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Foreword
PETER FONAGY, PH.D., F.B.A.

MENTAL health interventions for children increasingly are being inte-
grated into their daily lives (Durlak et al. 2011; Kavanagh et al. 2009). The
model of mental health care delivery based uniquely around the consulting
room has come to be outmoded. As clinicians have come to recognize that the
child’s environment impacts so powerfully on the uptake, and ultimately the
value, of clinical consultation, it makes sense for interventions to take place
closer to where these environmental influences are most intensely felt—in the
child’s family and also his or her school. Children are simply more affected by
what happens around them than are adults, which is not surprising, given the
biological task of childhood preparation for a lifetime of adaptation. The two
quintessentially formative environmental influences, home and school, have
increasingly become the preferred contexts for effective intervention. Multisys-
temic therapy, for example, has been able to address behavioral challenges that
eluded clinic-based interventions by moving into the family home.

As an essential communitywide resource for children and young people,
schools have enormous potential to optimize the extent to which mental health in-
terventions are socially inclusive and do not perpetuate inequalities in health care
accessibility, which we know to be toxic for the well-being of society as a whole
(Marmot 2010). School-based interventions for emotional disorders have success-
fully reached groups of children who might normally elude clinical attention.
Young people are as much as 10 times more likely to access a school-based mental
health service than a non-school-based one (Catron et al. 1998; Kaplan et al.
1998). In one study, almost 75% of students indicated that their preference would
be to see a mental health worker in a school context rather than outside of school
(Quinn and Chan 2009). The reason for this may be obvious: first, there is ease of
access; second, there is familiarity; and finally, there is an economic argument,
perhaps more important for policy makers, that a school location may make men-
tal health services less expensive (American Academy of Pediatrics 2004).
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In recent years, we have witnessed dramatic developments in the creation and
delivery of a wide range of school-based mental health interventions (Durlak et
al. 2011). Many of these have been oriented toward schoolwide, universal-level
programs, which have been shown to generate a very wide range of social, emo-
tional, cognitive, and academic improvements. It seems that these universal in-
terventions are less valuable in preventing or treating serious forms of psycholog-
ical distress—as shown, for example, by the limited effectiveness of depression
prevention programs at the schoolwide level (Stice et al. 2009). There is good ev-
idence, however, that programs targeted toward individuals at high risk of or
showing symptoms of mental distress can be effectively treated in the school con-
text (Baskin et al. 2010). The key requirement appears to be the presence of a con-
ceptual framework that guides the work of the mental health professional.

There is an evident gap in the literature for models for mental health pro-
fessionals to adopt when working within schools. Understandably, mental
health professionals have a bias and follow the path of least resistance. We use
the clinical models finally honed in the clinic or the consulting room in another
room, albeit one perhaps more sparsely furnished, but one which, in our minds,
serves as a replacement consulting room and provides a “secure base.” We tend
to import our training, practice, techniques, and habits from our natural habi-
tat—be that a hospital, a community mental health center, or a private consult-
ing room—to the school environment, and with these also our thinking. But do
the clinical models derived from the consulting room work in the context of
these alternative environments? Do we have the model to address generic child-
hood problems in these alternative contexts?

Systemic therapies have arguably evolved highly efficacious strategies along-
side a comprehensive theoretical framework for addressing childhood mental
disorder in the context of a child’s family life. These technical modifications
came with a new psychology of families that has been a source of inspiration to
clinicians throughout the world (e.g., Minuchin 1974; Selvini Palazzoli et al.
1978, 1980). Do we have a similar psychology of schools that enables us to look
at behavioral problems generated in, and to some degree by, the school environ-
ment in the educational context? We do now.

This book is about empowering mental health professionals to work confi-
dently in educational settings, to advise in relation to educational structure,
knowing how and where systemwide intervention might generate an ameliora-
tion of behavioral problems. It also offers what is effectively a psychology of
schools, an opportunity to step into the virtual mind of social systems that we
normally entrust with the education of our young ones. Constructing a psy-
chology of schools is an ambitious agenda. The authors identify a specific target
and go a considerable way toward achieving their declared goal of providing a
model for tackling violent behavior in the school context. They have taken a
necessarily broad and dynamic approach to the problem. They see schools as
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representative of the communities in which they exist, but also as organizations
that make a major contribution to the character of the communities housing
them.

Bullying and violence in schools is a problem not just of the individual, but
also of the social context in which the person must exist in collaboration and in
dependent relationships with others. School bullying is a characteristic of the
social system, not of the bully and the victim. It is the social tensions from which
violence emerges and that violence can then create in a school which this book
aims to provide a successful model addressing. At the heart of the book is the
notion of relationships and their significance in generating social problems. We
all know the individual factors that increase the risk of violent behavior; pov-
erty, low maternal education, and single parenting are sociodemographic risk
factors that are mostly strongly correlated with parental behavioral factors, such
as less sensitive and involved parenting, withdrawal, inconsistency, and absence
of positive interactions. This book does not engage with these risk factors, but
rather with those that enable individuals with such backgrounds to become a
problem. The book, perhaps for the first time, gives a robust and informative
guiding framework for mental health professionals to work as agents of effective
change in schools and colleges. The learning in these contexts can be extended
to other environments. We are indebted to these authors for offering a creative,
original, yet highly practical vision for working effectively in schools. They also
help to provide a conceptual bridge, which most of us have been missing, to take
full advantage of the opportunities that school environments offer for reducing
the distress and enhancing the psychological well-being of the children under
our stewardship.
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Preface and Introduction
STUART W. TWEMLOW, M.D.

FRANK C. SACCO, PH.D.

ALL mental health professionals have unique skill sets: for psychologists, it
is psychological testing; for psychiatrists, knowledge of the body and physical
methods of treatment; for social workers, marshaling of community resources;
for nurses and physician assistants, practicing independently and extending
physicians’ skills; and the list goes on. The shared connections between these
mental health professionals need to be developed and understood—rather than
assumed—in order to render the most effective health care possible and reduce
the burgeoning problem of school violence.

There are currently few guidelines and precious little data to support how to
accomplish our goals across a variety of types of schools. Amid today’s social
chaos, inadequate attention is paid to the crucial role of mental health profes-
sionals in shaping and managing community involvement when problem solv-
ing in schools. Mental health professionals can be vital in preventing illness by
promoting various wellness programs in schools (as we describe in Chapter 11,
“Effortless Wellness and Other Afterthoughts”). Furthermore, our experiences
in schools throughout the United States, from the poorest schools to the wealth-
iest ones, have taught us that most schools have highly competent teachers who
have taken it upon themselves to acquire the necessary psychological education,
develop their own nonpunitive disciplinary techniques, and become knowl-
edgeable about things that they know are necessary, beside the teaching of aca-
demics. Dedicated teachers are like all dedicated professionals in this regard:
they are working for the good of the cause, not for a hefty paycheck.

What use will this book be to the busy mental health professional? It is full of
hands-on practical knowledge, with clear “how to” approaches. It encourages
the clinician to brainstorm and invent new strategies and approaches when tra-
ditional ones do not work, and the references are practical.
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Chapter 1 describes the myriad factors that make school violence such a
complex problem and discusses the tendency of clinicians to oversimplify the
problem. We focus especially on how the roles of various individuals are often
defined in the social system, creating a parallel between these roles and those
played by the actors in a play, so to speak.

Chapter 2 hones in on one of the most important factors in creating a healthy
academic environment: the connection between the family, the school, and the
community. It is true that these entities operate separately; however, in our opin-
ion, school violence can be effectively addressed only if the connection between
the family, the school, and the community is so intimate that one cannot operate
without the other. The mental health professional reading this book needs to see
this connection and be involved with every element of it, beginning with knowl-
edge and leadership and moving forward.

Chapters 3 and 4 directly address ways in which mental health professionals
can work with service agencies that intervene in cases involving violent chil-
dren. Although psychoanalytically trained professionals have a long history of
development of group skills, especially small groups such as those led by Wilfred
Bion, Fritz Redl, and Fred Pine, the management of large groups (more than 10
or 12 people) is very different, as Vamik Volkan has noted. We also include ex-
planations of the mental health profiles and attitudes mental health profession-
als are likely to encounter when working within complex social bureaucracies,
such as large schools. Chapter 4 presents case studies in a staging paradigm, to
help clarify this complex situation.

Chapter 5 deals with bullying as a process, not a problem simply stemming
from one person. In looking at the bullying process as a social rather than an in-
dividual problem, the scope of the mental health professional’s intervention be-
comes more complicated, but also more effective. Our studies have proved that at-
tempts to intervene with school bullying that focus on bullies and victims as
disturbed children in need of either treatment or punishment (or both) lead to
very poor general results. The Centers for Disease Control and Prevention (2007)
considers that climate approaches are more important now than ever in approach-
ing school violence. We have found that the bullying process is largely controlled
by the bystanding audience, composed of all the other individuals in the school. In
fact, we have gone as far as to say that the bully will only do what the bystander al-
lows. In other words, bullying is a social phenomenon and a process within the
school, not solely the independent actions of a disturbed individual. The overall
health and welfare of children is much benefited by a more global climate ap-
proach, which in turn seems to improve academic standards. In our work, we have
found that a major increase in academic performance occurs in young people who
have internalized this idea of bullying as a process.

Chapter 6 deals with the fact that children must feel safe in order to learn.
Many children with differences due to sexual orientation or physical and emo-
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tional difficulties do not feel safe in school, and thus there are significant prob-
lems for such students to learn. We believe that it is the responsibility of mental
health professionals and school personnel to work together to create a secure
environment in which students feel safe and are able to focus their attention on
learning.

Chapter 7 is aimed at helping the mental health professional recognize and
assess vulnerable children who need special attention because of mental illness
and/or learning disabilities.

Chapters 8, 9, and 10 describe, respectively, therapeutic mentoring as a way
of activating community resources, federal and state programs central to the
medical leadership process, and the specialized but highly media-attractive
threat assessment of homicidal children.

The final chapter in this book highlights the notion of wellness, summariz-
ing how children can be kept well, preferably effortlessly. They will want to come
to school, since they realize that school is an essential part of their intellectual,
social, and emotional learning process. We focus not just on physical health,
which is the focus of many wellness programs, but also on helping children
adopt certain mental attitudes, like mentalization and altruism, that will enable
them to cope with the complexities of life they will one day face. This extension
of the idea of wellness to the mental realm provides a clear and essential role for
the mental health professional.

While the scope of this overview might seem daunting to the busy practi-
tioner, we have found that these principles, once grasped, can be gainfully in-
corporated into therapeutic practice, enhancing an effective and deeply reward-
ing clinical life.

Please read on!

Reference
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1

School Violence

Range and Complexity 
of the Problem

The School Culture

School violence prevention programs have become a distinct form of behav-
ioral health intervention performed by many levels of mental health profession-
als (MHPs) in the field. In recent years, increasing numbers of MHPs have been
tapped to fill various roles within the community in the interest of intervening
closest to the people experiencing problems. MHPs began as academics and
were marshaled into action during the First and Second World Wars. Propelled
by the War on Poverty of the 1960s, community mental health shaped how psy-
chiatrists and other MHPs practiced. Psychiatry itself evolved from an insulated
service for the privileged into a field that today offers a wide spectrum of ser-
vices for any community.

Psychology also became integrated into the world of the schools, and this in-
tegration led to opportunities for MHPs to play active roles in schools, homes, and
neighborhood clinics. Nurse practitioners, for example, are no longer shackled to
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physicians or considered simply doctors’ helpers, but have evolved into indepen-
dent medical practitioners with increasing medical responsibilities in community
settings. Social workers began close to the community, helping people cope with
their basic needs; Jane Addams and the settlement houses were early examples of
this (Knight 2005). Today, social workers are integral parts of multidisciplinary
teams in school and community settings, doing a great deal more than case work.
Many have made valuable direct and indirect contributions toward an improved
understanding of the problem of school violence: Petti and Salguero (2005) have
described the emerging roles of MHPs in community agencies.

School violence has likewise been addressed (Simon and Tardiff 2008) from
a psychiatric perspective targeting a variety of violent behaviors that span the life
cycle and involve a wide range of adult issues with aggression. Goldstein and
Conoley (1997) provided an educational perspective that blends larger social sys-
tems theory with practical, everyday educational programming. They offered
ideas that target the school climate and involve larger system changes designed to
reduce violence at school.

Devine et al. (2004) took a wider perspective on school violence, using pre-
vention as a unifying theme for exploring how violence evolves in a number of
different contexts. Miller et al. (2003) approached school violence from a com-
munity vantage point, offering a social work perspective on interventions and
prevention of violence at school.

From this brief review, it is clear that the development of approaches to
counteract school violence has a rich history. In this book we focus on the
MHP’s role(s) in creating effective interventions, helping children, and contrib-
uting to prevention during that process. We realize that we are proposing ex-
pansion of the role of the MHP beyond consultation, supervision, and advice
and thereby increasing the workload. Our clinical practice has clearly indicated
that this work is needed and that even if the MHP occasionally donates the time,
the referrals that will result easily compensate for the pro bono work.

The traditional or expected role of an MHP in responding to school violence
has clearly changed dramatically over the past few decades. Unfortunately, there
simply are not enough MHPs available to sit down with and treat every disturbed
child that acts out at school. Instead, textbooks and manuals for school consul-
tations in every profession from psychiatry to social work have had to adjust to
evolving times. Violence can be tricky and is constantly changing. For instance,
while the Internet offers the opportunity to create positive social networks for
training and education, it is also a haven for pedophiles. Bullying through com-
pulsive texting, which was not part of the zeitgeist even 5 years ago, has now be-
come part of any conversation about creating safe academic environments. In
other words, violence is a universal way in which children express a number of
problems, from child abuse to parental neglect and beyond. All of these conflicts
are then acted out on the “stage” provided by the school. The climate of the
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school can actually be the causal agent or the trigger for this compressed, con-
flicted, and often traumatic energy in children.

School violence has become a way of expressing unmet behavioral health
needs in children at both ends of the socioeconomic continuum. On one end, eco-
nomic hardship and family dysfunction have ripped apart populations living in
poverty, forming a high-risk subpopulation of multiple-problem families (Sacco
et al. 2007) who are educated primarily in urban and rural-industrial public
school systems. On the other end, we find suburban schools where parents are be-
leaguered by a different set of stressors that make it difficult for them to act as full
partners in educating their children. Attendance at high-achievement schools in
affluent communities carries a still different set of pressures for students, parents,
and teachers. When children feel valued, they think, use intention, open their
minds, and learn; for that to occur, schools need to become safe and creative en-
vironments that actively intervene and prevent pathological social aggression.

Our modern digital era has created a new climate, changing many of the
rules for everybody involved. Young people today have far more computer skills
than do most of their parents. Parents and school personnel may not even be
aware of the extent of their lack of knowledge about students’ online activities,
as suggested by the school homicides planned on school-owned and “pro-
tected” computers. When one thinks about how instant messaging, texting, and
the Internet have collapsed the boundaries between home and school, one real-
izes that the gap between school and home has virtually been eliminated. Chil-
dren cannot escape problems at school simply by going home. This fact places a
distinct pressure on behavioral health specialists to respond to the reality of how
young people are now living day by day. A majority of the interventions sug-
gested in this book will require a keen awareness of how the digital era has
shaped the way children experience their home and school worlds. Many of the
strategies contained here are guided by the principle of creating more consistent
and positive signals for children from both home and school environments.
When a child receives inconsistent signals from the home and school, violence is
around the corner and disruption is its herald.

To counteract the new realities in school violence, we propose a shift in be-
havioral health interventions, requiring at least a two-pronged attack for each
school: 1) approaches targeting emerging mental health, learning, and behav-
ioral problems; and 2) approaches targeting school climate and power dynam-
ics. The first prong remains sophisticated behavioral health oversight for
emerging psychiatric difficulties such as posttraumatic stress disorder (PTSD),
attention-deficit/hyperactivity disorder (ADHD), oppositional defiant disorder
(ODD), pervasive development disorders (PDDs), and a number of other dis-
ruptive disorders. This part of the intervention will need to be accompanied by
an deeper understanding of educational psychology, primarily focusing on nor-
mal and abnormal development and how learning deficiencies early in a stu-
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dent’s life can become primary sources of frustration and humiliation, leading
to aggression in later years.

There clearly is a link between learning disabilities and delinquency. Aggres-
sion expressed at school often stems from a child’s compensatory mechanisms to
manage humiliation and frustration. In this way, a child learns to disrupt as a way
to distract from his or her weaknesses in learning. This might be a matter of an in-
formation-processing weakness, or it might be a full-blown learning disorder, but
regardless, the child cannot keep up with his or her “regular” classmates’ educa-
tional pace and will become deeply frustrated at a young age. By the time children
with undiagnosed or undiscovered learning disabilities reach third grade, they
will be falling behind their classmates at a rapid rate. The teacher’s maxim “you
learn to read K–3; thereafter, you read to learn” may put some children in an un-
tenable position, leaving them with a choice to become seen as bad or disruptive
rather than to reveal their intellectual difficulties and risk being seen as “stupid.”
Thus, the behavioral health specialist needs to be aware of school disruption and
violence as a strategy adopted to mask learning disorders. How and why does the
MHP work within this complex of problems? There are four principles:

1. Become comfortable working with other disciplines and agencies (i.e.,
reach out beyond your defined discipline or comfort zone).

2. Realize that research and clinical practice strongly indicate that school vio-
lence cannot be approached, let alone resolved, without interdisciplinary
collaboration.

3. Practical interventions (not simply theories) are what schools need.
4. The umbrella for all this work is prevention, not exclusively treatment:

• Primary or universal prevention (see Chapters 4, “Case Studies in School
Violence,” and 11, “Effortless Wellness and Other Afterthoughts”), in
which you are promoting wellness and helping create disease-free cli-
mates.

• Secondary or selected prevention (see Chapters 6, “Children Need to Feel
Safe to Learn,” and 7, “Assessment of At-Risk Children”), in which you
are identifying and helping at-risk children before problems become ma-
jor or disruptive.

• Tertiary or indicated prevention (see Chapter 10, “Risk and Threat As-
sessment of Violent Children”), in which you are providing formal
treatment opportunities for disturbed children and families and work-
ing with agencies and schools to prevent widespread disruption.

Regardless of the general nature of a particular school, parents and schools
must send the same positive message to children about achievement, home and
school preparation, and social behavior. This is especially true in the early
grades, but it is important to continue spreading that message throughout the
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child’s educational life cycle. Parents and schools need to be on the same page,
with the child’s best interests driving all decisions. This harmonious message
must remain at the forefront in school violence interventions, regardless of type
of school, level of resources, or country. The most effective clinical interventions
in school settings begin with unifying the home–parent signal and ensuring that
children receive consistent and clear communication about how to behave in
school, during transitions or breaks between classes, after school, and at home
in the community, with the help of the appropriate MHP.

In order to effectively prevent and intervene in school violence, the MHP must
be attuned to the differences between urban and suburban school violence (de-
scribed in more detail in Chapter 10, “Risk and Threat Assessment of Violent Chil-
dren”). Many of the pressures felt in urban schools result from the skyrocketing in-
cidence of child abuse and child removal due to caregiver aggression and neglect,
as well as the decrease in available positive male role models within all communi-
ties. Unfortunately, a growing number of families are heroically maintained by sin-
gle heads of households but lack the proper social support to ensure that children
have healthy environments in which to grow. Disruptive behavior disorders are
both environmentally induced and biologically based. Regardless of the etiology of
the problem causing violence and disruption within schools, one ugly reality re-
mains painfully clear: resources are shrinking while need is increasing exponen-
tially. We can see proof of this in the increased medical expenditures in Medicaid,
child abuse reporting, and independent reviews of poverty rates in children con-
ducted by recognized agencies such as the Southern Poverty Law Center.

The public education system has no ability to screen or select students. Thus,
public education is forced to deal with an overwhelming percentage of highly
dysfunctional, often-mobile families and children living in unstable environ-
ments and exposed to the traumatic influences of parental addiction, removal
from family, crime, poor housing, and the lack of consistent parental role mod-
els. Schools are now increasingly being expected to function as both parent and
school. There is also a contradictory mandate for schools to increase academic
achievement. We found in two experiments, one in the midwestern United States
(Fonagy et al. 2005) and one in Jamaica (Twemlow et al., in press), that when
children—especially at-risk older children—feel valued and bullying is discour-
aged, academic achievement increases. The MHP must learn to be sensitive to
these inherent dual pressures on schools and to strategize accordingly.

The stressors potentially leading to violence in suburban schools are more
related to social or interpersonal aggression than to any other factors. Families
of low to middle socioeconomic status (SES) living in suburban environments
often have two parents working. Many of these families are reblended, with the
integration of siblings and mates at various stages of resolution of their personal
difficulties. There is also an enormous amount of social aggression that exists in
technologically advanced and equipped populations composed of increasingly
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younger individuals. It is not unusual to see 10-year-olds who are addicted to
texting one another and who prematurely engage in coercive and negative be-
haviors. Suburban schools can be vicious fishbowls that become unavoidable
breeding grounds for psychological pain, containing children trying desperately
to fit into peer groups while competing with each other for attention.

Parental pressure on children to achieve and to succeed can also be a stres-
sor, unintentionally fueling dangerous conditions for vulnerable youth. Parents
in this difficult situation often feel overwhelmed and exhausted. They clearly
have the best interests of their children at heart, yet the demands of everyday life
have depleted their available energy. This can lead to a variety of responses from
parents, ranging from dismissive attitudes to open hostility and litigiousness.
These types of problems involve the potential for sudden deterioration in
achievement, lethal school violence (as we have seen in school shooters), sub-
stance abuse, truancy, and even teenage suicide.

Regardless of the urban or suburban nature of the school, the role that the
school plays in the social development of children is the same. Children move
from their families into a school of peers supervised by another group of adults.
When children first begin to venture out into the world, the school is their first
real social stage. It is on this performing platform that adults can begin to rec-
ognize every child’s needs and strengths. Anna Freud was a strong proponent of
teachers’ roles in understanding the psychological makeup and development of
children. Her idea is more important today than ever. The most efficient way to
reach children is to impact them where they have the highest percentage of con-
tact from the earliest ages—that is, at school. There is little doubt that the earlier
a child’s needs can be identified, the simpler the intervention will be, increasing
the likelihood of a successful outcome.

School is a prominent place in which children’s identities are formed, and
violence-related problems will first be recognized and responded to by someone
other than the immediate family. Children who are already involved with state
agencies may be highly mobile, changing from school to school frequently as
caregivers change. These children may be prematurely included with other chil-
dren who have not been exposed to such high levels of trauma and early child-
hood violence. Public schools have no choice but to cope with these mixings of
different levels of disruptive behavior disorders. Even well-motivated children
from involved families can become targets in environments where highly mo-
bile and often predatory children are allowed to create victims before interven-
tions are possible. This is where the second prong of our approach to school vio-
lence comes in, which targets the school climate, rather than the child. We
further explore the power dynamics inherent in the bully–victim–bystander tri-
angle to assist MHPs in designing climate interventions that will work. While
Chapter 5, “Bullying Is a Process, Not a Person,” elaborates on this concept, it re-
mains a theme and concern in every chapter of this book.
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Our current era presents MHPs with a unique set of challenges. They must
think outside of the box, collect information from different types of places, and
learn to identify the new roles they must play within specific disciplines. Traditional
models focused simply on assisting problem children are clearly of little use in to-
day’s urban, suburban, and rural schools. At-risk children are a subclass needing
special consideration from the community of MHPs working in close collaboration
with local schools. There is also a pressing need for MHPs and the community at
large to recognize that school violence often represents an entire community’s way
of responding to a variety of toxic environmental conditions, such as poor housing,
low support for education, insufficient support services, and overall social devi-
ance. Many types of aggression are easily recognized very early in the developmental
cycle and have been shown to be resistant to change over the child’s life cycle; school
violence, for example, is easily recognized by Head Start teachers. The primary goal
is to allow children to experience school without having their problems interfere
with other children’s rights (or their own rights) to get a good education.

Our approach also stresses the value of identifying what we describe as natural
leaders (discussed in more detail in Chapters 5, “Bullying Is a Process, Not a Per-
son,” and 11, “Effortless Wellness and Other Afterthoughts”). There are people in
every school across the world that children quickly identify as sources of protec-
tion and comfort, who perform their tasks away from the limelight and without
the need to be publicly acknowledged as leaders. Natural leaders can assist schools
by impacting the overall climate in a positive fashion. Behavioral interventions
targeting climate require supervision by MHPs to assist school personnel in de-
veloping strategies that will prevent the evolution of coercion within the school
environment. Understanding how unconscious power dynamics operate equips
the MHP with the tools necessary to create interventions that prevent a school en-
vironment from becoming dismissive and encouraging school violence. Natural
leaders can evolve at any age and can be children or adults. Clinicians need to keep
their eyes open when working with schools to help teachers identify natural lead-
ers and provide the opportunity to utilize their positive, often behind-the-scenes
activity. A clinician’s supervision of this process will enhance the consistency of its
impact and allow flexible dialogue within the school. This step will strengthen the
school’s response to early signs of violence as has become necessary with the
changing nature of school climate issues that affect children’s learning every day.

Complex Problems 

Require Multidimensional Solutions

School violence is a complex and many-layered phenomenon, yet many anti-
violence interventions may approach the problem from an oversimplified per-
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spective or attempt to address only certain components of the problem in
isolation. We have noticed an ongoing thread in literature on school violence,
one that searches for specific programmatic solutions to behavioral problems,
usually through add-ons to what is often an already overloaded curriculum. Be-
sides discouraging staff, such solutions overburden teachers, who will often ig-
nore the new curricula or approach them in a half-hearted way, which is then
modeled by students. Biggs et al. (2008), among others, have shown clear dif-
ferences in classroom adherence to interventions, even when a school-as-a-
whole approach was used. Teachers tend to be very independent and need to
fully buy into the idea. When we step back and examine the big picture, we re-
alize that teaching is an enormously complex task. In addition to possessing in-
tellectual skills, teachers must understand how children vary throughout the
fastest growing phase of their lives (from age 4 or 5 years through young adult-
hood). Teachers must also be knowledgeable about psychopathology, parental
health, the economics of funding schools, and a number of other issues.

Although individual psychopathology, genetic endowment, and stage of de-
velopment impact how children interact with others, the expression of violence
and difficult-to-handle behavior in schools is always heavily influenced by the
social context. With rare exceptions, these individual factors can be modified if
the child is attending a school that can manage social aggression. In other words,
there are very few psychiatric conditions in which a child will become violent, ir-
respective of environmental influences. To achieve this objective, we believe that
MHPs should target at least five specific dimensions of the individual child’s so-
cial and emotional life when creating school violence interventions:

1. The capacity for self-reflection and mentalizing; that is, the ability of indi-
viduals to think about themselves, how they come across to others, and how
others see them

2. The capacity to make, maintain, and deepen friendships
3. The ability to control, modulate, and sublimate impulses, including a deep

understanding of the role of power dynamics in negotiating peaceful solu-
tions to problems

4. The desire and ability to work in teams cooperatively and collaboratively
5. The capacity to behave altruistically toward others: peers, adults, others in

need, and the environment, including a broader sense of social responsibil-
ity and respect for the quality of the social context within which they live

These capacities, when enhanced, ensure a solid foundation for academic
progress and will reduce eruptions of school violence. In addition, the MHP
needs to be aware of the macrosystem surrounding the child. There must be a
multidimensional approach with good medical leadership and child-focused
strategies. Finally, the MHP needs to assess the school’s climate and evaluate the
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power dynamics (bully–victim–bystander) within it. The MHP can anticipate
problems for a child by knowing in advance the general nature of the school cli-
mate. A quick blueprint can be made by interviewing selected students from dif-
ferent grades with a trusted school counselor or social worker present, as illus-
trated in Table 1–1.

From a psychodynamic perspective, these capacities assume that the school
provides the following elements for children: a background of safety and a feeling
of well-being, a holding environment of adults who can respond appropriately to
the children’s developmental needs, and a setting that provides containment and
helps children process negativity in relationships without being overwhelmed.
Children must also have people to help them regulate affect, value relationships,
and learn to mentalize in a secure attachment experience. Finally, children need

TABLE 1–1. Preliminary assessment of the school climate: some 
important questions

Preschool/elementary school
1. What makes boys and girls popular at your school?
2. What do you feel when you see a fight? Do you like it or does it scare you?
3. Do you see certain children frequently picked on or left out? What 

happens to them? What can a student do about it? Have you ever done 
something like that? Do you know what a bully is?

4. What individuals or groups bully kids?
5. Who is the scariest kid at your school? Why?
6. How does your school tell you how to handle bullies? What do you do?
7. If a kid looks strange or is quiet, do other students reach out to him/her, 

or is the student teased and excluded?
8. Do you ever not want to go to school because you might get picked on?

Middle/high school
1. Which groups or cliques can you clearly identify in your school? Is one 

group dominant?
2. Are there racial/ethnic groups who control the school?
3. Are there any gangs in your school? (see Scott 1994)
4. Do young people plan fights during the day and talk about when or where 

they will fight and who will win?
5. Do teachers appear intimidated at your school?
6. Are there teachers or counselors you can talk to about these problems?
7. What is security like at your school? 
8. Have you ever reported a student being bullied? What happened?
9. What does your school tell you about how to handle bullying or what to 

do if you overhear someone threatening to hurt somebody?
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support systems that encourage them to function as responsible members of the
open social system of the community.

How Communities Respond 

to Violence
School violence is a community issue, and MHPs are advised to see the com-
munity as an active part of the solution as well as the social context for the de-
velopment of the problems. The community is responsible for its younger
citizens and thus bears the responsibility of embracing its schools and of offer-
ing them the maximum support possible. School violence will rattle the com-
munity. When a tragic suicide after “sexting” or a dramatic school shooting
occurs, the community is shaken up and will act in ways to gain stability. Vio-
lence prevention is not a reaction, but a community state of mind. This is the
essence of the theory underpinning all school violence interventions for either
individual at-risk children or for school systems as a whole.

The events of 9/11 exposed many children to terrifying personal violence as
well as to frightening community chaos. Poor children are likely to be exposed to
violence on a regular basis, whether on the streets or between caregivers. It is the
meanings that children attribute to these experiences as well as the attunement (or
lack thereof) adults show that has the most profound impact on what the effects
of violence will ultimately be in the lives of our children. The anxiety adults have
about their own safety is contagious. Teachers are often parental surrogates, espe-
cially for very young children, who may know their teachers better than their
often-absent and busy parents. After 9/11 we studied several schools in Massachu-
setts and found that the more stable teachers had fewer upset children, especially
in K–4 grades. Chemtob et al. (2010) conducted a study of children’s responses to
9/11 stress. In this study, 18- to 54-month-old children showed increased aggres-
sion and emotional liability only when their mothers had both depression and
PTSD, but not with either alone. A great deal of reality testing for children hap-
pens through the efforts and examples presented by trusted adults.

School violence is, of course, also perpetrated by outsiders with varying
grudges against schools. Their reasons for attacking and killing schoolchildren
are often ones that are never discovered, and thus, complete prevention is im-
possible (see Chapter 10, “Risk and Threat Assessment of Violent Children”).
When violence strikes a community, especially in the form of an attack on a
school (either from within or outside), the community and its members—not
only the direct family and the school officials and teachers, but also the sur-
rounding community—react with disbelief and shock. There are some idiosyn-
cratic reactions to acute trauma. For some, it is very difficult to remove the
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traumatic event from their minds. They may continue dreaming about it, suf-
fering from insomnia and depression, and may ultimately need psychiatric
care. Individuals also may become indecisive, may look to others to make de-
cisions, and may even deny the reality of danger, holding onto a fantasy of res-
cue that is not possible or real. Some individuals act as if the person or situa-
tions are still a threat, even when they clearly are not. They may avoid strangers
as well as friends; they may become suspicious of everybody. Paranoia may not
be too extreme a term for such a reaction within a community, as Kai Erikson
(1994) showed in his sociological study of disaster. This study focused on peo-
ple who had lived side by side as close friends for many years, but attacked each
other as the community disintegrated.

Communities are no different from individuals in many crucial ways. Table
1–2 lists reactive and proactive responses to serious school violence; unfortu-
nately, even today, reactive responses tend to dominate the ways schools and
communities respond. All too often, schools and communities do not work to-
gether, nor do they have much in the way of guidance or financial support for

TABLE 1–2. Four stages of community response to school violence

Stage Reactive response Proactive response

I Denial/projection Finger pointing/blaming 
others

Mobilization of the 
community behind the 
school during crisis

II Anger Quick-fix crisis response
Legal responses
Zero tolerance of 

perpetrator

Think through with an 
analytical team that is 
multidisciplinary

III Depression/apathy Return to stage I with a 
hopeless, helpless, or 
“It can’t happen again 
at my school” response 
or brief, useless 
antiviolence programs

Long-term (5+ year) 
program that is fully 
integrated into the 
school culture with 
enthusiasm and 
patience

IV Acceptance Time heals and old 
patterns re-form without 
a new attitude

School and community 
buy-in continues; a 
visionary approach is 
maintained

Source. Patterned after Elisabeth Kubler-Ross: On Death and Dying. New York, Mac-
millan, 1969.
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long-term palliation. The death of ideals provokes a pattern of responses as the
community tries to adapt to an unthinkable event.

In the first stage, there is an attempt to project blame onto somebody, a form
of omnipotent denial. This form of denial comes from the powerful infantile
image of the grandiose infant screaming and finger pointing. The reactive re-
sponse considers blaming the school, blaming law enforcement personnel,
blaming teachers, as well as blaming the bully, or almost anybody. Since the
acuteness of the trauma is overwhelming, the mind’s capacity to reflect col-
lapses; the mind functions poorly and in a narrowly focused, tunnel-vision
fashion. Only the fear remains central to the community and to the individual.
With prior planning, the proactive response would include preparation for the
mobilization of the community behind the school during the crisis.

The second stage features anger unaccompanied by reflective, intelligent, or
empathic responses to the trauma. Individuals begin looking to others for solu-
tions because they feel helpless themselves, but their real desire is to run from so-
lutions or to entertain fantasies that everything will return to normal soon. An-
ger dominates the community as well as the school. Often, quick-fix solutions,
such as crisis intervention teams, are brought in, but their effects on students are
often not helpful. In fact, these efforts can even prove harmful, since reliving a
trauma by talking about it, especially close to the time of the trauma, is some-
times retraumatizing. Legal responses can also be remarkable. In the recent case
of Phoebe Prince in South Hadley, Massachusetts, a young girl hanged herself in
response to peer bullying. We saw that the entire state and community’s response
was anger, accompanied by all sorts of legal suggestions, such as mandatory re-
porting of bullying, massive lawsuits against the bullies and their parents, and
criminal charges against the bullying girls. Such schools often institute zero tol-
erance of perpetrators—that is, they “bully bullies”—and thus are not modeling
good examples to children. A productive response would instead create a team
and “press the pause button,” creating a well-thought-through response, one
much more productive than a reactive angry one. A multidisciplinary team from
the community and school can assist in planning what the school and commu-
nity needs to do to prevent such violence and also how to respond to it.

The third stage is characterized by feelings of depression and apathy, often
continuing months to years after the initial violence, defined by hopeless, help-
less feelings or denial that “it can’t happen again at my school.” All too often,
brief and useless antiviolence programs are introduced into schools in a per-
functory manner without much genuine hope of long-term success or belief
that the program will actually help. By contrast, a proactive response would in-
volve a long-term 5-year (or longer) program that is fully integrated into the
school culture and becomes as routine for all members of the school as brushing
their teeth. This type of response involves the whole school culture: children,
parents, janitors, administrators, volunteers, and teachers.
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The final stage, acceptance, stresses a proactive visionary approach. School
administrators are very well aware that violence is with us and has been since the
beginning of human history, and it is very unlikely to go away. Nonetheless,
schools, working together with their local communities, can vastly reduce the
impact of violence by building and maintaining collaborative, nonblaming
working relationships. Buy-in is very, very important to sustain in schools. This
means that everybody has to keep in mind constantly the potential dangers of
violence and the necessity for children and adults to learn how to manage the
types of conflict that could lead to more serious outcomes.

Ingredients of Effective Antiviolence 

Interventions in Schools
In the melting-pot culture of the United States, it seems only common sense that
school interventions should take into account the culture, especially its under-
standing of interpersonal violence. Zoucha (2006) defined culture as the learned,
shared, and transmitted beliefs, norms, and lifestyles of a particular population
that guides its thinking, decisions, and actions in patterned ways and often in-
tergenerationally. As an example of shared cultural beliefs, Zoucha (2006) men-
tioned the finding that among Potawatomi Native Americans, those who had ex-
perienced family violence believed that oppression by the dominant race was an
important cause of such violence. The same attitude regarding the dominance of
the white American was linked to patterns of alcohol and drug use, low self-
esteem, and shame in the Potawatomis’ lives (Zoucha 2006). Whatever the truth
of these beliefs may be, any proposed intervention must take them into account.

There is a growing consensus that effective violence prevention in schools
necessarily involves three overlapping processes: 1) identifying and intervening
with “at-risk” students; 2) teaching students—largely through peer and teacher
modeling—the skills and knowledge that promote the social and emotional
competencies that provide the foundation for reflective learning and nonviolent
problem solving; 3) developing systemic interventions that enhance safer, more
caring, and more responsive schools and, optimally, communities (see Catalano
et al. 2002 for a review). However, this work is all too rarely implemented in an
effective manner.

Our studies have shown that at least six overlapping factors may inadvert-
ently undermine effective violence prevention efforts in schools:

1. Lack of vision and multiyear commitment and funding
2. Failure to comprehensively understand the child as a thinking human being
3. Lack of an integrated approach to systemic factors in the school environ-

ment



14 Preventing Bullying and School Violence

4. Failure to distinguish social/emotional safety and physical security (i.e., a
physically secure school might be socially and emotionally unsafe)

5. Insufficient training in recognizing at-risk students and understanding
normal and abnormal child development

6. Lack of attention to adult role models of bullying and nonbullying behavior.

The U.S. government has made strides in improving these factors in the very re-
cent past (see www.stopbullying.gov).

Effective violence prevention efforts need to rely on the school and its com-
munity vision and must be accompanied by a multiyear commitment to create
a safe, caring, and responsive place where students will learn not only academ-
ically but also socially, emotionally, and ethically.

There must also be a comprehensive and integrative effort between educa-
tors, parents, and members of the community, both individually and systemi-
cally. Cognitive, social, emotional, physical, and moral development are inte-
grally interrelated, and all potentially affect a child’s ability to learn. Effective
violence prevention efforts depend, in part, on understanding the relationships
that people have in schools. When people are related in healthy ways, they rec-
ognize when others are in distress. They care and naturally “reach out.” They
ask, “What’s going on?” They listen. When they become concerned (“This
doesn’t feel right”), they act.

Ultimately, all violence prevention programs come down to relationships—
we must focus on our ability to listen to ourselves, to recognize other people’s
experience, and to use this information to solve problems, learn, and be creative
together. Good teachers have always known this, and experienced teachers often
comment that we were closer to the goal of peaceful schools 20 years ago than we
are today, often rightly considering the cyber complications of having a world
with no privacy and no time to self-reflect and self-regulate anxiety for our chil-
dren. These teachers automatically reach out to connect with students. Gifted
teachers appreciate that how students feel about themselves and others and how
they (mis)manage relationships shapes their ability to learn, but for the most
part, American education tends to view emotional life and the promotion of
positive relationships with suspicion—as neither necessary nor part of the basic
work of teaching.

It is only in recent years that there has been a burgeoning of research in how
healthy relationships foster a student’s ability to learn and to solve problems in
nonviolent ways (Cohen 1999, 2001; Fonagy et al. 2009; Pianta 1999). Since
families, peer groups, schools, and neighborhoods are interconnected systems,
all of these sectors of life influence one another and influence children’s devel-
opment. For example, we know that aggression at home relates to aggression in
school, and certain risk factors in the home predict aggression in schools (Loe-
ber and Stouthamer-Loeber 1998). Research has provided mounting support

www.stopbullying.gov
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for the notion that better violence prevention results will be achieved if school-
based interventions are coordinated, collaborative endeavors that involve a vital
school–home–community partnership (Cohen 1999, 2001; Swearer et. al 2010;
Twemlow and Sacco 2008).

Learning to be part of a collaborative problem-solving team in schools is a
complex and difficult task requiring mutual trust and understanding, and yet is
vital for effective violence prevention, as well as for the promotion of health ef-
forts. Many schools have developed these processes idiosyncratically, while oth-
ers utilize data-driven models that delineate a series of steps and ways of evalu-
ating the efficiency of given interventions (e.g., Carr et al. 2002). Both research-
based and individually motivated efforts are all important to some extent in the
prevention of youth violence (Pasi 2001).

There are a number of additional processes that impair collaborative prob-
lem-solving efforts: teachers and school administrators simply do not commu-
nicate with one another, and potentially helpful violence prevention efforts are
fragmented. For example, many schools do not include cooperative learning,
conflict resolution teaching, anger management, health education, antibullying
efforts, sex education, and service learning in their health education efforts. All
of these skills may directly and/or indirectly foster recognition of at-risk stu-
dents and prevention of youth violence without much in the way of curriculum
add-ons (Twemlow and Sacco 2008).

In recent years, the culture and climate of schools have become dominant
concerns for many educational administrators as well as teachers. These consid-
erations have been spotlighted not only because of lethal violence but also be-
cause educators appreciate that when students feel safe, academic achievement
increases (Cohen 1999; Fonagy et al. 2005; Zins et al. 2004). However, admin-
istrators do not consistently take steps to effectively create safer, more caring,
and more responsive schools. Too often, climate-focused approaches are passed
over in favor of character, social, emotional, and educational efforts or inade-
quate and inappropriate “anger management” programs like those used at Col-
umbine High School; predictably, such programs give administrators the (dan-
gerous) illusion that they are doing something useful. At the tenth anniversary
of the Columbine shootings, several scholarly tomes emerged (Cullen 2009;
Langman 2009) that focus heavily on the inherent mental illness in the two boys
involved. The contribution of the school climate (which made it hard for the
boys to discuss their inner distress) is not dealt with in a sophisticated fashion in
these writings, which by implication regard mental illness as a primary defect
(i.e., existing independently of the environment).

Very few schools have personnel who are trained to recognize the signs that
a student may be at risk of acting violently. Even fewer have sensitized school
personnel to the range of subtle and dramatic ways that students (and some-
times teachers) are emotionally and socially abusive and violent to others. It is
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critical that school personnel understand the range of signs of physical, social,
and emotional violence, because these signs provide the information needed to
“stand up” and address the problem and/or to seek help from others. All too of-
ten we overfocus on the issue of physical safety without appreciating the critical
importance of basic safety and well-being.

Research Perspectives on Bullying 

and Violence in Schools

There is a gargantuan amount of research literature on bullying and school vio-
lence. The United States alone has more than 300 programs proposed to ame-
liorate school violence. You may wonder what new information may still be
available and what this book can tell you. When American Psychiatric Publish-
ing wanted another book on school violence after the successful volume edited
by Mohammad and Sharon Lee Shafii in 2001, we already knew that in spite of
the good research work done (particularly in England, Norway, Finland, and
the United States) since 2001, there had been disappointing results in the many
and vigorous attempts to ameliorate violence in schools and communities.

In the meantime, there have been a number of authoritative references from
the prestigious Institute of Criminology at Cambridge University (Farrington and
Ttofi 2009), which was contracted to review the literature for the government of
Sweden. The parameters of this comprehensive meta-analysis of the effectiveness
of programs designed to reduce school bullying excluded many American studies,
which were considered too focused on violence and aggression in schools rather
than on bullying. Farrington’s painstaking work, and a lot of his contact with us
(our studies were excluded for these reasons), suggests that there is an internal
“war” within the bullying/school violence literature. The typical Farrington bully,
modeled after Olweus (Olweus and Limber 1999), is a disturbed individual who
most likely would have strong antisocial traits, and also would be quite uncom-
mon in most schools. The type of bully that Olweus followed and commented
upon would often end up with criminal convictions in adult life. The Olweus ap-
proach pays close attention to the bully through careful watching, privilege restric-
tions, and “serious talks.” Our research suggests, however, that these antisocial
bullies comprise a very small part of the bullying and school violence population,
although a single determined bully can bring a school to its knees on rare occa-
sions. A stronger objection is that such pathologizing definitions of bullying aid in
the denial of problems in schools where administrators do not want to acknowl-
edge the problem, but instead scapegoat a single individual, and do little, if any-
thing, to prevent further instances of school violence. (Chapter 4, “Case Studies in
School Violence,” provides several examples.)
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In contrast, many children occasionally exhibit victimizing behavior and
would not see themselves as bullies or be perceived that way by teachers or par-
ents. The summative effect of multiple victimizing is often much more impor-
tant than the social impact of single antisocial bullies. Some schools prefer the
term “target” instead of “victim,” and “victimizer” instead of “bully.” We agree
with this preference. International differences in how democracies evolve also
affect the extent to which schools perform what authorities demand. While in
Australia giving workshops and lectures on community and school violence, we
had an epiphany, realizing that it wasn’t so much the program that changes the
school or communities, but how the context is prepared for change and how
much it wants to change.

We wrote a book in 2008 for school staff and parents and school administra-
tors and policy makers, Why School Antibullying Programs Don’t Work (Twem-
low and Sacco 2008), in which we listed ways to prepare the school context with
much less emphasis on the specific program chosen. In our book, we concluded
that school antibullying programs don’t work very well, certainly in relation to
the amount of research time and energy put into them. The teacher, student, and
parent do not usually see much change in the school experience when these pro-
grams are implemented. When we decided to write this book, we wanted to focus
on the essential leadership role of the MHP in changing that context so that a
school would be more prepared and receptive to antiviolence interventions.
MHPs (as with professionals in all fields) have, by social assignation, adopted a
leadership role. A recurring question we heard was “What should and could cli-
nicians do when called into schools, in addition to seeing mentally disturbed
children, observing classrooms, and making referrals?” This school consultation
model has been used for many decades and has been clinically useful. We con-
cluded that for this new role, the clinician must understand the whole process,
not just the clinical component of it, making connections between the various
elements of the community, the school, and the MHP’s role in it.

The Problem of Excellence: 

Achievement Pressure in 

Affluent Families and Schools

There are a number of fallacies about how lower-SES and higher-SES families
differ. It is not just wealthy parents who are interested in having their children
attend good schools. There are many lower-income parents who sacrifice to
send their children to school, wanting them to have a better chance than they
did. We saw this often in developing countries like Jamaica, where tragically im-
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poverished parents would pay for taxis to take their children to school and
would insist on giving them money for lunch, even if they themselves were un-
able to eat much. We see this in the United States, where one affluent commu-
nity we were assisting had to make special arrangements for the influx of poor
families who wanted their children to go to academically better schools.
Wealthy families, despite their material possessions, may bring up their chil-
dren very poorly, not necessarily due to malicious intent, but through the un-
conscious actions of their mental illness and limited attachment experiences on
their caring and nurturing capacities. In other words, poverty needs to be dis-
tinguished from dysfunction.

We have worked in a number of countries, including Australia, New Zealand,
Hungary, the United States, and Finland. In countries where affluence domi-
nates, children are often afflicted with the “problem of excellence.” They are
driven by their parents toward high achievement in ways that can be quite de-
pressing and anger-producing. We saw that this problem of excellence was often
complicated by wealthy parents who were professionals—doctors, attorneys,
and CEOs—who had been brought up in a success-focused ethic and who them-
selves often suffered from insecurely attached parenting—that is, the effects of
growing up without secure, loving parents available to help their children de-
velop a feeling of safety and self-knowledge. For example, a suicidal twelfth
grader was berated by her father, a physician, after a suicide attempt, when she
tearfully mentioned that she had received a 95% on a school test. The father re-
plied, “If you’d done what I told you, you would have got 98%.” This man was not
being deliberately malicious or sadistic to his child; he was merely ignorant of a
set of values that required the recognition of something other than material at-
tainment and success. In another example, a CEO impulsively took his family to
New Orleans just after Hurricane Katrina to do good works and help the poor
and dispossessed. They were met in the streets by gunfire, warring, and distressed
people and out-of-control police. They narrowly escaped with their lives. This
CEO father lacked the humility to perceive how risky to his family his actions
were; instead, he assumed that his success in business would translate into suc-
cess in a completely foreign setting. We have spent some time discussing affluent
schools because they are often used as examples within which to configure the re-
habilitation of the ghetto environment.

From our work in many academically outstanding private, charter, and
well-endowed public schools in affluent residential areas, we have observed that
social aggression in these settings is often more cruel and less understandable
than in much poorer settings. We conceptualize the power dynamic in affluent
schools as being vertical rather than horizontal. In the nonaffluent schools,
gangs and cliques create a way to survive. Protection, money, and status are a
given with gangs. Attacks in less affluent settings usually involve violent actions,
like maiming and homicide, but are often in the service of self-protection or
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occur as a result of other desperate situations in which mentalization for the
individual and community is virtually impossible.

By contrast, in the vertical power dynamic observed in more affluent school
settings, the more powerful children and parents in the school directly influence
the less powerful, often through cruel, sadistic forms of bullying. In our opin-
ion, some of these forms of social aggression are actually worse in content and
tone, even if less physically coarse, than what we have seen in poorer school set-
tings. In more affluent schools, the social pecking order creates the formation of
cliques within the school, and these are also likely to reflect parental behavior.
Most children will have two financially stable or affluent parents who are deter-
mined to have their children well educated and are willing to pay for it. “Well
educated,” then, is defined largely in terms of gaining the intellectual skills that
will enable a child to enter an excellent university and one day have a job that
provides stability, growth, and social status. We are not criticizing these values
or attitudes. Most parents, across class lines, begin with these attitudes and will
go to extraordinary lengths and will work menial jobs just to educate their chil-
dren. President Obama’s background provides one such example of a mother
who sacrificed a great deal so that her son could have an excellent education.

So what is at the core of the “problem of excellence”? In our work with af-
fluent schools, we have often found that a dynamic exists in which the children
will tend to hate each other, but will want to gain status with the teacher and
other authority figures. This creates a no-holds-barred competition. The inten-
sity of this competition is often reflected in the dynamics around cheerleading,
which today is often a form of competition between mothers acting out their re-
pressed wishes for prominence through their teenage girls. Even in academically
oriented schools, athletic success tends to be overemphasized, and the hatred
and lethal violence that can result from that is graphically illustrated in the de-
tails of the 1999 massacre at Columbine High School, which was regarded as one
of the best high schools in the country.

Affluent children can be extremely frightened of their own parents. One
very intelligent young girl took 3 weeks to write a letter to her parents, particu-
larly her father, with a simple statement that she was depressed and felt that she
needed to visit a therapist. Her father’s view was that this was “mental health
bunk,” and that all his daughter needed was a “swift kick in the butt.” In one
middle school, a father said to a teacher, in front of his child and the class, “My
child has embarrassed the family by not achieving perfect grades.” This family
was from an Asian country where academic success can be highly competitive,
but the victim of all this was the child himself, who was miserably depressed and
feeling victimized by both family as well as “friends.” At another affluent school,
a group of advanced and highly gifted schoolchildren who had achieved en-
trance into Ivy League schools spoke openly of the pressures of having to achieve
very high grade point averages. One child said that anything less, including ad-
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mission to a very high-quality state school, would be seen as a serious failure to
her parents and would lead to mockery at school and punishment at home.

In some families, we have treated parents who have become seriously men-
tally ill as a result of their children’s failure to achieve as highly as their parents
feel that they should. A highly driven professional parent with a spouse who
similarly pushes academic performance to the extreme will create a problem of
excellence, which is a bad model and can result in problems for the child that
may well be transgenerational. The child then becomes a victim of the parents’
problems, which can lead to a lifetime of psychiatric illness and a continuation
of the vicious cycle. Clearly, this represents a poor attachment model and a poor
parenting model, in spite of the good intentions, intelligence, and academic and
material success of the parents.

In one school we intervened in, the parents were resistant to even anony-
mous assessment of school environment, let alone open discussion of school
violence and bullying. As one parent said, “We may create a problem just by
identifying bullying as a problem, and then all children will start being bullies.”
These more affluent schools also tend to choose school climate assessment of a
general type that truly reveals nothing about specific behavioral issues and
problems within the school. Questions such as, “How do you like being in
school?” are not unlike the patient satisfaction questionnaires one sees in a hos-
pital setting. Perhaps you do find that 95% of the schoolchildren are very satis-
fied with the school and you may be proud of that, except that it only took two
who were unhappy at Columbine to engineer a massacre. Asking questions
about specific pathological behaviors, while more painful, is a much more real-
istic and ultimately rewarding approach.

Secure Attachment in the Home, 

School, and Community

Those who have worked in severely disturbed and violent schools have seen how
positive changes in children can inspire parents to change. Children who are in-
securely attached to a dysfunctional home base can be transformed in a securely
attached school—that is, a school that provides a safe, peaceful working environ-
ment in which children are encouraged to function well socially as well as intel-
lectually and emotionally. Often, schools will take over certain significant parent-
ing functions, and the quality of life of the child improves. When parents notice
improvement in their children’s functioning, it gives them hope and can lead
them to make positive changes in their own lives. In one example of this effect, a
highly disturbed child who had set his mother’s car on fire and was considered
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psychotic and mentally retarded was placed in an “educable mentally retarded”
classroom. After 2 years in a school with a good climate focus, he settled down
and was eventually placed in a gifted classroom. He is now a highly successful col-
lege graduate. His mother, who had 14 children with no in-home father figure,
became quite interested in why the boy wanted to go to school so regularly. She is
now running a Walmart store and has also changed her life for the better. This
mother was flexible enough to be curious about her child’s “unusual” interest in
going to school. It is this parent–school connection that forms the backbone of
the structure that changes the school–community connection.

Fundamentally, then, securely attached parents may be rich or poor, white
or black, and may live in the city, rural areas, or in any country. The security of
attachment of parents makes children feel fundamentally safe and at home
within themselves and where they are, and provides them a feeling of being con-
tained and held, with a feeling of safety and well-being (Twemlow et al. 2002).
Hartman et al. 2003 have shown that overly negative, critical, bullying parental
behavior contributes to conduct problems in children, and that interventions
that therapeutically challenge such parental behavior can do much to reverse
the conduct problems.

Although this book addresses what the MHP needs to know about school,
family, and community attachment issues,1 some MHPs may still say, “I’m just
going to focus on examining at-risk and disturbed children and refer them on
for treatment.” An important issue for such MHPs to realize is that not only
does such treatment often not help the individual child, there are many problem
children who will take the place of the one in treatment unless the school
changes.

What is still seriously lacking in research approaches is interventions that
are low-cost, nonpathologizing, and practical and do not interfere with the edu-
cational process. An impossible task? Probably not, but given the almost infinite
variations in everyday reality, each school will likely need to create its own ap-
proach. Randomized trials can point out appropriate directions but cannot an-
swer how an intervention works or help distinguish which type of intervention
is best for which school. “Clinical”—that is, individualized—experience will al-
ways be needed to answer such questions and, we feel, is more likely to help the
unique school situation, just as personalized medicine is the preference for pa-
tients in the twenty-first century.

1Attachment issues in this context refers to the earlier life experiences of parents that
shape their knowledge and comfort in raising their own children.
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KEY CLINICAL CONCEPTS

• School violence is a complex phenomenon that is often oversim-
plified and dealt with in isolation.

• MHPs have expanded roles—whether as physicians and nurse
practitioners or psychologists, counselors, and social workers—in
responding to school violence.

• School violence can be approached from a variety of different per-
spectives, ranging from the purely medical to the community-
based orientation of social work.

• School violence reflects the major discomforts of children living in
multiple settings of the home, school, and community.

• The digital era has changed school violence dramatically, provid-
ing a compressor for shame that can infect a school and lead to
lethal consequences for students.

• School violence intervention blends the traditional behavioral
health intervention models with prevention models that work to
impact and prevent bullying or coercion in a school environment.

• Urban and suburban schools suffer from different but still very
powerful forces that drive violence outward or inward toward stu-
dents and adults.

• Changing schools needs natural leaders who work behind the
scenes and build healthy communities.

• MHPs need to include a child’s macrosystems in school violence
interventions and not try to isolate problems.

• School violence is a community issue. Communities react to vio-
lent events in their schools like individuals do to bereavement, pro-
ceeding through several stages of response not dissimilar to the
process of grieving.

• Effective violence prevention involves three elements:

1. Identifying at-risk children

2. Using peers to build programs

3. Developing systemic solutions that involve the community

• Research on bullying and school violence offers many (often con-
flicting) ideas about school violence and bullying.

• Secure attachment of parents to their children, and vice versa, is
found in all ethnic groups and at all SES levels and plays a key
role in preventing school violence.
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2

The Family–School–
Community Connection

THIS chapter presents our approach to constructing interventions that in-
corporate the school, the family, and the community in concrete care plans that
target specific problems that present themselves in schools. This approach pre-
sents a “geography” of the subsystems that must be coordinated in order to
achieve a sustained therapeutic response to the types of underlying problems
that often lead to school violence. This approach is a specific treatment strategy
that begins with the problems exhibited by children, following the many con-
nections that sustain those problems or are protective factors that mitigate the
unhealthy effects of the problems.

Targeting Interlocking Systems

Figure 2–1 illustrates the relationships between many of the complex problems
and solutions facing today’s mental health professional (MHP): power dynam-
ics that affect the resolution of family, school, and community problems; altru-
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istic actions, natural leaders, and other factors that mobilize people (creating
what we call “buy in”); and feelings of safety in community and school. There
are always hidden agendas and problems that also have a vast influence on
schools’ abilities to function healthily, including teachers who bully students
and parents who bully teachers, to name only two.

Let us further explore this approach by viewing an example of how this style of
intervention connecting family, school, and community might be put into practice.

Case Example: Nick, “the Bully”
Nick was a 9½-year-old African American boy whose school reported him as
having a bullying problem that had erupted into regular conflicts with both
peers and teachers. He was referred to an outpatient mental health clinic that
provided home-based family therapy. Nick was referred for a psychological
evaluation to determine whether the problems experienced at school were a re-
sult of attention-deficit/hyperactivity disorder (ADHD) or some other type of
impairment that could be helped by the involvement of a psychiatrist or other
services. The home-based therapist was an African American woman who

FIGURE 2–1. The family–school–community connection.
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worked closely with Nick’s mother in weekly sessions that often revolved around
trying to understand why he was having such trouble in school. Nick’s mother
reported to the therapist that she did not have the same type of problems with
him at home, that he was respectful and responded to her boundaries, requests,
and limits.

The therapist reported that she had been working with Nick’s mother for
approximately 4 months and had noticed a significant conflict between how his
mother experienced this child’s difficulties and how the school presented the
problems to the therapist. The therapist had consulted with the vice principal at
Nick’s school and was informed that Nick was often disrespectful of other chil-
dren’s space, he displayed impulsive responses, had difficulty in attending and
staying on task, exhibited irritability and hyperactivity, and was generally hard
to manage in a regular classroom setting.

Nick’s mother had reported to the therapist that her child was frequently
bullied at school. This child did not present a genuinely strong male image and
was, in fact, more effeminate in his presentation. This frequently would elicit an
aggressive response from the other children at school. His mother reported to
the therapist that Nick would frequently tell her that when he went to school he
was teased about being a sissy, and that often children would surround him and
taunt him. She also reported that Nick spent most of his time after school at
home playing on his computer, as well as being very interested in fashion. This
was quite unpleasant for his mother, as she was trying to encourage him to be
more of a boy, rather than exhibiting the play preferences and behaviors more
common in a young girl.

The therapist worked during weekly sessions to assist Nick’s mother in ad-
justing her ideas about the value of the child being in “a real man” and shifted
more toward his academic success and his ability to live at home in a peaceful
fashion. The therapist was struck by how differently the school and the parent
viewed Nick’s problem. The therapist also noted the mounting conflict between
the mother and the school about how Nick was perceived when he was at school.
His mother was becoming increasingly frustrated with the school, because she
would receive at least one or two calls a week from the school, informing her that
her son had been asked to leave a classroom or was assigned yet another in-
school suspension. Nick’s mother and his therapist agreed that Nick needed to
be assessed, and that the school needed to create a special education plan to as-
sist him in having a better education and a safer, healthier social experience at
school. His mother did not trust that the school would do an accurate assess-
ment and asked the therapist’s assistance in obtaining a psychoeducational as-
sessment that could answer some of the questions about what the etiology of her
son’s difficulties at school might be.

The therapist was a master’s-level social worker and had initially diagnosed
this child as having ADHD, based on reports from school indicating that he met
DSM-IV-TR (American Psychiatric Association 2000) criteria for ADHD. Nick
was impulsive, had difficulty paying attention, was often inattentive, and had
random bursts of excess energy that were not easily contained in a regular edu-
cation classroom. The therapist had originally suggested that the mother con-
sider a psychiatric consultation to review the possibility that medication might be
useful. Nick’s mother was very strongly against medication and urged the thera-
pist to try to help him using psychotherapy and consultations with the school.
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A referral was made to the psychologist working as part of the multidisci-
plinary team at the therapist’s clinic, and psychological testing was initiated as a
way to formulate a treatment plan and to assist in making a differential diagno-
sis. There was a real question as to whether or not Nick’s symptoms constituted
ADHD and whether or not a referral to a psychiatrist would be indicated. His
mother agreed to follow through with recommended treatment if the assess-
ment demonstrated that her son was indeed suffering from an attentional im-
pairment that could be helped through medication.

When Nick reported for psychological testing, the first step of the assess-
ment was a clinical interview with the therapist. During this interview, the ther-
apist informed the psychologist of the background information and the prob-
lems that both the mother and the child were experiencing at school. The
therapist offered the psychologist the background information and provided the
referral question that targeted a differential diagnosis and educational assess-
ment to determine whether the child needed special services at school or not.
The psychologist’s first interview was significant in picking up on the gender
identity issues. Nick began the initial clinical interview by playing with a doll-
house in the room. He took an immediate interest in combing a doll’s hair and
arranging the dollhouse in a fashionable way. There were no indications that this
was causing Nick conflict; however, the psychologist noted that this gender iden-
tity issue was still a significant factor in understanding Nick’s difficulties at
school. The therapist reported to the psychologist that the mother was not open
to discussing the child’s gender confusion and instead took a more hard-line
stance, constantly encouraging her child to engage in more traditionally mascu-
line activities.

The intelligence testing was helpful in determining that Nick had the ability
to attend to incoming stimuli. His Wechsler Intelligence Scale for Children—
Fourth Edition (WISC-IV; Wechsler 2004) IQ was 89, with a significant differ-
ence between subtest scores. The test indicated an impoverishment of working
memory and processing speed. While these are common findings for children
with ADHD, there was a clear pattern of this child being able to attend and con-
centrate throughout the intelligence testing. The IQ estimates, in other words,
were not providing a true reflection of his abilities. On the human figure-draw-
ing portion, it became quite obvious that Nick had an unusual perception of
himself in the world. When asked to draw a picture of a person, he drew an ab-
stract artistic representation of just a head. When asked to explain the picture, he
said, “I only do portraits.” The psychologist began to realize that this was a child
who was brighter than his measured IQ. The use of the word “portrait” was in-
consistent with the low IQ scores and suggested that his somewhat humorous
approach of insisting that he only does portraits reinforced the idea that he had
an idiosyncratic way of experiencing the world. This was a further reflection of
some of his gender identify confusion; he assumed a somewhat elitist approach
to any and all of his work.

The Rorschach test was quite revealing in that Nick offered over 60 re-
sponses. This is quite unusual in children, and the psychologist noted that these
responses were not very elaborate, instead consisting of rapid-fire, single-word
images that the child had difficulty integrating into a whole response. His re-
sponses were accurately perceptions but it seemed as though the images were
“shotgunned out” in an unintegrated fashion. This way of approaching the Ror-
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schach suggested that Nick was having difficulty with sensory integration. In
other words, his projective responses displayed signs of an inability to order and
integrate his perceptions. The Rorschach also showed an absence of any move-
ment or other indications of fantasy production, and instead had a combination
of quick images followed by pure color responses. This suggested that the im-
pulsivity and difficulty were related to Nick’s difficulty in integrating his sensory
simulation.

Nick’s Thematic Apperception Test (TAT) stories confirmed that he always
identified with the female figure, and all of his stories were indicative of his wish
to be female. All of the figures, whether male or female, were responded to as if
they were female, and there was a consistent message of frustration and sadness.

The psychological evaluation suggested that this was a child who might be
struggling with a mild case of Asperger’s disorder, in addition to grappling with
clear gender identity issues. The psychologist ruled out ADHD, despite the fact
that several criteria could be understood as symptoms of ADHD. Nick’s acting
out at school was diagnosed by the psychologist as part of an Asperger’s social
inhibition. His difficulty in maintaining his focus and controlling his behaviors
in a regular classroom were also connected to Nick’s difficulty with visuospatial
integration and sensory integration. He was interested in fashion and other fem-
inine interests, but not to the level of a ritual preoccupation that is more com-
mon with Asperger’s or children on the autism spectrum. Nevertheless, the psy-
chologist was convinced that Nick needed special education services and that
many of his difficulties stemmed from an inability to integrate and/or screen out
sensation and stimulation from his environment. Nick’s aggression was seen as a
response to frustration. The psychologist recommended that Nick be considered
a special education child and that a plan be developed to reduce the amount of
stimulation that he would experience on any given day. The psychologist also
recommended that the school consider creating social skills classes and that the
teachers be made aware of Nick’s difficulties with sensory integration and of the
possibility that he may be a mild Asperger’s child.

The therapist was then faced with creating a solution that would be helpful
not only to the mother but also to the school and surrounding community. The
intervention would be too narrow if it simply identified the diagnostic classifica-
tion of Asperger’s disorder and gender identity disorder without in some way ad-
dressing how these diagnoses were handled at home, in school, and by the com-
munity. Nick spent virtually all of his after-school and weekend time at home
engaged in solitary and somewhat ritualistic activities involving dolls and fashion.
There was little doubt that he was not an aggressive child and was unlikely to be
the initiator of bullying in a school setting. The therapist and psychologist both
agreed that Nick’s most likely risk would be as a victim because of his effeminate
presentation in an urban public school dominated by children who were much
more aggressive and intolerant of children with unresolved sexual identities.

To approach this situation, the diagnostic picture would be similar of that of
a DSM-IV-TR biopsychosocial approach. It would take four levels of function-
ing—psychiatric diagnosis, school climate, home, and community—and assign
a diagnostic component to each that could be used in structuring an interven-
tion that could target the interlocking systems of home, family, and community.
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A therapist may not be in a place to deliver all of the services but must be aware
of the child’s needs. This will provide an opportunity to prevent violence by re-
ducing the victim pool. Table 2–1 presents a sample diagnostic formulation for
Nick.

This sample diagnostic formulation was designed to develop a coordination
plan of interventions targeting not only Nick’s psychiatric symptoms but also
the way he is treated at school and how the school understood his problems, as
well as how his mother interacts with the school and deals with her son’s gender
confusion, and finally targeting the community, which seemed to be barren of
resources that could offer him a full life. This multilayered diagnostic formula-
tion offers the opportunity to develop interventions that decrease the pressure
on at-risk children and increase their support so they are not caught in situa-
tions where they will feel that people do not like them and that they must fight
everybody who does not understand them, and so they do not remain isolated at
home engaging in solitary activities around their own special interests. There is
no question that it was critical to understand the psychiatric and psychological
issues that were impacting Nick.

TABLE 2–1. Sample diagnostic formulation for Nick

Psychiatric diagnosis
Asperger’s disorder, gender identity confusion

School climate
Bullying is at a dangerous level, with dismissive school personnel blaming 

victims or targets. The most likely role for this child at school would be that 
of a victim, despite the fact that the school sees him as a bully interfering with 
the rights of others. Psychologist is clear in cautioning/advising that risks for 
Nick are more likely to be self-focused and over time could result in suicidal 
or other self-defeating or self-destructive behaviors.

Home
Mother is unwilling to acknowledge issues with gender identity confusion and 

is in conflict with the school concerning the responses to and diagnoses of 
her child’s misbehavior at school.

Community
Lack of resources for nonathletic children with cross-gender interests. Child 

spends considerable time at home, disconnected from more gender-specific 
community activities. No resources available in community to engage with 
child for the purpose of building a sense of self-esteem and value. Child is not 
interested in sports, and there are no other after-school activities that meet 
his interests.
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This approach views the child as a reflection of larger social system forces and
begins by understanding the child’s psychiatric and psychological problems. This
is the beginning of developing a geography that traces how the child moves
through his or daily life from home to school and through the community. This
is a modern version of what Anna Freud understood at the turn of the century:
children come first and everything should revolve around the “best interests of
the child” (Goldstein et al. 1996). This legal standard was the result of collabo-
ration between Anna Freud and Yale University that continues today between the
Anna Freud Centre in London and the Yale Child Study Center in New Haven,
CT. The concept of the “best interests of the child” drives most ethics in psycho-
logical evaluation for family law. In fact, this “best interests” principle drives ju-
dicial thinking when evaluating the rights of parents in custody struggles. Chil-
dren develop the same way as humans now as then, but culture has accelerated at
an unimaginable pace. What remains constant is that children are sentient beings
that need to be understood. Our approach is designed to be active in all fronts
that impact the well-being of children.

Hierarchy of Treatment Needs: 

A Multidisciplinary Assessment

Assessment of school violence problems demands a clear and comprehensive
hierarchy-of-needs assessment. Well-designed tools are available that can help
guide such evaluations; for example, in 2009, Massachusetts implemented a
statewide domain-specific assessment instrument called Child and Adolescent
Needs and Strengths (CANS) Comprehensive Multisystem Assessment (Praed
Foundation 1999). This instrument offers a three-point rating scale of strengths
and weaknesses for children and adolescents. The CANS provides a compre-
hensive overview of key areas of a child’s functioning in areas of school, family,
and community life. It is a free instrument that is in the public domain and it
also has excellent psychometric properties.

Step One: Home Safety and Stability
The first step in approaching a school violence problem is an assessment of the
safety and basic survival needs of the children. School violence often stems from
the fact that aggressive children or their victims are living in homes that have
child abuse, domestic violence, addiction, overpressured parents, and other
forces that may lead to aggressive actions at school. Often, referrals to mental
health clinics consist of children attending urban public schools who have al-
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ready experienced a protective services intervention or are in state custody and
may be receiving services from various child welfare agencies.

Many of these families have already been identified because of instances of
child abuse and neglect, reported by either a primary care physician or a member
of the school community. State agencies may already be intervening in the fam-
ily, and a service plan may be in place to determine whether or not a child is
living in a safe home or experiencing stressors at school. It is critical to establish
the child’s basic safety prior to moving on to the medical or psychiatric diag-
nosis. The MHP must be certain that the child is living in a safe home. It is key to
remember that child abuse and neglect are not just related to urban schools or
disadvantaged areas but may be present at all levels of income and in every type
of family. The exact correlation between child abuse and socioeconomic status
(SES) is not a fixed one and varies considerably with a wide range of other risk
factors (Trickett et al. 1991). For example, in a study of more than 350,000 chil-
dren in South Australia (Hirte 2010), there was a strong relationship between in-
come as measured by SES index and rates of reported child abuse. The indige-
nous population was most “at risk” and had the highest rates of reported child
abuse. Even in this study, 5%–9% of the child abuse occurred in higher-SES fam-
ilies. There was an even distribution of substantiated emotional abuse among
lower- and higher-SES families.

The first step in this assessment process involves knowing who the child’s
custodian is and whether or not that custodian is capable of maintaining a safe
and stable household. If the custodian is not the parent and the child lives in a
foster home or lives at home under the custodial arrangements of child protec-
tive services, the assessment must begin with an understanding of the risks and
protective factors active at home that impact on the child’s daily life at school.

