit, through which healing is awakened (Holden, 
2001).  Notice that part of what made the interaction creative is that I focused the 
conversation on a particular topic that was unusual or unexpected by the boy:  a 
discussion and lesson on shaking hands; a testimony on the wonders of reading; a 
framing of his problems in terms of ideas and reading.  That an adult staff member could 
enthusiastically take on a topical discussion that grows from his own imagination and 
applies specifically to the child’s interest fits structurally to how art functions socially:  
the artists fashions a sense of life, a temperament, or a message in the form of expression 
which speaks to the heart by way of particulars.  The particulars in this case are almost 
irrelevant or secondary when considering that the end message is the fundamental 
message of all of our treatment – the advocacy of hope and possibility.  Finding new and 
engaging ways to do so is the preoccupation of both the artists and the childcare worker.  
Take a look at the comparison below to consider how the choice of assumption directs 
the outcome of the adult-child interaction: 
 
 
 
 
 
 
 



ASSUMPTIONS CREATIVE SHIFT 
-- that this boy is difficult --  that he awakens creativity 
--  that this boy is anti-social -- that he is pro-social 
-- that he is aggressive and dangerous --  that he is uses aggression to try to stay 

safe with people he considered to be 
threatening  

- that because he is antisocial there is 
nothing that can be done 

- that he is full of potential 

--  that he can’t learn --  that he is bored 
--  that he does not listen to adults --  that he’d loved to be spoken to with 

passion 
--  that he is hopeless --  that he only lacks a compelling proposal 
-- he can’t read because he can’t read -- adults can read to him 
-- reading is a drag for a boy like him -- reading can be framed as the key to the 

future 
-- he does not relate well to others -- trust and connection must be built 
 
How Belief and Language Create Reality 
 

After hearing the details about this interaction with Nicky, one of the boy’s 
regular milieu therapists said that the encounter changed his assumptions about the boy 
and opened up an entirely new therapeutic relationship between them, one that 4 months 
later continues to yield advancements in the boy’s treatment and development.  This is 
what the milieu therapist said about working with Nicky during the four months 
following the initial ad hoc meeting about him:  

 “I was struck by the question that asked if we knew what Nicky was passionate 
about.  It surprised me that I could not answer it, that I really believed that he was not 
passionate about anything at all.  Even after I explored it I was not able to find anything.  
But then I noticed that a lot of that is a result of the way he is treated – almost like a little 
pet that follows adults around but who can’t really do anything for himself.  I started to 
wonder if the boy was just bored.  I started to look at things from Nicky‘s point of 
view…I found that maybe he just wanted attention or wanted to connect with people. I 
developed a greater understanding of him versus just seeing him as a problem.  Even 
though I had heard that Nicky did not ever want to read, I discovered that he does in fact 
want to read. He actually asks me to read to him and to teach him to read.  I think people 
misunderstood his frustration over struggling to read as an indication that he did not want 
to read. This is not true.  When I read to him at night, he is attentive and enjoys it.  It’s 
difficult for me to describe how Nicky has progressed over the past few months because 
my opinion is based on the fact that my own view of him has changed. Now that my view 
has changed of him, I do not see him as the terror that I once assumed he was.  He is 9 
years old; his personality is not completely developed yet.  I see now that I can help to 
shape that rather than to assume that he is already in a fixed state.”    

This milieu therapist’s unexpected discovery at how his negative beliefs about the 
child -- in effect – created the logical outcome is a profound, but perhaps too frequently 
overlooked axiom in human life, an oversight which comes at a heavy cost to the 
aspirations of the mental health field at large. Solas (1995) speaks about the revolutionary 



breakthroughs in 20th Century linguistic theory by examining the great works of 
philosophical poststructuralists and then applying the ideas to clinical social work.  He 
writes, “At the heart of dialogical practice lies ordinary language. However, language 
does not simply provide a means of communication. It actually constructs and re-presents 
reality…it is the world of words that creates the world of things…language is always a 
matter of force, to speak is to exercise a will for power…” (151)   

 
Conclusion 

Working with seriously emotionally disturbed children in therapeutic 
communities is an exercise of humanity, where each encounter with crisis provides a 
chance to either follow old patterns of struggle or to create anew.   With the aid of well-
established theories, we give ourselves the magnificent light of academic beliefs and 
assumptions, as we make our way through the darkness of trauma, grief, and disturbance.  
But without the ability to question these assumptions while trying out new ones, we 
grope in vain, resisting the very creative process that got us to any of countless theoretical 
paradigms in the first place.  At last, all old assumptions were once new, sprung from the 
courageous genius of the human imagination.  Even in the field of mental health, we 
continue to advance our way by two means.  We talk. We create.  

