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ver the past two decades, there has been growing attention to youth
crime and viclence m the United States. Althourh exasnnye dala sug
gests an overall decline in mtes of vouth vielent crimes and !

hommsades smce the mid-1990s, vouth violence s sall orcad pr
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In the afrcrmath of the Columbme High School multiplevictim shootung in
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ssues and lack of safety in US schoaols [1 here was a need o idenafy siu-

dents who might become violent and 1w develop methods for prevenung furure

choal shootings. Some resulome schonl mtervenoons mcluded (1) exg
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ity in the schools; and (5) the implementation of zero tolcrance policies [6
."'n].1:lfm vouth who muake school-biased threats or act '.1-I|r.||r'l:- are relerred o

clinical or forensic mental health professionals for [urther assessment. Clini

cians and forensic evaluators can draw on the rescarch about delinguencs
uith areressiomn, and violence, but there are hirde cmpincil dam regarding
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METHODOLOGY

A scarch was conducted of LexisNexas Academic, Ovid, and PubMed using the
kevwords juvenle violence, school violence, targeted wviolence, targeted school
violence, school-associated violent deaths, school shoonngs, and adolescent/
child violence o identify articles pertaining to school violence, school-assoa-
ated wviolent deaths, school shootings, and general juvenile violence as the
topics may pertain to sk assessment for school violence,

DEFINITIONS
Incidents af youth violence include behaviors such as verbal abuse, bullving,
hitung, slapping, fAghting, assault, rape, robbery, homicide, and swiade.
Schoolassocated wviolence includes behaviors such as homiade, suicide.
rape, sexual assault, robbery, assault, and theft that occur either inside the
schuol building, on school property, or on the way o or from school [4],
and may be cither nonfawal or fatal

In 1999, the US Secret Service and Department of Edueanon developed the
termn “targeted school violence™ 10 describe a specific type of school-associated
violent death. “Targeted violence” is the term for any inadence or violence
where a known auacker selects a particular trget before their violent attack.
Targeted violence is the result of the interaction among attacker(s), situation,
sciting, and target. In the case ol targeted school violence, the perpetrators
a smudent) has selected the school, students, laculty, or admunistrators as a tar-
get of violent behavior [7]

I'here were 37 known incidents of targeted school violence, committed by
11 vouths, from 1974 to 2000 n 26 swates [7]. Given the hmited inadence of
school violence, and particularly targeted school violence [8-11], it is challeng-
ng to develop an cflective risk assessment protocol and 1o validate any partic-
ular approach. The disunction between school-associnied violence and targeted
schoal violence s important in considering (1) the associated nisk factors and
precipitants o the occurrence of vinlent events, (2) the evaluation and disposi-
tion process, and (3) the mmplementation of prevention und prediction
straitegics

RISK FACTORS AND ""PROFILING"'

ldentifyving and addressing the predictons of school-based vouth vielence 15 ot
ical for prevention. Unlorunately, there are few high-quality longitudinal stud
ies of the predictors of youth violence in general, and a pavcity regarding
schoal violence. Callaborative work among government agencies, educators,
mental health, and primary care professionals have identfied some mprtant
factors to consider when conducting o school violence assessment. Agencics
such as the US Secret Service, the Depaniment of Educaton, and the FRI
have performed retruspective analyses of school shootings. Their data provide
descripuve mformanon and a theoretical framework 1o guade evaluators of
school violence [7,12]. The exty apolation of common leatures from the analy-
ses led to the development of bsts of waming signs for use in identifying
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dangerous students, The use of such checklists, known as profilmg, 1s problem
atic for many reasons [13]. Targeted school shootings are rare phenomena, and
so the sensitivity and specificity of existing profiles and checklists arc inade
quate, resulting in false positives and negatives lor violence. Relying primarily
on educational staff or parents 1o identify a potentially violent youth in a schoaol
setting is also problematic. Il a school depariment, law enforcement profes
siomal, or evaluating clinician relies largely on a profile of potentially violent
students, individuals who do not it the profile (eg. gender, age. ethnicity, or
color and style of clothing wormn! would not be comrectly identified. Because
the profiles have been developed from retrospective data om violent students,
it remains unknown what percentage of students manifest warning signs or pro
file characteristics but do not engage in violent behaviors. Finally, there 1s also
no indication of how to weigh the significance of each wentibied risk fBacvor [14].

