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This simple statement could mean the world to 
a child, especially a foster child who has been 
moved from place to place. Saying it would be 
as good for her as hearing it would be for you. 
Become a KidsPeace foster parent and give a 
home to an older child.
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Dear Friends of KidsPeace,
In this issue of Healing® Magazine, we focus on Family Centered Treatment 
(FCT) and how this approach differs from other models of care. Therapists 
understand that children do not exist in vacuums while their emotional, 
behavioral or psychological issues develop. KidsPeace works with families 
to teach ways to nurture and support the child, contributing to greater success 
and healing. 

The entire family participates in treatment to address and resolve issues, 
and this approach benefits all family members. An excellent example of 
successful FCT is our KidsPeace New England Residential Autism Program, 
where autistic children and teens reside in our campus facility but are visited, 
in many cases, several times a day by their parents, who participate in their 
children’s treatment and learn skills to use at home.

This issue also features articles that target misconceptions about school-
related homicides, as well as a discussion about Emotional and Social 
Intelligence and its impact on children’s success by our regular contributor 
Ellen Notbohm. Dr. Susan Cornbluth writes about “The Ambiguous Foster 
Child,” who has unresolved issues of loss. 

There is also an informative article that describes how the Sanctuary® Model 
may be used to address traumatic events to help families and children heal. 
We are currently implementing the Sanctuary Model at KidsPeace to create 
an environment of safety, empowerment and positive change for our children, 
their families and our own associates.

We welcome your input on our magazine, and we encourage authors to 
submit articles for future issues. We also invite you to visit our websites for 
news, information, assistance and useful tips. 

• KidsPeace.org is our primary website 
• �Fostercare.com is focused on the foster care services we offer throughout 

the country. 
• �HealingMagazine.org provides online copies of current and past issues of 

this magazine. 
• �TeenCentral.Net is a free, anonymous website that helps teens with issues 

and problems they face 
• �ParentCentral.Net offers advice and information to parents who need an 

anonymous site to ask questions and know that they are not alone.

Thank you for subscribing to Healing Magazine, and have a wonderful 
summer.

Will Isemann

“I’m home.”
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KidsPeace and the Sanctuary® Model: 
Helping Families Find Peace
by Leslie Tenbroeck, LCSW

Raheem Khawaja* was a troubled boy who came to KidsPeace 
in the fall of 2009. Raheem’s family had emigrated from Paki-
stan shortly after his birth; he had no conscious memories of 
living in Pakistan and was grounded in American culture… 
skateboarding, cartoons and McDonald’s. Raheem had done 
very well at his local elementary school, which was located 
within walking distance from his new home. His father walked 
him to school in the morning, and his mother was waiting at 
home for him when he returned afterwards. Raheem 
did well academically and had many friends. It 
seemed like middle school would be a smooth 
transition. However, problems started almost 
immediately in the fall of his sixth grade year. 
Raheem was suspended twice for fight-
ing on the bus. His grades dropped, and he 
became moody and unhappy. His parents grew 
concerned. What was wrong with their son? 
When they asked him, he had no answers. 
His pediatrician assured them that the 
onset of puberty often produced 
such changes in behavior… 
this reassured them, for a 
time. Then, following another 
bus incident, Raheem was 
suspended for bringing a 
knife to school. The guid-
ance counselor insisted that 
the parents take their son 
to the emergency room 
to obtain a psychiatric 
evaluation. It was then 
that Raheem was admit-
ted to the KidsPeace 
Hospital for treatment.

Raheem was pleasant 
and cooperative during 
his stay. He followed the rules 
and did not exhibit any behavior 
problems. The Treatment Team had 
a difficult time understanding why this 
cheerful boy was having such a difficult time 
at school. The therapist gathered a compre-
hensive history of Raheem’s experiences, and 
everything she was told appeared to support 
the story of a developmentally normal, 
healthy boy. Then she asked Raheem’s 
parents about their own lives. Suddenly, the 

picture began to change. Mr. Khawaja’s face grew troubled; his 
wife looked down at her hands entwined in her lap. In halting 
English, Mr. Khawaja began to talk about living in Pakistan 
during war. “We lost our home,” he explained, “As many did. 
Raheem was born in the basement of a building that had been 
bombed. There was nowhere safe to go, and my wife couldn’t 
travel in her condition. The neighbors helped us.” The clini-
cian asked gently, “Did you lose many people who you cared 
about?” Mrs. Khawaja began to cry. Her husband merely 

responded, “It was very bad. Ever since we were young. We 
came here and were very happy to be in the United States.”