Safety at home can also present as a juvenile court issue. In many cases, ado-
lescents will be connected to a juvenile court through either a Child in Need of
Services (CHINS) or a Person in Need of Supervision (PINS) designation,1 or
by virtue of a criminal charge that is being monitored by a juvenile probation of-
fice. In these cases, the question of safety at home or within the community is
being managed by a court-appointed probation officer. The assessment begins
with the responsible custodial officer, who provides information that can assure
the clinician that the child or adolescent in question is living in a safe home and

1CHINS and PINS are discussed in more detail in Chapter 9, “Role of Medical Leader-
ship in Unlocking Resources to Address School Violence.” These terms refer to a family
law procedure where parents and schools can make a filing in juvenile court because of
school truancy, running away, or other status offenses typically seen in oppositional
defiant disorder (ODD).
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that measures have been taken and are being monitored to ensure that the child
or adolescent has a safe home environment.

In the case of Nick, there were no protective services issues in place. The
mother was in firm control of her household and was not engaged in any type of
domestic violence or other social deviance that might create an unsafe home en-
vironment. In fact, the home was the only safe place Nick experienced, but it be-
came part of his overall isolation and a key trigger for the problems he was suf-
fering at school. In this situation, the clinician would be assured that the child
was not experiencing any form of child abuse at home, but having a safe home
environment is not always a guarantee that a child is doing well at school.

Step Two: Medical/Psychiatric Diagnosis
The next level to consider is the medical, or psychiatric. It is critical to deter-
mine whether all of the diagnostic information has been collected in order to
formulate a reasonable diagnostic picture of the child experiencing the problem
at school. There are many different psychiatric diagnoses that can reveal them-
selves at school as aggressive outbursts or that may be the result of being victim-
ized by someone acting out violently at school. It is critical to develop a broad-
based understanding of a child in order to design traditional interventions that
target symptoms and engage therapeutic interventions, such as individual or
family therapy.

In Nick’s case, the diagnostic confusion led to a delay in the creation of a
treatment plan because of discrepancies in how the child’s behavior was viewed
from a psychiatric or psychological perspective. There were questions about
whether the child was exhibiting symptoms of ADHD or of another type of psy-
chiatric disturbance. This was a point of conflict that resulted in the mother and
the school completely disagreeing over the next steps necessary to improve the
child’s behavior at school. Nick continued to act out aggressively at school, and
this was presumed to a symptom of ADHD. The school was not aware of his
overall intellectual capacity, nor were they aware that he might have some type
of neurodevelopmental disorder (such as Asperger’s) that would mimic ADHD,
resulting in a misunderstood and frustrated child acting out aggressively at
school.

It is critical to ensure that children have had all of their well-child visits with
a primary care practitioner. Part of this medical assessment also involves the as-
sessment of their social-emotional needs and the diagnosis of any emotional
disturbances or social disruptions. Solving school violence problems is made
considerably easier when the psychiatric or psychological needs of children are
being addressed in a consistent and coherent fashion. If a child struggling with
ADHD is not receiving coordinated care from a psychiatrist or primary care
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physician, from a therapist, and through school consultations, then it is quite
likely that his or her problems at school, at home, and in the community will
continue to manifest and to escalate. This approach stresses the broader spec-
trum of interlocking subsystems, but the nucleus of all interventions is the child.
It is imperative that all interventions begin at the nucleus at the center of the
subsystems. Successful interventions are constructed and executed with a thor-
ough and accurate understanding of the psychological needs of the child in
question.

It is also critical to understand a wide range of potential psychological and
developmental issues. In the case of Nick, the school was aware that the child
had an average to above-average ability to communicate when not distracted,
but that this did not translate into his completing grade-level work. They were
attributing this to behavioral disruption, rather than to issues related to intel-
lectual function, as measured with the WISC-IV. This area becomes extremely
important when a child has a learning disability related to a language-based
problem or a serious emotional disturbance that interferes with his or her at-
tention and concentration. If misunderstood or misdiagnosed, these learning
disabilities often create frustration and aggression at school. However, simply
knowing that the child has trouble learning is not sufficient to eliminate aggres-
sion or seriously disruptive behavior at school. Also, knowing that a child has a
language-based problem but not linking this problem to other areas of his or her
functioning will not result in a healthier school experience for the child.

Step Three: School Climate
The third level in a multidisciplinary assessment process involves assessing the
school climate and how children’s individual, psychological, and psychiatric
disturbances (including their home lives) influence their roles within a school.
Children who are hypersensitive and submissive are likely to fall into patterns
that invite victimization (Felix et al. 2009; Reid 2009; Rose et al. 2009). Simi-
larly, children who experience high levels of aggression at home or in their com-
munities may mirror this by taking the role of bully within the school (Brame
et al. 2001; Farmer et al. 2007; Wasserman et al. 2003). As we have found, other
individuals may be ambivalent and will fall into the role of bystanders and have
their overall school experience compromised due to distraction and unhealthy
power struggles. A full assessment of a school’s climate requires that a clinician
be aware of what is happening within any one school without being judgmen-
tal. The fact that a therapist knows that a child is being targeted is not sufficient
to solve the problem. In our intervention approach, the therapist must be in a
position to assess how the school responds to this child and the impact that re-
sponse has on the child and family. While MHPs may not be in a position to
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change how a school reacts to a child, they may be in a position to work with
parents or guardians to approach the school to develop a plan to increase toler-
ance for children who are different.

We must always remember that school climates are unique to each school.
Even schools within the same district are unique social systems. Just like human
individuals, every school is different and reflects the overall quality of leadership
exhibited by the adults at school. If the school’s administration is dismissive and
inattentive to climate, then a child experiencing problems “fitting in” will be at
increased risk of being a victim or a bully, and thus the cycle of school violence
will continue (Twemlow et al. 2002).

During the assessment phase, we advise clinicians to closely examine how
the school climate might impact both vulnerable and volatile children. This can
be done by visiting the school, meeting the child’s teacher, joining the parent in
a school meeting, or interviewing the child and parent about his or her school
experiences. Children in particular will frequently be rich sources of informa-
tion about a school climate because they will describe what their daily life is like
there. A clinician can ask how teachers respond when certain problems arise at
school and also try to understand the way in which the school responds to the
troubling behaviors. A suggested format for the school climate assessment is
presented in Table 2–2.

Results of the school climate assessment can be used in several ways (this
topic is addressed more fully in Chapter 7, “Assessment of At-Risk Children”).
There are two major ways of using the information about school climate. First
of all, it could be included in the therapeutic treatment plan as an issue to work
on with the child and caretakers in both individual and family therapy. The sec-
ond way to use the information is for the MHP to develop a relationship with
the school and offer his or her time and resources to assist them in developing
climate-oriented interventions that could help increase tolerance for difference
and decrease acceptance of bullying behavior at all levels.

TABLE 2–2. School climate assessment: common patterns

Principal is active, listens to teachers, mingles with students, and is open to 
outside help

School is dismissive, with hated, often preoccupied principal and discouraged 
teachers

School is overly focused on academic achievement or forensics/debate 
activities and allows social aggression

School overvalues athletics and allows social aggression
School has active social work department
School spends time thinking about climate
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A climate assessment should also include a consideration of what it is like
for the child to travel to school. A clinician might assist at the school during
transitional times such as recess, lunch, and waiting for the school bus. These
transitional periods are frequently the times when children experience the most
trouble. Unstructured times offer an opportunity for coercive power dynamics
to unfold, requiring that adults be especially vigilant in ensuring that vulnerable
children are not pulled into dangerous interactions during nonclassroom times.
This is also an opportunity to explore the impact that transportation to and
from school has on the overall experience the child has at school. If children in
an urban environment are afraid to walk to school because of aggressive older
kids or gangs, the intervention needs to address this risk area, developing a strat-
egy to increase the children’s sense of safety while going to and from school.
Again, the interlocking systems of the community, the school, and the home are
the essential ingredients used in understanding school violence problems. Chil-
dren’s experiences while moving through these various interlocking systems
will offer the clinician a road map to follow in attempting to reduce violence in
schools.

Step Four: Formal and Informal 
Supports in the Community
The final area of assessment is of the formal and informal supports that exist in
a child’s community. Many of the new wraparound services2 (Bruns et al. 2005;
Oliver et al. 1998; Pullmann et al. 2006) are based on the identification and
engagement of natural supports or helpers in a child’s environment and com-
munity. We have located both formal and informal supports that exist in all
communities; when children are disconnected from these supportive resources
and protective factors, they are more vulnerable to being lured into destructive
activities at school. The formal structures in the community may include
YMCAs, Boys and Girls Clubs, youth centers, community centers, faith-based
organizations, and organized municipal town athletic or recreation programs.
These formal supports offer opportunities for children to engage in adult-super-
vised social-recreational activities after school and on weekends. After-school

2Wraparound services are a system of care currently being applied in Massachusetts in
response to a federal lawsuit in which a group of parents sued Medicaid and won the
right to have their children’s residential placement risks reduced by preventive services
provided in the home through a wraparound system of care. Wraparound services are
covered in greater detail in Chapter 8, “Activating Community Resources Through
Therapeutic Mentoring.”
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activities play a critical role in maintaining a balanced and healthy child who can
function in school. When children have nothing structured to do after school,
there is a heightened risk that they will engage in unhealthy (and often destruc-
tive) behaviors. In fact, the after-school times between 2:00 and 6:00 P.M. are the
peak times for adolescents to engage in criminal activities.3

Coordination of Resources: 

Structured Analysis of 

Current Plan of Care

The next element of school violence assessment involves the evaluation of the
overall care and coordination strategies planned for an intervention. In many
cases, there are a number of agencies and helpers engaged in independent and
fragmented attempts to assist the child and family. There may be someone who
is providing counseling from within the school as part of a special educational
plan and a therapist working in an outpatient clinic simultaneously involved.
There may also be a probation officer and a special needs teacher actively trying
to assist the child in his or her daily activities at school. Often, there are compet-
ing agencies that work with the same family and deliver services that reflect their
specialties, rather than addressing the total needs of the child and his or her fam-
ily. Thus, an MHP needs to thoroughly evaluate the status of the care coordina-
tion efforts so that strategies can be streamlined and targeted to maximize the
impact on the child’s everyday life at home, at school, and in the community.
When these agencies or resources are acting independently and without com-
municating with one another, they often engage in counterproductive activities
that actually become part of the complex school violence problem.

This misguided system of care processes can be detected during clinical in-
terviews, wherever and whenever an MHP enters a school violence case. The cli-
nician is advised to be alert to the resources that have been tried or may be active
in a family’s life history and current life events. This is an essential piece of infor-
mation vital to prioritizing and integrating resources, not a “simple” exercise in
listing the agency’s or provider’s names and affiliations of people involved in the
family. This assessment is a structural analysis of the care plan being used (or not
used) to address the school violence problem. This added process analysis can be

3After-School All-Stars (ASAS; http://www.afterschoolallstars.org) has a helpful Web
site that offers insight into the rationale for after-school programs and provides some
references to studies about the incidence of after-school crime and delinquency.

http://www.afterschoolallstars.org
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useful in structuring further assessments, as well as in streamlining and linking
current formal and informal resources involved with the child and family.

Case Example: Jeremy, a Juvenile 
Offender at School
A pediatrician referred Jeremy, a 14-year-old white male student who had re-
cently been expelled from school due to his involvement in an attack on a
younger female junior high school student, who had accused three boys of rap-
ing her in a school bathroom. Jeremy had a history of expulsions due to fighting
at school, was on probation for an unrelated drug charge, and had been admit-
ted to multiple private psychiatric hospitals for aggressive behavior. In fact, Jer-
emy had been involved in psychotherapy ever since his parents’ divorce when he
was 8. Although he attended regular education classes, Jeremy had been pre-
scribed Ritalin (methylphenidate) for ADHD as a child. Jeremy lived with his
mother, who worked as an executive in a financial institution. His parents had
very different views of their son’s behavior. Jeremy’s father was a law enforce-
ment officer who was involved with his son’s life but not available to deal with
many of the school behavior problems. Jeremy’s mother was the primary custo-
dian, while his father had visitation. Jeremy had been attending a substance
abuse program as part of his probation agreement and was a participant in a
court-ordered child welfare community supervision program.

The MHP in this case was a private practice child psychiatrist recommended by
Jeremy’s juvenile defense attorney. There was little doubt that Jeremy was struggling
with a number of individual psychiatric conditions, including conduct disorder and
ADHD, and that his parents’ divorce was the triggering event in a series of aggressive
behaviors that began with absenteeism and truancy and led eventually to criminal
activity (distributing Class A prescription medicines) at school. The MHP under-
took a structured analysis of Jeremy’s care plan, beginning by requesting separate
meetings with each parent. The MHP determined that both parents were concerned
about their son, but still competitive and hostile in dealing with one another. They
certainly did exhibit very different views: Jeremy’s father was authoritarian and his
mother permissive. Each seemed to blame the other for Jeremy’s problems.

The next step was for the MHP was to obtain releases and to communicate
with the various providers, beginning with the probation officer. It was imme-
diately clear to the MHP that the court was ready to sentence Jeremy to manda-
tory treatment and to recommend that he be tried as an adult in criminal court.
Jeremy had failed several drug tests and was not participating in the recom-
mended therapy and medication, although the prior therapist had been effec-
tive, according to the probation officer. The school counselor described Jeremy
as a “nice kid hanging with the wrong crowd.” Jeremy had never displayed ag-
gression himself but was often involved with a group who received punishment
for aggressive acts at school. The counselor felt that Jeremy had great academic
potential and was very bright and capable. His adjustment to junior high was
difficult, however, and Jeremy immediately attached himself (as an “identifica-
tion with the aggressor”–style bystander; see Chapter5, “Bullying Is a Process,
Not a Person”) to a peer group organized around substance abuse and criminal
activities, supported by street gangs from a city just outside of his suburban
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neighborhood. The school counselor reported that Jeremy’s probation officer
had never contacted the school counselor and only contacted the school princi-
pal after eruptions of problem behaviors at school.

The MHP spoke to the case manager from the community supervision pro-
gram during an hour-long consultation in the MHP’s office. The community
worker, by virtue of his job, was not allowed to intervene at school or to offer alter-
natives during the school day. The case manager also added that Jeremy was a tal-
ented musician who played the piano and guitar. The MHP determined that the
school and the community had drastically different perceptions of Jeremy and also
began to see that there was a mirroring of pathology being reflected from the family
and enacted by the community agencies. The school principal seemed disconnected
from the mother and the community agency. The father, the court system, and the
school administrators seemed to believe that all Jeremy needed was more punish-
ment. To make the situation even more complex, Jeremy’s father had remained to-
tally uninvolved in any mental health or community agency services.

The serious charges being considered for Jeremy were what united his par-
ents in their desire to protect him from becoming a convicted felon and regis-
tered sex offender. The MHP and defense attorney collaborated to offer the
court and Jeremy’s family an alternative to prosecution. The MHP consulted
with the defense attorney, who explained that Jeremy had been a passive partic-
ipant in the sexual attack. He was present in the bathroom but had no physical
contact with the victim. He had simply been there with the wrong crowd, watch-
ing them show off their ability to have sex with girls at school. The MHP iden-
tified the fact that Jeremy was a passive participant as the “sweet spot” in the
case, one that could be used to build and sustain a system of care to help control
this sexually predatory form of school violence. The MHP communicated with
all parties, including the principal, through brief phone calls; a Health Insurance
Portability and Accountability Act (HIPAA)–compliant secure e-mail commu-
nication; and a Skype interview with the previous therapist, who was now work-
ing at another mental health agency in the area.

The comprehensive plan developed and proposed by the MHP included
1) family therapy alternately with the mother and the father and monthly medi-
ation by family court for the parents; 2) weekly psychotherapy and psychiatric
evaluation; 3) strict community monitoring; 4) recovery groups and a substance
abuse group weekly; and 5) strictly enforced school attendance and daily moni-
toring by his father as a condition of being able to remain at home rather than
being incarcerated. The defense attorney reached a plea deal that kept the charge
in the juvenile court, and Jeremy was placed in a 4-month community residence
program for adolescent sex offenders. The charge was continued (without a find-
ing), contingent on 12 months of adherence to the probation plan.

Synchronization of Family, School, 

and Community Messages

As Jeremy’s case illustrates (and as Nick’s did earlier), the essential ingredient
for conducting successful interventions in the home, school, and community is
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synchronization of the messages sent to children by adult role models about
control, limits, and socially acceptable behavior at home and school. It is the
harmonizing of these signals that contains the healing elements needed by chil-
dren to begin developing internal control and to reduce their confusion when
moving between their homes, schools, and communities. When the signals
from all these different areas are mixed (as was true for Jeremy), a child becomes
anxious and rigid and may engage in stereotypical behaviors that constitute
misinterpretations of what is expected of the child in various settings. If the
home environment is sending a permissive signal to the child while the school
is more restrictive and authoritarian, that child may become confused and is
likely to respond in a variety of ways that may be active or passive. In active re-
sponses, the child may be disruptive and fight against the rules at school, be-
cause at home she or he is allowed to behave in a different way. In more passive
forms of response, the child may withdraw when she or he is confused, thus be-
coming more vulnerable to being targeted by kids at school. The child may be
quite gregarious at home but may appear withdrawn in the more socially com-
petitive school climate.

Therapeutic interventions need to begin by the identifying the signals sent
to children from the home, school, and community. This establishes the foun-
dation for creating a process or system of care designed to bring those messages
together in a coherent and understandable way for the child. When the child re-
ceives the same message from school and home, it becomes easier to develop
consistent rewards and consequences. When a child is given the same signal
from the home, school, and community, that child will experience less conflict
when deciphering the messages received at school. Children thrive on predict-
ability and consistency, and this should be the goal of interventions: to unite
schools, homes, and communities. The single most important goal of these in-
terventions is to create a harmonious, positive signal for children about self-
control, compassion, tolerance, and social interaction.

During the assessment phase, we strongly urge the MHP to pick up what the
child in question is hearing from each of these social systems. For example, a
child may be receiving messages that breaking the law is okay from his friends in
the community. If this is permitted at home, it will surely follow the child to
school. Similarly, if the child receives a message from home that listening to au-
thority and following rules is not necessary, it will be difficult for the child to do
so at school (or when out in the community), and the child will experience an
increased risk of being pulled into criminal peer groups. This multilayered as-
sessment format strives to understand how the child is receiving information
from the world and creates strategies to harmonize these messages into a seam-
less, positive one that creates predictable and safe responses from key figures in
the child’s home, school, and community. Table 2–3 summarizes a number of
typical family patterns seen in family assessment.
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Portals for Accessing Resources 

for Children With School 

Violence Problems

The source of a child’s referral to the MHP is a key diagnostic factor that should
begin the analysis of a school violence problem. There are a number of entrance
points into a care delivery system, and knowing how a child’s problem has been
presented is critical to developing a multilayered plan. The primary ways a
school violence problem can be referred are outlined in Table 2–4.

The entrance points shown in Table 2–4 are the most common origins of
mental health referral for children with school violence problems. When a child
enters a protective services portal, the MHP must begin planning all assessment
or treatment strategies with the state agency case manager, the responsible
party who has the legal authority to grant permission for any type of assessment
or treatment; this is the state assuming the responsibility that is typically the
sole domain of parents. The proactive MHP should begin the assessment by re-
viewing the needs identified by the child protective services agency and identi-
fying which services are currently in the plan. After that step, the MHP starts to
explore the home, school, and community, looking for both problems and re-
sources.

Child protective services is a common portal for referral of children to men-
tal health clinics or individual practitioners such as social workers, psycholo-
gists, psychiatric nurse specialists, and psychiatrists. Traditionally, MHPs would
accept these referrals and begin a course of psychotherapy that may remain in

TABLE 2–3. Family assessment: common patterns

Seriously disabled but highly focused and motivated
Overinvolved parent, entitled child
Overwhelmed caretaker, little natural support
Traumatized caretaker, no support
Traumatized caretaker, state agency support
Antiauthoritarian parent who blames the school and defends child’s aggression
Obsessed and successful parents who demand excellence
Homeless
Children in foster care or adoptive homes
Substance-addicted parent with full, partial, or recurrent pattern
Parent in supervised recovery
Incarcerated father, overwhelmed mother
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the clinic or may extend into the home or school. The MHP is asked by the state
agency case manager to engage the child and family in services as part of a larger
plan of service designed to ensure that the child can live safely at home or in a
substitute family. These referrals are often more complicated and frequently in-
volve problems associated with school violence. Many children who initiate vio-
lence at school or who are targeted as victims, for instance, are already involved
with a state agency because of child abuse or neglect. The evaluating clinician
needs to understand the relationship between the family and the protective ser-
vices agency and begin by working collaboratively with the protective services
agency in designing school violence interventions. A key error we have observed
in designing treatment involves the clinician becoming triangulated against the
intervening child protective service agencies. Why? The family may have resent-
ment and anger toward the child protective agency because they feel judged and
their powers have been usurped. If clinicians are sucked into this triangle, they
will alienate the referring protective services agent and become unable to func-
tion as an effective part of the care delivery system for the child.

A family may also refer a child to a clinician working in an outpatient setting
because of a school problem. The problem may be that the child presents as ei-
ther a victim or a perpetrator of violence, and family members are concerned
that the child is at risk at home, in the community, or at school. The family in
this type of referral is invested in the child’s safety and well-being. These refer-
rals may involve families who are already working cooperatively with the school,
or they may be in conflict with the school. It is critical for the MHP to under-
stand the status of the family’s relationship with other subsystems in the com-
munity and to be especially vigilant in assessing the child when he or she is in
school. When a family refers a child, the initial stages typically focus on the psy-
chiatric and psychological needs of the child and involve a family consultation.
In many cases, these referrals may come as a result of a specific problem, and the
clinician must find the reason that the child is experiencing a problem in one of
the subsystems. In these types of cases, clinicians are urged to expand their
scope and to begin gathering information about what the child’s life is like at

TABLE 2–4. Common portals of mental health professional 
involvement with violent children

Evaluation requested by child protective services/juvenile justice system

Consultation initiated by family

Referral by school

Referral by primary care physician/pediatrician

Referral as part of stepdown from residential or institutional placement

Referral as part of aftercare for crisis intervention
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home, at school, and in the community. It is from this perspective that the cli-
nician can be most helpful to the family. A clinician might suggest strategies to
decrease the unhealthy behavior and increase success and achievement at school.

The referral to an MHP may also come directly from a school. School guid-
ance counselors often form relationships with outside providers or with individ-
ual practitioners in order to offer traditional clinical services to students exhib-
iting difficulties in their schools. There are a variety of mechanisms by which this
can be achieved within the school, and how this is done often reflects a key ele-
ment of the relationship between the school and the community. For example,
some schools have active and collaborative relationships with outside providers;
guidance counselors can be eager partners with outside clinicians, especially
during the assessment and treatment phase of a school violence intervention.
Other schools, however, may be more closed and may erect unhealthy barriers
against outside resources interfering with their school activities. Thus, it is crit-
ical for a clinician to understand how the referral was made. When a school
makes a referral, the clinician has increased access to the information about how
school impacts the child’s behavior and how the child impacts the school’s cli-
mate. The clinician can work closely with the school and then move into the
family to assess the harmony (or lack thereof) of the signals between both social
systems.

An MHP may also receive a referral from a child’s pediatrician or family
practitioner because of a specific behavioral disturbance present or reported at
the time of physical examination. The primary care physician may attempt a
psychopharmacological intervention, such as the use of a stimulant or an anti-
depressant; he or she may also refer the parent to a mental health clinic or in-
dependent practitioner to evaluate the situation and to recommend a treatment
strategy. In these cases, it is critical for the clinician to collect as much medica-
tion information and history as possible and to begin assessing the psycholog-
ical and psychiatric needs of the child. The school typically is the third compo-
nent of the assessment process and can be contacted and involved as soon as the
clinician gains a better understanding of the presenting problem as identified by
the primary care physician.

MHPs also may be referred a client who is being stepped down from a higher
level of care or who is attempting to reenter school. The child may be coming
from a residential program or inpatient setting and returning to the same school
that he or she left, or the child may be entering a new school from a placement.
In either case, this type of referral requires that the clinician assess the overall
psychological and psychiatric problems and double-check the existing aftercare
plans to ensure that the basic safety and psychological and psychiatric services
are in place at the time of release. Many programs will discharge children back
into the community with little preparation, and this is a sure way to destroy a
child’s chance of succeeding in the home, school, or community. Public schools
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have little choice but to attempt to educate children going through this transi-
tion. Aftercare is a critical and often overlooked component of maintaining the
success gained in a treatment intervention. Unfortunately, it is often down-
played because of pressures from managed care or state budget cuts to stays in
more expensive residential or inpatient settings.

The clinician may also be referred a child who is experiencing a psychiatric
crisis and receiving emergency services interventions, either at an emergency
room or a clinic. This type of evaluation in a crisis center or emergency depart-
ment often results in a myopic focus on the crisis symptoms presented in a scat-
tered and fragmented way. The crisis being evaluated is often the result of a
poorly coordinated care plan that leaves the child in a disconnected and confus-
ing place within the home, school, and community. This type of referral typi-
cally begins with ensuring that the child’s psychological and psychiatric needs
are being met, especially those involving psychiatric medications, and that ther-
apy includes a crisis management plan. Also, the clinician should determine
whether the child is receiving child protective services or is involved in the ju-
venile court. Once these foundations have been established, the clinician can
begin to forge connections to the home and school to evaluate these areas of
functioning and to design effective care plans.

Common Barriers to 

Effective Intervention

It is critical to understand that when developing a process that involves the
overlapping of home, school, and community, the responsibility for creating a
comprehensive plan is not solely that of the school. Every plan will encounter
barriers due to a variety of reasons that need to be incorporated in any treat-
ment plan (see Table 2–5). It is naive to assume that creating this plan is simple.
This is a complicated process and requires that clinicians honestly evaluate the
barriers and attempt to design strategies to overcome them.

A number of systemic boundaries can prevent the effective implementation
of an integrated care plan for a child experiencing a disruption or violence prob-
lem at school. There are many competing agencies that often have difficulties
working together and thus are unable to be linked in a seamless and coherent care
plan. These systemic boundaries are typically historical and may reflect the com-
petitiveness of today’s service delivery landscape. Some agencies simply do not
get along, and certain schools may feel insulated from the community or threat-
ened by any intervention by outside resources. These systemic boundaries create
barriers to effective care planning and need to be addressed in a positive and
therapeutic fashion in order for an intervention to have its maximum impact.
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Of course, interventions cost money. It is critical for the clinician to become
aware of financial resources that can be accessed within any family or commu-
nity. The clinician has an expanded role in being challenged to overcome these
barriers, making suggestions that might include having a child apply for Social
Security, WIC, transitional assistance, or scholarships for community activi-
ties.4 The clinician would be well advised to develop an ongoing repertoire of re-
source acquisition techniques. This becomes part of the care plan for any child
involved in a school violence scenario. Overcoming financial barriers is not easy
but is often possible, depending on the motivation of all parties. If the resource
needed is not affordable, an alternative resource system may be constructed,
with natural supports—such as aunts, uncles, and extended family members—
providing some of the activities or resources needed.

Another key barrier to developing and implementing an effective care plan
is the lack of availability of professional time to oversee care plans or to provide
specific services in a coordinated fashion. In order to offer the most focused in-
tervention, there needs to be a communication and service delivery processing
mechanism that requires and obtains regular updates. Providers must be able
to communicate with each other and must be in touch with formal and infor-
mal supports in the community in order to maximize the effectiveness of in-
terventions within the home, school, and community. The limitation of pro-
fessional time is a barrier that often interrupts the ability of a care plan to be
implemented.

Transportation is probably the most formidable of all barriers to commu-
nity activities. Often the child and family have the interest level and may be able
to afford the fee to participate in a community activity, but they encounter dif-
ficulty in transporting the child to such activities. Transportation may be a very

TABLE 2–5. Seven common barriers to sustained intervention

Systemic boundaries
Financial resources
Professional time
Transportation
Access to natural supports
Availability of community resources
Degree of motivation on the part of home or school

4See Chapter 9, “Role of Medical Leadership in Unlocking Resources to Address School
Violence,” for more information on accessing resources such as the Women, Infants,
and Children (WIC) nutrition program and disability benefits.
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difficult hurdle to leap in any type of environment—urban, suburban, rural/in-
dustrialized, or rural. Many times the parents are busy at work, or they may sim-
ply lack the vehicles or finances to afford transportation. Public transportation
is not typically an effective or universally reliable way for children to regularly
participate in community activities or services.

Every family, however, has a network of “natural helpers” in the community
or extended family. These supportive individuals are positive people who are in-
volved with the child and family; they may be real assets in enhancing the child’s
adjustment to school. The family may be too proud to make contact with and
work with natural helpers, or they may feel that they will be rejected if they ex-
press a need. The disconnection of natural supports from the needy child is a
barrier to building strong and resilient plans within the community. Natural
helpers are powerful resources in containing aggression, as well as in creating
activities within the community and at home. When a child is enrolled in a pro-
gram or activity that is supported by a natural helper, the child’s resilience is en-
hanced. The motivation of a natural helper is altruism, and this adds a certain
spiritual dimension to the power of the resource.

The availability of community resources may also be an issue. This is a
greater problem in rural or rural/industrial areas. Within urban areas, there
may be resources, but they may not be available for children with psychiatric
and emotional problems. In these cases, specialized programs are required, but
they may not be available to families because of a disconnection from agencies
that supply funding, or because there is simply not enough funding to support
these programs in general within the community. When budgets are tight, pre-
vention and recreation programs are typically the first to be cut in municipal,
state, and federal budgets.

The largest barrier that exists in coordinating home, school, and commu-
nity is a lack of motivation on the part of any of the three subsystems. When a
parent is not motivated to work with the school, or a school is defensive and not
motivated to work with a parent, the ability to build a multilayered plan is
blocked. Motivation is crucial in order to begin to build alliances that can focus
on the children and begin to help them.

Conclusion
Interventions addressing school violence are not simple. They require a coordi-
nated strategy involving different disciplines, state agencies, the family, and the
school. The goal is for the student to receive a clear signal from all adults that self-
control is critical, trying hard is important, and respecting oneself and others is nec-
essary. Effective treatment plans require the MHP to thoroughly assess the school
violence problem from a multidimensional perspective with a coordinated focus.
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KEY CLINICAL CONCEPTS

• Therapeutic interventions target the interlocking systems of fam-
ily, school, and community.

• The MHP should begin with the identified school problem experi-
enced by a child.

• Effective assessment is multilayered and takes place in the com-
munity, the school, the home, and the clinician’s office.

• Treatment plans require care, coordination, and supervision in or-
der to be sustained and helpful in the various subsystems sur-
rounding the child.

• There is a hierarchy of treatment needs, requiring a multidisci-
plinary assessment.

• A child needs to receive consistent signals that are synchronized
among the key subsystems of home, school, and community.

• There are multiple entry points from which a child with a school
violence problem may come to the attention of an MHP.

• All care coordination plans should incorporate strategies designed
to overcome barriers that will interfere with sustained interven-
tions.
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3

Providing Mental Health 
Consultation to 

Agencies Intervening 
With Violent Children

SCHOOLS are always faced with the difficult choices of whom to educate
and in what fashion. When resources are scarce, education becomes a privilege
and not an absolute right. The more developed countries have a more complex
problem than their less developed counterparts. In the United States, for in-
stance, there are very complicated structures and processes that direct how a
school district handles “difficult” (mostly violent and disruptive) students.
There are also complex systems of care that exist in the community, funded by
the government or community, to assist in the care of violent and disruptive
students. The mental health professional (MHP) in this type of environment
has a different set of steps to take when managing a violent or disruptive stu-
dent. Countries where no such formal structures and processes exist run the
risk of creating a permanent, oppressed underclass that will begin to disconnect
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from civil society, emerging later as the community’s “young guns” or violent
young recruits, often inaccessible to reason. These countries share the same ini-
tial processes with their more resource-rich counterparts, but the less formal
the systems and processes are, the more the MHP has to adapt to working with
natural social supports. In both cases, the successful intervention involves
reaching out to the community for help. The violent or disruptive student often
either has a medical condition or lives in a social system that blocks his or her
ability to function in a school setting.

There are many good reasons to either expel or educate certain students in
public schools. The decision for administrators in schools is whether potential
harm is clearly presented to the general safety and education of the other stu-
dents by allowing the violent or disruptive student in that school. The MHP
plays a special role in advising the school’s leaders about the risks and threats
presented by a student’s behavior. This assessment will require the development
of a risk and protective factor equation. If the risks cannot be balanced, then the
ability of the school to educate violent or disruptive students is reduced. (For a
more detailed discussion regarding risk and threat assessment, see Chapters 6,
“Children Need to Feel Safe to Learn,” and 10, “Risk and Threat Assessment of
Violent Children.”) The more support that can be activated within the school
and community, the greater the likelihood of successful education becomes for
the general student population.

The Consultation Process: Working 

With Interagency Teams and Schools
Before directly examining the MHP’s role in working with health service agen-
cies and schools, it will be useful to take a careful look at how the process of con-
sultation works in an interagency setting. The work of Goodstein (1983) and of
Petti and Salguero (2005), as well as our own work (Sklarew et al. 2004; Twem-
low and Sacco 2003), suggests a number of characteristics of health service
agencies that the MHP should be well aware of before beginning. First of all,
each agency will tend to operate as if its patients have a single isolated problem
that can be solved by the agency autonomously. This may be a result of the type
of leadership within the agency that tries to keep morale up by exaggerating the
importance of its own role in the community. It is important to remember that
the agency’s shortcomings are problem- rather than person-oriented. Today’s
dehumanized business-style model has caused many difficulties because people
respond to problems in a variety of idiosyncratic ways. When there are charis-
matic leaders and a cohesive element within the organization, an individual
may be forced into a model that does not suit the employees.
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Facilitating Mentalization
In a violent setting, many of the responsibilities of the leader role must be taken
over by a competent MHP, especially since the adults who care for the child or
the children may themselves be so overwhelmed with trauma that their mental
processes are exhausted or irrational. We call this “the collapse of mentaliza-
tion” (Fonagy et al. 2002). Mentalization refers to the process in which the in-
dividual is not operating under the “freeze, flight, fight, or fright” (Bracha 2004)
fear-based stress reaction first described by Cannon (1915) and thus can make
logical choices based on an interpersonal perception of reality rather than on
fear-based personal choices. The mind of a nonmentalizing person has trouble
organizing itself.

Therefore, the MHP must be able to quickly assess the degree to which an
individual is able to mentalize and whether that individual will be able to create
the necessary links to the services he or she needs. The checklist in Table 3–1 can
be helpful in conducting a quick assessment of mentalization skills. Patients can
also use this rating scale to monitor themselves.

Improving Interagency Communication
The MHP must also become acutely aware that there is a lack of interdepen-
dence between agencies. He or she will also find that conflict is managed by
smoothing over—rather than resolving—differences, even avoiding them to
preserve the status quo of the workplace. It is crucial to avoid having employees
of the agency feel they are entering situations where their jobs may be jeopar-
dized. The damage that may have resulted from earlier failures in interagency
communication is best confronted by putting aside the present and going for-
ward into the future with a stronger model designed to improve communica-
tion and efficiency. What tends to happen if MHPs are not aware of these issues
is that they will personalize problems and become angry and fairly useless ad-
vocates for their clients and patients.

TABLE 3–1. Rating mentalization

Mentalization item Description Rating (1–10)

Reflectiveness Think before you act __

Empathy For self and others and with feeling __
Affect Control storms of affect—be aware __
Reestablish self-agency Assertively stand up for yourself __
Put boundaries in place Reestablish your independent self __
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Fostering Awareness of Countertransference
Like it or not, MHPs must have awareness of their own unconscious processes in
order to be effective. The MHP often has to participate in and absorb the (often
disturbingly chaotic) experiences of both sides, searching for a common psycho-
logical ground. This process can sometimes lead to a temporary loss of contact
with a neutral perspective as the MHP moves in and out of the advocacy role.

Without an awareness of countertransference, the MHP may be pulled into an
advocacy role for one side only. Personal consultation is very important for MHPs
in such situations, and supervision, including psychoanalytically informed psy-
chotherapeutic treatment for the MHP, is often tremendously valuable.

Psychological Aspects of 

Mental Health Consultation

We are not the first researchers to note how a mental health consultant’s role is
often blurred, especially when dealing with situations that can lead to school vio-
lence (Petti and Salguero 2005). The consultation can focus on the individual,
on the case, on the program, or on the leader. When the consultant finishes,
there is no obligation on the school to use any of the information from that con-
sultation. The MHP has two main challenges: problem solving and the transfor-
mation of the participants through the development of mutual trust, defined as
the knowledge that employers and co-workers will not harm you (Jacques 1998).
The true essence of transformation is that each side becomes able to see and ap-
preciate—or mentalize—the other’s point of view. The key negotiation princi-
ples as enumerated by Sklarew et al. (2004) in their Introduction are as follows:

1. To establish a point of similarity between participants that allows for toler-
ance of differences in others and acceptance of negatives.

2. To develop the habit of initially discussing nonconflictual issues to help es-
tablish a common ground and agreement before addressing complex prob-
lems.

3. To develop personal relationships and perceptions of each other so that the
people and the process become humanized.

4. To establish mutual respect for differences with the potential to trigger ra-
cial, religious, gender, or ethnic stereotypes.

5. To develop an agreed-upon common language to communicate ideas.
6. To understand that the process will require continued maintenance.
7. To recognize that only a collaborative nonblaming rather than competitive

partnership will result in change.
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Development of a Collaborative Plan

Step One: Making Contact and 
Respecting Boundaries
The first step in a collaborative plan is to understand the relative roles of certain
individuals within the various social systems at home, school, and community.
It would be difficult, for instance, for an outside clinician to enter a school and
act as a school counselor. An outside clinician is ordinarily viewed as just that:
someone outside of the school’s social system with no ongoing contact with the
frontline teachers and administrators. Even when the outside clinician is asso-
ciated with child protective services, there is a limit to what that clinician can
do within the school system without the cooperation of a clinical partner
within the school, one deeply committed to the same treatment goals.

It is also true that clinicians who work within a school are not able to develop
as many resources as may be needed to respond to the child’s problem. For ex-
ample, the school’s psychologist will not necessarily have access to a psychiatrist
or a prescribing nurse practitioner. Not only is it important to find a resource,
but the school’s clinician needs to get permission from parents or guardians in
order to connect the child or young adult to some type of program or interven-
tion resource before, during, and after school. School clinicians need to be aware
that often schools have to pay for the care if they make the direct referral.

The clinician working outside of the school must forge connections within
the school with a clinician or school administrator in order to begin to under-
stand and respond to a problem that is expressed at school, in the home, or the
community. Many clinicians may try to diagnose and treat a problem that is
acted out within the school solely in their clinics or treatment rooms. This ap-
proach is one that will quickly lead to an abstraction of the problem and will not
offer the clinician the power of accessing real-time information concerning the
impact of their intervention within the school system. Again, a clinician work-
ing in the community will need to seek permission and obtain signed releases to
communicate with the school concerning the strategies that are being designed
to respond to the problem of violence within the school.

Case Example: Tony, Family Caretaker 
and Bullying Victim at School
Tony, an eighth-grade student, had missed 92 days of a 180-day school year.
Child protective services were contacted by the school, and the family received
visits from a state case worker. The case worker then referred the family to a
community mental health clinic in order to intervene with this problem. Tony
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was allowed to stay in school, and the family was referred to a home-based men-
tal health clinic in order to assess why this child did not go to school, as well as
to create strategies that would reduce the absenteeism.

Initially, the assessment pointed to a pathological family dynamic that in-
cluded a chronically ill mother relying on the support of her only son in man-
aging her illness. The net result of this problem was a year in which the student
missed a considerable amount of school. Earlier in the year, it was reported that
Tony experienced a great deal of bullying because of his lack of social skills, his
unkempt appearance, and his difficulty in learning. It was easy for this student to
remain at home, since when he did go to school he was frequently attacked both
verbally and physically.

The mental health intervention began with several home visits in which the
dynamics of keeping Tony home from school were explored, with his two sisters
and his mother participating in a family therapy plan. At the same time, the
community clinician sought permission from the intervening child welfare
workers who had gained custody through the court to communicate with the
school. The community clinician quickly realized that there were no active social
workers in that particular school and that the vice principal was unmotivated to
participate in a community-focused plan. At this point, the community clini-
cian was working regularly with the family members in their home twice a week
in order to stabilize the crisis that had precipitated the referral. Family therapy
alone was not enough to improve Tony’s attendance record. The community cli-
nicians also sought the help of the child protective agency case worker, who had
experienced a similar roadblock in accessing an internal social worker or guid-
ance counselor to assist in developing a strategy to increase attendance.

Tony was eventually removed from his parents’ custody and placed in a res-
idential school. There were notably few opportunities to reintegrate him into the
community school due to the inability of the community clinicians to latch onto
a partner within the school to begin a collaborative effort to motivate Tony to at-
tend school. The clinicians were very active in confronting the student’s mother.
While Tony’s mother became aware of her unconscious demands to keep the
child at home, there was no change in the overall treatment the child felt at the
school. The net result was that the overall intervention was a failure and did not
result in the child being able to remain in the community and be educated.

After the 45-day diagnostic assessment at the residential school, Tony was
returned home and the therapy began again. The diagnostic assessment recom-
mended placement in a different community school. Once this shift in school
occurred, the community clinicians collaborated with the school social worker
and began a plan that involved Tony in an extracurricular school activity. Tony
had a passionate interest in computers, and the school was able to place him in
programs of high interest. This was followed up when a member of the commu-
nity team identified an after-school apprenticeship in a local computer store.
The students developed a relationship with the repair person at the computer
shop and also earned a small amount of money. The net effect of the interven-
tion was then that the student began to go back to school, asserted himself, did
not fall into the role of victim at the school, and had high-interest activities that
stabilized him both at home and in the community.

The outside community team was able to focus on assisting Tony’s mother
to obtain personal care assistance so that she had a professional caretaker to re-
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place the help that her son had given her over the course of the year. While the
student in this case was a victim and did not act violently within the school, the
principles of approaching the intervention illustrate the value of the MHP’s role,
both inside the school and in the community. When those two parts of the in-
tervention are synchronized, the net result is a more comprehensive strategy that
will improve stabilization both in the school and in the home. The student in
this example was targeted by students who were being bullies and disrupting so-
cial activities at school. This made it easy for the victim to be pulled into a family
dynamic that led to his missing school.

We recommend using instruments capable of assessing the family’s strengths
and weaknesses in a variety of domains. One such instrument that is widely used
is the Child and Adolescent Needs and Strengths (CANS) Comprehensive Mul-
tisystem Assessment (Praed Foundation 1999), which Massachusetts adopted as
part of its Children’s Behavioral Health Initiative remedy in settlement of a class
action lawsuit over Early Periodic Screening, Diagnosis, and Treatment (EPSDT)
services to Medicaid-eligible children with serious emotional disturbances
(Massachusetts Behavioral Health Partnership 2010). The Massachusetts initia-
tive, grounded in a comprehensive multidimensional CANS assessment, embod-
ies the spirit of EPSDT for young people exhibiting school violence problems.
Similar federal court initiatives are active in at least seven other states, and new
litigation in this area is spreading rapidly across the country (Perkins 2009). In
fact, this model is likely to soon become the standard used by states when they
create systems of care for children with serious emotional disturbances.

Step Two: Defining the Problem
Regardless of the MHP’s entrance point into a school violence problem, there
needs to be some assessment of why violence is erupting at school. One ap-
proach to assessing the nature of a school violence problem is to search for the
areas in which shame may be fueling a school violence problem. This approach
is valuable because it can be applied to both the individuals and groups who
make up the populations of schools. When a school system “allows” children to
be bullied, but adults see it as a normal part of childhood, a situation is created
in which violence is condoned by the adults. As a result, children are victimized
by bullying with repetitive public shaming in the school setting. Assisting some-
one who is either a bully or a victim in this type of school would be difficult if
the school was not willing to address some of the climate issues that impact how
the child experiences every day at school. It may seem grandiose for outside cli-
nicians to hope that they will be able to convince an entire school to change the
way children behave on a daily basis. Nevertheless, the points of shame often
become clear pressure points that must be relieved. A child may show aggressive
behavior at home and the parent experiences trouble controlling that child’s be-
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havior with younger siblings. This might be a reenactment of a situation that
begin at school and unfolds once the student comes home. Simply applying
family therapy to solve the problems at home will not change the fact that the
student has to go to school every day. Once there, he or she will continue to ex-
perience humiliation and may either explode or withdraw.

A recent research experiment in Jamaica (Twemlow et al., in press) described
how a humiliation “pressure point” was identified and a program targeted the
genesis of the coercive behavior. We identified shame originating from the place-
ment of older students who had failed the sixth-grade streaming exam. The older
students had lost hope, were perceived as worthless, and engaged in aggressive
behaviors with themselves and the younger children as a result. The intervention
in this Jamaican school was designed based on an understanding that the shame
began during seventh grade because of academic failure. The intervention spe-
cifically targeted the older students in seventh, eighth, and ninth grades and in-
volved creating arts and crafts under the careful supervision of supportive adults.
The net effect of this intervention over 3 years was a large reduction in violence
within the social system. In fact, the younger children in the school experienced
significant benefits without having had any exposure to any content of the inter-
vention. Intervening in a social system at a point of shame will create positive re-
sults by reducing the humiliation experience and thus removing some of the fuel
involved in the school violence. There was a “trickle down” effect of positive en-
ergy by reducing shame and creating a sense of value in the older youth.

An MHP must remember that it is virtually impossible for children who live
in homes that are unstable, chaotic, and unsafe to come to school and not become
either bullies or victims. This again seems rather commonsensical, but often is ig-
nored or overlooked in terms of specific interventions within a school system.
Most school counselors are aware of the nuances of a student’s violent behavior
within the schools, but they may be blind to or uninformed about the nature of
the child’s experience living at home. The child may be a victim of child abuse or
domestic violence, may often be left unsupervised with his or her basic needs ne-
glected, or may be the victim of a sibling or predator living within the home.

All of these circumstances are sufficient to create a high-risk situation for a
child that can, in turn, become the catalyst for school violence. In the United
States, schools are among the primary reporters of child abuse to state agencies.
This is a clear example of how the community and the school are linked in a pro-
cess that has as its primary target the identification of child abuse in the home.
Children who are abused at home frequently will act out this abuse in school.
When someone from the school initiates a child abuse report, an outside inves-
tigator will be assigned to visit the child’s home and to look into the concerns
expressed by the school about the child’s behavior.

Once the child protective services agency investigates a case and identifies a cha-
otic home, a series of steps is taken to protect the child. The family may be required
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to develop an individual service plan, monitored by the state and courts, providing
an opportunity to deal with the problems that have led to the child’s aggressive, dis-
ruptive, or violent behavior. This generally involves a referral to a community
agency that will intervene with the family to reduce the impact of the chaotic home
life on the child. Once again, this is a point at which the idea of collaboration be-
tween MHPs within and outside of the school becomes critical to the development
of a comprehensive and sustainable intervention that will decrease school violence.
If the community intervention consists of a referral to a psychiatrist who then pro-
vides medication to the parent and/or child, this may result in a temporary im-
provement of behavior with little sustained growth and improvement in how the
child functions at school. In other words, the child may be less aggressive because of
a psychopharmacological intervention, but the prescribing physician will not have
access to vital real-time information about the impact of the medication on the
child’s performance at school. Additionally, the school will not be kept regularly in-
formed about the variety of interventions or strategies used in approaching the
family to solve problems in a less aggressive and dysfunctional way.

Students who act aggressively at school may be experiencing a serious emo-
tional disorder that is a result of trauma experienced in the community or home.
Children who live in violent neighborhoods and are required to traverse danger-
ous territory to get to school, for example, may be hypersensitive to risk and may
act aggressively at school in response to this sensitivity. Children with anxiety
conditions who enter school worrying about every aspect of their behavior will
become easy targets for bullies and aggressive students. One of the key premises
in this approach is built on the idea that the co-created roles of bully, victim, and
bystander are involved in the evolution of violence at school. Responding to ag-
gressive children must include a consideration of the role of the victim and how
his or her behavioral or mental health problems impact the school climate.

Step Three: Synchronizing 
Community Agencies Involved 
in Managing School Violence
As we have mentioned, children who are violent at school are frequently con-
nected to a variety of community agencies. There are three main areas of con-
nection that need to be synchronized for children experiencing violence who
are also aggressive at school (see Table 3–2).

Child Protective Services
The first main area often involved in cases of school violence is child protective
services. In the United States, this is a very complicated system composed of
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partnerships between the federal government and individual states. Each state
develops a plan and regulations concerning how child abuse and neglect inves-
tigations and case management will be handled. This function is very well de-
veloped and is part of the state agency structure. The child protective agencies
act as a backup for the parental responsibility to protect children. In many
cases, the state intervenes through a child protective services agency and re-
moves the child from the biological parents’ custody, thereby assuming respon-
sibility for the care and safety of the child. In these cases, the state becomes the
child’s legal guardian and the child may live in a variety of different settings, in-
cluding private or state-run foster homes.

The children in this category are also frequently connected to a wide range
of services within the mental health and human services systems. These services
often are part of an individualized service plan designed by the state as an at-
tempt to enhance safety and basic caretaking skills within the biological home.
The child protective agency is typically represented by a case worker who is part
of a larger agency structure responsible for the management of children who go
to school. In many urban public schools within the United States, a significant
percentage of students are in this situation. A child protective agency may be in-
volved in a supportive fashion—meaning that they are providing services and
support for parents who are struggling to care for their children—or may have
full legal custody of the children. It is critical in designing strategies from either
inside the school or out in the community to know who is legally responsible for
the child and to begin any intervention strategy by contacting the responsible
party. If this party is a parent, then he or she needs to be the first person con-
tacted by the MHP. If the state agency has had custody granted to it by the court,
then this is the first phone call that needs to be made in order to establish both

TABLE 3–2. Community agencies involved in managing school violence

Service category Area of responsibility School violence impact

Child protective 
services

Home safety and basic 
caretaking

Reenactments of home 
trauma, oppositionalism, 
absenteeism

Juvenile justice system Criminal activities at 
home, at school, or in 
the community

Fighting, assault, gangs, 
drug distribution, 
extortion

Mental health and 
human services

Support for families with 
mental impairments

Disruption, impulsivity, 
explosiveness, being a 
victim
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permission and the critical involvement of the responsible party. This is espe-
cially true as the aggression increases in school and the violent behaviors esca-
late to a life-threatening point.

Child protective agencies frequently are held responsible for child behaviors
that can be seen as reenactments of the trauma experienced in either the home
or the community. These reenactments may be highly sexualized in cases of
children who are sexually abused over long periods of time. The chaotic home
can also be reflected in school through bullying behavior, which is then mod-
eled by a child who has lived in a home impacted by domestic violence. Children
raised in such homes see dominance and aggression as the way in which people
relate to each other. The child often identifies with either the bully or the victim
role. In these cases, the child’s reenactment at school is the direct result of the
trauma experienced in his or her home life.

Our experience is that boys who have been abused will often become abus-
ers when grown up, whereas girls tend to direct the rage at themselves with self-
destructive actions like eating disorders, self-cutting and suicide attempts.

In addition, we have noticed a behavioral pattern in chaotic homes consist-
ing of either overly active or overly passive styles of responding. In other words,
children will tend toward the extremes of being either a bully or a victim. Al-
though many children attempt to hang back and play the role of bystander, the
intensity of the trauma makes it virtually impossible for them to resist being
sucked into one of these pathological roles in school. Children who are living in
traumatic multicrisis homes with marginal caretakers frequently stay home
from school. Such absenteeism can be seen at one end of the continuum of act-
ing out the problems in their homes at school. Being trapped at home with care-
takers who disregard the value of the child’s education is a passive form of
school violence. When these children do return to school, they either become
fodder for a bully’s ongoing patterns of humiliating others or become bullies
themselves, aggressively asserting dominance at school.

Juvenile Justice System
The second major agency that a child with violence problems is likely to be at-
tached to is the juvenile justice system. This occurs in countries that differenti-
ate between crimes committed by youth under a certain age and adults. This is
a highly variable protocol, one that reflects the basic values of the culture within
which a school exists. In the United States, for example, a separation exists be-
tween the juvenile justice system and child protective services. This split in state
agency responsibility reflects an overall attempt to separate the oppositional
and defiant child from the more impulsive and aggressive criminal youth. The
juvenile justice system is typically engaged when a young person commits a
crime. In the child protective services agencies, the offenders are typically ex-
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hibiting oppositional and defiant behaviors rather than violating the rights or
property of others. When a student’s behavior rises to the level of criminality,
the court will adjudicate the child a delinquent and typically attach him or her
to a probation officer or case manager.

MHPs are well advised to understand how the community in question han-
dles situations. The MHP needs to discover whether or not the community un-
derstands the difference between an oppositional offense and a criminal offense
or conduct disorder. Once this is understood, the MHP needs to involve the rep-
resentative from the juvenile justice system in any and all planning of interven-
tions. In some cases, young people who are found to be delinquent and are man-
aged by the juvenile justice system still live in the community and attend public
schools. If the severity of their aggression or the repetitions of their crimes in-
crease, these children are typically separated from the community. Such offend-
ers are often referred to secure facilities and are often connected to programs
such as community monitoring and day reporting. The more violent the crime,
the less access to the community the student will have.

Mental Health and Human Services
The third major system critical to all school interventions is mental health and
human services. In the United States, these services can be financed by local gov-
ernment; state, federal, and local partnerships such as Medicaid; and private
foundations. Some communities may rely on natural helpers who exist in the
school or the community. Family physicians may also be key players in the man-
agement of school violence problems. There are considerable differences among
states and within states; some are highly resourced, with services delivered in
myriad ways. The typical school violence problem referred to MHPs involves
impulsivity associated with attention-deficit/hyperactivity disorder (ADHD) or
other mental impairments, explosiveness, and associated psychiatric distur-
bances resulting from exposure to trauma. The MHP may be trying to assist the
family in solving this problem, or may be asked by a school to help in assessing
a specific problem within a school.

Some children need to be protected and their basic needs supplied by sub-
stitute caretakers. These children will reenact their trauma at home actively or
passively. In the active form, this reenactment typically involves oppositional
and defiant behavior. The passive form is likely to be absenteeism or an abrupt,
chronic discontinuation of efforts toward achievement goals. In the juvenile
justice system, the behaviors that children exhibit in school are more easily ad-
dressed, since they involve clear crimes. It is not bullying when somebody phys-
ically assaults someone else in a hallway, regardless of their age. Once that line
has been crossed, bullying behaviors clearly become criminal actions. In the
middle school and high school years, criminal behavior begins exhibiting itself
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at the school in the form of gang initiation, drug distribution, extortion, and
threats of violence.

Step Four: Coordinating and 
Managing Community Resources
Once an MHP understands the custodial landscape, regardless of levels of afflu-
ence, and understands who is legally and physically responsible for the child ex-
hibiting the aggressive behavior, the process of coordinating and managing
community resources can begin (see Table 3–3). An MHP is not always respon-
sible for being the primary case manager or the individual in charge of decision
making; the MHP may also function in a supporting role. The key point for the
MHP is to understand who the leader is and what the overall nature of the in-
tervention plan is, in order to be able to make suggestions, offer support and
services, or deliver direct or indirect services.

The first step in creating the process summarized in Table 3–3 is to assess the
nature and locus of the problem behavior. This assessment is designed to iden-
tify areas of weaknesses and strengths that can be used to create a more harmo-
nious signal, helping the child build internal self control. The intervention is de-
signed to create a unified front in the adult-authority world that will increase a
child’s ability to internalize and exercise self-restraint.

The question that needs to be asked is whether the aggressive behavior oc-
curs in one setting or in multiple settings. When a child behaves aggressively
only at school and not at home or in the community, the probability is that the

TABLE 3–3. Process for connecting and managing community 
resources

Assess nature and locus 
of problem

Home
School
Community
Child protection, juvenile justice, mental health

Join the social system Connect with in-school or community contact
Understand the family’s view
Create buy-in from within school and family

Identify supports Seek out formal services and programs
Identify natural helpers
Discover community resources and activities

Create strategies to access 
support

Identify barriers
Make contact
Manage involvement from inside and outside
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child is receiving signals from the school—most often unwittingly—that en-
courage dysregulation and do not offer opportunities for attachment to sup-
portive adult/peer figures or activities. It may be clear through the clinical in-
terventions that a child is experiencing bullying, being a bully, or observing
considerable amounts of disturbing bullying or violence at school. This may be
a primary factor in the child’s aggression at school. When a behavior occurs in
all three settings, there is a strong likelihood of a biological basis (e.g., autism
spectrum disorders) that needs to be ruled out prior to creating more sophisti-
cated psychosocial interventions. Children with intermittent explosive disorder
or with some forms of temporal lobe epilepsy will erupt in any setting and will
require medication to regain self-control.

If a child’s parents have custody, they must be the first point of contact for
any intervention into aggressive behaviors at school. Often, in more active sit-
uations, parents are involved in school aggression only through disciplinary
dialogue. The student will act out at school, the teacher will expel him or her
from class, someone from the school administration will be responsible for
managing discipline, and then the parent is called either to pick up the child or
to somehow respond to the problem at school. Parents need to be involved at
two other levels: first, as partners in collaborating on a solution to the specific
problem presented by their child, and second, in any and all processes that are
designed to improve the climate of the school. Parents of children who exhibit
either active or passive school violence difficulties are excellent candidates for
involvement in school climate improvement campaigns. They can be encour-
aged to cooperate with the school through involvement in activities that pro-
mote positive school climates, rather than blaming the school for their child’s
unruliness.

The second step in managing community resources is to “join the social sys-
tem.” This phase is something that MHPs are trained to do when dealing with
families. The principles of family therapy stress the ongoing need to ensure that
the therapist is in step with the family before making recommendations to
change any direction or approach to a problem within a family. Minuchin (1974)
referred to this process as “joining” a family system. Therapists look for the
“sweet spot” in the family that allows them to be included in the flow of the fam-
ily social system. The same principle is true in dealing with management of mul-
tiple agencies for the child experiencing aggression at school. The “sweet spot” in
a family can be viewed by everyone as supportive of the family as a whole without
being against anyone else. A family might be powered by an aggressive child, a
rebellious or criminal adolescent, or an impaired parent. The MHP, like the fam-
ily therapist, must first “hook” or create therapeutic “buy in” with the power
source.
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Case Example: The Gibsons, a Troubled 
Family Helped Through Interagency 
Collaboration
The Gibson family consists of a single mother and three children. The oldest
child, a 14-year-old male, was referred for chronic truancy and was expelled
from school for fighting and for destruction of property. The middle child was
a 10-year-old female honor student, and the youngest child was a 5-year-old fe-
male just beginning kindergarten. She was very shy and the favorite of the older
brother when he was at home. The therapist quickly realized that the “sweet
spot” was between the youngest child and the oldest boy. The mother was an
overwhelmed and depressed woman of 42 working as an assistant in a nursing
home. After the oldest child was referred to the juvenile court for truancy, the
family was visited at home, with all members attending the session. A limited
release was signed between the family and the juvenile probation department.
Another “sweet spot” was between the school, client, and probation officer.

With school attendance in mind as the desired outcome, the therapist de-
veloped a relationship with the youngest child with the mother’s assistance.
Eventually, the troubled brother was drawn into the family discussions. A meet-
ing was scheduled between the probation officer, therapist, and mother. The cli-
nician made an arrangement with the probation department to ease restrictions
based on increasingly successful days at school. The therapist followed up with a
meeting at school to create a special arrangement. The special education depart-
ment created a plan that was very flexible, allowing the student to attend only
high interest classes and to come and leave school early. His mother agreed to
provide special transportation.

The MHP must develop a clear understanding of the problem from the
school’s perspective without becoming trapped in a power struggle with any
distinct social system. This particular obstacle is referred to by Bowen (Kerr and
Bowen 1988) as “triangulation,” or a process of systems being played against one
another. The MHP needs to be sensitive to power issues and boundaries and
needs to maintain the focus of the intervention on one clear message to the stu-
dent. This starts by building the “buy in”—that is, a shared feeling among all
staff, students, and family members that the school needs to change. School vio-
lence is a direct result of a failure in one of this key system’s responses to a par-
ticular child at a crucial time in his or her educational development.

The third step in this management process is to identify community sup-
ports. This is an area in which the MHP can be extremely helpful to both the
home and the school. Whether the resources are formal or informal, the MHP is
responsible for searching the community to find sources of help. This may be a
formal process with many organized agencies delivering a variety of services, or it
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might involve searching the community for an internship or other outlet for a
student whose misdirected energy is leading to aggression at school. Identifying
supports is the role of the MHPs, regardless of where they are positioned in the
school or the community. Community clinicians have more expertise in reach-
ing out into their respective service landscapes to identify and engage available
services. In some more informal settings, school counselors or natural helpers
within the community can be contacted to request their involvement in provid-
ing needed support to a child who may be acting aggressively in the community.
Most communities have private agencies through churches, social activities, and
other groups that offer many helping opportunities for needy young people.

The fourth step is to create strategies for accessing these supports. This is a
process involving identification of a resource, followed by targeting any barriers
to accessing those resources. In all cases, strategies need to be developed by
adults to look for and engage natural supports in the community. This is also
true within the school itself. Schools need to be challenged to examine their own
formal and informal structures to develop supports that could be woven into
any intervention designed to reduce the types of aggression that occur at school.
Creating databases on resources would be one obvious example, and can lead to
more effective future interventions to assist students and to create a safe overall
environment for the general population.

Step Five: Creating a Goal-Focused 
Action Plan
Once the MHP is satisfied that everything possible has been done to understand
the aggressive behavior exhibited at school, he or she needs to develop an action
plan with certain goals that can be accomplished by activating the various ele-
ments identified in the community, home, and school. These interventions
have a set of goals specifically designed to cope with the evolution of aggression
in the school and are what MHPs work toward achieving in their treatment
plans (see Table 3–4).

Contain Aggression
The first intervention goal is containment of the aggression, meaning the MHP
must design concrete ways in which school personnel, transportation workers,
and other school employees can be protected from the eruption of aggression
during the school day or during transportation to and from school. Contain-
ment is a strategy in which the behavior is clearly identified and a pattern estab-
lished regarding how the aggression may unfold in the course of a school day
(see also Chapter 5, “Bullying is a Process, Not a Person”). Containment strat-
egies specifically target these behaviors and use prevention to quickly smother
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any bullying or aggression that may be occurring at any time during the school
day or when a child is going to and from school. It is these strategies that strive
to eliminate aggressive behavior through quick response and coordinated ef-
forts to send a very clear signal to the child that out-of-control behavior will not
be tolerated and that internal controls are necessary. This can be a very complex
plan involving many different parties, or it could simply be the work of a single
classroom teacher with the help of an outside MHP.

In order to contain aggressive and disruptive behavior, it is critical that the
home and school be on the same page regarding tolerable levels of aggression
during the school day. If a parent has a different set of values than the school does,
the child receives a mixed signal, and containing aggression at school will become
increasingly difficult. If the school points a finger at the family as the sole source of
the problem, it will be more difficult to help the school and home work together
regarding the student’s behavior. This process can be understood as a dialectic of
victim/victimizer in which the school and the home engage in unconscious
power struggles that will determine the responses to the student’s aggression at

TABLE 3–4. Creating an action plan: intervention goals

Strategy Goal

Contain aggression Home and school discouraging coercion
Parents supporting teachers
Teachers modeling socially desirable behavior
In-school detention

Redirect focus Creating positive adult mentors
Identifying positive, high-interest activities
Rewarding positive behavior

Reduce pressure Changing schedules
Offering breaks
Eliminating frustration-inducing activities
Promoting involvement in extracurricular or after-

school activity

Prevent shame Learning and assessment accommodations
Eliminating public discipline
Active bullying prevention
Managing cyberbullying

Value nonviolence Public awards for compassion
Art and theater with positive, nonviolent messages
Climate campaigns that focus on nonviolence and 

character building
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school. It is essential that both home and school send the child the same message
about assuming responsibility for the student’s control of his or her behavior at
school. Interventions that promote the harmony of the signal from both parent
and school will have the best chance of reducing aggression or disruption at
school, and that includes awareness of countertransference by the MHP.

One concrete way of achieving a coordination of home and school signals
about aggression is to have the parents available to support the teachers in their
struggle to maintain control of the classroom. When a parent works directly
with a teacher concerning specific behaviors, then the child receives a clear and
direct limit that is essential for preventing the evolution of aggression in school.
Parents can also show support for the teacher by participating in climate inter-
ventions that model positive adult behavior. When a child sees his or her mother
or father working with teachers in a collaborative way to improve the quality of
the school environment, the child receives an unmistakable message that coer-
cion is unacceptable and that working for the common good is a way to receive
positive attention. Another strategy that fosters containment in the schools is to
create programs in which teachers are provided with rewards and incentives for
encouraging prosocial behavior in children. When teachers are seen in this nat-
ural leadership role, the children are more likely to follow the model.

Schools can also develop ways to contain eruptions of aggression; each
school may have an entire program dedicated to discipline and the implantation
of school and classroom rules. These systems may or may not be of assistance in
containing aggressive behaviors. Many school protocols and procedures may, in
fact, unwittingly provoke and sustain the evolution of aggression within the
school settings. Schools are advised to develop containment strategies that do
not offer the child the opportunity to leave school as a punishment for disrup-
tion and/or small amounts of aggression. When a student crosses the line and
engages in criminal activity, the school is advised to involve law enforcement
and to create protective barriers between the youth committing the criminal ac-
tivity and the overall school population.

How this violent student is reintegrated back into the school, however, is an-
other question. The principle of containment concerns how a school manages
small eruptions of aggression and disruption through use of programs such as
in-school suspension, after-school disciplinary activities, or other approaches.
One such strategy uses an approach that emphasizes insight and shared respon-
sibility rather than punishment, focusing on classmates managing each other to
some extent. For example, the classroom may be quiet when the teacher is there
but erupt into chaos when he or she leaves (punishment focused). Discipline is
an internalized state a child learns by modeling, mainly through teachers and
other members of the classroom (insight focused). We have seen students im-
pose their own limitations on their impulsive actions. Even though it is true that
children—probably even as high as twelfth grade—are primarily in school to
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have fun, teachers and parents may instead wrongly assume that the child is
there to work. In fact, teachers who make schoolwork fun are usually the teach-
ers with the best class academic performance and (certainly in our experience)
are the ones students remember for the rest of their lives.

The following example illustrates two ways of dealing with small eruptions of
aggression or disruption in the classroom. A spitball hits a teacher as she is writ-
ing on the blackboard. She turns around furiously, picks out “Billy” immediately
(since he has done this before), and sends him off to the principal. This would be
a punishment-focused event that “scapegoats” Billy. A more peaceful way of
managing this situation might play out as follows: As the spitball hits the teacher,
she puts down her marker, turns to the classroom and says, “Everybody stop
working. What went on here?” There is almost always a child who volunteers that
the teacher was the victim of bullying and aggression; a general murmur will af-
firm that. The bully will look downcast, and quiet will descend on the classroom
until some child asks, “Where are the bystanders?” After another moment of
quiet, finally somebody says, “We all were, we laughed.” In this essence the “blame
for the event” is quietly distributed to every child in the classroom, creating a
teaching and learning moment for everyone present. Billy is no longer the scape-
goat for the group’s aggression, and he settles down into a more peaceful role.

An MHP can help introduce this insight-oriented classroom management
plan. Of course, this type of plan has its limits. If Billy continues to reoffend, the
classroom can create a “power struggle referral alert,” as shown in Table 3–5. The
referral is made to a counselor or a social worker who uses it as a point of discus-
sion with the child and not as a punishment. Our research has shown that while
the MHP may be initially overwhelmed with referrals, the number of referrals
declines significantly after about 3 months, and classes settle into a new and
much less rowdy format. In this approach, Billy only becomes a problem for the
principal when some major school behavioral rule or criminal action has oc-
curred. This approach was successfully initiated in—and very quickly brought
peace to—a number of classrooms.

Redirect Focus
The second main goal of intervening in school aggression is redirection. In a re-
direction strategy, the operating idea is that aggression is actually misplaced
leadership and that fun can interrupt the aggressive mind-set. Many aggressive
children have strong social skills and may impose their dominance, losing con-
trol of their aggression as part of feeling out of control. Redirection strategies
do not simply block or contain; they are essentially active strategies that attempt
to take aggression as a misguided form of assertiveness and view it as a potential
leadership quality. Redirection strategies see aggression as unsublimated cre-
ativity rather than as isolated psychopathological events.
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TABLE 3–5. Power struggle referral alert (sample)

CHILD’S NAME _______________________________________________
TEACHER MAKING REFERRAL _________________________________
DATE __________________ TIME OF DAY _________________________
Check off all behavior to be disciplined

Adult disrespect
Talking back to a teacher
Refusing to follow a teacher’s directive
Swearing in the presence of a teacher
Calling a teacher a name
Threatening a teacher verbally
Using a loud or rude tone with a teacher
Failing to complete assignments

School bus disrespect
Instigating power struggles
Engaging in horseplay
Threatening and putting down others
Minor pushing and shoving
Making excessive noise
Throwing others’ property around
Making fun of or ridiculing another student

Classroom disrespect
Not sitting with someone—Urging others not to sit with a child
Clowning and distracting the class
Interrupting the teacher
Inappropriate touching, pulling hair, or poking
Cheating
Disrupting other children while they try to do their work
Defying a teacher
Refusing to work
Making fun of classmates’ mistakes or wrong answers
Making noise
Talking without permission

Peer disrespect
Teasing
Name calling
Spreading rumors
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Peer disrespect (continued)
Being overly aggressive in a game
Playing mean tricks on other students
Ostracizing others and forming cliques
Extorting lunch, money, or other valuables
Taunting or group teasing

Victim behavior
Complaining or tattling a lot
Provoking trouble and then tattling and complaining
Giving in easily when pressured
Frequently being by him-/herself
Being easily led and manipulated

Corridor and schoolyard disrespect
Pushing
Making loud noise
Playing mean games
Engaging in social games that exclude others
Intimidating others
Threatening others
Engaging in group ridicule
Changing the rules of a game in the middle
Pushing to be first in line
Unwanted touching
Name calling
Destroying school property
Dominating a game at the expense of others

Bystander behavior
Instigating power struggles
Appearing to enjoy classroom or playground disruptions
Not helping with classroom or playground fights
Assisting bullies in bullying behavior
Comments of teacher (including behaviors not listed above): 

TABLE 3–5. Power struggle referral alert (sample) (continued)

CHILD’S NAME _______________________________________________
TEACHER MAKING REFERRAL _________________________________
DATE __________________ TIME OF DAY _________________________
Check off all behavior to be disciplined
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Redirection strategies often rely on locating or assigning positive adult or
older peer mentors. These programs serve both an individual and a larger cli-
mate purpose. When a youth is acting aggressively, this may indicate that there
is a lack of connection to a positive adult model that could provide appropriate
positive feedback for nonaggressive behaviors. One such adult playground
mentor would expertly use sleight of hand to make kids laugh and be curious.
Many young people today are bombarded by aggressive virtual role models por-
trayed in video games masquerading as real human relationships. This lack of
attachment to real relationships (discussed in greater detail in Chapter 10, “Risk
and Threat Assessment of Violent Children”) is a critical component of this par-
ticular intervention goal; attaching an aggressive youth to a positive adult or
older role model can have a calming and soothing effect on insecurely attached
individuals.