In contrast w profiling, which 1s & stic process, the threat assessment ap
proach developed by the US Secret Service is a dynamic process that assesses
sinble and changing vanables (eg, peer influence, school. and Eamily). Similarly.
the FBI recommends the use of a four-pronged assessment approach, mcluding
vouth's personality, family, school, and social setting, This approach takes ad-
vantage of the fact that m many cases of completed school shootings, fellow stu-
dents had critical concerns about dangerous students but did not feel compelled
to share this concern with an adult (7,15

PSYCHOSOCIAL VULNERABILITIES AND VIOLENCE

Youths with a psychiatnc history, particularly depression. impulsivity, hyperac
gvaty, and a history of smadal or violent behaviors are also ar risk for actng
violently. Youths at risk for violence are more likely to have [amibes with min
imal capacity to provide emotonal support, minimal understandmg ol thei
child’s Life, and dilliculties with auachment. They may also experience peer re
jection or teasing or be in a peer group that encourages violence [7,16-20], One
cross-sectional study of 15,686 students from grades 6 1o 10 found that bully
ing. and particularly perpetrators of bullying behaviors, resulted m greater hike
lihood of mvolvement in more senous violent behaviors fie, weapon carrying
frequent fighting, and hghting-relased inpury) [21].

Many vouths with mental disorders can engage in impulsive bebaviors that are
vialent, but the association between psychiatne illness and violence remains un
clear, Other risk factors wo consider mclude learning disorders, cogmnve hmita-
uons, developmental disabilities, and scguired cogmitive impairments (eg.
head-imured youths and youths with frontal lobe and other inpulse control dis-
urders). Minority students and students with special needs are disproportionately
suspended and expelled [22.29). A study by Rappaport and colleagues found
nearly all of the students in special education classes who were suspended had
multiple and severe psychiatric disorders along with serious impairment in psy-
chosocial functioning [24]. More detaled deseriptions of associated features ol
vouth violence can be found m the Office of Juvenile Justice and Detention Pre:
vention's report titled “Predictors of Youth Violence™ [25.26]
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THE REFERRAL

[he request for an evaluation of a juvenile engaging in or threatenmg school
violence may be made i vanous settings (eg, emergency department, proba
tiom, court chinic, or an cutpatient or inpaticnt setang), A prmary care physe
can, mental health professional. or forensic cvalustor may be asked w
comment on violence risk and w0 assist in the oreation and miplementanon
of an interventon plan. The initiation of a violence risk assessient can occur
a% a result of o student’s verbalized or nonverbalired threats, such as escalation
ol behaviors or symbaols of violence (eg. in writing or clectromc manl commu
nication), Threats may be less obvious and weiled in anwork or essays with
particularly violent and aggressive themes. Concerns may be raised about a stu-
dent who has been identified as a bully, commutted violent acts in school, or has
been arrested in the past for violence. Alternatively, a student who is repeatedly
tcascd, bullied, or similarly provoked may make threats of retalianon or re
venge. A student who s noted 1o have a sudden change of behavior wath sud
den waolation or erratic behaviors may rase concern. Family and friends may
note changes i personality with increased explosive anger or solation, wnd
family or weachers may also be concerned about youths who have a particular
lascination with violent activitics, including video gamies. movies, and music. In
most cases, mental health p:ul-chu mals will not be consulted for cases ol ar-
geted school violence but rather asked to comment on less lethal but more per-
vasive types of school violence. School admimstrators typically ask  for
clanbication regarding a youth's current potential for violence, while also pre-
venung the yvouth from retuming o school unil a determination is made, as
mn the following case cxample

Example of the Referral Request

A T6year-old high school student is referred for a psychiatnic evaluation afier
allegedly sendmng a threatenung texi message 10 a peer and posang slanderous
material on the Internet about teachers and school admamistrators, The student
has a history of recetving special education services o ussist with a behavioral

disorder and often wearns camouflaged clothing and military boots to school
The school department requests “clearance™ that the youth i sale o return
tn schoanl

School administrators, counselors. and educators, afier dentifying the per
cerved threat, and wsually wking some admiustrative acoon (eg, mecting
with youth or parent/guardian. suspension, expulsion), may refer a youth for
further evaluation 1o a mental health cinician or forensic evalustor. The vouth
oy present o an emergency department or outpatient setting for an evalua
von. School deparoment stafl may place a youth i an altermative educatonal
setting for a school-based disgmostic assessment or reler a youth for psychiatric
consultation to clanfy eligihility Tor special education services, aliernative
school placements, or assistance with development of or revisions to an individ-
wilized educational plan (IEP). In the family couns, a judge nuy ask that a psy-
chiatrist or other mental health clinician make a determunation about the
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youth’s acute rsk to others. In each of these sitnations, the request is o identify
the risk tor violence, indicate whether the youth 1s safe to return to school, and
determine what condinons should be instituted and in what time frame.