As the days went on, the clinician worked closely with the 
Khawaja family, and significant issues emerged. Living in 
a war zone where they feared for their lives, and the lives 
of their loved ones, every day had emotionally trauma-

tized Raheem’s parents. Their experiences of 
terror, loss and catastrophe had shaped 

the way they responded to the world. 
They thought that all of these prob-

lems would disappear when they 
came to America, and what they 

found was that the fear and panic 
that they’d learned to live with 

came to America with them. 
Raheem’s parents lived every 
day in fear and he, living 
with them, did as well.

The events that this family 
experienced create a 
tragically familiar story to 
many of the professionals 
who work in mental health 

treatment. A traumatic 
event is defined as a single 

experience, or an enduring 
series of events, that completely 

overwhelm the individual’s ability 
to cope¹. Traumatic events include 

some of the experiences that we 
least like to think about: Violent 
crime, natural disasters, 
accidents, wars, community 
violence, child physical and 
sexual abuse, bullying and 
domestic violence. While 
there are many different 
situations that can be 

*Name changed to protect privacy.
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considered traumatic, these events have 
one thing in common: They are events 
that cause overwhelming feelings of fear, 
helplessness and/or horror.² Think of 
the victims of concentration camps; the 
earthquake survivors in Japan; Viet Nam 
veterans.

We are only beginning to understand 
the role that traumatic events play in the 
development of mental health problems, 
substance abuse and disruptive and 
dangerous behaviors. Severe and chronic 
trauma may lead to physical changes 
inside the brain and to the brain’s 
chemistry, which damage the person’s 
ability to adequately cope with stress. 
This is particularly problematic for 
children. Children who have witnessed 
or have been victims of interpersonal 
and community violence, have been 
neglected or have suffered terrible 
losses often present with a wide range of 
emotional and behavioral problems ³.

Children, like Raheem, can also suffer 
from secondary or “vicarious” trauma. 
This form of traumatization impacts 
people who are in a close relationship 
with traumatized individuals. Raheem’s 
parents’ experience of terror and loss 
had resulted in changes in their entire 
approach to life. Mrs. Khawaja in 
particular was afraid to leave the house. 
Moreover, she was terrified to let her 
child out of her sight and would panic 
when she put him on the bus in the 
morning. Mr. Khawaja was working two 

jobs and feared that he could at any time 
lose his jobs, and his family would again 
be homeless. Raheem told the clinician 
that he wished he didn’t have to go to 
school; he believed that he was safer at 
home, with his parents, and that they 
needed his help.

What is significant about Raheem’s 
situation is that the clinician asked this 
family about their history of trauma. 
In many cases, such information is 
overlooked as frustrated parents, 
overworked professionals and harried 
teachers focus on more immediate 
approaches to behavior. Often, the child 
is punished by suspensions or expulsions; 
various medications are tried without a 
thorough understanding of the problem; 
or the behavior is minimized or ignored 
until it becomes a significant threat to the 
safety of the community.

At KidsPeace, we recognize the role of 
trauma in the lives of the children and 
families who come to us for help, and we 
treat the entire family. The Sanctuary® 
Model, which is being implemented as 
the model of care at KidsPeace, provides 
the tools and the theory to help us to 
create a culture of safety, empowerment 
and positive change. This model teaches 
that, in order to recover from trauma, 
people need to live in a community of 
supportive people who are committed 
to their growth and healing. While 
KidsPeace strives to provide that for our 
children, we recognize that the best place 

for a troubled child to heal is in a safe, 
supportive family; and the best place for 
a troubled family to heal is within a safe, 
supportive community. KidsPeace is 
committed to using the Sanctuary Model, 
its theories and its tools to help our 
community become one where children 
and families, like the Khawajas, find 
peace.|

For more information on the  
Sanctuary Model, visit the site  
http://www.sanctuaryweb.com or  
contact the author at 800-25PEACE.

¹Van Der Kolk, B.; McFarlane, A.;  Weisaeth, 
L., Eds. (1996). Traumatic Stress: The Effects of 
Overwhelming Experience on Mind, Body, and 
Society. New York: Guilford Press.

²Bloom, S. L. (1997) Creating Sanctuary: Toward 
the Evolution of Sane Societies. (1997). New York: 
Routledge.