Redirection can also be accomplished by identifying and connecting a youth
to high-interest activities. Many times we have seen frustration, boredom, and
lack of stimulation lead to aggression. Young people with nothing to do can con-
stitute a clear risk factor. Redirection strategies offer young people the chance to
explore and participate in activities such as computer design, music, theater,
martial arts, sports, or drama. Most young people have an avid interest of some
sort and will be strongly influenced by how this interest is encouraged and
allowed to be exercised.

These strategies should be complemented by offering clear alternatives that
provide opportunities for young people to be rewarded for positive behavior.
Many wise, experienced teachers have put their classroom bullies in charge of
classroom maintenance chores, delivering lunch, or otherwise contributing to
the larger good. The bully may initially view this treatment as an opportunity to
get out of class, but eventually the skilled teacher uses this redirection to control
the aggressive and provocative behavior of the bully. A basic principle of disci-
pline is to reward at least twice as much as you punish; otherwise punishment,
however severe, will not work.

Reduce Pressure
The third goal in intervention strategy is pressure reduction. When young peo-
ple feel pressured, they also feel raw and vulnerable to their social environments.
When they encounter experiences during the school day that are frustrating, the
pressure increases. This pressure may come from teachers who are trying to mo-
tivate increased participation, or it may come from peer networks that exert so-
cial pressure on the student directly or through cyber- and digital communica-
tion. Highly sensitive youth may be especially vulnerable such pressures, which
can be the triggers that lead to an eruption of violence. Concrete pressure-reduc-
tion strategies might include changing schedules. Many aggressive children have
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extreme difficulty with transitions. Simply put, changing the arrival or departure
time to class and/or school can be a simple way to reduce pressure. These adjust-
ments in the school schedule can act as pressure relief valves for young people
trying to adapt to a public or private school setting and its social demands. This
is particularly true for students who may be entering a new school after a resi-
dential placement or children known to have been exposed to high levels of
trauma either at home or in their communities.

Pressure relief can also be achieved by identifying a special place within the
school that can be viewed by students as an oasis from the mounting pressure
from teachers or peers—a safe haven. Another approach to pressure reduction
is elimination of frustrating activities within the school schedule. Teachers need
to be aware of students who have learning disabilities and be mindful not to cre-
ate situations where public humiliation can result (e.g., a demand to perform
weak or absent skills in front of the class). The MHP can assist in brainstorming
ways in which a schedule can be adjusted to reduce the amount of frustration in
the student’s schedule. The less frustration, the less likelihood that pressure will
build for both student and teacher, and the net result will be fewer incidents of
school violence.

Pressure reduction can also be directly accomplished within the school setting
through classes that involve high levels of physical activity, such as a gym, martial
arts, or sports, which can sublimate frustration and absorb excess energy. Voca-
tional activities like woodworking, domestic arts, mechanical engineering, and
computer graphics are examples of potentially high-interest pursuits that will
serve to reduce pressure during the course of the school day. Alternative schools
are quite familiar with the use of high-interest activities that burn energy and
present minimal frustrations. This approach can be applied in public or private
settings, can be customized, and often involves virtually no additional expenses.

Prevent Shame
The fourth goal of interventions in school violence is the prevention of shame
(Gilligan 1996, 2001; see also Chapter 5, “Bullying Is a Process, Not a Person”). As
we have explained, the relationship between shame and the eruption of violence
is a key guiding principle behind an intervention. An MHP may be uniquely po-
sitioned to understand how a child may experience various activities in his or her
varied social systems as shameful. If this shaming is occurring at home, then strat-
egies need to target this. If this student is experiencing community difficulties and
shame is a constant part of his community life, then resources need to be applied
to reduce the shame in that specific area. If the shaming is occurring as part of
school bullying, either during the school day or in cyberspace, there need to be
ways to intervene.

A considerable amount of shame is generated when a student has a learning
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disability that is not well understand by his teachers, parents, or the world in gen-
eral. On an individual level, teachers who are aware that students have learning
disabilities need to establish a way to reward the students for developing compen-
satory strategies or for using high levels of motivation to achieve a task. Individual
rewards for effort will go a long way in inoculating students against an overall and
pervasive sense of shame. Learning accommodations are part of many countries’
laws and will follow students throughout their educational life cycles.

Public discipline is another common source of shaming. When students are
confronted publicly about misbehavior, there is a strong likelihood that violence
will escalate. This is particularly true in older grades, when students may be
armed, aggressive, or involved in criminal gangs. Public discipline is an activity
that often occurs during transitional periods of time, when at-risk youth are at
their most vulnerable. Public discipline might include demands to remove cloth-
ing or iPods or to show identification. All of these activities may be critical for the
school to target as disciplinary activities, but the use of public discipline needs to
be as limited as possible. Teachers need to be trained to avoid public disciplining,
and if they must use it, to do so minimally and with clear reasons given to the
whole class. Bullying is also a primary source of shame throughout the educational
life cycle. All levels of education need to be aware that bullying, especially the use of
repetitive nonphysical shaming, is a source of both active and passive violence. The
creation of antibullying programs or activities is an area in which skillful manage-
ment of community resources is critical. Good bullying prevention programs rely
on active partnerships between home, school, and community.

An MHP must take special steps to ensure that cyberbullying (see Chapter
10, “Risk and Threat Assessment of Violent Children”) is included in any discus-
sion of shaming in any school. The increased use of texting, social networking,
and other means of cybercommunication has dissolved the boundaries between
home and school. The young person exists in both home and school social sys-
tems; this cyberworld connects both and has created a seamless and inescapable
mental environment, with dangerous reductions in personal space and time for
privacy and reflection.

Overworked schools in the public, private, or charter sector often have child
turnover of 20%–30% and very high teacher turnover in the course of a school
year. Orientation of staff and students, especially ones who arrive in the middle
of the semester, is often left out of the process of pressure reduction. Part of an
MHP’s role is to establish a plan for orienting new students and staff. Central
pieces of such a plan might include the following:

1. Basic information about the school and where its Web site is located.
2. Informal discussion of racial prejudice, religious prejudice, gender bias,

and other tensions that may make it difficult for students or staff members
to integrate, and what the school is doing about this.



Mental Health Consultation Involving Violent Children 73

3. Assignment of a peer mentor to the child and a staff mentor to the staff to
troubleshoot problems over time. Interpreting the informal processes of
the school is far more difficult than setting school rules and following pro-
cedures. Human contact with a more senior individual staff member or stu-
dent, one who understands the school, can help greatly.

Value Nonviolence
The fifth goal in intervention strategies focuses on creating ways to value non-
violence in the community. This is an especially rich area in which MHPs can
utilize their skills in managing relationships with outside agencies involved with
violent youth. Programs in this area may be in the community or may present
themselves as logical partners with schools, both after school or during the ac-
tual school day. This goal would require designing and running programs in
which individuals have the opportunity to be publicly rewarded and recognized
for their contributions to the community. Such programs are relatively simple
and direct if and when the correct people are involved.

Younger children seek praise from their parents and teachers, while older
students are more interested in peer acceptance and public recognition. The
older the students, the more future-oriented they are and the more likely it is
that they can be motivated to participate in activities where they will be recog-
nized for their public service.

Art and theater programs are excellent arenas in which to develop public
events that support nonviolence. There are a number of different plays, written
and performed by young people, that extol the virtues of friendship, compas-
sion, and caring for the vulnerable. There are antibullying plays, as well as mov-
ies and events that have as their primary concern a public acknowledgment of
the value of nonviolence. We have successfully invoked rock stars and bands to
carry this message.

Conclusion
The structures and strategies discussed in this chapter are useful in the hands of
MHPs who are open to working outside their traditional roles. Having an ag-
gressive child adjust to a community school and resocialize greatly benefits the
entire community. Public education is challenged to accept all students who can
function in the community, but resources can be quickly exhausted if young
people with aggressive tendencies are not properly managed in the school, at
home, and in the community. Our approach stresses the role of the MHP in a
variety of social contexts. It is this skillful management of resources that creates
the safety net that allows youth who have violent tendencies to be educated in
the community.
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KEY CLINICAL CONCEPTS

• In order to play an effective role, the MHP must understand the
following dynamics of the community consultation process:

— Agencies tend to operate as if they can/should be able to solve
all problems alone.

— Agencies’ shortcomings are problem-focused rather than per-
son-focused.

— An agency’s leadership model may not fit all of its employees,
who might hold very different views of how the agency func-
tions.

• Key negotiation principles include

— Facilitating mentalization.

— Establishing a point of similarity with the agency, school,
child, and family.

— Being aware of your countertransferences.

• Development of a collaborative plan involves

— Respecting boundaries and roles of those outside your disci-
pline.

— Defining why violence is erupting in the school.

— Synchronizing community agencies: child protective services,
juvenile justice system, and mental health and human services.

— Coordinating these services by creating strategies to access
them.

• Address intervention goals:

— Containment of aggression

— Redirection of focus

— Reduction of pressure

— Prevention of shame

— Promotion of a climate valuing nonviolence
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4

Case Studies 
in School Violence

A Staging Paradigm

ANNA Freud was clear in her approach to understanding the development of
children (A. Freud 1965, 1966). She understood the need to predict the develop-
mental pathways a child might take and the value of prevention and early inter-
vention concerning psychiatric illness. Karl Menninger (1952), in his early
manuals of psychiatric interviewing, recognized the need for a multiple systems
perspective in creating an accurate psychiatric history. Although much has
changed since these solid ideas were expressed, children still go to school, have
problems, and exist in multiple social contexts. What has also not changed is that
school is where children’s problems are most likely to be identified and is the most
logical platform for early intervention for problems that lead to violence within a
school and ultimately spill into the community. This makes the school, in a sense,
a clinical hub for service delivery. Schools are not just houses of learning, but have
become villages for the socialization of a community’s young people.

The family and school stand alone as the arenas within which a child devel-
ops. They are interlocked within a community wrapped in the virtual reality of
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the Internet that connects all the best and worst parts of the world in a network
of constant communication. When a child has a problem at home or school, it
forms a ripple effect that extends through the home, school, and community.
The Internet has collapsed the boundaries between a child’s life and, ultimately,
his or her consciousness. When a school violence intervention is designed, the
same ripple effect must be included in the service elements. Effective solutions
can follow from any of the points that begin within the home, school, or com-
munity. The intervention can begin anywhere, but the road map must be com-
prehensive and must include the necessary elements for offering each child the
best chance to go to school safely, learn, and live a balanced life. In our model,
school violence is viewed as a signal of a nonmentalizing social system with un-
regulated power dynamics that impact at-risk children.

A mental health professional (MHP) begins treatment by dutifully under-
standing the nature of the problem and how it has been amplified throughout
the home, school, and community. The goal is to keep as wide a perspective as
possible while still guiding children through the various social systems. This
treatment objective requires that the aggressive behavior at school be considered
as a reflection of a larger social context: the home and community. DeRosier et al.
(1994) studied children’s aggressive behavior in playgroups, reporting that group
context influences how children reacted to aggression in the group. The location
of the intervention is applied as part of this assessment. Treatment begins by
working with what is available and should always be anchored in a wider vision
of factors. Effective interventions that promote mentalizing result in the harmo-
nizing of signals with the goal of creating winners all around rather than adver-
saries wagging fingers and defending what they may consider “their” turf. This
clinical task could be accomplished with a full oversight committee, or it may be
the work of a single MHP in a community setting who uses therapy, medication,
and consultations to build solid relationships with the school and family. A
school social worker could also refer the family to an outside resource or work ac-
tively with outside resources already working with the student.

The treatment is seen as a family-driven process in which a blend of formal
and informal resources is coordinated within the community. States have com-
mitted to the use of wraparound treatment strategies in remedies to class action
lawsuits against Medicaid (Perkins 2009). Sacco et al. (2007) outlined a mental
health intervention that offers cost containment and keeps children home and
out of hospitals. This approach emphasizes the use of a containing agency rela-
tionship developed through long-term, mentalization-based psychotherapy in
the family’s home, which is also followed by a multidisciplinary team, including
a psychiatrist, psychologist, and nurse practitioners. Ultimately, the goal of
these treatments is to co-create solutions that empower families to care for their
children. When clinicians empower families to solve problems, the main players
in the evolution of school violence disappear slowly and are replaced with men-
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talizing, compassionate role models. Table 4–1 summarizes the essentials of this
approach to school violence.

Synchronizing the signal to the child is the crucial key element to all inter-
ventions in school violence. Children will act out when they do not receive clear
signals from the outside world that direct them in positive ways. Blos (1974) de-
scribed the process of an adolescent using action as denial of early trauma and
posited that teenagers slowly lose the ability to symbolize and use words. In-
stead, they are more likely to “act out” their unresolved tensions. The following
case example illustrates how a child confused by mixed signals might present to
an MHP and demonstrates an intervention focused on synchronizing signals
from the home and school.

Case Example: Bernardo, a Child Lacking 
Consistent Role Models and Clear Signals 
About Behavior
Bernardo was a 9-year-old Puerto Rican boy in foster care. He had experienced
significant early childhood trauma, requiring the state to remove him from his
biological home. Bernardo’s father was incarcerated for drug distribution, and
his mother was addicted to heroin. Bernardo was only 5 years old, just begin-
ning preschool, when he was placed in his first foster home. He was already dis-
playing very aggressive behavior at school, literally from his first day. He did not
share, and he became very upset with any child or teacher who interfered with
what he wanted to do. Reaching the boy’s mother was virtually impossible, as
the phone service was often disconnected, or else the calls were simply met with
angry dismissal. The school filed a child neglect complaint that resulted in Ber-
nardo’s removal from his mother’s custody and placement with his paternal
grandmother, who was also caring for several of his cousins. Bernardo remained

TABLE 4–1. Treatment philosophy for school violence interventions

All interventions seek to send the same positive signal to the developing child 
at home, in school, and in the community.

Interventions must create a sustained care plan that can follow a child through 
all levels of education.

Children need to learn how to contain aggression, including an understanding 
of power issues and power struggles.

Social systems need to be mentalizing and nourish the best interests of the child.

A child advocate is needed to drive the care plan and keep the signals straight.

Both physical and mental health must be considered in all solutions.

The community is a rich source of protective factors and natural helpers.

Risk and threat need to be assessed in a coordinated and clear-minded fashion.
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in the same school system, but his behavior escalated. When Bernardo was
home with his grandmother, he did not display this aggression; consequently,
when the school contacted the grandmother, she was dismissive of their con-
cerns because he behaved well at her house.

Eventually, Bernardo attacked another child with scissors and was referred
to a local inpatient child unit. Bernardo was discharged to a step-down program
and eventually returned to his grandmother’s home, reentering the community
when he was in the latter part of first grade. Although he had done well in the
small special school in the residential program, Bernardo almost immediately
became aggressive when he returned to public school. The school counselors
reached out to his grandmother and to local state agency case workers. A referral
was made by the state agency case worker to a local mental health clinic. Ber-
nardo’s grandmother had limited English ability and was becoming resistant to
the school’s attempts to intervene. Bernardo’s aunt acted as an interpreter, but
began blaming the school for not doing its job. Bernardo’s family did not take
him to his appointments at the clinic, and no treatment was ever successfully ini-
tiated. Bernardo was in real danger of being placed in a residential program.

This case illustrates what can happen when the school and home are not
sending the same signal. Bernardo received a mixed message; his role models
were unintentionally reinforcing an antiauthority position, as well as giving him
tacit permission to be aggressive at school. The clinic could not use a traditional
office therapy approach, and cultural and linguistic issues further complicated
the problem.

The first step in synchronizing the signals is to use a home-based approach
with a resource person who is culturally suited to build the trust needed with the
family. Next, the therapist should make contact with the school and attempt to
discover what is happening behaviorally when the child is there. While obser-
vation might be ideal, it is often impractical. Case consultations (often by tele-
phone) with the school counselor can offer an MHP the information necessary
to conduct a thorough assessment of a school violence problem. Table 4–2 pre-
sents a sample checklist for use in interviewing the school counselor.

Bernardo (continued)
The therapy progressed by fine-tuning the ways in which Bernardo could be re-
warded for being nonaggressive at school. Through a therapeutic mentor, Ber-
nardo became involved in a basketball league at a local community center. His
coach provided rides to practice and games. Eventually, a very sports-minded
maternal uncle emerged, taking interest in Bernardo’s playing in a local Catholic
Youth Organization (CYO) league. During consultations with the school, the
therapist and the counselor worked on a bullying prevention program that had
a leadership role for Bernardo.

Bernardo benefited from this intervention initiated at the end of his first year
in school and the beginning of the second year. We followed his case until he
graduated from high school with a National Collegiate Athletic Association
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(NCAA) Division II scholarship in basketball. His uncle enrolled Bernardo in an
American Association of Universities (AAU) basketball team through their local
community center. This required that Bernardo travel on weekends with the team
to play in tournaments. Bernardo was athletic, and this strength created a regular
way to discharge energy through sport, conditioning, and competitive sports.

Bernardo’s case illustrates how an effective school violence intervention re-
quires coordination of resources among the school, family, and community.

Learning to Contain Aggression
There are two keys to containing aggression. The first involves having a well-
supervised way to release tension. It is cruel to leave a child without a way to
“blow off steam.” This buildup of tension is a universal part of the developing
child, regardless of socioeconomic status (SES), race, religion, or culture. When
a child from a wealthy family attending a private school feels disconnected and
pressured to succeed, the tension that accumulates in the child will be the same
as for Bernardo, whose life could not appear more different, at least on a super-
ficial level. The second key is to offer a positive signal through important role
models. In Bernardo’s case, the release came through basketball, and the role
models became coaches and his uncle. There are an infinite variety of combina-

TABLE 4–2. Sample checklist for interviewing the school counselor

Exactly when and where does the aggression show itself—at both home and 
school, or just one of these places?

What is the nature of the classroom?
What is the nature of the child’s relationship to the teacher(s) and principal?
Are there efforts to monitor school climate? antibullying programs?
Are there natural supports that seem to calm the child during the school day?
What specific help can the home provide to the school?
• Academic
• Disciplinary
• Recreational
Is there a role for the family in the school?
Are family resources being used?
Who is the main school contact from the family?
What are the most efficient communication channels?
Are there after-school or extracurricular opportunities?
Is the school open to an outside provider of clinical services?
Is the child involved in special education, or should he or she be referred for 

such services?
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tions of this principle, and a wide variety of approaches using martial arts,
sports, drama, and a number of other outlets to release tension and contain ag-
gression. We have posited that physical exertion can help contain aggression if
directed in the proper fashion, in this case by the use of traditional martial arts
(Twemlow and Sacco 1998; Twemlow et al. 2008). Table 4–3 highlights strate-
gies for containing aggression.

Within schools, homes, and the community at large, we have observed a need
to foster mentalizing as a way to contribute to containment and self-regulation of
small groups. While many of the elements impacting social systems may be out of
the sphere of influence of the MHP, there remains a need for the MHP to be aware
of the social dynamics and how they interact with the individual psychology and
development of the child. In Bernardo’s case, the school was very cooperative and
the counselor was the school’s interface with the outside agencies. There was
openness toward working with the family and there were no unhealthy dynamics
that protected Bernardo’s status as a bully when he was at school. This type of be-
havior was noticed quickly, and as he grew older and entered later grades, the
schools were equipped with programs that helped contain aggression by offering
peer mediation and other programs that fostered altruism and friendship. The
schools in this particular case were not dismissive and definitely involved men-
talizing. They regulated the aggression by sending a positive and firm signal about
the intolerance of bullying at every grade.

The involvement of a male relative also served to mitigate the buildup of ag-
gression by offering Bernardo positive role models. The home and community
can provide rich sources of natural supports that can be effective in containing
aggression at home.

Managing Psychiatric Conditions 

at School

School violence problems may also result from a psychiatric impairment that is
best treated with the combination of medication and psychotherapy. This treat-
ment needs to be evaluated using real-time feedback from the home and school.

Case Example: Jason, a Child With 
Attention-Deficit/Hyperactivity Disorder
Jason was a third grader repeatedly being suspended from class and who spent
a great deal of time in the principal’s office. Jason attended play therapy at a local
clinic because of his impulsivity and his parent’s difficulty controlling him at
home. He hit his brothers and frequently picked fights with his classmates. Jason
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was inattentive and hard to motivate in his classroom. His mother contacted a
therapist when the school suggested that Jason might be expelled to a 30-day
class for behavior disorders within the school system.

The therapist was aware of Jason’s symptoms and that he had been diag-
nosed with attention-deficit/hyperactivity disorder (ADHD). His mother was
unwilling to consider a referral for medication, however. The therapist commu-
nicated with the school, and with Jason’s mother, making a referral to a consult-
ing psychiatrist. The therapist encouraged the school to fill out the survey to
assist the psychiatrist in making an evaluation. Jason eventually was placed on
Strattera (atomoxetine) and began to behave less impulsively, according to both
his mother and the school. The therapist and school remained in touch, and
feedback was regularly provided to the prescribing psychiatrist.

This case illustrates the traditional therapy role in intervening in the eruption
of early violence in the form of school disruption. Jason represents the type of
child that can easily become involved in violence at the school or in the home.
Early intervention offered him a chance to stay with his classmates instead of be-
ing placed in programs that would expose him to more negative peers. Sacco and
Larsen (2003) described how a therapist became involved in the case of a high
school student who had threatened to shoot the superintendent of schools. Al-
though the student was expelled, the therapist remained involved, providing
home-based family therapy with the youth and his aunt. The psychotherapy fa-
cilitated the student’s return to school; he eventually graduated and entered com-
munity college. This approach used psychotherapy; while the intensity of the
problem may vary, the goal is to use psychotherapy as a protective factor in man-
aging a school violence problem involving the home, school, and community.

TABLE 4–3. Strategies to contain aggression in the school

Reduce academic pressures through decreased demands and accommodated 
learning strategies.

Use psychopharmacology with mood-regulating medications where 
appropriate.

Schedule after-school activities that stress physical exertion.
Offer mediation and peer mentoring programs.
Provide adult mentoring with community involvement.
Identify and eliminate consistent sources of humiliation for individuals and 

within social systems.
Create safe and secure places and relationships within the school and community.
Reward altruism, compassion, and friendship among peers.
Reduce the victim pool by teaching assertiveness.
Seek participation of invested school leaders who are intolerant of coercion at 

any level.
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Table 4–4 outlines general objectives that may help guide the MHP in cre-
ating specific, family-tailored strategies that can reduce the impact of school
violence.

Affluent At-Risk Children
The phrase “failure to launch” describes adolescents who (for a wide variety of rea-
sons) lack the social skills to enter life and to launch themselves into Erikson’s
(1963) psychosocial moratorium of young adulthood, in which they experiment
with jobs, interests, relationships, and other conventional features of adult life.
When children from affluent families learn to feel privileged and contemptuous of
others at home, they may feel protected and entitled to act violently at school.

Failure to launch appears to stem from several different elements in a num-
ber of more affluent families. One is the amount of money available, which al-
lows these children to indulge their desires without the need to leave their
home. There is often not sufficient supervision of the child. Such homes may
also be dismissive, in that they avoid anxiety and the children are “paid” to re-
main out of the way of the busy parents, who are both pursuing their profes-
sional lives. Second, the children have often been brought up with their own
television sets and video games in their rooms, accustomed to the passive feed-
ing of information into their brains that does not encourage their capacity to
imagine, self-regulate, or apprehend reality. These problems are also aggravated
by the extraordinary growth of cybertechnology and the effortless attainment
of information. In other words, the active roles of pursuing and finding ways to
obtain what one needs to survive are underdeveloped in these entitled children.
Third, they may become involved in a variety of peer-supported self-destructive

TABLE 4–4. Interventions to assist in working in the child’s 
macrosystem

Repairing burnt bridges between families and schools
Teaching negotiation skills in the system
Finding resources and building new connections
Humanizing the system: putting a face on bureaucracy
Draining authority conflict:
• Encourage assertiveness rather than aggression
• Avoid triangles
Understanding other professionals’ problems with patient: knowing the other
Validating difficulties without blaming patient: being straight
Derailing blame: decreasing targeting of victim
Educational advocacy: using special education laws
Parent–school signal resonance: setting common goals
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activities, such as compulsive Internet pornography viewing, online gambling,
and illicit substance use.

Sometimes these problems can reach dangerous proportions before the par-
ents become aware of them. The outcome depends on how clever the young per-
son is in hiding such activities and how much money is freely available for him or
her to devise ways to hide behaviors. Many young people have told us that their
lack of respect for parents was generated by what they feel is a parent’s stupidity
in not seeing what was going on. A fourth element contributing to failure to
launch—frequently seen in professional families—is that parents may be preoc-
cupied with their jobs or with social or volunteer activities. Preoccupied parents
have not developed parenting skills with their children, and they may receive lit-
tle guidance and assistance from the grandparents or great-grandparents. The
extended and nuclear family units are slowly disappearing. Corporate CEOs
tend to bring up their children as though they were employees in their busi-
nesses, with accountability and productivity as their guiding principles. One
young man offhandedly stated that he regularly made appointments at his fa-
ther’s office to discuss personal issues, because his father was so busy. Most im-
portantly, the atmosphere within the home may be very adversarial and compet-
itive. A child is not encouraged to expose weaknesses and difficulties and instead
receives reinforcement primarily for academic and athletic performance.

The following case example illustrates the deeper dynamics of a higher-SES
family as observed in psychoanalytic psychotherapy. This analysis is to reinforce
the idea that higher-SES families also have struggles that involve violence. School
violence does not happen just in disadvantaged communities and families. The
processes that create at-risk children operate without regard to race, culture, or
income status.

Case Example: Adam, a College 
Student From an Affluent Family 
Who Needs Medicaid Help
Adam was a 25-year-old young man from an extremely wealthy family who was
admitted to an inpatient unit for diagnostic assessment following the failure of
six treatment programs that had focused on alcohol and substance abuse reha-
bilitation. His parents had divorced during his latency years but lived only a
short distance from each other. During this period, Adam was seriously bullied
at school and became depressed and suicidal, which led him to self-cutting to
gain relief through counterirritant pain.

Although Adam’s parents were not aware of his self-injurious behavior, his
reaction in the family was to become an extraordinarily compliant shadow for
his mother. However, because he described his current relationship with his
mother as hateful and his mother as abusive to him on a regular basis, the social
worker initially insisted on excluding Adam’s mother from family consultation,
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believing that her presence would prevent further good work. Adam’s father was
a very passive man who gave in to his ex-wife’s wishes and in fact openly declared
his inability to deal with Adam’s struggles. Both Adam and his mother would
tongue-lash each other with his father and social worker as their audience.

Adam was a good-looking young man who nevertheless had a number of
concerns about his body. He had mild acne that he saw as severe, worrying that
he would not appear as competent, strong, and in control, yet at the same time
he could not control the stream of contempt that came from his mouth when-
ever he felt somebody was caught “being stupid,” which then alienated him from
his peers. He had chronic suicidal thoughts with no serious attempts, except
through boastful experimenting with massive doses of drugs, establishing him-
self as a drug kingpin. He also enjoyed experiencing pain through torturous
punching of holes in his ears and allowing friends to beat him up.

During psychoanalytic psychotherapy, Adam first developed an idealizing
transference to a mentoring older male therapist who assisted him in seeing
himself as worth something and capable of living without his parents’ money.
Adam then participated in family sessions with his mother included and was
much more communicative with her; sessions often ended with everybody on
good terms. Adam’s chronic suicidal thinking disappeared, and he began mak-
ing plans to go to college. At one time, early in his therapy, he said that he was
only about halfway through spending his parents’ money, but by the end of ther-
apy he was very clear and pleased to be engaging in a plan that would help him
succeed without remaining dependent upon his parents.

In this instance, Adam’s parents bought a very intensive set of therapies, in-
cluding family therapy, dialectical behavior therapy (DBT), group psychother-
apy, a mentalizing power issues group, together with creative expression, relax-
ation, self-regulating social skills training, and a twelve-step recovery program,
in addition to individual therapy. Adam also received 24-hour nursing care and
peer interaction in the milieu in which he repeated in microcosm the problems of
his life. Ironically, what he did not receive as part of aftercare, his parents could
not buy. One example was a careful therapeutic mentoring program with family,
school, and community wraparound (see Chapter 8, “Activating Community
Resources Through Therapeutic Mentoring”), now available to children through
programs such as Medicaid; these programs are expensive, and their availability
is limited. Adam needed additional services that were not easily funded through
traditional insurance coverage. However, his family could have approached the
court, and they would have been able to access Medicaid but lose temporary cus-
tody of their son. Special education was another option, but Adam’s problems
were too diverse to be addressed by an Individualized Education Program (IEP).

Poverty and Multistressed Families
Parents are usually very close to the problems of their children; it is difficult for
them to develop a strategic mind-set if they are personally overinvolved in the
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difficulties of the situation. The MHP is advised to focus on teaching families
how to go with resistance, rather than to fight against it. “Going with resistance”
is a rather delicate skill that will require a therapeutic relationship to begin en-
listing and earning the trust of the family, and then transferring that trust to
other agencies in the community and the school.

Case Example: The Quincys, 
a Multiproblem Family With 
an Overwhelmed Parent
The Quincy family had three children enrolled in the same elementary school. Ms.
Quincy was a single mother with two children diagnosed with ADHD; one boy (in
second grade) had serious learning and language disabilities, and the other boy (in
fourth grade) was aggressive and consistently picked fights with peers. Ms. Quincy
received calls from the school almost daily, and as a result of this work interrup-
tion lost her job as a surgical technician at a local hospital. She felt that she was in
constant conflict with the school and in fact complained that the school was out
to target her children.

The MHP worked with Ms. Quincy to help her find ways to be proactive and
volunteer at the school, rather than to continue being reactive. This work re-
quired several meetings and the support of the school counselor. Ms. Quincy
was able to create some distance from the problems at school and to develop
some strategies to approach the school when she needed to respond to situations
concerning her children. She also worked out a way to reward the children for
“good time” at school. She eventually became active in a program to increase
parent awareness of bullying that was very successful.

An important technical aspect of reducing authority conflicts and teaching
paradoxical skills to a family is avoiding triangles. This is a key concept bor-
rowed from family therapy, especially Bowen (Kerr and Bowen 1988), who
based his family therapy techniques on identifying and eliminating triangular
behavior within systems. The idea that allies and enemies will always be forming
in any large system (as posited by Volkan [1997]) extends this concept to the in-
ternational arena, although Bowen originally described it in the context of the
family system. Whether on a large or small scale, triangulation builds coercion
within the system; the child is frequently caught between these power struggles.
The dynamic of these struggles typically involves having authorities and chil-
dren allied together against another adult or child. When a triangle forms, com-
munication stops and actions are determined by an “us versus them” phenom-
enon that defeats the purpose of focusing on the child or ensuring that the best
possible educational opportunities are available.

Another approach to clinical intervention involves helping the family un-
derstand the point of view of the professionals and agencies involved in the case.
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This is a form of “knowing the other,” or understanding how an adversary views
a problem. Taking the other’s viewpoint is typically difficult to do alone, and
this is where the MHP can be quite helpful in assisting the family in developing
and understanding their conflicts, discovering new ways to unravel them with
the best interests of the child in mind. MHPs can help families to try not only to
personalize the adversary but also to think the way the adversary is thinking.
This allows for a humanizing process, as well as a strategic protocol that can help
a family realign their authority, sending a single simple and consistent message
to the child.

MHPs will also frequently appear alongside families, advocating for them in
a variety of settings. It is important for the MHP not to simply be a “one way”
antagonistic advocate, disregarding what others are saying, and simply defend-
ing and pushing the family’s point of view. We have observed this frequently in
school meetings where teachers and other school personnel may have one view
of a situation, while the family has a completely different understanding. The
MHP should listen and try to extract the critical elements. It is essential for the
MHP to not allow the patient to be blamed or to be personally attacked in a
meeting, but instead to model a more positive and information-seeking stance
toward adults who may be seeing the child’s problem in a more critical fashion.

Validating the child’s problem and its impact on the school or community is
an important first step in building trust and opening up dialogue. It is extremely
important to “de-rail” blame when advocating for families. This strategy is
meant to decrease the targeting of the victim, instead engaging in techniques
and practices during meetings, as well as in sessions with families, that strive to
understand the other’s viewpoint of the problem. This is not possible without
creating some way to generate the information without having it be a finger-
pointing power struggle around who is responsible for not overcoming the
problem.

MHPs are strongly urged to familiarize themselves with special education
laws. There are certain standards that are generated on a federal level and inter-
preted by the state. The MHP is urged to know the standards that are being used
in any special education protocol process. The MHP can be trained in this by at-
tending workshops or by researching the criteria used in the special education
decision-making process. The primary standard is “free appropriate public
education” (FAPE). The government Web site on FAPE (U.S. Department of
Education 2010) contains information to guide parents in understanding the
rules of the special education process. Despite this unifying principle, each state
has different measures and standards in place to qualify a student for special
education, and also for developing a strategic plan to ensure that a child is re-
ceiving the best possible education.

MHPs will frequently enter a family that has been at war with the system for
some time. Children from these families often are receiving very mixed signals
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and act this out at school by being aggressive, violent, or withdrawing into a
submissive victim role. When an MHP enters a situation like this, it is critical to
understand the need to rebuild burnt bridges. When a family is struggling to
cope with a system without any support, they frequently will personally attack
and alienate key people within the educational system. This will lead to a con-
scious or unconscious barricade against working together. Overcoming these
obstacles is a function that can be incorporated into the MHP’s work with the
family, and the MHP can play a critical role in assisting the family to live in the
present and look forward, rather than clinging to old resentments and angers
toward the school.

Once these barricades have been eliminated, the MHP can then begin a pro-
cess of teaching negotiation skills to the family. This is something that will re-
quire a mutual mind-set and will frequently involve the MHP having to take
firm steps in order to teach the family to negotiate within the system. These ne-
gotiation skills are best modeled and practiced in therapy and then processed
when the parent tries to interface with the school without the MHP’s help.
Teaching negotiation skills with the system can also include ways of dealing with
the court system, police, community agencies, recreational programs, and other
community supports.

The MHP is also tasked with discovering resources that can be used to assist
the family in rebalancing itself within the home, school, and community. Every
geographic area has a service landscape that needs to be understood by the
MHP when working with school violence problems. It is no longer sufficient to
understand symptoms and treatments in a vacuum. The solution to complex
school violence problems requires that the MHP be consciously and continu-
ously striving to identify resources within the community that can be unlocked
and used as part of the re-stabilization of an emerging problem with violence. In
all of the comprehensive treatment planning strategies outlined in this chapter,
there is a need for some type of community support in order for there to be sus-
tained success in developing an intervention that truly targets the problems that
are creating difficulties in school.

Common Patterns of School Violence

In this section we outline five patterns of school violence that are commonly en-
countered in modern schools (Table 4–5). It should be emphasized that these
problems can occur at all SES levels; they are not simply products of disadvan-
taged homes in poor neighborhoods. These problems are generic and apply to
all levels of society, although specific elements will differ based on cultural re-
alities and service landscape dimensions. How a problem is addressed or under-
stood varies based on each individual school and community. Nevertheless,
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there are certain patterns that emerge when dealing with school violence prob-
lems. An understanding of these five patterns of school violence can help the
MHP to structure appropriate treatment strategies.

Pattern I: Repetitive School Disruption
School violence is not just fighting and dramatic eruptions of stabbings and
shootings. There is a process that unfolds across the three arenas: home, school,
and community. As with all school violence problems, there are victimizers and
victims, both parts of the same process. When children or adolescents stop
thinking, they behave mindlessly at school and reenact their conflicts, which
typically take the form of repetitive disruptions within the classroom, in the
school yard, and on the bus (see Table 4–6).

Case Example: John, the Identified Patient 
in a Very Disturbed Family
John was a 15-year-old white male attending a suburban high school. His parents
owned their own home; his father was a businessman. John’s mother had agora-
phobia and was homebound, except for when she could be escorted out by her hus-

TABLE 4–5. Patterns of school violence problems

Pattern I—Repetitive school disruption—illegal and aggressive behavior at 
school

Pattern II—Acute case of child aggressor or victim
Pattern III—Highly submissive victim or aggressive young student
Pattern IV—Child with self-injurious or self-defeating behavior
Pattern V—Truants and dropouts

TABLE 4–6. Pattern I: repetitive school disruption—illegal and 
aggressive behavior at school

Student suspended from class or school
At-risk behaviors toward self and others at school
Possession of a weapon at school
Aggression toward a teacher
Drugs at school
Illegal behavior during school or at school activities
Early childhood aggression involving peers
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band or by John. After fighting with a teacher, John was expelled from school. He
had been asked to leave a classroom, but he had refused. The teacher approached
John and demanded that he leave the room, so John pushed the desk against the
teacher, injuring her knee; he was expelled, and criminal charges were filed.

John was referred to a local community mental health center for a threat
assessment and treatment. A family stabilization team was dispatched by the
clinic because of the acute nature of the stress that was being reported at home.
After John’s expulsion, his father became increasingly angry at his mother; John
would begin to team up with his father, becoming aggressive toward the mother.
John had been an excellent student up until the fifth grade, when his father’s dif-
ficulties at work began. The family stabilization team quickly learned that there
was a domestic violence situation between the mother and father, except that
whereas his father used verbal aggression, John would frequently lash out phys-
ically at his mother when she tried to enforce a limit.

When the MHP began providing home-based family therapy with John, his
parents, and younger sister, it became clear that John’s behaviors did not begin
in fourth or fifth grade. His mother reported that she’d had difficulty making
him follow her rules since he had begun day care much earlier in his childhood.
John’s father quickly jumped to his defense and became aggressive, telling her
that she did not remember anything correctly and that nobody would be able to
respect her view since she could barely even leave the house. The father angrily
blamed the mother for John’s lack of success at school and felt burdened by the
responsibility of having to cope with John’s current problems given the fact that
his business was almost bankrupt. The family was sinking quickly into a finan-
cial meltdown, and this was causing even more stress.

The MHPs also discovered that John had physically attacked his mother on
a number of occasions, yet there were no official reports. John’s sister was the
first to communicate this in the family session and was quickly quieted by John’s
father who said that she was way too young to remember any of that. There were
several incidents eventually discovered in which John had used a weapon to at-
tack his mother; he had also at various times taken weapons to school when he
had felt threatened by others who would bully him. The school was quite ada-
mant about its disciplinary protocol. When the family stabilization team ap-
proached the school, they reported that the family was very difficult to engage
and that the father was often hostile and defensive of his son’s behavior, pointing
a finger at the school instead and complaining that he paid plenty of taxes and
expected better from a suburban school.

John was not active in any after-school activities. His primary interest was
playing video games at home, and he had very few friends in the community.
When he did have someone visit him, they frequently would smoke marijuana
and then joyride. John presented as a rather arrogant and entitled young man
who was socially quite inept with his peers and gravitated toward older kids. He
frequently complained that people didn’t understand him, that he was a misun-
derstood child who wasn’t being given the proper resources. He felt constantly
under attack and blamed, when in fact he frequently was provocative and would
engage people in conversations that were bound to end with conflict.

In John’s case, it was critical to understand the school’s, family’s, and stu-
dent’s perceptions of the problem; this began with home-based intensive family
therapy. During this process, it was clear that the father’s unconscious aggres-
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sion toward the mother and the world at large was being acted out by the son,
who was also allowed to act aggressively toward his mother.

This pattern transferred to school, where he acted out aggression toward an
adult female teacher. The school aggression was not an isolated incident, and
there had been ongoing mounting problems with John that were dismissed by
the parents and dealt with by the school using a variety of disciplinary tech-
niques. There was very little cooperation between the school and the family,
since the family saw John’s problems as being the school’s problem, while the
school saw John as being protected by the family. This resulted in having a pro-
bation officer assigned to the case; a petition was filed with the court by the
school in addition to the criminal charges. A disciplinary hearing was arranged,
but the family was unable to afford a high-priced criminal attorney. In fact, they
qualified for a public defender and this was the beginning of a process that un-
raveled throughout the therapeutic intervention.

John flatly refused to participate in any psychiatric evaluation and so the
therapy focused primarily on creating a simple set of rules that his father could
enforce. Several meetings were arranged with the school counselor, and the fam-
ily was shown how to negotiate a system of behavioral controls that included
phone calls to the father so he could reinforce the message from the school. John
was shifted out of classes where there were female teachers and was placed on a
daily reporting system to the vice principal. This plan was overseen by his pro-
bation officer and became part of his conditional release.

John’s case illustrates a common pattern that can occur in a variety of differ-
ent settings. A number of the interventions outlined in Table 4–4 were used in this
case. The treatment philosophy outlined in Table 4–1 was applied in this case and
illustrates how an MHP enters a school violence problem from the community.

Pattern II: Acute Case of a Child 
Aggressor or a Victim
The second school violence pattern involves children who are living in homes
that are recently reunited, are in the process of reuniting with homes, or are liv-
ing temporarily in substitute care environments (see Table 4–7). These children
attend community schools and are considered “extreme” behaviorally, or, in the
clinical sense, as high-risk children in adolescence. This population of children
may have a variety of family patterns that will reflect where they live. Each fam-
ily will cope with problems in its own way, although there are commonalities in
the problems experienced.

When these children come to school, they frequently will demonstrate ei-
ther the aggression or the submission necessary for extreme acts of aggression to
erupt. When children have some stability and are not suffering from serious im-
pairments, they tend to exhibit their school disruption or violence in a progres-
sive or less intense fashion. Children living under the circumstances described
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in Pattern II are extremely vulnerable with a tendency to reflect the intensity of
their home and community worlds at school, resulting in acute and repetitive
problem behaviors. These are not children who are easily engaged in school-
based activities or counseling to resolve their issues at school. These children
tend to be engaged in sustained activities of defiance or withdrawal that form a
pathological process within a school system. Their problems are made more
damaging when the school system ignores the need to create positive alterna-
tives. There are secondary consequences of this pathological process in which
the children may become alienated from their normal social peer groups and
engage in highly self-destructive behaviors, such as suicide, substance abuse,
promiscuity, truancy, and other social deviance.

Pattern II children are also likely to move from school to school on a fre-
quent basis. It is possible, for instance, that a foster home from a particular
neighborhood will often have high-risk children moving through the home and
attempting to connect to a community school. In these cases, clinical interven-
tions may already be in place, may be engaged by the state agency case manage-
ment, or may be engaged by the school in response to problems that surely will
begin at the school and continue if a proper treatment plan is not in place. These
children are at risk for becoming either aggressive or submissive, sometimes di-
rectly in response to their involvement with the child protective service system.
Many of these children have families that are required by the state to adhere to a
service plan in order to begin or maintain the reunion process. This places al-
ready at-risk children in a situation where they are experiencing many strange
and unsettling connections and disconnections. Supervised visitation is a pro-
cess that many children are exposed to from a very early age; they are removed
from school and then returned to school, often in the same day.

Case Example: Sonja, a Sexually Abused 
and Neglected Child 
Sonja was a 9-year-old Hispanic female who was living in a foster home and was
reported to have pulled a boy’s pants down and engaged in a sexual act during
recess. Sonja was in her fourth foster placement and had been moved from her
biological family 2 years earlier as a result of sexual abuse at the hands of a male
friend of her mother, who was at that time addicted to heroin and worked as an
exotic dancer and part-time prostitute. Sonja was an only child and frequently
was supervised by friends of her mother.

Sonja quickly became a behavior problem and the school indicated reports
of child neglect. When Sonja did have difficulty at school, her grandmother
would often be the only person the school could reach; eventually this resulted in
a substantiation of the child neglect allegation and the removal of Sonja from
her biological mother’s care. Sonja entered foster care and was enrolled in a
neighborhood school. There was very little communication, however, between
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TABLE 4–7. Pattern II: acute case of child aggressor or victim 
(e.g., child protection case with family at risk for 
placement of child, disrupted foster care, sudden 
homelessness)

High-risk circumstances
Child in custody of a child protective agency of the state investigating a report 

of abuse or neglect
Multiple prior child protective services placements (foster homes)
Caretaker compromised or overwhelmed (foster or biological)
Out-of-control child—aggressive or submissive child
Coercion in the family—supports failing
Limited social support
Exploitative male present or recently abandoned family
Acute windows of risk—presence of toxic adult or absence of supervision
Poverty, homelessness, domestic violence shelters
Parent addict during relapse

Therapy objectives with the family
Contact parents to provide support and technical information about clinical 

services crisis connection during the early phases.
Perform an intensive home-based family safety assessment.
Build an active relationship with the parent and child protective services to 

quickly identify resources needed to implement the service plan and 
determine how to access those resources.

Develop a family plan to cope with the absence of the child or continue to 
develop safety plans to keep the family functioning safely under stress. 
(Supervision of the therapist may be needed.)

Create open discussion with the family to review what individual roles each 
plays in the crisis behavior threatening the family.

Assist the family in making a 90-day plan to gain and improve stability. Help 
family set goals and assist in developing simple usable ways to measure their 
functioning.

Consult with child protective agencies concerning the progress being made and 
advocate for the desired family outcomes.

Assist parents in developing a plan to keep family safe from negative influences.
Review the economic supports that might be available, such as disability (short- 

or long-term); housing; or Women, Infants, and Children (WIC) nutrition 
program.

Maintain regular contact with school, state agency, family, and court if involved.
Offer backup psychiatry to assist in controlling aggressive outbursts or extreme 

withdrawal at school.
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the foster home and the school. Sonja entered the school and within several
weeks was identified by her teacher, as well as by the school counselor as being a
child with increasingly more aggressive problems. This pattern repeated itself
over the course of 2 years and four schools. During one of the foster placements,
Sonja was aggressively attacked by an older adolescent at the foster home. She
was sexually assaulted over a period of 4 months while at the foster home until it
was reported to a school counselor by another foster home.

At the time of her referral to a local psychiatrist, Sonja was beginning to de-
compensate at a rapid level. Sonja had a number of counselors over 2 years, none
of whom were able to continue a course of treatment because every time Sonja
moved, she needed another therapist; the foster parent would be marginally mo-
tivated to provide the transportation, and frequently Sonja would simply refuse
to go to therapy altogether.

The psychiatrist quickly realized that this was not “simply” a case of medi-
cation; any long-term solution to Sonja’s difficulties would require a much more
extensive treatment plan. The first aspect of this was to make contact with the

Therapy objectives with the family (continued)
Support school by increasing productive after-school programs.
Work with school on programs to prevent bullying and teach compassion and 

tolerance.

Community support
Provide in-home behavior management services to assist in decreasing 

aggression and increasing family harmony and productive use of time.
Offer transportation and support to visitations and model positive in-control 

behavior during high-stress and emotional circumstances.
Assist in accessing services required to get the family back together.
Develop an active relationship with a medical and dental provider so that all 

children under 21 in the family are current with their well-child care, including 
dental cleaning and diagnostic assessment and preventive dental interventions 
identified in the dental assessment.

Create a safety plan for whatever risk factors are identified by the family in 
therapy and make contact with accessible resources in the community.

Provide transportation and support in making applications to access resources 
to assist in the promotion of healthy economic functioning of the family.

Help develop a budget and a financial plan to save and obtain what the family 
needs. Provide help in learning to shop, store, and plan ahead for healthy living.

Provide in-home customized parental skill building.

TABLE 4–7. Pattern II: acute case of child aggressor or victim 
(e.g., child protection case with family at risk for 
placement of child, disrupted foster care, sudden 
homelessness) (continued)
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state agency case worker to consult about the extensive trauma history Sonja had
experienced. The state agency case worker provided the psychiatrist with all of
the background information and details about all of Sonja’s placements as well
as her difficulties at school. Sonja had undergone several educational assess-
ments that indicated that she could function at grade level academically, but had
serious social and emotional difficulties.

The psychiatrist also made a referral to a local clinic that offered a wide spec-
trum of services that could involve a variety of community supports, as well as
ongoing home-based family therapy. He also continued to see Sonja on a weekly
basis and worked to help her cope with the intense feelings of fear, hopelessness,
and vulnerability she experienced during her time in foster care and during the
latter part of her custody with her mother at the height of her addiction.

Sonja was extremely gifted athletically, especially with volleyball. The
clinic’s therapeutic mentor encouraged her to participate in an open volleyball
league offered twice weekly by the local community center, and Sonja quickly
became quite adept at the game and greatly enjoyed playing. She eventually was
placed back into a community school and began having weekend visits with her
mother. These visits proved to be extremely positive and highly motivating for
Sonja. Her problems at the community school decreased greatly; psychiatrists
continued to consult weekly with her, and the clinic consulted with Sonja’s
mother and Sonja at home processing visits.

This case illustrates treatment planning that began as a psychiatric referral
and then evolved into a more complex system of care for Sonja. The psychiatrist
immediately recognized the need for a more comprehensive approach and that
Sonja represented a rare high-risk child who was experiencing multiple separa-
tions and placements. The psychiatrist also recognized the need for a more com-
prehensive involvement between home, school, and community and understood
the difficulties of integrating children from foster care back into their biological
homes. The psychiatrist became the care coordinator, using his office as a place to
help the child process traumatic memories, as well as to direct the intervention
through telephone and in-person consultations with the other professionals in-
volved in the treatment plan. The efforts of a diverse group of natural and pro-
fessional helpers in the community can be harnessed. The MHP is best advised to
follow a comprehensive approach when attempting to consult with a child who
presents with this pattern.

Pattern III: Highly Submissive Victim 
or Aggressive Younger Student
The third pattern forms an increasingly common part of daily practice in any
clinical specialty that deals with child and family mental health (see Table 4–8).
School violence is best known early in the educational cycle as bullying, and
bullying is an accurate precursor of how children are likely to behave in school
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TABLE 4–8. Pattern III: highly submissive victim or aggressive 
younger student

Circumstances with escalating risk for domestic violence

No state agency involvement

Family threatened by aggressive male

Battered woman syndrome

Child victims and bullies

History of violence

Woman and children held hostage

Jealous and controlling male influence

Therapy objectives with the family

Create a plan to protect the family by using a state agency, the court, and family 
to construct a boundary that reduces or eliminates contact with batterer.

Establish a family safety plan to identify any early warning signs of impending 
aggression.

Begin a psychoeducational process to help the family understand the cyclical 
nature of domestic violence and the battered woman syndrome.

Increase the assertive and protective skills of the family’s caretaker and social 
support network.

Coordinate with child protective services agencies, if necessary, for child 
protection and services.

Ensure that child is functioning at school and that caretaker knows what to do, 
and if not, make a plan to access the needed resources.

Redirect the energy of the caretaking parent to pursuing self-improvement 
rather than being a participant in the cycle of domestic violence.

Provide daily support to reinforce new directions that are safe and healthy for 
victims in the domestic violence cycle.

Case management support: providing community support

Provide support for and transportation to appointments with law 
enforcement, court, district attorney, and/or state agency case worker.

Provide in-home parenting classes to develop positive discipline without 
aggression or loss of control and learn how to set appropriate boundaries 
within and around the family.

Offer transportation and educational support for new job training or 
education pursuits for parents.

Provide in-school support during the crisis and keep the school alerted to any 
spiking of risk; establish a strong link with school counselor.
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throughout their educational life cycles. In creating treatment plans for school
violence problems, it is essential to be alert to families that are beginning to
show signs of erosion while one of the children is in early childhood education.
This is an excellent point to begin a very intense and comprehensive interven-
tion that can assist the family in coping with an isolated, yet highly dangerous
intrusion into their family’s safe living.

Pattern III problems commonly come to light when a young child behaves in
a very unusual way. Many cases of sexual abuse are first noticed at this stage, since
children often reenact the behaviors of the adults who are engaging them in sex-
ual activity. Often, these children are the silent bystanders in families where there
are protected aggressive and predatory adults. This is, unfortunately, a common
pattern for young mothers who become victims of battered woman syndrome;
the history of the victim begins with verbal transgressions and escalates to the
physical. In these cases, there is typically not yet a child welfare intervention and
there are frequently no indications outside of the school that there is a problem in
the home. These children are frequently disconnected from community activi-
ties since most of the young mothers’ attentions are directed toward gratifying
the needs of the increasingly more possessive and disruptive males.

Case Example: Fred, an Abused Child 
With a Family Secret
Fred was a 5-year-old African American child whose mother was pregnant at
age 14; Fred’s father was incarcerated for drug distribution. Fred and his mother
lived alone after his father’s arrest, although there was some amount of extended
family support offered. Over the course of the first 3 years of his life, Fred was
exposed to many unstructured living arrangements. He was never enrolled in
early childhood education and received no clinical services. Fred’s mother was
not a drug user, nor did she drink or “party.” She was the youngest child in a
large family who was been reluctant to assist her since she displayed a very in-
dependent and rebellious stance.

Fred first came to the notice of child protective services when he was in a
Head Start program and his mother was in a battered women’s shelter. Fred
quickly became aggressive and the teachers noticed within the first several days
that he was lacking in basic social skills necessary to participate in normal day
care experiences. The school social worker intervened and asked Fred’s mother
to attend a consultation at the day care center.

Fred was referred to a child psychiatrist for an evaluation by the private-
practice social worker. During this time, Fred’s mother renewed her relationship
with Fred’s father, who had recently been released from prison. He was 24 years
old and had been distributing drugs since he was initially recruited into a gang at
age 14. Once Fred’s father was living with them, he quickly returned to his pre-
vious street life. Fred’s mother did not reveal any of this to the social worker or to
the psychiatrist, and Fred continued in a diagnostic day care.

The social worker continued to receive reports from the psychiatrist and the
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school and was convinced that there was some experience occurring that ex-
plained Fred’s inability to function in the school setting. The school behavior re-
mained consistent, and it appeared that it was not resonating with the messages
from the social worker and Fred’s mother. The social worker made a referral to a
family stabilization team, who intervened and performed a risk assessment (see
Table 4–9). In this risk assessment, it was clear that there were breaches of safety
within the family. This was evidence that the home was not inhabited by just a
mother and child, and there were extreme reactions when the family stabilization
team met with Fred and his mother at home. Fred began to talk about the pres-
ence of the father and this again led to the filing of a child abuse/neglect report.
Fred continued to act out at school and was at risk of losing his place in family day
care. The situation became increasingly more complex and difficult to manage.

Although he was too young to participate in the organized team, Fred loved
to run around the gym and displayed some gross motor flexibility that interested
the community recreational department. Fred was allowed to participate as a
ball boy in one of the athletic events for older children, and he quickly developed
a close relationship with the soccer coach.

The family stabilization team discharged Fred, allowing him to remain in
individual family therapy with the support of a child psychiatrist. This psychia-
trist was able to manage Fred’s medication by decreasing the daily dosage of
stimulants, providing higher dosages and increased-frequency dosing during
high-stress academic times only. He coordinated this through the clinical social
worker who remained closely connected to the school counselor, beginning at
the diagnostic day care and continuing through a community day care. Regular
contacts were made between the community center and the social worker. Even-
tually, Fred was enrolled in a town athletic league by a therapeutic mentor who

TABLE 4–9. Risk areas for evaluation of student’s level of home safety

Physical environment, fire risk, overcrowding
Sanitation
Adequacy of basic nutrition
Health and dental status of children under 21
Active addiction, crime, or uncontrolled mental illness
Domestic violence and battered woman
Exploitative males misusing power and control
Economic dependency on demeaning or overcontrolling males
Predation by adults, teens, or children
Sexually or aggressively reactive behavior
Adequacy of adult supervision for children
Violent community
Presence or absence of positive social networking
Housing and economic stability
Ongoing high-risk behavior in adults or children
Overt and covert aggression in family, school, or community



100 Preventing Bullying and School Violence

became involved at the request of the clinical social worker and the psychiatrist.
This cemented the overall treatment plan and eventually the violence at school
stopped before Fred entered the first grade.

Pattern IV: Self-Injurious or 
Self-Defeating Behavior
Karl Menninger (1938) wisely reminded us that aggression is a two-sided coin.
There is a vital balance between the internalizing and externalizing forces that
might force aggression in one direction or the other. In many instances, extreme
aggressive behavior may stem from a variety of sources and may shift directions
like the wind. In some conditions, such as pervasive developmental disorders
(PDDs) or serious autism, the aggressive behavior is part of a communication
breakdown complicated by difficulties with sensory integration and inability of
the child to connect to normal social activities. In these cases, intensely aggres-
sive tantrums can ensue when activities are suggested or shifted. Pattern IV vio-
lence—self-directed aggression (see Table 4–10)—is something that can reach
an extreme level and may not always occur in the context of autism or PDD.
There may be cases in which a student presents with an undiagnosed serious
learning disability, a PDD with partially preserved social skills, Asperger’s dis-
order, or a host of mental impairments that are sequelae of child abuse and ne-
glect. The processes involved in a suicide at a school and a shooting at a school
are very similar. The risk assessments, as well as the ways in which the suicidal
or violent student becomes disconnected from normal social supports, are
nearly identical, reinforcing the idea that school violence is not just an outward
expression of aggression; it is the harmful misdirection of aggression that oc-
curs within a social context controlled by adults.

Case Example: Luke, an Adolescent With 
a Pervasive Developmental Disorder
Luke was a tall (6 feet 5 inches) 15-year-old African American male who fre-
quently engaged in high-risk behavior both in the community and at school.
Luke had been diagnosed with a pervasive developmental disorder and had an
IQ of approximately 54. Although he had the capability to participate in certain
after-school activities (e.g., Boys and Girls Clubs), he regularly engaged in be-
haviors that resulted in his being at risk of attack by hostile forces in the com-
munity or aggressive youth at his community school.

Luke did not have any obvious mental deficiencies, yet he frequently would
provoke an aggressive male into attacking him. He was not able to truly reflect
on this behavior, which continued throughout his early education. Luke lived
with his grandmother, and there was none of the social support at home neces-
sary to control him if he had an aggressive outburst in response to some type of
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TABLE 4–10. Pattern IV: student with self-injurious behavior

Risk areas in caretaker or child
Self-injurious behavior due to autism, pervasive developmental disorders, or 

communication disorders
Expressed suicidal ideation
Ongoing depression in parent or child
Ineffective medication or none tried
Parent gradually losing control of child
Caretaker giving up hope or overwhelmed
Few perceived options and resources

Therapy objectives with the family
Work with the family on a safety plan, 24-hour phone support, and follow-up 

psychiatry. Maintain daily contact to monitor self-destructive thinking or 
temptations to act.

Ensure that everybody impacted by the suicidal ideas or actions is involved in 
the behavioral health treatment needed to treat their problems. Identify 
barriers to treatment.

Organize the family to commit to a role in the close monitoring of self-destructive 
thinking and behavior within the family; identify roadblocks and emotions or 
fears expressed by the family about potential loss of life or serious injury.

Create a schedule with the family in which they identify productive and high-
interest activities or services and develop a plan to increase the family’s 
accessing of these protective resources and/or people in their social networks 
and community.

Refer the high-risk child or adolescent for a child psychiatric evaluation and 
psychological evaluation to determine the cause of the extreme behavior.

Use functional behavioral analysis to find a therapeutic intervention for self-
injurious behavior.

Link school and home in understanding the “function” of the behavior.
Recognize the need to evaluate the role of the school climate in maintaining the 

self-injurious behavior.

Community support
Provide safety monitoring by phone and brief in-home support visits. Carry 

out the check-in plan designed in family therapy with the family.
Arrange for therapeutic recreation or parent respite offered during the day or 

weekend to reduce the overall pressure and sense of hopelessness in the family.
Plan, schedule, and transport to resources.
Offer a parenting class to help the family organize and plan for productive 

activities and maintain contact with resources.
Assist in the organizing of appointments, medications, prescriptions, and 

transportation to needed services.
Provide mentoring and social skill development.
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verbal criticism or other disciplinary action from his grandmother. Luke did
participate in an after-school Boys and Girls Club. Luke’s mother was in early
stages of recovery from a stimulant and opiate addiction.

The initial referral came from the child protective services that were called
after Luke was in a fistfight in the school recreational area. He had taunted an
older boy, who then struck him in the face; a rather vigorous fight ensued. The
police were called, and both caretakers of the fighting children were assembled
in the school. Luke’s home-based MHP made a referral to an in-home behav-
ioral management specialist who performed a functional behavioral analysis, a
process in which the specific nature of Luke’s behaviors could be identified and
some alternative positive reward system established to encourage Luke to behave
in a more socially appropriate fashion. Also, it was decided that a therapeutic
mentor (who specialized in dealing with aggressive young men) would be dis-
patched to begin engaging Luke in some community activities where he could
participate with his mentor and learn some expanded skills.

The school counselor was very active in welcoming the clinical team to co-
ordinate with the special education team struggling to manage Luke’s behavior,
especially during transitional times and while waiting for transportation or in
recreational activities outside. Once Luke was in a classroom, it was much easier
for a teacher to individually direct him toward some type of activity that would
hold his attention; he was less likely to act in a way that was provocative or ag-
gressive. The functional behavioral analysis identified a series of five behaviors
that appeared to be triggers for Luke’s self-injurious behavior. The school agreed
to identify the sources of these triggering behaviors and to include these in his
educational plan. Luke’s grandmother worked with the functional behavioral
team to develop a way of rewarding prosocial behaviors, rather than the aggres-
sive provocative behavior learned at the school.

In addition, Luke made a strong connection with the therapeutic mentor, who
expanded his involvement with Luke and involved him in a local community center
where he could participate in weightlifting. Luke had difficulties with an injured
foot, and his size presented a barrier in his ability to participate in normal athletic ac-
tivities. He was exposed by the mentor to a weightlifting program where he was able
to quickly develop some remarkable body and leg strength. He seemed to enjoy the
simple routines of free weights and they became his primary source of recreation, re-
placing video games and overeating. He continued in the after-school program, and
his social awkwardness and tendency to provoke were reduced significantly.

Luke’s school did not have any climate programs that would initially have been
useful in redirecting Luke’s difficulties. The school counselor was very aware of the
problems in the school climate and the hopelessness expressed by the lack of care
by the leadership within the school. The school clearly was a dumping ground, and
Luke’s grandmother—despite her good intentions—was in no position to add any
kind of real support. In this situation, someone could have offered to work with the
school to develop a climate intervention strategy (see Table 4–10).

Pattern V: Truants and Dropouts
In this pattern, the most common time at which problems begin to emerge is
around 12–14 years of age. As a child approaches seventh grade, learning diffi-
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culties will clearly have done their damage, lack of support in the community
will have eroded any solid foundations, and adolescents will be searching for
ways to feel safe and secure in a world that may vary in providing them these
basic survival needs. We have frequently observed a pattern in children between
14 and 18 years old in which these adolescents may have cycled through the
substance abuse or mental health systems at one point in their earlier educa-
tional cycles. They are frequently engaged in school violence, starting early, and
will frequently exhibit problems such as substance abuse, gang involvement,
eating disorders, and suicidal behavior. Often, these young people are transi-
tioning from caretaker to caretaker, and do not have strong family ties. There
are frequently a number of service providers who have been active in the young
person’s life, although the young person is typically someone who is difficult to
engage clinically or is unlikely to use any type of traditional human services.

Truancy is often the gateway to crime, aggression, and substance abuse. A
Hawaiian study found that the highest early arrests for both boys and girls were
due to truancy and running away (Pasko 2006). Hallfors et al. (2006) found that
low grade point average and frequent school absence were predictors of later
self-destructive activities such as suicidal behavior, drug abuse, and delinquency.
Henry and Huizinga (2007) and Chou et al. (2006) used survey data to examine
links between truancy and substance abuse. Both studies found a reciprocal re-
lationship between truancy and drug abuse.

Truancy tends to follow a different pattern for older teens (Table 4–11) than
for younger ones (Table 4–12). Treatment objectives for older and younger stu-
dents differ somewhat because there are laws that compel younger children to
go to school. It is critical to intercept truancy early, since it is the gateway to
crime and aggression in school and in the community.

Case Example: Justin, an Older Adolescent 
in Need of Ongoing Assessment and Help

Justin was a 19-year-old white male who had graduated from high school and
was beginning a 4-year college. Justin was removed from his biological mother’s
care at age 11 and lived in a series of specialized foster homes; he had partici-
pated in individual psychotherapy from the age of 11 to 17. He was eventually
was adopted by a young couple who was extremely supportive of him as he be-
gan to increase his success at school athletically and academically. After 6 years
of psychotherapy (1 hour per week), Justin’s care was terminated. He was con-
sidered a success case and was going off to college. This outlook quickly changed
within a year. Justin was placed in a psychiatric facility because of a drug-
induced psychotic disorder, which resulted from his being immediately over-
whelmed by his new independence, the college drug culture, and his own self-
destructive tendencies.
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TABLE 4–11. Pattern V: truants and dropouts (older teens: 
ages 16–21 years)

Risk situations/circumstances

Early adult transitional disruption (dropouts, truancy, failed college), 
substance abuse, gang involvement, eating disorders, suicide

Truancy beginning at age 14 years

History of inpatient treatment for behavioral health:
• Substance abuse
• Mental illness

Transitioning from inpatient facility to community residence

Interruption of educational and vocational goals

In need of bridge work to community

Need for multiservice aftercare

At risk for readmission to inpatient care on multiple occasions in the course of 
6 months

Therapy objectives for the family

Create “buy in” with the intervention team, the young adult, and the family; 
allow for the proper independence and confidentiality for the young adult as 
well as releases of information to facilitate resource development.

Set a stabilization timetable that highlights goals as well as roles and 
responsibilities for the accomplishment of these goals.

Work with the family to develop a weekly schedule that addresses vocational 
and recreational goals:
• Making all critical appointments
• Reengaging in vocational or educational pursuits
• Seeking short- or long-term disability
• Ensuring that all medical/dental care is current
• Providing vocational rehabilitation
• Arranging special accommodations for work, school, training, and driving

Establish a coordinated community team that offers support and guidance to 
any member of the family, connecting to needed supports.

Communicate with the family about their potential fears and any obstacles to 
successful community living.

Evaluate clinical usefulness of existing treatment resources and support those 
that are helping. Work with the family to access
• Psychotherapy or substance abuse treatment
• Psychiatric follow-up
• Recovery or support groups
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This is a case of school violence expressed as aggression turned toward the
self, in which someone who had struggled through the system became trapped
during the transition into adulthood. Young people who grow up as wards of
the state in foster care and who try to set up independent living have a special set
of needs in order to launch them into successful adult lives and careers. This is
particularly true of young women trying to transition from lives of being vic-
tims into becoming empowered young women seeking educational opportuni-
ties. All too frequently, these young women become overburdened by the con-
stant demands of parenting at a very young age. The males seem to lose contact
with normal social supports and begin to use drugs, engage in repeated high-
risk sexual behavior, and become involved in illegal activities.

Justin (continued)
When Justin was reengaged in psychotherapy, it was clear that he was disori-
ented and required inpatient care. After his release from the hospital, Justin was
quickly engaged in employment by a landscaper friend of his adoptive parents.
He was also reengaged with the same therapist who had treated him since he was
a young boy. The therapist quickly ordered a therapeutic mentor to engage Jus-
tin in some social-recreational activities so that he would have options for filling
his time after work with activities that did not include drinking or hanging with
the same crowd that led to his earlier loss of control. He eventually became in-
terested in martial arts and developed a positive relationship with a young
woman; these factors greatly reduced his temptation and active participation in
substance abuse. He now trains 5 nights a week with his new female companion,
and his ongoing success is being supported in outpatient psychotherapy.

Community support

Provide support and transportation to all critical meetings; organize 
appointments and monitor attendance.

Provide specialized support in exploring vocational or educational activities, 
including in-class support, work with special services to arrange 
accommodations, help with homework and study.

Provide in-home and one-to-one psychoeducation about the behavioral 
health problem that led to the inpatient referral.

Create a daily log to assist in the independent accomplishment of the needed 
activities of daily life.

Provide support and transportation for patient or family to support the social-
recreational development of healthy community activities.

TABLE 4–11. Pattern V: truants and dropouts (older teens: 
ages 16–21 years) (continued)
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TABLE 4–12. Truancy prior to age 16 years

Risk situations/circumstances
CHINS (Child in Need of Services) report made or family court involved; 

safety still compromised
Parent cannot enforce curfew or consequences
Persistent high-risk exposure during unsupervised community time
Defiance of authority
Failure to report for curfew
School refusal
Defiance at school
Running away

Common treatment goals and strategies
Referrals for services
Applications for resources
Consultations/family advocacy
Service accountability
Information sharing for treatment plans
Testimony
Written letters, phone calls
Stimulating the system
Conducting assessments
Advocacy in meetings
Repairing burnt bridges
Building new connections
Teaching negotiation skills in the system
Role modeling system management
System skills for parents
Finding resources
Designing an approach
Humanizing the system
Draining authority conflict
Paradoxical skills training
Use of silence
Value of respect
Assertiveness rather than aggression
Conflict management with collaterals
Building relationships with others before the trouble starts
Avoiding triangles
Understand collaterals problem with patient
Validating difficulties without blaming patient
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Justin’s case illustrates that school violence is not something that stops at
high school. School shootings such as those at Virginia Tech and the frequent re-
ports of workplace violence are evidence that the process first experienced as
school violence is expressed in many different social contexts. In the pattern of
truancy and dropout, school violence is typically the way in which a child dis-
plays these tendencies earlier in the educational process, and this may cause the
child to be disconnected from school or to be allowed to function in school as a
sadistic bully, resulting in his increasing involvement with criminal activity
when left unsupervised in the community. Again, this is the high-risk time for
recruitment into gangs, which are an ongoing source of school violence whether
the child is being recruited in school, being sold drugs, or being attacked and
held up for money while trying to get to school.

Conclusion

Treatment planning in school violence is a complex task. MHPs are challenged
to create powerful interventions that may combine traditional therapy strate-
gies with social systems approaches involving the home, school, and commu-
nity. Also, school climate is a key element in planning interventions. Why? The
best individual and family therapy cannot undo a day of shaming at school.
This model creates a framework to design flexible and comprehensive interven-
tions into school violence problems.

KEY CLINICAL CONCEPTS

• Schools are becoming the most natural setting to intervene with
children who display or are hurt by school violence.

• Understanding the child’s interlocking social systems is a diagnos-
tic necessity.

Common treatment goals and strategies (continued)
Derailing blame
Educational advocacy
Individualized Education Program (IEP) or Section 504 plan
Informal consultation/school meetings
Parent–school signal resonance

TABLE 4–12. Truancy prior to age 16 years (continued)
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• The Internet has collapsed the boundaries between home, school,
and the community. This causes increased pressure from shaming
events in person or on the Internet.

• Treatment philosophy stresses the MHP’s understanding of inter-
locking social systems and how they impact a child’s behavior at
school.

• Mentalization is a key process underlying the treatment philoso-
phy. Enhancing a child’s reflective capacity is used to increase
self-control, decrease impulsivity, and improve his or her ability to
accurately read social cues.

• Failure to launch into independent living is a common way in
which students can become stuck and an easy target for involve-
ment in destructive behaviors at school. This pattern may be more
common among higher-SES families.

• Excessive pressure to perform is a destructive process observed in
higher-SES homes with successful and competitive parents. These
pressures will show in school and may result in suicide or extreme
behaviors, truancy, substance use, or crime.

• When one of the child’s interlocking systems is not mentalizing,
there is disequilibrium that is often acted out at school.

• Diagnosis of school violence problems requires taking a very
broad perspective in building an understanding of the impact of
stressors on the various systems affecting the child’s development
in the home, school, and community.

• Treatment strategies aim to empower families to control their
children at home, at school, and in the community.

• One essential treatment goal in school violence is containing ag-
gression.

• The MHP is a quarterback or play caller for complex school vio-
lence interventions.

• There is one primary goal in treatment: a peaceful day at school.