EVALUATION PROCESS

The consultant must clarify whio has the authority o initiate the consultation
request or referral, The first goal should be to idennfy and clarify a youth’s im-
nunent risk for violence. In these cases, immediate referral for an emergency
psvchiame evaluauon 15 warranted. When indicated by clinical necessity or
school policy: law enlorcement (local or state pohice. federal agents) involve-
ment may be vseful.

Mental health climcans and forensic evaluators may also be faced with
a gero tolerance policy from the school, where all threats or concerns for vio-
lence have predetermined consequences and are often handled by immediate
suspension until further determmuidon. The 1499 Safe and Gun-Free Schools
Act specifically requires that for states receiving [ederal lunding, expulsion oc
cur for ar least 1 year and a referral be made 1o a criminal or juvenile justice
svstem for any student that carvics a firearm o school. Though these zero tol-
erance policies are intended to have case-by-case excepuons, they are often ex-
tended to simanons not concerning hirearms, such as a student who 1s awaiting
trial for a felony who may not be permitted back 1o school until the court judg-
ment. One bmitation of a zero tolerance policy is that it does not take into ac
count the potential mmpact to the student who may not comput acts of violence
but who has been prelabeled und is viewed by others as one who will commit
an act of violence, Zero tolerance pulicies imply that an accurate prediction can
be made, and they place the burden of determination on mental health proles
siomals and lovensic evaluators without the understandme that violence nisk 1=
determined by a set of dynamic factors and requires an integrated, multisystem
approach.

An additional challenge for the dinical evaluator is that the youth, family,
and schonl cach have their own agenda, The family and student have ther
own opinions regarding the senousness of the threat or act, the school’s admin-
iserative landling of the case, the past or proposed new school placement. and
the school m general. Some youths or families are resistant to any proposed
mental health evaluations or interventions: Others are mterested in secking
or maintammg specalized school placements. Many ol these placements are
costly to school departments, thus raising additional challenges for the clinical
evithmtor. Whenever pussible, it 15 helphul to (1) identify potentially conflicting
agendas, (2) gather information [rom multiple informants (including the youth,
vouth's family. and school stafl), (3) attempt to identify whether a mental or
subistance use disorder might have mitinted or exacerbuited the schoal violence
behaviors, and (4) focus on specific treatment or schoal-based mterventons tw
merease the “goodness ol [it” between the capacity of the student, the parents
legal guardians, and the expeciauons al the school [27,28].
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Because special education students are often subjected 1o higher levels of dis-
cipling, it is important for the mental health professional w understand the
youth's legal nights n an educational setting. There arc federal mandates,
such as Section 504 of the Rehabilitation Act of 1973 and the Individuals
with Disabilitics Educational Act (IDEA). that protect students with disabilities
and cnsurc that they may stay m the least restrictive environment that provides
the appropriate level of care and support. Attention and behavioral problems
generally qualify a youth 1o provisions under Section 504. and youths must
have an extensive evaluation, usually including psychological testing, to deter
mine eligibility for IDEA special education services, Under the IDEA, if a youth
has 10 consecutive school days ol suspension or 10 nonconsecutive days of sus-
pension constituting a pattern, then a meeting must be conducted by the school 1o
determine if the behavior causing suspension was related o the disability. In the
event that it has been determined to be related 1o the disability, then the individual
education plan and behavioral management plan must be revised [27].

ASSESSMENT PROCESS

The most useful assessment approaches include an assessment of mdividual,
family, school, and socal dynamics. These comprehensive assessments allow
for the discussion of risk and provide guidance in disposition/intervention in
a consistent way that does not promise an absolute predicoon of fumre vio-
lence. These assessments examing the chronology of the presenting symptoms
or behaviars across seutings (eg, school, home, and social environments). For
example, did the youth present with symptoms suggestive of a depressive, anx-
1ety, substance use, disruptive behavior disorder, or an emerging psychotic dis-
order? Did the youth have a pattern of conduct disorder behavior, such as
aggression to people and animals, destruction of property. deceitfulness. or
theft. or serious violatons ol rules!?

