Monthly reports on the problems of children and adolescents growing up.:

Special Focus Issue — School-Based Interventions
How to safeguard aggressive impulsive students

in a school setting: Tips from the frenches

By Nancy Rappaport, M.D.

B A previously traumatized female
student was hanging in front of the
school with agroup ofboys. When
they said provocative
comments and leered at
her, she poked angrily at
them with anumbrellaand
she now faces expulsion.

B An adolescent retrieved
his key for the high school
elevator and a security
guard spotted a pocket-
knife on the student’skey
chain which as a result
jeopardized his school placement.

B A student who is impulsive and
proneto feel easily humiliated about
his learning disorder exploded ata
teacher and pushed her out of the
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classroom. He was sent to an al-
ternative remedial high school for
a year as a result.

Capitalizing on aggressive students
desire fo be seen and their sometimes
self-righteous indignation can be
challenging for schools. Mental health
professionals may provide a balanced
voice of reason as they are not worn
down by the daily siresses of managing

the behavior.

Is there a way to encourage men-
tal health professionals to take some
precautionary steps so that their pa-
tients are not extruded from their
schools and to increase the chances

that they will stay inschool? Asachild
psychiatrist who has performed safety
assessments for an urban school dis-
trict for four vyears
(Rappaport, 2004) and as
Director of School programs
at Cambridge Health Alli-
ance, I have identified sev-
eral practical suggestions.

Itis critical toreview with
patients the importance of
not bringing a weapon or
anything that could be con-
strued asaweaponto school.
Besides the obvious weapons of
knives and guns, instruments such as
pocketknives or a box cutter that a

(See Impulsive Students, page 4)

Skills for Academic and Social Success (SASS)

Treating social phobia: making a case
for school-based intervention

Social phobiaisamongthenation’s
most untreated mental health care
problems. Clinic-based treatments and
a handful of pharmacological inter-
ventions have demonstrated efficacy
inreducing the symptoms of'the disor-
der in adolescents. However, a fail-
ure in identifying and diagnosing so-
cial phobia has contributed to a con-
siderable gap in service utilization.

“Despite the availability of ef-
fective interventions, socially anx-
ious adolescents are rarely referred
and typically do not receive treat-
ment,” wrote Carrie Masia-Warner,
Ph.D. in a December 2004 review
paper. (Clinical Child and Family

Psychology Review)

Masia-Warner, Assistant Profes-
sor of Psychiatry at the NYU School
of Medicine and a member of the
Institute of Anxiety and Mood Disor-
ders at the NYU Child Studies Cen-
ter, has focused her recent work on
the treatment of child anxiety in non-
psychiatric settings. She believes that
school-based interventions could be
key in building awareness and in-
creasing diagnosis.

“The current issue for school-
based mental health,” Masia-Warner

(See Social Phobia, page 6)

FREE Parent Handout — Keys to Helping Socially Anxious Teenagers
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was strongly associated with selling
drugs: 71.6% ofthose who sold drugs
scored in the highest 20% on the
delinquency behaviorindex, vs. 16.7%
of those who did not sell drugs. Vio-
lent behavior (“beat someone up™)
was also associated with drug sales:
58.7% of drug sellers scored in high-
est 20%. Violent behavior in females
was more strongly associated with
selling drugs. Use of cigarettes, alco-
hol, marijuana and cocaine were all
associated with selling drugs, with a
particularly strong link for marijuana
(58.2% of drug sellers reported using
marijuana weekly), and a stronger

Impulsive Students

from page 1

student uses for an after school job
cantrigger anadministrative response
that puts their education at risk. I also
caution students not to draw pictures
of weapons in school. (When explor-
ing patients’ fantasies in my office, it
is important to discuss both safe and
inappropriate places to share their
aggressive feelings and fantasies). 1
explain that inflammatory threats at
school can seem comical to students
butitcansetoffalevel of scrutiny that
they may wishthatthey never invited.