• Psychopharmacology plays a core role in containing aggression at
school, decreasing impulsivity, unlocking depression, and control-
ling anxiety.

• The MHP has an expandable role but remains anchored in tradi-
tional therapy ethics and values.

• Learning disabilities are frequent trigger points for school violence.
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• It is critical in effective intervention in school violence problems
to create common goals and synchronized signals for the contain-
ment of aggression at school.

• MHPs need to help humanize the system, including the school, for
clients who are angry and distrusting of any authority.

• MHPs play a role in helping families empathize with others, espe-
cially those who may be perceived as adversaries (as is often the
case with child welfare workers).

• There are five major patterns of school violence:

— Repetitive school disruption in the form of illegal and aggres-
sive behavior

— Acute case of child aggressor or victim

— Highly submissive victim or aggressive young student

— Student with self-injurious behavior

— Truants and dropouts: early and later school years
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5

Bullying Is a Process, 
Not a Person

Inviting the Community 
Into the School

“Power does not corrupt people, people corrupt
power.”

Andre Gide

“We can easily forgive a child who is afraid of the
dark, the real tragedy of life is when men are
afraid of the light.”

Plato

THIS chapter defines bullying and its related facets, focusing on what a
mental health professional (MHP) can do to help schools manage bullying
from a clinical and systems perspective. In other words, we view destructive
bullying as a process and as a social dynamic that grips a child’s entire world,
not simply when the child is at school. There is a difference between a child who



112 Preventing Bullying and School Violence

is “at risk” and one who is also victimizing others at school and has evolved into
a true bully. Thus, when a child or adolescent is “at risk,” an MHP needs to con-
duct a very thorough assessment of the risk and protective factors, and should
be careful of using the pejorative label “bully.” It not only badly stigmatizes the
child, but can be reacted to angrily by parents and may even obstruct a poten-
tially seamless process of risk and protective factor assessment, preventing use-
ful early and quick preventive care from occurring.

As an interconnected process within many schools, “the bullying process”
can become the way both at-risk victimizers and true bullies attack their vic-
tims. We argue that most bullying is generated from unmonitored pathological
power dynamics with the collapse of mentalization, and that is what allows co-
ercion within a school. We posited in 2008 that any antibullying program will
work if the process of implementing change at the school stresses teacher buy-in
and the creation of a reflective process that spans school years (Twemlow and
Sacco 2008). Conversely, even the best program will not work if it is forced,
short-lived, and not embraced by the school.

The essence of this systems approach is that a bully is an individual caught
up in a complex social systems network (one that we will attempt to define in
this chapter) that makes the bully part of a group process, not simply a sick in-
dividual driven by his or her own psychopathology. We view bullies as generally
unwilling scapegoats in a dysfunctional social system. The MHP needs to not
just “know” this, but also know how to use this information. Simply put, the
bully–victim–bystander equation creates the basic framework of the power dy-
namics in question. Bullying is the use of power and position to create public
humiliation for a submissive target. A victim or target is submissive and be-
comes the antagonist with the bully as protagonist. The rest of the school is the
bystanding audience for this power theater but is inextricably involved with it,
as we will demonstrate.

Etymologically, the word bully (according to the Oxford English Dictionary) is
quite obscure, having evolved from the “bully boy” of medieval times, a swash-
buckling figure who was a protector of the weak, to later definitions describing a
hurtful ruffian (rather than protective) who overwhelms people for no good rea-
son. What is most interesting is that the victim has no role in either of these def-
initions. We do agree with most of the authorities in the school bullying litera-
ture that the “true bully” is primarily a child with psychopathic tendencies who
may end up in serious trouble with the law before becoming a fully grown adult.
Later we will describe the group dynamics of a very pathological social system in
which all individuals are eventually sucked into submissive victim roles with a
bully tyrant leader protected by special “henchmen,” as often occurs in cults
(Twemlow and Hough 2005).

The impact of bullying essentially depends on how the bully’s social context
accommodates the activation of bullying behavior at school. In a narrow psychi-
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atric analysis, we can view the bully as a defective psychopath. The community, as
an abdicating social system, tends to treat such young people as being unsuitable
for the school. When the child ceases to contain and express the aggression of the
community in a socially acceptable fashion, that community ejects the child.
This process of community abdication of responsibility for that child inevitably
may lead the child to a life of criminality, forcing the community then into the
role of victim of the criminal’s activity. Our collective observation is that less than
2% of the population in most schools consists of children of this nature. They
may have been brought up in environments where they have seen a great deal of
parental aggression, and they may be genetically oriented toward a callous disre-
gard for human feelings. The MHP can assist in intervening in these special cir-
cumstances as well. Children living in this type of home tend to use aggression to
manage their peers as part of their identity. Such children, if they get into serious
trouble at school, do require special management and psychiatric care, and often
should be removed from school for their own sakes.

Redefining Bullying From a Social 

Systems/Bystander Perspective

Destructive bullying is more than “simply” fighting; it is an interpersonal and
large-group process that creates humiliation for a victim in front of a bystanding
audience. In order to be considered true bullying, the humiliation needs to be sus-
tained, not just an isolated occurrence. Bullying tends to be a compulsively re-
peated psychological process that begins between individuals or groups of unequal
power, and then often evolves into a peer group phenomenon. Cliques grow
quickly; social war zones are formed within the school environment. True bullying
is not the periodic stupidity of young people hurting one another’s feelings; it is a
sustained process of a peer group or adults consciously using humiliating strate-
gies in public toward a targeted individual. True bullying is clearly coercive and is
not just an occasional misplaced comment or broken allegiance to a friend; it is by
definition a mean-spirited and sadistic sequence of activities targeting an individ-
ual. True bullying involves a clear intention to humiliate a victim, but this also
functions as a stepping-stone toward overall social dominance. As children move
into puberty, they shift from physical intimidation—pushing, shoving, and threat-
ening—to more socially based bullying: exclusion, name calling, humiliating pho-
tos, Internet bullying, and other forms of more subtle nonphysical coercion.

In comparison, the at-risk victimizer can do all of these things as part of a pre-
maturely foreclosed identity: Erikson (1963) described the young person as
“...fallen prey to overidentifications which isolate the small individual from his bud-
ding identity and his milieu” (pp. 239–241), as part of a group-influenced peer
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mind-set whose standards are both demanding and often pathological and irresist-
ible. Such victimizers are often troubled by their reluctant compliance, which they
describe as not what they would normally do outside the school setting.

Dr. James Gilligan (1996) eloquently described the role of shame in the evolu-
tion of violence, drawing on firsthand experiences from decades of working as a
prison psychiatrist in various Massachusetts state prisons. Gilligan noted the pow-
erful role that shame plays in the causal factors in the evolution of violence, citing
numerous examples of how young people may be incarcerated for long periods of
time as punishment for seemingly petty crimes. When interviewed, many of these
young prisoners explained that they were not fighting over material goods, but
rather to gain respect of others or to create better images for themselves. Shame is a
causal factor in many of the destructive decisions made by adolescents who may be
caught up in a group dynamic that insists on respect (obedience to the bully leader),
and in creating a macho self-image in that way. Such children may look like true bul-
lies but are instead at-risk victims of the dynamics of the social group.

Figure 5–1 summarizes the group relationships that are part of normal every-
day human interactions (Twemlow and Harvey 2010). As illustrated in the figure,
the co-created roles of victimizer, victim, and bystander cannot exist without
each other and are occupied by all of us at different times in our lives. We may per-
form as all three during the course of a single day, although certainly not to the ex-
tent defined by extreme instances of bullying. In other words, power issues are a
part of what goes on in normal human relationships every day. All of us at some
time or another are in a submissive relationship to somebody else. This can be
perfectly comfortable if an individual makes the choice to be there and is not co-
erced into it. A simple situation can quickly become a power struggle as coercion,
and finally humiliation, are added to the equation.

It is important to differentiate group relations involving normal power issues
from the pathological roles of sick victimizer and victim, in which power issues
have devolved into power struggles. Apart from being confused with psychiatric
diagnoses, these fixed unequal power roles can lead to the repetition of patho-
logical behaviors, and thus are frequently evident in situations where power dy-
namics form an intrinsic part of an illness or are triggers for unhealthy behavior.
For example, the pattern of choosing an abusive spouse is commonly seen in bor-
derline personality disorder (self-destructiveness).

The “Stuck in Role” Victim as Fuel 

for Bullying and Victimization

The MHP must consider the perennial “stuck in role” victim within this power
dynamic regardless of whether there is a bullying process obvious. The stuck-
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victim role is characterized by submission, which activates both the attention of
the bystanding audience and the sadistic wishes of the bully. These observable
victim–victimizer interactions are played out in school corridors, at bus stops
and playgrounds, on athletic fields, and in gymnasiums, and they continue after
hours at student’s homes, enhanced by the Internet and cell phones. Certain
victim roles can become fixed early in life, and the life for that victim becomes
burdened by constant public humiliation. True bullies tend to seek out easy tar-
gets to ensure that their public displays of humiliation are seen by the audience.
They are sucked into that role by both the stuck victim and their own proclivi-
ties to hurt. People picked out as problems will be the ones who make the loud-
est noise, and these tend always to be the bullies and their victims.

This is the pattern tragically illustrated by the suicide of Phoebe Prince in
South Hadley, Massachusetts (Oliver 2010). In this case, a vulnerable victim (re-
cently emigrated to the United States from Ireland) became trapped in a vicious
peer onslaught of hurtful communications. There were no victimizers stalking
the corridors. This victim was pulled into a bullying process with multiple stu-
dents in bullying roles devolving into a form of school psychosis.

Victims seem to attract the bully, just as the bully pursues the victim. The re-
sult of this dynamic is, again, a public show of humiliation. However, the most
commonly forgotten element in this equation is the audience of bystanders. Es-
sentially, this audience fuels the process of bullying. There would be little rein-

FIGURE 5–1. Circle of power.
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forcement for the bully and victim without the presence and involvement of the
bystanders. This group of audience members identifies with different roles in the
coercive process from a number of different positions within the larger group.
For instance, some bystanders identify with the victim, while others may instead
live vicariously through the bully, all but forgetting how their own engagement
can be fueling a destructive and harmful process (as indicated in Table 5–4 [“By-
standing roles”], later in this chapter).

Victims of the drama of bullying are typically easily targeted by the school
and the MHP for help. They tend to withdraw and act in self-defeating ways.
The school will notice the withdrawn and miserable states of mind victims dis-
play. Counselors can diagnose a victim’s condition and begin to try to help him
or her deal with the residual effects of the bullying process. However, it is often
very difficult for school administrators to know what happens to these students
when they are not at school. They may, for instance, be bullied at home by par-
ents or older siblings, or they may be experiencing problems that play a role in
their victimization at school as well. Some children may have dysfunctional par-
ents who neglect them and sent them to school unprepared and dressed for rid-
icule. These children can become targets very early in their school lives.

While studying a large group of Jamaican schoolchildren, all of whom wore
uniforms, we were surprised to learn that the children still honed in on the dif-
ferences in each other’s appearance. The uniforms may have been the same
color, but their conditions varied greatly, as did the children’s footwear, belts,
and accessories, or lack thereof. Children will always find differences to pick on
(Twemlow et al., in press); Freud (1918/1957, 1930/1957) defined this human
process as “the narcissism of minor differences.” In other words, to establish
who is the best (most dominant), people will notice differences in each other
through a narcissistic exaggeration of minor differences between them, some-
thing as insignificant as shoe type, for instance. Caring and involved parents
take the time to make sure their children look their best, and students show the
result of that parental investment. Many of the very poor children from rural
Jamaica had uniforms, pressed and ironed to perfection. The children’s teeth
sparkled; they had clearly benefited from what Jamaicans call “good brought-
upsy,” or concerned caretaking, from their families, whether extended or imme-
diate. Distracted and dysfunctional upper-income parents may heap material
goods on their children yet fail to invest the time and quality of involvement
needed to teach positive values.

We must be mindful of the damaging effects being bullied can have on in-
dividuals and find ways to prevent bullying from escalating. In Alaska, a middle
school student attempted to hang himself, and although he survived his suicide
attempt, he remains severely mentally and physically impaired as a result.
Where was the school while this was happening to one of its students? Where
were his friends? How could a child become so desperate and miserable that he
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would take his own life without anyone noticing and intervening? In this case, as
in others we have studied, the social context became a causal ingredient in the
escalation of violence. The school dismissed the significance of the bullying, and
parents are often the last to know. It is up to schools to penetrate this often-
undiscussable underground “peer conspiracy” of silence. Without information
from the peer network, it is virtually impossible to predict and stop violence
within a school. No system of therapy designed to help at-risk students can be
successfully implemented unless students have an adult they can talk to and
whom they trust. Devine (1996) approached this problem in his social anthro-
pological work in New York City schools, concluding that schools have dis-
tanced teachers from students by adopting procedures and policies that stress
mechanical safety over teachers’ relationships with students. Teachers are forced
into roles by institutional policies that promote fear of the student and encour-
age abdicating “hands-off” approaches because of the fear of lawsuits.

Group Dynamics and 

the School Social System

At either socioeconomic class extreme, bullies become part of a pathological so-
cial group capable of usurping the leadership of the designated leaders (princi-
pal, teachers, and administrative staff) of the school. A bully is traditionally
surrounded by a number of bully (aggressive) bystanders and “identification
with the aggressor”–style bystanders who become part of the social clique that
coerces and induces fear in the school. Following the group dynamics theories
of both Bion (1959) and Volkan (2004), this bully group dynamic, if not clearly
recognized and dealt with, will induce and ensure a constant state of fear, affect-
ing the school as a whole.

Teachers will become upset by the need to punish more and will often unin-
tentionally and unconsciously adopt methods that are pathological, knowing
these approaches are not what they would normally take. One teacher caught in
such a setting slapped a child across the face in a classroom. This act led to her
suspension from the school, and in counseling she realized that she had been try-
ing to manage an impossible situation in the school, as the therapist helped her
modify the projected aggression she embodied. This state of mind—defined in
psychoanalysis as “projective identification”—allowed this teacher to be trapped
into embodying the aggression the group projected onto her (that is, not her ag-
gression), and she was subsequently controlled by it through interpersonal pres-
sure of the group. The teacher reported experiencing this aggression as a foreign
body in herself which made her “act crazily,” as she put it. After appropriate psy-
chotherapy and a university course in child development, she moved to another
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school and was able to see the contrast in group processes. Projective identifica-
tion is a defense that can occur very painfully in intense group settings where
people’s normal boundaries and common sense are overwhelmed. The reaction
of the teacher is a submission to the controlling force of the bullying student
group, due to her own unconscious problems and boundary issues (counter-
transferences).

Freud spoke of group power and its effect on individuals in Group Psychol-
ogy and the Analysis of the Ego (1921/1955). He said, in his consideration of large
groups like the church and military,

In order to make a correct judgment upon the morals of groups, one must take
into consideration the fact that when individuals come together in a group all
their individual inhibitions fall away and all the cruel, brutal and destructive in-
stincts, which lie dormant in individuals as relics of a primitive epoch, are stirred
up to find free gratification. But under the influence of suggestion groups are
also capable of high achievements in the shape of abnegation, unselfishness, and
devotion to an ideal. While with isolated individuals personal interest is almost
the only motive force, with groups it is very rarely prominent. It is possible to
speak of an individual having his moral standards raised by a group. (p. 79)

One might add to this that moral standards can also be lowered, as in the
case of the teacher. The power and example of the leader is critical to the moral
(peaceful school), or immoral (cult) outcome of the group social process. The
power of the large group is remarkable to behold as in the cases of people’s
submission to pathological dictators like Stalin and Hitler. Can this occur in a
school? It can indeed.

Such an incident occurred in a school dominated by serious “gangstas”
(children in gangs created by adult criminals to distribute drugs). The school
principal decided, with the support of the staff, to give over discipline in the
school to the gangstas to see if responsibility and accountability would reshape
their attitudes. The school was peaceful for about a month; the gangstas imme-
diately established a discipline code that operated through hidden threat. They
were also using their newfound power to distribute drugs which, as you can
imagine, eventually led to the collapse and closure of the school, as well as hun-
dreds of out-of-school suspensions.

The principal who made this decision was not mentally ill; he was simply
overwhelmed by the unconscious dynamics of the large group. Bion (1970)
would say that a “Negative K” situation exists in a school whose designated lead-
ership is usurped in this way. Knowledge (K), in this context, is not an intellec-
tual value, but refers instead to what the school community knows about itself
that makes that place desirable and worth maintaining. The goal of “Positive K”
is to build the school’s climate into a place children value and want to belong to.
Thus, in “Negative K” schools, the principal operates under a fright–flight un-
conscious basic assumption, responding to threats with short-term Band-Aid
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solutions. In such schools, the environment often seems frayed at the edges:
children may fight over games and the use of equipment, the grounds tend to be
unkempt, and the classrooms themselves are cluttered and often dirty. Teachers
escape from these schools as quickly as they can and resent any extra time they
have to spend preparing lessons or working after hours.

Teachers are not the only ones who contribute to the group dynamic, how-
ever. Coaches are often bullies and view failure of any kind as humiliating. In-
tervening in such large-group dynamics requires a psychological approach to
the school as a large dysfunctional group. The MHP has a major role in under-
standing these group dynamics at school and in showing how protective factors
can be realistically created. Much of what goes on in a devolved school is un-
conscious and cannot be modified by merely trying to adapt the conscious mind
to healthier ways of thinking. These efforts, however well-intentioned, are sim-
ply drowned out by the pathology of the unconscious.

We are not suggesting that all schools need full-blown psychoanalytic con-
sultation, but they may benefit immensely from simple interventions that rec-
ognize these unconscious dynamics at work. As an example, during a school-
wide assembly to discuss problems within a school, the school bully and his
henchmen grouped together at the back of the room, talking and laughing
among themselves. The leaders of the assembly recognized them and, during the
large-group interaction, brought them into the group process by designating
them as leaders, asking them to create a play that would illustrate the problem of
bullying within the school. This play was performed for the whole community,
was very successful, and led to a paradoxical shift in the school’s environment
immediately afterward.

Since the play had been so successful—both with the children involved in it
and within the community around the school—it became very well known and
discussed, but many students were identifying with the bullies, especially in
wanting to become stronger like them. This obviously alarmed the school lead-
ers. However, after several brief school meetings with an MHP who specialized in
dealing with group regressions, the children realized that what they wanted was
not to control others, but to live together peacefully with the common purpose of
being friendly, happy, and having fun. One student said, “I am now friendly with
kids I don’t even like.” The leader of the bullies even refocused himself and
became the captain of the soccer team. The value of encouraging friendship
through shared goals (rather than pathological personal intimacy and idiosyn-
cratic regressions) helped to unite the school community. The school became an
effective symbol with which children could connect with pride and with respect
for each other—that is, a “Positive K” school again.

As we will continue to emphasize, the group dynamics of a successful inter-
vention must view bullying as a process, not a person. The collapse of mental-
ization is induced by complex social factors, such as active power struggles,
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crime, or poor leadership in the surrounding communities, subsequently cre-
ating a dynamic within the school in which the principal emerges as a flight–
fight leader. The flight–fight leader typically responds to school violence prob-
lems by implementing action-oriented short-term solutions that put out fires
but fail to establish a long-term policy for the school. Such schools can end up
feeling like prisons.

In one such school system, the elementary school was surrounded by walls
topped with coiled barbed wire, not unlike a POW camp. When the school no-
tified the police of any disturbance, children and teachers were instructed to lie
motionless on the floor, and a squad of heavily armed detectives were brought in
to manage the disturbance like a prison uprising. If any children moved, they
were punished. The police once released a picture on local television of a fifth-
grade child handcuffed to a chair because he had moved when he should have
been lying still on the floor. The community had created this pathological dy-
namic in a school already dominated by bullies. Although this was an extreme
example, schools like this are not uncommon in the United States. In such ex-
amples, the school students lose respect for teachers and tend to band together
in small groups to protect themselves.

Frequently, the bullying may be more subtle, especially in affluent schools
where competition for grades becomes a focal point. The victims in those con-
ditions are the children who “only” achieve placement in state universities
rather than the Ivy League schools, and who might attempt suicide over state
university placement. (This issue is discussed in more detail in the section “The
Problem of Excellence: Achievement Pressure in Affluent Families and Schools”
[see Chapter 1, “School Violence: Range and Complexity of the Problem”].) In
one such school that we observed, the top academic group angrily viewed them-
selves as victims of a school system that made them hate studying. The school
staff refused to evaluate the problem, instead utilizing questionnaires that
showed notably few problems; they would not allow the word bully to be part of
the school vocabulary or be discussed further. The principal focused on new
building projects (avoidant bystanding). This school adopted a watered-down
character-building antibullying program and continues to be dominated and
controlled by avoidant, controlling bully parents and frightened, abdicating,
and victim–bystander staff. The number of suicidal crises and completed sui-
cides in the school is increasing.

The so-called normal child—that is, a child without a predisposition either
to bullying or to being a victim—is caught in the devolution and might act this
dilemma out in troubling ways, thanks to the pathological sadomasochism and
aggression of the group. Such a child can become envious of the bully group’s
power and triumph, entertaining an unconscious wish to identify with the ag-
gressor, and will be disturbed by the envious arousal and triumph he or she ex-
periences vicariously. Thus, for reasons that are entirely psychological, such
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children will not be able to learn very well, nor will they wish to go to school,
and they are much more likely to act out this behavior at home and in the com-
munity.

Tables 5–1 and 5–2 summarize some of the myths about bullying current in
our society and also some of the new thinking about bullying.

Revisiting Social Dynamics 

From a Bystander Perspective
One hypothesis of this chapter is that the social context—rooted in the Latin
word contextus, meaning “a joining together”—situates the bystander in an un-
avoidably active role created, in the case of school violence, by the victim–vic-
timizer interaction; being passive is not possible from this perspective. The
victim, victimizer, and bystander roles are co-created and dialectically defined
(Twemlow et al. 1996). In these roles, mentalizing (i.e., self-awareness, self-
agency, reflectiveness, and accurate assessment of the mental states of oneself
and other people) is impaired (Fonagy 2001). Fonagy’s concept of mentalizing
takes a Hegelian perspective in that the individual is defined through social
feedback from interactions with others. Over time, the individual’s “theory of
mind” regarding self and others is continuously modified by feedback from this
interaction with others. In the case of the infant, for example, if the caretaker
gives feedback in an empathic, constructive, and accurate manner, the child de-

TABLE 5–1. Bullying myths

Bullying is a normal part of growing up.
Bullying involves children only.
Bullying is always physical.
Bullying is worse in boys than in girls.
Interventions must target the bully.
Victims are best treated as sick.
Bullying only happens in poor schools.

TABLE 5–2. New thinking about bullying

Bullying is most destructive as social aggression.
High-achieving schools are at the highest risk for social aggression.
Bullying is a process, not a person.
Bystanders are the causal agents in bullying and prime targets for intervention.
The process of change is the key, not the antibullying program.
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velops a theory of mind of others that can process reality in a healthy and adap-
tive fashion. If, however, pathological feedback is received, the child’s mind may
develop in distorted ways, manifested in overt and covert psychopathology in
later adult life.

The pathological bystander plays an active role with a variety of manifestations,
in which an individual or group indirectly and repeatedly participates in the victim-
ization process. Bystanding may either facilitate or ameliorate victimization. The
community bystander role could be described as an abdicating one. Abdication
then is avoidance of acknowledgment of the role in the bullying process by the ab-
dicating bystander, who projects the blame onto others. The bystander is propelled
into the role through interactions with the victim and victimizer, and the ongoing
interaction can be activated in a helpful or harmful direction.

The roles of bully, victim, and bystander represent a dissociation process; the
victim is dissociated from the school community as “not us” by the bully on be-
half of the bystanding community. From this vantage point, interventions in a
school setting must focus on the transformation of the bystander into a commit-
ted community member and witness. Interventions from this perspective should
promote recognition within the large school group of the dissociated element
(represented by the victim), as a part of themselves about which they are anxious.
The recognition of the dissociation process (represented by the bully) should oc-
cur as a defensive action for which the bystanders are, in part, responsible.

A peaceful learning environment is then restored when the fragmenting
effect of the dissociation process is interrupted by first understanding that it is a
largely unconscious effort to deal with anxiety in response to a dysfunctional,
coercive, and disconnected social system. Dissociation is a violent process, and
the goal of any intervention is the transformation of brute power into construc-
tive and respectful communication. This requires a clear conceptualization of
the group’s task from a perspective that does not permit scapegoating, empow-
ers bystanders into a helpful altruistic role, and does not overemphasize thera-
peutic efforts with the victim or victimizer. This triadic approach is summa-
rized in Table 5–3.

Symptomatic behavior, such as violence and bullying within such a system,
is, from this perspective, a consultation-in-action to the authority structure of
the administrative system. That is, the symptom is not merely a problem to
solve, but a dysfunctional solution or adaptation, which keeps a larger more
painful and more meaningful problem unseen. The abdicating bystander pro-
jects blame onto the victim and victimizer. We summarize several other by-
stander roles in Table 5–4.

Approaches to school and community violence that focus solely on correct-
ing pathological bystanding roles and/or bully and victim roles ignore what we
believe is an important part of the solution: to activate the helpful and often
altruistic bystander role.
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Who are helpful bystanders? Any individual in the school environment can be
one: teachers, students, support staff, volunteers, parents, and others. Such peo-
ple are not really bystanders any longer, but move from passive to active and al-
truistic roles. Such people are often natural leaders who enjoy being helpful in a
way that is not self-centered; they do not seek the limelight, but instead gain plea-
sure simply from the act of being helpful. In schools and communities, they rarely
occupy traditional elected leadership roles, such as class president or committee
chairman; they may doubt their own leadership skills, and need encouragement
to emerge. Such individuals often are turned to by others with their problems. In-
stead of directing and advising, they tend to listen and mentalize (Patterson et al.
1992). To our knowledge, there are no evidence-based methods by which such al-
truistic bystanders can be identified, but in a school setting, staff members (espe-

TABLE 5–3. Redefining bullying: from a dyadic to a triadic approach

Dyadic
Bully and victim are primary focus
Individual roles of bully or victim are seen as fixed
Bystander audience is passive observer
Purely external definition
Bully and victim are behavioral roles
Focus is on behavioral change
Interventions targets individuals

Triadic
Social context of bully and victim is primary focus
Co-created bully–victim–bystander roles are in flux
Bystander initiates the stress
Bully–victim–bystander interactions have complex internal meanings
Focus is on mentalizing
Interventions aimed at climate

Dyadic definition of bullying
The repeated harmful exposure of a person to interactions that produce social 

reward for the bully, are hard to defend against, and involve an imbalance of 
power with the bully stronger and the victim weaker

Triadic definition of bullying
The repeated harmful exposure of an individual or group perceived as weaker 

than the bully to negative interactions inflicted by one or more dominant 
persons and caused mainly by the active or passive role of the bystander 
audience linked with the bully and victim in complex, ever-changing 
dynamic roles and social rewards. Note: The helpful bystander can play a 
major role in reversing these negative interactions.
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TABLE 5–4. Bystanding roles

Type Mentalization Subjective state Role in the system

Bully 
(aggressive)

Collapse of 
mentalization

Excitement, often 
sadomasochistic

Establishes a way to 
set up victimization 
within the school 
community

Puppetmaster 
variant* of 
bully

Authentic 
empathy and 
reflectiveness 
collapses.

Capable of logical 
planning and 
nonfeeling
empathy

Arrogant, grandiose 
sense of 
powerfulness

Committed to violent 
outcomes, achieved 
by conscious 
manipulation

Victim 
(passive)

Collapse of 
mentalization

Fearful, apathetic, 
helpless

Passively and fearfully 
drawn into the 
victimization process

Identification 
with 
aggressor

Mentalization 
collapses

Desperately wants to 
be part of popular 
and powerful 
groups; willing to 
do anything to 
achieve social 
dominance

No euphoria. Often 
assumes the 
“bouncer” role or 
servant for the 
popular group, 
thereby enhancing 
victimization

Avoidant Mentalization 
preserved by 
denial

Defensive 
euphoria—an 
individual action

A staff reaction 
facilitating
victimization by 
denial of personal 
responsibility

Abdicating Mentalization 
preserved by 
projection and 
projective 
identification

Outraged at the 
“poor” 
performance of 
others—an agency 
or group action

Abdicates 
responsibility by 
scapegoating; seen 
in community 
members

Sham Mentalization 
preserved

Uses conscious, 
largely verbal 
manipulation; 
deliberate and calm

Neither victim nor 
victimizer; role is 
adopted for 
personal or (often) 
political reasons
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cially counselors and social workers) can use their clinical skills to help, and will
often intuitively know such natural leaders. Dr. Peter Olsson (personal commu-
nication, 2005) created a clinical characterization of self- and other-focused lead-
ers, which we have modified to assess altruistic helpfulness (Table 5–5).

Although we will not focus extensively at this time on the research literature
on altruism, there is convincing evidence that altruism is a fundamental drive or
impulse in humans and several other species (Shapiro and Gabbard 1994) that
can be harnessed in the service of ameliorating violence. Such pragmatic forms
of altruism, although lacking the mysticism and selflessness of well-known forms
of it in spiritual leaders, focus on benefit for the community as a whole. This
quality of commitment to the community as a whole often serves as inspiration
for others, often catalyzing unexpected and dramatic change in the system
(Gladwell 2000).

In our experience in a violent secondary school in Jamaica (Twemlow and
Sacco 1996), a remarkable systemwide restoration of order began as a sort of
epidemic of helpful bystanding seemingly created by a playful chant, the brain-
child of a police officer in the altruistic bystander role. In an effort to get boys to
be more tidy, a chant of “tuck your shirt in” (set to reggae music) was employed,
which rapidly inspired songs and jokes and even created a minicraze to be tidy
among boys seeking the police officer’s positive attention. In the space of a few
days there was hardly an untidy child in the school, and notably fewer incidents
of violence too!

Helpful 
(altruistic 
bystanders 
have been 
called 
“Upstanders”)

Mentalization 
enhanced

Compassionate, 
outraged at harm 
to others, but not a 
“do-gooder”

Mature and effective 
use of individual 
and group 
psychology to 
promote self-
awareness and 
develop skills to 
resist victimization

*In a recent school shooting, a boy set up a shooting to occur at a school dance, taking
few pains to hide the plan and recruiting a resentful victim bystander into the role of
killer. The puppetmaster bystander did not attend the dance, but came later to observe
the murders at the prearranged time, as the dance was ending.
Source. Adapted from Twemlow S, Fonagy P, Sacco F: “The Role of the Bystander in
the Social Architecture of Bullying and Violence in Schools and Communities.” Annals
of the New York Academy of Sciences 1036:218, 2004. Used with permission.

TABLE 5–4. Bystanding roles (continued)

Type Mentalization Subjective state Role in the system
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In this case, the helpful bystander was part of a highly corrupt police force in
Jamaica, where an unusual group of senior police officers (more than 10 years in
the force) had volunteered for training as an add-on to their usual police work.
These police officers worked at poverty-level wages under conditions that few
American police officers would tolerate. Personal qualities of these altruistic
peacemakers are listed in Table 5–6.

Viewed from the perspective of the bystander, contemporary definitions of
bullying may need revision. Leading researchers in the field of school bullying,
like Peter Smith in England (Smith and Ananiadou 2003), Dan Olweus in Nor-
way (Olweus 1999), and Ken Rigby in Australia (Rigby and Slee 2008), define bul-
lying as repetitive, harmful, and producing gain for the bully, involving an imbal-
ance of strength in which bullies are dominant, while victims struggle to defend
themselves. Physical harm is usually of less concern than the insults, ostracizing,
teasing, social isolation, and humiliation, which cause much of the harm.

We believe, however, that bullying should be redefined in triadic terms, as
an interaction effect between bully, victim, and bystander, one in which the re-

TABLE 5–5. Comparison of natural leaders and narcissistic leaders

Natural leaders Narcissistic leaders

Noncutting sense of humor that connects 
and empathizes with peers to encourage 
their autonomy and participation

Cutting, sarcastic, cold, aloof 
humor that puts down or 
victimizes peers

Sanguine ability to empathize with peers 
in a way that helps self and others

Empathy that largely promotes the 
self above others, eventually at 
their expense or harm

Creativity and leadership promote 
creativity in group projects and in 
individual members

Creativity promotes destructive 
subgroups that cause isolation or 
alienation from the larger group

Personal needs met by benevolent 
reaching out to challenge the peer group 
to connect with their community via 
helpful projects and activities

Personal needs met or 
psychopathology deepened by 
efforts to dominate the peer group

Often do not see themselves as leaders 
and prefer to characterize themselves 
as helpers

See themselves as the only ones 
capable of leading, often in a 
martyring way

Reaches out to foster and mentor positive 
leaders in younger grade-level children 
modeling future leaders

Bullies or puts down younger 
aspiring leaders so as to maintain 
his or her fiefdom

Source. Peter A. Olsson, M.D., personal communication, 2005.
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sponses of each directly affect the severity of the outcome. The bully does not act
as an individual, as for example in a private vendetta, but becomes, in part, an
agent of the bystanding audience, which fuels the fire, so to speak, and perhaps
even intensifies the harm done. In our clinical experience, we have found that
bullies usually fantasize about the impact their actions will have on the by-
stander even if the bystanding audience is not physically present, suggesting
prominent grandiose, sadomasochistic, and voyeuristic elements. To recontex-
tualize traditional definitions in triadic terms, bullying is the repeated exposure
of an individual to negative interactions directly or indirectly inflicted by one or
more dominant persons. The harm may be caused through direct physical or
psychological means and/or indirectly through encouragement of the process
or avoidance by the bystander. This abdicating bystander group dynamic, with
replacement of designated leaders (the school staff) by bystanders in active roles
allowing severe bullying to occur, is illustrated in the following case example.

Case Example: Defeated Teachers and 
Administrators Replaced by In-Control 
Bystanders, Bullies, and Victims
We were invited to visit a large K–8 school serving a very poor minority neigh-
borhood in an East Coast city, to assess the school’s need for a violence preven-
tion program. Its problems included criminal activity in and around the school;
trash on school property, often in the form of discarded needles; and pedophiles
cruising its perimeter. The school principal had assured us that the school had
few bullying problems. Moments after entering the lunchroom, however, one
boy knocked another out as the culmination of a long process of verbal abuse of
the first boy’s mother. After the principal hastily settled this matter, a school

TABLE 5–6. Personal qualities of altruistic peacemakers

Being more altruistic than egoistic
Awareness of, and takes responsibility for, community problems
Willingness to take physical risks for peace and not easily frightened
Relationship oriented and humanistic
Self-motivated and a motivator of others
Alert, strong, and positive
Self-rewarding with low need for praise
Personally well organized
Advocate for and protector of the vulnerable and disempowered
Able to see potential in all people
Low in sadism
An enthusiastic advocate, committed and understanding of “the cause”
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counselor rushed up in rage after a student had pelted her in the chest with full
milk cartons.

The principal was an outstanding individual with idealistic concepts for her
school and worked very hard and under very difficult conditions, including a
school policy that penalized school administrators for poor student academic
performance and disciplinary problems. The avoidant bystander role of the
principal is not always based on denial in the strict sense, but rather on self-
preservation, accompanied by the hope that nothing terrible will happen if one
takes a positive attitude.

In the incident that followed several days later, during the first outside recess
of the spring, two sixth-grade students faced off in front of 125 peers, who in-
terlocked arms and cheered on the fight. When one of the fighters was knocked
to the ground, 10 students continued punching the downed victim. The victim
suffered serious facial damage from a ring worn by one of the students bullying
him, a “dirty trick” similar to the ones seen on the World Wrestling Federation
television show, as proudly announced later by one of the bullies.

Teachers were unable to intervene in the fight for more than 90 seconds be-
cause of the audience of bystander children, their interlocked arms surrounding
the combatants. Although students had been talking about the upcoming fight
throughout the day, teachers were not aware of the brewing problem. The whole
peer grade became invested in one side or the another, and excitement built up
throughout the day.

Bystanders were active in fanning the flames of the violent act, beginning
with the ride in the school bus earlier that day. The two kids were matched up by
rumor and innuendo, not actual personal conflict; this fight was staged by the
bystanders through a peer group fantasy enacted in the fight.

Selected Literature Review: 

The School Bully–Victim–Bystander 

Problem

Smith et al. (2002), in an interesting survey of the use of the word bully and re-
lated terms around the world, found that the words are subject to substantial
variation in the 14 countries surveyed. Clinical and research findings suggest
that these are descriptions of temporary states of mind and will vary enor-
mously, depending on the current dynamics of the social system.

With rare exceptions (for example, the genetically established psychopath
[true bully]), bullying may not simply be one person repeatedly bullying an-
other, but one individual being repeatedly victimized by many often at-risk in-
dividuals who, not through conscious malice or psychopathy but through failure
to understand the impact of unpleasant behavior on others, follow a peer-set pat-
tern of behavior; these at-risk victimizers would not even consider themselves
bullies, nor would their parents or (for that matter) teachers. From this very
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broad social systems perspective, we are speaking here of essentially the manifes-
tation of aggression in the social system and the violence it causes, violence being
defined of course as harmful aggression.

Pontzer (2010) has found that a bully tends to be male, to be impulsive, to
have been bullied as a child, and to be harassed and stigmatized by his parents.
A study in Finland (Sigfusdottir et al. 2010) of 15- and 16-year-old bullies found
that anger was a strong emotional component of being both a bully and a vic-
tim. Quality of life was very much affected in both bullies and victims and more
so in older bullies and victims than in younger ones (Frisen et al. 2010).

Walden and Beran (2010) suggest that the quality of the attachment of the
child and empathy in connection with the school are associated with variations
in the way aggression is manifest. For example, they suggest that children with
poorer-quality attachment are most likely to bully others and/or be victims. Ei-
den et al. (2010), in a study of parental alcoholism in 160 families, carefully eval-
uated the attachment patterns. Children were evaluated at age 18 months and in
the fourth grade, showing that a father’s alcoholism predicted bullying for boys,
but not girls.

A cross-national study showed few differences by country in sex of the chil-
dren and responses to bullying (Hussein 2010). In this study, an Egyptian, a
Saudi Arabian, and a U.S. sample were compared using gender as the constant
variable. Boys had higher levels of bullying than girls in all three cultures, but
boys and girls were similar in their levels of peer victimization. Bush (2010)
found that dangerousness at school was highest in youth who believe that their
parents endorse fighting and who lack adult mentorship.

The complexity of how psychopathology manifests in bully, victim, and by-
stander behavior is illustrated in a wide range of studies. Both rural and urban
studies show that victimization produces depressive symptoms, which are enor-
mously influenced by parental support. A study of almost 1,000 children and
adolescents (grades 5–11) in a rural southern U.S. community (Conners-Burrow
et al. 2009) found that symptoms were fewer when parental support was high,
and also supported the value of the teacher for the student’s health. When paren-
tal support was low, the teacher could substitute for home support.

There are all sorts of variations in teacher attitudes and how that relates to the
incidence of bullying in schools. Copeland (2010), in a study in Missouri, showed
that more experienced superintendents believed that little or no problems existed
with bullying in their schools, whereas the least-experienced superintendents saw
bullying as a tremendous problem. One study conducted to measure the ability of
teachers and counselors to differentiate between bullying and other forms of con-
flict (Hazler et al. 2001) noted that both had a rather poor understanding of bul-
lying. Teachers often rated all physical conflict as bullying and underrated verbal,
social, and emotional abuse. Kupersmidt (1999) looked at whether teachers
could identify bullies and victims and found that elementary school teachers were
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more likely than middle school teachers to accurately do so. Kasen et al. (1990), in
research over many years, showed that well-organized schools have less bullying
and that if there is more adult supervision and a better climate between teachers
and students, students will perform better academically. Research studies of bul-
lying are beginning to look at ethnic groups in the United States. Nansel et al.
(2001), in a survey of students in grades 6 through 10, found that black students
reported less victimization than did white or Hispanic youth; Juvonen et al.
(2003), in a study of sixth graders, found that black students were more likely
than white students to be called bullies and victims. Sexual orientation has been
found to be very important (see Swearer et al. 2010), with more victimization and
physical assault of homosexual individuals.

Studies of Bystanding Behavior

Until recently, bystander behavior has largely been overlooked as a major variable
in the literature on victimization. Henry et al. (2000) showed that students of teach-
ers who openly discouraged the use of aggression were less likely to show the usual
developmental increases in aggressive behavior over time. Slee (1993) showed that
students of teachers who did not intervene in bullying often would also not help vic-
tims. In an earlier book Twemlow and Sacco (2008) we summarized the helpful im-
pact on school interventions of retraining the bystander/natural leader.

A study of 10,000 Canadian children in grades 4–11 (Trach et al. 2010) found
that younger females were more likely than boys and older females to intervene
in bullying; percentages of children who did nothing at all increased with grade
level and showed no gender bias. A number of high-profile school shootings over
the last several years have placed bystanders squarely in the public eye (Twemlow
2008; Twemlow et al. 2002), with articles highlighting the inaction or aborted ac-
tions of students, teachers, and parents who were aware of threats by fellow stu-
dents but did not act, either out of denial (avoidant bystanding) or because of
fears that they would be targeted for tattling on peers (the conspiracy of silence).
In some California schools, bystanders who did not report a shooter’s previous
threats were considered to be in need of protection from retaliative violence by
members of the public (CNN 2001).

On a more positive note, several high schools encourage bystanders to help
prevent or stop violence by providing confidential or anonymous online and
phone-line reporting (Cromwell 2000, Sarkar 2000). In a Finnish study (Salmi-
valli et al. 1996) of several hundred children, participant roles were categorized
into several groups: victim, bully, reinforcer of the bully, assistant of the bully, de-
fender of the victim (i.e., helpful bystander from our perspective), and outsider.
Boys were found to be more closely associated with the role of bully, reinforcer,
and assistant; girls were more likely to identify with defender and outsider. Cowie
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(2000), studying gender differences, suggested that part of the difficulty in tar-
geting boys to take on helpful roles results from the fact that they are more likely
to drop out of such interventions because of “macho” values, especially as the so-
cially modeled concept of masculinity develops. In other studies, passive by-
standers were found to reinforce the bully by providing a consenting audience,
which sent the implicit message that aggression is acceptable (O’Connell et al.
1999). Craig and Pepler (1997) reported that child bystanders are often effective
in trying to stop bullying. They also found that in 85% of bullying episodes ob-
served by videotaping children in the playground, other children joined in either
with the aggression or against the aggression. It is a well-known fact that chil-
dren, especially during their adolescent years, tend to look to their peers for clues
about how to respond to everything in their social environment. Studies have
shown that watching or laughing can encourage and prolong bullying (Craig and
Pepler 1995, 1997) and peers may see powerful aggressive and harmful behavior
as valuable.

There is yet another piece of this complicated puzzle: in a study of teachers’
perceptions of other teachers who bully students (Twemlow et al. 2006), 116
teachers from seven elementary schools completed an anonymous question-
naire reflecting their feelings and perceptions about their own experiences of
bullying and how they perceived their colleagues. Forty-five percent of the
teachers in the study admitted to having bullied a student; many recognized that
the roles of bully, victim, and bystander are roles, not moral indictments or
diagnoses and usually become damaging only if repeated frequently and if the
roles become fixed. In our study, teachers’ openness to seeing and admitting
bullying suggests that efforts to prevent bullying by training teachers to recog-
nize and deal with it in themselves, students, and colleagues can be quite helpful.

Our study also showed that few if any teachers perceived a current school pol-
icy or training experience that might help them handle this particular problem.
Teachers who self-reported a tendency to bully students also reported having been
bullied when they were students in school, and they were far more likely to report
seeing other students bullied by teachers. They also reported having been bullied
by students inside and outside the classroom. Lack of administrative support, lack
of training in discipline techniques, overcrowded classrooms, and being envious
of smarter students were found to be elements that were part of the pattern of
these bullying teachers. Statistical analysis found two main types of bullying
teachers. Sadistic teachers tended to humiliate students, appeared to act spitefully,
and seemed to enjoy hurting students’ feelings. By contrast, bully-victim teachers
were frequently absent, failed to set limits, let other people handle their problems,
and tended to see lack of training in discipline techniques as the primary cause of
their behavior, acting in many ways as an abdicating bystander by blaming others
for their problems. Such teachers often explode in a rage and react in a bullying
fashion when they have “reached their limits.”
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The Peaceful Schools Project: 

A Social Systems–Psychodynamic 

Antibullying Intervention

The Peaceful Schools Project (Fonagy et al. 2009) began as an attempt to test a
social systems–psychodynamic approach to bullying and violence in an ele-
mentary school setting. The theory driving the intervention was an evolving
one, focused on trying a variety of ideas and approaches. During the pilot
phase, the intervention was modified as various ideas worked or did not work.
Between 1993 and 1996, a pilot study was launched in three elementary schools
in a midwestern city (Twemlow et al. 2001). The intervention was largely im-
plemented by the teachers, who were also closely involved in coauthoring arti-
cles and creating the actual interventions and were not reluctant bystander
participants forced into the research by the administration.

The pilot study involved two intervention schools—one affluent and one
poor—and one control school demographically matched to the nonaffluent in-
tervention school. The nonaffluent intervention school had a very high out-of-
school suspension rate, a high rate of violent incidents (including the attempted
rape of a second-grade girl by a group of elementary-age boys), and a record of
very poor academic achievement. The demographically matched control school
was built in an almost identical way as the nonaffluent intervention school and
was in the same socioeconomically deprived area. This control school received
only weekly psychiatric consultations, as has been the convention in school psy-
chiatry for many decades. A dedicated group was organized for children who
had experienced a murder in the family or seen a murdered body. The cost of the
overall project was minimal, and interested teachers collected and scored the
data, illustrating very high buy-in to a project they conceived.

The project did not pathologize psychiatric groups or at-risk children and
did not call for expensive referrals to medical care and other experts. Since the
project addressed a current need that was considered urgent and was designed
by those who experienced the need, the buy-in problem was minimal, and
schools were willing to tolerate longer-term, more difficult solutions rather
than pushing for quick fixes designed to placate a possibly impatient school
board. We found that instead of overloading teachers and students with massive
initial training, ongoing supervision based on a psychoanalytic/psychodynamic
model was a more practical way to problem solve.

When considering all three schools in this pilot phase, it is interesting to note
that the poor intervention school maintained its progress and continued through
numerous changes, becoming a very quiet school with low suspension rates, clean
and attractive classrooms, and drastically fewer incidents of racial discrimination.
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We had initially tried doing some therapeutic work with teachers and found very
quickly, as other have, that teachers do not like that sort of work at all, and are not
responsive to it. We also learned that teachers are likely to speak positively but of-
ten hide their negative reactions. It took a while as MHPs for us to realize these fac-
tors. After we did so, and began listening more carefully to the children’s and
teachers’ interactions, we steered ourselves toward management of the bystanding
audience, rather than the bully and the victim. We had started by trying to manage
bullying children alone, which exhausted the instructors as well as the teachers.

Elements of Mentalization Particularly 
Relevant to the Social Intervention
The randomized school intervention focused on reducing pathological by-
standing through the use of two mechanisms: enhancing mentalization and
fostering healthier power dynamics (observations derived from the pilot
phase). The concept of mentalization has been mainly applied in psychothera-
peutic settings. We believe this program may be the first formal application of
mentalization as part of a social systems intervention.

The intervention applied the following elements of mentalization:

• The capacity to reflect upon interpersonal events and experience in terms of
the protagonist’s mental states

• The capacity to modulate one’s own affect in relation to these experiences so
that reflective thinking (mentalizing) is maintained

• A sense of agency and intentionality—that is, one is acting in line with one’s
intentional states of feelings, wishes, beliefs, and desires rather than being
controlled by the actions of others

• The capacity for interpersonal relating (emerging from the prior three ele-
ments), in which one is able to generate a balance between individuation, es-
tablishment of boundaries that protect the individual self, and relatedness

• The capacity to closely cooperate with, rely on, and even become attached to
others

We noticed that mentalization in violent schools was significantly lower. In
violent schools, the power dynamics featured control over others, using coercion
and humiliation. We also observed that efforts to address this type of power dy-
namic by identifying and attempting to deal with the bully did little to change the
school climate. A system characterized by ignoring the mental states of self and
others creates systems of social influence, with coercion and humiliation playing
key roles. High levels of emotional arousal could be expected to make both bully
and victim inaccessible to a mentalization-based intervention. The key to solving
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a problem of pathological power dynamics could be the facilitation of thinking
about the bystanding group, since in our view parents, school administrators,
schoolteachers, and students are the participating audience in this power play.

Because bystanders’ involvement is not direct, the intervention focused on
enhancing mentalization to create a social environment in which ignoring the
feelings and thoughts of others was no longer seen as acceptable or experienced as
necessary. Thus, the project was focused more on the role of the bystander than
on the bully or victim role. Its immediate aim was to provide a mentalizing alter-
native that begins with perceiving and accepting bystanders’ own unthinking role
in maintaining the bully–victim relationship through abdicating responsibility
and making an unconscious decision not to think about what either the bully or
the victim is experiencing in any but the most superficial or schematic ways.

Understanding the psychological backdrop of the pathological power dynamic
in which one person uses physical or psychological coercion to change the behavior
of another was a starting point for the intervention. The intervention aimed to
change the way the entire school social system viewed bullying, to promote accep-
tance of universal “blame” for the problem, and to encourage helpful bystanders to
see themselves as an organic and essential part of the power dynamic.

The program used five main devices:

1. A positive climate campaign highlighting the subjective experiences of
bully–victim and of bystander.

2. A classroom management plan requiring teachers to elaborate the thoughts
and feelings associated with aggressive acts in the classroom

3. A defensive martial arts program based on principles of mindfulness
4. Peer or adult mentorship to create additional opportunities for reflective

interpersonal interaction and a healthier acceptance of power issues as part
of everyday life

5. Reflection time to allow the class to consider immediate past experience as a
group. The last 10 minutes of each day was spent reflecting on how students
had performed over the course of the day in managing power dynamics and
focusing on the thoughts and feelings of others. Teachers felt that children
were often a lot harder on themselves than they, the teachers, would have
been, but after the reflection period the class would decide whether or not to
hang a banner outside the classroom indicating that the class had had a good
day of reflectiveness, mentalization, and helpfulness to others.

Study Method
Over a 3-year period, beginning in 1999, the theoretical ideas derived from the
pilot study and from clinical observations of schools were formally tested in a
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cluster randomized controlled trial in which nine schools (involving a total of
1,345 students in grades 3–5) were randomly assigned to one of three condi-
tions: 1) Creating a Peaceful School Learning Environment (CAPSLE), which
was designed to encourage mentalization and reduce pathological power dy-
namics, as already described; 2) traditional school psychiatric consultation in-
volving assessment of children through classroom observation referrals but no
direct contact with children; or 3) treatment as usual (these schools, although
they received no intervention, were promised the most effective of the other two
interventions after a 2-year period if they desired it; this was an attempt to pro-
vide a motivated control group). The program was implemented intensively in
the first 2 years, and the intervention was reduced in the third year to see
whether the effects could be maintained.

Training in defensive martial arts with role-playing helped the children to
think about how they responded to victimization and how the victimization af-
fected their capacity to think clearly and creatively. These bully–victim–bystander
role-plays involved the entire group, so that children gradually began to see them-
selves as more powerful.

It became obvious that daily reinforcement was necessary to help commu-
nity members keep the importance of empathic awareness of self and others in
mind. Poster campaign stickers and badges were used to create a climate where
feelings were (quite literally) labeled and distress was acknowledged as legiti-
mate. The emphasis was on the need to reflect on the importance of under-
standing, rather than reacting to others and avoiding the problems created by
regression into the victim, victimizer, and bystander roles in a system controlled
by the bully.

A further major component was the helpful bystanders. While these indi-
viduals may be thought of as natural leaders, they do not naturally emerge, but
need to be chosen. They were very powerful in their capacity to motivate large
groups of other children and appeared able to understand the needs of many, if
not of the entire group, but were not interested in using their abilities to achieve
social status by becoming high-mentalizing bullies themselves. There was no at-
tempt to focus on helping individually disturbed children or, for that matter, to
pathologize them by singling them out. Over time, bullies came to be disem-
powered, initially complaining that the work done on the program was “bor-
ing,” but gradually the social system tended to recruit them into more helpful
roles, ones that made use of their leadership skills.

Results
As might be imagined, teacher buy-in to the program was closely related to its
overall effectiveness. Biggs et al. (2008) suggested that students whose teachers
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reported greater fidelity to the intervention protocol had greater empathy (de-
fined as a student’s awareness of the negative effects of victimization on other stu-
dents) over time than students whose teachers reported less fidelity. The results
also suggested that students whose teachers reported greater fidelity were viewed
by peers to show less aggressive (bully) bystanding than did students whose
teachers reported less fidelity. Over the second and third years of the program,
helpful bystanding behavior was significantly related to the adherence of teachers
to the elements of the program and awareness of its usefulness. Students whose
teachers reported greater fidelity were viewed by peers as showing more helpful
bystanding over time than did students whose teachers reported less fidelity.

As part of this study, 254 children in grades 3, 4, and 5 participated in the
Gentle Warrior Program, the martial arts intervention (Twemlow et al. 2008).
Boys who had participated more frequently in Gentle Warrior training reported
a lower frequency of aggression and a greater frequency of helpful bystanding
over time, relative to boys with less frequent participation. The effect of partic-
ipation on aggression was partially mediated by empathy. The effect of partici-
pation on helpful bystanding was fully mediated by changes in students’ empa-
thy levels. There was no significant statistical effect for girls, but the trainers and
teachers felt that the quiet “wallflower” girls (especially in third grade) became
much more comfortable with their aggression and thus were more easily able to
participate in social and emotional learning.

Fonagy et al. (2009) provided a detailed analysis of overall outcomes of the
study over the 3-year period. CAPSLE moderated the developmental trend of
increasing peer-reported victimization (P<0.01), peer-reported aggression
(P<0.05), self-reported aggression (P<0.05), and aggressive (bully) bystanding
(P<0.05), as compared with treatment-as-usual schools. CAPSLE also moder-
ated a decline in empathy and an increase in the percentage of children victim-
ized compared with school psychiatric consultation (P<0.01) and treatment as
usual (P<0.01). Instances of self-reported victimization and helpful bystand-
ing, and beliefs in the legitimacy of aggression, did not suggest significantly dif-
ferent changes among the study conditions over time. CAPSLE produced a sig-
nificant decrease in off-task (P<0.001) and disruptive classroom behaviors
(P<0.001), while behavioral changes were not observed in the school psychiat-
ric consultation and treatment-as-usual schools. The intervention’s superiority
with respect to treatment as usual for victimization (P<0.05) and aggression
(P<0.01), as well as for both helpful bystanding (P<0.05) and aggressive by-
standing (P<0.01), was maintained in the follow-up year.

We concluded from these results that a teacher-implemented and -invested,
schoolwide intervention that does not focus on disturbed children substantially
reduced aggression and improved classroom behavior. One educator cogently
noted that education is the cure to the extent that ignorance is the disease. We
wish to note that overemphasizing intellectual approaches to problems in the
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learning environment causes teachers and curriculum or policy planners inad-
vertently to occupy avoidant and abdicating bystander roles.

To examine the effect of CAPSLE on educational performance, a total of
1,106 students were monitored before and after the program across the school
district for academic attainment, as measured by standardized Metropolitan
Achievement Test scores (Fonagy et al. 2005). An equivalent control sample of
1,100 children who attended schools in school districts that did not join the pro-
gram was compared. CAPSLE was associated with pronounced improvement in
the children’s achievement tests scores. We were able to track children moving to
schools without the CAPSLE program and who were not in any of the clusters of
schools being studied. In general, the notable improvements in reading, math,
and overall scale percentile test scores were maintained. If children had spent 2
or more years in the program, transferring to a less peaceful school brought no
change in their academic performance, which actually continued to improve. If
children had been there less than 2 years, there appeared to be a decrease in their
academic achievement, as if they were still unsure of what to do in a less peaceful
school environment.

After the randomized study was concluded, one of the school administra-
tors called us; he noticed that children who went on to middle school from the
CAPSLE schools appeared to perform better academically and also had fewer
out-of-school suspensions. We obtained the data from the school district and
were able to show that the trend for children to be able to carry what they had
learned and use it to improve their quality of life continued into middle school.
Table 5–7 illustrates how changing the power dynamics in the bully, victim, and
bystander roles results in mentalization.

Relationship Between Community 

Health and School Violence

In a study of a developing country, Jamaica, we saw how a community could de-
volve as the country became a way station for cocaine trafficking (Twemlow
and Sacco 1996). Table 5–8 summarizes the psychological and structural at-
tributes we observed as the situation deteriorated over a number of years. This
type of deterioration has also occurred in certain areas of developed countries,
including the United States.

Studies of school violence in Jamaica provide a potentially useful micro-
cosm for understanding school violence in the context of violence in the sur-
rounding community. Schools have often failed to realize that education also
depends on the social and emotional climate surrounding learning, as seen by
the largely behavioral training of schoolteachers in educational psychology with
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TABLE 5–7. Changing the power dynamics in Creating a Peaceful School Learning Environment (CAPSLE) schools

Role Type Changing the power dynamics Resulting in mentalizing

Bully Sadistic bully If you stop forcing people to do things your way you will have more friends
Bully victim If you stop bullying and complaining about 

people bullying you
then you may be seen as more stable and more self-reliant

Bystander Avoidant If you acknowledge a problem with 
bully–victim–bystander relationships

then you have the chance to be more honest with yourself 
in other situations

Bully If you stop looking like you are enjoying other 
people’s pain

you may be seen as more gentle and considerate of others

Helpful In making a decision to help others you will show people your courage and kindness
Victim In saying no to the bully you will show self-respect and your assertiveness to others

Victim Submissive If you stop giving in and giving up others will respect you and you will respect yourself more
Martyr If you stop showing self-pity you will have more friends
Rescuer If you stop letting others take advantage of you you will show others your assertiveness and self-control

IF YOU DON’T, YOU WILL IF YOU DO, YOU WILL

↓ ↓
BE an angry, whiny, often complaining, 

threatening student with very few friends
BECOME a respectful, reliable, honest, kind, assertive 

student with lots of friends

AND AND
You will hate school You will like school

Source. Adapted from Twemlow S, Fonagy P, Sacco F: “Feeling Safe in School.” Smith College Studies in Social Work 72:303–326, 2002. Used with per-
mission.



Bullying Is a Process, Not a Person 139

little emphasis on normal and pathological development, unless the teacher
personally pursues specialized training. Given this narrow focus on intellectual
training, it is not surprising that coercive power dynamics and mentalizing are
paid insufficient attention. One result of this limited focus is that community
leaders can scapegoat agencies, particularly those that have been delegated the
responsibility to educate children and to provide a safe learning environment,

TABLE 5–8. Psychological and structural attributes of violent 
communities

Anti-intellectualism Reflection is seen as antithetical to the 
need for urgent responses in the 
struggle for survival

Altruism is weak; power comes 
from violence

Powerful narcissistic subgroups 
protect themselves

Unstable political and family 
systems

Lack of respect for the leader; collapse 
of the nuclear family

Powerlessness, despair, and 
anomie

Individuals do not feel connected to 
each other or the system

Escapism Drug and alcohol addiction is inversely 
proportional to hope and stability of 
community

Increase in school bullying Results in truancy, dropout, and 
possible homicide and suicide

Community denial of violence Direct denial, oversimplification, 
overgeneralization, and stereotyped 
response patterns

↓
RESULTING IN

Disconnection of police from community members, who are seen as nonhuman 
(animals, pigs)

Population redistribution: squatters seize land or are “homeless”

Buildings are poorly or cheaply designed; trash and overgrown lots abound

Lack of functioning social welfare programs

Increase in criminal enterprises

Abuse and rejection of the vulnerable (elderly and children)
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such as teachers and law enforcement officers. Without sophisticated awareness
of pathological bystanding roles, problem children can be labeled as aberrant or
sick and unnecessarily “evacuated” into the medical or criminal justice system
and special classrooms and schools. Such an action causes considerable expense
for the community and does not address the universal responsibility of every-
one in the community for how schools function.

Education is not just a right or a service; it is a defining necessity for a healthy
society, and addressing the social and emotional needs of children is an impera-
tive of even greater importance than attention to structural issues in the school
climate, such as the use of increasing security surveillance and increased presence
of law enforcement. The work of Sampson and others (Sampson and Rameden-
bush 1997) on the collective efficacy of communities in the Chicago area pro-
vides a helpful model. Collective efficacy refers to social cohesion among neigh-
bors combined with a willingness to intervene on behalf of the common good.
These researchers’ large-scale studies in more than 300 Chicago neighborhoods
showed very strong evidence of a link between collective efficacy and reduced
violence.

Figure 5–2 represents a summary model for the social and psychological
factors in a dialectical, co-created relationship with each other. Helpful (altru-
istic) bystanding will promote mentalization, and vice versa. In such a commu-
nity, social affiliation and the needs of the group as a whole are the dominant
concern. The Peaceful Schools Project described in this chapter addresses these
two elements in a primary (universal) prevention approach to school violence.
Coercive and humiliating power dynamics (defined as the conscious and un-
conscious use of force and humiliation by individuals and groups against other
individuals and groups) and social disconnection (the feeling of being actively
separated from a social group in the community) are two other factors that re-
search has linked to violence and other forms of community disruption. Such
factors create a social crucible of at-risk groups and individuals who may be vio-
lence prone. When coercive power dynamics and social disconnection, with the
collapse of mentalization, become a fixed modus operandi of a social group,
outbreaks of lethal violence occur, as in the adolescent homicide perpetrators in
the spate of murders in schools beginning in the 1990s. Treating such children
and their victims is a tertiary prevention action to address a collapsing and frag-
mented community.

This research suggests a testable model for fostering social harmony in our
communities and for improving the learning environment in schools by con-
necting all stakeholders as passionate and committed members of the commu-
nity, rather than as bystanders in fragmented, self-centered subgroups. From
this perspective, then, connected and mentalizing people make safer communi-
ties and schools. Bullying as a process is best impacted by activating positive by-
standers in the school to aid in this process.
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KEY CLINICAL CONCEPTS

• Examining the underlying theory of what renders a school envi-
ronment coercive and humiliating introduces a way to understand
the power dynamics of the family and community and the role this
social drama plays in the creation of a peaceful school learning
environment.

• Bullying is a group power dynamic.

• Bullying is the result of shame in a public setting.

• Bullies will only do what bystanders allow.

FIGURE 5–2. Clinical–social systems model of community health.
Source. Adapted from Twemlow S, Fonagy P, Sacco F: “The Role of the Bystander in
the Social Architecture of Bullying and Violence in Schools and Communities.” Annals
of the New York Academy of Sciences 1036:230, 2004. Used with permission.
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• Bullying is a coercive action that spreads through a school.

• Changing a school climate demands that the underlying power dy-
namics be understood, whatever program is used.

• Bullying is a social process with three main roles: 1) bully or vic-
timizer, 2) victim or target, and 3) bystanding audience.

• Denial of bullying fosters a group sense of powerlessness, leading to
resignation and eventually to physical and emotional disturbances.

• Bullying can take many forms and exists all over the world.

• Bullying differs depending on the type of school. In schools in af-
fluent communities, the main type of bullying is based on social
inclusion/exclusion, while in schools in poorer communities, bully-
ing is more survival oriented and based on intimidation.

• Adults play a huge role in shaping how children manage social power.
When adults in elementary schools allow bullying to occur, children’s
mean-spirited social aggression is reinforced. This is further compli-
cated by the role of the parent, who may come into conflict or agree
with the school and might be the cause of the oft-reported decrease
in empathy for victims of bullying as the student grows up.

• True (psychopathic) bullying is NOT NORMAL. It involves

— Intention to shame and cause discomfort

— Sustained humiliation

— Predatory stalking of victims

— Lack of empathy

— Sadomasochism

• Bystanders are a causal link in the evolution of coercion in a social
environment. School systems can become abdicating bystanders
and spark violence through their dismissiveness.

• The bully–victim–bystander relationship involves co-created roles.
There cannot be a bully without a victim, and the bully will not be
reinforced without the audience of bystanders. People change
roles throughout the day. Students who are victims of domestic
violence may bully other students at school. There are, of course,
many variations in the co-creation of all of these power roles.

• Within schools, it is essential to keep the door open for peer com-
munication about bullying and victimization. Social cliques evolve
as hiding places within the war zone that can develop in socially
aggressive schools. Peer communication to adults is a key pres-
sure valve and primary prevention tool.
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6

Children Need to 
Feel Safe to Learn

“People are disturbed not by things, but by their
perception of things. . . .”

Epictetus

IT is a well-recognized fact that safe children learn more easily (for a review,
see Office of Safe and Drug-Free Schools 2010). The more difficult fact is that
we cannot seem to make our schools safe havens for our children. Driven by the
search for the quick fix, our culture has an insatiable appetite for programs that
promise such a “fix,” and there are plenty of them. These programs often de-
ceive people into thinking that the task of psychological change is easy; just fol-
low the formula. The equivalent in schools is simple curriculum add-ons that
imply that the key to change is just a matter of teaching nonviolent attitudes.

We have gone a step further, suggesting that the community be invited into
the school (see Chapter 5, “Bullying Is a Process, Not a Person”). How to deal
with underlying resistance to making antiviolence programs work is an under-
represented area in the literature of our field. We believe that it is crucial to
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address resistance to community involvement and to provide the skills for ad-
dressing the psychological needs that interfere with the way all people in the
school relate to each other, including children, teachers, school administrators,
custodians, secretaries, lunchroom staff, paraprofessionals, teachers’ aides, sub-
stitute teachers, and anyone else who comes in contact with students. Parents
functioning as teachers offer potentially useful contributions for mental health
professionals (MHPs) with psychodynamic background and experience. Learn-
ing can be a mutual process. A deepened understanding promotes respect and
healthy interrelatedness in the community as a whole.

A study of 26 industrialized nations (Bleich et al. 2000) reported that 73% of
all child homicides occur in the United States. Our homicide rate is 10 times
higher than the rates in Western Europe and Japan and 5 times higher than the
rates in Canada, New Zealand, and Australia. The homicide rate for 15- to 17-
year-olds in the United States is 22 times higher than that in any other industri-
alized nation. Our work with the Federal Bureau of Investigation (FBI) and
study of school shooters has shown that the most terrified children are the ones
who feel the most unsafe, often the shooters themselves (Twemlow et al. 2002).
How can we create safe schools?

Literature About Feeling Safe

What makes children feel safe is an elusive and complex topic in existing litera-
ture. Feeling “attached and contained” (Haigh 1996) has been observed to be
related to a person’s experience of belonging and feeling safe. The quality of the
child’s early attachment relationship with the primary caregiver plays a vital
role in personality development (Bowlby 1988) by influencing the capacity of a
person to modulate affect (Fonagy et al. 2000) and to rely on the internal rep-
resentations of the caregiver (object constancy) to feel safe and soothed (Main
1995; Sroufe 1996).

People do not feel safe when they see violence on a regular basis. Overstreet
and Braun (2000) surveyed 70 African American children between the ages of 10
and 15 years about neighborhood safety and learned that (as common sense
might suggest) children feel less safe in their neighborhoods when they have on-
going exposure to violence. Feeling safe is clearly related to the effectiveness of
public safety in keeping overt instances of violence in a community low. Espelage
et al. (2000), in studying the social context of bullying, found that feeling safe in
a community was related to the presence of adult supervisors and the absence of
negative influences. Children feel safer when they can see and feel their protec-
tors and when those protectors are effective in combating the negative influences
leading to bullying. In a large British study of the impact of neighborhood trust-
worthiness and safety on psychopathology among more than 3,000 11- to 16-



Children Need to Feel Safe to Learn 149

year-olds, it was noteworthy that children who identified trustworthy and honest
people in their lives showed far less psychopathology (Meltzer et. al 2007).

Does ethnicity or gender affect one’s feelings of safety? There are few studies
available. A study of more than 400 children, spanning a variety of ethnic
groups, found that African American children felt safest and had the best rela-
tionships with adults and also the most evolved social skills, whereas Asian, Pa-
cific Islander, white, and Hispanic children all showed weaker internal feelings
of safety (Lee et al. 2009). A study of nearly 10,000 secondary school students
ages 9–13 years in New Zealand found that females had the highest rates of at-
tempted suicide, but rates of self-injury were lowest in children who reported
caring homes and fair, safe school environments (Fleming et al. 2007).

In Israel, a country under constant threat of terrorism and/or war, an inter-
vention to foster resilience was found to be significantly effective in promoting
an internal feeling of safety in three major aspects: the mobilization of social sup-
port, the capacity to solve problems, and the attribution of meaning to the expe-
rience. All three of these are part of what a resilient child may have genetically,
but this particular program demonstrated that in chronically violent countries
(like Israel), much can be done to foster resilience in young people but not with-
out the attention of adults in the school settings (Slone and Shoshani 2006).

Children are children throughout the world, and as such, they need adult
and older peer support to feel safe. This type of support can be expressed as a
physical presence for younger children, but all young people must have others to
talk to about their insecurities, and these other people need to be attuned to the
young person’s developmental level. Reeves et al. (2010) was able to show that to
feel safe, children must not only know that their school is secure but also have
someone to talk to about safety concerns. Vaillancourt et al. (2010), in a study of
12,000 Canadian schoolchildren in grades 4–12, found that students reported
that they felt least safe in areas of the school that tended not to be well super-
vised by adults. One lesson we learned from this research is that the younger the
child, the more the presence of adults is needed. A child with secure attachment
patterns is likely to respond better to adult mentorship.

Children’s exposure to television violence has been studied quite extensively.
Federman (1996, 1997, 1998) found that television violence contributes to chil-
dren learning aggressive behavior, desensitizes children toward violence, and in-
creases their fear of victimization. Joshi and Kaschak (1998), in a study of high
school students, showed that exposure to media violence promoted posttrau-
matic stress disorder (PTSD)–like symptoms, including fear of being alone, night-
mares, and withdrawal from friends. The influence of violence from other media,
such as video games, the Internet, and popular music, has been less extensively re-
searched. Clearly, unsafe feelings can be generated through exposure to repeated
violence on television, causing effects that are much greater in preschoolers and
that are no doubt aggravated when family members are similarly feeling unsafe.
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TABLE 6–1. Risk and protective factors for vulnerability to media 
violence: a summary

Factor Risk/protection weight

Maleness/testosterone R2
Low cerebrospinal fluid serotonin R2
Smoking/substance abuse problems R3
Callousness/antisocial personality disorder R3
Conduct disorder in childhood R3
Affective lability R1
Thoughts of self-harm R1
Shame and humiliation experiences R3
Being a loner R1
“Black and white” perceptions of others/self R1
Poor school performance R1
Head trauma and organic brain disease/injury R2
Poor social skills R1
Pertinent exposure to stress R2
Poor prenatal care, maternal stress R1
Attachment pattern: security of parent–child 

interaction
R3

Parental modeling of aggressive behavior R2
Authoritarian parental discipline style R2
Parental substance abuse R3
Maternal depression R2
Child abuse: painful sexual and/or physical abuse R3
Recent loss/individual and social rejection R2
Bullying (perpetrator/victim or involved bystander) R2
Lack of feeling attached to family/school/community R2
Community violence/gangs R1
Access to weapon R2
Underemployment R1
Overcrowding R1
Overwhelming arousal with average stimuli: heat, 

fear, noise, aggressive sports
R1

Dismissive families (parental lack of caring and 
involvement with children)

R2

Available support during time of loss P2
Resilience P3
Age and developmental stage of child P/R3
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Identifying factors that increase or reduce a child’s vulnerability to the effects of
media violence may well be a fruitless task, given the vast range of contributing
variables (see Table 6–1). The pivotal feature in this complex equation is the state
of mind and experience of the individual child (Twemlow and Bennett 2008).