It is imporiant o idenify a youth's beliefs abour violence, existing coping
mechanisms, ego strengths, and ability o manage affect (particularly anger).
Determining if & student has access to a weapon is aitical. It is also imporiant
o identfy whether there is history ol or exposure to verbal abuse, sexual
abuse, or physical violence. Substance abuse s another major risk [acior, as
it affects impulse control, msight, and judgment. As a casc cxample, a 15-
year-old adolescent had recently broken up with his girllnend. His friends
told a teacher that he had threatened 1o come to a school with a gun from
his uncle. During an assessment. he confided that he was not going to hurt any
one but he had been comemplating killing himself for 3 days and had net had
the courage to pull the migger.

The climician should assess the progression of behaviors and atempt 10 gain
a better understanding of the identified threat. This process includes consider-
g whether the threat is direct, indirect, veiled, conditonal, or specific in de-
termining whether the thwear itsell is of high, medium or low rsk. This
mecans that the climical evaluator must identily direct, specific threats with plau-
sihle, concrete, and prepared plans; medium-level threwts with no plan or active
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preparation; and low-level threats that ave indirect, implausible, and inconsis-
tent in detail [3,15,19],

There are several other cogmtive and behavioml arcas to assess, It s impor
tant to assess for leaming disorders and other school-based difficuluics that may
have nit been previously idennhed. For example, a vouth with a nonverbal
learning disorder might have difbiculty mterpreting or reading social cues. In-
dividual coping skills should be explored, such as (1) the developmental level
uf the youth, (2) wriggers for the aggressive response, and (3) reaction 1o the ac
tual or perceived challenge, such as loss, abandonment, failure, and rejection
[eg, peer teasing, bullying), It i also helpful o assess the likelihood of a violent
response 1o a perceived hun using a framewaork: What are the preexisting (eg.
emotonal, cognitive, neurodevelopmental, and psychosocial [actors) prob-
lems? When diagnostic questions remain, a thorough review of past evaluation
and treatment records (eg. school. peditnc, and mental health) and contact
with collateral historians is partcularly uscful

THE USE OF STRUCTURED ASSESSMENT TOOLS
The most important element of any risk assessment for future dangerousness is
a comprehensive psychiatric evaluation and mental smtus examinanon. There
are numerous existing structured rating scales and diagnostic interview mca-
surcs avatlable for parents and teachers, and many self-repont items for youths
The use of these complementary assessment measures [29,30], when clinically
indicated, may assist with the diagnostic evaluation process, Unfortunately, it
remains tmclear how o best use these mstruments in assessing school violence,
The SAVRY (suuctured assessment of violence nisk m vouth) 18 modeled af
ter existing guided assessment protocols for adult vielence risk, such as the
HOR-20 (historical, clinical, and risk management), but the ftem conent is fo
cused specilically on nsk in adolescents. It is composed of 24 nisk dtems (eg. lus-
ioncal. socal/contexrual, and ndmadual) and 6 addinonal provective factors
and s designed for use as an aid or goide in professional nsk assessments
and mtcrvention planning for violence in youths between the ages of 12 and
I8, It has shown some early promise as a supplementary instrument and
may have applications in mental health/substance abuse services, social ser-
vices, schools, and juvenile and criminal justice systems [31]

TESTING

Additional evaluaton stratemes include a thorough review of supporting doc
uments and relevant information, incheding reportis) of the inadent, academic
transcripts, educational evaluanons, and other documents (eg. special educa
ton testing, school psychological and secial work evaluations, and mdividual
education plans) and psychological neuropsychological testing if available

COLLABORATION
When indicated, the consultant may peed o speak with the school psychologist
and other relovant school persunnel, probauon ofhcers, thorapasits, and other




collateral astorians. Although ths collaboration & standard for any psydhiatnic

evaluanion, the mportince of cormobomtve matenal 15 onocal for nsk formu
laon. This need s hughlighted by an evaluation m the emergency room of
a 17-vear-old adolescent who allegedly threatened o harm his @rifnend. Al
though his mother presented a farly benign portrait of a devoted subdued
son, il was only when the evaluator ialked with school personne] did the eval
uater find out that the youth had recently thrown his backpack through o Lirge
glass window and his mother had to pay $500 1o repair the damage. The stu
dent would also get so angry that he would theow himsell down the stairs, and
he was withdrawn and Failing most of his classes