In the difficult case of Nicky at the Andrus Children’s center in Yonkers, New 
York, the community allowed itself to be tested.  By talking through the problems and the 
layers beneath it, we found our own feelings of helplessness matching the helplessness of 
the children under our care.  We found theories that easily supported our helplessness, 
perhaps even suggesting that our therapeutic system could not work any longer for Nicky.  
What if the boy is truly anti-social?  How far can a therapeutic residential treatment 
center extend itself to the disturbing isolation, detachment, and violence of an ostensibly 
incorrigible boy with the deeply imbedded scars of intense trauma?  Perhaps nothing 
could actually be done, unless of course we continue to talk – creatively. This creative 
talk opened up varied conversations across campus that paved the way for progress for 
both children and staff members.   

The ultimate symbol of human ideas of course is words.  They are both metaphor 
and literal representations of ideas, possibilities, and imagination.  Thus, at every turn we 
find our actions well rooted in talk.  We find ourselves automatically searching for words 
as a way to pinpoint the next innovation, the next breakthrough of empowerment. 
(Rassumen, 1995)  Talking is so integral to the processes of mental health.  It is the great 
medium of our cognitive approaches.  We speak our ideas to make connections, so that 
our clients can have options for their lives.  We operate from the premise that we can 
design or discover healthy alternatives to old ways of being stuck psychologically.  

And so the stories of hope and struggle at the Andrus Children’s Center continue 
to flow just like the river nearby it:  in both directions north and south.   For the sake of 
healing the children in our care, we press toward that sense of imminent change foretold 
by the natural environment of the campus.  From the vibrancies of Fall all the way 
through the fiery light of Summer, we shall in effect recreate William Shakespeare’s 
transformative forest where possibilities abound as, “…tongues in trees, sermons in 
stone, and good in everything” (Evans, 1974) (Act II .Scene i.Lines 1-17.)  
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Abstract 
 

This article explores some of the challenges of training childcare staff of a 
residential treatment setting in the Sanctuary Model when issues of racism 
and classism arise. We refer to these as “elephants in the room” – 
significant obstructions to delivering service that were being denied and 
ignored and that did not therefore play a significant role in organizing 
interventions.  We explore the ways in which we used the Sanctuary 
principles to make it possible to engage in meaningful staff discussion 
about these difficult topics.  
 

 
Creating Sanctuary® refers to the shared experience of creating and maintaining 

safety within any social environment (Bloom 1997; Bloom and Reichert 1998).  The 
writers were both involved in implementing the Sanctuary Model in a large residential 
facility for children and adolescents operated by the Jewish Board of Family and 
Children’s Services of New York.  In New York State, Residential Treatment refers to a 
system that provides care for children referred by the juvenile justice, child welfare, 
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and/or mental health care systems.  Children usually enter residential treatment after a 
series of unsuccessful placements in lower levels of care, such as foster and group homes.  
Some children enter residential treatment from inpatient psychiatric units, after which 
they require a continuous high level of supervision, support and treatment. 

Providers of residential services for children routinely focus on issues of safety 
within the treatment environment. But notions of safety usually revolve around the 
physical safety of the children who are entrusted to care in residential treatment. Safety 
for the staff and safety in the context of creating safe community are rarely considered as 
an important part of the treatment environment (Abramovitz and Bloom 2003). When we 
began training childcare staff in the Sanctuary Model, the notion that safety for the 
children could be achieved without paying attention to building a safe community for 
everyone was one of several “elephants in the room” – significant obstructions to 
delivering service that were being denied and ignored and that did not therefore play a 
significant role in organizing interventions.  The lack of safe community was greatly 
exacerbated by the past history of exposure to violence to which the children in the 
treatment setting had been exposed. From previous studies on the treatment population it 
was recognized that a large per cent age of youth in the residential treatment facility had 
behavioral and psychiatric symptoms related to their exposure to violence, trauma and 
adversity (Guterman and Cameron 1999).  The demographics of the children who had 
been placed in this facility are remarkable for the overwhelming proportion of children of 
color and their previous history of out-of-home placements and psychiatric 
hospitalizations (Rivard, Bloom et al. 2003; Rivard 2004) . 