Feeling safe is also related to the social climate. Caprara et al. (2000), in a 5-
year study of 294 third graders, found that when students engaged in altruistic
behaviors such as cooperating, helping, and consoling, academic achievement
improved. Having friends and being helpful contributed to a sense of safety and
success. Gilgun (1996) examined a variety of factors protective against violence
and identified the role of close personal friendships and the presence of older
prosocial role models in the experience of feeling safe in a community.

There are a number of other useful studies of the concept of feeling uncon-
nected in a school environment. One such study (Bonny et al. 2000) of nearly
4,000 children in grades 7–12 demonstrated that early signs of disconnection
and alienation from the school environment (creating a child who feels unsafe)
are indicated by the child’s withdrawal from the peer group and by the adoption
of habits that may negatively distinguish the child from his or her peers, such as

Youth: the younger the child, the more media 
vulnerability

R3

Capacity to symbolize and abstract: flexible 
operational skills

P2

Security and stability of adults (parents, 
schoolteachers, etc.)

P3

Amount of exposure to media violence R2
Media depiction of weapons and use of humor 

to minimize violent media images; realistic 
violence, video games/MTV

R2

School and community resilience programs P2
Promoting mentalization and awareness of power 

struggles and power dynamics with coping skills
P3

Note. No single factor will invariably cause psychological harm in all children.
R=risk; P=protection; 1=small risk/protection weight; 2=moderate risk/protection
weight; 3=high risk/protection weight.

Source. Adapted from Twemlow SW, Bennett T: “Psychic Plasticity, Resilience, and
Reactions to Media Violence: What Is the Right Question?” The American Behavioral
Scientist 51:1155–1183, 2008. Used with permission.

TABLE 6–1. Risk and protective factors for vulnerability to media 
violence: a summary (continued)

Factor Risk/protection weight
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cigarette smoking and alcohol consumption. The “Small Schools” movement
among North American educationists (Wasley et al. 2000) represents a reaction
to the same phenomenon of alienation and lack of safety by assuming that
smaller schools might make children feel safer, all other factors being favorable.
Table 6–2 summarizes factors that might affect a young person’s feeling of safety
and well-being in a school setting.

Feeling Safe Is an Internal Decision

As discussed in Chapter 5 (“Bullying Is a Process, Not a Person”), Bion (1970)
has pointed out that a healthy group is one in which the knowledge (K) of the
group as a whole, defined as what the group has found out about itself that is of
essential value for its continued existence as a cohesive group, becomes a critical
part of what binds it together and makes people feel safe and creative within it
(“Positive K”). As communities become more fragmented, this knowledge be-
comes spoiled and destroyed, as evidenced by traditions being lost and families
becoming transient. The stories that unite people and make them proud of their
community become garbled and forgotten (“Negative K”). In such violent
communities (Twemlow and Sacco 1999), individuals break away and form
small subgroups, often of a highly pathological, self-centered nature. These
pathological subgroups frequently have as their central concern the need for in-
dividuals to feel safe through coercive power using violence and money.

Unfortunately, pathologically cohesive communities (like urban street
gangs) offer little forgiveness, little freedom of choice, and no permeability to
the outside. You’re either in or you’re out. It is not only children’s gangs that
form these structures; many dictatorships share similar characteristics. A col-
league from Paraguay pointed out that under a dictatorship between 1954 and
1989, the country’s overall climate was quite peaceful, but there was no free-
dom. Singapore is another example of how a nonpermeable and unforgiving
community can be peaceful and safe, but without the freedom of choice that our
democracy demands. In the countries of the former Soviet bloc, safety was
hardly an issue through the 1960s and 1970s. With the awakening of democracy
and personal freedom came a massive increase in violent crime, particularly
mafia/gang-related criminal activity. The dilemma for Americans is how to
achieve safety without overwhelming bureaucratic or tyrannical control.

It is interesting to note here that one etymological root of the word safe
means “whole.” The Latin salvus also implies healthiness. These dimensions of
feeling safe are often forgotten. In other words, a whole and healthy person feels
safe both inside and outside. That feeling of safety derived from feeling whole
then pervades the individual and the community. Commonly, intactness is a
quality of the social system within which the individual finds him- or herself.
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A colleague recently visited Israel with his wife. I asked her if she felt safe
there, and she said, “Of course.” When I asked her why, she replied, with a look
of some surprise, “Because I’m with my husband.” Secure human relationships
create a feeling of safety. Behaviorists of the 1960s and 1970s tried to explain this
phenomenon by suggesting that the attachment figure who could make a “dan-
gerous” environment “safe” for the phobic patient represented a “learned safety
signal” (Rachman 1984). Attachment theory offers insight into the almost mag-
ical decrease of anxiety that occurs in children in the presence of primary at-
tachment figures (Ainsworth 1989).

Defenses Against Fear and Threats 

to Personal Safety
No one wants to think of themselves as being constantly vulnerable to the threat
of violent attack. No woman walking home from work wants to picture an at-

TABLE 6–2. Factors contributing to a feeling of safety and well-
being in schoolchildren

Negative factors

Exposure to constant family and community violence

Presence of drugs and alcohol

Exposure to media reports concerning community’s lack of safety

Exposure to media depictions of violence

Being rejected by peers

Positive factors

Good quality of caregiver–child relationship in early life

Presence of protective adults whom the child trusts and who are seen to be 
effective in providing protection (i.e., feel safe themselves)

Presence of a safe haven or retreat

Training in personal safety techniques and social skills, which can mobilize 
social resources, problem solve, and provide children with a feeling that the 
situation is understandable

Having good relationships with peers and friends

Having predictable routines

Feeling valued and respected at school

Engaging in altruistic behaviors

Having a sense of belonging to the school
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tacker looming, ready to force himself on her violently. No man relishes the
thought of being caught in a situation where a desperate and violent attacker
might destroy his ability to continue to provide for his family with one slash of
a knife or a single gunshot. No parent welcomes the nightmarish image of his
or her child’s abduction, rape, mutilation, or murder. Pondering the possibility
of death, torture, or attack of oneself or one’s family is clearly not a comfortable
state of mind. It is not surprising that people choose not to spend all their wak-
ing hours dwelling on potential dangers.

People use many internal strategies to keep themselves from thinking about
the threat of violence and to make themselves feel safe. Some of these ways are
normal and adaptive, but others are not. For example, certain psychopatholog-
ical conditions, including mania and other grandiose psychotic states, may al-
low an individual to feel omnipotent and to deny potential danger. Dependent
and avoidant character pathology may create a spurious feeling of safety for dif-
ferent reasons. Obviously, feeling safe is not synonymous with being safe. Thus,
some of the things that people do to make themselves feel safe are actually quite
detrimental to their safety, weakening their ability to react to and defend them-
selves from an attack.

What, then, is a healthy way to feel safe? Survival depends on having a fully
conscious and integrated mind-set dedicated to monitoring inner arousal and
maintaining alertness to escape options (Twemlow 1995a, 1995b). Feeling safe
obviously also requires an awareness of danger, including adequate self-defense
and negotiation skills.

In the following subsections, we describe a number of strategies that peo-
ple—and, by extension, schools and communities—use to distract themselves
from fear, worry, and awareness of threat: denial, false hope, avoidance, role im-
mersion, and dissociation.

The Denial Mind-Set
Animals don’t think; they use their instincts to survive and respond to danger
in a world filled with predators. Denying violence is a uniquely human trait and
represents a clear disconnection from our evolutionary ancestors, whose pri-
mary instinct was survival in a violent world. Becoming aware of violence may
be painful, but it is a necessary first step in preparing for any eventual violent
attack that may occur as a result of one’s personal or professional pursuits.

It is easy to understand the allure of denial. Awareness is frightening. Prep-
aration is tough and demands discipline and commitment. It is simpler in a
modern world to use a handy defense to deny and avoid the anxiety associated
with awareness of violence. Stories about gang violence, carjacking, mass mur-
ders, serial killings, rapes, and domestic violence dominate all forms of the me-
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dia. When a particularly brutal murder or rape occurs, most communities react
with shock and confusion. Task forces are formed to seek answers to decrease
the fear. Community members look to their leaders for protection and guid-
ance. After the meetings and speeches, the most effective solutions begin and
end with us all facing the ugly realities of this increasingly violent world. Per-
sonal safety is your responsibility, not your community’s full obligation.

Further, maintaining mindless defenses against fear requires a great deal of
energy that is chronically questioned as a resource for coping with the demands
of living in a violent world. Using defenses to deny violence is a natural and com-
mon method of human behavior in modern society. The demand for daily sur-
vival awareness has decreased as society and human beings have evolved into a
more industrialized culture. Centuries ago, it was second nature for nearly every
human to be armed and ready for an attack from man or beast. Today, the basic
instincts that have kept us alive for millennia have been softened by the relative
ease of modern life, thus making us more vulnerable to predators.

Thinking about violence causes a biochemical change that prepares you for
action by stimulating the secretion of hormones that you experience as fear.
Thinking about danger and violence causes ongoing anxiety. This anxious feel-
ing is a survival signal that prepares you to freeze, flee, or fight in the face of dan-
ger. Watching the news or reading about violent attacks causes you to feel vul-
nerable and nervous. Fear begins to shape the way you live your life. Eliminating
the discomfort of the signal has replaced responding to the warning. In the
United States, some studies (American Institute of Stress 2010) suggests that we
are in fearful denial 24 hours a day, and the recommendation to relax creates
more anxiety because it is seen as a fear-increasing challenge! We do not com-
pare well with other countries, including China, where the average person can
relax.

Denying violence is a quick way to reduce the constant anxiety and fear of
living in a violent world. Denying violence is comparable to ingesting an anti-
anxiety medication that quickly numbs your senses. The threat of violence be-
comes remote during the exhilaration of the numbing of anxiety through de-
nial. Closing your eyes to danger opens your mind to a magically clean and clear
reality without the discomfort of fear. You can guarantee yourself invincibility
by simply closing your eyes. The tighter your eyes close, the more you can feel
safe. But remember: if it sounds too good to be true, it usually is too good to be
true.

It is simple to recognize why this is an attractive option. Most people don’t
have the necessary tools and equipment to prepare correctly for a violent attack.
In the face of being ill-equipped, the simplest solution to mounting fear and
anxiety is quick and easy denial. Shutting out reality is uplifting. Illusions of sur-
vival can be easily spun from the web of denial. Unfortunately, reducing the
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awareness of anxiety also greatly diminishes your alertness toward danger sig-
nals. Denying violence coats your brain’s danger-receptor sites, effectively wrap-
ping a blindfold around your natural biochemical alarm system. In addition,
the denial of anxiety confuses your ability to monitor your own self-arousal.
You will not be able to look into yourself and become aware, as danger ap-
proaches, of your own internal cues. Being able to tune into one’s own inner re-
activity to fear is the first step in preparing for a defensive or offensive response
in a dangerous situation.

Reducing anxiety and awareness of fear also minimizes the available bio-
chemical and mental resources necessary to take evasive action. While numbed
by denial, your escape options are greatly reduced at the outset of a violent at-
tack. Your use of denial cuts off your available energy for counterattack or run-
ning away. Also, a great deal of mental and physical energy is used to erect and
maintain the defense of denial. The net result is a late and tired personal re-
sponse during a violent attack. The bottom line is that you render yourself un-
able to respond in the face a violent attack.

Denial removes your motivation and ability to prepare yourself realistically
for a violent attack. Safe escapes must be learned and practiced under simulated
attacks. You do not have to become a dedicated martial arts student to be safe. In
fact, training in martial arts does not guarantee safety. Many a trained martial
artist has frozen in real-life situations. Knowing several simple techniques for
physically releasing oneself from an attacker’s grasp is rarely sufficient to safely
escape an attack. Surviving an attack requires a clear and alert mind, combined
with a few good “natural self-defense” techniques like poking, pinching, stomp-
ing, biting, and hair-pulling. As obvious as this may sound, it is hard to do.
Model Mugging (http://modelmugging.org/), a popular and useful self-defense
training, was developed by a karate master after he had been humiliatingly
beaten to a pulp by a street person.

A young and bright female college student, and a senior brown belt in martial
arts, was in her apartment studying one day when a knock on the door revealed
a man who said he had political material to show her. Through her chained door,
she looked at his pamphlet and saw that it wasn’t political. He then asked to use
her phone. She let him in and remembers noticing that he wasn’t going toward
the phone, in spite of her instructions, and that he was taking off his coat. She got
the message at this point and luckily was skilled enough to disable him; she then
ran to get help.

When you are immersed in a denial mind-set, your ability to survive a vio-
lent attack is greatly reduced. Instead of preparing your body to defend itself,
this mind-set spawns a complex progression of regressive physiological and psy-
chological responses characterized by helplessness and hopelessness, which we
call the giving-up/given-up-on syndrome (see Figure 6–1). 

http://modelmugging.org/
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The Pollyanna Defense
The “Pollyanna” approach to dealing with fear is a reaction that simply denies the
negative aspects of violence and inserts an overly friendly and often exaggerated
sense of goodness in the world around. This all-powerful illusion of safety is used
in order to create a sense of predictability and safety in the world. The world is
made safe because it is only seen as having good intentions. It is a pretend world,
though. Pseudo-safety illusions are key elements to denying violence. It is very
easy to convince yourself that you are invincible and will be safe in almost every
situation. This is a very calming, numbing fantasy that is easily spun personally
and interpersonally; it commonly is contagious in groups of friends and relatives,
who repeatedly reassure each other that everyone is safe from all danger.

Adopting this sweet attitude toward the world is also often socially expected
in certain groups. Women, for instance, may be forced into socialization patterns
that demand this attitude and that teach women that they must be submissive to
men in order to survive. Many feminists believe that violence toward women is

FIGURE 6–1. Giving-up/given-up-on syndrome.
Source. Adapted from Twemlow SW: “Traumatic Object Relations Configurations
Seen in Victim/Victimizer Relationships.” Journal of the American Academy of Psycho-
analysis 23:563–580, 1995. Used with permission.
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bred into cultural institutions in many obvious and some not-so-obvious ways.
The Pollyanna defense may result from women’s socialization patterns and may
be the essential ingredient that leads tragically to many women being battered,
raped, and murdered.

Pollyanna illusions clearly cloud your ability to sense danger. So much energy
is expended in developing positive images that realistic cues in dangerous situa-
tions quickly become converted to the sweetened Pollyanna version. Arousal
monitoring becomes impaired and loses its ability to guide and direct proper
survival maneuvers. Prevention consciousness is eliminated since the fantasy is
that no real danger exists. Thus, any violent situation is guaranteed to freeze you
when clear, fast thinking is critical to survival.

Your ability to take evasive action becomes greatly delayed if danger cannot
be seen until it is too late to escape. Your escapes become limited, since you con-
sider that all potential enemies are friends until proven otherwise. The net result
of this strategy is that you turn yourself into a submissive target for aggression.

It is easy to understand why feeling good and believing that people are good
is comfortable and reassuring. It is not healthy to always think that someone is
out to hurt you at every turn. It is, however, an excellent survival maneuver to
plan and prepare yourself for a personal attack. Realistic orientation to safety
precautions needs to be inserted into everyday personal and professional life.
Pretending that everything is okay may make it easier to continue to perform
tasks on a day-to-day level; however, staying alive in a violent world demands a
realistic approach to preparation and alertness to signs of threat.

Risk Taking as Denial
Another common form of denying violence is to flood yourself with stimula-
tion associated with self-created risk taking. You deny violence by constantly
challenging violence to hurt you. Taking risks can be a numbing, almost aphro-
disiac-like experience that leaves you with the impression that violence is under
control. Thrill seeking and high sensation cravings overwhelm your nervous
system, tricking you into believing that violence can never touch you. You feel
reassured by surviving a high dive or a deep-sea scuba exploration. You indulge
the illusion that you have conquered death and physical harm by attending a
cage fighting match or professional wrestling event. Simply overwhelming our-
selves with artificial pseudo-high-risk challenges allows us to believe that we are
prepared for violent attack. This high level of stimulation mimics the high level
of intensity and focus required in responding to violence. Unfortunately, this
mirroring of stimulation only pumps up your arousal without training you to
focus and harness your arousal state under violent attack.

By compulsively taking risks, people are denying the real risks in life by cre-
ating a false sense of well-being through conquering artificial, self-made risks.
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This counterphobic approach is similar in its defense functions to being phobi-
cally afraid. Thus, those fascinated with danger are at heart really scared of it and
try to desensitize themselves through frequent exposure. The real focus on im-
minent risk of violent attack is shifted and compartmentalized into happy activ-
ities as well as cavalier states of mind when confronting potentially violent situ-
ations that may unfold at home, on the way to work, or as part of work. Constant
risk taking confuses people’s abilities to sense danger. The planned re-creation of
high-risk activities oversensitizes you to the high-arousal states often found in
violent situations. Thus, danger becomes a false ally and does not spark the nec-
essary first blast of preparatory energy needed for people to safely escape a vio-
lent attack. The heightened sense of arousal associated with risk taking confuses
your ability to truly monitor internal arousal states efficiently during an attack.
High-risk numbing and desensitization create confusing internal signals and fal-
sify the accuracy of your internal emotional reactions to fear and danger.

High-risk activities reduce your motivation to realistically prepare for violent
attack. Thus, the rush experienced from high-risk activities (e.g., skydiving,
scuba, bungee jumping) is mistakenly confused with the arousal caused by actual
life-threatening violent attacks. Someone participating in high-risk activities may
believe that the thrill of a violent attack is the same as skydiving. Generating fo-
cused energy becomes difficult when people become preoccupied with increasing
levels of stimulation rather than learning to balance and focus their attention and
energy in the face of high stress or danger.

It is essential that we begin learning the difference between fun and reality. A
healthy balance between the two is a simple prevention device that will allow
people to enjoy taking risks without confusing the high-risk stimulation with
insulation from possible danger associated with violence.

False Hope
The threat of violence often stirs up an impulse to manufacture false hope in or-
der to gain an immediate sense of relief from the inescapable hopelessness of vio-
lence. Most people inherit their false hopes from their parents and mirror those
behaviors long after separating from them. False hopes are soothing stories you
fabricate to reassure yourself against the fear that accompanies thoughts of vio-
lence. “There’s a little good in everyone,” “Just treat others as you want to be
treated,” and “Nobody will bother you if you mind your own business” are only
a few of the reassurances we all heard growing up. Your insight into potential
danger is blocked by the growing number of stories you told to yourself.

It is understandable that the notion that “everything will be okay” is very
appealing, especially in an increasingly visible violent world. As a modern in-
dividual, you are bombarded with violent images through every form of media
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available. The “anti-media” consists of these self-created false hopes that com-
bat the information from media sources. The false hope spawns a belief that
violence can be staved off indefinitely.

Sometimes whole communities and cities engage in false hopes, as we observed
when we consulted with a city school that had a bullying problem with a tiny mi-
nority of Asians, the children of wealthy business executives. These children
were shunted into special eating areas in the school canteen, where the school
had hired Korean chefs to help the children acclimate. It had the opposite effect,
since many of the children were born in the United States and were accustomed
to eating American food!

In researching the city, we found low rates of violence, high rates of property
crimes, and very high average real estate prices. The schools had no classes or
provisions available for behaviorally and mentally ill children; such children
went to schools in surrounding cities. Poor people regularly robbed the wealthy,
and the police department was charged with maintaining safety. The unspoken
philosophy was to purify the community by eliminating the poor and the needy,
which included racial and intellectual minorities. Our suggestions to open the
community to diversity were not well received, except by the city manager, with
whom we became friendly. Three years later, he remembered a prediction we
had made when the school became a disgrace for its abusive bullying of girls.

False hopes can be exchanged and reinforced socially over long periods of
time. Parents and spouses can spin a web of false hopes to calm themselves and
their offspring. Moving to seemingly quiet or “safe” neighborhoods is an exam-
ple of creating false hopes through physical moves. Removing yourself and your
family from known violent environments and populations is a classic example
of striving for the false hope of safety through economic distancing from violent
communities. False hopes create relief through the generation of competing in-
formation. The more intense the outside signals of danger become, the harder
the mind works to create competing mythologies of safety.

False hopes distort reality and prevent proper planning and realistic prepara-
tion for potentially violent situations. This artificially created sense of hope de-
creases people’s motivation to seek training that might have prepared them for an
attack. During an attack, the calming preattack stories cloud one’s ability to clearly
read danger signals and deliver an effective escape or de-escalation tactic. The es-
cape response requires a realistic perception of both internal and external stimuli.
Proper execution of an attack avoidance maneuver or a counterattack demands
clear thinking and decisive action. False beliefs distort the clarity of your mind and
the readiness of your body to respond to threatening situations.

Withdrawal and Avoidance
“Shying away” from discomfort and fear is not abnormal. Avoiding and with-
drawing from danger is a sensible move, since being aware of violence can cause
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great discomfort. Naturally, avoiding violence is everybody’s goal. When you
withdraw, you pull your awareness away from the outer world, directing your
energy inward. However, looking exclusively inside cuts off your ability to ac-
curately scan your environment, impacting how your sensory receptors per-
ceive the outside world. For example, activities in the outer world may seem as
if they are happening very far away.

As an interpersonal strategy, avoidance is based on phobic logic. This strat-
egy involves creating endless mental lists of potentially fearful places, people,
and actions and then using this list as a safety check for life’s everyday activities.
Withdrawal and avoidance can be accomplished using the following mecha-
nisms:

1. Internalization of stress into the body is a common method of avoiding aware-
ness of violence. The withdrawal is accomplished by cutting off your active
awareness and attention from the real danger cues in the world and redirect-
ing the mounting stress back into your body. In this scenario, anxiety about
violence is swapped for physical body pain such as headache, lower back
pain, and ulcers. Coping with pain daily creates a wall against a violent world.

2. Task immersion essentially involves bypassing the anxiety and stress associ-
ated with violence awareness by keeping very busy with daily tasks. The in-
dividual relying on this strategy resembles a busy worker with blinders on,
avoiding distress by focusing on concrete tasks. Violence is viewed as an en-
cumbrance on the efficiency of task-completion rituals. The sense of con-
trol and success experienced by completing tasks creates an antidote for the
sense of impending doom associated with violence awareness.

3. Mind numbing is a redirection of mental energy into a circular defensive
maneuver designed to keep the focus off danger and the fear that accompa-
nies violence awareness. Today’s media surround us with continual blasts of
graphic violence with strong impacts on our arousal systems. Numbing al-
lows you to experience information without internal or external arousal.

4. Escapism is a form of avoidance that often takes a very self-destructive path.
Addictions are one of the most glaring examples. Living in a violent world
can be tolerated by numbing the senses and decreasing inhibitions through
intoxicants. Running away from the painful realities of a violent world be-
comes easy under the influence of mind-altering chemicals. Not all escapism
is self-destructive; however, this defense becomes dangerous when violence
is denied through the excessive use of chemicals that create the illusion of
personal safety or toughness in a pretend world.

The principal problem with avoidance as a reaction to threat is that it weak-
ens you by allowing fear to be the central power that governs your every move in
life. Avoidance behaviors can be extreme and thus become very successful at re-
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inforcing themselves. For example, a person afraid of being robbed may stay at
home for years and is, consequently, not robbed. It can be tough to argue with
the power of this formula, although, unfortunately, most rapes and murders
occur at home. However, unless one can truly create a secure and protected bub-
ble, the avoidance tactic leaves a person vulnerable to rare and unsuspected
attack. Fear is instinctively perceived by predatory attackers.

Withdrawal and escapist strategies are often self-destructive and add to the bur-
den of vulnerability to violent attack by being unhealthy and clouding your judg-
ment. Alcohol intoxication is one prime example. The act of defensive avoidance
carries with it a health risk that adds exponentially to the risk formula. Not facing
facts in the violent world requires a high level of escape and withdrawal.

Role Immersion
In an earlier time in America, community professionals such as teachers and police
officers were universally respected. Parents were very involved in their children’s
lives, whether it was in the city or on a farm. Children were connected to extended
families, which in turn were connected through churches and civic groups as mem-
bers of a community. A parent was likely to be angry at the child if a teacher had
been forced to discipline him or her at school, so the child could expect a double
punishment. The police were known neighborhood protectors, not high-tech and
anonymous in their police cars. Respect for authority was a key value shared by the
vast majority of people in the community. Dysfunctional children and adolescents
were quickly separated and punished. The mentally ill and developmentally dis-
abled were institutionalized away from the mainstream of the community.

The sad reality today is that those days of close family and community ties are
gone. School discipline problems have become much more serious. In America, the
role of teacher or police officer no longer engenders the same unqualified respect it
used to. Teachers are assaulted every day. Police officers are killed or disabled on the
job with alarming regularity. In a violent world, there are no safe professions. Even
librarians have to walk to their cars in dark parking lots.

There are many examples of how professionals are harmed because they
have not adjusted to the realities of a violent world. Jumping into arguments is
second nature to many teachers, but this behavior can be fatal in a violent world.
In a recent FBI survey of the murders of police officers (Pinizzotto et al. 2006),
findings suggested that the victims were mostly veteran officers who let down
their guard during seemingly routine tasks. In other words, it is not the rookie
who is most at risk. The experienced officer of 10 or more years is the most vul-
nerable because of a false sense of security.

Role immersion is a defense that creates a sense of being protected and a
decreased motivation to prepare for possible attack. The idea that what you do
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every day as a professional protects you soothes the growing fear of working in
a violent world. As you get immersed in the role of police officer (“You wouldn’t
dare”) or affluent child (“My father will get you fired”), you become uncon-
sciously exposed to harm. This “they wouldn’t dare” attitude is further but-
tressed by a false sense of invincibility that rests on the belief that the threat of
consequences would be sufficient to scare off potential harm; thus, for example,
a teacher might think, “They wouldn’t want to stay after school or, even worse,
have me call their parents.”

Police officers and teachers are not alone in this fantasy. Nurses, doctors, so-
cial workers, and probation officers (just to name a few) often believe that they
are safe because they are neutral authorities that people respect and leave alone.
Case workers who intervene in child abuse allegations are at extremely high lev-
els of risk for an unexpected violent attack, but they often approach their job
with a cavalier attitude of false security fostered by the authority nature of their
job. Role immersion as a defense against violence is often reinforced by the
larger organization. Teachers are reinforced for downplaying violence in school
systems. Often, the teacher is faced with the choice of physically intervening—at
great personal risk—in a student fight or just walking away and knowing a stu-
dent may be seriously hurt by their lack of action. Thus, the teacher and the
school system cooperate in a mutual denial that violence is a job-related issue.

Role immersion also has a characteristic pressure-release valve to reduce the
pressure built up by denying the fear of violence. Blaming the victim allows the
professional the chance to safely distance and devalue the potential attacker. A
sense of power and control is developed by putting down the student, client, pa-
tient, or suspect and morally disengaging themselves from the problem
(Bandura 1999). Distancing oneself from the source of threat is accomplished
through construction of a false image of accepted power and dominance. The
expected protection stems from the presumed fear of authority in the potential
attacker. The aforementioned “they wouldn’t dare” attitude creates a sense of
distance and protection while a person is at work.

Routine can help facilitate role immersion. Completing daily tasks helps
distract from the growing realities facing everyone in a violent world. The threat
of not performing at work or school dominates your attention, rather than a
broader perspective that includes violence awareness. Every day brings a new
chance to make a long list of tasks and run around thinking there is no time left
for anything but the routine chores on the list. Somehow, the task of preparing
your mind and body to live in a violent world never quite makes it onto the list.

Immersion in one’s job or schoolwork as a denial of violence is made much
more dangerous when the mounting stresses of life are added into the formula.
Everybody accumulates their own stress; many people lack effective ways to
cope with stress and live lives crippled by addiction, depression, abuse, and
emotional pain. Stress and lack of realistic preparation for an attack combine to
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create weakness, increasing the risk of personal injury. Thinking that your safety
is guaranteed by your job title or professional role is a dangerous move in a vio-
lent and competitive world. Survival requires a prevention consciousness and
mental alertness. Hiding behind these roles prevents a person from acquiring
the necessary knowledge to survive. The individual and his or her school or or-
ganization need to work together to make violence prevention and training a
priority. School systems must develop policies that prepare and protect teachers
and students.

Abdicating Bystander Defense
The abdicating bystander defense essentially says, “Violence (and preventing it)
is someone else’s job.” Personal safety is unconsciously subcontracted to society,
the police, schoolteachers, other co-workers, and spouses. The urge to “stay out
of it” may seem to make sense, but abdicating personal responsibility for safety
requires that you trust your life and personal security to strangers. No ordinary
person has a bodyguard 24 hours a day, and even that is not a perfect guarantee
of personal safety. This defense demands the development of a series of safety
“subcontractors” that you feel compelled to use as a means of gaining safety and
security.

Many teachers believe that discipline is the principal’s job. School adminis-
trations and school committees don’t protect teachers with clear protocols on
how to act in violent situations. Again, the higher-ups think it is someone else’s
job. Teachers are then forced to make decisions “in the heat of the moment.”
When nurses walk to and from their cars in the hospital parking lot, their aware-
ness of danger may be reduced because they believe that it is “Security’s” job to
keep them safe. Fear and anxiety are lessened when we project responsibility for
our own safety onto others. Projection allows people to divest themselves of the
heavy responsibility of taking charge of their own personal survival.

Although the President of the United States is required to subcontract his
own and his family’s personal security to another group, few ordinary citizens
have the burden or luxury of needing Secret Service security. Short of this style
of coverage, projection of responsibility to another always places us at some
measure of risk, especially when we are alone. Not taking charge of our personal
security weakens our chances for long-term survival. Skills can’t be learned if
people believe there is no need for the knowledge. Projection can block knowl-
edge acquisition and might establish weakness through allowing us to place
false confidence in others. In addition, projection indirectly implies that we
view ourselves as weak and needy. This creates an increased probability for peo-
ple to act submissively during an attack. When subcontracted personal safety
leaves, the moment of truth can be very painful. Dependence on others creates
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vulnerability and frailty in the face of attack, as schools and communities have
found. Fears and weaknesses are easily sensed by predators, and the net result is
that we send out signals inviting an attack.

Predators and attackers look for weakness in potential victims. Why strug-
gle? Common sense dictates that skilled predators know what easy prey looks
like and how it behaves. Muggers sense when people are lost, fearful, and con-
fused in a strange neighborhood. When you are accustomed to being protected
by someone else, you will be likely to exude signals of fear when you are by your-
self in an unfamiliar environment. In order to learn to protect ourselves, we
must acknowledge and face the threat of danger to our own survival.

Identification With the Aggressor
Identification with the aggressor is another type of defense against fear; for ex-
ample, a frightened young man may join the Marines to cope with his fear. Anx-
iety is often managed by tempting fate. The feared person or event becomes the
target of a strange friendship. Fear becomes neutralized by creating a secret
“deal with the devil.” The victim becomes the attacker or bully, in other words,
by becoming part of a violence franchise. Thus, the discomfort of feeling over-
whelmed by fear is decreased by making friends with or imitating that which is
feared. Identification with the aggressor is a weak and misguided attempt to
cover one’s own vulnerability.

In the classroom, a teacher sometimes becomes a bully and picks on a stu-
dent. A nurse may push around an aggravating patient, or a police officer may
become brutal or corrupt. The identity of the feared aggressor becomes incor-
porated into the person’s own identity. This is an empty form of puffing up and
provoking danger, rather than serious preparation. The person engages in
chest-beating and self-aggrandizement in the face of nameless evil and danger.
Nothing scares people while they are identifying with a potential fear. Thus, they
lose the ability to accurately gauge their own inner arousal, as well as external
cues during any real violent attack. The normal signaling power of fear and anx-
iety becomes neutralized by the maneuver of identifying with an imagined foe.

Identification with an aggressor creates an empty and boastful person living
a lie. Toughness is advertised; weakness is never acknowledged. Trouble be-
comes a game of truth or dare, and violence becomes bearable because of the
minimization of exposure to risk. Since danger is sought in the identification
process, the approach of real violence will be masked. The “boy who cried wolf”
fable teaches us not to overuse the danger alarm signal. Fear and anxiety should
become a danger alarm system for the alert and prepared individual. Identifying
with aggression and becoming a bully both attempt to cheat violence by becom-
ing related to it, or marrying the enemy.
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The denial of violence through identification with the aggressor relies on
provocation as a sign of strength. Bravado is used to inoculate people against
feeling overwhelmed by the fear of violence. Chest-beating is used to signal
strength, while privately people may be praying that nothing actually happens.
An example of this type of behavior might a series of stupid, empty challenges
issued by a teacher to a potentially violent student. Other examples of this de-
fense include the following:

A middle-aged male teacher publicly confronts and tries to grab the jacket of a
young man from a street gang. Risk of violence is denied by identification with
the aggressor. The confronted youth waits until after school, when together with
a small group of his fellow gang members he attacks the teacher as he is trying to
get in his car.

A female middle school principal witnesses an argument between two 13-year-
old female students. She grabs one of the students by the back of the jacket and
marches the girl to her office roughly, speaking harshly about how nobody will
act as she did in her school. She then escorts the student to her locker and forces
her to open it. The student opens the locker, grabs an ice pick from inside, and
stabs the principal.

A police officer is walking the beat in a high-risk neighborhood with racial ten-
sions that are high. He tries to break up a group of young men on a corner by
shoving, pushing, and flinging insults. The group surrounds the officer, grabs
his gun, and shoots him with it.

These examples illustrate how professionals can fail to maintain alertness to
how violence might be avoided. In all three examples, the opening moves of the
professional involved an out-of-control escalator or provocation of violence.
De-escalating techniques were not even considered. In each case there were
many points where the professional could have used a prevention intervention
to accomplish the desired goals. The fear and anxiety did not trigger more
“heads up” or alert behavior, but the danger signals prompted an act of tough-
ness and empty, needless bravado that quickly made the situation worse.

Dissociation
If you are in extreme pain and your pain levels cross a particular threshold, you
will faint as a survival response to excruciating pain. The mental counterpart of
fainting is dissociation. When fear becomes overwhelming, dissociation takes
you mentally away from the discomfort and threat, as though the danger were
about to happen to somebody else. In fact, dissociation is often described as an
experience of hovering above oneself and looking at the action, or even forget-
ting it. This defense is a dangerous option in the face of violence. Pulling away
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mentally from danger is like wearing a blindfold during a fencing match. Dis-
sociation can occur as an acute response to danger, or it can be adopted as a life-
style. In either case, this defense pulls you away from fear by pushing awareness
out to a distant point. People with a dissociative identity disorder cope with
early life abuse by creating different personalities. The host personality is pro-
tected from the awareness of the torture by tricking the mind into believing it
is happening to someone else. In extreme examples of dissociation, the humil-
iation and degradation of the trauma is passed on to somebody else, an alter
personality.

As a lifestyle, dissociation can be very helpful in decreasing fear. Violence can
be managed by simply convincing yourself that violence will only happen to
“someone else.” Realistic threats are minimized by “spacing out”—choosing to
be mentally remote from the danger signals. Personal safety cannot be achieved
when you believe you are above the possibility of attack. The classic movie Look-
ing for Mr. Goodbar (1977) provides an excellent example of this defense. The
heroine was a special education teacher by day and a seeker of sexually aggressive
men by night, representing a splitting of her personality into two realities. Dan-
ger exists only in one half of the equation. A person begins to believe that his or
her “other self” will take care of personal safety. During the day, a teacher may be
cautious and exercise excellent control, but somehow dissociates at night and in-
vites danger. This could easily apply to a nurse, teacher, or police officer.

The need to dissociate is motivated by the intensity of the fear and the extent
of the perceived lack of control during threatening situations. Dissociation
quickly turns to submission during an attack. As your worst fears become real,
dissociation quickly takes over and virtually paralyzes your ability to think and
act under attack. As a lifestyle, dissociation gives rise to split existences: a teacher
may be a skydiver; a librarian, a bungee jumper. A police officer may believe that
danger alertness is only needed on the job, and thus may be injured by an at-
tacker while out walking the dog. Dissociation as a lifestyle creates compart-
ments for fear and anxiety and develops alternative mind-sets and roles in life to
further those mind-sets. Survival depends on a fully conscious and integrated
mind-set dedicated to monitoring inner arousal and maintaining alertness to
escape options.

Being Safe Requires 

a Healthy Mind-Set

All of the defenses described in the preceding section share the unrealistic hope
that violence can be avoided or denied. What lessons can we learn from exam-
ining these ineffective mental defenses against fear, and counterproductive in-
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ternal responses to threats to personal safety? How can we prepare ourselves
mentally to withstand an attack? What is the best state of mind for survival?
(The topic of mental preparedness is discussed further in the section “Clinician
Safety: Assessment of Personal Risk” in Chapter 10, “Risk and Threat Assess-
ment of Violent Children,” which explains how MHPs might organize them-
selves when examining a potentially violent referral from a school setting.)

A healthy mind-set can be described as one of clear-eyed awareness and re-
laxed intensity. Safety mindedness does not mean worrying constantly about
safety; rather, it is an automatic thinking process—an acquired habit, like brush-
ing your teeth—that involves a realistic orientation to safety precautions through-
out one’s daily life. Denial is an active defense; the opposite is a calm and open
consciousness that can be learned and is best reinforced by people talking about
risk and danger rather than attempting to deny its existence.

A positive attitude is also created through measured practice and prepa-
ration. Like a vaccination, preparation for protecting yourself against violence
requires exposure to a small bit of it. Relaxation, poise, and comfort stem from
readiness to respond decisively and strategically if attacked. Preparation requires
a sustained awareness of both inner arousal cues and external danger signals.

The School as a Securely 

Attached Family

A rather quaint early definition of the school (Chessick 1999, p. 77) was that it was
“a theatre for self-improvement of the young.” As old-fashioned as this eigh-
teenth-century concept seems, it was in many ways ahead of its time, if psychol-
ogy is an integral part of the process. In many ways, pathologically unsafe school
environments mimic poor-quality parenting. Attachment researchers over recent
years have highlighted the importance of affect modulation as the primary task of
the caregiver–infant relationship (Ainsworth et al. 1978; Fonagy 2001; Sroufe
1996). The child’s signals are understood and responded to by the caregiver; the
signals gradually acquire meaning and, through internalization, become part of a
process of self-regulation. Ultimately, the expectation is acquired that arousal no
longer leads to disorganization; security is an expectation of safety.

In the context of the dyadic affect regulatory system of child and caregiver, it is
the child’s expectation of being comforted, soothed, and made to feel safe, in the
context of fear generated by internal or external conditions (Bowlby 1988), that
creates an internal feeling of safety and security. The securely attached child ex-
plores a strange environment readily in the presence of the attachment figure, be-
comes anxious in the presence of novelty in the absence of that figure, and actively
seeks contact with the caregiver upon the reunion that follows a brief separation.
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The burgeoning field of attachment research has described a variety of
problematic attachment patterns that lead to pathological outcomes later in life
(Dozier et al. 1999; Lyons-Ruth and Jacobovitz 1999; Main 1995; Main and
Morgan 1996). Schools clearly have a role in continuing the process of internal-
ization leading to affect regulation. The school plays a role in modulating the af-
fect of children to create the expectation of control by its staff, which is a central
factor in children feeling safe. Schools, as systems, may be characterized in terms
of the manner in which they deal with fear. The attachment system has as its pri-
mary function the regulation of fear in the presence of conditions that biologi-
cally provoke it. A secure system accurately recognizes the emotional state of
those within its confines and creates the well-founded expectation that distress
will reliably be met by comforting. Confidence in this belief leads to a system
that may be characterized as secure, where the systemic strategies for regulating
affect would enable the school and any or all of its subsystems to restore homeo-
static emotional balance relatively rapidly once emotion has been aroused.

The characteristics of this system will only be revealed when dysregulation
has occurred, such as when the school has been challenged by some external or
internal event (e.g., lack of discipline, community violence). A secure school
will adopt a tolerant, open strategy, dealing with dysregulation through well-
structured interactions, a flexibly applied range of communication patterns that
permit individual expression, and meaningful responses. Signs of dysregulation
are neither exaggerated nor minimized; language is respectful and participa-
tory. Communications are clearly acknowledged, and individual contributions
are expanded by other participants rather than ignored, denied, or dramatized.
Evaluative comments are taken seriously, and there is a sense of coherence in
communication patterns that implies collaborativeness.

How do such systems contrast with insecure systems? Insecure schools may
carry the appearance of well-regulated organizations, but this appearance col-
lapses under the pressure of a dysregulating event. Behind the apparently harmo-
nious picture presented to a visitor are significant imbalances in communication
and limited self-expression for the members of the group with the aim of avoid-
ing tensions. A dismissive attachment pattern can develop in a school environ-
ment where there is little interest in children and where parents and teachers are
preoccupied with their own problems and overwhelmed by feeling unsafe, by
dealing with an unresponsive administration, by conditions of employment, by
low salaries, and so on.

As these schools fail to provide a sense of safety in relation to threat both in
children and adults, there is no sense of belonging on the part of those who par-
ticipate in these systems. Truancy rates on the part of the students and absentee-
ism rates on the part of the staff are expected to be high. The emotional character
of relationships is avoided in communications between students and teachers
and between teachers themselves. There may be a false bravado and denial of all
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problems (“There is no bullying in our school”), as well as an idealization of the
school environment. Just as the anxious-avoidant insecurely attached infant in
the strange situation does not seek the caregiver upon reunion, children in
avoidant or dismissive schools deny the importance of interpersonal relation-
ships; they neither feel known by others nor wish to know others in the school.
The school thus divides itself; small subsystems within the school exist without
reference to or concern for the others. Children feel unknown and therefore are
able to perform violent acts that they might not perform in a school that provides
a sense of safety, where a feeling of belonging might be expected to serve a pow-
erful inhibitory function.

In other schools, the anxious-resistant attachment pattern applies. Like the
infant who fails to be comforted by the parent following separation, these
schools, at a systemic level, tend to be “anxious” systems that upregulate prob-
lems, readily panic in the face of challenges, and are likely to call in consultants
to assist with the difficulties they face, yet are unlikely to successfully implement
any recommendations that such consultants might make. There are no clear
lines of communications in these schools. The school is likely to have a well-
studied and often-considered history of problems. There is likely to be an ab-
sence of a clear hierarchical structure, or if such structure exists, the participants
mostly undermine it. There is confusion about most relationship issues, and
domains of discipline are often confused with other domains, such as relation-
ships or safety. The absence of clarity creates an environment where high levels
of affect are often evident and where teachers frequently express anger to stu-
dents and to each other.

A number of school systems have even further eroded feelings of safety by
the ways in which they group grades. For example, it is not uncommon for mid-
dle schools to have only two grades, such as grades 6 and 7 or grades 7 and 8,
with the inevitable 50%-plus turnover every year. In such settings, it becomes
virtually impossible to develop a cohesive connectedness between children.

Modern theories of school functioning reserve an important place for the
helpful involvement of parents. Such involvement is an almost impossible task in
most inner-city schools and, ironically, in many affluent schools as well, where
there is often too much parental involvement. Overly involved parents tend to be
more interested in their own children getting a fair deal than in helping the
school and viewing it as a community. Thus, parental involvement can be very
much a double-edged sword. Lack of parental involvement should, however, not
discourage the MHP, who even without parental participation can influence staff
to become sensitive to the child as an independent sentient being with a unique
mind, thoughts, and feelings.

In summary, in order for a school environment to be safe, the egos of all of
its participants must engage and enable the development of a background of
safety by helping the ego perceive a cohesive, understandable whole. At first, this
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atmosphere is provided by the parent or teacher, who must be sensitive to the
developmental tasks of the child, allowing for a gradual weaning process as the
child grows into the adoption of a peer-related, more externalized focus in high
school. Group dynamics, power dynamics, competitive schools, and verbal and
symbolic capacities can enhance or inhibit the child’s ability to crystallize, iden-
tify, and deal with the frightening aspects of separation from that home envi-
ronment. It is inevitable that the school will function as an important piece of
the child’s psychological matrix. The structure of the school (both physically
and psychologically) can create a connection between children that is healthy or
pathological. Attachment research suggests that schools that do not cultivate a
feeling of involvement with the teaching staff (dismissive patterns) may be set-
ting the scene for violence (Twemlow et al. 2002).

How a school functions is greatly influenced by social factors such as media
pressures toward violence; abusive and neglectful child-rearing practices; the
destruction of the nuclear family, including the climbing divorce rate; and the
increasing mobility of families. All of these factors militate against the possibil-
ity of a safe, stable school and community.

Social Aggression in Schools

The complex social context of the school and its group and power dynamics have
a potent influence on the individual’s feeling of being safe. A concept from the
Tavistock model of group relations is helpful in understanding this phenome-
non. Authorization—that is, being able to act within a role determined by the
task that one has—is one example of such a power dynamic. A well-functioning
social system authorizes tasks that create a feeling of safety and connectedness.
In pathologically authorized systems, there are internal pressures created by ad-
ministration, politics, power struggles, media, pathological child-rearing fads,
and other cultural factors that can yield what the writer Saul Bellow called a
“moronic inferno” (Chessick 1999, p. 76). Anyone connected with the function-
ing of the school must feel authorized to act in a role, according to a defined
healthy task.

The way schools are created, funded, and administered are also important
parts of this feeling of safety. Alan Bloom (1988), in The Closing of the American
Mind, indicted higher education for the degradation of a quality educational
environment by teaching an oversimplified “democratic” concept of equality
that encourages conformity. The punishment/surveillance philosophy of our
culture encourages paranoia, exemplified by the highly visible presence of metal
detectors and video surveillance equipment. In some inner-city schools (Devine
1996), the first one or two periods of the day are spent shuffling children through
metal detectors, rather than through any academic learning process.
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In our research (Twemlow and Sacco 1996), we have documented that a
pervasive and untrammeled attitude of competitiveness at all costs can lead to
an individual violent mind-set reflected later in community philosophies that
breed an unforgiving attitude, materialism, and envy. Such mind-sets can lead
to a downgrading of the quality of life in communities, which we have described
as violent communities (Twemlow and Sacco 1999). Such communities harbor
unforgiving attitudes toward the poor and the weak, valuing economic success
far more highly than compassion. Since, to paraphrase an African proverb, “It
takes a whole village to educate a child,” it is no surprise that such socially ag-
gressive attitudes are reflected in the children in schools and the atmosphere
within schools. We have hypothesized that there is a social power dynamic op-
erating between the victimizer, the victim, and the bystander audience to this
sick drama. These co-created roles are, by definition, dependent for their vi-
ciousness on the intensity and sadism of the power struggles; we have formu-
lated an explanatory model of lethal violence in schools based on an under-
standing of this dynamic (Twemlow 2000).

A helpful addition to these speculations is the chronic failure of mentaliza-
tion in violent environments. A partial failure of mentalization creates ideal
conditions for a witness to the power struggle (the bystander) and an avenue to
the pleasure of sadism. In order for the child to be able to enjoy being witness to
the suffering of another, he or she must be able to create distance from the in-
ternal world of the other, at the same time benefiting from using the other as a
vehicle for the projection of unwanted (usually frightened and disavowed) parts
of the individual’s own inner self. Bystanders do not lack empathy, because it is
precisely through projective identification with the victim (and/or the bully)
that children are able to experience themselves as more coherent and complete.
Thus, affect inconsistent with a coherent sense of self is seen as belonging to the
victim of the vicious power dynamic. The child’s mentalizing, however, is lim-
ited by the environment; the suffering and pain of the victim need never be rep-
resented as mental states in their consciousness. We must remember also that
the fault does not lie with the child. Mentalizing is a fragile developmental func-
tion that is not acquired fully until early adulthood, if then and at all. In most so-
cial contexts, mentalization requires environmental support and a social system
to scaffold it, ensuring that reflection on the mental states of self and other can
be relatively comprehensive, covering painful as well as neutral mental states.

How pervasive is this social aggression we are describing? We examined
10,131 children and adolescents in grades 3–11 in a West Coast city as part of a
violence audit of the school system. In this midsized community of public
schools, the children were predominately lower income, with 73% of the school
community being nonwhite. Four broad areas were measured: victimization of
self, aggression toward others, perceived responses to victimization, and atti-
tudes toward aggression. The findings (Eric Vernberg, personal communica-
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tion, 2008) showed that somewhere between 10% and 20% of all children in all
grades received a vicarious thrill and were not hesitant to express pleasure at
seeing other children bullied. The middle grades (7, 8, and 9) scored lowest in
empathy for the victim and highest in aggression toward others. The entire sam-
ple showed disturbing evidence of a slow social conditioning toward seeing vio-
lence as positive, feeling less distress for victims, and increasingly avoiding any
involvement with victims of aggression. In some schools in that system where
this tendency was not present, however, clearly some other quality present had
created a climate of safety.

The school is a unique culture and is the main stage for the development of
a social identity in children. Adolescents are especially sensitive to peer pres-
sures and are psychologically more responsive to their peers than to adults, es-
pecially when immersed in an “identity diffusion,” including conflicts around
authority that appear to be part of normal adolescent development (Erikson
1974). Adolescents are secretive about emerging new roles and identities that of-
ten collide with the ideals of their parents. Consequently, a child may experi-
ment with many faces, a number of which come into direct conflict with the im-
portant social attitudes of parents.

Erik Erikson described “negative identity” as a reaction formation identity for a
child. Extreme examples would be the minister’s daughter who becomes a prostitute
and the marine officer’s son who becomes a hippie. Complex role shifts like these are
sometimes a part of the normal extremes of adolescence and require considerable
understanding and tolerance from teachers, school staff, and parents.

Adults play a critical role in constructing a sense of safety for children. Every
child is unique, and every school, teacher, and parent is also unique. Children
can begin to feel safe only when the adults are all on the same page. However, it
is clear that parents often hold incorrect assumptions about children and what
happens in school. Some of the most common assumptions are as follows:

1. Teachers always know what is going on at school.
2. Children instinctively know how to relate to each other.
3. Children grow out of their problems quite quickly.
4. Power struggles between children are not the parents’ business, and chil-

dren should be left to solve their own problems.
5. The popularity of children is a passing phase and is harmless.
6. All or most problems at school are caused by mentally disturbed or learn-

ing-disabled children.

These assumptions are often wish-fulfilling and enable parents to avoid respon-
sibility for what might be happening, both with their children and in the cli-
mate of the school. In addition, parents and teachers frequently overemphasize
or overvalue the following traits or accomplishments:
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• Academic success
• Attendance at school
• Prowess at sport
• Self-disciplined activities, including homework
• Participation in school activities and clubs
• Popularity with peers
• Children causing no problems and asking few questions (“no problem” chil-

dren)
• Obedience

In other words, parents and teachers value the aspirations that they had for
themselves when they were in school, but that (most likely, if they were honest
with themselves) they rarely achieved, at least consistently. Such perfectionistic
standards ignore the fact that obedient, high-performing children are not nec-
essarily healthy.

One factor that sets up a climate for social aggression is when parents and
teachers are not good examples or models for children by virtue of their own
behavior. For example, adults often participate in dominant social groups that
humiliate others (Twemlow 2000). We have pointed to institutionalized social
rituals such as

• Hazing in colleges
• Excommunication in churches
• Blacklistings in unions
• Racial discrimination in country clubs

These bullying exclusion rituals are practiced by the very adults who expect
their children to be nonviolent and affiliated with each other without power
struggles. Social aggression in schools is not likely to abate until the aggressive-
ness of both teachers and parents is also admitted and dealt with. Such highly
valued social aggressiveness involves

• Being relentlessly goal focused
• Active upward social positioning
• Destroying obstacles to success
• Performing for approval
• Intense competitiveness
• An us-versus-them mentality

In children, social aggression can be and often is physical, especially with
children in middle schools, but later becomes less physical and more focused on
rumors, scapegoating, exclusionary games, loyalty battles, teasing, public hu-
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miliation, nasty tricks, feuds, and numerous forms of backbiting. Parents and
teachers often confront children caught in the cycle of social aggression with an
impossible task: children who have been beaten down by this aggression or
grandiosely enhanced by it do not have the mind-set to achieve the type of
assertiveness that adults, including teachers, wish for them.

As we discuss throughout this book, there needs to be a parent–school–
community team where parents, even if not present at school, support schools
in a program to develop a collaborative attitude toward social aggression, in-
cluding the following beliefs:

• Social aggression must be viewed as a school–home–community problem.
(No member of the team expects another member to solve the problem
alone.)

• Social aggression needs to be dealt with immediately when it appears.
• Aggressive behavior needs to be handled in a nonblaming, collaborative

way, with a group rather than an individual focus.
• An ongoing assessment of the climate of the school must be established,

with the enhancement of prevention programming.

Feeling Safe: 

Challenges for the Future
Ethological research, especially into complex primates like chimpanzees as
models of human behavior (DeWaal 1989), suggests that chimpanzees are ca-
pable of terminating serious and violent conflict for the greater good of the so-
cial structure. Chimpanzees, for instance, embrace and kiss after fights; other
nonhuman primates engage in similar reconciliation behavior. It is as if pri-
mates know that because survival depends on mutual assistance, the expression
of aggression must be constrained by the need to maintain beneficial relation-
ships. DeWaal commented that it is only when social relationships are valued
that one can expect the full complement of natural checks and balances. Herein
lies the main problem and paradox. With the size and complexity of the human
brain, we seem to be able to override survival-related checks and balances, dis-
playing instead narcissistic cruelty and sadism of untrammeled viciousness and
horror, without a single survival benefit.

The school is a community of families engaged in educating the younger gen-
eration. When that community is connected, members respect one another.
They communicate openly, and they value creativity and altruism. Change is a
natural part of responding to new challenges. The modern world bombards chil-
dren’s minds with violent images through the media, Internet, and family life.
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Schools are pressured to demonstrate increased academic achievement as an in-
dication of success. The focus shifts from the child as a sentient and feeling indi-
vidual to the child as a responder to questions. “Time on learning” is the modern
anthem of educational reform. Oddly, there is a reverse logic to this focus on
numbers rather than human children. When children and teachers feel safe, they
learn and teach better. Numbers should go up and children should be better able
to answer questions. Creating safe schools begins with developing an under-
standing of what makes people feel safe in schools and in the communities that
schools mirror. Over time, creativity and achievement can thrive only in open,
compassionate, connected, and noncoercive large groups (Twemlow 2001).

KEY CLINICAL CONCEPTS

• Feeling safe is an internal decision influenced by many factors.

• Feeling safe is a necessary ingredient for children to learn effec-
tively in school.

• Safety can be marginalized when people deny violence and adopt
mind-sets that hide out of fear, such as

— A denial mind-set

— Reducing fear through denial

— Pollyanna defense

— Risk taking as denial

— False hope

— Withdrawal and avoidance

— Role immersion

— Abdicating bystander defense

— Identification with the aggressor

— Dissociation

• Attachment theory provides a useful way to conceptualize safety
as being related to the physical presence of an attachment figure.

• A positive school climate free of coercion contributes to a child
feeling safe at school.
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7

Assessment of At-Risk 
Children

ASSESSING at-risk children is a central contribution of this chapter.
This approach seeks to integrate various individual and social perspectives in
order to create a multiple-impact strategy to prevent and intervene early in
school violence and also to prevent teen suicides related to victimization of vul-
nerable youth in schools.

Risk Analysis, Suicide, and Bullying

Recent highly publicized suicides related to bullying illustrate the principle of
the IN or OUT expression of aggression (see Figure 7–1 later in this chapter).
We review the OUT direction in Chapter 10, “Risk and Threat Assessment of
Violent Children.” When aggression is turned OUT, this leads to school shoot-
ings. The IN direction is represented by suicide. The mechanics of prevention
in both conditions involve identification of vulnerable or at-risk children and
adolescents. Whether the direction is IN or OUT, there can be lethal conse-
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quences in either case. Recognizing and monitoring at-risk or vulnerable chil-
dren is key to keeping our schools safe. This is the job of adults working with
students and their families.

Patchin and Hinduja (2008) note that suicide is the third leading cause of
death among youth ages 10–24 years. Younger people are more vulnerable than
ever in modern society. The world of virtual reality is a percolator of shame that
can inflame already vulnerable children to acts of self- or other destructiveness.
Suicide is a desperate solution that is enacted whenever shame is allowed to
brew within a vulnerable child in a social context that is not paying attention.
Schools are the place where the shame is acted out, and the Internet creates the
illusion of inescapability and ultimate exposure that can lead to the implosion
of aggression associated with the humiliation, as the child immersed in texting,
twittering, and instant messaging adopts the world of virtual reality as an illu-
sory substitute for reality and its complexities. (We explore the addictive quality
of this virtual reality in Chapter 10, “Risk and Threat Assessment of Violent
Children.”)

There is an eerie similarity between these facts and those that have been
studied as causal factors in school shootings. In both suicide and homicide,
there is clearly (with the aid of 20/20 hindsight) evidence of what the Federal
Bureau of Investigation (FBI) refers to as “leakage,” or warning signals sent by a
youth prior to engaging in an act of violence at school. Similarly, in the suicides
related to bullying, there is this same pattern of early-warning signals that were
missed by the adults.

The recent suicides attributed to the impact of bullying have illustrated sev-
eral elements critical to understanding the relationship between bullying and
suicide. Two cases highly publicized in western Massachusetts have illustrated
the need to understand the vulnerabilities of youth as revealed by their behaviors
at school. In the first, Phoebe Prince of South Hadley, a 15-year-old Irish immi-
grant girl, committed suicide after being bullied at school and on the Internet
(Oliver 2010). This case illustrated the power of bullying to propel self-destruc-
tive behavior, especially in vulnerable youth. News reports revealed that Phoebe’s
mother had met with the school and expressed her concern that Phoebe had
been a victim of bullying in Ireland and was very socially awkward and easily tar-
geted by a bully. The ongoing pressure stemmed from a romantic rivalry, alleg-
edly with older students. The entire school body is reported to have been aware of
Phoebe’s relentless exposure to bullying at school and on the Internet.

The second case involved Carl Walker-Hoover, an 11-year-old African
American boy who hanged himself in his aunt’s closet after being bullied due to
being seen as gay (BostonChannel 2010). Carl was picked on, and his mother
also tried to engage the school in a solution prior to the suicide. Carl’s mother
appeared on the Ellen and Oprah television shows to discuss the bullying based
on gender identity. Carl’s mother is active in bully prevention in Springfield,



Assessment of At-Risk Children 183

Massachusetts. Again, the role of shame (gender confusion in an African Amer-
ican child) and the school as abdicating bystanders can be seen in the evolution
of this tragedy.

After such highly visible cases, the community often targets the youth(s) in-
volved in the bullying. In South Hadley, nine students were charged criminally
as juveniles and adults. Phoebe Prince’s vulnerability has become a necessary
way to defend against the criminal charges filed against the students. This will
not result in any positive change in the factors that led to this tragedy. These
cases reinforce the need for adults in a community to take charge of scanning
the schools for early warning signs of students in trouble. The entire school in
South Hadley knew of Prince being a sustained target; the adults knew she was
vulnerable. Blaming the children misses the point. Involving adults and learn-
ing from other communities’ mistakes builds community resilience and protec-
tive resources into the school.

Similar patterns can be found in a number of other recent cases reported in
the news, in which families have spoken up about the impact of bullying on
their child’s suicide. In September 1998, Jared Benjamin High, a 13-year-old
boy who was being bullied, committed suicide. His mother maintains a Web site
(www.jaredstory.com) in his honor that acts as a clearinghouse for services and
ideas about bullying and suicide.

“Sexting” involves the sending of explicit images using the Internet. Jessica
Logan (Celizic 2009) and Hope Witsel (Inbar 2009) are examples of young peo-
ple who hanged themselves after being humiliated by mass distribution of inti-
mate visual images. The Internet was used to generate humiliation, triggering
self-destructive ideas that become perceived as inescapable due to the power of
the Web to connect youth 24 hours a day and 7 days a week.

The suicide of Tyler Clementi at Rutgers University illustrates that bullying
does not stop at high school. In this case, the Internet was used to generate hu-
miliation by streaming a gay sexual encounter. Identifying someone as gay is a
very common way to bully and a notoriously sensitive issue for young people.
The shame that resulted from this prank led Tyler Clementi (Lohr 2010) to
jump off the George Washington Bridge. There is some indication that Tyler
reached out through the Internet and reported his situation to a residential su-
pervisor. The students involved in the Rutgers case were charged with invasion
of privacy and possible hate crimes. The power of the Internet and the hyper-
connectivity of the digital era have created a new landscape for proliferation of
self-destructive ideas, plans, and actions that can lead to adolescent suicide.

This aggression is most prominently visible at school and through the eyes
of the students. The analysis of risk factors ranges from individual personality
dynamics and family dysfunction to larger issues of social contagion. No single
approach is powerful enough to anticipate and prevent violence in every situa-
tion. The key element in creating the conditions necessary for a successful in-

www.jaredstory.com
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tervention requires that the risk conditions be identified and protective factors
be woven into the child’s life starting at home, following him or her to school
and into the community. The mental health professional (MHP) needs to de-
velop a macro-understanding of the problem that also reflects a thorough un-
derstanding of the child’s experience of the world (see Figure 7–1).

This perspective has two main endpoints in a continuum from victimizer or
bully to victim or target. This can be seen as a range of expression for aggression
from OUT (Bully) to IN (Victim), with the Bystanders distributed around the
connecting line. High-risk children will be pulled to the endpoints of this con-
tinuum, and bystanders will become part of the surrounding population of chil-
dren who lean either to one end or the other and who may be easily pulled in
either direction, depending on the social context.

FIGURE 7–1. Diagnosis of risk conditions leading to school violence:
the referral landscape.
ADHD = attention-deficit/hyperactivity disorder; CD = conduct disorder; ODD = op-
positional defiant disorder; PTSD = posttraumatic disorder. Diagnoses are based on
DSM-IV-TR (American Psychiatric Association 2000).
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This referral landscape has a number of different portals, or referral entry
points, that an MHP may encounter in a number of different capacities. Bullies
are likely to be referred to an outside agency by a state agency or court and will
frequently include children diagnosed with attention-deficit/hyperactivity dis-
order (ADHD), oppositional defiant disorder (ODD), conduct disorder (CD),
childhood bipolar disorder, posttraumatic stress disorder (PTSD), intermittent
explosive disorder, or an impulse-control disorder. These referrals are often
made by members of the child welfare and juvenile justice system. Victims of
bullies are typically referred by child protective agencies and child welfare ser-
vices; parents may also make referrals to behavioral health clinics or private
practitioners. Victims often include children diagnosed with anxiety or mood
disorders or PTSD who are prone to acting out in self-defeating or self-injurious
ways. Bystanders, like victims, may be referred by parents, school guidance
counselors, or social workers. They may manifest signs of an adjustment disor-
der or behavior problems brought on by sudden stressors, or they may have
been passive participants in a serious violent incident. Bystanders are often
bored and impatient with an unsafe and violent school environment.

This landscape perspective is meant to offer MHPs a method to orient
themselves to measuring risk in a way that allows for prediction and prevention
of school violence and to give the at-risk child a happier home and school ex-
perience. School problems often manifest themselves in complaints and disci-
plinary actions. Teachers refer high-risk children for in-school support and may
frequently refer such children for disciplinary action by the school administra-
tion. This offers a number of intervention and prevention opportunities. A
high-risk child (e.g., bipolar) in a high-risk social context (e.g., unstable home)
can enter school and be pulled quickly into the unhealthy social role of bully.
The clinical challenge involves prediction of violence based on an analysis of
individual and group risk conditions.

Case Example: Maria, an Aggressive 
Middle School Student
Maria was a 14-year-old Latina middle school student who entered an urban
school late in the fall semester. Maria was living with her mother and three sib-
lings. Her father was incarcerated for domestic violence, and Maria had moved
from shelter to shelter until being placed in supportive housing with her family.
On the very first day of school, Maria was suspended for fighting and was re-
ferred to the school social worker, who arranged for a meeting with Maria’s
mother. Maria reported that she had been very quickly targeted by a group of
popular girls, who challenged her during lunch. Maria had no friends and was
trying to fit in with other girls at lunch. Maria had been in psychotherapy since
she was nine and had been prescribed a variety of medications, including stim-
ulants and selective serotonin reuptake inhibitors. She had not been in treat-
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ment for the last year, due to multiple moves from various temporary protective
housing services. The school social worker met with Maria’s mother, who
readily agreed to refer Maria for therapy. The therapist quickly referred Maria
for a therapeutic mentor.

Maria became interested in martial arts and worked her way up the belt sys-
tem without a single incident of violence. Maria’s mother also reported that
Maria had regularly suffered when adjusting to schools and was very easily pro-
voked into fighting. In her life, Maria had witnessed a great deal of domestic vio-
lence and when she herself felt threatened, she quickly erupted into violence.
The school social worker supervised a peer mediation program and began to in-
volve some peers in helping Maria adjust to school after serving her 3-day sus-
pension. The school social worker also referred Maria to a local clinical social
worker, who visited the family’s home and immediately connected to the school
social worker. Maria was also referred to a psychiatrist and was eventually placed
on a mood stabilizer and involved in an after-school dance program. Maria’s
mother joined the PTA and became active in supporting a program to promote
safe dating and a positive school climate.

This case illustrates how a teenager with a high-risk personality, living under
high social stress, entered a school without anyone considering how she would
fit in and what could be done to make coming to school easier for her. Maria
was, interestingly, part bully and part victim. She had attacked another girl
based on feeling shamed at lunch. The school social worker was very alert and
immediately recognized the risk factors and began to initiate an intervention
that involved home, school, and community. The school already had been active
in developing climate programs and had already established peer mediation and
mentoring programs. This allowed for a comprehensive intervention that re-
sulted in Maria being able to settle into the school and eventually feel safe and
free to follow her passion, which turned out to be hip-hop dancing.

Table 7–1 illustrates the dimensions of how risk factors for aggression can be-
come distributed or expressed. School violence can be viewed as behavior result-
ing from an interplay of personality characteristics and social context. DeRosier
et al. (1994) studied African American children’s (ages 7–9 years) playgroups and
found “a dynamic relation between social context and the aggressive behavior of
children” (p. 1078). This diagram is a landscape map to begin understanding the
interaction between personality variables and social context.

Table 7–1 illustrates the interaction between the person and the social context
revolving around a primary axis, involving the direction of the expression of vio-
lence: IN or OUT, victim or bully, murder or suicide. Other individual personality
dimensions relate to the continuum of responses from submissive to aggressive.
Also, there is an axis that involves a defensive style ranging from hypersensitive to
numbed. Maria, for instance, was both aggressive and hypersensitive. Her response
to entering a new school was reactive and unplanned, aggressive but not sadistic. She
was quickly sucked into the bully role, due to an aversion to being masochistic; this
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is a common reaction for children who have witnessed domestic violence. The high-
risk child is faced with a challenge from the moment he or she walks into a school.
On her first day, Maria was catapulted into a social context that was not ready for
her. Her sensitivities were not identified, and prevention was not possible. Early in-
tervention, however, was successful, and future violence was avoided.

This multidimensional approach offers MHPs a number of ways to conceptu-
alize the nature of a child’s experience of going to school. Books (2007) highlighted
a variety of issues in the care and treatment of homeless families. Yu et al. (2008)
compared homeless and housed children and found that homeless children had

TABLE 7–1. Multidimensional risk assessment in school violence

Individual characteristics

DSM-IV-TR diagnosis: Axis I and Axis II
Social risk conditions: Axis IV (active pressure)

Personal strengths: Impulse control, social skills, 
educational accommodations, cognitive level

OJJDP pathways to serious and violent offending

Overt/aggressive Authority conflict 
(before age 12 years)

Covert/sneaky 
(before age 15 years)

Bullying
Fighting
Gang fighting
Rape
Murder

Stubborn
Disobedient
School avoidance
Truancy
Running away

Lying
Property damage
Fire setting
Fraud
Theft
Burglary

Social roles at school: Bully–Victim–Bystander

Protective factors

Involved adults
School and community programs

Peer acceptance and support
Antibullying programs

Social-emotional support
Wellness for teachers and students

Note. DSM-IV-TR=Diagnostic and Statistical Manual of Mental Disorders, 4th Edi-
tion, Text Revision (American Psychiatric Association 2000); OJJDP = Office of Juve-
nile Justice Delinquency Prevention.
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more disruptive behavior disorders and lower cognitive functioning. Park et al.
(2004) studied 8,251 homeless children in New York City and found that 18% of
the children crossed over to the child welfare system after their first episode of
homelessness. This study also demonstrated that the risks for behavioral problems
were highest in homes with domestic violence and multiple shelter placements. In
fact, the risks increased in relation to the ages of children the first time they were
placed in shelters; the older the child happened to be, the greater the risk became
for future aggressive behavior. We must also be mindful of the increasing number
of children in a “post-welfare era” (Polakow 2003) that are homeless; schools and
teachers are viewed as key supports for these children, who are experiencing “the
social horror” of homelessness. Maria became homeless as a result of her mother’s
flight from domestic violence, rather than for purely economic reasons. Her style
of coping was reactive, but her needs were clearly unmet, a circumstance that first
manifested itself in the community in the form of school violence.

Table 7–1 also illustrates a conceptual framework to use in making risk as-
sessments that use this multidimensional approach that integrates DSM-IV-TR
(American Psychiatric Association 2000) diagnosis, active risk situations (often
captured in the form of DSM-IV-TR Axis IV [Psychosocial and Environmental
Problems] stressors), and individual personality strengths. Using the Office of
Juvenile Justice Delinquency Prevention (OJJDP) model of three developmen-
tal pathways to serious and violent offending (Thornberry et al. 2004), the MHP
can predict which pathway a child is at risk of following. These pathways repre-
sent the collective research on delinquency, showing how aggression and crim-
inal behavior tend to unfold throughout a person’s life cycle. These pathways are
portals to the social roles that a child will be thrust into upon entering school.
Such social roles are amplified by the impact of hyperconnectivity through the
use of mobile devices, texting, networking, and the Internet.

Researchers have noted a strong connection between peer rejection and the ap-
pearance of violence (Kazdin 2003). The way a child is absorbed into the social fab-
ric at school can become a matter of life and death. There are many examples of the
relationship between bullying and suicide. Children at certain ages and with cer-
tain risk conditions have demonstrated that peer rejection and humiliation often
fuel very extreme, out-of-character reactions. This is particularly true in suburban
areas, where there is often a heightened awareness of social inclusion and exclusion.

This diagnostic picture would not be complete without representing the pos-
itive and protective influences that exist within the home, school, and commu-
nity. The clinician needs to be aware of these protective factors, and if none exist,
then recommendations need to be documented that such resources are needed
to maintain normal social-emotional adjustment of children at school. Whether
the approach used is based on family empowerment (as in wraparound services)
or places the clinician at the helm of creating interventions, the basic formula re-
mains the same. The values of striving for optimal balance in home, school, and
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family are the most crucial, followed by focusing on strengths and family involve-
ment as shared values. It is also necessary to understand cultural diversity within
the social context, as well as within the risk and protective factor profile.

Maria was Puerto Rican, and she had little social support because of moving so
frequently from shelter to shelter. Traditionally, Puerto Rican families have strong
extended kinships that offer backup support during high-stress periods. Maria,
however, was quickly engaged by a Puerto Rican case manager, who became a ther-
apeutic mentor and advocate that linked Maria to a high-interest activity.