HOME VISITS

Some experts huve suggested thar a bome study or home-based evaluation
may be useful o the overall assessmenmt [27]. Informanon obtained from
home visits can help (1) provide a beuer understanding of the home and Emily
scumg, (2) darify if a youth is safe to be returned home, and (3) validate the
parcnis’ authority at a nme when they may leel disempowered, ashamed, or
delensive about thetr vouth's behavior. A parucularly useful gquesnon for the
evaluator o consider, regardless of the evaluation setting. 5 “Whai has
changed since the behavior (eg. threat or act of school violence) ™ or, alterna
tvely, “What s substantially different now in the home, school, and peer
environment.’

CONSTRAINTS IMPOSED BY SETTINGS

In an emergency department seuing or when a youth is evaluated emergemtly
m any outpatient seitng (clinical or forensic), the mental health chmaan wall
ovpically be asked to assess acute salety nsk. There are major ome con
strainis m these situatons that ofien result in a lioated and brcf interaction
with the vouth and difficulty in gaining access to other relevant collateral his
torians. This olien makes it difficult o adecquately assess the relevant infor-
mation to determine if the youth can retwrn salely o school. The clinician
will determine fmitially whether a youth can return home or needs o be ad-
mitted (o an mpatent faabty or placed into an alternate setting [or further
evaluation.

The mpaticnt, court clinic, and residential senings provide the mental health
climician with the advanage of addinonal time 1o observe the vouth's interac-
nons with peers, stall, and family members and 1o recognire other behavioral
and cogmitive patterns. These settings provide containment whitle also alk wing
for more detailed assessment of relevant psyehiatric, medical, and developmen

tal pathways. The evaluator can esmblish collateral contact with the family,

Keoardless of the settine, mental health prisfessionals sk asscssments of
vouths are not long-orm predicnons, and they cannnt make defmtive predic

vons reganding an mdrvidual juvenile s long4erm nsk for violence
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ASSESSING RISK AND PROGNOSIS

Muost violence risk assessment protocols concur that a history of violent, aggres-
sive behavior 15 the strongest predictor of future violence in similar ways as
a history of suicide attempts can predict the potential for future smicidality,

Current studies on general youth violence view the potential for violence as
a result of the interactions between a child's predispositions and the environ:
mental crcumstances [33,34). The clinical or [orensic evaluator should assess
the plausibility and specilicity of the threat in considering the imminent risk
for violence, One uscful approach is o stradfy the risk for school violence
determine whether there is a high versus low threshold for action, access o
weapons [35], current substance use, and other nisk factors. The evaloator
should aempt o better understand relevant culmural issues, the vouth's inter
nal world, and how the vouth relutes o his external world.

Assessment of risk and protective factors includes developmental hastory and
past medical and psychiarric history. Parucularly important are birth orauma;
child abuse or neglect: exposure to violence: delaved acquisition of cognitive,
motor, and verbal skills; and substance abuse history [36]. Additional factors
include anger and impulsivity and malsdapove personality s, such as
narcissistic, avoidant, and antisocial it {37 38]. Other areas include parental
involvement/practices, peer groups, and other available psychosocial supports,
One should consider the croumstances surrounding the request for an evalu-
ation, including the seventy, mnge, and frequency of aggressive and violent
behaviors, possible triggers to aggressive behavior, weapons history, and pres-
ence of an empathic environment [34.35 39411

Rappaport and Thomas reviewed the existence of aggression subiypes
in violence assessments, particuliarly when there s a history of violent behay-
tors. They suggested the need to differentite between childhood-onset (prepu-
bertal) from adolescent-onset violent behaviors in the assessment of nsk for
future, more severe violent behaviors. Though childhood-onset behaviors
are rarer than adolescent-onset behaviors, they are maore likely to be associated
with future progression of violence in vouths as a result of likely deficits in the
vouth’s undersianding ol and ability to alter behaviors, Aggression in youths
iy progress or abate with time, and thos it is important o consider the devel
opmental stage of the vouth and the pattern of aggression over tume. In addi-
tion, another subtype of aggression mcludes the dillerentiaion between
proactive and reactive aggression. Proactive aggression involves the youth's
use of aggressive behaviors o obtain specific rewards and establish dominance.
With proactive aggression, there is a relatonship to predatory aggression. and
youths with this form of aggression are more likely (o progress 1o subscquent
criminal hehaviors, Reacove aggression or affective aggression involves the use
of force as a defense against a perceived threat. Reactive aggression may be
more amenable to mterventions, particularly those that assist the youth in iden
tfvmg triggers and altering behaviors to cope with these tmiggers. Rappaport
and Thomas also highlighted the importance of assessing insight and motiva-
tion, namely the youth's willingness to change behaviors and the ability o
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accept responsibility. Without a youth’s willingness to participate and ahility 1o
engage in cognitive restructuring and behavioral alteratons, interventions will
be minimally elfective [42].