Children in residential treatment are often referred by the juvenile justice system.  
Children of color disproportionately receive harsher consequences for similar crimes by 
juvenile court judges (Snyder & Sickmund, 1999).  The National Mental Health 
Association reports that although African-American youth are only fifteen percent of the 
United States population, they are thirty-two percent of delinquency referrals to juvenile 
court, forty-six percent of juveniles committed to secure institutions, and fifty-two 
percent of juveniles transferred to adult criminal court.  Youth of color who become 
involved in the juvenile justice system are often in need of intensive mental health 
services, although they are less likely to receive such support as a result of their 
delinquent status.  Youth of color are also more likely to receive out-of-home placement 
over probation than their White peers (Snyder & Sickmund, 1999).  One such form of 
out-of-home placement is residential treatment.   

Residential treatment of children is under constant stress from under funding, 
quotas, and strained relationships between staff and administration and staff and youth.  
At their best, residential treatment programs provide a therapeutic milieu for a large 
number of traumatized children. At their worst, children simply reenact what has 
happened to them in their home environments, a situation that results in “trapping them in 
a seemingly endless feedback loop of destructive repetition that is conveyed from one 
generation to another via disruptions in attachment relationships” (Bloom and Reichert 
1998) p. 168). Organizational systems can become “trauma organized”, shaped by the 
children’s reenactment of their traumatic experiences more frequently than the treatment 
setting is able to reshape the children along more constructive lines.  Too many critical 
incidents and “traumatic enactments” push staff into adapting to adversity by avoiding 
meaningful engagement with the children or by becoming punitive with them. In this 
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kind of an environment, pressures are exerted on leaders to just DO something and line 
staff become increasingly passive followers.  As this happens, the benefits of team 
treatment and the power of diversity are lost. Organizational dynamics may inadvertently 
recreate the differences in power and the routine abuses of power that are so typical of the 
racist environments that many of these children have already experience. “The Sanctuary 
Model® represents a trauma-informed method for creating or changing an organizational 
culture in order to more effectively provide a cohesive, more democratic context within 
which healing from psychological and social traumatic experience can be addressed. . 
Participatory democratic processes, characterized by diversity along every dimension, are 
essential to culture change and to facing painful realities that organizations would sooner 
deny – the “elephants in the room”.  

The elephants of racism, classicism, and white privilege surfaced early on in a 
senior management retreat that was held to introduce the Sanctuary Model®. The 
management retreat was mainly White male leaders with a minority of women and 
people of color.  The trainers were White. The beginning phase of creating Sanctuary 
involves an expanded discussion of shared values and their implications for change.  We 
organize our trainings around the importance of shared values.  These values derive from 
the standards of therapeutic community as practiced in the original in-patient Sanctuary 
units (Bloom 1994; Bloom 1997; Bills and Bloom 1998; Courtois and Bloom 2000; 
Bloom, Bennington-Davis et al. 2003). Key values include: a communal atmosphere, 
group meetings, a belief in the therapeutic role of everyone, participatory democracy, 
shared authority and responsibility (Bloom 1997; Kennard 1998; Campling and Haigh 
1999).   

We began by presenting some shared assumptions. The first stated assumption 
was that a commitment to nonviolence is critical and includes a willingness to maintain 
four levels of safety: physical, psychological, social, and moral. At this, the group smiled 
and nodded. The second shared assumption focused on the necessity of flattening the 
hierarchy of authority and control so that more participation and inclusion could be 
promoted. Because in this center, leaders tend to be White and childcare workers, people 
of color, flattening a hierarchy directly and indirectly has enormous implications for 
systemic racial divides and prejudices. We emphasized that although it is important for 
leaders to give orders and staff to follow orders in an emergency it is important that the 
program shift back to a nonhierarchical, network model of power and control after the 
emergency is past.  At this point the group began to look uneasy and the leaders were not 
smiling. The third assumption was that children in residential treatment are not sick or 
bad but hurt and injured.  At this the group mumbled and it seemed not everyone could 
buy this assumption.  One particular Haitian-American staff person had an unmistakable 
frown on his face. The trainer nervously mentioned that the implication of a flattened 
hierarchy was that open and honest discussion is welcomed.  The gentleman declined an 
invitation to respond but indicated that he would test the waters of openness as the day 
progressed.   