³Farragher, B. and Yanosy, S. (2005). Creating A 
Trauma-Sensitive Culture In Residential Treatment. 
Therapeutic Community: The International Journal 
for Therapeutic and Supportive Organizations 26(1): 
97-113.
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Counselor self-disclosure may be defined 
as the practice of revealing personal 
information about oneself to a client. 
Few research articles have addressed this 
topic, debating the pros or cons of self-
disclosure. However, self-disclosure is a 
serious consideration from a professional 
viewpoint for psychotherapists, 
counselors and psychologists.

There are three main 
types of self-disclosure 
(Anderson & Anderson, 
1989).  

Professional disclosure is 
revealing your professional 
experience and education. 
Professional disclosure 
is something most of 
us reveal by virtue of 
the acronyms following 
our names (e.g., Ph.D., 
LPC, M.S., etc.). We 
also disclose to clients 
through the diplomas and certificates 
hanging on our walls. Most of us do 
this basic inquiry when we walk into a 
professional’s office and scan the walls of 
diplomas. Our professional experience is 
also requested by savvy clients who want 
to be assured that we have the proper 
experience and training before trusting us 
with their emotional and mental well- 
being. Similarly, we often ask our lawyer 
or medical doctors, “How many cases 
like this have you won/cured?”  In our 
profession, the question may be in the 
form of, “Do you work with adolescents/
depression/anxiety (fill in the blank)?”  
As professionals, we provide counseling 
and psychological services for specific 
mental health concerns or subgroups of 
individuals (adolescents, LGBT, etc.) 
with proper training and certifications. 
Clients come to us for professional, 

unbiased, nonjudgmental services, and 
they want assurances that we have the 
experience and qualifications necessary 
to help them. Professional self-disclosure 
is expected and warranted for counselors 
and therapists. It is the other two types of 
disclosure that often land counselors in 
murky water.

Personal disclosure is revealing more 
private and individualized personal 
information about oneself to a client.  
Our personal disclosure is often 
displayed in our offices through 
photographs of family and friends, 
vacation homes or the scenic trips we 
took. Personal self-disclosure is also 
revealed by the jewelry we wear (e.g., 
wedding band, necklaces and bracelets 
with disclosing charms and pendants) 
or the holiday office decorations we 
choose (e.g., religious, political). Other 
times, counselors self disclose private 
information to clients through their 
personal history. Personal stories of a 
counselor’s divorce, depression or bouts 
with bulimia may lure a counselor into 

thinking that, by sharing her personal 
histories, she is helping the client. Yet, 
unlike other professionals, if we disclose 
our personal information, it may put us at 
a disadvantage to helping our clients.  

Dies (1973) and Strong (1968) 
demonstrated that conveying our 
weaknesses to clients undermines our 

role as experts. Does it 
matter if your divorce 
attorney is married or 
not? Would you care if 
your anesthesiologist or 
chiropractor had been 
under anesthesia or had 
back problems of his 
own? Or what if your 
accountant shared that 
he had been sober for the 
past several years? Would 
it change his expertise in 
finances? The personal 
disclosure of professionals 
does not impact their 
treatment or your care.  
However, a counselor’s 
personal disclosure 
may impact the client’s 

perception of your knowledge, bias or 
impartiality. For example, sharing your 
own relationship problems, anxiety or 
addictions may undermine your ability 
to remain professional or knowledgeable 
from a client’s viewpoint. A client may 
feel, “Well, if she could not maintain 
a marriage (sobriety, etc.), how can 
she help me?” More importantly, what 
concern is your personal life to them? 

Every week, I am asked personal 
questions by my patients - from the 
mundane to the bigger issues. What does 
the E in my middle name stand for? Am 
I married? Am I divorced? Have I ever 
gone through depression?  The questions 
are endless. My answer is always the 
same. It is not about me; we are here to 
talk about you. My office photos and 
décor reveal nothing of my personal 
history. My jewelry is kept minimal and 

Professional 
Disclosure

Personal Disclosure

the

GREAT DISCLOSURE DEBATE
	 By Tracy E. Hill, Ph.D.
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non-descriptive. When a client persists, 
I often turn the question around and ask 
“Why is this so important for you to 
know?” Most often clients are redirected 
with this response, and we continue with 
our counseling session.  Sometimes, a 
client will say “Well, if you were ____, 
then you would understand me better.” 
I always respond, “A divorce lawyer 
does not need to be divorced to win your 
case; nor does the best criminal attorney 
need to have committed a crime in order 
to help you.” So far, I have yet to lose a 
client over my lack of self-disclosure, and 
my clients respect my professionalism 
and focus on their concerns.