DISPOSITION

The consultant should awempt o darify how and where the ndings or final
report will be forwarded and how the informaton will be used. For example,
if & psychiatrist is performung a school-based consulmtion of a youth with pend-
mg legal charges from the alleged schoal violence, could the evaluator’s report/
indings be used in the present court procecdings? Alternatively, can a court-
ardered psychiatric evaluation be shared with school systems?

Interventions should meorporate family, other support systems, outpatent
mental health or substance treatment. and improved communication patterns
with school educitors, counselors, and administrators, Some useful commu-
nity-hased strategies may include individual, family, or group psychotherapies.
The parucular therapy modality should be mdividualized but may include cog-
nitive behavioral therapy or explorative psvchotherapy and, if needed, anger
management and impulse control approaches. For some youths, the judicious
use of psychotropic medications for a distinct mental disorder may complement
ongoing psychotherapies and other psychosocial interventions, Many youths
will benefit from social skills training and more peer group activities.

It is not uncommon for necessary, mandated interventions or measures to be

perceived as cocrcive. These incude psychiatric hospitalizaton (by civil com-

mitment i necessary), out-ol-home placement, mental health/substance use
treatment. and mandated rqmuing o law enforcement ofticals. ther such
measures mclude home confmement, requiring cooperation with mental
health/substance abuse teatment, urine testing, probation involvement, and
the family being reported 1o social services or juvenile protective services. Ad-
digonally, muldsystemic therapy (MST) is an intensive community- and home-
based mtervention strategy that targets individual, family, and environmental
factors. MST goals include improving communication, parentng skills, peer re-
lations, school performance, and social networks [13],

Evatluators should determine if the school system has school-based mental
health services [M]. In certain cases, the youth may need 10 be referred to
a more specialized school program or long-term residential facility 1o better
target developmental or behavioral deficits, Interventions should enhance
the youth’s strengths and support systems while further explormg and poten
tally remediatng deheits, Communication between all supports 15 essential,
and frequent monitoring s crnucal in dentifving when students may  be
more vilnerable or ar nsk for aggression. Another useful postdisposinon rec-
ommendation s for penodic follow-up and reassessment of the vouth and
Eumily. This can be helplul in ensuring that the recommended interventions
have been implemented and that effective communication across svstems is
maintained [H,45].
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THE FORENSIC EVALUATOR

There is no current research descnbing the type, lrequency, or characteristics
of youths that are referred for independent forensic evaluation as a result of
school vinlence. This may be an arca of future study in the development of
guidelines for assessment and management of youths at risk for school vie
lence. Forensic psychiatrists, by nature of thetr additonal subspecialty training
and expertise, are skilled in assessing and understanding an evaluee's psycho-
logical and mental health issues, but in the capacity of a lorensic evaluation,
they focus on providing an objective evaluation with findings that can be
used in a legal setting (eg, court clinic, probution, attorney) to answer a legal
question or i speaalized dinical consultation 1o aid dinicians with risk assess
ment. A greatmg chimcian may consider refernng a youth to a forensic cvalua
wor when there are pending legal wssues, time and resource limutations, or
potential role conflicts [or the reating climician. Similarly, when a wreanng chi
nician 1s AMCTIPNgE Lo 4.'13r|.f1«' future treatment, |]!i'|.l..fl'l'l.t'1]l. ancl SUPCTVISION
for a youth, lorensic consulation may be particuliarly uselul. The forensic eval-
uation may be conducted on un outpatient basis or when the youth is in an in-
paticnt, juvenile justice. or residential setting. These out-olFhome settings
typically provide additional opportunities 1o conduct a more detailed forensic
asscesment (Tahble 1)