After lunch, the trainer again invited the group to express any annoyances or 
disagreements they might have with the shared assumption lists.  The gentleman with the 
frown spoke up saying that he liked to represent different perspectives and was now 
willing to speak his mind.  We knew we had done the right thing in putting this 
presentation on an authentic footing but my internal radar was unprepared to respond to 
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his comment.  “This project sounds like several white people telling a whole lot of black 
people how to care for a whole lot of black children.” This courageous gentleman was 
addressing at least three elephants in the room - classism, racism and White privilege.  
Open communication had been minimal in the morning but as the afternoon progressed 
the communication became increasingly open.  This gentleman became my colleague and 
became one of the most powerful trainers of the Sanctuary Model. 

The violence of racism has been traumatizing to large groups of people and is 
often not addressed in institutional settings, even when racial divisions are clear and 
present. Because the racism is embedded in the system and not necessarily overtly 
expressed in any way, the presence of racism and other forms of discrimination are 
frequently denied, avoided, and ignored. But just as abused, neglected children have 
experienced a violation of a basic sense of justice, the impact of racial injustice must be 
addressed institutionally.  “The chronic, institutional stresses of poverty and racism are 
examples of social forces that can be termed traumatogenic in that they breed 
interpersonal traumatic acts (Bloom and Reichert 1998) p. 37.   

From that day on, we have continued to address racism and disempowerment in 
our institution.  An example is that most of our clinical directors and supervisors are 
White and the vast majority of milieu workers who are with the children twenty-four 
hours and seven days a week are people of color (African American, African Caribbean, 
Dominican, Haitian and Puerto Rican).  Prior to the introduction of Sanctuary and  the 
subsequent flattening of hierarchy, the seating patterns in a treatment conference 
generally reflected race and class divisions with White, Middle Class staff seated at one 
end of the table and people of “other races “ and classes seated at the other end of the 
table.  The White, Middle Class staff often participated actively and the people of “other 
races” were more passive and appeared tired and disenfranchised. Currently, we assess 
the success of a Sanctuary Treatment Conference by the amount of shared participation 
by all staff.  The basis of social relationship is reciprocity and the basis of an effective 
therapeutic milieu is that everyone has an equal role.  

There is an undeniable parallel between the lack of basic justice that abused and 
neglected children experience and the experience of racism and classism experienced by 
the children and many of that staff that is another form of basic injustice. These injustices 
have become institutionalized.  At a recent Ground Rounds trauma case presentation, all 
staff were presenters not just the “privileged” staff with letters after their name. As a 
result of recruitment and retention of racially diverse staff, this presentation was racially 
diverse.  Racial and class issues now have a better opportunity to be addressed.   “If the 
milieu of the program is one of openness and sensitivity to differences, racially diverse 
students and faculty can create a healthy tension in the program that enhances racial 
awareness and sensitivity”  (P. 29).  