Affective disclosure can be defined as 
when a counselor reveals his beliefs, 
views or feelings on client-related 
issues. This is often another mistake 
that professional therapists make. Self 
disclosing our beliefs or views on client 
related matters does not let us maintain 
our impartiality – which is why our 
clients come to see us. If a client wants to 
know whether or not we agree, disagree, 
believe in or do not agree with their 
decisions, choices or views on particular 
concerns – then she may as well seek the 
advice of her friends or family.

 As professional counselors, we do not 
advise clients. Unfortunately, counselors 
often provide their opinions to a client’s 
problem. This can bias a counselor’s 
judgment and objectivity in providing 
the client a sounding board for them to 
process through their own predicaments 
utilizing their own belief systems rather 
than incorporating ours.  

In 2003, (Kim, Hill, Gelso, et. al) a study 
on the effect of self-disclosure on East 
Asian American clients concluded that 
affective disclosure was not as helpful 
(effective) for clients as disclosing 
strategies (e.g., “When I get anxious, I 
use breathing techniques”). However, 
as a counselor, I still believe that best 
practice would utilize any strategy that 

The Patient’s  
Point of View

Dr. Tracy Hill is a school counselor in the West Chester 
[Pennsylvania] Area School District. In addition, she has 
a private psychology practice in Malvern, PA, and teaches 
psychology and behavioral health at Immaculata and Drexel 
University. She lives in Malvern with her three children and 
new therapy puppy, Freud.

takes the personal self-disclosure out 
of the equation and replaces it with a 
generic ‘client’ (e.g., “Some clients use 
a breathing technique when they start 
to feel anxious”). Clients do not seek 
the help of a therapist for the sake of 
knowing the therapist’s views or beliefs. 
Clients come to your office with their 
own set of values and beliefs already in 
place. It is your job to help them either 
accommodate those beliefs into their 
particular situation or adapt those views 
so they reconcile cognitive discord or 
distortions.  

My clients fill out an intake form that 
asks an open-ended question (if they 
have had previous counseling) “what 
worked or didn’t work?” One of the most 
frequent answers I get is, “He/she talked 
too much about her/himself.”  Over the 
past several years, I have participated in 
several ‘mystery’ counseling sessions; 
whereby I was asked to take a ‘client’ 
and evaluate the effectiveness or 
appropriateness of different counselors. 
I bring along an identified patient (e.g., 
child). In nearly 100% of the sessions I 
have attended, the feedback I get from 
the identified patient is that the counselor 
talked too much about himself in the 
attempt to share and perhaps show 
similarities in the situation. The patients 
overwhelmingly felt that the counselor 

did not hear or understand them. In one 
particular session, I recall my ‘client’ 
sat in the office with tears streaming 
down his face. The counselor ignored 
the tears and shared her story about 
her own son’s situation. This specific 
client and situation were repeated with 
two other counselors with a nearly 
identical outcome. The misconception by 
therapists is that by self disclosing to our 
clients, we will help them form a trust or 
bond with us. However, at the root of all 
therapy is relationship building. As Carl 
Rogers taught us, we build rapport and 

trust with our clients through empathy, 
positive regard, immediacy, congruence, 
respect and concreteness. I think if Carl 
Rogers were around today, he would 
agree to keep the self-disclosure to a 
professional and limited level. 

Professional self-disclosure is a valuable 
tool in establishing the core conditions 
for a positive, helping relationship with a 
client. Personal and affective disclosures 
are unprofessional and unwarranted in the 
role of the professional counselor. Our 
ethical codes of conduct make it clear 
that we provide a professional service 
and should not engage in befriending or 
personal relationships with our clients. 
Maintain your professionalism and leave 
self-disclosure at home.|

If we disclose our personal information, it may 
put us at a disadvantage to helping our clients.Affective Disclosure
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Historically, the theme of stories told 
by those who have had encounters with 
conduct disordered kids, or the programs 
that house them, have all started with 
anger, which then led to aggression, 
which climaxed in violence. These 
stories pretty much have the same plot, 
one episode after another. Eventually, 
people tired of making up excuses 
for the vast population of kids who 
are misunderstood and labeled them 
“Conduct Kids.”