In the first contact with the retaining agency (eg. school department. proba-
tion, [amily court, or atemey/law firm) that is providmg compensation for the
forensic evaluatur’s time rather than the child’s family or insurance carrier, the
forensic psvchiatrist must identify potential role conflicts. boundaries, and ex
pectations of the consulting relatonship to ensure that the evaluator will com
plete an objecove and comprehensive lorensic evaluation. The forensic services
may include record review only, examination of youth, preparation of a writen
report, of deposition or court testimony. The forensic evaluator and the youth
do not develop a tradiional doctor-patient relationship. The evaluator acts as
a Bducury to the court or retaining agency, and unlike the oreating psychiatrise,
holds no Bdudary duty to the patdent [16

The forensic evaluator must ollow certain principles to perform an evalua
oon that will meet the legal standard of within reasonable medical/psyehiatry
certainty, The appearance of baas, lack of neutrality or objectivity, poior in
volvement with any of the partics, ar the Eilure to perform a competent eval
uatiom ¢an be problematic, It is rarely appropriate for a psychiateist to act as a
forensic expent and weatment provider for the same youth or family (41719
Absent a court order, psvchiatrises should not perform forensic evaluatons for
the pobice, prosecution. or the government on' vouths charged with a criminal
act, or being held m casindy or detenion, who have not consulied with legal
counse] [

At the outset of the mterview, the evalumor should review the fallowing wath
the vouth: (1) the purpose and process (solo evaluator versus icam interview
of the evaluation, (2) the evaluator’s agency (eg, the forensic psychiatnst is not
the youth's doctor), (3) whether the evaluation is being videotaped, (1) what
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that the evaluation 1 not for

Although not legally required, it 1s advisable 1o obtain a youth’s as

senit o the interview, and whenever possible, w offer the same explanation o
the parent or legal guardian [48]. Notice of reasonably annapared limuranons o
confidennality should be given 1o evaluees, third parnes. and other appropriate

mdmviduals [50

PRACTICAL POINTS

For the Educator and Primary Care Physician

Schoals should have available outlets for siudenis 1o mlorm school swaff and
administrators of ther concerns for salery Eflective prevention and mterven

buon strategies require thar school admanistrators, educators, and primary

CAre pracutioners mentin open communication with the mental health profes

siomals mvilved |51
Because there are typically deluvs bevween the inital identification of a vouth
makmg a threat of school violence und the ourpanent or emergency room eval

uation of the vouth, school smdl can assist mental health professionals by
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providing supporung documentanon, descriptions of the inadent., other con
cerns, and after-school-hours contact nformaton. I the identified stucent is
not of imminent risk for violence and does not necessiate an emergency evul
uation, the school administrator should micate discussions with the soident
and his Gamily, peers, teachers, and other involved stall. School counseling ser
vices as well as mental health dinicians connected wath the school compmuniy

should be used mn the schoaol-hased evaluanon process

For the Mental Health Professional or Forensic Evaluator

Role clarification and role moimenance in a juvenile risk assessment, whether it
i inan emergency, chmcal, or forensic seuing, s often a challenge. For exam
ple, one must navigaie a balancmg act between assisuing the schonl with the
wlentification of appropriate mental health services, educational placement, pro
grammung, and supervision but also suggest where current resources are inad
equate. The mental health professional should first wdenoly the primany
question posed in the referral and cunfy whether the cvaluator has adequate
time and resources o effectively answer the question. Whenever possible, ad
ditional nonexplicit questons or competing interests of others mvalved, such as
pending criminal (eg, legal charges against youth), dvil (eg. casiody, visitation
disputes between parcnis, other livgaton), or admunstrative ssocs (eg. seckiny

of special education desssnation, placement, or other dsability benehits), should
also be wdentihied.

RISK MANAGEMENT ISSUES

Many individuals are fearful of hability stemming from their Bilure to prevent
a youth from continmng with previously threatening or violent behaviors
A legnl cause ol action might anse under the expecmnon that, because of the
unicque nature of the therapeutic velatonship, a mental health professional
had a Tarasofflike duty bat [aled w0 wam, protect, or take appropriate sicps
o prevent harm to the vicumi(s) [52]. Alternatively. many are also fearful
that they may be beld accountmble for medical malpractce or negligence
A planndl sumg for medical malpracuce hus the burden of proof w show the
cstablishment of a standard of care and the lollowing fur clements necessary
to prove ncgligence: (1) a duy of care, (2) o breach of durv, (3) damage/imjury
physical or emononad), and (4] procamate cause (eg. that the psychiarist™s des
eliction of their duty 1o the patdent was directly related o the curreni damage
injury). Generally, the standard of care 18 delined as how a reasonahle, carcful
or prudent pricutionss would behave i sumilar circumstances.