Using our approach, Maria’s case would be diagnosed as follows:

• DSM-IV-TR diagnosis: Axis I: ODD, PTSD
• Social risk conditions: homelessness, housing instability, witness to domestic

violence
• Personal strengths: athletic, with a strong connection to her mother

Maria was not aggressive early in her life. She began showing aggression
when her family began moving around to avoid domestic violence. She was more
likely to be authority-avoidant but was easily pulled into a bullying role at school
because her aggression was reactive. There was an active social work department
and a peer mediation program, which allowed for quick response to the violent
incident at school. There were no repeats of this incident at the school.

Maria became a functioning part of the school as a result of some quick ac-
tion by an alert school social worker, who collaborated with a community cli-
nician; both were backed up by a psychiatric medication program that sup-
ported Maria during critical times. Also, the community was involved in the
intervention from a very early point. This problem was not an abstraction with
a simplistic solution. Maria did not require any placement, despite an aggressive
outburst that instantly reached the level of a juvenile justice problem. This ac-
tion plan began because of an incident at school.

Risk Conditions
Assessment of risk conditions can be accomplished in a variety of ways, ranging
from a DSM-IV-TR classification approach to one that stresses developmental
pathways. These various methods are described to assist clinicians in the task of
evaluating the social context of the child as part of creating a comprehensive
treatment plan capable of responding to presenting problems in school violence.

Traditional Psychiatric Classification
There are a wide variety of traditional ways to categorize and conceptualize the
risk conditions likely to impact on a child’s behavior. The traditional psychiat-
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ric classification approach uses DSM-IV-TR to diagnose mental impairments,
offering the clinician the tools to recognize how a mental impairment is likely
to be manifested in a child’s behavior.

Table 7–2 compares traditional psychiatric diagnosis (Simon and Tardiff
2008) with two other approaches—the OJJDP model (Thornberry et al. 2004)
and Kazdin’s (2003) framework—to illustrate points of similarity between the
three models as the MHP grapples with different data and opinions when trying
to assess and predict school behaviors.

In Maria’s case, her PTSD and ODD had an OUT expression, so the MHP’s in-
tervention immediately staked out key action points involving the areas of home,
school, and community. Maria’s PTSD, combined with the high-risk stresses of
homelessness and domestic violence, created a scenario of violence, erupting at
school. In this case, the intervention was rapid and complex, offering services in
multiple areas with a psychiatric and strengths-based approach (mentoring and
martial arts) that stopped the reoccurrence of violence at school. Maria was not
allowed to slip into a bully role to protect her social position within the school.
The school social worker was able to use her position within the school to initiate
an intervention that stopped the violence at school. She provided a balanced ser-
vice plan that allowed for the family strengths of a strong mother–child bond to be
blended with supportive school, home, and community supports. The program
was eventually directed by the child’s therapist and by a prescribing psychiatrist
from a community mental health clinic.

This approach will also create opportunities for the clinician to interface
with a school and to be of help in addressing climate issues that impact the child
every school day. Cyberbullying, for instance, inflames what happens at school
and makes the climate a causal aspect in the evolution of violence at school. A
school climate is an aspect of modern children’s social development, and we
have witnessed a growing number of examples of how school culture and cyber-
bullying can have tragic results. The role of the Internet in a child’s development
is an increasingly important factor in how violence will be enacted in schools.
The school will be the very first place that reflects the ugly realities of life within
a community. If the community has given up on its schools, the children will
feel it first. Racial tensions may increase, feuds may build up pressure, and the
school may become the stage on which children act out their reactions to toxic
psychological forces within the community.

Simon and Tardiff (2008) have outlined the DSM-IV-TR categories and how
they may present as school violence problems. Mood disorders require immedi-
ate psychiatric evaluation. These problems can drive children to extremes in their
school behavior. With elevated mood, there is an increased chance of the child
having an irrational outburst or being hyperactive and disruptive. Depression,
on the other hand, might create a victim mind-set, leading a child to become vul-
nerable as a target of bullying. This victim mind-set may be most useful in pre-
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dicting who will be at greatest risk from cyberbullying attacks. Children or teens
with depressive or dysthymic conditions are more likely to turn to suicide to es-
cape the ongoing shame and humiliation associated with this type of bullying.
The home, school, and community boundaries blend into one inescapable real-
ity for the child, who may become acutely depressed and act on these impulses by
committing suicide.

There is little evidence to suggest that schizophrenia will be a major force as
a risk condition in school violence. This may play a small role if there is an un-
treated, rare case of schizophrenia emerging in an early adolescent or late child-
hood. There are always risks associated with undiagnosed and severe mental dis-
orders in children at school. Fortunately, the most severe conditions are usually
diagnosed early and will have an early active treatment component involving a
psychiatrist and a social worker. This may become an increasing problem as the
student ages and enters a college or university.

Developmental Pathways 
to Conduct Disorder
Disruptive behavior disorders are characterized by high rates of noncompliant,
hostile, and defiant behaviors, often including aggressiveness and hyperactivity.

TABLE 7–2. Three approaches to assessment of risk conditions 
leading to school violence

Traditional psychiatric 
diagnosis (Simon and 
Tardiff 2008)

OJJDP developmental 
pathways (Thornberry 
et al. 2004)

Internalizing/
externalizing 
(Kazdin 2003)

Mood disorders Early overt aggression Externalizing disorders

PTSD Authority conflict Internalizing disorders

Substance abuse 
disorder

Covert activities Substance-related 
disorders

Personality disorders
Neurological disorders

Learning and mental 
disabilities

ADHD and disruptive 
behavior disorders 
(ODD, CD)

Severe and pervasive 
psychopathology

Note. ADHD=attention-deficit/hyperactivity disorder; CD=conduct disorder;
OJJDP = Office of Juvenile Justice Delinquency Prevention; ODD=oppositional defi-
ant disorder; PTSD=posttraumatic stress disorder.
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DSM-IV-TR categorizes these behaviors under three broad headings: ADHD,
ODD, and CD. Disturbances of conduct cover a wide range of behaviors man-
ifesting somewhat differently at different ages in the same child across settings.
A wide variety of treatment techniques have emerged in response to the diver-
sity and prevalence of these problems.

Perhaps more than other problems of children and adolescents, disturbances
of conduct are in the eye of the beholder. The acting-out behaviors of opposi-
tional young people range from the irritating (yelling, whining, temper tan-
trums) to the frightening and terrorizing (physical destructiveness, interpersonal
aggression, even murder). The literature on antisocial behavior is difficult to
summarize due to conflicting definitions of the problem, often linked to the
background of the scientists reporting the investigation. However, these hetero-
geneous behaviors appear to be elements of a complex syndrome. Accumulating
epidemiological evidence suggests that a young child’s annoying oppositional
behaviors—for example, noncompliance and argumentativeness—are develop-
mental precursors of more serious forms of antisocial behavior in adolescence.
Although ODD and CD have been carefully defined in DSM-IV-TR, the treat-
ment possibilities that have been researched have very rarely kept to these specific
criteria, but instead focus more on children with the general characteristics al-
ready mentioned.

Empirical studies have shed light on the risk and protective factors for con-
duct disturbances in children (Kazdin 1995; Rutter et al. 1998). Risk factors in-
clude perinatal complications, poverty, large family size, overcrowding, poor
housing, disadvantaged school settings, difficult temperament, parental history
of criminal behavior or alcoholism, inadequate parenting (harsh, erratic, or in-
consistent discipline), child maltreatment, insufficient restraint and supervision,
unhappy marital relationship between parents (including domestic violence),
dysfunctional family communication patterns with dominance of one family
member, poor social skills, and poor school performance.

Risk prediction is a fraction, with “risk” factors being the numerator and
“protective” factors being the denominator. Protective factors include high IQ;
easy disposition; ability to get on well with parents, siblings, teachers, and peers;
ability to do well in school; having friends; being competent in nonschool skill
areas such as social problem-solving; and having a good relationship with at
least one parent or other significant adult. Risk factors are cumulative (Rutter et
al. 1981). Fergusson and Lynskey (1996) found that children with scores at the
highest end of a 39-item social adversity index in middle childhood were 100
times more likely to experience multiple problems in adolescence.

Behavioral manifestations of conduct disturbance change over time and are
powerfully influenced by a range of contextual factors, including characteristics
of constitution, family, peer group, and even broader ecologies such as school
and neighborhood. For example, parent–child relationships are inevitably dis-
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torted by early disturbances of conduct and in turn are aggravated by the par-
ent’s reaction (Coie and Dodge 1998; Hinshaw and Anderson 1996).

What other factors turn a child with CD into a violent delinquent or adult
criminal? The link is well established (Frick and Jackson 1993), and studies sug-
gest that something more than anomalous parenting may be involved. A num-
ber of other factors may play a part, including parental alcohol and substance
misuse (Wills et al. 1994), maternal depression (Cummings and Davies 1994b),
marital distress (Cummings and Davies 1994a), and parental antisocial behav-
ior (Frick and Jackson 1993), as well as neighborhood risk (Attar et al. 1994).
The critical proximal risk factor may be parental failure to monitor the child’s
activities. Aspects of the quality of parenting a child receives may mediate the ef-
fect of other risk factors. For example, marital distress may lead to conduct
problems through frequent disagreement over child-rearing practices, absence
of a parenting alliance, and interpersonal conflict in the presence of the child
(Abidin and Brunner 1995; Jouriles et al. 1991).

The unfolding of childhood-onset disturbances of conduct is relatively well
known. These problems manifest early, often in preschool, and continue through-
out childhood and adolescence into adulthood (Hinshaw et al. 1993). The prog-
nosis is more negative than in the case for a disturbance of conduct starting at a
later stage of development (Loeber 1988; Speltz et al. 1999). The progression is
from overt nondestructive problems to more destructive ones. Overt problems
manifest earlier than do covert ones (such as lying and stealing), but new prob-
lems do not replace old ones; rather, they are added to the child’s expanding rep-
ertoire of conduct disturbance (Frick and Jackson1993; Lahey and Loeber 1994).
ODD usually precedes CD by several years. Some ODD that leads to CD is asso-
ciated with ADHD, but only children with more aggressive and delinquent behav-
ior and family histories of CD are likely to progress from ODD to CD given an
ADHD diagnosis (Biederman et al. 1996). Nevertheless, in long-term follow-up
studies, hyperactive subjects were shown to have a fourfold elevation of juvenile
arrest rates and a 20-fold elevation of adult arrest rates (Satterfield and Schell
1997). Among hyperactive children, the risk of becoming an adult offender is
strongly associated with conduct problems in childhood and serious antisocial
behavior in adolescence.

A good proportion of toddlers who go on to manifest conduct problems also
show a disorganized attachment pattern in infancy (Lyons-Ruth 1996; Lyons-
Ruth and Jacobovitz 1999). This attachment pattern is characterized by fear of
the caregiver and a lack of coherent attachment strategy (Main and Solomon
1987), but the origin of this pattern is as yet poorly understood. While it is clear
that children with conduct problems rarely, if ever, have secure attachment rela-
tionships with their primary caregivers, the precise nature of the association be-
tween attachment and disturbances of conduct is poorly understood. Thus, at-
tachment difficulties may specifically create problems in affect regulation,
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mentalization, and social cognitive skills, which are known to be dysfunctional in
groups with conduct problems.

A further key component of the etiology of disturbances of conduct is the
deficit in social-cognitive skills that Ken Dodge and colleagues have repeatedly
demonstrated in CD children (Coie and Dodge 1998; Crick and Dodge 1994;
Mathys et al. 1999). Children with conduct problems have a variety of difficul-
ties in processing social information: 1) encoding deficits (failing to pay atten-
tion to some social cues and being hypervigilant toward others), 2) attributional
biases (frequently attributing hostile intentions where other children might
not), 3) misinterpretation of social cues (in particular, misjudging affect in oth-
ers), and 4) social problem–solving deficits (generating solutions for situations
of conflict that are poor in quality and quantity). These children favor aggressive
solutions to social problems (this may explain their frequent aggressive behav-
ior) and do poorly at generating constructive solutions to conflicts. These dis-
turbed patterns of social information processing are thought to be driven by
knowledge structures, such as internal representations of social relationships
and other schema representing social phenomena (Crick and Dodge 1994). At-
titudes and beliefs that support coercion and overt aggression as acceptable,
warranted, and effective forms of social behavior reflect a particularly patho-
gnomonic knowledge structure found to characterize highly aggressive youth
(Slaby and Guerra 1988; Vernberg et al. 1999).

Assessment of Risk 

Using Power Dynamics

Power dynamics, as previously mentioned (see Chapter 5, “Bullying Is a Pro-
cess, Not a Person”), are unconscious group processes that become acted out in
school through the social roles of bully, victim, and bystander (Twemlow et al.
1996) These roles exist as part of a school climate and are generally tied to a stu-
dent. We have suggested (Twemlow and Sacco 2008) that these social roles ap-
ply to everybody and that they are fluid, meaning that everybody steps in and
out of these roles. The problem, however, arises when someone, regardless of
age and position, becomes locked into a role and blindly functions as a bully,
victim, or bystander. Bullying has become, in many ways, a national obsession.
States in the Unites States are rushing to pass laws to outlaw types of aggressive
behavior, turning schools into courtrooms, with the principal forced into the
role of judge in reported cases of bullying. Such laws have little hope of success.

There are two key strategies involved in the assessment of risk in school vio-
lence. The first is to work from the child outward to the school climate. A clinician
may diagnose a client and document impulsivity. This child has to go to school
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and enter the social drama. The clinician can predict and plan supports for the
child to enter one of the three roles in a power struggle (bully–victim–bystander).
The impulsivity could be part of a bully dynamic, or it could be a reactive victim
response based on a misread social cue. This is where collaboration between the
outside clinician and the school becomes absolutely critical. The second ap-
proach works from the larger social context back to the child. Interventions that
target prevention and peer social support can improve the entire school climate
and can use natural leaders in the school to head off the negative power dynamics
that can pull vulnerable children into unhealthy school behavior as either fixed
bullies or fixed victims. School violence requires a bully and a victim, as well as a
social context (bystanders) that allows, or even promotes, coercive behaviors by
anyone in the school.

When the social roles of a power dynamic within a school become fixed, an
individual is allowed to function as a bully or a victim without accountability,
and the social climate becomes pathological. This bullying dynamic creates a
group hunger for the display of violence through enactment of the bully–victim–
bystander dynamic. Clinicians working outside of a school may not have the nec-
essary information about this risk factor, so they need to take steps to connect to
the child’s school as part of the assessment and treatment planning process. Peers
are the best source of early information about the formation of bullying and vic-
timization patterns in a school. The community, in the end, is ultimately respon-
sible for helping schools stay safe. When the community acts as a blaming by-
stander, a school is unsecured and may easily slip into a passive stance, tolerating
increasing aggressive and violent behavior.

Table 7–3 outlines some of the characteristics of the social behavior in each
of the roles of bully, victim, and bystander. There are clear patterns of social and
physical behavior that can be seen played out with the school as the primary
stage. A clinician can interview a child or caretaker to explore the client’s view of
the power structures at the school. This can be a very rich source of information.
Some parents are acutely aware of the power dynamics and how they impact
their child’s social and emotional world. Understanding these power dynamics
can create clear openings for services that can be used to prevent violence from
erupting at school. We must remember that these power dynamics do not re-
main at school; they follow the child in virtual reality. The Internet is forcing the
blended analysis of these power dynamics as they follow the child into his or
own reality.

Bystanders run the risk of being pulled into bullying behaviors when the
power dynamics in a school are not addressed. Being a bystander may feel safe
for the youth and may bring a false sense of comfort to parents, but being a by-
stander can significantly increase the risk of children being pulled into bully or
victim roles, especially when the bystander is also experiencing developmental
changes, such as puberty.
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Table 7–4 illustrates how bullying behavior might be expressed at various
levels of development. In assessing a risk condition associated with a power role,
it is critical to observe those behaviors that can fall into different categories of
behaviors based on the child’s developmental level. The clinician is challenged
to assess these behaviors accurately. This is a critical link to prevention. Fighting
is an easy behavior to respond to by law enforcement and school officials. It is a
crime to assault someone, but much behavior called bullying is not that clear
and falls between the category of a mental health problem and usual behavior.

Targeting Truancy and Other 

School Behavioral Problems

Truancy represents the gateway to disconnection from normal social peer inter-
action and the beginning of a pathway that can lead to substance abuse, delin-
quency, and teen pregnancy. Truancy prevention is an example of a larger-scale
effort that by necessity involves parents, law enforcement officers, courts, and
state agency case managers. Quick and creative responses to the earliest signs of
truancy can have far-reaching benefit in preventing further delinquency. Again,
these areas offer the clinician a chance to assess both the individual and his or
her social context, including school, family, and community. One of the key
symptoms of ODD is truancy, and it is frequently the first reason for a referral
to a mental health clinician. Clinicians working in this area of mental health
must be aware of the need to collaborate with home, school, and community in
order to create the most effective interventions.

TABLE 7–3. Characteristic behavior patterns in social roles related 
to school violence

Bully Pathological bystander Victim

Impulsiveness Either bully or victim 
(passive)

Submissiveness

Overt aggression Situational problems Anxiety
Early onset of 

trouble making
Developmental issues Social withdrawal

Sadism Substance abuse Clinginess
Manipulation of 

weaker peers
“Groupthink”—passive 

involvement in 
trouble making

Hypersensitivity
Sneakiness
Social insecurity
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The clinician would be negligent to simply sit in his or her office and discuss
any problem as an abstraction with the child and his or her family. While this
isolated approach can be helpful in shifting family dynamics, stopping the tru-
ancy will be best accomplished by creating a tightly woven web of adult support
and direction. The youth is signaling trouble by refusing to go to school. When
that person is redirected back to school, there is an additional element of risk
that exists for him or her to be victimized or join in the victimization of others.
This point is where it becomes crucial for the clinician to function as part of a
team who communicates and works together to respond to the situation. The
clinician is charged with discovering the mechanics of the problem by exploring
the roots of the imbalances within the home, school, and community.

Garbarino (1996) explained school violence as the result of a child being
overwhelmed with stress; he likened this state to a bathtub filled to the brim and
then overflowing at the slightest addition of water. This explanatory image of
how children process stress and anxiety highlights the cumulative impact of
stress in a system and the fact that children can only take so much before they
begin to act out their frustration at school. The MHP needs to understand
where the imbalances in the systems are and begin to collaborate in an effort to
drain pressure, build supports, and monitor overall levels of stress. Table 7–5 is
a summary of several quite different ways that school violence can start.

TABLE 7–4. Developmental stages of bullying

Stage How bullying can be expressed

Early childhood Physical intimidation
Verbal abuse
Threats
Stealing snacks or lunch
Name calling

Middle school Physical intimidation
Beginning of inclusion/exclusion in social groups 

or cliques
High school Social positioning

Serious romance (often lovesickness)
Self-destructiveness (eating disorders, self-cutting, 

substance abuse disorders)
College “Failure to launch” (see Chapter 4, “Case Studies in 

School Violence”)
Identity diffusion (see Chapter 6, “Children Need 

to Feel Safe to Learn”)
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Gender and Risk

Assessing vulnerabilities in youth is a central part of preventing school violence.
The outward expression of aggression is seen in males, with virtually all school
shooters being male. Symbolic killers such as serial murderers are predomi-
nantly male. Conduct disturbances are strong factors in pushing boys away
from direct self-harm and toward trouble. Klomek et al. (2009) studied the re-
lationship between bullying and later suicidal behaviors in males and females.
They found that females had a greater vulnerability to the impact of bullying
than males when CD was controlled for; females tended to be at higher risk for
suicide, while males tended to have this risk expressed as CD.

Kim et al. (2010) studied the differences in how boys and girls expressed
overt aggression. Boys demonstrated higher levels of physical and verbal aggres-
sion than girls. McAndrews (2009), reviewing the literature on sex and cultural
differences in physical aggression from an evolutionary imperative, found that
males tended to be more aggressive.

Epstein and Spirito (2010) found that certain social factors wiped out gen-
der differences in suicidality. Three factors were significant for both boys and
girls: sex before age 13 years, injection drug use, and being forced to have sex.
Smoking was associated with making suicidal plans in girls, and fighting was a
risk factor for both girls and boys. Boys are aggressive earlier, but girls catch up
with relational aggression and increased vulnerability to suicidal thinking and
gesturing. De Boo (2010) described the important roles of temperament and
problem-solving styles in determining the direction of aggression. Early vulner-
ability to mood disturbances in girls is also theorized as explaining why girls
tend to have an inward direction of aggression rather than CD. Langhinrichsen-
Rohling et al. (2009), in a comprehensive research review of suicide attempts,
concluded that the traditional practice of using self-report of suicidal gestures

TABLE 7–5. Common problems leading to a school violence referral

Predatory behavior in the home, school, or community
Learning disabilities, developmental delays, or pervasive developmental 

disorders
Autism spectrum disorders
“Problem of excellence” (see Chapter 1, “School Violence: Range and 

Complexity of the Problem”)
Truancy
Parent-directed aggression
Teenage pregnancy
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might miss the male adolescent who makes fewer gestures but takes action more
frequently than females. De Munck et al. (2009), in a study in Belgium, found
that females clearly made more attempts at suicide. Males, as has been shown in
other studies, have higher rates of self-injury from their suicidal behaviors. A
link is clearly suggested between impulsivity and increased lethality for boys,
while girls are likely to direct their aggression inward and display more behav-
iors and communication related to suicide.

As is the case in most predictions in violence, simply saying that girls are
more at risk for suicide than boys and that boys will be aggressive outwardly is a
dangerous oversimplification. Careful study of vulnerability requires assessing
the social context and past history to determine risk variables in both boys and
girls. Risk assessment is a highly individualized process with only broad consis-
tency regarding gender.

Social Risk Conditions 

for Bullying at School

There are certain social risk conditions that need to be considered in conceptu-
alizing a plan of intervention for school violence. These social conditions rep-
resent the typical qualities that attract bullies to victims, invite bullies to spread
aggression and shame, and impact bystanders in ways that distract them from
experiencing a safe and creative learning environment (see Table 7–6). These
social conditions exist within every school at all levels from kindergarten to col-
lege. Students with certain psychological qualities or physical appearances will
have an increased chance of being victimized within certain schools. Clinicians
need to become aware of how these conditions might play out in the life of any
one child at school.

Case Example: Leon, A Gay Boy 
Without School or Family Support
Leon was a 12-year-old African American male referred for psychological test-
ing by his therapist, who was concerned that he was being bullied at school. The
therapist was working with the family including the child and mother. Upon
presentation, the child demonstrated strikingly effeminate behaviors, immedi-
ately preferring to brush a doll’s hair in the interview room rather than playing
with any of the more traditionally male toys. His mother was not open to dis-
cussing her son’s gender presentation. There were also learning issues that were
evaluated, and Leon was diagnosed with a nonverbal language disability.

In this case, Leon’s gender presentation clashed with his family’s strong re-
ligious affiliation. Furthermore, his school’s student population was primarily
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African American children who were particularly cruel in taunting Leon. The
therapist was able to work with Leon’s mother, helping her to see the potential
risks to her son if she did not participate in a solution to the almost daily bully-
ing Leon experienced. The mother took a first step by allowing Leon to sing in
an all-female choir at the church. Eventually, the therapist worked with the
school to have a touring play presented that stressed the value of tolerance and
of individual differences. This was followed up by a program that produced
posters supporting the message, encouraging students to become friends and
not to use violence. Leon was referred for therapeutic mentoring that connected
him to several area choirs, and he was able to enroll for voice lessons at the local
community college. Some cultures are more tolerant of gay, lesbian, and trans-
gender issues than others, but children will always find something to pick on, no
matter who the target may be.

Protective Factors
It is the interplay of risk and protective factors that leads to violence in any set-
ting. Besides individual protective factors, community protective factors can be

TABLE 7–6. Social risk conditions for bullying at school

Victim
Seen as gay
New arrival
Immigrant
“Different” appearance
Obese
Shy
Romantic rival of a popular girl or boy
Physically disabled

Bully
Tightly knit “popular” cliques
Athletic acclaim
Criminal involvement
Early and persistent aggression
Frequent change of schools and housing

Bystander
Participation in cyberbullying
Echoing the bully
Mocking audience
Participation in exclusion rituals online and at school
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found in all three key areas of a child’s life: home, school, and community. The
protection may be delivered through formal networks such as providers of be-
havioral health care, child welfare, or juvenile justice; through natural supports
such as community activities, faith-based groups, and extended families; or
through a blend of natural and formal networks.

The clinical challenge is to create as wide a perspective on a child’s life as
possible and develop interventions that pull from a diverse set of resources.
School violence solutions are not simple, and there is a very powerful tempta-
tion to oversimplify the problem and the fix. This is particularly evident in bul-
lying prevention, where simple solutions abound and programs promise solu-
tions and offer quick answers to very complex problems. Collaboration and
cooperation among the school, home, and community are essential.

We strongly advise clinicians to be aware of the variety and availability of re-
sources in their communities and to make efforts to learn the eligibility require-
ments for them. (We elaborate on the role of the clinician in opening resource
doors in Chapter 9, “Role of Medical Leadership in Unlocking Resources to Ad-
dress School Violence.”) Every school exists within the social context of a com-
munity. This community will offer a variety of different problems and resources
to solve them. In the United States, individual states work with the federal gov-
ernment to support communities through a variety of programs. It is important
to consider the eligibility requirements for these programs. For example, the
special education laws offer children from 2½ to 22 years of age a wide spectrum
of support services. States offer Women, Infants, and Children (WIC) nutrition
program benefits and Head Start based on income, and day care vouchers can
be accessed for families based on need. Clinicians need to have a general under-
standing of who qualifies for each program so that they can make effective rec-
ommendations and referrals.

Psychotherapy and substance abuse treatment services are also protective
factors. They offer the child and family a relationship that can be used to solve
problems that, if left unattended, can lead to aggression that will bleed into the
school environment. Connecting a child in need to a regular behavioral health
plan is often the role of protective service case managers who work with the state
under court supervision. The delinquent and status offenses have for the most
part been separated, with delinquency having its own state case managers who
work with the criminal and not the family side of the juvenile court. These state
case managers are always on the lookout for services that will help children con-
trol their aggression and be more successful at school. MHPs should be equally
eager to connect with ongoing service streams for the referred child and family
involved in a school violence problem. There is added benefit and economic ef-
ficiency in collaboration among professions in the battle against school violence.
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KEY CLINICAL CONCEPTS

• At-risk children need to be monitored, because their life at school
is a primary place where they will communicate their pain and
trauma.

• Risk has two poles: bully, or outward expression of aggression,
and victim, or inward expression of aggression.

• There are many portals of entry in the landscape of a school vio-
lence problem.

• Bullies often are diagnosed with CD, ODD, ADHD, or childhood
bipolar disorder. Victims are more likely to be depressed, with-
drawn, and anxious.

• School violence problems can be conceptualized from a number of
perspectives, including the OJJDP pathways to delinquency
(overt/aggressive, authority conflict, and covert/sneaky); DSM-
IV-TR classifications; and social risk conditions such as homeless-
ness, foster care placement, and domestic violence.

• School violence can be understood using traditional psychiatric
diagnosis that will be common in many cases.

• School violence can occur at older grades, as Virginia Tech illus-
trates so painfully.

• The power dynamics of the bully–victim–bystander triangle need
to be factored into any risk assessment. Fixed roles as a bully or
victim can lead to an extreme buildup of pressure, with lethal con-
sequences.

• Bystanders are at risk of being pulled into school violence prob-
lems.

• MHPs need to be active and unafraid of reaching into the commu-
nity to intervene directly in school violence problems.

• Protective factors need to be calculated and taken into account in
school violence interventions.

• MHPs need to collaborate with and be active members of teams
developed to address school violence problems.
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8

Activating Community 
Resources Through 

Therapeutic Mentoring

WHEN using a multidimensional assessment and treatment planning ap-
proach to school violence, there must be a mechanism for reaching out into the
community and activating resources that can be linked to youth who are in
need. Simply stating that a young person would benefit from an after-school ac-
tivity can easily become an empty element in a treatment plan recommenda-
tion. Many of the children who are disconnected from normal activities in the
community will present increasing difficulties at school. The use of therapeutic
mentoring and psychotherapy is an emerging new practice that recognizes the
intimate and interconnected relationships between a child’s home, school, and
community. When a child’s world is out of balance in any of these areas, then
school is the likely stage for the enactment of the imbalance. The approach de-
scribed in this chapter is based largely on our own extensive observations in a
community mental health center in Massachusetts. The center is actually devel-
oping this program as part of a statewide remedy to a federal lawsuit, and it of-
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fers the opportunity to explore new approaches to solving school violence
problems.

Mentoring—a broad term, to say the least—is one such new approach. Tradi-
tionally, this term refers to the use of an older, more experienced role model to
engage a youth in a series of activities. The prototype of this would be the Big
Brothers–Big Sisters program, in which young people who need a role model are
assigned to an interested adult. Ideally, participants develop an unstructured
long-term relationship that mimics that of a visiting older sibling or parent. Men-
toring is also frequently used by schools and community programs, where it is re-
ferred to as “peer mentoring.” Wyatt (2009), in a literature review, emphasized the
role of peer mentoring in encouraging academic achievement in African Ameri-
can students. This approach applies the empowerment theory model to aggressive
African American adolescents. Kamps et al. (1994) reported that mentoring was
useful in improving academic skills; Thomson and Zand (2010) researched the
quality of mentoring relationships, finding a strong relationship between positive
mentoring experiences and most other relationship-based outcomes, such as
friendships and relationship with adults. Rhodes et al. (2005), in a study of almost
1,000 children applying for a Big Brothers–Big Sisters mentoring relationship, re-
ported that mentoring was a significant factor in reducing substance abuse,
mainly when it included a long-term mentor commitment and parental involve-
ment. Short-term bursts of mentoring without parental involvement had no im-
pact on later substance abuse. In a study in Uganda and South Africa, several hun-
dred children orphaned by AIDS were compared with a nonorphaned control
group (Onuoha et al. 2009). Not surprisingly, the AIDS-orphaned children had
much poorer mental health and more negative outcomes than the control group.
There were, however, significantly improved outcomes in those children who had
been mentored. In this extreme sample, the power of mentoring to help with un-
imaginable trauma is crucial.

Mentoring is also commonly used by adults in order to learn professional
roles, especially in teaching. Riley (2009) reported on an Australian initiative
that uses mentoring for all school leadership positions. Data from this report in-
dicated that the health of both mentors and mentees improved. Schools often
develop programs in their guidance departments that will involve peers, specif-
ically in mediation. This adult-supervised use of students in mediation har-
nesses the power of peer influences in conflict resolution and can offer a very
valuable protective resource for a vulnerable child at school. Adult mentors are
often invited into schools to offer vulnerable or high-risk youth the opportunity
to become involved with an adult role model during school activities. These
adult mentors are often recruited to come into the school as a way to assist in
helping students with reading and learning difficulties, social problems, or
coaching of recreational sports activities.



Activating Community Resources Through Therapeutic Mentoring 209

Peer mentors are often selected by teachers or school administrators to be-
come involved with younger students and to offer them assistance in education,
recreation, and social skills modeling. Often, these peer mentors can be used as
mediators with their own age groups, offering an alternative to violence for
older students who become embroiled in ongoing conflicts within the school.
These programs are based at the school and often are organized and supervised
by school personnel, social work departments in schools, or guidance counse-
lors who create positive ways for students to help each other at school. In this
type of mentoring program, there must be a high level of screening on the part
of the school to ensure that the mentors involved are not predators or unsuitable
role models. Schools maintain the responsibility for ensuring that the adult
mentors are involved in healthy and safe ways with the students. A number of
adult mentors can be recruited using the Junior Achievement model of targeting
retired businesspeople to work with students to teach them business skills. In
Springfield, Massachusetts, Massachusetts Mutual life Insurance Company ran
a program where executives would read to elementary school students and be-
come learning and life mentors for the year. These programs have proved very
effective when they are well-run and -supervised.

A large urban high school on the East Coast had a peer mediation and mentoring
program that was run by the school counselor. Twelve students were selected and
trained by the school counselor, who closely supervised and monitored all
aspects of the program. Most of the conflicts mediated involved distortions of
communication around what someone had said about someone else. Romantic
feuds often turned into fights at school, and a pattern of bullying was present,
also leading frequently to violence. These stemmed from ongoing targeting of
certain physically and mentally disabled students. The peer mentoring program
was born out of the ideas presented by the 12 original students. This program re-
lied heavily on early detection of brewing conflicts. The school counselor re-
ceived the first report of a problem. The student team would assemble and design
an approach to get more information and would then try to set up face-to-face
mediation of conflicts. As part of the program, a mentoring program was de-
signed to pair up football players with disabled students who became the target
of bullying. This program ran for 3 years and greatly reduced the eruptions of
violence at the school.

Mental health professionals (MHPs) may become involved in assisting a
school to develop such a program and may be helpful in offering training sug-
gestions, supervision, screening, and peer mentor supports. This is a supportive
role that could assist in a multidimensional treatment plan designed to assist a
student who is alienated from his peer groups and frequently in conflict at
school.

This program also illustrates implementation of a peer initiative that uses
both mediation and a mentoring process. The power of these peer mentoring



210 Preventing Bullying and School Violence

programs may lie in their capacity to mitigate the destructive impact of peer re-
jection, especially in high-risk African American students. Miller-Johnson et al.
(1999) studied a dozen elementary schools, focusing on the long-term follow-
up of over 300 children. What they discovered was a strong correlation between
peer rejection and aggression and serious delinquency. The fuel for school ag-
gression is shame; peer rejection can provide a dangerous source of unending
shame at school and on the Internet.

There are many excellent program examples that illustrate the power and
value of mentoring programs within schools that are well-designed and -super-
vised. If not properly supervised, school-based programs have a tendency to de-
generate into distracting activities for oppositional students, who will create
“conflicts” in order to avoid school participation. If the programs are not well-
designed and -supervised, they can create as many problems for the school as
they solve. Once again, the role of the MHP working within the school is essen-
tial in ensuring that this type of mentoring program is well run. MHPs who
work within schools are advised to look for opportunities to develop programs
that tap into this resource of peer-to-peer interaction. In researching bullying
programs, we learned that by fourth or fifth grade, bullying prevention requires
the involvement of peers organized into programs that can assist in reducing
bullying by increasing tolerance and friendship within the school. We have no
doubt that the power of peer influence is needed most in prevention and can
also be used in each intervention of school violence within the school.

Therapeutic mentoring is a highly specialized service that can become part of
a clinical treatment plan in certain types of models using Medicaid. The descrip-
tion of this service offers a glimpse into the future of working with Medicaid chil-
dren. This description is meant to outline some possible systems of care or mod-
els for states to consider in funding Medicaid services for children. The approach
outlined in this chapter is being piloted in Massachusetts and other states in-
volved in federal lawsuits over Early Periodic Screening, Diagnosis, and Treat-
ment (EPSDT) services to Medicaid-eligible children. In the case of Rosie D. v.
Romney (2006), a group of families successfully challenged the Massachusetts
state Medicaid program under the EPSDT standard. Perkins (2009) of the Na-
tional Law Center has offered an overview of other federal EPSDT cases brought
against state Medicaid programs for failing to provide the range of services that
would allow children with emotional disturbances to remain at home and par-
ticipate in community schools. Using therapeutic mentoring to provide Medic-
aid-funded community supports for people under the age of 21 is a powerful way
to create a team around serious school and community violence problems. This
model is likely to become available in the near future in many states.

This community-based wraparound model has increasingly been used in
states that are reassessing how child welfare approaches children with serious
emotional disturbances. Programs have included multitiered combinations of
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services such as in-home therapy, in-home behavior management for autism
spectrum disorders, and therapeutic mentoring. High-risk children have the
most difficulty in adjusting to community schools. When a family is struggling to
manage a high-risk child in the community, the school is a critical element in
maintaining stability in the community. If a child cannot function within special
or regular educational settings, there is a reduced likelihood that he or she will be
able to remain at home as opposed to being forced into residential placement.

Massachusetts is one of seven states that have challenged Medicaid to include
services such as therapeutic mentoring within its reimbursement system. This is
a new tool for MHPs to use in developing multidimensional treatment plans and
a concrete way to activate community resources in the care of a high-risk child
functioning in the community. Many states may not have this capacity, but there
is a clear trend nationally for Medicaid to invest in services such as these to reduce
higher costs that often result from a lack of support in the community, home,
and school. Both the state and the families win. The use of a therapeutic mentor
in this context is similar to a physician’s use of a physical therapist. The medical
practitioner will order the involvement of the physical therapist, will work closely
with the therapist in establishing goals, and will then monitor and evaluate
progress. A therapeutic mentor uses the same structure with a psychotherapist
who is working as part of a larger care planning team.

The therapeutic mentor’s job is to develop a relationship with the youth and
assist in building the social skills that will support the child’s ability to function
properly in the community, especially at school. Sacco et al. (2007) have offered
a cost-containment model of community-based psychotherapy in multiple-
problem Medicaid families. When these services are not reimbursable through
Medicaid, therapeutic mentoring returns to an isolated child welfare service.
This application of therapeutic mentoring is useful but will not become as pow-
erful a tool in the overall treatment planning if it is not closely supervised and
directed by an MHP with a wider scope of involvement in the families coping
with a high-risk child trying to function in a community school.

In the wraparound process, therapeutic mentoring can become a Medicaid-
eligible service if it is structured as part of a care plan overseen and monitored by a
senior MHP who directs the therapeutic mentoring activities in a way that targets
specific symptoms identified as interfering with a child’s school performance. This
approach uses Medicaid funds and follows a strict model of medical necessity.
Therapeutic mentoring is especially useful in treating problems with school vio-
lence, in which the therapeutic mentoring is used as a way of creating alternative
activities and strategies designed to reduce aggression and promote more proso-
cial activities in peer groups and with authorities at school. Therapeutic mentor-
ing may also take the form of a social service intervention funded through com-
munity monies, which does not require medical diagnosis and treatment planning
but does involve many of the same components of social skills building.
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Therapeutic Mentoring 

as an Adjunct to Therapy
Therapeutic mentoring refers to the coaching and concrete teaching of social
skills that result in a child’s participating in an activity within the community,
school, after-school program, or any other suitable adult-supervised program.
All therapeutic mentoring activities are time limited and subject to a managed
care authorization process. The mentoring is designed to be a teaching tool that
works in concert with therapy; it is not intended to be limited to the activity it-
self. The final step in the mentoring process is creating a sustainable connection
between the youth and a community activity. In other words, therapeutic men-
toring contact is designed to help create the skills necessary for the youth to par-
ticipate in an activity within the community. All activities performed by a ther-
apeutic mentor have as their goal both the teaching of a specific set of skills
needed to join in community activities and the discovery of natural supports
within the family and community for the child.

It is important to understand that therapeutic mentoring is a critical service
delivered under the careful supervision of an MHP and requiring regular com-
munication with the referring MHP. Therapeutic mentoring is part of a wrap-
around care process, or the community alternative to substitute milieu treat-
ment facilities. The services typically evolve from what has become known as a
clinical hub or a service delivery center, such as an outpatient clinic, an in-home
therapy service, or an intensive care coordination team. These services are part
of a larger treatment plan that is already attempting to target specific symptoms
that impact the child’s school performance socially and academically.

The heart and soul of the therapeutic mentoring intervention is regular con-
tact between the treating MHP and the therapeutic mentor. The mentor’s in-
volvement might span 90–180 days, with weekly reports to the MHP. It is this
close working relationship between the MHP and the therapeutic mentor that
makes this approach such a powerful tool for activating community involvement
in preventing and intervening in school violence problems. This intervention
strategy moves community involvement from a sociological consideration to a
specific therapeutic intervention that can be applied to school violence problems
through a wraparound service delivery process that stresses outcomes. The pri-
mary outcome is a life-touching event, such as successful and peaceful days at
school and increased achievement. Table 8–1 outlines the differences between a
mentor and a therapist. Effective interventions require supervision that keeps
these roles separate. The mentor is a social skills teacher; the therapist is actively
engaging the child and family in therapy.

Therapeutic mentoring involves the use of several psychological processes
that are critical in establishing stability in the community and reducing aggres-
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sion in the school environment. Fundamentally, mentoring creates a relation-
ship that models secure attachment. When a child experiences difficulties at

school, it is usually expressed through displays of aggression or school disrup-
tion. Mentoring redirects this misplaced energy by engaging the child in a rela-
tionship that creates a secure attachment, resulting in the child’s learning skills
that can increase mentalization. The mentor becomes a real attachment entity
that can significantly contribute to containing aggression at home and school.
When children have trusted guides through the many barriers to successful par-

ticipation in community activities, they will be able to model themselves and
practice the skills necessary to achieve more self-control and, ultimately, a bal-
anced life. When a child’s life is balanced, it is less likely that there will be erup-
tions of school violence.

Case Example: Louis, an Adopted Child 
Showing Aggression
Louis was a 4-year-old child who had recently been adopted by a young couple
frustrated by years of trying to conceive a biological child. Louis was adopted
when he was 3½ years old after living in a preadoptive home for 16 months.
Louis’s behavior at the preschool and at home began to show signs of early ag-
gression. Louis was referred for psychotherapy and had received a child psychi-
atric evaluation. The treatment and evaluation indicated that Louis had atten-
tion-deficit/hyperactivity disorder (ADHD), and he was placed on Adderall XR.
He was referred for weekly psychotherapy with a child therapist, who began to
explore various trauma themes that had emerged over the course of the therapy.
Louis frequently would engage in vigorous play that focused on feelings of sep-
aration, fear, and an aggressive response to any imagined threat.

TABLE 8–1. Comparison of psychotherapist and therapeutic mentor 
roles

Psychotherapist Therapeutic mentor

Develops therapy goal for mentor Teaches client skills needed to reach 

therapy goal
Works directly with client, family, 

and school
Works with client in the home and 

community to practice skills
Uses therapeutic relationship to 

explore issues, memories, trauma, 
relationships

Uses mentoring relationship to model 
social skills in the community

Refers client for evaluations, 
medications, and other services

Provides regular feedback to 
psychotherapist on client’s social 
skills development

Recommends programs and activities Links client to activities in community
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This therapy continued for several months; however, Louis was unable to
continue in early childhood education because the frequent calls (with com-
plaints) from the teachers in the early childhood program had placed his
mother at risk of losing her job. The removal of this option for Louis placed a
strain on his adoptive parents.

Louis’s therapist referred him for therapeutic mentoring with the specific
goal of ending his aggressive behaviors both in school and at home. The thera-
peutic mentor began by developing a set of signals to help Louis stop an unde-
sirable behavior on the spot. These social skills were tailored to his developmen-
tal age, and a program was instituted in which Louis began to learn how to make
friends. The therapeutic mentor consulted weekly with the therapist to work on
barriers Louis faced in accompanying the mentor into the community to begin
practicing his skills. Eventually, Louis began to respond to the simple hand sig-
nals that the therapist taught his parents to use. A new family daycare provider
was also included in the signal plan and was cooperative with both the mentor
and the therapist in linking Louis’s behavior at school with his rewards and be-
havior at home. Eventually, the mentor worked specifically with Louis on how to
make friends, and consulted with the therapist on ways to encourage Louis to in-
vite friends from his new school or family members to have playdates at home.
Louis’s aggression was clearly an indication of his anxiety; this was identified by
the child psychiatrist, who then intervened to gradually taper and discontinue
the stimulants and eventually all psychiatric medication.

This therapeutic mentoring intervention illustrates how a mentor focused
specifically on teaching and modeling social skills practiced in the community
as well as at school for a young child. The younger the child, the briefer and
more effective the mentorship process needs to be. The therapist was regularly
informed, and all MHPs were working toward decreasing the aggression Louis
exhibited when he was at home and school. The therapeutic mentor remained
focused on teaching concrete skills that were supported by the therapist, who
worked with the family in school to develop ways to help Louis feel more secure
and to fear separation less.

The second psychological process that is being used in the therapeutic men-
toring intervention is the concrete application of the natural leader (see Chapter 5,
“Bullying Is a Process, Not a Person”). Therapeutic mentors are not highly trained
MHPs who take an abstract and clinical approach. The therapeutic mentor is
more of a natural leader who is skilled at maneuvering around children: at school,
in their homes, or in a community setting. These mentors are able to use natural
leadership as a way to hook children into the healthy process of participating in
high-interest activities and developing social skills by practicing them in real com-
munity settings. The MHP consults with the mentor and offers weekly dialogue to
ensure that the mentor is creating the opportunities that the therapist identifies in
a treatment objective as being in the child’s best interest. The therapeutic mentor
is typically supervised by another independent MHP responsible for the overall
supervision of the mentoring activities, not for the overall therapy. The natural
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leader is not a global role that is fueled by a well-meaning individual from the
community who randomly becomes involved with the youth and acts as a role
model. The therapeutic mentor is part of a therapeutic team supervised indepen-
dently and working collaboratively within a therapy treatment plan to reach cer-
tain goals.

Therapeutic Mentoring Activities

Therapeutic mentors provide training and education in positive alternative
strategies or social skills needed to be able to cope with the stressors involved in
participating in structured community activities, building peer relationships,
and developing other skills needed to participate in community activities. Al-
ternative strategies may involve approaches to control aggression and increase
self-control. This involves practicing skills, such as waiting in line, playing as
part of a team, developing tolerance for peer teasing, and coping with conflicts.
These skills are strengthened during the therapeutic mentor’s time with the
child using real-life experiences that can be practiced in real time rather than in
the abstract world of the structured therapeutic hour. The therapeutic mentor
may have from 4 to 6 hours a week to assist in helping a child explore and prac-
tice new ways of being with peers and joining in on activities that previously
have been impossible. Often children cannot participate in activities due to an
eruption of symptoms such a temper tantrums, aggressive outbursts, with-
drawal, or highly anxious and phobic behaviors.

Case Example: Tania, a Depressed 
and Socially Vulnerable Student
Tania was an 11-year-old African American girl living in a family with four
brothers and two sisters. She was the second youngest in her family. There were
three uninvolved fathers, two of whom were incarcerated and one who had no
contact with the family. Tania’s mother suffered from a number of medical con-
ditions, including diabetes and high blood pressure. She was very religious and
tried hard to provide for her children.

Tania’s brothers were completely uninvolved with her daily life. Two of her
brothers had already moved out and were not available to her, while her two
other brothers had significant histories of delinquency and were frequently in
and out of the home. Her sisters were jealous of the amount of time that Tania’s
mother spent with her. Tania frequently baby-sat for her younger sister and
spent most of her time after school assisting at home with household duties.

Tania had become a victim of bullying at school. The kids at school would
pick on her because of her unkempt appearance and her inability to keep up so-
cially with them, especially in using the Internet or other mobile devices. After
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being taunted on a daily basis, she eventually responded by becoming depressed.
The state protective services had intervened on a number of occasions through-
out Tania’s life, and she was eventually referred for supportive psychotherapy
and appropriate medication. Her depression worsened, and she was falling be-
hind academically to the point where a referral was made for special education.
While Tania’s mother was her legal guardian, this family was an open case with a
child protective service agency.

Despite several years of psychotherapy, Tania became increasingly more de-
pressed. At one point, she even failed to come home and was thought to have
been kidnapped. She was found that evening by the police, wandering by herself
in the park. This incident reignited the concern of the state agency, which again
referred Tania for family psychotherapy. During the initial phases of treatment,
the therapist referred Tania for therapeutic mentoring. The mentor began by
meeting with Tania and her mother and arranging for a series of activities in the
community to see if there was some way to increase Tania’s exposure to other
young people in a productive fashion.

The mentor arranged a series of exploratory activities with Tania, begin-
ning at the local Boys and Girls Club. During this exploration, Tania displayed
an unusual aptitude for shooting baskets. She was able to dribble and was quite
good at free throws. The mentor was surprised and asked Tania where she had
developed these skills. Tania reported that she had always loved basketball, and
the main influences in her life were her older brothers, who spent a great deal of
time on the playground playing basketball. When she was younger, Tania fre-
quently would hang around them and take every opportunity to shoot baskets
and play.

The mentor quickly seized on this and arranged for Tania to join the Boys
and Girls Club. There was open gym session that began right after school and
first involved her doing her homework and then being allowed to play basket-
ball. A voucher was obtained with the assistance of the child welfare agency and
Tania was enrolled in the Boys and Girls Club after-school program, which she
attended 4 days a week. Eventually, Tania was introduced to a local Catholic
Youth Organization basketball coach, who enrolled her in the fifth- and sixth-
grade traveling team. Tania enjoyed immediate success and began to exhibit
much more positive behaviors at school. The mentor also worked with her on
developing assertiveness skills so that she could be less submissive at school. In
addition, the mentor was helpful in assisting Tania in self-care and grooming.
There was an immediate shift in her personal appearance and how she handled
herself at school. As she became more successful at basketball, she also became
less introverted and more focused on her schoolwork. She continued to be in
therapy, did not require medication after her involvement in basketball began,
and her grades improved dramatically.

The therapist consulted with the school and arranged for an opportunity to
make a presentation to Tania’s teachers. The role of bullying at the school was
addressed by the therapist, who offered to consult specifically about Tania but
also expressed her willingness to be involved in a committee that looked at vul-
nerable children and how they were being treated in the school. The principal
was very responsive and worked with the school social worker and guidance
counselor to develop a program that fostered friendship and essentially con-
sisted of a type of peer mentoring.
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A therapeutic mentor may engage in role-playing and behavioral rehearsal.
These strategies can be tailored to the developmental age of the child and will
evolve over time as the mentor and child practice these skills in the community.
The most common types of social skills practiced are outlined later in this chap-
ter (see Table 8–2 in the “Building Social Skills” section); the mentor will use
both role-playing and behavioral rehearsal in teaching resilience and ways to
overcome problems that the child may face when participating in a community
activity.

The therapeutic mentor may also be involved in a more structured series of
exercises designed to build social skills in the community. The mentor has the
opportunity to practice these social skills by joining the child in community ac-
tivities and using real-life problems and barriers as teaching experiences. In this
way, the mentor creates a way to expose the child to social situations in which
age-appropriate skills can be practiced. This process begins by exploring an in-
terest the child has. The mentor then accompanies the youth to a series of after-
school activities. Therapeutic mentors use a variety of tools designed to teach
various-age children certain social skills. There are hundreds of different cur-
ricula available for specific ages and types of problems. The therapist identifies
the social skill needed; the mentor identifies a teaching strategy and implements
it weekly, with reports to the referring therapist and consultation with a super-
vising MHP.

The goal of the therapeutic mentor is to substitute high-interest activities su-
pervised by adults in the community for passive and often self-defeating or self-
destructive behaviors that are unsupervised at home or in the community. When
a child enters adolescence, this need becomes extremely critical, since there are
an increasing number of destructive peer activities that are easy to fall into dur-
ing this specific time. The unsupervised adolescent with few social skills and no
role models is an easy target for recruitment into peer groups that are engaging in
drug use or other types of self-destructive behaviors. When an adolescent lacks
social skills, the threat of becoming involved with destructive groups within the
community, such as gangs, is greatly increased. Therapeutic mentoring is de-
signed to build these skills early and offer them at any time during the child’s de-
velopment as an alternative to simply allowing the youth to live in the commu-
nity without being able to join and participate in social-recreational activities.

Therapeutic mentoring also has a strong component of teaching youth how
to resolve conflicts without the use of aggression. These skills can be easily trans-
ferable to school and may blend well with existing mentoring programs. Conflict
resolution skills are a necessary component to having the ability to participate in
a community activity. If a child or adolescent has difficulty managing conflict
and fights every time there is a provocation, he or she will not be able to make use
of the resources that exist within the community. Participating in normal com-
munity activities requires that the child or adolescent be able to respond to au-
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thority, manage conflict with peers, and play and participate prosocially in the
activity offered. An example might be a youth who is terminated from a Boys and
Girls Clubs after-school program because he is fighting. Community programs
cannot tolerate this level of conflict. Being barred from participating in this type
of community activity leaves no recreational options for the child except highly
specialized activities supervised by clinically trained professionals. Unfortu-
nately, such programs are expensive, not easily reached, and will contribute to
the child’s or adolescent’s alienation from natural community supports, forcing
him or her into programs outside of their community.

The therapeutic mentor creates a natural way to teach children and adoles-
cents communication skills. When a mentor is participating with a youth in a
community activity, he or she will observe many instances in which the child or
adolescent displays a pattern of communication that makes it difficult for the
child to be accepted or to join in a particular activity. Children may also be un-
able to ask for what they need, may complain about what they can’t do, or may
argue and resist supervisors who are attempting to maintain order. The mentor
plays a key role in assisting children in developing the communication skills that
can facilitate their ability to join in and maintain involvement in a social-recre-
ational activity. The mentor is part of a care planning team, not just a random
support that comes in and out of the youth’s life. In weekly consultation sessions
with the therapist, the mentor reports on progress and barriers to the acquisi-
tion of social skills.

There are weekly reporting requirements for therapeutic mentors to discuss
their progress with the referring MHP. This weekly contact ensures that the men-
tor and the MHP are synchronized in their approach. There is also a requirement
for the mentor to be supervised weekly by an agency MHP. This supervising
MHP is responsible for all of the young people with whom the therapeutic men-
tor is involved within the course of any week. A therapeutic mentor may have up
to 10 students who are part of his or her caseload, and this activity is supervised
by an MHP who offers specific skills for the mentor concerning approaches to
teaching conflict management, communication skills, and social skills.

Case Example: Stephen, an Aggressive 
Youth Living in an Online Virtual World
Stephen was a 14-year-old white male who exhibited aggressive behaviors at
school on a weekly basis, including fighting, verbal aggression toward his peers,
and failure to respond to adult direction. Stephen was suspended three times
over the course of 6 weeks. A disciplinary hearing was scheduled to determine
whether Stephen needed to be expelled for the protection of others at the school.
Stephen had been in psychotherapy several times and had been discharged due
to a failure to attend therapy sessions. Eventually, the school filed a Child in Need
of Services (CHINS) petition, and the court became involved. As a condition of
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his probation, Stephen was referred for family therapy. Stephen lived with his
mother, who was remarried, and there was a 6-year-old biological child from this
new union. Stephen’s biological father had been incarcerated for domestic vio-
lence and had moved away from the area after having been released from a
county correctional facility.

The therapist soon discovered that Stephen spent virtually all of his time in
online activities, namely role-playing games. He was not interested in athletics
and refused to participate in any after-school programs. Although his mother
had tried to engage him in a variety of activities, he displayed no interest in any
of them.

The therapist made a referral to a therapeutic mentor, who began by meet-
ing Stephen at his home and trying to understand ways to engage Stephen in
helpful activities. Stephen refused to participate with the mentor, and several at-
tempts were made to have the mentor meet Stephen at his home. The mentor be-
came increasingly frustrated and communicated that to Stephen’s mother rather
than to the supervising MHP. The mentor began to feel ineffective in the situa-
tion. After several more weeks of unsuccessfully trying to motivate Stephen to
accept mentoring, the mentor met with the therapist to discuss strategies. It was
clear that the mentor had wandered into the role of therapist and had begun to
engage the family in conversations about how to overcome Stephen’s resistance.
Therapeutic mentoring was discontinued, and the therapist assumed a more ac-
tive role in working with Stephen and his mother.

Eventually, the therapist suggested that the entire family meet; a new time
was arranged, and evening visits involving Stephen’s stepfather and Stephen’s
younger sibling were scheduled. These sessions quickly revealed the points of
conflict that existed in the family. Stephen felt excluded from the newly formed
family and took every opportunity to fight for the opportunity to simply with-
draw into his online virtual world. The family therapy proceeded for approxi-
mately 6 months and Stephen begrudgingly participated and eventually ex-
pressed an interest in building electronic devices. His withdrawal and aggression
seemed to stem from a sense that he was not wanted, and he would provoke oth-
ers rather than feel rejected.

The therapist suggested programs in the community that could match
Stephen’s interests. A different therapeutic mentor was engaged and eventually
helped Stephen find a program in robotics offered by a local community college
outreach program. Stephen developed a genuine interest in building robots, and
eventually improved greatly in his work at school.

The therapeutic mentor is a critical part of the care planning team and must
communicate and participate actively in any care planning event designed to
maintain consistency in a multidimensional treatment plan. The therapeutic
mentor is not isolated in the community but becomes part of the overall inter-
vention team and is in a unique position to offer specific feedback about the
strengths and weaknesses that the child or adolescent displays during the time
spent in therapeutic mentoring in the community. Being an active part of the care
planning team can amplify the power of what the mentor does and the develop-
ment of strategies to keep the activities going for the child in the community.
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The therapeutic mentor is also responsible for developing a repertoire of ac-
tivities in the community that could be used as practice experiences to help a
child or adolescent develop the skills he or she needs to engage in community
programs. The mentor’s responsibility is to expose the young person to a variety
of after-school activities that could become a regular part of youth’s schedule.
Often, the mentor will have to explore a variety of activities in the community
before finding an activity that matches the young person’s abilities or interests.
Therapeutic mentors have a role in motivating young people to participate in
activities and also in openly supporting them in overcoming discouragement
when they attempt to participate in an activity for which they do not currently
possess the necessary skills to have fun and succeed.

Activities can be developed and children linked to them once the mentor un-
derstands what the child likes to do. There are a number of different activities
that can engage children in a community. Some children are athletically inclined
and can be motivated to participate in a wide variety of different sports and phys-
ical activities. Other children may benefit from programs such as Boys and Girls
Clubs or other after-school programs that provide a wide range of activities such
as swimming, playing pool, or other adult-supervised recreational pursuits.

Some children, of course, will have no interest in sports at all. They may be
more involved with online activities and become addicted to virtual reality. Others
are obsessed with music and spend all of their time collecting and arranging music
and secretly want to become performers. These young people might be directed
toward community programs designed to teach music or engage youth in perfor-
mance activities such as plays or community theater. Many communities have per-
forming arts groups that can be approached to arrange for young people to par-
ticipate. Children’s interests may vary from observing or supporting artistic pro-
ductions to training for various types of performing or expressive arts. Many
children are very artistic and quietly draw and develop beautiful expressive and
creative artwork. These youth can be linked to museums or other programs in the
community that sponsor artistic productions.

Therapeutic mentoring is an opportunity to reach out and help young peo-
ple to explore their interests. It is extremely rewarding to discover strengths in a
child that can be linked to a stabilizing force, offering a strong protective factor
against the evolution of aggression and violence. School performance is con-
nected to the overall balance a child has in his or her life. When a healthy com-
munity activity is pursued, less aggression will be carried into the school. Chil-
dren will begin to develop more social skills as they participate more actively in
the community. Their ability to tolerate peer pressure will increase; the thera-
peutic mentoring experience offers children the opportunity to learn important
life skills, such as conflict management, mediation, making friends, and self-
control skills.
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The therapeutic mentor must reach into the child or adolescent’s natural
support system in the community or in the extended family. Many young peo-
ple will stick with an activity when they are rewarded or feel reinforced by a val-
ued member of their family or extended family or by community role models.
For example, a mentor may enroll a student in a city basketball recreation pro-
gram. The mentor will contact the coach and ask whether the student can par-
ticipate; the child will try 10 or 12 games and at least as many practices. The
mentor would then focus on gaining the interest of a parent, uncle, or other ex-
tended family member for assisting in transportation or watching from the
stands. The therapeutic mentor becomes active not only in identifying the re-
source but also in fostering interest within the child’s extended social network to
sustain participation. The mentor can also work with the therapist to find this
support while performing therapy.

The ultimate goal of the therapeutic mentor is the development of a true link-
age that can be sustained by natural supports in the child’s or adolescent’s world.
This recruitment of natural supports is a way to cement the linkages. The mentor
helps build the skills in the child and adolescent but also works to create ongoing
support for the youth’s efforts to maintain participation in these activities.

After-School Programs

The therapeutic mentor should consider a variety of social activities that are
available in the community and offer children and adolescents a way to produc-
tively spend their after-school and weekend time. These social activities may in-
clude church-sponsored dances, after-school social clubs, parent-supervised
playgroups, or other social activities sponsored by either faith-based groups or
community agencies. These social activities vary, based on the developmental
stage of the child. For younger children, the therapeutic mentor seeks out social
activities that may include supervised opportunities on a regular basis for chil-
dren to play together under positive adult supervision. Often, this will require
the activation of natural supports within the child’s world and the development
of a series of activities that could serve as after-school releases for the children.
Parents might be approached by the mentor and assisted in developing a rotat-
ing schedule for after-school playgroups supervised by parents with similar in-
terests in the neighborhood.

Recreational activities are the most common type of program available
within most communities. These programs typically are offered by Boys and
Girls Clubs, YMCAs or YWCAs, and other organizations such as the National
Urban League or by churches. These recreational activities often are combined
with homework help and offer adolescents the opportunity to socialize after
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they have done their homework. Frequently, they are structured activities that
may range from shooting pool to playing games of flag football or soccer. These
programs are also very inexpensive and may have federal subsidies that include
transportation after school to the activity and then back home. After-school
recreational programs may also involve a variety of supervised trips and activi-
ties. The YMCA may offer a supervised afternoon swim program in which chil-
dren can learn how to swim and enjoy using the pool after school. These are not
specific athletic team activities, but they are structured and organized recre-
ational activities that offer children and adolescents the opportunity to play and
have healthy fun.

Therapeutic mentors can be very effective in identifying children and ado-
lescents with athletic interests and skills. Often, these youth are not able to par-
ticipate in community athletic activities because of the difficulty in identifying
an available resource, connecting the youth to the resource, funding the partic-
ipation in the resource, and transporting the youth consistently to practices and
games. Many young people participate in sports in an informal way and may
spend considerable amounts of time hanging around a playground or park
playing basketball, handball, stickball, or pickup games of softball or baseball.
While these are good activities, they are not structured, adult-supervised, in-
struction-based activities. These informal playground activities are the precur-
sors of a youth’s participating in a high school athletic program, and developing
these skills in the community will have a strong positive impact on the youth’s
ability to function during a normal school day at high school. Coaches of com-
munity teams often require that their athletes do well in school and develop the
necessary self-control skills to be able to play as part of a team. When high-risk
students can be engaged in a sporting activity in the community, this not only
serves as a way to burn off excess energy, but it also promotes team participation
and helps build self-control and social skills.

The therapeutic mentor plans athletic activities based on the age and level of
skill of the youth interested in participating. Most cities and towns have recre-
ational programs that sponsor seasonal activities, including basketball, baseball,
and soccer. These activities will vary based on the community that the child lives
in and are often the most economical, pragmatic way to foster a child’s interest
and participation in athletics. These activities often begin in third grade and are
how children enter into the world of organized sports. These activities require
that the mentor be knowledgeable of the sign-up times and any requirements
that may be needed in order for the youth to participate. The town or city rec-
reational programs tend to be less formal, involving young people from the
same community engaging in competitive activities against each other. In this
type of activity, the athlete does not have to be particularly well developed in or-
der to participate. Mentors are frequently able to enroll their high-risk clients in
this type of athletic activity, even if the young person does not have the devel-
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oped skill to play the sport at a higher level. This is how athletic skills begin to
show themselves, and the therapeutic mentor can launch a lifelong skill or
hobby by connecting the youth to an athletic activity, beginning at the recre-
ational level.

The third level of participation in athletics typically involves a higher level of
skill. These activities are frequently referred to as “traveling teams.” Skilled ath-
letes try out for a place on the team that represents a city or town in competi-
tions against other cities or towns. This level of activity generally begins between
third and fifth grade and continues through high school athletics and eventually
into college. If the youth has athletic interests or talent, the mentor can make a
big impact through this approach.

Naturally, a mentor also must activate resources for children and ado-
lescents who are not athletically inclined. Many young people are interested in
expressive arts such as drawing, writing, painting, or computer graphics. Others
may be interested in the performing arts, such as drama, music lessons, partic-
ipation in a school or local band, and other creative activities. When a young
person is not active in athletics and shows no interest in participating in sports,
the mentor can begin to explore other alternatives. Young people with too much
time on their hands after school will get lost in unstructured video game playing
and Web surfing. We have seen more and more adolescents with developing In-
ternet and video game addictions that occupy virtually all of their nonschool
time. Eventually, this immersion in the all-consuming world of cyberrecreation
begins to interfere with children’s general equilibrium and ability to maximize
their performance at school.

While video games and certain Internet activities may promote social func-
tioning and develop visual-motor skills, the fact that they are time-consuming
and not supervised by adults presents a special set of problems. Young people
who get lost in virtual reality do not develop the social skills necessary to func-
tion in the real world. The therapeutic mentor may engage a young person in
developing a social networking capacity. There are increasing numbers of pro-
grams that use the Internet to promote positive social interactions. These activ-
ities, however, comprise a small percentage of what is likely to occur when
young people are left to their own devices online. The future is likely to present
more opportunities for therapeutic mentors to engage an alienated young per-
son in an Internet activity that will promote social cohesion, making friends,
sharing life experiences, and building life and social skills.

A therapeutic mentor can also be helpful in exploring vocational and edu-
cational opportunities. As young people enter high school and begin to explore
their futures, a therapeutic mentor might become involved with adolescents
exploring alternatives to pure academic educational experiences. These may
take the form of exploring vocational programs or involvement in after-school
woodworking, landscaping, or pottery. The therapeutic mentors assist with the
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therapist in real-life vocational exploration by visiting and observing various
types of occupational and vocational activities. Many older adolescents may be
interested in military service also, and therapeutic mentors need to stay aware of
the interests that emerge as part of this process.

Finally, the therapeutic mentor may become involved in helping a young
person learn skills that can be described as activities of daily living, such as tak-
ing public transportation, applying for a job, or setting up a bank account.
These are more case management–style approaches and are useful with adoles-
cents who are trying to develop life skills despite the absence of natural supports
to assist them in this process.

Phases of Therapeutic Mentoring

Once a therapeutic mentor receives a referral from a therapist working in a clin-
ical hub with a specific therapeutic objective in mind, the first phase of a ther-
apeutic mentoring intervention is engagement. The therapeutic mentor must
immerse him- or herself in the child’s or adolescent’s home and school culture,
family patterns, and community. While the therapeutic mentor’s primary re-
sponsibilities lie outside of the school, the goal of the community intervention
is to strengthen an at-risk child’s overall social skills. Also, the child who has a
balanced home, school, and community activity schedule is less likely to pre-
sent problems at school.

Once the therapeutic mentor engages the child or adolescent on his or her
own turf, the next phase of the intervention is an exploration of the individual’s
interests. In this phase, the mentor explores with the child or adolescent a vari-
ety of different types of activity options to identify high-interest areas or pas-
sions. Frequently, the child or adolescent has a high level of interest in some type
of activity, yet may have low participation. In these instances, the mentor is
guided by what the child expresses as an interest area and begins to build op-
portunities, identify skills, and locate the resources needed for the child’s par-
ticipation. This is not always as easy as it sounds; the mentor’s challenge is to
find a high-interest activity in which the youth will be able to participate. High-
interest activities tend to be fun and offer the opportunity to build a strong and
healthy mind and body.

Once an activity is identified, the mentor can look into the community to
identify resources available to begin the exploration in the initial phases of intro-
ducing the child or adolescent to an activity. Once a resource is identified and
matched with an interest, the mentor is faced with the challenge of ensuring that
the child or adolescent has the skills necessary to participate in the social-recre-
ational activity. This can be accomplished through activity trials in which the
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mentor accompanies the youth to a community program and assists in any tran-
sitions into the program, acting as a supervising support system. This support
system may take the form of simply transporting and introducing the child to the
activity director, or it may require that the mentor work with the child on ways to
make friends, resist rude peers, learn to take turns, and other social skills. The
end result of this phase of engagement is that the child is enrolled and engaged in
the activity. Once this has happened, the mentor can then work to support con-
tinued participation.

The final phase of the linkage to a community resource often requires that the
mentor invite and provide a way for natural supports to participate with the
youth in the activity. This may take the form of ensuring that participation fees
are paid, enlisting an extended family member in providing transportation or be-
coming a fan of an athletic activity, or teaching the youth living skills that could
allow for independent access and ongoing participation in a healthy activity.

Building Social Skills

Therapeutic mentors, as we have mentioned, are charged with re-creating a so-
cialization process that was interfered with by some series of events that may
have occurred in the child’s home, school, or community. The problem most
frequently begins at home with a lack of involvement of predictable adults in a
child’s socialization experience. The child experiences a lack of secure attach-
ment, which then leads to a deficiency in his or her ability to use self-reflection,
contain aggression, and understand the social cues of others (Fonagy et al.
2002). A secure feeling of attachment is a must in order for a child to mentalize
and contain aggression. These two skills are the critical foundation for the de-
velopment of future social skills necessary to participate in both school and
community activities. The teaching of these skills in a natural setting is a paren-
tal function. If the family is unable to provide these opportunities and no one
else fills the role, then the child develops without the social skills necessary to
participate in the range of activities necessary to prepare him or her to attend
school and succeed academically and socially.

The normal developmental life cycle offers many opportunities for children
to learn basic social skills. When these skills are not learned, there is an additive
effect that often results in behavioral disturbances that most frequently become
enacted at school. When a child or adolescent does not possess these skills, his or
her behavior at school quickly reflects this unfortunate fact. School problems
evolve and grow worse, since school is the key place in which social skills are
practiced and reinforced. However, most schools are not equipped to teach chil-
dren the fundamental building blocks they need to learn.
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Social skills development also requires the active presence of positive role
models to imitate. Social skills are learned when children witness adults behave
in ways that illustrate the social skills necessary to accomplish life tasks. Many
children and adolescents live in homes where role models are unavailable or
dysfunctional (such as homes without biological fathers) and rely solely on a va-
riety of role models that are not consistently positive, contributing to the devel-
opment of symptomatic behavior rather than the development of social skills.
The presence of positive role models is a necessary element in developing social
skills. The clinical introduction of the therapeutic mentor is an attempt to re-
establish some basic skills for a child whose behavior has been negatively im-
pacted because of having either destructive or absent role models.

This situation is further complicated in the modern digital era, in which chil-
dren and adolescents are exposed to a myriad of nonhuman images masquerad-
ing as role models. The clearest example of adolescents seeking attachment at all
costs is their vulnerability to being recruited into criminal gangs or into drug
dealing and use. The developing child or adolescent is exposed to models of gen-
der interaction and adult living that involve self-destructive and coercive ways of
behaving in social situations. Without positive role models, neither boys nor girls
know how they are supposed to act in social settings. This will become a primary
engine for the escalation of violence at school.

It is difficult for a child to develop social skills when he or she lives in a home
that is not safe and is regularly exposed to overstimulation or toxic influences
within the family or the community. Regardless of their social and economic
level, children may live in families with absent parents, due to a number of fac-
tors, ranging from incarceration to overinvolvement in business or work. Re-
gardless of why the adult is absent, the child experiences the same void, and thus
does not develop the necessary fundamental social skills required to succeed at
school. The child may also live in a home where parents are aggressive and fre-
quently argue, creating an unsafe home environment. This also sets a tone that
infiltrates the way the child understands and learns how to behave in social sit-
uations. When role models are aggressive with one another, it is quite natural for
a child to reflect that behavior at school.

All social skills require that the child be able to respond to limits and bound-
aries. Playing on a team demands that a child be able to wait his or her turn, lis-
ten to the coach, or share the basketball and to respond to limits and bound-
aries. When limits and boundaries are not consistently built and reinforced at
home, this creates an immediate clash at school. If the child lives in a home
where limits are inconsistent and boundaries are fluid or nonexistent, he or she
may have difficulty transitioning to a school where limits and boundaries are
clearly defined and enforced by adult teachers. School conflict is a frequent be-
havioral eruption that results from providing mixed signals to children.
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Finally, children build social skills when they are rewarded for behaving in a
way that reflects the acquisition of that skill. Children need to be validated and
feel valuable when they participate gracefully in activities and demonstrate their
social skills. A child needs to be praised and rewarded after using manners at
home; this is a process that validates the child’s use of that skill. Without this val-
idation of social values, the child is not motivated to use these skills in other set-
tings and is at increased risk of displaying a lack of these skills at school and in
the community. Academic success is often rewarded by stickers and other tan-
gible tokens of success. Social skills need to be included in this reward system.