Iencourage clinicians and families
to work with the school in a preven-
tive way to safeguard a student feel-
ing backed into a comer and losing
control. It is useful if the school can
identify a safe adult who may help an
impulsive student negotiate some of
the seemingly trivial incidents thatcan
quickly escalate to violence. Fre-
quently with behaviorally disordered
students who are prone to hostile at-
tribution, their aggression occurs dur-
ing recess, gym, transition to classes
and after school.

Role of MH professionals

Mental health practitioners may
be in a position to encourage schools
to increase their monitoring and to
structure activities proactively, rather

effect for males.

On psychosocial measures, stu-
dents who had the support of friends
and/orreceived mixed messages from
parents and family were significantly
more likely to engage in drug sales.
Those with paid daily employment
were also more likely to sell drugs, a
variable that Steinman suggests may
represent increased exposure to
adults who support drug use. Those
who engaged in weekly religious and/
or family activities were less likely to
sell drugs.

Steinman points out that students

than waiting for students who are vul-
nerable to act out (Twemlow, 2001).
Evenifthe clinicianisnotoptimistic that
the school will make the necessary
accommodations, it is important to
document that one has had thistype of

| discussion. This will allow the clini-

cian to advocate that their patient not
be too severely penalized if there
were inadequate provisions by the
school to ensure student safety.

Sometimes a school has exhausted
their repertoire and even if the sus-
pensions do nothing to modify the
behavior, they still may mete out the
punishment in the name of fairness
and consistency with all students.

For explosive students who dete-
riorate with apower struggle, it can be
critical to have discussions with school
personnel to prioritize when they want
toheadintoacollision course (usually
when it is a matter of keeping every-
body safe) and when they may want
tobe more flexible. This type of nego-
tiation can be time consuming, and
school personnel may pressure psy-
chiatrists and families to alter the
medication as an alternative, easier
way of controlling the behavior. Medi-
cating the student instead of improv-
ing the system can be counterproduc-
tive, as the school’s response to a
volatile student may be adding gas to
the fire. It is useful if the clinician
advises the school how to optimize

academic achievement and extracur-
ricular activity had little bearing on
their likelihood to sell drugs. He wrote,
“This finding is encouraging in that it
suggests that many teens who sell
drugs are still relatively engaged in
academic and school-related activi-
ties. As such, they may be easier to
identify and help,compared withyoung
people who attend school only inter-
mittently.”

*Funding sources not disclosed.

Steinman K: Drug selling among high school
students: related risk behaviors and psycho-
social characteristics. JAdolesc Health2005;
36(1):71. E-mail: steinman.13@osu.edu.

School personnel may hope thatmedi-
cations are a magic bullet, leading
families and students to feel pres-
sured that access to the least restric-
tive school setting is dependent on
their acceptance of a stimulant, antip-
sychotic or mood stabilizer.

The treating psychiatrist is in the

| delicateposition of tryingto identify if

there is an underlying medication-re-
sponsive psychiatric disorder thatmay
account for the aggression while also
recognizing that the family should not
feel forced into prescriptive cures. I
will often present the option of a ¢ir-
cumscribed trial, with the hope that
we can improve the student’s func-
tion, while supporting the family and
student’s autonomy to choose.

Legislative help

Itis key for a clinician to be famil-
iarwith the various provisionsinschool
that provide protection to their pa-
tients. There are two federal man-
dates: Section 504 ofthe Rehabilitation
Act of 1973 and the Individuals with
Disabilities Educational Act(IDEA).Tn
order to access the provisions of Sec-
tion 504, attention and behavioral prob-
lems generally qualify as eligible im-
pairments. The school psychologist
and a teacher can make accommoda-
tions and design abehavioral manage-
ment plan that may help students avoid
severe disciplinary actions or place-

communication so that the student | ment in a more restrictive setting.
can acquire new skills of negotiation. | Students who have a disability under
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the provisions of IDEA need to have
an evaluation to determine eligibility
for special education services.