There are several risk management approaches for the evaluation of youths
at rsk for future vinlence. In all cases, it 15 essential o carefully document the
process, findings, and miatons of an evaluaton, Carcful notavon of the eval
uation, materuls. or sonrces of informanon and the deasion-makng process
that resulted in the acuons mken or recommendanons penerated are cricial

Ihe evaluator should fully document the threat, the evaluation. asscssmen

poe of micrvennon, and the ravonale for the merveniton ¢

AKCn

process, the ol
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as well as alternmatives and why they may have been repected. Then, in docu-
menting and understanding the ranonale, the psychiatrnist must remember
that they are expected 10 demonstrate a process where thoughtful assessment
allows rational selection of a reasonable course of action (53]

The courts expect the clinician or forensic evaluator to conduct a reasonable
determination of nsk. The expectation s not for prediction, and it is therefore
important for the evaluator 10 not be pressured 1w provide false secunty by pre
dhctng longterm or absolute nsk. Tt is also not possible for an evaluator to
comment with a reasonable degree of cenainty regarding long-term risk for vi-
olence or to guarantee a prediction of acute sk for violence. An evaluator who
artempts to make absolute determinations of risk may be held accountable lor
faulty predictions, When there is a bad outcome alter an assessment, this does
not automatically imply malpractice. However, il an evaluator made a state-
ment of absolute determunation or failed o demonstrate that they had con
ducted a comprebensive assessment with o reasonable ratonale for their
determination, then this could be problematic,

Additional challenges to clinical and forensic evaluators include their duty
warmn and/or protect (eg, providing Tarasoll wamings to a potentially wdenth
able vicomis)). When a vouth s admitted into an mpatient psychiatne wnt,
there is cypically more time 1o address tas decsion. By bospitalizing the youth,
the evaluator has initiated steps to further evaluate and treat the youth, and =
multancously protect the victiim. The deasion of whether and how 10 make ef
fective Tarasoll warnings typically present more of a challenge m an outpatient
sctting. In these instances, clinicians are encouraged 16 seck lorensic consulta:
tiun or review their particular state mental health statuies or seck other profes
sional consultagon [52].

Mamtamng conbidennality in cases ol acute risk of harm to others s not ab-
salute and may require the evaluator to act without the assent'consent of the
youth involved. For example, m an emergency setting, an evaluator may at-
tempt o seck information from colluteral sourees without a release of inform
tion (due to the emergency nawre of the situanon), Whenever possible, signed

releases are preferable. All threats of harm should be taken serously. If

a youth's past or curreni ircatment climcian declines to pmvidc relevant mfor
mation that may have an impact on the evaluator's assessment and decsion
making process, this should be carclully documented.

SUMMARY
Despite the relatve rarity of school shootings, tergeted violence, and school
associated violent deaths, any youth who presents with words, gestures, or
acuions of a threatening or violent nature in a school semung should be assessed
and referred for further evaluation by a menml health professional and, if clin
wally mdicared. a forensic evaluator

The request for a juvenile risk asscssment for future dangerousncss reguires
carciul delineation of role and agency; confdentiality issues; a comprehensive
diagnostic evaluation of the youth; and a detailed assessment of the youth's
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perceived threat or problematic behavior. Various protective and risk factors
and consideration of other individual, family, schoal/peer, and siuanonal fac-
tors should also be explored.

There 15 still much information that is unknown when considenng school vi
olence or targeted school violence. There 15 clearly a need lor additional re-
scarch on the identihcation of arrisk youths, the contributions and
signilicance of various protective and risk factors, the impact of peer relation-
ships, and perceived rejection, sociocconomuc status, subtyvpes of aggression,
and developmental stages. Examples of future resemch direction might include
dilference by gender, presence of affective or psychotic disorders, substance
abuse, emerging characterologic disturbances, and physiologic markers, such
as cortisol or serotonin. Additional research regarding best practices and the de
velopment of clinical guidelines or practice parameters is also needed.
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