There are a wide range of social skills needed for children and adolescents to
be successful in a variety of settings, especially school. Table 8–2 illustrates some
of the basic social skill sets that must be mastered at different developmental
stages. Once the basic elements of social skills are developed, the door to build-
ing specific skills is opened in real time, reinforced by supervised practice in the

TABLE 8–2. Developmental social skill sets

Developmental stage Social skill sets

Early childhood Separating from parents
Sharing
Playing with others
Making friends
Accepting limits
Self-organization
Listening to others

Middle and junior high school Fitting in with peer groups
Reading social cues
Managing conflicts
Being sensitive to others
Communicating well with peers
Dealing with worries about popularity and 

personal appearance

High school and college Avoiding self-destructive habits and 
activities

Joining unsupervised after-school activities
Demonstrating good work habits
Managing time and money
Driving safely
Dating safely
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community with the mentor. Specifically, children will begin to learn how to
choose good friends, to behave appropriately, to accept being themselves and fit-
ting in, to handle popularity, to deal with embarrassment, to cope with injustice,
to display empathy, and to show respect. All social skills begin with the youth be-
ing able to exert self-control. The child or adolescent must be able to trust that
adult role models will be reliable sources of guidance. This trust in adult men-
tors needs to be transferred to adults at school or in other community settings.
Self-control helps young people to avoid conflicts with authority that can play
out at school and spill over into the community—and often, regrettably, can re-
sult in removal of the child from his or her home, school, or community.

Conclusion

The use of a therapeutic mentor to activate community resources is a process
that is likely to become an increasing part of interventions targeted to compli-
cated problems such as violence; however, this approach is not yet available in
all states. As the wraparound models have demonstrated in psychotherapy, the
coordination of care is a critical element in addressing the complicated problem
of violence. Therapeutic mentoring as described in this chapter is a Medicaid
service that would apply primarily to children who live under the poverty level.
These same skills are applicable in suburban homes, but these children are un-
likely to be part of a Medicaid program. Suburban children who exhibit the
need for this service will likely be referred to courts, which then may remove
custody from the family and place it with the state agency. Frequently, this is
done in order to have the young person receive Medicaid as a ward of the state
and thus be able to access Medicaid services, such as therapeutic mentoring. In
any event, therapeutic mentoring as a process is a treatment intervention that
can be adapted to meet the needs of both urban and suburban problems, re-
gardless of socioeconomic status.

Therapeutic mentoring can be an extremely valuable tool in coping with
school violence. Interventions in school violence will require an increasing
number of new and creative approaches to keep up with the evolving face of
school violence. Therapeutic mentors exemplify a new practice pattern that may
become a regular part of the MHP’s strategies for intervening in complex school
violence cases. This intervention strategy illustrates the interconnection of the
home, school, and community. Strategies like this are what is needed to replace
the walls of residential care. Only the most needy and out-of-control children
and adolescents need residential care. All options in the community should be
exhausted before uprooting children or adolescents and placing them in super-
vised community residential programs.
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KEY CLINICAL CONCEPTS

• Therapeutic mentoring is a specialized program that offers a con-
crete way to reach into the community and teach social skills to
youth exhibiting school violence problems.

• Therapeutic mentoring is a service offered as a statewide initiative
in Massachusetts and exemplifies emerging new strategies for re-
ducing school violence.

• Traditional mentoring is the use of an older companion who fills in
for an adult role model. Therapeutic mentoring is a specialized ap-
plication of a mentor and therapist who work to build social skills.

• Mentoring has been used in many contexts, including adult profes-
sional role models for teachers and doctors. Businesses also can
provide adult mentors to schoolchildren for specific skill enhance-
ments such as reading and math.

• Mentoring is especially important as an antidote to peer rejection,
especially in African American youth.

• Wraparound systems of care offer the multitiered intervention
structures needed to effectively intervene in school violence.

• In this model of therapeutic mentoring, the mentor works with a
psychotherapist just as a physical therapist works with a physi-
cian, identifying strengths and weaknesses and teaching skills.

• The MHP is the coordinator of therapeutic mentoring interventions
and is responsible for designing and supervising these interventions.
These are medically necessary services reimbursed by Medicaid,
not a general child welfare program.

• Therapeutic mentoring is not just playing sports or enjoying other
activities; its goal is to teach the skills necessary to continue par-
ticipating in healthy community alternatives to violence.

• Therapeutic mentoring requires weekly consultations between the
treating therapist and the mentor. In addition, the mentor receives
independent supervision from an MHP who oversees the planning
of strategies to engage youth and teach social skills.

• Therapeutic mentors are natural leaders and teachers of skills,
not highly trained MHPs—hence the need for close supervision by
an experienced MHP.

• Therapeutic mentors use role-playing, structured activities
matched to developmental level, exploration of interest, and re-
source research and development.
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• Therapeutic mentors can work collaboratively with existing school
mentoring or mediation programs.

• Mentors teach communication skills by modeling them in real-life
community settings.

• Mentors are active participants in care planning meetings.

• Mentoring is a strengths-based exploration of a youth’s interests.

• Mentors work with teens to help them develop ways to resist peer
pressure to engage in self-destructive behaviors.

• Mentors work to involve extended family and other natural sup-
ports in the development of a community activity based on the
child’s identified interest.

• Therapeutic mentors are very actively engaged in athletic pro-
grams and try whenever an interest or skill exists to connect the
youth to organized sports, beginning with YMCA and Boys and
Girls Clubs.

• Mentors can be used to break Internet addiction, explore voca-
tional possibilities, and teach life skills.

• The first step in mentoring is engagement; there must be a con-
nection before any work can proceed on a mentoring goal.

• The second step in therapeutic mentoring is interest exploration—
finding a high-interest activity. And finally, the mentor must locate
community resources that will allow for real-life practice of social
skills.

• School is where children will display their lack of social skills.
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9

Role of Medical Leadership
 in Unlocking Resources to 
Address School Violence

AS we have emphasized, school violence problems are not simple interven-
tions. When aggression spills into the school and classrooms, the causes and so-
lutions generally require a complex treatment strategy. The psychiatrist is often
in the unique position of determining medical necessity or documenting eligi-
bility for services or benefits. In this role, the medical professional is charged
with opening the doors to resources that will fund the services needed to ad-
dress the school violence problem. In this medical leadership role, the psychia-
trist guides the plan even if the psychiatrist’s direct care role is an otherwise
relatively small part of the plan. Social workers in the school and community
are likely to be the most hands-on parts of the plan; their job is made easier
when the medical professional takes a leadership role in creating intervention
designs and unlocking resources. This model stresses the value of the medical
leadership in identifying the key dimensions needing services. By contrast,
wraparound models take a different view of intervention leadership and place
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the “voice of the family” as the guiding element of the system of care. In fact,
the wraparound process is fundamentally defined not as therapy, but rather as
a coordinated care process.

The wraparound process is distinctly different from services such as therapy
and medication management, which are defined by medical necessity. There is
an emerging trend in states to include more community-based services under
Medicaid services, as described in Chapter 8, “Activating Community Resources
Through Therapeutic Mentoring.” The wraparound system of care (Downes and
Austin 2004; Oliver et al. 1998) is being used as a state template for remedies by
Medicaid in court decisions.1 The mental health professional (MHP) is well ad-
vised to understand the system of care that exists in the community and to adjust
his or her perspective according to local guidelines.

The use of medically necessary interventions requires medical authorization
by a practitioner and can be an excellent point from which to exercise medical
leadership in designing a school violence intervention. When children experi-
ence emotional disturbances, their behavior will be seen at school. This behavior
needs to be assessed and understood, with an analysis of the factors leading to the
symptoms and diagnosis. Because the intervention is medical, medical leader-
ship is the key to effective interventions targeting the complex underlying dy-
namics fueling school violence problems.

The approach outlined in this chapter places the responsibility for interven-
tion leadership in the hands of the MHP and strongly encourages medical pro-
fessionals to take more active leadership roles in school violence interventions.
The focus is on helping the MHP understand how disability and entitlement
benefits work in the United States, who is eligible, and what is needed to docu-
ment eligibility and need. In addition, we have included an outline of the private
and public options for health and disability insurance in the clinical formula-
tion process. In many ways, these funding elements form the skeleton of a
school violence intervention. The benefits will vary greatly in state programs
that work with federal programs, but certain federal guidelines will be imposed
on any state that receives federal reimbursement. MHPs must understand how
these programs work in their own states. MHPs in other countries, even those
who are natural helpers in remote rural areas, likewise need to learn how to ac-

1See Rosie D. v Romney (2006; www.Rosied.org), a Massachusetts federal case brought
against the state’s Medicaid program by parents of children in residential placement
who believed that availability of in-home services could have prevented the need for the
children’s out-of-home placement. Rosie D. v Romney is one of a string of what are
referred to as EPSDT (Early Periodic Screening, Diagnosis, and Treatment) cases. State
Medicaid programs are being sued for failing to provide EPSDT services to Medicaid
children younger than 21 years.

www.Rosied.org
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cess available benefits and services. Regardless of country, the MHP’s role is to
understand how to gather the resources necessary to assist a family in coping
with child aggression that leaks into school.

The approach used in this book parallels the biopsychosocial approach of
DSM-IV-TR (American Psychiatric Association 2000) in its recognition of the
multiple layers of factors contributing to mental illness and, in this specific con-
text, how a mental impairment may be interwoven into a complex problem
acted out at school. These interacting levels of needs in a young person’s life can
be viewed as the main engine for the propulsion of school violence. This model
expands the contributing factors described in DSM-IV-TR to include uncon-
scious power dynamics, social roles at school, the interfacing of multiple sys-
tems, the role of special risk factors, and the value of family empowerment and
building on strengths in the home, school, and community. The psychiatrist is
challenged in this model to create a comprehensive intervention map. Medical
leadership requires that the psychiatrist move beyond the simple prescription of
medicine. School violence is a complex problem that likewise requires a multi-
layered solution.

School violence interventions need to begin with recognition of the destruc-
tive potential of interdisciplinary power struggles that ultimately do the child
and family no good. Medical leadership cannot be authoritarian, as in a physi-
cian’s written order to other members of a health care team. Medical leadership
begins by identifying power struggles that exist or are likely to form as an inter-
vention is planned, dissolving these power struggles, and functioning as a work
group leader, regardless of one’s role in the overall treatment team. Bion (1970)
described the concept of “Negative K” (discussed further in Chapter 5, “Bully-
ing Is a Process, Not a Person”) as group conflict that is supported by ineffective
leadership when there is no valued uniting group theme. We have seen this hap-
pen in interventions when social workers hate the physician or when teachers
resist any help from the outside. Such conflicts can be seen as an impediment to
designing and implementing an intervention. An effective leader is one who
encourages clear boundaries, opens lines of communication, and is mindful of
the shifting variables in treatment. This is a work group mentality in a multiple-
dimension intervention.

Often, this intervention planning process is interrupted by a lack of resources
to accomplish the support needed to solve a multifaceted problem. From a diag-
nostic point of view, the principle here is to “follow the money”—that is, find out
how a family survives and what will be needed for services. This will create a need
for the MHP to be aware of the avenues to open doors to recommended services.
This understanding strikes at the heart of Maslow’s hierarchy of needs (Maslow
1971), applying it to the ugly realities of modern social pressures. When a poor
family struggles without normal social support, everybody knows what is
needed, but sees no way to make it happen. This is where medical leadership can
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team up with other disciplines to search for resources. Medical professionals
such as physicians, physician assistants, nurse practitioners, and licensed psy-
chologists can provide medical documentation in disability cases. Often, for
instance, medical signatures are needed to obtain or activate transportation or a
referral for early childhood care. Documenting medical need is the key to sup-
porting interventions in both the private and public sector. Medical necessity is
the driving force behind behavioral health services funded by Medicaid or pri-
vate insurance. Even in countries with socialized systems, the key component
driving access to services is still medical necessity.

Understanding medical documentation of disability is of equal value for
disadvantaged families and nondisadvantaged families with a disabled child.
Both would require that the medical professional or licensed psychologist doc-
ument medical evidence of the disability. For example, working parents of an
autistic child who is having school problems will benefit from Supplemental
Security Income (SSI), which will open the door to Medicaid for the disabled
child. This step could greatly reduce the pressure on the family, highlighting re-
sources that could be applied in the school and community. The types of com-
munity services funded by Medicaid typically are not covered in private insur-
ance plans. Medical leaders need a working understanding of how services are
funded in the area in which they work and for the population they serve.

Frequently, MHPs view forms for documenting medical need as an annoy-
ance and a clerical unfunded mandate of providing treatment. It is easy to let
these forms and applications pile up on a desk or in a mail slot, but dealing with
this paperwork is a critical part of school violence interventions. Much of what
results in school violence can be easily traced back to factors in the home and
community. The treatment of violence requires the activating of resources as
part of the coordinated treatment plan. Clinical recommendations for school
violence need to have follow-through and will challenge the treatment team to
produce the information needed to access the service. A thorough school vio-
lence evaluation needs to explore all avenues for accessing services. The MHP
needs to know what is available for resources and then must ask what steps have
been taken to access those services. It is of no value to make a diagnosis, identify
the underlying need, and then just leave the task of finding and accessing ser-
vices for someone else to handle. A medical leader will ensure that everything
possible is being done to help the child and family; this is best done by example.
When the medical leader is the first to complete a necessary form or perform an
evaluation, then the team is energized by the medical presence. This style of
medical leadership builds buy-in from all members of the treatment team as
well as from the family of the high-risk or at-risk child.

The general types of resources we describe here will vary according to the
practitioner’s location; however, this outline will help create a template that can



Role of Medical Leadership in Unlocking Resources 237

be used in a variety of situations. Whereas this chapter focuses on resources in the
United States, the basic principles of funding services are the same anywhere, al-
though the pathways to accessing them vary considerably. In the United States,
many services are federally funded but are directed by “state plans,” which are
formal documents that define eligibility, service content, and methodology.
Other services are strictly local, such as summer jobs, camps, recreation, sports,
and outdoor activities.

The following case example illustrates how an entitlement benefit, early
childhood services, disability, and special education can be used to help resolve
a school violence problem. The medical professional initiates the process by ad-
dressing basic survival needs as part of solving a school violence problem, and
then exerts pressure on the community to provide assistance. The MHP did not
just prescribe and run; she stayed with the problem, made referrals, completed
medical documentation, and offered medical input to two special needs pro-
grams as well as several early childhood intervention services.

Case Example: Zeke, a Boy From 
a Disturbed Family Helped by 
Coordinated Entitlements
Zeke was a 9-year-old white male attending a rural industrialized elementary
school. Zeke was expelled for stabbing a teacher with a pencil and was referred
to a psychiatric nurse practitioner in a group practice. Zeke’s family had very re-
cently been evicted from their home; they were living in a family shelter and
were on a waiting list for permanent housing. Zeke was not covered by insur-
ance, as his mother had just lost her job as a fast food worker. Zeke was the oldest
of three children. His younger brother (4 years old) suffered from some type of
global cognitive deficit, and his younger sister (2 years old) had a history of se-
vere tantrums and had been asked to leave several family day care centers she
had attended while their mother was working. Zeke presented as a bright, active,
but easily frustrated child. His mother was exhausted from the multiple de-
mands of caring for three difficult children while living in a temporary shelter,
and she felt demoralized because she was unable to find employment. She was
proud and did not want to take “welfare” and was attempting to survive on un-
employment benefits. She had always worked and had never been unemployed
for more than 3 months. Zeke’s mother had been out of work for 18 months this
time, however, and eventually admitted that she was drinking too much, staying
in bed all day, and overwhelmed by her own feelings of failure. She reported that
she had a history of mental health issues as an adolescent and was hoping that
she could avoid treatment as an adult. She clearly was seriously depressed and
unable to work, but too proud to admit it.

The nurse practitioner completed the evaluation and began Zeke on Adder-
all. The nurse practitioner recognized the complexity of the case and the need to
stabilize basic resources as a necessary step in treating Zeke’s aggressive outburst
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at school. Also, she understood the landscape and was influential in making the
appropriate referrals and documenting the medical needs for a wide spectrum
of services. Zeke’s mother was eligible for Social Security Disability Insurance
(SSDI) benefits because she had been working for most of her life. The nurse
practitioner referred the family to the local community action agency, which
helped Zeke’s mother apply for SSDI and receive temporary Medicaid and
short-term disability assistance with cash benefits and food stamps.

The community action agency also used Medicaid to refer the family for in-
home support services as well as Women, Infants, and Children (WIC) nutrition
program benefits, and a special education referral was made for Zeke’s brother. An
early intervention program with parent supports was obtained for the younger
sister. Zeke’s mother was free to fully cooperate with the school and the mental
health clinic, which constructed a plan to increase support for Zeke at school, offer
rewards, and present to him new and challenging courses in science. Zeke re-
sponded well to the stimulant trial. His mother received SSDI benefits and began
retraining for a position in medical records management at a local community
college. She eventually recovered from her depression with the help of a brief cog-
nitive-behavioral group and medication. Zeke was accepted into a charter school
that specialized in science and technology courses. Zeke’s brother began attending
an early childhood program, and his mother worked with the local autism support
group. Zeke’s youngest sister eventually responded to the parent and child groups;
the mother learned new ways to control her daughter’s temper outbursts. Zeke’s
mother eventually received Section 8 housing and found a four-bedroom apart-
ment she could afford.

This case illustrates how to use entitlements that followed the family by vir-
tue of income. There are also cases in which an odd health disparity exists, such
as an upper-income family with private insurance that cannot access commu-
nity services funded by Medicaid:

Case Example: Lauren, a High School 
Student From an Affluent Family Who 
Needs Medicaid Help
Lauren was a 15-year-old female in ninth grade from an upper-income, intact
African American family. Her younger brother was very athletic and academi-
cally at the top of his class. Lauren, however, was failing despite displaying
above-average potential, as evidenced by her junior high and elementary school
achievement. When Lauren entered high school, she abruptly stopped achieving
and started fighting at school, abusing prescription medication, and engaging
in high-risk dating behavior. She ran away from home and was missing and un-
supervised for 3 full days. After several failures in recovery homes and inpatient
programs funded by private insurance, Lauren was out of school, prostituting,
and engaging in petty larceny.

Lauren required detoxification, an integrated substance abuse program,
and community-based services not available to her family. The MHP quickly
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understood the limitations of benefits and enlisted a clinic psychiatrist and psy-
chologist in applying for disability, which would carry with it Medicaid. With-
out Medicaid, Lauren would not be eligible for many substance abuse services.
The disability process was facilitated with a quick written and follow-up conver-
sation with SSI reviewers. Eventually, Lauren was accepted into a Medicaid-
funded methadone program with supportive intensive outpatient services that
included educational tutoring. She stabilized on methadone, continued in sub-
stance abuse counseling, and returned to school. Lauren was able to complete
high school and subsequently enrolled in a community college. She detoxified
gradually from methadone after community college and began working as a
substance abuse counselor.

In Lauren’s case, the activation of Medicaid opened the door to long-term
methadone maintenance treatment that included transportation to and from
medical providers.

Entitlement or Benefit?

The first major distinction in assessing resources is to differentiate an entitle-
ment from a benefit. A benefit is a private option that a parent will purchase or
receive as part of employment benefits. Private health and disability plans are
example of benefits. An entitlement, by contrast, is driven by income and assets.
An entitlement is typically defined at a federal level and then applied in different
ways from state to state. Entitlements create a certain group based on income or
other group characteristics, such as Native Americans. A person is either entitled
or not, based on hard characteristics and numbers. Once the person is eligible
for the entitlement, then the state offers all those entitled the same benefits.

This distinction is not as simple as poor versus affluent. A child may be eli-
gible for disability and receive SSI even if the parents do not qualify. School vio-
lence problems often require services best accessed through Medicaid; private
insurance plans often do not offer families the services they need beyond med-
ical care and some limited specialty behavioral health services.

Some states take alternative routes to qualify a child for specialized services
as part of solving a school violence problem. Two examples of these alternative
routes are 1) use of special education laws in public education (special educa-
tion does not apply to private schools; see “Special Education” section later in
this chapter) in public education, and 2) use of the juvenile court in status of-
fenses. In both instances, children can qualify for services based on federal cri-
teria. Any public school student, regardless of family income, is eligible for spe-
cial education, which could offer school support services for academics as well
as behavioral problems, such as school violence.
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Child in Need of Services (CHINS) or Person in Need of Supervision (PINS)
is a juvenile court procedure in which a court can intervene when a child com-
mits a status offense such as running away, truancy, and oppositionalism.2 All of
these offenses are based on being a minor child who acts out beyond a parent’s
or caretaker’s control. Many states have statutes to cover this type of problem,
but others do not. If the MHP’s state does have such a law, then this may be a re-
source to improve safety for an unruly adolescent, as well as to have the state
provide Medicaid and partial guardianship. There is no income or asset require-
ments for CHINS or PINS; any parent or school in a state with this statute can
make a referral to the juvenile court. If the judge finds the child in need of ser-
vices, then the state can step in; usually this will include Medicaid and other
state services connected to the child welfare system. Simply living in the state
would entitle a family to access this resource.

There is a fair amount of diagnostic information involved in discovering the
way benefits and entitlements can be used. Many people are too proud, or their
doctors are too busy, to put all the pieces together to obtain a benefit or entitle-
ment. Not all entitlements are welfare; some derive from geography. Citizens in
certain areas are eligible for or entitled to certain benefits simply because of
where they live. Education is a very good example. All citizens are entitled to a
public education. All public school students are guaranteed, regardless of in-
come, an accommodation plan to facilitate learning. Transportation is an enti-
tlement for public education outside of certain distances set by the city or town.
Certain recreational activities are open to all citizens at public facilities for little
or no charge.

Resources can be grouped using Maslow’s pyramid (Maslow 1943, 1971).
The first two levels involve basic survival; this includes cash, food, and shelter.
These resources are usually provided by a family who works and takes care of its
basic needs. If a family is unemployed, disabled, or homeless, the children will
have trouble adjusting to school. School adjustment problems cannot be effec-
tively addressed if basic survival needs are not being met. It is here that interven-
tion begins; the MHP needs to determine how the family survives economically,
or “follow the money.” When working in disadvantaged areas, this problem can
halt an intervention in its tracks. The question is, what can be done to secure a life
that guarantees basic survival needs? If the family is economically secure, then
the question shifts to whether the parents are substituting money for time, affec-
tion, nurturance, and direction. This is a factor that the MHP needs to assess and
include as either a strength or a weakness.

2For a perspective on CHINS, MHPs should check their local state provisions. A
description of the CHINS process in Massachusetts is provided at www.clcm.org/
chins.htm.

www.clcm.org/chins.htm
www.clcm.org/chins.htm
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Disability
The medical professional is a necessary element in the documentation of dis-
ability for a mental impairment. This becomes an important ingredient when
facing school violence problems. Medical leadership can step up using this ap-
proach and contribute directly to stabilizing the out-of-balance forces at home
or in the community. Financial instability or occupational preoccupation of the
parent or guardian can deprive a child of the necessary adult involvement to
prevent aggression from leaking into the school.

In the United States, disability can be public or private, for the young or old,
job connected or not, and physical, mental, or both. Many parents and youth
may be eligible for disability benefits to address the complicated behavioral
health problems that often underlie school violence. There is no distinction be-
tween physical and mental disabilities; both are powerful designations of dis-
ability protected under Section 504 of the 1973 Rehabilitation Act. The chal-
lenge in either case is to establish a person’s eligibility and then to document the
existence of a disability, which, again, is often the domain of a medical profes-
sional or a licensed psychologist.

The process of documenting a mental impairment has two parts: first, the
MHP must establish the existence of the disabling condition (U.S. Social Security
Administration 2008a, 2008b), and second, he or she must determine the indi-
vidual’s residual functional capacity (RFC; U.S. Social Security Administration
2008c). For establishing that a mental impairment exists, psychological testing is
considered medical evidence, as are the reports sent to MHPs as a course of med-
ical determination. There must also be evidence that the mental impairment is
preventing the person from functioning in a work setting of any type. For chil-
dren, the evidence needs to demonstrate that the child has been unable to func-
tion at school or in the community for at least 1 year because of a mental impair-
ment. Tables 9–1 and 9–2 list the conditions that qualify as mental impairments
for the purpose of determining disability in adults and children, respectively.

The two major divisions in disability are public and private. Most people
pay into Social Security through payroll taxes. To qualify for Social Security Dis-
ability Insurance (SSDI) benefits, a person must have worked both long enough
and recently enough (for a summary of eligibility requirements, see U.S. Social
Security Administration 2011). If a person has not been working at that level, he
or she is eligible for Supplemental Security Income (SSI), which is more con-
nected to a federal and state match. The major differences in these two pro-
grams involve income and eligibility, as well as residency and asset ownership.
SSDI is income-sensitive and not asset-sensitive. Also, with SSDI, a window is
provided, allowing a person to be on disability and still work up to a certain
level. The MHP should advise clients to obtain information relevant to their
case from their local Social Security Administration office. Under SSDI, the dis-
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TABLE 9–1. Disability evaluation under Social Security: adult 
mental disorders

Limitations on work that have lasted or are expected to last for a continuous 
period of at least 12 months

12.02 Organic mental disorders

12.03 Schizophrenic, paranoid and other psychotic disorders

12.04 Affective disorders

12.05 Mental retardation

12.06 Anxiety-related disorders

12.07 Somatoform disorders

12.08 Personality disorders

12.09 Substance addiction disorders

12.10 Autistic disorder and other pervasive developmental disorders

Source. U.S. Social Security Administration 2008a.

TABLE 9–2. Disability evaluation under Social Security: childhood 
mental disorders

Limitations that have lasted or are expected to last for a continuous period 
of at least 12 months

112.02 Organic mental disorders

112.03 Schizophrenic, delusional (paranoid), schizoaffective, and other 
psychotic disorders

112.04 Mood disorders

112.05 Mental retardation

112.06 Anxiety disorders

112.07 Somatoform, eating, and tic disorders

112.08 Personality disorders

112.09 Psychoactive substance dependence disorders

112.10 Autistic disorder and other pervasive developmental disorders

112.11 Attention-deficit/hyperactivity disorder

112.12 Developmental and emotional disorders of newborn and younger 
infants (birth to attainment of age 1)

Source. U.S. Social Security Administration 2008b.
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abled person becomes eligible first for Medicare A and eventually for B and D.
By contrast, SSI is an entitlement that is correlated to assets, income, and resi-
dency. SSI clients often become eligible for Medicaid. Once an asset surfaces,
however, the entitlement stops. On SSDI, asset acquisition is allowed and does
not mean the benefit has to stop. Also, SSDI clients can live anywhere; they are
not bound to the state, as are individuals receiving SSI entitlements. SSDI clients
may also receive dependents benefits. If a caregiver is disabled and on SSDI, his
or her dependent children are entitled to a monthly cash benefit.

Some individuals may be covered by a private disability plan. This is com-
mon in municipalities and state governments. Private plans basically set their
own protocols for determining eligibility and RFC, guided by state and federal
rules. Veterans also are eligible for a variety of benefits based on status and ser-
vice record. Combat veterans have access to disability that does not conflict with
private insurance benefits but does affect entitlements.

When approaching a school violence case to screen for whether disability
would be useful or appropriate, the medical leader should ask and find answers
to the following four crucial questions:

1. Is there financial stress due to unemployment; has the caregiver been un-
able to work?

2. Is there a seriously disabled child who would independently qualify for SSI
entitlement?

3. Is there a mental impairment interfering with a caregiver’s ability to work?
4. Is there a source that will fund the services needed to prevent the child’s ag-

gression at school?

Often, the major reason to seek disability for a child is to obtain Medicaid. In ad-
dition, the problem of school violence is intensified by the financial stress experi-
enced by caretakers. This situation is recognized in the Axis IV dimension (Psycho-
social and Environmental Problems) of DSM-IV-TR. It is important to emphasize
that the medical leader will typically not be the one helping the client fill out forms
or accompanying the client to the Social Security or welfare office. Rather, it is the
medical professional—who will be required to endorse the documentation of the
mental impairment and the RFC. MHPs can obtain information and suggest that
clients or case managers apply for disability online (at www.ssa.gov/disability).

RFC is a critical component of documenting a disability claim. MHPs are
encouraged to follow available guidelines (U.S. Social Security Administration
2008c). The basic element of this analysis is establishing the ability to perform “sub-
stantial gainful activity” (SGA). This assessment documents the disability’s impact
on work-related abilities. Step 1 is establishing that there is a disabling condition;
step 2 is to document its impact on SGA. The Social Security Administration stan-

www.ssa.gov/disability
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dard for RFC is “consideration of the ability to understand, to carry out and re-
member instructions and to respond appropriately to supervision, coworkers, and
customary work pressures in a work setting.” Mental impairments almost always
interfere with a person’s ability to function at work or (for children) at school.

Children are also eligible for disability through Social Security if they meet
eligibility criteria regarding income and resources. Children of parents who re-
ceive SSDI are also eligible for dependents cash assistance until the age of 18
years. If a child is disabled, he or she can apply separately from the parent for
SSI, but the Social Security Administration will first need to determine whether
the child is eligible under the formulas used to determine eligibility; the second
component is the medical documentation, which is similar to an adult’s process.
Children of working families may qualify for the Children’s Health Insurance
Program (CHIP; see www.insurekidsnow.gov), which is designed for families
who cannot afford commercial private health insurance.

There is also a type of disability related to a workplace accident that becomes
compounded by depression. A common scenario in many families begins with
the primary breadwinner becoming injured and disabled after years or decades of
employment. Depression often sets in, but is not recognized as a factor in the dis-
ability documentation. Parents may be struggling needlessly because their mental
impairments have not been adequately diagnosed and documented. This can
contribute to the breakdown of parental support, diluting the positive signals sent
to the child from the home about behavior at school. Because of the many vari-
ables, the MHP needs to understand the conditions that can be considered when
applying for disability. This can build the treatment alliance as well as decrease the
financial pressures on the family. Many parents can be helped to become stronger
themselves in order to help contain their child’s aggression or diminish their like-
lihood of their child’s becoming a victim at school.

Anybody who has been employed and pays Federal Insurance Contributions
Act (FICA) tax will also have unemployment benefits and workers’ compensa-
tion insurance. In addition, many states offer short-term disability support. This
is often used to assist substance abusers who have been released from treatment
programs or detoxification centers. Each state offers different programs, and
some may not offer this benefit at all, as the Social Security Administration has
removed substance abuse from the list of impairments qualifying for a disability.
States can use Medicaid to assist eligible individuals for short periods of time.
Typically, however, this is a limited benefit and will be combined with cash sup-
plements and/or food stamps.

Medicaid
A valuable and often underused tool in addressing school violence is Medicaid.
There is a strange health care disparity in this area. Many private health plans

www.insurekidsnow.gov
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have mandatory coverage for behavioral health but offer few to none of the spe-
cialized services available under Medicaid. If the family happens to be privi-
leged, they can simply write a check, presuming that such services are available.
Ironically, for the working class, especially for those of lower socioeconomic
status (SES), there are fewer intervention options than if the family were home-
less and on Medicaid. Many school violence problems stem from the disadvan-
taged populations covered by Medicaid. When school violence erupts in either
a high- or lower-SES family, there are fewer options available through health in-
surance. If the school violence issues increase, insurance fades as a primary re-
source and either the child welfare or the juvenile justice system will move in to
manage the child’s or adolescent’s out-of-control behavior erupting at school.

Medicaid varies greatly across the United States. Each state must create a
state plan that defines the relationship between the state and federal Medicaid
services managed through the Centers for Medicare and Medicaid Services (see
www.cms.gov). There are two types of Medicaid plans: the clinic option and the
rehabilitation option. The clinic option limits the state to nonresidential op-
tions for solving behavioral health. In other words, there is no payment for over-
night stays under this state plan option. The rehabilitation option does pay for
overnight stays and relies on the residential or milieu treatment options.

Most states in the United States have the clinic option. Under the clinic op-
tion, the state creates an entitled pool based on income; this formula is used to
determine eligibility. This is purely about income, immigration status, and ex-
penses. Once the state determines this population, then all are entitled equally to
use certain benefits at a certain rate with certain providers. Waivers exist to allow
states to have managed care of this public option, such as in the case of Value Op-
tions (see www.valueoptions.com), a managed care organization that specializes
in managing Medicaid. Otherwise, the state has to play by the federal rules. The
Medicaid provisions (Title XIX) of the Social Security Act (see www.ssa.gov/
OP_Home/ssact/title19/1900.htm) govern the rules of how a state offers services
and to whom. The state shares the expense of the Medicaid disbursement pro-
portionately with the federal government. It is critical for MHPs to be familiar
with how Medicaid operates in the areas in which they practice.

Medicaid’s child health component, the Early Periodic Screening, Diagnosis,
and Treatment (EPSDT) program, requires that children in Medicaid have regular
well-child examinations and that Medicaid children age 21 years or younger be
screened for health and mental health problems according to the standards estab-
lished by the American Academy of Pediatrics. (The Robert Wood Johnson Foun-
dation [Smith 2005] provides an excellent briefing on EPSDT.) This mandate is a
very powerful tool in the hands of a medical leader. A child’s physical and mental
health needs must be documented and have medical backup to drive services; this
is where medical leadership can lead to change in violent youth and their victims.
It is rare that a student who is violent and is on Medicaid will not have some iden-

www.cms.gov
www.valueoptions.com
www.ssa.gov/OP_Home/ssact/title19/1900.htm
www.ssa.gov/OP_Home/ssact/title19/1900.htm
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tifiable emotional disturbance. This is clearly a mandate of Medicaid law, yet there
exists no such mandate for working-class or upper-income families. It is up to the
parents and school to come up with solutions, since they cannot rely on private in-
surance. Therefore, these families will naturally rely more on services from public
schools than on health insurance for specialized interventions. In extreme cases of
school violence or truancy, the family may be forced to use the family court, pro-
bation, child welfare, or juvenile justice systems. Knowledge of how services are
funded can equip the MHP with the perspective required to understand and re-
spond to the needs of the case.

The experienced medical leader uses Medicaid to its fullest extent to address
underlying causes of school violence. In order to apply Medicaid in situations of
school violence, medical necessity needs to be established. The child’s problem is
translated from a socially deviant act at school into a medical condition such as
oppositional defiant disorder (ODD), posttraumatic stress disorder (PTSD), or
attention-deficit/hyperactivity disorder (ADHD). When root problems are ad-
dressed in this fashion, then Medicaid can be used (for poor children age 21 years
and younger) under the protective umbrella of EPSDT to screen, prevent, and
treat serious emotional disturbances. The MHP needs to be able to translate psy-
chopathological problems such as behavior disturbances, truancy, and hyperac-
tivity into medical symptoms of a diagnosable condition requiring medically su-
pervised treatment. The medical leader can significantly improve the intervention
with involvement at this basic-needs level. It is the senior medical professional’s
responsibility and duty to ensure that all bases are covered in responding to youth
violence in a school context. Accessing Medicaid opens many doors, and the med-
ical leader has the key. This is an excellent position from which to generate con-
structive action plans with multiple agencies and the child, family, and school.

Early Childhood Programs
Early childhood enrichment is a key ingredient for creating a successful student.
(The National Education Association offers an excellent overview of the benefits
of early enrichment in economic terms; see www.nea.org/home/18226.htm.)
Early enrichment is the beginning of a prevention process that could reap re-
wards throughout the educational cycle. Early childhood programs are often the
first place that a new parent interacts with the child’s ecological system. Prior to
this point, children may have been the sole focus of attention from their imme-
diate family members, and now they have to transition to being one of many stu-
dents in a larger system. They begin to build the social skills that will be needed
to maintain self-control and self-discipline in later grades. This is the point
where bullying prevention has the most value and can really contribute to good
social skills around friendship. As an intervention point, early childhood pro-

www.nea.org/home/18226.htm
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grams offer an excellent opportunity to screen for problems such as impulsivity,
aggression, or submissiveness very early in the developmental process. Early
childhood programs can be an especially important component of interventions
in families with children who have been diagnosed with neurodevelopmental
disorders, autism, or intellectual disabilities. The special education laws apply to
children ages 2½ through 22 years. Language and motor delays in children are
common points of early entry into dedicated special education classrooms in
American schools.

Head Start (see www.acf.hhs.gov/programs/ohs), a national early childhood
program funded by the federal government, provides comprehensive educa-
tion, health, nutrition, and parent involvement services to low-income children
and their families. In addition, all poor children are eligible to receive WIC (see
www.fns.usda.gov/wic/aboutwic), which pays for the survival supplies for U.S.
children until the age of 5 years. Every country has some type of plan for ensur-
ing that children’s basic needs are met, thanks to the United Nations standards
for the basic needs of children (United Nations General Assembly 1989). WIC is
an income-driven federal grant program for which Congress authorizes a spe-
cific amount of funds each year. Table 9–3 is a quick-reference guide from the
U.S. Department of Agriculture summarizing the WIC program.

Early childhood programs vary greatly, but they provide two major types of
opportunities for the MHP. First, they offer an excellent screening and interven-
tion point. Second, they offer some family support when an older sibling may be
acting violently at school. The medical leader will scan the family and ensure that
all their needs and risks are screened and that a plan is made to intervene. This is
the level of intervention that is needed to respond to the core problems underlying
school violence. It is well known that the early eruption of violence in school is a
signal that a pathway is forming to crime, delinquency, and adult offending. The
Office of Juvenile Justice Delinquency Prevention (OJJDP) offers publications
that support this idea (see http://ojjdp.gov/publications/PubResults.asp?sei=31;
also refer to Chapter 7, “Assessment of At-Risk Children”).

The higher-SES version of early childhood enrichment is the overinvolved
parent pushing and pressuring children to be “at the top.” This can result in the
children themselves becoming entitled and arrogant. When the parent dismisses
signals from the school about the child’s coercive behavior, the child becomes in-
creasingly grandiose and may eventually become mean and violent at school.
(This pattern is described in Chapter 10, “Risk and Threat Assessment of Violent
Children.”) Sometimes early enrichment can be overdone, and children are
forced into crowded and pressurized after-school programs in academics, music,
dance, and sport. The problem is not the lack of involvement of a caring parent,
but the constant push to succeed, which leads to a “conditional love” formula.
The child begins to believe that he or she has to succeed and excel in order to be
loved. As the child develops at school, hostility against the school can build up

http://ojjdp.gov/publications/PubResults.asp?sei=31
www.acf.hhs.gov/programs/ohs
www.fns.usda.gov/wic/aboutwic


248 Preventing Bullying and School Violence

TABLE 9–3. Women, Infants, and Children (WIC) nutrition program

Population served
Target population is low-income and nutritionally at risk:
• Pregnant women (through pregnancy and up to 6 weeks after birth or after 

pregnancy ends)
• Breast-feeding women (up to infant’s first birthday)
• Non-breast-feeding postpartum women (up to 6 months after the birth of 

an infant or after pregnancy ends)
• Infants (up to first birthday). WIC serves 45% of all infants born in the 

United States.
• Children up to their fifth birthday

Benefits
Supplemental nutritious foods
Nutrition education and counseling at WIC clinics
Screening and referrals to other health, welfare, and social services

Program delivery
WIC is not an entitlement program as Congress does not set aside funds to 

allow every eligible individual to participate in the program. WIC is a federal 
grant program for which Congress authorizes a specific amount of funds 
each year. WIC is
• Administered at the federal level by the Food and Nutrition Service.
• Administered at the state level by 90 WIC state agencies, through 

approximately 47,000 authorized retailers.
WIC operates through 1,900 local agencies in 10,000 clinic sites, in 50 state 

health departments, 34 Indian Tribal Organizations, the District of 
Columbia, and five territories (Northern Mariana Islands, American Samoa, 
Guam, Puerto Rico, and the Virgin Islands).

WIC services are provided in the following locations:
• County health departments
• Hospitals
• Mobile clinics (vans)
• Community centers
• Schools
• Public housing sites
• Migrant health centers and camps
• Indian Health Service facilities

Source. Adapted from U.S. Department of Agriculture, Food and Nutrition Service:
WIC at a Glance. 2010. Available at: http://www.fns.usda.gov/wic/aboutwic/wicata-
glance.htm. Accessed December 7, 2010.

http://www.fns.usda.gov/wic/aboutwic/wicataglance.htm
http://www.fns.usda.gov/wic/aboutwic/wicataglance.htm
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and be supported by the parent. This will lead to signals that allow the child to
disregard adults at school and use violence to reinforce his or her position.

Special Education

In the United States, one of the most powerful tools for managing school violence
is special education. The Individuals with Disabilities Education Act (IDEA; see
http://idea.ed.gov/) guarantees a free appropriate public education (FAPE) for all
children with disabilities, and Children involved in school violence often have se-
rious developmental or emotional disturbances that require substantial supports
in order for the student to receive a FAPE. The special education laws provide for
creation of a team that decides whether the student qualifies and makes a yearly
plan to meet the student’s special needs. Supports in this area are both academic
and social-emotional. Once the team determines that the student has a special
need, a plan with specific objectives is created to improve the student’s chances
of learning and succeeding at school (Boundy 2009). When the disability is so-
cial-emotional, there may be increased involvement of special needs students in
violent scenarios in school as the bully, victim, or bystanders.

The special education process is, as one might imagine, complicated and
very highly regulated. States are required to create a plan that meets the goals of
the federal IDEA program. Section 504 of the Rehabilitation Act also allows a
school to create a plan to respond to a medically documented disability. Schools
typically deal with this when a student is physically handicapped and needs as-
sistive equipment in order to access learning environments. When a 504 plan is
applied to the social and emotional needs of students, a school can make adjust-
ments that assist in reducing pressure by altering schedules, test taking, mark-
ing, dismissal times, and/or choice of teacher and providing special supports
during the day. The medical leader is again at center stage in initiating the doc-
umentation to allow the 504 plan to be constructed at the school. When a med-
ical professional documents the disability and recommends accommodations,
the process can be informally done at schools. Accommodations for disability
may be a quick and flexible option to use in combating school violence.

The medical leader may not be the most active participant in the special
education process but has a powerful supportive role to play nonetheless. Edu-
cational professionals and school and community counselors and social work-
ers are the frontline players at school. The medical professional’s role is to sup-
port their efforts in documenting a need and creating a plan to meet that need.
School violence does not just appear out of the blue at any age. There are always
reasons for the violence, but the reasons vary. Diagnosis of the factors involved
in school violence is like trying to hit a moving target. There is no one diagnosis
or treatment. The intervention is a process. Special education and 504 interven-

http://idea.ed.gov/
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tions can be very powerful tools in reducing the incidence of disruption and
violence at school.

Special education programs are for public schools only. Like Medicaid, special
education is a partnership between state and federal initiatives. Special education
requires that the school be financially responsible for services needed to provide a
FAPE for all students with a disability. Parents are not financially responsible for
services needed in special education, and children in private schools will not ben-
efit from this federal program. The special education and 504 procedures are part
of an educational approach known as No Child Left Behind, which is a program
that targets disproportionately disadvantaged schools and provides for incentives
and penalties based on their performance on state tests (see www2.ed.gov/policy/
elsec/guid/states/index.html). The idea behind this approach is to provide schools
with a way to measure their performance on state tests and to offer global aca-
demic assistance to underperforming schools. The special education laws (IDEA)
and Section 504 of the Rehabilitation Act are action programs for specific inter-
vention plans for individual students.

Special education can be the primary arena within which a school violence
intervention is planned, implemented, and monitored. It may also be the pri-
mary source of support for working or higher-SES families with children in
public schools. Private schools do not have the same service demands as do the
public schools. Once a school receives money from the federal government, that
school is obliged to observe the special education laws.

Juvenile Justice and Family Court

School violence cases often require that the MHP work with a family and the
court through the juvenile justice system. This is true in many countries and in
most U.S. states. When parents lose control of their children, they turn to the
courts for help. In the United States, many states have adopted formal processes
to deal with noncriminal but dangerous child and adolescent behavior known
as status offenses. These are a matter for the court only by virtue of the age of the
child and the seriousness of the offense. When a student crosses the line into
criminal behavior, the juvenile court will intervene through another mecha-
nism similar to adult court. The major difference between a status offense and
a crime can be seen in the difference between bullying (which is dangerous but
not illegal) and assault and battery (which is always criminal). From a DSM-IV-
TR diagnostic perspective, this may translate to the difference between conduct
disorder (tending toward more serious crime) and ODD (status offenses).

Zeke, from our earlier case study, was an example of a child with a conduct
disorder. The teacher never filed charges and instead insisted that Zeke’s family
get help, instead of prosecuting the child for assault with a deadly weapon. Thus,

www2.ed.gov/policy/elsec/guid/states/index.html
www2.ed.gov/policy/elsec/guid/states/index.html
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children and adolescents can present with different levels of aggression and court
involvement. The MHP needs to understand the exact nature of the child’s or
adolescent’s relationship to the court; this involves discovering 1) whether a status
offense or a criminal charge is involved, 2) whether the parent has retained cus-
tody of the child or custody has been placed by the court with the state, 3) what
the terms of probation are, and 4) the specific status of the student at school.

In most cases, the juvenile will have a contract with the court through the
probation department. This is where the MHP can exercise medical leadership
in maintaining a focus on the underlying causes and medical basis for the erup-
tion of violent, disruptive, or self-destructive behavior. This focus opens the
door to medical and psychosocial interventions that use the community to sup-
port positive alternatives that build self-esteem and self-control rather than
stress punishment and exclusion from the community.

Courts respect the power of the medical professional. The respect accorded
to the medical field can be a source of envy and resentment for frontline workers
in the fields of social work, psychology, and mental health counseling. School
violence cases will often involve a high incidence of primitive behavior that forces
helpers into conflicting roles through projective identification. This splitting
“comes with the turf” in treating school violence. The medical leader needs to
work on dissolving this useless power dynamic in the treatment team and role-
model a shift in focus to the “best interests of the child” (Goldstein et al. 1996)
and family. The medical leader also needs to back up his or her frontline troops
and not just hide behind a prescribing function.

Probation agreements can be a very useful tool in bridging the gap between
home and school, as well as in activating community involvement. The MHP
can use these arrangements to structure treatment contracts and may even use
the court as the “bad guy” looming in the background. This actually can be a
very helpful dynamic so long as it is not overused. When a youth becomes ex-
perienced in delinquency and in navigating the juvenile justice or child welfare
system, these “good cop, bad cop” approaches lose their therapeutic punch.
Nevertheless, the involvement of the court can be a very powerful way to create
a protective factor for the school as well as the child. When the community is
violent, the juvenile justice system will be a larger part of the school violence
problems referred to MHPs.

Using the court in cases with higher-SES families can be even more useful.
Often, these cases involve two-parent families with an entitled adolescent who
runs the family by threatening aggression. Parents try to take back control, but
the teen is in charge. If this is not stopped at the status offense level, it has a good
chance of resulting in delinquency. If the state has a status offense provision in
family or juvenile court, MHPs are encouraged to support parents in retaking
charge of their family and exerting control on their out-of-control adolescent
who may be acting out at school and home. School violence often is the reason an
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adolescent is in the juvenile justice system. Truancy has a very high correlation
with crime, drug abuse, and violence (Chou et al. 2006; Hallfors et al. 2006;
Henry and Huizinga 2007). The goal of a community intervention in school vio-
lence is to create ways to prevent absenteeism and truancy, which are a known
gateway to trouble and often begin with aggression at school.

The juvenile justice system will reflect the community’s values. Some states
punish more than they treat, while others treat more and punish much less. Re-
gardless of the state, the MHP needs to understand how the juvenile justice sys-
tem works.

Delinquency is a phenomenon of youth that is viewed in many different
ways. Aichorn (1963) and Redl and Wineman (1951) offered psychodynamic
models that see a youth’s delinquent acts as symbolic of his or her internal and
social conflicts. Theories on delinquency cover a wide spectrum, ranging from
the internal and dynamic to the sociological and political. Regardless of which
theory is accepted in a specific setting, medical leadership is key to blending
community interventions involving delinquency and school violence.

Child Welfare

In the United States, mandatory reporting of child abuse has created the need
to develop a system for intervening in and managing child abuse and neglect.
States create policies that reflect federal guidelines and matching reimburse-
ment. States also create laws governing how investigations are conducted, how
interventions are made, and how interventions are created as part of child pro-
tection. The state may investigate a report, find no abuse or neglect, and close
the case. The state may also immediately remove a child suspected of being in
imminent danger. Then, usually within 72 hours, there is a hearing in juvenile
or family court. If the state removes the child, it may place the child in either
foster care or a program, or it may return the child, now under the state’s cus-
tody, to the family or extended family. A service plan is developed, and deci-
sions are made about the safety of a child in a particular home.

School violence often is acted out by children in the child welfare system.
These are children who make the most obvious targets and will have the most
pent-up aggression. The neglect at home may lead to an unkempt appearance
and eventually to being targeted by peers. Alternatively, children who have be-
come aggressive out of fear of an aggressive caretaker are likely to act out this ag-
gression at school. This is most often seen in the younger grades, when children
may have changing caretakers and may witness very intense aggression at home
or in the community. Often, these vulnerable children are in the legal and phys-
ical custody of the state and live in foster care.
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Sacco et al. (2007) described a style of intervention that stresses attachment to
a clinic that offers long-term outpatient mental health services. This type of inter-
vention uses Medicaid to intervene in child abuse and neglect families early in the
cycle. Children who are in the child welfare system usually are high risk at school.
They are easily lured to the extremes of peer culture as bullies or victims. If the
child lives in foster care, then the contact person is a state agency case worker and
the physical custodian is a foster parent. There is considerable variation in the
level of involvement from the child welfare system. This is a factor the MHP needs
to assess carefully and thoroughly. While the problems these children present at
school are extreme, the level of supportive services may be expanded due to the
state custody. Again, this is a variable resource, depending on the MHP’s location.

Conclusion: 10 Intervention Truths

The community model featuring strong medical leadership described in this
chapter can be applied in any setting. School violence intervention requires the
backup of multiple agencies. While delivery systems differ from state to state,
certain universal truths apply in activating community resources to respond to
school violence:

1. The school needs a partner in control at home.
2. A family needs adults at school to be child-focused.
3. Bullying is psychological humiliation in all schools and at all ages.
4. An active child or adolescent is less at risk than an unsupervised or unat-

tached child or adolescent.
5. Children need to have proper nutrition to learn at their best.
6. Children at risk of being violent at school have a natural support some-

where in the community.
7. Effective school violence interventions in older students need law enforce-

ment help.
8. Truancy is often the gateway to crime.
9. Medical leadership can greatly enhance school violence interventions.

10. Adults need to control the climate at school.

In this chapter we have focused primarily on strategies for funding services
or accessing resources. To make recommendations that are realistic and practi-
cal, the MHP needs to understand the available funding mechanisms and how
to access them. When formal services are not available or are not funded for a
particular child, the MHP needs to seek natural supports from the community
and the school.
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KEY CLINICAL CONCEPTS

• Medical leadership helps unlock doors and document medical ne-
cessity; this is a key supportive role for MHPs on the front line of
service delivery.

• Many school violence problems stem from medical conditions that
are treatable and preventable.

• The MHP is the central figure in this approach to violence preven-
tion and intervention.

• MHPs need to learn what federal, state, and local resources exist.
Every state is different, but the needs of the children and demands
on the adults are the same.

• Interdisciplinary power struggles interfere with effective treat-
ment of school violence problems.

• MHPs need to keep Maslow’s hierarchy of needs in mind when an-
alyzing a school violence problem. Safety is a primary need.

• Medical documentation of a parent’s disability can be a critical
step in securing basic subsistence requirements for a family. If
there is this level of need, no intervention will work, and children’s
problems will surely spill into the school.

• Eligibility criteria and applications for disability and other pro-
grams are available online. MHPs can quickly refer to Web re-
sources to move these processes along.

• Entitlements and benefits have different rules for eligibility, but
both require documentation of disability. Medicaid is an entitle-
ment; SSDI is a benefit.

• CHINS or PINS is a juvenile court process for status offenders
commonly involved in school violence problems. Most states have
these laws, although specifics vary from state to state.

• “Follow the money” refers to the strategy of learning how a fam-
ily functions by tracing its income sources.

• SSDI is for adults and children. Physicians, nurse practitioners,
and psychologists can offer “medical evidence,” and the MHP
can report as a treating clinician.

• Mental impairments have the same weight as physical impair-
ments in disability law.

• Medicaid is a federal partnership with states to provide for the
physical and mental health needs of eligible children age 21 years
or younger.
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• Early childhood programs offer a unique intervention point for
school problems. Early detection is key to preventing violence.

• WIC is an early childhood nutritional and well-child care service
available for all Medicaid-eligible children.

• Overenrichment in higher-SES communities can cause pressure
and psychological damage to young children.

• Federal special education laws apply to public schools. There are
many resources online that can quickly orient the MHP to these
laws and how they can be used to solve school violence problems.
“504 plans” refers to Section 504 of the Rehabilitation Act of
1973.

• The juvenile court system is a common player in school violence
cases. MHPs are urged to collaborate with the probation and
court systems in creating interventions for extreme school violence
problems.

• School violence often involves children from the child welfare sys-
tem who become ensnared as either victims or victimizers within
unmanaged school climates.
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10

Risk and Threat 
Assessment of 

Violent Children

EVALUATING threat or risk in a school is a common role for mental
health professionals (MHPs). When someone in the school, a parent, or a law
enforcement agency has concerns that someone might be planning an attack or
presents an imminent risk of lethal activity, they typically turn to an MHP to
evaluate that individual and the larger social context. This process will have tre-
mendous variations for implementation in the school, depending on the coun-
try and the community within which the school exists. In the United States,
students frequently present situations in which there is suspicion of threat or
the risk of violence erupting. In many of the documented school shootings in
the United States and Europe, the perpetrator attempted to communicate his
intention well in advance of the attack. There are strong commonalities be-
tween a threat assessment for violence and a risk assessment for suicide. Since
so many of the school shootings across the world end in suicide, it is not sur-
prising that the dynamics of homicidal and suicidal behavior in schools are
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similar, suggesting that the clinically observable pattern of internalizing anger
can lead to depression, followed by explosive rage.

This chapter will outline some threat assessment protocols that have been
developed in the United States by the Federal Bureau of Investigation (FBI)
(O’Toole 2000) as well as the U.S. Secret Service (Fein and Vossekuil 1997; Fein
et al. 1995, 2002), using a case consultation model and, informally, our own con-
sultations using a clinical profiling model (Twemlow et al. 2002a, 2002b). These
agencies have studied the process of threat assessment intensively, working from
different models of school violence, especially lethal outbursts with firearms.

In countries that are less formally developed than most Western nations in
their school systems, the threats and risks may be considerably different. In
countries with, for example, flaring ethnic conflicts, threat assessment from an
individual within the school is actually quite uncommon. Instead, the threat
and risk may be from warring ethnic groups or feuds that have evolved over long
periods of time. In Kingston, Jamaica, a number of garrisons have had decades-
long feuds that have resulted in Jamaica being in the top three countries in the
world for per capita lethal violence (NationMaster 2010). The threat in a school
in Jamaica comes from what is outside and reflects the community disorgani-
zation that has crippled Kingston.

Threat assessment is a notably broad term encompassing a wide spectrum of
possible approaches, depending on the social context of the community where
the school is. This chapter will outline an approach to assessing threats that re-
lies on a single principle: a school needs to be protected by its community. This
is not “simply” the job of the police force or the teachers. It takes an entire com-
munity to protect the school and to prevent children and teachers from becom-
ing targets of random or planned lethal aggression.

Threat of lethal violence and risk of suicide share several commonalities.
Both threat of homicides and risk of suicide involve the use of some type of note
or communication about the motivation and symbolic meaning of the activity.
There is a “leakage,” or a pressure release in both suicide and school shootings in
which the perpetrator communicates the intention to lash out for whatever rea-
son. There is also a tendency for individuals who are either suicidal or homicidal
to disconnect from their normal daily activities, including peer relationships. In
both situations involving suicide and those involving school shooters, the stu-
dent begins to act in radically different ways following certain triggers, usually
involving shame and humiliation (real or perceived).

Both homicide and suicide are frequently responses to shame and to the per-
petrator’s perception of being humiliated. The psychological burden from this
shame seems unlikely to end and feels intolerable. When a 16-year-old high
school student breaks up with a boyfriend or is the target of sexting, she may
think that her life is over and disconnect from her normal relationships. Tunnel
vision then comes into play; the young adolescent loses hope, is unable to main-
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tain a wider perspective, and may take her own life to end the shame and humil-
iation, a pattern typical of the “freeze, flight, fight, or fright” (Bracha 2004) fear-
based stress reaction first described by Cannon (1915). This same pattern holds
true in school shooters, who have repeatedly been profiled as students who feel
persecuted and oppressed by others at the school and eventually shift from the
victim role to the victimizer role, becoming their own versions of avenging angels
(victims), often with fantasies of martyrdom.

A community must wrap itself around its schools and provide the expertise
to evaluate and prevent violence, whether perpetrated symbolically against the
school or internalized. As we have noted (see Chapter 5, “Bullying Is a Process,
Not a Person”), Gilligan’s (1996) concept of shame and its relationship to vio-
lence is a guiding principle for identifying trouble spots that may lead to erup-
tions of lethal violence. In Gilligan’s view, preventing violence requires identify-
ing shame and humiliation in its social context. This can be true on an individual
basis or in small groups. Whenever an individual or a small group feels shamed,
the probability for violence spikes. Even though the assessment of threat or risk is
a highly psychological process, threat assessment cannot be accomplished simply
by an MHP in his or her office. A thorough investigation of a bomb threat, for in-
stance, will require the coordinated efforts of a team that should be in place prior
to the appearance of that threat.

Schools need to prepare themselves by constructing a threat assessment
team. The MHP has a key role in assisting law enforcement and school person-
nel in developing relevant information about the personality of the alleged per-
petrator or understanding the family, community, and school dynamics that
might be contributing to the difficulties that may motivate the eruption of lethal
violence in the school setting. However, there can be many variations in the
structure and process of a threat. Many of the elements discussed will be pre-
sented in a continuum in order to allow the MHP the opportunity to evaluate
dimensions of threat within a variety of different cultural settings. Figure 10–1
outlines the factors that contribute to the social context of mounting threat and
illustrates the dialectical connection among variables that could lead to lethal
explosions of aggression at school.

Sources of Threat

Threats may occur from within the school or outside of the school. On June 11,
1964, in Cologne, Germany, at a Catholic high school, 11 people were killed and
another 22 were injured by an attacker who identified with Adolph Hitler, felt
cheated by the government, and had a history of schizophrenia (Wikipedia
2010). With a self-made lance and a flame thrower, he went on a rampage, ulti-
mately committing suicide at the scene. In this case, we see that the source of
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threat for that school was external, with the school as a symbolic target, not the
cause of the violence. On December 6, 1989, at the École Polytechnique in Mon-
treal, Quebec, Canada (Listverse 2008), another shooter killed 14 females; his
motivation was abstract, but he separated his victims by gender, primarily attack-
ing women. His suicide note indicated that he blamed feminism for his misery.

In these cases and many more that have followed since, the school was a
symbolic target for some unique psychological wound that caused deep shame
and disruption in the life of an individual. This is a clear example of how the
threat existed outside of the school and became acted out inside the school. Sim-
ilar situations may be faced by schools in communities torn by ethnic violence
or urban gang warfare. The threat may be presented by a rival ethnic group or
gang. The school may be threatened by virtue of being primarily identified as
committed to the education of the ethnic enemy. This type of symbolic target-
ing is, unfortunately, becoming more common and has spread to places of em-
ployment, churches, and school buses that carry children.

FIGURE 10–1. The social system and threat.
Source. Reprinted from Twemlow SW, Fonagy P, Sacco FC, et al: “Assessing Adoles-
cents Who Threaten Homicide in Schools.” The American Journal of Psychoanalysis
62:221, 2002. Used with permission.
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The alternative dimension in the social threat is an alienated student within
the school who becomes disconnected and explodes into violence as a symbolic
expression of his or her experience within the social structure of the school. Most
modern school shootings, dating from the 1990s to the present, are examples of
this type of process. The source is inside of the school—a student who disconnects
from normal peer social interaction becomes alienated and feels terrorized by the
social attacks of peers. In Erfurt, Germany, on April 26, 2002, 17 people were killed
and 7 more were injured when a gunman dressed in a ninja-style outfit attacked a
school from which he had been expelled (Listverse 2008). Again, the student’s mo-
tivation could be seen as revenge for past injustices, a way to end his mounting
misery, based on the perceived rejection and humiliation suffered while at the
school. In this case, a legally owned gun was used and adults were targeted.

On April 20, 1999, Dylan Klebold and Eric Harris, students at Columbine
High School in Colorado, erupted into violence fueled by feeling persecuted by
the “white caps,” or socially elite athletic students at the school. They went on a
shooting rampage within the school, killing 12 students and 1 teacher and in-
juring 21 students before committing suicide (Wikipedia 2011a). On October 1,
1997, Luke Woodham, a 16-year-old from Pearl, Mississippi, killed two students
and wounded seven others at his high school, as well as murdering his mother.
His explanation was that he felt like an outcast. Woodham was “coached” by a
group of alienated youth, the Kroth, who helped desensitize him to cruelty by
guiding him to torture his dog to death. They were charged as accessories to
murder (Wikipedia 2011b).

The Secret Service has developed a list of information to be collected as part
of a threat assessment (Vossekuil et al. 2002; see Table 10–1).

On a less lethal scale, there are always outside threats from a school from en-
raged parents who feel that the school has done their child an injustice. Enraged
parents are an omnipresent threat for all schools. Teachers may feel bullied and
targeted by specific parents or groups because of their teaching styles or because
of issues beyond their scope of knowledge in the child’s home. In addition, attacks
(mostly nonlethal) of teachers by students have become increasingly common.

A 15-year-old suburban boy was arrested by the police for attacking his mother.
His father was abusive toward his mother, and the boy virtually had permission
to physically lash out at his mother, modeling what he had seen between his par-
ents. The boy was suspended from school after striking a teacher when she
tapped him on the shoulder. He turned and struck her, almost as if he had for-
gotten he was not at home.

Students who transfer into schools and begin to act out on arrival offer an-
other high-risk situation for teachers, who almost certainly will not be aware of
the new student’s previous history of gang membership or violent behavior, much
less know about the student’s difficult home circumstances. In other cases, teach-
ers fail to recognize the stresses that students are under in their personal lives.
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There are also threats present in every school from peer predators. Predator
aggression may be sexual or nonsexual. Predators may be psychopathic children
who seek out victims for their own personal enjoyment or who involve more
submissive victims in criminal acts or self-destructive activities. Sexually reac-
tive children are an example of how prior victims of sexual assault by adults can
come to school and victimize others from inside of the school. This type of
threat is difficult to assess; it frequently is well embedded into the social climate
of the school.

Patrick was a 13-year-old middle school student who was repeating the sixth
grade because of truancy. He was placed in foster care because he failed to get up
every day to go to school. While in foster care, he was molested by an older foster
child repeatedly, under the threat of physical harm. When the foster parents dis-
covered the boys “in the act,” Patrick was placed in a diagnostic placement for
45 days and then returned home. When Patrick began the new school year, he
began to force younger girls into unwanted sexual activity, threatening them
with a variety of unpleasant consequences if they were to tell anyone. Eventually,
a counselor learned of these acts from one of Patrick’s victims, and Patrick was
removed from the school, but not before he had molested seven girls in the
sixth-grade class.

Young predators are often extremely likable and can easily evade the atten-
tion of an MHP seeking to assess the safety of a school climate. This is especially

TABLE 10–1. Information needed to assess threats of targeted 
violence in schools

• The attacker’s development of an idea to harm the target and progression 
from the original idea to the attack

• The attacker’s selection of the target(s)

• The attacker’s motive(s) for the incident

• Any communications made by the attacker about his or her ideas and intent, 
including any threats made to the target(s) or about the target(s)

• Evidence that the attacker planned the incident

• The attacker’s mental health and substance abuse history, if any

• The attacker’s life circumstances/situation at the time of the attack, 
including relationships with parents and other family members, 
performance in school, and treatment by fellow students

Source. Reprinted from Vossekuil B, Fein RA, Reddy M, et al: The Final Report and
Findings of the Safe School Initiative: Implications for The Prevention of School Attacks
in the United States. Washington, DC, U.S. Secret Service and U.S. Department of Edu-
cation, May 2002. Available at: http://www.secretservice.gov/ntac/ssi_final_report.pdf.
Accessed April 27, 2011. Public domain.

http://www.secretservice.gov/ntac/ssi_final_report.pdf
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true in schools where the community has little choice in accepting students for
public education. These students may be academically successful; however,
their behavior presents an ongoing daily risk to the safety of other students and
of teachers.

There may also be sadistic adults at the school who will create a threatening
atmosphere through their interactions with the children. Such teacher-bullies
are frequently embedded in a school and can build and fuel the engine of humil-
iation that impacts children (as discussed in greater detail in Chapter 5, “Bully-
ing Is a Process, Not a Person”). They may target an individual student or may
provoke either a parent or a student into an avenging act at the school. This
threat is ever-present and, once again, is difficult to identify within a school.

Another form of predator is one who exists outside of a school. Schools are
an open hunting ground for adult predators seeking symbolic targets for gratifi-
cation of their perverse needs. Many of these compulsive and psychopathic pred-
ators see schools as a source of their victims. These outside predators may make
their way into schools and may even be part of an assessment of threat. School
administration needs to be able to screen personnel to ensure that such predators
are not allowed access to the school. This is accomplished by extremely careful
screening of volunteers, teachers, and administrative support and maintenance
personnel.

Threats from the outside can also exist on the way to and from school. For
example, in Jamaica, families are responsible for ensuring that their children
have a way to get to school. The government plays no role in transportation;
children are forced to find a way to get to school by linking up together and tak-
ing route taxis to and from school. This can be a terrifying experience if there are
adults who prey on children or older children who are aggressive or behave sex-
ually inappropriately toward children on their way to schools. Clearly, children
who face such traumatic experiences while traveling to school will be in no state
to behave calmly, much less study and learn, once they arrive. In more devel-
oped countries, children may also become targets for aggression or bullying on
the way to school from other students or from members of the community. In
the United States, a great deal of aggression occurs on school buses, which—by
combining students of diverse ages from different neighborhoods—become a
compression chamber for students to act out bullying behaviors such as inclu-
sion and exclusion, teasing, taunting, and physical intimidation.

Individual Versus Group Threat

A school violence threat may be part of a pattern that involves an individual or
a group. In both cases, the individual or group becomes disconnected from
normal social structures and feels targeted and shamed. Isolation from normal
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social activities creates an environment within which the shame and humilia-
tion can become compressed, evolving into a motivation that drives lethal be-
havior. The isolated victim may begin by discussing feelings of shame and the
need for retribution with similarly humiliated peers. This may evolve into a
group that becomes a defined and disconnected social entity, or it may begin
that way until one individual remains fixated in this socially alienated space.

Threat can also be generated by a sadistic bully who is allowed to take con-
trol of the peer culture within any one school. One sadistic and psychopathic
student can wreak havoc within a school if adults cannot contain his or her be-
havior. In such cases, the sadistic bully often works as part of a small and infor-
mal group of friends who play a bystander role in the evolution of the aggression
or bullying within the school.

A school violence threat can stem from a predator living in a student’s home
who negatively influences the student’s behavior to such a point that it bleeds
over into school and the community. A student who is being aggressively or sex-
ually abused at home over a long period of time can present a real source of
threat within a school climate. The student may be so victimized that he or she
will become the prime victim in the evolution of a violent act at school. The stu-
dent may also react in the opposite fashion, becoming sadistic or aggressive and
presenting a threat to other students. Predators at home or in the community
represent a source of threat that needs to be assessed and monitored regularly.

Students may be pressured to join a group that exists inside or outside of the
school. Groups organized around hate themes, such as skinheads or neo-Nazis,
may have a strong influence on the behavior of a student at school or on his or
her way to school. Urban gangs with drug distribution motives can often exert
tremendous pressure on children entering middle school. Threatening recruit-
ment practices are common in such gangs and need to be monitored by law en-
forcement personnel working closely with schools and MHPs.

Threat can also be generated by peer group gangs formed in a middle school
in which recruiters act in small groups to involve students in their criminal ac-
tivities. The aggressive peer group disconnects from the mainstream culture and
uses the school as a place to distribute drugs, recruit new members, and assert
dominance by using violence. Teachers are often limited in their ability to inter-
act with students in such groups and may themselves become targets of aggres-
sion, property crimes, or other forms of intimidation. This is clearly a law en-
forcement issue and not one that is easily managed by schools alone. MHPs must
understand this and not place themselves in a position of trying to take on the
challenge of dealing with this type of criminal activity within the school.

The highest level of risk is presented by the “injustice collector” who feels
superior to others around him and develops a sense of entitlement. The orga-
nized violent social group is a counterpart to this and may be either a peer group
engaged in criminal activities or an alienated group of peers organized around
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perceived injustice or shame. In either event, the individual or the group be-
comes disconnected from normal adult containment and is allowed to escalate
within the school setting, developing a threatening climate from which a violent
act may be generated.

Bion (1959) emphasized that the group and its members are a single func-
tioning unit that cannot genuinely be studied in isolation. From Bion’s point of
view, the group leader is endowed with the fantasies of the group’s members. In
a school characterized by pathological dependency, teachers and other staff may
believe, for example, that the principal will take care of their needs and will mo-
bilize police and school security to protect them, so there is little impetus for
them to do anything within classrooms or within school organizations to ensure
safety. Bullying creates a dangerous school environment, one in which a student
who feels hurt and blamed can reactively attack as a form of self-defense or re-
taliation. Teachers can provide guidance in such situations that is often missing,
especially in schools that overemphasize academic achievement or that under-
emphasize it and overemphasize maintaining safety.

Cyberbullying

In today’s environment of seamless Internet connectivity, a single individual
can impact an entire school culture through the use of cyberbullying. An indi-
vidual can sit in his or her home and create a tremendous amount of shame in
a school setting by attacking other students via the Internet. This can become a
group function through the use of social networking and other ways in which
inclusion and exclusion can be used by groups of students within the school set-
ting to generate shame and humiliation, fueled by the relative anonymity of the
Internet. The organized groups can become extremely destructive by using
their online social networks as generators of shame and humiliation. These net-
works can share hurtful images, messages, and campaigns that are designed to
assert their social superiority at the expense of weaker individuals (Kiriakidis
and Kavoura 2010; Tokunaga 2010).

The Web offers a shield that can be used to generate hate and social aggres-
sion. This creates a blurring of the boundary between home and school. Bully-
ing on the Internet and digital phones is inescapable; modern youth are haunted
by the ever-present existence of virtual reality and texting. What happens at
school follows the student home and is amplified across large groups of peers
online. There are an increasing number of suicides resulting from the shame
generated by sexting or the distribution of erotic digital images of romantic teen
partners who break up and post private images for public view. The tragic case
of Jessica Logan (Celizic 2009), who committed suicide after her ex-boyfriend
posted explicit and intimate pictures taken during their romantic relationship,
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is an example. Threats can also be transmitted through vicious text messages
that can cause extreme reactions in the intended victims, as occurred in the case
of Phoebe Prince in South Hadley, Massachusetts, in 2010 (Kennedy 2010).
Twemlow (2008) has pointed to the role of violent video games and Internet
immersion in the Columbine school shootings:

There has also been further research on Columbine, as the diaries of Klebold and
Harris were recently made public. The research suggests that both were strongly
influenced by first-person shooter video games, including “Doom” and “Quake.”
Some have pointed out that their interest approached the level of an addiction.
Their parents restricted their computer use after a criminal trespass indictment,
suggesting that this restriction may have precipitated the immediate attack on
Columbine, by denying the “drug” and the sublimatory outlet it provided.