In a Sanctuary program all discipline are trained together on the tenets of the 
model.  The purpose of holding joint trainings is to allow for multiple perspectives.  The 
variety of professionals in the training are able to learn from one another.  In the first 
example, the milieu counselor’s opinion was heard by other employees, such as social 
workers and a psychiatrist.  Perhaps these latter individuals were not aware of the racial 
implications that the milieu counselor raised.  This is the beginning state of creating an 
environment which honors open and honest communication.   
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 Leaders are included in the Sanctuary training.  This is a direct enactment of the 
leveling of hierarchy assumption.  As a result of training all levels and disciplines 
together, employees are aware from the beginning stages of implementation that leveling 
of hierarchy is an essential part of the Sanctuary model.   
 In a Sanctuary unit, staff and residents gather twice daily for community 
meetings.  During these meetings there is time for discussing any community issues that 
staff or residents might want to raise.  This opportunity creates a fair, democratic and 
equal opportunity system because the residents are active agents in the treatment for 
themselves and their peers.  Community meetings also give residents the opportunity to 
formally express disapproval or praise about aspects of the program.  Two basic 
examples are children voting on what kind of snack to have after school, and what time 
of day they are allowed “free time.”  These decisions are not made solely by the adults in 
charge; the children are given a voice and are empowered by this aspect of the leveling of 
hierarchy.   
 In Sanctuary units, all staff have knowledge about the residents’ history, including 
any incidents of trauma exposure.  This is to the benefit of the residents.  For example, 
when a child is reenacting her trauma on the unit, unless the milieu counselor knows the 
history, she may not respond in the most appropriate and effective manner.  Additionally, 
the milieu counselors are able to share how the trauma history is impacting the current 
behavior of the child.  Ultimately, when everyone on the Team knows the history, they 
can work together more collaboratively to provide the best possible treatment.   
 In residential treatment, children spend the majority of their time outside of 
school with milieu counselors.  Sanctuary honors all members of the team as therapeutic 
change agents.  Treatment does not just happen in the social worker’s office, but in the 
cottage with all members of the community.  Each child has a safety plan, which is an 
individualized list of self-chosen options to use when feeling upset or overwhelmed.  The 
child receives assistance writing this plan with her social worker and primary milieu 
counselor, and is encouraged to call upon all safe adults in the Sanctuary environment for 
support.  Children benefit when they can access safe and supportive people in their 
community.  The leveling of hierarchy honors this process.   

To not recognize and treat work stress is to ignore our core belief of providing 
emotional and social safety for residents and staff.  These are collective problems that 
reflect another Sanctuary value that collective disturbances require collective 
responsibility.  If there is an “incident” in one of our units, it is our practice to call the 
whole community together to address what we could have done and will do in the future 
to prevent collective disturbances of disrespect, physical aggression, personal property 
respect and sexual boundary issues.   

Another outcome is training in supervision of staff that is strength based which 
validates the challenges and stressors of staff in balance with what should be.  Just as 
therapy is about healing and connection, supervision must also be about validation and 
support in balance with what needs improvement.  Maintaining our human connections is 
essential to lessening oppression.   

Overall, we are committed to talking about the oppression of the “isms”.  Martin 
Luther King Jr. reminds us that we are all entangled in a web of mutuality.  We are 
committed to finding every opportunity to name racism, classicism, sexism, homophobia, 
and other forms of oppression without blaming but through exploring all of our identities.  
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“The degree to which therapists (all child care givers) understand themselves racially 
provides the foundation for taking the next difficult step of confronting the ways in which 
they may collude with a pro-racist ideology  (p. 126).  Pro-racist ideology is synonymous 
with White privilege and is defined as the “generalized belief that espouses and supports 
the  superiority of Whites  (P. 119).  The more we are able to expose ourselves to how 
pro-racist ideology works, the more able we are to become racially sensitive. In 
supervising or advising residents, we often ask, “If you feel I am being racist, I hope you 
will let me know”. Only by challenging ourselves can we begin to challenge others.  In a 
recent Psychotherapy Networker article,  Dee Watts-Jones writes of the importance of 
addressing racist language in whatever form it appears : “This means continually being 
open to seeing the ways in which oppression hides in me and others, and to invite others 
to see as well, and to act”  (p. 28)  

In a Family Networker article, Kenneth V. Hardy has written an article about his 
own painful experience of  “DWB (Driving While Black)” when he was brutalized by 
police officers. This ordeal challenged him to go beyond working with the problems of 
individuals and to take on the collective disturbances of larger social problems. “I don’t 
believe that relationships can thrive when pressed against a backdrop of oppression or 
voicelessness.  Everything is connected: social prejudice and fractured relationships; 
psychology and ecology; domination and subjugation  (p. 53).  

It was impossible to talk about creating Sanctuary without addressing the isms of 
racism and classism.  Strained relationships needed to be addressed by open and honest 
discussions of how power is differentiated. The risk taken by our colleague was the 
beginning of a democratic forum reflected in Martin Luther King Junior’s statement that  
“There comes a time when silence is betrayal.” 
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