Such an evaluation is more time
consuming and usually requires psy-
chological testing by the school, a
multidisciplinary team meeting and an
individual education plan. This exten-
sive evaluationisrequired ifthe school
is going to fund a therapeutic place-
ment, and it also allows students to
have special disciplinary consider-
ation. Under IDEA if the student
missed ten consecutive school days
of suspension, or ten non-consecutive
days of suspension that constitute a
pattern, then the school is required to
conduct a meeting to determine if the
behavior resulting in the student’s
suspension was related to the disabil-
ity. If this is the situation, then the
individual education plan and the be-
havioral management plan

lizedto stabilize. The assessments are |

more useful if the school provides
extensive background information
aboutthe violentincident or their con-
cemn about the aggressive student,
and pertinent school records such as
attendance, GPA and disciplinary
record. (This allows the clinician to
understand the context of the behav-
ior and to help understand how the
student is functioning.)

A clinician can help ascertain if
the aggression was reactive aggres-
sion, meaning that the student acted
defensively to protect against a per-
ceived threat or provocation. In con-
trast, proactive aggression occurs
when a student acts as a predator and
is motivated with the goal to obtain
specific rewards or to establish social
dominance (an example is a bigger
student who physically intimidates a

The clinician can also assess
whether there is a psychiatric disor-
der such as increased irritability sec-
ondary to major depression, reactive
aggression secondary to past trauma
or an impulsive response secondary
to ADD. Assessing the vulnerabilities
of the patient can provide critical di-
rection to the school. For example, if
a student with a learning disorder has
trouble communicating his needs and
there is an increase in aggression, the
studentmay need help withnonverbal
signaling of distress and flexible modi-
fications in the curriculum. Providing
information aboutthe patient’s limited
capacity to use words to mediate con-
flict can be useful.

Of course, there are situations
where a studentis intent on undermin-
ing the school authority, delights in

asserting dominance in an in-

need to be altered.

The mental health
clinician’s testament (either
presence at the meeting and/
orwritten evaluation) can pro-
vide critical informationto de-
termine if the student’s be-
havioris linked to his disabil-
ity and to suggest modifica-
tions. For example, in the situ-
ation of this reactive trauma-
tized student, if the clinician
had talked with a school psychologist
about providing accommodations,

there may have been strategies devel- |

oped to provide her with increased
support in school and an understand-
ing that she may be hypervigilant.

Making a “safe to return
to school” decision

Schools will sometimes ask that
mental health professionals provide
assurance that an aggressive or dis-
ruptive student is “safe to return to
school.” This can occur as a request
to the treating therapist or emergency
personnel. Such a request is inordi-
nately difficult as most assessments
of safety are time limited and if con-
ditions change a student can under-
mine the most diligent predictions.
Students often need resources mobi-

weaker student to steal money).

It is helpful to understand if the
student feels his aggressionis justified
and part of a normative response or
ifthe student feels remorse. A clini-
ciancan also explore ifthe patient is
using drugs or alcohol that may serve
to disinhibit the student and lower
the threshold for an aggressive re-
sponse.

A careful exploration of the
student’s s access to weapons is criti-
cal. Discussion with the school about
how the student returns to school
after a suspension is useful as this is
frequently when another reoccurrence
is likely. If the student is prone to
misread situations and react aggres-
sively, the clinician may advocate for
a smaller school setting that is less
overwhelming,
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‘I encourage clinicians and families to work
with the school in a preventive way to safe-
guard a student feeling backed into a corner
and losing control. It is useful if the school
can identify a safe adult who may help an
impulsive student negotiate some of the
seemingly trivial incidents that can quickly
escalate to violence.

timidating way and has no in-
vestment in school. Such a
studentneeds firm limits and a
clear message that this be-
havior is not tolerated even if
it is understood that their ag-
gression is a way of distract-
inganyone fromnoticing their
despair.

Capitalizing onaggressive
students desire to be seen and
their sometimes self-righteous
indignation can be challenging for
schools. Mental health professionals
may provide a balanced voice of rea-
son as they are not worn down by the
daily stresses of managing the behav-
ior. They can encourage schools to
mobilize resources, provide opportu-
nities to succeed and encourage a
cohesive strategy.

Nancy Rappaport is an Assistant Professor
of Psychiatry at Harvard Medical School and

Director of School Programs at Cambridge
Health Alliance.
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