Immersion in the virtual world is immersion in the unreal world of melo-
drama. In this world, human relationships and problems are oversimplified. The
user controls the input, with endless repeating reinforcing at the will of the user.
Over time, the shooter’s world is defined by virtual relationships, not real peo-
ple. Pain and its consequences are tidied up.

There is little doubt that the Internet and cellular phones have created new
ways to compress and distribute shame and humiliation. Students obtain phones
and Web access from a very early age, for many beginning in elementary school.
This virtual world is peer-run and insulated from adult supervision. Many par-
ents try to monitor their children’s Internet use, but most simply cannot keep up
with their children’s activities in a plethora of virtual social worlds.

Impulsive Versus Planned Activity
Aggressive behavior within schools can be seen as reflecting a continuum. At
one end is an impulsive eruption of violence, often the result of a feud concern-
ing romance, criminal turf, or perceived verbal shaming. Impulsive actions can
also involve vandalism or delinquent acts perpetrated in the school or around
the school. For example, fire setting is an impulsive act that may be part of the
larger delinquent behavior of a small group. The more impulsive types of vio-
lence are more often seen in urban public schools, where there are higher rates
of poverty, crime, and serious addiction and more dangerous neighborhoods.

The other end of the continuum is represented by a planned and targeted le-
thal act by an individual or group seeking vengeance for a perceived humiliation
or a series of shaming events associated with or generated from the school. This
pattern of violence, which is deliberate rather than impulsive, is exemplified in
the large-scale school shootings that are mainly a suburban school phenome-
non. The repeated devaluation of a single peer group is often the origin of these
high-profile cases. These groups are targeted by the larger school community,
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and the humiliation is compressed through the dismissiveness of the adults
within the school setting. The net result is a pressure cooker that allows the for-
mation of groups that pull away from normal social containment and evolve
into potentially lethal home-grown terrorist groups attacking the school.

Table 10–2 offers a rough overview of general tendencies in the expression of
violence at school. These are not rigid categories, but rather are overlapping
trends that are characteristic of different types of schools.

Forming a Threat Assessment Team
Clearly, threat needs to be assessed from a multidimensional perspective. We
strongly advise MHPs not to attempt this task on their own (Twemlow et al.
2002a, 2002b). The development of a threat assessment team is a necessary pre-
requisite to adequate assessment of a school threat. It should be readily appar-
ent to the MHP that multidimensional threat assessment is a task beyond the
scope of a single person’s capacities and vision.

The FBI and the Secret Service agree that a multidisciplinary team is re-
quired for threat assessment. For example, when an investigation of a home
computer is needed during a threat assessment, law enforcement is usually at
the forefront of this part of the assessment and needs to work closely with a team

TABLE 10–2. Characteristic patterns of violence in lower- versus 
higher-SES schools

Urban (lower-SES) schools
Shame-based impulsive reactions to perceived public humiliation
Crimes of passion
Romantic feuds
Clashes between cultures and/or races
Presence of organized street gangs

Suburban (higher-SES) schools
Planned revenge/retaliation after long-term exposure to shame
Targeted/planned acts
Indiscriminate targets
Prolonged social aggression

Both lower- and higher-SES schools
School toleration of social aggression and bullying
Intense social pressure to fit in and be seen as powerful
Increased availability of/access to firearms, aggressive Internet/other media, drugs

Note. SES = socioeconomic status.
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member from within the school, as well as an MHP (Twemlow et al. 2002a,
2002b), in order to obtain a wider view of the nature of the threat. Thus, the
threat assessment team should have representatives from at least three areas:
education, mental health, and law enforcement.

There are a number of formal and informal approaches to filling these three
functional positions in creating a team. In regard to the educational component,
all schools have a principal or vice principal who is responsible for the overall
well-being of the school. This educator is the leader of the group that is threat-
ened. There may be informal structures within the community that may need to
fulfill this function for the school. The school could be a rural village school that
may need the elders of the community to play the roles of the protectors of the
school. Teachers are valuable resources in this area and often have the frontline
awareness of what is happening day to day in the school. This perspective needs
to be thoroughly represented in any attempt to assess threat within the school.

For the mental health component, an MHP from outside the school is a valu-
able asset to any threat assessment team. School counselors inside the school can
team up with an outside expert to provide a thorough assessment of personality,
family, and community dynamics. It is this outside MHP who plays a valuable
role in assessing the variables that may be embedded within the school.

The third component in a threat assessment team is law enforcement. It is
critical to be able to investigate elements of a threat that go beyond the realm of
an MHP or educator. For example, many indicators of threat can be found by re-
viewing a student’s home computer, investigating the criminal activities of a stu-
dent in the school, or assessing lethal potential from organized groups outside
the school. If the threat is seen as involving an organized criminal gang within the
school, or if the signals of threat take the form of increasing vandalism, small
fires, graffiti, and other “quality of life” crimes, investigation is the job of law en-
forcement; their participation in analyzing threats is essential to gathering the
scope of information needed to make an accurate threat assessment. Conversely,
if the threat comes from an alienated group of students who feel they are being
left out of the mainstream of the school, assessment of the individual personali-
ties and social dynamics by an MHP working with an educator may be the best
initial approach. Moreover, in some situations, calling in the police too early can
be unnecessarily alarming to parents and the community, as well as potentially
damaging to the child involved, as the following example illustrates.

We encountered a fourth-grade boy who was reported to the principal of a pub-
lic charter school by an enraged parent who had received a macabre poem prom-
ising death and other violent actions against that parent’s daughter. The poem
contained lines such as “Because of love, you will die and I won’t cry.” It also
made reference to stalking: “I watch you; you can’t escape my love.” The school
reported the incident to the police, who visited the boy’s home but found no evi-
dence of stalking or weapons collection. The student did not have access to a
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computer at home. The mother of the threatener asked for a psychological eval-
uation after her son was suspended for 3 days. The psychologist interviewed the
student and his family. The poem had been a peer prank that was not meant to
target that specific girl. The boy was socially inept and a follower. He had par-
ticipated in the writing of the poem titled “Love and Death” on the school bus,
and he clearly identified himself as the author. The evaluation pointed to the stu-
dent being a victim of group pressure to participate in a joke that went bad; he
was sufficiently victimized to take a risk to get attention. The family was referred
for counseling, and no criminal charges were made. The student, once intermit-
tently explosive, is now in the sixth grade and shows no signs of violence.

Conducting a Threat Assessment
Two distinct models of threat assessment have emerged from the work done by
the FBI and the Secret Service. These models differ in their orientation to im-
portant variables to assess in the evolution of a threat.

The FBI model (O’Toole 2000) stresses personality variables and takes a so-
called profiling approach that identifies a type of person that past experience has
found to be at risk of erupting into lethal violence. Profiling of school shooters
was accomplished through detailed interviews of school shooters who survived
the attacks, as well as long-term interviews and conferences that brought to-
gether schools that had experienced shootings with FBI profilers and interna-
tional experts. By contrast, the Secret Service model (Fein et al. 2002) takes a
more action-focused approach, beginning with the threat and evaluating what
concrete actions have been taken to plan the threat, acquire materials, or recruit
accomplices. One way to summarize these differences in approach is to say that
the Secret Service focuses on WHAT action has been taken, whereas the FBI fo-
cuses on WHO is taking it; however, there is much overlap in the two approaches.

Threat assessment typically begins when there is some sign that an individual
or group has expressed an intention to strike out and hurt someone else, or an-
other group of individuals. In the United States, this phenomenon is quite com-
plex and can range in intensity from an elementary school student who makes a
list of children to kill to a community college student who constructs an elabo-
rate plot to blow up his school and attack his or her teachers. In other countries
(especially when there is a more agricultural community and less formal educa-
tional structures), violence may be more likely to stem from generational feuds
or personal vendettas that can brew for months or years before being acted out at
the school. This type of threat is frequently related to long-standing grudges and
clashes in communities that are struggling for basic survival, as we saw in Jamaica
(Twemlow and Sacco 1994). In some countries, there are extensive protocols and
highly complex legal processes that create civil opportunities to hold schools ac-
countable for keeping children safe. In other countries, threats to survival stem
from either ethnic tension or grudges.
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Regardless of the context, there is a need for the MHP to assume the role of
conducting an investigation into whether there is a threat. Threats of self-harm
need to be taken seriously every time. Such threats may not all be part of a per-
son’s plan to hurt themselves; however, they all represent an extreme form of
thinking that has a high probability of presenting a risk or threat to an individ-
ual or group.

Approaching the question of whether a threat exists has some universal
principles that can be customized to virtually all schools or communities. The
first step in assessing any level of threat involves contacting the child’s custo-
dian—that is, the parents or primary caretakers. This custodian assessment is
either performed by an MHP working within the school or subcontracted out to
a community MHP. The custodian assessment may also begin by making ar-
rangements for someone in the school administration to contact the parents or
caretakers to inform them that the child has become involved in a situation that
presents a potential threat to his or her safety. Often this initial contact with the
parent can offer many rich clues into the social context and whether the indi-
vidual making the threat is in a fertile environment to present a real threat of di-
rect action at school.

It is at this point that a threat assessment team can be most efficient. The
team may be quite informal, or it can become highly structured and develop
specific protocols that will outline steps that all agree will be essential for a
quick, fair, and sensible response to various levels of threat coming from within
the school or in the community.

Assessment of a potential threat requires the coordinated efforts of three
disciplines: law enforcement, education, and mental health. Investigating a per-
son’s home usually falls within the realm of law enforcement and involves the
seeking of court permission to enter and seize items that might be relevant to
the investigation. It may also involve enthusiastic collaboration by a worried
parent or caretaker. Similarly, law enforcement is usually the first responder
when a specific threat is made concerning the use of an explosive in a school.
Law enforcement’s investigation of a home setting is a specialty that is outlined
in two documents developed by the FBI (O’Toole 2000) and the Secret Service
(Fein et al. 2002). Detailed outlines of how to approach the home setting and
how to search for evidence of preparation for an attack are available to assist law
enforcement (O’Toole 2000) and to protect the rights of both the individual
and the larger community.

The search begins with assessment of Internet-connected devices and pro-
vides an opportunity to trace whether someone is engaged in actively research-
ing weapons or methods for committing large-scale violence. This search clearly
is not the job of an MHP, but rather is in the realm of law enforcement. This
stresses the point of the need to develop collaborative strategies between disci-
plines in responding to violence. There cannot be turf-related battles when it
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comes to sharing of information and the development of theories relating to
threat assessment.

The next step involves gathering as wide a spectrum of evidence as possible
to determine the context and the nature of the threat. In addition, as much data
as possible need to be gathered concerning the person making the threat and the
potential victims. A safety plan is essential to ensure that all precautions are
taken to act as if there is a threat until an extensive investigation can be con-
ducted. There are clearly different levels of risk that are identified and can be
used in this initial phase of assessment. These levels will be clear to the MHP re-
sponsible for assessing suicidal risk. The type of thinking involved in making a
threat is eerily similar to that of someone who is suicidal. In fact, in school
shootings in the United States and around the world, the most likely outcome
for the person making a threat is a suicide or attempted suicide. The “avenging
angel” either destroys himself or places himself in a position where law enforce-
ment is forced to use lethal force to protect the hostages. In any event, the net re-
sult is that the behavior is predictable and can be evaluated.

The levels of threat presented in both the FBI (O’Toole 2000) and Secret Ser-
vice (Fein et al. 2002) guidelines are very similar to the way a clinician evaluates
suicide potential: does the student have means, method, and motive? Ratings of
threat involve a three-level scale, with Level I being mildest and Level III being
the most specific or severe (see Table 10–3).

A Level I threat is a general expression of a wish to destroy or hurt an indi-
vidual or group. This level of threat is often found in younger children and may
be an expression of growing frustration due to a number of factors, such as
learning disabilities, social disadvantage, or child abuse. A Level I threat can be

TABLE 10–3. Levels of threat

Level I (low) Indirect and vague
Details inconsistent and implausible

Level II (medium) Direct and specific
Details plausible
General indications of place and time
No definite indications of preparation
May say, “I am serious”

Level III (high) Direct and specific
Details plausible and possible
Steps have been taken to prepare
Has means, method, and motive

Source. Reprinted from Twemlow SW, Fonagy P, Sacco FC, et al: “Assessing Adoles-
cents Who Threaten Homicide in Schools.” The American Journal of Psychoanalysis
62:223, 2002. Used with permission.
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easily identified because it is only verbal and does not show behaviors consistent
with the threat. Think of the typical angry outburst from someone who is
chronically unhappy with the way he or she is treated at school. There may also
be lists from children wishing that they could destroy a certain group of peers
whom they see as socially humiliating. This is happening at increasingly earlier
ages because of acceleration of children’s consciousness due to the Internet and
other connectivity devices.

A Level II threat is more serious and involves the expression of a more highly
specific and targeted threat. This might be the naming of an individual with
mention of a specific weapon to be used and may also involve a person taking
action in the form of research, recruitment, or targeting of a victim. This is a
more specific and plausible expression of an intent to do harm to someone else.
At this level of risk, there clearly is a law enforcement component and there
needs to be some type of intervention that protects any known victims or sep-
arates the individual making the threat into a therapeutic context for the rees-
tablishment of control.

A Level III threat is a critical level of evaluation. At this level, there is a clear,
distinct, plausible activity expressed by a person toward the targeting of a victim
or group of victims. At Level III, the person has demonstrated the ability to access
the materials to construct a lethal device, has conducted specific research for car-
rying out a plan for a lethal attack, has developed strategies for targeting victims,
and has sent messages created before or after completion of the act. At this level,
it is clear that the individual or the group is organized around the idea of discon-
necting from normal social values and attacking the symbolic target. This is a
very credible and serious level and definitely needs to involve and include law en-
forcement. This is an extremely high level of risk and is statistically quite uncom-
mon. Nevertheless, closer studies of school shootings around the world clearly
suggest that this level is reachable for many young people. As fewer resources be-
come available to identify and prevent the conditions that lead to social humili-
ation and alienation, these threats become real. There is an eerie pattern as to
how school shootings have unfolded around the world; many of them revolve
around symbolic dates (e.g., Columbine, which was planned to commemorate
the birthdate of Adolph Hitler).

In 2001, a California community college student was discovered in the final
stages of planning an attack on his school. He was caught when an alert photo
development clerk noticed that he had taken pictures of himself and all the ma-
terials he had collected for the attack. He had researched the materials and their
acquisition on the Internet; he had amassed detailed maps of the school, had se-
lected specific targets, had written a postattack essay, and had made an audio-
tape explaining his actions. This was all accomplished in his family’s home with-
out anyone noticing and with no other “leaks” or indirect communications.
There was little need to further analyze this case to establish the threat. The po-
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lice responded to the photo clerk and, upon investigating the young man’s
home, found clear evidence of his plan.

Keeping in mind the cautions we have already clearly identified, although
the analyst may feel most comfortable assessing the inner world of the child
making a threat, his or her role as a member of an interdisciplinary team re-
quires a mutual sharing of responsibilities with team members taking (and even
emphasizing) other approaches.

The creation of a safety plan is a set of steps that is taken after information is
gathered and initial assessments are made. In Level I threats, schools can use a va-
riety of approaches that involve community MHPs and become part of a strategy
that is taken over by the parents. If the parents are cooperative in a Level I threat,
it is then possible to create a therapeutic response to the expression of frustration
and aggression contained in the threat. This may involve weekly individual or
family psychotherapy, psychiatric consultations, brief inpatient or residential
state programs, or a combination of these community and mental health inter-
ventions.

Case Example: Henry, the Bully-Victim; 
Is He a Killer?
Henry was a 15-year-old boy referred to me at the insistence of the principal of a
parochial school he attended, although his parents thought the referral unneces-
sary. Beginning about a year before, Henry had decided, as he said, to get people’s
attention even if he could not be popular (his mother said that Henry’s friends
“put up with him”). He decided to get attention in other ways. He had noted the
publicity surrounding the Columbine tragedy and was openly jealous of the at-
tention focused on this carefully engineered slaughter. Henry liked playing video
games, particularly violent ones, and he specified the video game “Doom,” which
he called “a splatter game.” He also liked listening to hard-core rap music. These
interests were the antithesis of what his parents desired for him. In May of the
year of referral, he had downloaded some printed material from a Web site on
how to make pipe bombs and developed a hit list of individuals who had bullied
him—including some drawings indicating how he would shoot them. His family
physician had put him on Zoloft (sertraline), but there was not much change in
his behavior, and he was in danger of being expelled from school (after having
been suspended for a total of 13 school days in the previous year).

Although Henry described himself as endlessly bullied and picked on, the pat-
tern that he demonstrated in his relations with peers was what we would describe as
bully-victim; that is, like a provocative victim, he would often act passively, provok-
ing others into responding to him in a bullying way, and then he would bully back.

His parents were both religiously and politically conservative; his mother was
working as a librarian, and his father was a car salesman who was on the road a great
deal of the time. His father also presented an openly aggressive manner, with keen in-
terest in the brutal aspects of ice hockey, and was the proud owner of an extensive
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collection of guns and knives. As an only child, many of the family’s wishes and ex-
pectation were invested in Henry. Discussions with teachers indicated that, as one
teacher said, “when the predator is looking for prey, Henry is it.” He was described as
an open target, as if he were inviting abuse. The bullying included sexual taunting
and taunting for being held back at kindergarten (at the request of his parents, who
at the time did not think their son was emotionally mature enough to progress with
his peers). Henry had been on Ritalin (methylphenidate) for many years for atten-
tion-deficit/hyperactivity disorder (ADHD) and had been a high-performing stu-
dent, although at the time of referral he was doing poorly at school.

When I met with Henry, he spoke mostly about how unpopular he was, how
he did not have girlfriends, and that he envied people who were athletic and hand-
some, even though he himself was not an unattractive-looking boy; he was some-
what gangly and rather clumsy for his age, but had nice features. As he began to
trust me, he spoke more of his worries, the major one being that his father con-
stantly put him down and called him stupid, as if he could not learn. I had an op-
portunity to observe his father in action; Henry’s mother, although quite aggressive
in her own right, adopted a very passive stance with her husband and would often
burst into tears, especially when he was sarcastic with Henry. When Henry bullied
back, he picked mainly on girls, since he was stronger than they were, and of course
this did not increase his popularity among other girls, boys, or schoolteachers.

The parochial school he attended had a serious problem with coercive
power dynamics; that is, there were many power struggles at the school that were
denied by the staff, with a rather naively positive attitude taken in spite of some
quite serious fights at the school. References to faith in God and religion were of-
ten used to avoid dealing with the fundamental power struggles.

In the middle of this morass of negativity and cynicism, this depressed
young man would brighten visibly when he spoke of how good a salesman he
was; he had sold a great deal of cookies and candles to raise money for the Boy
Scouts and had received a prestigious award. An insurance agent friend of his fa-
ther had said, “He speaks like a lamb and sells like a lion.” The attempt to identify
with his father’s strength as a salesman was very clear, but when Henry would
speak about this in family sessions, his father would sarcastically downgrade his
actions, almost as if he were envious of them.

Henry felt that the diagnosis of ADHD had always made him different. He
hated going to the nurse to get his Ritalin, since he was often called “crazy” by his
peers. Yet, in class, he often acted like a clown, making noises to draw attention to
himself. He would rather have the teacher report him and suspend him than re-
ceive no attention at all. In spite of his “I don’t care” attitude toward his school-
work, I learned over the period of assessment that he often obsessed for many
hours over homework and then, of course, was sleep-deprived. At night, he tried
to drown out troubling homicidal thoughts by playing his boom box loudly, and
then he would nod off in the classroom the next day.

On one occasion, he attracted the attention of a Drug Abuse Resistance Edu-
cation (D.A.R.E.) police officer. When asked what he liked to do in his spare
time, Henry said that he liked to play violent video games to take his anger out in
them. The officer reported him, and again he felt misunderstood because he
thought that he had been taught it was good to get his anger out. His mother
conveyed quite clearly that she was frantic that her efforts had produced a “mon-
ster,” and Henry conveyed this to the officer, whispering to me, in his presence,
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“How did we produce a child as sick as this?” As the contemptuous abuse at
home and the peer bullying and stigmatization by teachers and administration
and resource officers at school mounted, Henry became increasingly sadistic,
destroying property and overtly bullying children who were limited intellectu-
ally or had physical deformities. He openly expressed satisfaction when he could
dominate and hurt them, thus appearing even less likable and more sadistic.

Psychoanalytic evaluation revealed a boy with many as-if personality traits.
The intensity of Henry’s rage at his father’s bullying and his mother’s passivity
resulted in a pathological identification with a perversely exaggerated twin iden-
tity, which both expressed his rage by embarrassing his father and adopted his
father’s phallic destructive interests. His personality lacked depth and convic-
tion, except in the long nights of cyberfantasy, rap music, and trying to do his
homework. As Kernberg (1984) emphasized, Henry’s defective sense of self was
clearly protected by a pathological paranoid grandiosity enacted at night in the
privacy of his room, while during the day he retreated to an as-if passive victim-
ization. Meissner (1988) called this the victim-introject.

Henry responded quite well to psychoanalytic expressive-supportive psycho-
therapy and aggressive physical outlets (martial arts) that were used with him in
a therapeutic way. He was transferred to a public school setting where he felt less
oppression from organized religion and from the more-affluent children. He did
quite well in this setting; his self-esteem improved, and his need to receive copycat
recognitions, both by adults and peers, decreased. As he became less and less
needy for attention, he became more attractive to girls and was able to have nor-
mal dating relationships. The initial transference to me was quite stereotyped; he
clearly did not expect help from anybody, as if he had virtually given up on adults
or any source of help (as had the school shooters). His one outstanding skill was
selling; it was an attempt to mimic in a normal twinning way, and to achieve some
support for his growth and development from his father.

Family therapy was very helpful in teaching Henry’s father to avoid contempt
and bullying and to encourage his parenting skills. Henry acted out, in the trans-
ference, his well-known pattern of having to please the male, and he became fairly
open about his expectations that women were worthless, passive, and weak. His
oedipal defeat, actualized in the home setting, was able to be more normally tra-
versed when he began to be able to see defects in his father and take them less per-
sonally, as the negative oedipal fixation was resolved. As he became less murder-
ously angry, he also lost interest in karate, but thanked me for making the referral,
which he felt had helped him. His interest in violent video games gradually
changed, and he seemed to reenter a normal adolescent identity search. His par-
ents, however, did not do well as he improved, and they ended up in a cold and
hostile relationship, although the holding of the therapeutic relationship helped
Henry traverse the marital distress without boundary diffusion and immersion in
their psychopathology. I continued seeing him until he finished high school; after
that, as expected, he left his distressed home at the earliest opportunity.

There may also be a school component in the response to a Level I threat; it
may involve some type of disciplinary activity or some inclusion in supportive
or creative peer socialization approaches. There are a host of possible ways in
which a youth with this level of confusion who makes a threat can be reworked
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back into the community. (For an example, see Sacco and Larsen 2003.) In
Henry’s case, the threat assessment was awkwardly applied, while psychother-
apy was expertly used and resulted in the student’s reentering the school and
completing a community college education.

Responding to Level II threats is more complex and will require the involve-
ment of probation or some other type of law enforcement activity. In a Level II
threat, there is clear intention to do harm. These threatening activities can be
seen as either delinquent or criminal acts or an indication of a mental health or
substance abuse issue. Simply referring a Level II threat to a community resource
(such as therapy) and quickly returning the student to school may fail in protect-
ing the school from possible eruptions of aggression from that individual making
a Level II threat.

There are a number of approaches in the juvenile justice system geared toward
communicating that certain behavior has crossed the line and could result in seri-
ous imprisonment. This is an approach that is best combined with a rehabilitative
strategy that includes educational enrichment, mentoring (see Chapters 7, “As-
sessment of At-Risk Children,” and 8, “Activating Community Resources Through
Therapeutic Mentoring”), and after-school activities. These approaches are pow-
erful and can involve the family. If the family is incapable of supporting this type of
intervention, then state intervention may be required to ensure that all adults take
the evaluated Level II threatening behavior seriously and not place the larger com-
munity at risk.

In a Level III threat, a real dilemma exists and has become a crisis. At this level,
a person is probably within 72 hours of committing a lethal act. Evidence is col-
lected that supports a criminal charge; the response to this may be primarily
through the correctional system. There are a variety of alternative methods of re-
sponding to this type of threat, however. It is essential to remember that the most
effective response is not assessment, but rather a prevention approach that en-
courages peers to report to adults when threatening behavior is expressed in the
school. If an overly punitive zero-tolerance approach is taken, peers are less likely
to be open about communications that might be early indicators of an impending
threat to a school within the community. Responses to Level III threats need to
have as their primary focus the protection of the school and of the larger commu-
nity; however, an effort should be made to create the most humane response to
the individual making the threat. Intervention at this point could allow the indi-
vidual to remain in society without forced incarceration for long periods of time.

Clinical Profiling

The classic FBI approach to threat assessment (O’Toole 2000), which uses de-
mographic and psychological profiles of violent perpetrators in similar cases, is
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one that is quite familiar and has many parallels in the field of mental health.
DSM-IV-TR (American Psychiatric Association 2000) is a type of clinical pro-
filing approach in which groups of characteristics are defined to form a diag-
nostic syndrome. They clearly do not define an individual, but they do cluster
symptoms in such a way as to allow for a descriptive formulation of problems.
The FBI gathered its information by interviewing school administrators and
counselors from schools where shootings had occurred. A personality type did
emerge from this profiling experience that can be a useful guideline in the
hands of clinical MHPs.

The Secret Service approach (Fein and Vossekuil 1997; Fein et al. 1995,
2002) holds that no one individual personality type is more likely to commit a
threatening act. While that may be true, and there are certainly many instances
where false-positives may occur, a skilled MHP can help to understand the gen-
eral type of person most likely to engage in such acts.

The individual who commits a school shooting can often be described as a
grandiose “injustice collector.” This type of individual feels superior to others
around him and frequently makes complaints. This is in contrast to the more op-
positional and defiant student, who will make trouble rather than constantly feel
aggrieved by a sense of being misunderstood and mistreated. The pattern of feel-
ing cheated and humiliated will be present in many types of threat assessment
areas. Government agencies and religious groups frequently are attacked, and
school shootings are occurring in older grades and post–high school (college) set-
tings. There is a common element in many of these shootings that is rooted in this
personality style of an irritated and grandiose individual who believes that the
world has wronged him or her. This type of person can leave school and become
involved in workplace violence or other random attacks on symbolic targets.

When this type of individual is forced to participate in a social system that is
dismissive and allows humiliation, we have the beginnings of a dangerous social
context for the incubation of violence. When a person is sensitive to injustices
and feels easily bruised by shame and humiliation, a dangerous cycle begins.
The ongoing shaming will fuel fantasies that become extremely violent. The vic-
tim feels persecuted, unheard, and isolated and subsequently disconnects from
normal peer and authority social structures and escapes into a violent fantasy
world. The essence of this world is retribution and the creation of an identity of
an avenging victim. The Internet is an ideal environment in which to incubate
this type of disconnected individual.

When people “escape” into virtual reality, they encounter many opportunities
to gain information that can be used to fuel their violent fantasies and eventually
to create the means and opportunity for the creation of plans, and any genetic or
environmental predisposition to mental health problems becomes similarly ag-
gravated. Attachment trauma can be easily reactivated. The fact that many school
shootings result in suicide at the scene may indicate that the mechanisms of isola-
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tion and detachment from normal sources of social support are quite similar.
There are other eerie similarities between suicide and the evolution of a school
shooter. In both cases, the individual who has withdrawn into disconnected and
isolating violent fantasies often sends out signals, usually to friends. These signals
will increase in frequency as the individual moves closer to implementing a plan of
lethal activity (O’Toole 2000). Again, this potentially deadly aggression can be tar-
geted against the individual him- or herself, in the case of suicide, or against a sym-
bolic target—the school—in the case of the shame-based humiliation personality.

An analysis of the home lives of many of the school shooters (O’Toole 2000;
Twemlow 2008) revealed that their parents can often be characterized as dismiss-
ive. There was a pattern in the families of the school shooters where the shooter
was viewed within his family as the “king of the roost.” Families were thought to be
fearful of the individual making the threats, who frequently was quite aggressive at
home and felt tortured and tormented. Many parents were also distracted by their
own problems or the strains of work. These families were also likely to have regis-
tered firearms, and the school shooters frequently used them in their rampages.
Parents would frequently try to indulge their misbehaving child, creating a dis-
missive family environment where the individual could continue to isolate himself
in his violent fantasy at home, assisted by unmonitored Internet access.

Families were frequently seen as being protective of the individual making the
threat (O’Toole 2000; Twemlow 2008). The dismissive parents would frequently
point fingers at the school, blindly protecting their child in any school dispute. The
family rarely was active in the school (in the form of participation in parent
groups) and thus was “dismissing” the value of school activities and unconsciously
siding with the child. Families of school shooters were also likely to allow the youth
far too much freedom at home. The school shooters were given privacy beyond
what was reasonable and frequently would become aggressive if their right to be se-
cretive was challenged by the parents, as illustrated in the case of a child in a two-
parent home who was involved in a nonlethal school shooting. The child had lit-
erally created a tunnel of sheets so that the father would not see the sadomaso-
chistic pornography, neo-Nazi propaganda, and transcript of the 15-year parole
hearing of Charles Manson on the walls of the bedroom. The father meekly lived
under the same roof as his child, yet never saw nor questioned the cover-up of these
obvious clues of trouble in his own house (O’Toole 2000; Twemlow 2008).

Clinician Safety: 

Assessment of Personal Risk

The unexpected death on September 3, 2006, of Dr. Wayne Fenton, a division
director at the National Institute of Mental Health (NIMH) and a prominent
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schizophrenia expert, illustrates the tragic irony of risk assessment, especially
among experts. Dr. Fenton was seeing a patient with paranoid schizophrenia
during the weekend at the special request of the patient’s father. The renowned
psychiatrist was mercilessly beaten to death in his own office. This case has
raised many important questions about how MHPs should deal with high-risk
consultations in the confines of their offices, often away from any easily avail-
able help.

With school-age children, awareness of personal risk may come up in the
form of assessing an adult-sized adolescent who has been sexually mature for
many years and is quite aware of his or her rights and the vulnerabilities of the
MHP. Many experienced therapists are unaware that this type of attack can occur
even with a patient the therapist has known for several years. The other problem
is the question of our collecting reliable and valid evidence for serious attacks on
clinicians. According to the Department of Justice (Friedman 2006), mental
health workers have an annual rate of nonfatal job-related violent assaults of 68.2
per thousand, compared with a general rate for physicians of 16.2 per thousand.
There is conflicting evidence regarding the prevalence of violence in mentally ill
people. Strict mental illness, as such, contributes very little to violence in the pop-
ulation overall. Estimates of 3%–5% or lower have been made (Friedman 2006).
Furthermore, it is important to note that substance abuse disorders account for
the majority of violence in mentally ill populations.

Psychotic thinking that influences behavior, a history of violence, and sig-
nificant concurrent substance abuse are psychiatric conditions with the highest
risk of violence. A prevalence study of older adolescents also suggested that the
presence of Cluster A and B personality disorder traits, together with paranoid,
passive-aggressive, or narcissistic personality traits, had the highest association
with violent behaviors (Johnson et al. 2000).

To enable a clinician to conduct a useful interview under potentially dan-
gerous conditions, four main elements are needed (Twemlow 2001). The first
element, self-awareness, especially awareness of early signs of fear and of trans-
ference and countertransference, works together with skill in establishing a
therapeutic alliance and adopting a stance that conveys empathic attunement to
the sources of the patient’s anxiety. Safety checklists do not replace this impor-
tant step.

The second element is clinical knowledge of the psychiatric diagnosis and prior
assessments, such as psychological tests that have been made. These offer the cli-
nician an opportunity to identify risky behavior or tendencies. The third ele-
ment is clinician self-care, including attention to the client’s personal, physical,
and emotional needs, along with self-defense and de-escalation talk-down skills
that MHPs should include as part of their own self-care inventory. Finally, pro-
vision of a safe environment, particularly an office environment with attention to
obvious issues like seeing such patients during office hours with help and pro-
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tection, and, if necessary, an arrangement of office furniture that ensures easy
escape and the avoidance of objects or articles of clothing that can be potentially
provocative or hazardous. The MHP needs to pay special attention if he or she is
practicing in a setting with a violent young adolescent, who often will act before
thinking, let alone speaking.

Certain automatic prejudices may sometimes influence the MHP in making
these assessments. For example, the idea that violence is much more prevalent
in men than in women, although true in prison populations, where the majority
of inmates are male, is certainly untrue in hospital populations, where hospital
incidents of violent behavior are shared equally between genders (Platts and
May 1998). Awareness of the language and colloquialisms of the patient is crit-
ical. In certain cultures, it may be important to have an evaluator who is of a
similar culture or who understands the cultural role of the family and the im-
portance of cultural myths and language. For example, an African immigrant
psychiatrist mistakenly decided to use Haldol (haloperidol) for a patient be-
cause the patient had said he wanted to “get this monkey off his back,” referring
to his wife, whom he was in the process of divorcing. If a child is violent, it will
be very difficult to read individual nonverbal cues. By nature, violent individu-
als are suspicious of conveying anything to you, seeing this as a potential loss of
control.

Although there is some evidence that command hallucinations are not an ac-
curate indicator of violent behavior (Hellerstein et al. 1987), these symptoms are
still considered an important part of an assessment of immediate violence risk. It is
important to be nonconfrontational and very open in what one does, including
avoiding note-taking altogether or else taking notes that the patient can see. The
Hare Psychopathy Checklist (Hare 2003), which places strong emphasis on vio-
lence history, has outperformed sheer violence history as a predictor (Gray et al.
2003). What can be said about psychological scales? Their results should not be ig-
nored, but of course there are no 100% reliable predictors of violence; therefore,
such scales should be used as confirmation only. The value of scales depends on the
therapist’s knowledge of the populations surveyed, how the scale is standardized,
the sample size, and whether the patient is on the extremity of a scale score, just to
name a few of the many possible variables. Commonly used instruments include
the Violence Risk Appraisal Guide (Quinsey et al. 2006) and the Historical/Clini-
cal/Risk Management–20 (HCR-20) violence risk assessment scheme (Webster et
al. 1995, 2009; updates also available at http://kdouglas.wordpress.com/hcr-20).

False-positives are very common; unfortunately, so are false-negatives. If in
doubt, when the MHP is attempting to establish the risk for impulsive violence
in a patient, he or she should not hesitate to use a trusted and experienced col-
league as a consultant. Figure 10–2 is a decision tree that illustrates one way of
assessing an individual patient who is being seen in an MHP’s office as part of a
threat assessment initiated by school referral.

http://kdouglas.wordpress.com/hcr-20
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Conclusion: Climate Change in 

the School Social Context

We attended the Leesburg Conference,1 which offered the opportunity for per-
sonnel from 18 schools that had experienced shootings to meet with experts
and FBI profilers for a week to reflect on what may have been happening in the

FIGURE 10–2. Risk decision tree.

1The Leesburg Conference, held in 1999 and sponsored by the Critical Incident
Response Team of the FBI’s Behavioral Sciences Unit, involved 18 schools that had
experienced school shootings, experts on various forms of violence, school personnel,
attorneys, police, and FBI profilers. The conference findings were reported in previ-
ously cited FBI references (O’Toole 2000).
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schools and the shooters’ worlds. The majority of the conference’s participants
agreed that most suburban schools contain a student who would fall within the
category identified as being at high risk for this behavior by this group of
schools that had experienced shootings. There was vigorous debate about the
role of athletics in the evolution of the school environment that created the elite
social group of athletes viewed as the enemy by the Columbine shooters.

There were also many contradictory communications about the roles of ath-
letics and the “in-crowd” phenomenon as they related to any specific shooting. In
some instances, privileged athletes did play a role in fostering a coercive environ-
ment. It was not a consistent pattern across all of the school shootings, since other
intensely competitive activities like forensics and debate can create similar reac-
tions over focus, yet there seemed to be a more common element. The concept of
a dismissive school environment was hypothesized to explain how schools could
be distracted by everyday demands of being academically strong and athletically
well developed. Communities expected their schools to be places that children
could attend and excel at athletics, forensics, debate, or other activities.

Schools can analyze their own climates and begin the process of making
them more peaceful. We believe that every school has a climate that is unique to
itself; thus, each school’s social system, even within the same district, is unique.
This requires that the adults create simple, sustained programs geared toward
identifying coercive patterns of behavior, bullying, repeated victimization, and
availability of positive outlets. This participation and awareness that young peo-
ple form groups that can be destructive are necessary components of a success-
ful program. Our recent research in Jamaica proved that content is less impor-
tant than process in developing violence prevention programs (Twemlow et al.,
in press). Adults at all levels of a community need to become actively involved in
strengthening their schools’ climates, offering a positive, safe, and creative place
for the community’s children to be educated.

KEY CLINICAL CONCEPTS

• Threats to schools can originate from inside the school or from the
outside. The school may also be a symbolic target.

• Threat of lethal violence and risk of suicide share several com-
monalities. Both homicide and suicide may be responses to shame
and to the perpetrator’s perception of being humiliated.

• A school violence threat may involve either an individual or a
group. In both cases, shame and resentment from feelings of being
ostracized can become compressed, evolving into a motivation
that drives lethal behavior.
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• Cyberbullying (including texting, sexting, and sharing of photo-
graphic images) represents a new and extremely destructive form
of social aggression.

• Aggression at school can be impulsive and reactive or planned and
predatory.

• Affluent and lower-SES schools differ in how threat is expressed.
In lower-SES schools, the threat is often in the context of criminal
adult gang activity. In higher-SES schools, threat often takes the
form of social aggression involving exclusion and humiliation.

• Threat assessment teams should include at least one educator, one
law enforcement official, and one MHP from inside or outside the
school.

• The FBI and the Secret Service have developed detailed ap-
proaches to threat assessment of school violence.

• A three-level system is used in threat assessment to rate risk:

—Level I: mild—improbable

—Level II: moderate—probable but not likely

—Level III: serious with specific target, means, and motive

• There is a strong similarity between threat assessment of school
shootings and that of suicide. In addition, many school shootings
result in the suicide of the shooter at the school.

• The classic profile of a school shooter is a grandiose “injustice
collector” who feels persecuted and eventually shifts from the vic-
tim role to the victimizer role of “avenging angel.”

• In assessing a student who has made a threat, the following factors
are important: 1) previous warning communications, 2) ambiguous
messages, 3) availability of guns, 4) victimization by social groups
or individuals, 5) concern expressed by adults or peers, 6) mimicry
of media figures, 7) changes in emotions and interests, and 8) fam-
ilies low in emotional closeness and knowledge of the adolescent’s
life.

• Clinicians need to be alert to personal safety risks. When conduct-
ing a threat assessment under potentially dangerous conditions,
four main elements are needed: 1) self-awareness, especially
awareness of early signs of fear and of transference and counter-
transference; 2) clinical knowledge of the psychiatric diagnosis and
any prior assessments; 3) clinician self-care, including attention to
the client’s personal, physical, and emotional needs, along with self-
defense and de-escalation talk-down skills; and 4) provision of a
safe environment.
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11

Effortless Wellness and 
Other Afterthoughts

WHO would not want to be well? It seems a self-evident truth, one endorsed
by all medical organizations, and most recently by health insurance companies,
who even pay for it. The World Health Organization (1948) considers health to
be more than the absence of disease, but rather a state of optimal well-being. So
instead of merely curing illness, we now may achieve wellness, which (accord-
ing to the American Holistic Health Association [2003]) requires “balancing
the various aspects of the whole person”—physical, emotional, mental, and
spiritual.

The American Holistic Health Association (2003) offers a Wellness Quiz
consisting of the following questions: “Do you wake up with enthusiasm for the
day ahead?” “Do you have the high energy you need to do what you want?” “Do
you laugh easily and often, especially at yourself?” “Do you confidently find so-
lutions for the challenges in your life?” “Do you feel valued and appreciated?”
“Do you appreciate others and let them know it?” “Do you have a circle of
warm, caring friends?” “Do the choices you make every day get you what you
want?” The quiz ends with the statement, “If you answered ‘no’ to any of these
questions, congratulations! You have identified areas in your life that you may
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want to change.” A similar organization, the American Holistic Medical Asso-
ciation (www.holisticmedicine.org), has a medical focus combined with the in-
tegration of health-promoting strategies from other cultures, such as acupunc-
ture, but has more recently also embraced wellness concepts.

Violence is obviously very far from wellness and will not be cured by exer-
cise, diet, or feeling better about oneself. What, then, establishes wellness? The
answer depends on complex personal and situational factors that are different
for everyone. Typical of our individualistic American society, setting and achiev-
ing individual goals is deeply ingrained in how we think. The problem is that all
too often we are not thinking in terms of collaboration and being a piece of the
puzzle that is an open social system. People must accept that they must adjust in
concert with all the other individuals in their worlds as each social system
changes. If we don’t feel interdependent and connected passionately to the com-
munity, we have very little likelihood of achieving optimal well-being individu-
ally—or even a much lesser state, the absence of violence in our school system.

A young man came to my office a few years ago with a clear clinical history of
dysthymia. He had been referred to a managed care agency provider, who gave
him a written list of things to do and think about that would “cure” his depres-
sion, including daily exercise, positive affirmations, reframing his negative
thoughts, getting a hobby, and so on. When he had returned a month later feel-
ing no better, the therapist simply told him, “Okay, but this is still all you need.
When you are ready to follow the written treatment plan, your symptoms will
clear up!”

With his detective-like mind in the early days of his writings, Freud was per-
plexed by patients who would not change themselves, in spite of a detailed ex-
planation of the reasons for their mental illness and its obvious negative impact
on their lives. He became impatient, dogmatic, and at times angry about it all,
and yet it remained a mystery to him. He discovered that the answer to the prob-
lem is captured in a phrase he coined, “unconscious resistance.” Human beings
consciously resist change for many different conscious reasons, but the hidden,
unconscious reasons are the core problem; change threatens their transferences
by arousing deep and primitive fears. It is said that Freud discovered this while
standing in for a mentor of his who had become too attached to his patient, the
later-famous “Anna O.” While his chief, Breuer, was taking a second honey-
moon (impelled by his wife’s jealousy about Anna O. and the time her husband
had spent with her), Freud, the student, discovered that Anna O. had fallen in
love with Breuer, which she demonstrated by responding to Breuer’s care (hyp-
nosis) with miraculous results, provided that he hypnotized her every day. She
even had a pseudocyesis when Breuer was away! Freud called this transference;
the transference is of earlier or current feelings or ideas about relationships (in
Anna O.’s case, earlier sexual love for her father) to those who are current re-

www.holisticmedicine.org


Effortless Wellness and Other Afterthoughts 289

minders (triggers) of those other relationships (in this case, Freud’s chief, the
well-known and brilliant neurologist Josef Breuer).

The technique of looking carefully at the unconscious of our patients re-
mains an essential part of psychiatric care to this day. Karl Menninger, arguably
the founder of American psychiatry, wrote a book called Man Against Himself
(Menninger 1938). His view of the unconscious was that the battle between un-
conscious self-destructiveness and human survival was an urgent one, demand-
ing that we all be aware of the unconscious choices we make between survival and
death. Modern medicine is now giving us many useful tools to manage change,
and has produced a concept of wellness that could be achievable if combinations
of conscious “cognitive-behavioral therapy,” and unconscious “psychoanalytic
therapy” treatments were used in harmony with other extraordinary develop-
ments in the genetic understanding of individualized appropriate drug selection,
neuroplasticity, brain dynamics, and neuroscience. We may be moving rapidly to
truly individualized treatment in a psychopreventive biosocial fashion, but this is
still prevention after the proverbial chicken has flown the coop.

One expectation of optimally healthy individuals is that wellness would be
effortless. They would simply integrate healthy actions and thoughts into their
day-to-day activities, go to the gym, and behave constructively without a second
thought. To do well, one must wake up to the extraordinary preciousness of be-
ing well in oneself. Many individuals have been inspired to wellness by a serious
illness and or a near-brush with death (Kelly et al. 2007; Twemlow et al. 1982).
A close call can awaken us to the urgency and immediacy of the value of life it-
self. Sometimes this experience is felt to be religious in the literal or sacred sense.
More humorously, a great samurai once said that one should live each day as if
a fire is raging in one’s hair! It is what one might call waking up, coming out of
the trance of life, or coming face to face with the light of pure reality. Not all of
us (especially children) have had this “opportunity,” nor would we actually want
to have a near-death experience.

How, then, can we provide an environment in which we can learn to be well
effortlessly and painlessly? As with everything else, it begins in the cradle. Chil-
dren learn a lot through imitation. They imitate parents and parent surrogates in
great detail, not just in broad brushstrokes. They automatically imitate modes of
eating and talking, like and dislikes in food, accents and mannerisms, ways of
managing conflict and trauma, and values, and they do it mainly unconsciously.
Sometimes it’s a trivial matter; for example, one day I noticed that one of my
daughters was eating in a European way, although she had never been outside
America. She was imitating her father. But think of a child who has been brought
up to think that physical violence is a way of solving problems through imitation
of his father’s physical approach to his mother and his policy of beating up those
who disagree with him. That child then goes to school and beats up other stu-
dents, and ends up in serious trouble.
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What Is Psychological Wellness?
In general, the literature on wellness deals variably with the topic, often focus-
ing on things one does for oneself to remain well: having healthy attitudes, eat-
ing organic foods, getting aerobic exercise, avoiding addictive substances and
habits—the list is literally endless. While all of these things are part of wellness,
a resistant individual in Freud’s sense will have great trouble doing any of them
and may prefer instead to be a couch potato just because it’s easy and it feels safe
and familiar. The pleasure principle underlies the human behavior that moves
us in that direction: we want to indulge our impulses and we want to do that
whenever we want without regard for the welfare of others. The reality princi-
ple, where we have to recognize the reality that other people exist, is not easy for
us to adopt and accept.

We know that the infant from birth is amazingly open to learning; besides
acquiring language, infants are immensely influenced by parents’ modeling, es-
pecially during the first 5 years of a child’s life. Values learned in childhood may
become habits of thought that persist throughout life. If one assumes that values
such as physical wellness, eating healthily, exercising, and avoiding addictions
will be resisted by long-standing irrational habits of thought, then modeling
healthy behavior by parents is essential. But the parents themselves may not be
sufficiently inspired by the idea of wellness, and they, too, may have a wide va-
riety of ways to rationalize the meaning of life so that there isn’t any real point to
being well—for example, people will never change, it will be too costly, why
try—and so the problem becomes a vicious cycle, continually renewing itself.
There are two flaws in these rationalizations, however.

The first flawed assumption is that a change in a macrosystem, such as the
population of a large school district or a city, requires all individuals within that
system to change. However, behavioral studies indicate that this is simply not
true. What we don’t know for certain is what percentage of a population needs to
change in order for that change to be reflected in the population as a whole in
some significant way.

Research done with transcendental meditation (Brown and Edelson 1990)
derives a concept from physics, suggesting that if 1% of a chemical solution
changes, there will be visible macromolecular changes in that solution. This
idea was applied to a variety of small towns where at least 1% of individuals
meditated. The reports, composed during a phase of great public interest in
transcendental meditation (between about 1970 and 1980), strongly suggested
that such cities became much less violent and that overall crime rates declined.
Although the validity of this literature has been sharply questioned (Carroll
2010), whatever the actual percentage of a macrosystem may be that needs to
change is not going to be anywhere near 50%. So why not begin wherever we
are, and see where we can go with wellness? We referred earlier (in Chapter 5,
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“Bullying Is a Process, Not a Person”) to an experience we had in Jamaica, where
a “Tuck your shirt in!” chant was set to reggae music and quickly became very
popular in the school. It had a remarkable effect on children’s levels of tidiness
and reduced violence in the school; kids were too busy being tidy to fight! Cur-
rent literature suggests a number of innovative ways to create a craze. In Switch:
How to Change Things When Change Is Hard, by Chip and Dan Heath (2010), a
slightly modified table of contents gives us a series of clues: Direct the Rider,
Find the Bright Spot, Script Critical Moves, Create a Destination, Motivate the
Elephant, Find the Passion, Shrink the Change, and Shape the Path: Tweak,
Rally the Herd, Build Habits, and Follow Through.

The second flawed assumption by those who prematurely give up on pursu-
ing a heathy lifestyle is that wellness cannot be made palatable to children. Most
gyms, for example, ban children under the age of 12 because of the potential risk
of harm from improperly using the exercise machines. How about a child-
friendly gymnasium? How about integrating schooling with home care? For ex-
ample, offer schooling for children from the age of 2 years and onward. This
would provide an alternative to child care and would enable children to learn
languages quickly, as their brains are ready for language early. Such a measure
would also allow socialization into effortless wellness thinking to happen. Of
course, this also implies massive change in the training of teachers in social and
emotional development, as well as intellectual education. Yet we have seen far
too many situations in which a school will choose to build an athletic stadium
rather than provide essentials for learning, like air conditioning in classrooms.

Could there be another missing piece in this jigsaw puzzle? In our opinion,
success in achieving wellness goals has a great deal to do with how a nation’s lead-
ership selects priorities for the population. For example, Norway has been more
successful than any other country in reducing bullying in schools, with the credit
for that success largely due to a research psychologist, Dan Olweus (1993). His
research is widely known and extremely well done. In fact, it prompted a Nor-
wegian government manifesto (Zero Bullying) to be instituted in September
2002. Follow-up studies (Roland et al. 2010) showed lasting changes in Norwe-
gian schools after the manifesto, opening up a sensible theory: if a government
can be persuaded to list a series of basic psychologically healthy attitudes as pri-
mary policy priorities, such as managing bullying in the home, the school, and
the workplace, a U.S. manifesto could follow suit, placing the focus where real
and long-lasting good can be done in a proactive (rather than reactive) way.

A nonexhaustive list of matters that would ensure the wellness of children
and for which immense amounts of data exist include the following:

1. Be a “good enough” role model for your children. Nobody’s perfect, but chil-
dren can respond to trauma without lasting damage if supported by their
parents, especially when children are young (Vaillant 1977/1995). Many be-
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lieve that coping with trauma and conflict is part of growing up. (An excel-
lent book for parents by Steven Marans [2005] spells this out in user-friendly
language.) Evolution and the way the human mind works has prepared chil-
dren perfectly to learn from adults; what we have to do is model emotional
health for our children, including how one develops a sense of oneself, what
some would call an identity. Being comfortable within yourself, knowing
who you are, even if you can’t specify it in detail. These factors do not require
an encyclopedic study, nor do they require medical visits. They do require
family discussion and the sort of things that families discuss, such as setting
priorities for what children consider important as they grow up. It is crucial
to note that children well into young adulthood are highly impressionable,
without much discrimination. Then, in adolescence, the parent is like a to-
tem; children develop an identity by challenging the totem. Yet we still have
to find coherent ways of establishing a wellness theme to take advantage of
this impressionability of children. We pay far less attention to children’s
learning and wellness than we do to the cure of physical illness in older
adults.

2. Watch what your children watch in the media. Don’t just monitor how much
sex and violence they may be exposed to, but pay special attention to reality
television and to the range of commercials focused on children as young as
18 months. When children have questions about the validity of what they
are looking at or how representative it is of human behavior, be prepared to
discuss it.

3. Watch for and take care of any subtle variations in your children’s intellectual
skills; don’t deny them. Take care of problems as early as possible, because the
discovery of mild learning disabilities, dyslexia, social skills deficits that exist
in the autism spectrum disorders, and mild impairments in visual and au-
ditory learning can vastly affect the self-esteem of highly intelligent and
competitive young people, who end up trying to hide the defects (often quite
successfully) with issues like drug dependence presenting as a primary prob-
lem. Having intellectual deficits can be more socially disadvantageous (in
terms of associated stigma) than having a bona fide psychiatric illness.

4. Discuss the human mind and its various stages with your children. What are
dreams, and why is the night so often scary when you are little? How does a se-
curity blanket and imaginary playmate help young children feel safe? What
are the stages of life? What is an adolescent and why are children’s moods so
variable during adolescence? What is a young adult and why do they con-
stantly change what they believe in or what they want to do? What are the pri-
orities and responsibilities for a fully grown adult? What is a midlife crisis,
and why is it a crisis? What happens when you get older? These are all mo-
ments in the normal life cycle, explained and described in a classic and beau-
tifully written passage in Erik Erikson’s Childhood and Society (Erikson 1963).
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5. Care for the environment (what today is called “living green”). The country-
side is a great deal more than what Edward O. Wilson in 1984 cynically
called “the space between cities to a city dweller.” The ecosystem imprints
itself on the human mind, either by its presence, for those brought up in a
rural environment, or by its absence, for those brought up in a large city.
Nature should be a part of every child’s life—not just taking care of it, but
understanding why one takes care of it. Many believe that the ecosystem is a
critical part of normal ego development and that awareness and love of na-
ture creates a respectful mind-set that includes safe feelings and care about
what goes into one’s body.

6. Encourage your children to think things through. Thinking about thinking
(mentalizing) and solving problems has been related to helping people main-
tain their intellectual integrity throughout maturity and old age. It is very
important that all children, as part of growing up, learn to think through
problems, learn to live with problems for which solutions are not known, and
learn to collaborate with others in creating solutions where possible. Chris-
topher Lasch, in The Culture of Narcissism: American Life in an Age of Dimin-
ishing Expectations (Lasch 1978), took us to task for being too self-absorbed.
Thinking through involves recognizing and valuing interdependence, not in-
dependence.

7. Do good for others. We have touched on the idea of being altruistic from time
to time in this book. As one Zen master said to a student who asked how he
could help himself, “Help others.” We found this to be an extremely useful
attitude to take in managing school violence and in motivating the helpful
bystander into altruistic actions. Philosophers have long debated whether
or not altruism is an absolute quality or egoistic. We can accept the fact that
there is an egoistic quality to altruism, so that practically speaking, being
altruistic doesn’t mean being a saint. Altruistic companies (like Hallmark
Cards), strongly suggest that helping others and being good to employees
can be financially profitable, as well as improve the quality of life for many.
There are psychotic forms of altruism where the grandiosity in the individ-
ual is clear, and there are religiously fanatical do-gooders who are really try-
ing to get you to do good in order to help them complete part of their reli-
gious obsession. We are not speaking about doing good in any of these ways,
but merely realizing that when you do good for others, you do good for
yourself; if everybody helps everybody, then the job gets done. Evolutionary
psychology suggests that altruism in the form of attendance to one’s own
relatives (“kin altruism”) or reciprocal altruism where you do good for oth-
ers with goals similar to yours (to help them succeed or to help you succeed)
is essential to human survival. Existing data strongly suggest that altruism is
worth encouraging in your children, not in a fanatical or religious way, but
merely as a part of what we have called “effortless wellness.”
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8. Use leisure time for leisure. Maybe this sounds simple, but in our hard-work-
ing society, having fun without regard for concrete work benefit is ex-
tremely difficult. European cultures see work as work and leisure as why
you work and what you dress up for and enjoy. A colleague of mine lectur-
ing in Norway felt a little overdressed in his suit and tie when his introducer
was in shorts and unshaven, as were most of the professional audience. De-
termined to be culturally appropriate, he later dressed down for the evening
banquet without tie and wearing slacks and a sports jacket. He walked into
a room in which his hosts were all in formal wear and tuxedos! Workahol-
ism is killing us as a nation and immensely injuring our families. Do your
children have to be shut out of your professional life and cared for by an ex-
pensive nanny? No. Take your children with you where and when possible.
Mine did ward rounds, assisted me in surgery, and visited hospitalized pa-
tients on their own. They were part of the practice.

This list can go on and on. Please add to it. Is the new generation any differ-
ent? There seems to be general agreement that this is the case, but perhaps not
necessarily—just indulged, lazy, and overly self-focused?

The Rise of the Millennial Generation

A CBS News story broadcast in May 2008, titled “The ‘Millennials’ Are Com-
ing” (Safer 2008), observed:

There are about 80 million of them, born between 1980 and 1995, and they’re
rapidly taking over from the baby boomers who are now pushing 60. They were
raised by doting parents who told them they are special, played in little leagues
with no winners or losers, or all winners. They are laden with trophies just for
participating and they think your business-as-usual ethic is for the birds. And if
you persist in the belief you can take your job and shove it.

What data exist to support this view? A research study conducted by Mon-
sterTRAK (now MonsterCollege) and the Michigan State University Collegiate
Employment Research Institute (Chao and Gardener 2008) followed 10,000
young adults between the ages of 18 and 30 years; 700 managers who employ
young adults were also surveyed. Questionnaires were used to compare these
young adults’ attitudes toward work and managers’ views of these young adults,
particularly how they perceive them at work and what they are doing to attract
and retain them.

In a much less dramatic way than the CBS story, the findings suggest support
for the story; young adults are less interested in money and much more inter-
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ested in good health benefits, job security, and their chances for advancement
and promotion. Managers are more pessimistic than young adults are of them-
selves, and they perceive them to be less focused on work as a central life interest,
compared with their own ratings of themselves. In other words, young adults did
not indicate that work was a central life interest for them. Managers generally
perceive today’s young adults as believing themselves superior to others and yet
not having clear goals for themselves. Sixty-four percent of managers felt that re-
taining young adults has become more difficult in recent years, and managers
have often hired consultants to learn to manage this particular group of millen-
nials, using organizational feedback about performance or awards for perfor-
mance in the form of praise, bonuses, and mentoring relationships with senior
organizational members. Young medical school graduates, for instance, realize
that medicine provides “only” a good middle-class income, but they are okay
with that, as long as the medical practice provides interesting patients, and the
workday ends at 5 o’clock!

Clearly, for many millennials, their other life activities are as important to
them as their work. What relevance does this have to stopping school violence?
We think it offers a very hopeful angle. The millennials are clearly not participat-
ing in the compulsive work ethic that places the United States among the hardest
working in the world, after South Korea and Japan. Perhaps the millennials will
be more in control of themselves, especially more able to draw the limit at com-
pulsive working. Imagine a young person in a high school who focuses his or her
attention on personal health and happiness through exercise, yoga, or medita-
tion, rather than a group of children utterly overwhelmed by the horrors of sur-
vival itself, with few psychological coping skills. We feel that schools can assist in
improving the quality of children’s lives, including their personality, outlooks,
and beliefs, by setting up wellness centers, for instance. From this study of the
millennials, it appears that many young people are quite ready for such wellness
centers and may be even enthusiastic about them.

Overcoming Resistance to Change: 

Toward Successful Implementation 

of School Antiviolence Programs

As Vernberg and Gamm (2003) wrote in their articulate summary paper, most
scientists who have worked in school systems to implement social interventions
agree that it is very difficult to enact any social change without a culture that ac-
cepts that change. If culture is defined as traditional ideas and values that are
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learned, shared, and transmitted from one generation to the next, such ideas
and values represent ways groups of people have learned to respond to life’s
problems (Sue and Sue 1999). Vernberg and Gamm (2003) suggested that there
are beliefs in U.S. society that encourage aggressive behavior, thus creating bar-
riers to effective violence prevention. Olweus (1993) proposed that bully–vic-
tim interventions rest on the fundamental belief that children have the right to
be spared oppression and repeated intentional humiliation at school and at
home. The problem is that even though almost everyone would agree with that
statement, public policies and actions and privately held beliefs are likely to
contain many contradictions of it. Many institutionalized forms of violence are
used in the service of social control, including blacklisting, interrogation, tor-
ture, and corporal punishment (which is still legal in schools in 20 U.S. states
[Kennedy 2010]).

Children develop through observational learning. If they have observed
their parents using intimidation, ridicule, or aggressive behavior, they will tend
to imitate this behavior. Inconsistent discipline is common in the family back-
grounds of children who are aggressive toward their peers (Hodges and Perry
1996). According to teachers’ reports, some parents admit to teaching their chil-
dren to fight those who wrong them and are insulted when such lessons are
questioned (Futrell 1996). Racism, homophobia, and other forms of prejudice
can be inadvertently encouraged by legislative action. In 2001, a conservative
Christian group in Washington State successfully stalled state legislation that
would require schools to write policies against bullying and train employees and
volunteers to stop harassment. The coalition argued that the proposed legisla-
tion would prevent students from exercising their constitutional right to con-
demn homosexuality and thus should be blocked (Bickler et al. 2001).

Simplistic interpretations of social Darwinism argue against protecting indi-
viduals with less-desirable qualities such as physical weakness, learning problems,
or unattractiveness. Those who perform poorly in sports, business, education,
and other highly competitive areas tend to be treated as outcasts, deserving pity
but not protection. A significant number of individuals believe that teasing and
bullying problems at school perform a useful function in mentally “toughening
up” children and that such problems are simply a phase that children need to go
through in order to be able to survive in a competitive world. A survey by Everett
and Price (1995) found that the two main reasons adolescents reported carrying
weapons to school were 1) to impress or gain acceptance from friends and 2) to
feel important. Aggressive young people often hold the belief that victims have
done something to cause their own troubles. By the time victims are thoroughly
beaten down, they actually tend to believe that themselves (Kennedy 2010) and
feel they deserve the punishment they get (Vernberg et al. 1999). These patholog-
ical beliefs are deeply ingrained in sick and violent societies and schools.
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Wellness Centers in Schools
A number of larger high schools and wealthier schools do have mental health
services for children available within the school. Sometimes crisis-related ser-
vices are available, as in the New Trier school system in Chicago, Illinois. In that
large high school, containing about 4,000 students on two campuses, 10 social
workers are maintained full-time to provide crisis intervention. Dealing with
illness and promoting wellness is, as we have shown, a complicated issue. Our
view of wellness centers is that much more is needed than merely placing people
in groups to promote healthy ideas. Such centers should also be available to help
at-risk children manage some of their psychiatric problems, seamlessly mold-
ing them into effortlessly well citizens. Nancy Guerra’s (2003) work is develop-
mentally based; wellness suggestions are linked to developmental strategies,
which we support as a critical focus for wellness centers, together with match-
ing individual needs to the services. The various yardsticks Guerra uses to indi-
cate healthy development (as opposed to compromised development in violent
at-risk youth) are similar to ours. These capacities, while basic to all human re-
lationships, develop at different rates from birth through adulthood, manifest-
ing themselves in different ways at different points in development.

We would also add to this list classroom and school norms, which we feel are
developed from children’s interactions and interpersonal behavior. For exam-
ple, bullying, community and gang violence, and the carrying of weapons are
closely linked to the developmental strategies children practice to maintain an
image of strength in their peer group and establish where they are and want to
be in the dominance hierarchy—that is, the authority they have in their peer
group. These risk factors (in addition to impulse control, empathy, and the de-
velopment of positive peer relationships) can be modified by school-based pro-
gramming. The DART (Linking Development and Risk Together) approach
Guerra developed suggests a guide but not a method for service delivery with
the goal of promoting a culture of wellness. The theory behind this, and it is an
easily supported one, suggests that health and wellness become part of the reg-
ular dialogue between students, teachers, and parents. Wellness then becomes as
important in many respects as intellectual skills, in turn fostering conflict-free
learning and mastery (see Table 11–1).

Such centers could be shared by smaller schools or provided in the larger
schools with 24-hour wellness hotlines and an interactive Web site, both of
which could be set up at minimal cost. The activities of a center’s staff need to be
clearly defined, so that each staffperson can become a mentor, tutor, or counse-
lor/surrogate parent to a child. The wellness center would be responsible for
general health promotions at the schools, including management of the health
education curriculum, which is now an established part of school curricula in
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many states. The center would also arrange and sponsor after-school activities
and other programs that require cooperation from other community agencies,
such as police athletic leagues. The wellness centers can further act as a more
comprehensive health assessment center, working in conjunction with school
nurses. Research has shown that school health nurses are a rich source of infor-
mation about at-risk children (Vernberg et al. 2011).

The concept of effortless wellness—while on the surface a paradox—im-
plies that a program of healthy behaviors can become as painless as any auto-
matic practiced imitation behavior, such as brushing one’s teeth or washing
one’s face. This requires help and modeling by parents and very early childhood
practices that are influenced by preschool and early school and kindergarten in-
terventions. The role of inspirational leadership—especially that of natural
leaders—in processes like instilling good, healthy habits is also part of the equa-
tion and must be supported. Natural leaders (as defined in Chapter 5, “Bullying
Is a Process, Not a Person”) who can reach out to others and who feel that the
outcome of the work they do is for the good of the community as a whole rather
than for their own self-aggrandizement are vital parts of such wellness centers.

The unusual capacities of such natural leaders (whether children or adults)
implies that they are resilient or hardy. Resiliency is an area of research that is
growing in complexity and range. In those identified as possessing this trait, re-
silience can be seen as a form of invulnerability, in that despite having had diffi-
cult childhoods, these individuals go on to do well in their adult lives. Hauser et
al. (2006) conducted long-term follow-up studies of resilient children, most of
whom originated from very disturbed homes, and found that many were self-
reflective and self-motivating, with persistent ambition, yet they tended to have
fluctuating levels of self-esteem. The ideal type of resilient young adult—what
Hauser and colleagues call a “consistent conformist”—is somebody who con-
forms to peer standards; everybody wants such a person on their team, because

TABLE 11–1. Wellness initiatives at school

1. Involve all ages.

2. Promote positive attitudes, compassion, and tolerance.

3. Offer an alternative to unhealthy peer groups.

4. Strive to promote a positive school climate.

5. Offer a safe way for students to communicate a peer’s psychological 
distress or threat to harm him- or herself or someone else.

6. Reward peer and adult activity that promotes wellness and reduces stress 
or coercion.

7. Encourage athletes and coaches to foster collaboration and winning 
peacefully, focusing subtly on helping socially awkward children.
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they simply click well with others. Such individuals have the highest resiliency
and the lowest degree of hostility. They have few psychiatric symptoms, low rates
of substance abuse and criminality, and high ego development, with many close
friends and relationships and secure attachments, although their self-esteem is
unstable. The research of Hauser et al. (2006) has shown that consistent con-
formist, high-resilience children are above the 50th percentile in positive devel-
opment (good team player, hardworking) and below the 50th percentile in neg-
ative development (lazy, erratic, moody).

It would seem from these definitions that natural leaders fit this profile, and
thus, while not necessarily needing a wellness center for their own development,
could become excellent leaders in such centers if recruited and could work
closely with any programs on the school campus. Such recruitment would give
natural leaders a way of integrating the work they do with important group
work that maintains a nonviolent school climate. The work of Maddi et al.
(2002) on hardiness highlights a similar concept. Hardiness is defined as com-
mitment, control, and challenge that facilitates the management of stress by
turning stressful circumstances into growth-inducing opportunities rather than
debilitating experiences. In the research of Maddi and colleagues, hardiness was
correlated with vigorous mental health.

“Effortless” wellness centers have a number of very powerful advantages over
traditional mental health clinics in schools. There is a natural prejudice against
seeking help for psychological distress. Many children deeply resent the stigma of
the “short bus” that is often used to transport special education students, since it
marks them as different from the kids who ride the big bus. Inner-city students will
shy away from anything that creates the possibility of being perceived as weak.
Wellness programs can have a “hook,” such as self-defense or forensics and debate,
which can attract the students necessary to promote social wellness at school.
Wellness programs in higher–socioeconomic status (SES) schools need to stress
ways of helping others, such as teaming up with disadvantaged schools. These ac-
tivities need to be made interesting and fun and then applied within the school it-
self. Such a focus on altruistic activities and making a positive contribution sepa-
rate these centers from those that concentrate solely on “at risk” indicators.

In the Jamaica project we referenced earlier (see Chapter 5, “Bullying Is a
Process, Not a Person”), the self-sustaining component included creation of a
business to distribute the students’ artwork online. The project is now ongoing
and benefits the schools, taps into higher-SES students’ sense of altruism, and is
an online social forum that can be used in building school pride and spirit rather
than predatory bullying. This is an example of wellness in action. Participation in
this type of project could positively target the climate of the school, offering al-
ternatives to simply preaching against and punishing the evils of bullying.

Offering teachers a chance to rest and relax in a wellness setting could ener-
gize them and reduce stress for everyone. Program activities could expand be-
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yond the school day (a program well suited for inclusion in grants), including
offering a wide range of extracurricular activities during after-school hours.

Wellness centers are a way schools can show students and teachers that their
health and well-being are valued. These oases from stress do not have to be
heavily funded, but can be developed using existing time and resources. This cre-
ates a concrete way for the community to reach into schools with mentors, time,
and money. Shared wellness with the community and schools enhances the qual-
ity of life for every citizen. Schools are often used in community activities such as
voting, swimming, and open gym time for adults. Wellness would be, in a sense,
the reverse process; a community enhances a school by reaching in and promot-
ing wellness. The ideal goal for all of this work is summarized in Table 11–2. This
is neither an enforced social conformism nor a pacifist’s paradise, but rather a
group of individuals with a high quality of life, able to compete without cutting
each others’ throats or ending up addicted to substances and drowning in work.

Conclusion
Time and time again, community and school buy-in is inspired by those with
leadership and comprehensive, passionate common sense. An example would
be the vitality project in Albert Lea, a small town in Minnesota (Buettner 2010).
The project was successful because several thousand residents participated and
improved their overall health and life expectancies significantly by working
with each other on well-designed, enjoyable exercise routines that were the fo-
cus of friendly competition. The mental health professional can have a similar
leadership role in wellness centers in schools. People generally see mental health
professionals as concerned primarily with mental illness. This new role will
change that. A new challenge for the mental health professional, while not man-
datory, in the school setting would be a vital activity such a professional needs
in order to play an important role in stopping school violence.

William Menninger, co-founder of the Menninger Foundation, has summa-
rized the “symptoms” of emotional wellness; these are listed in Table 11–3.

TABLE 11–2. Characteristics of a peaceful school

1. Everyone feels safe.
2. Children cooperate.
3. Adults model positive behaviors/attitudes and school spirit.
4. Adults work together for children’s benefit—parents and teachers, 

community and school.
5. Helpfulness, cooperation, and altruism are encouraged and rewarded
6. Competition is not exaggerated.
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KEY CLINICAL CONCEPTS

• Wellness is the state of optimal well-being balancing all aspects
of the whole person.

• Violence is the opposite of wellness.

• The unconscious plays a major role in wellness.

• Wellness should be natural and effortless, not a rigid regimen.

• Wellness needs to be modeled by adults and offer open spaces to
exercise and balance stress.

• Wellness involves healthy mental attitudes as well as physical
health and fitness.

• Wellness involves habits learned during childhood when imitating
parents.

• Communities need to overcome resistance to change and barriers
to creating peaceful schools and promoting wellness.

• Wellness centers at school offer a positive alternative to the dis-
ease model with a clinic focus.

• Natural leaders promote wellness.

• Mental health professionals can assist schools from the outside in
creating wellness.

TABLE 11–3. William Menninger’s criteria for emotional maturity

1. The ability to deal constructively with reality

2. The capacity to adjust to change

3. A relative freedom from symptoms produced by tensions and anxieties

4. The capacity to find more satisfaction in giving than receiving

5. The capacity to relate to other people in a consistent manner with mutual 
satisfaction and helpfulness

6. The capacity to sublimate, to direct one’s instinctive hostile energy into 
creative and constructive outlets

7. The capacity to love

Source. Menninger WC: Criteria of Emotional Maturity. Copyright 1966, The Men-
ninger Clinic.
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