Today, the Conduct Kid still exists; he 
is your brother, cousin and friend. He is 
every teenaged kid opposed to the norms 
of society or the directives given by a 
parent and/or seeks to evade the long 
arms of the law. He has the potential to 
be wise but chooses to be misunderstood. 
He has the potential to be loved but 
chooses to be distant. He chooses nothing 
because, oftentimes, he has never been 
given a choice – or at least that’s how he 
sees it. 

At KidsPeace, The Fulton House of the 
Inventor Center is changing the way 
that we view Conduct Disorder and 
challenging the belief that the Conduct 
Kid really exists. Traditionally, Conduct 
Disorder Programs have been staffed 
with very large, very muscular staff 
members who could ensure that Conduct 
Kids did not hurt anyone. Today, we staff 
with highly intelligent counselors who 
can reason with the boys in the Conduct 
Disorder program – big minds and 
average size bodies. We surround our 
kids with staff who are sensitive to their 
needs, experiences and interpretation 
of life. Our staff addresses behaviors 
in a non-punitive manner because we 
are careful not to compete with kids on 
turf that they know best. Additionally, 
we dare to expose them to a gallery of 
appreciation, praises and trust. 

We advocate that, by building 
relationships with kids from the moment 
they enter our doors, we are instantly 
identified as helping agents and are 
allowed to aid our kids in beginning 
the process of change. When our kids 
are struggling, we do not combat the 
problem by offering punitive measures as 
a solution. Instead, we offer incentives to 
help our kids bounce back from sporadic 
episodic behaviors. 

We unified both clinical and behavioral 
approaches to target and address the 
needs of Conduct Disordered kids. 
Treatment interventions such as Thinking 
for a Change, Anger Management, 
Motivational Interviewing and Trauma 
Focused Therapeutic techniques are 
all helpful tools. We recognize that the 
realities of past trauma and various social 
barriers affect both kids’ vulnerability 
and capacity for effectively dealing with 
change.

We are flexible and open to programming 
each kid differently. We do not offer any 
uniformed approaches to addressing our 
kids’ needs. Conduct Kids are intelligent 
(in their own right), and, therefore, we 
assess their interests thoroughly, despite 
their efforts to deter us through displays 
of inappropriate behaviors. We regard 
much of their negative behaviors as 
defense mechanisms or ways of commu-
nicating their discomfort or, in some 
cases, enjoyment.  

How does the Fulton House staff use 
a non-confrontational/non-punitive 
approach to address our kids’ behaviors? 
We utilize a point system with realistic 
ratings specific to each child’s level of 
functioning and capacity for change. If a 
child has earned a consequence, staff will 
create incentives for them to bounce back 
and engage in regular programming (i.e., 
extra chores). Why? To avoid helping 

kids dig bigger and inescapable holes 
for themselves. By helping kids reach 
positive levels, we are promoting the 
incentive for kids to do well, providing 
them with a goal and offering them hope. 

Currently, the Conduct Kid is involved 
in a painting project that allows him 
access to the community and offers him 
the chance to learn a craft that will one 
day help him enter the work force. He is 
volunteering weekly at a family farm in 
the community, to help him understand 
the importance of giving back. He is 
attending weekly sessions at the local 
DoJo to help him learn self-discipline 
and healthy exercise habits. He attended 
a college tour, which allowed him to sit 
in during a class lecture and experience 
what very few kids in his peer groups 
will witness. He attended the Empire 
Beauty School to explore his interest and 
learn the steps to achieving one of his 
personal goals.

With our continuous efforts to assist 
him with his problems and shaping 
his identity, we even decided to stop 
calling him The Conduct Kid, because 
he is starting to look so much like a kid 
and behave like a young adult, we just 
decided to call him a success.|

n Brandon Yarber is the House Manager of the 
Specialized/Conduct Disorder Program at the 
KidsPeace Fulton House in Orefield, PA. Brandon has 
a Bachelor’s degree in Criminal Justice and has been 
with KidsPeace since 2008. Before joining KidsPeace, 
Brandon worked with hundreds of adolescents from 
DC, NJ, CT, DE, CA and NY, helping them to deal 
with difficult life experiences and challenges. He is 
currently responsible for program operations and 
the Child Care Counselors who are assigned to his 
program. Brandon works side by side with multi-
disciplinary team members to individualize treatment 
plans for each adolescent and offer opportunities 
that help clients change the way they view things. 
He provides limits, structure and a safe/secure 
environment that offers all clients the support they 
need to work on their treatment issues.

Changing The    Way We

		    View Conduct Disorder
By Brandon Yarber
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Fam i l y  c e n t e r e d  Th e r a p y

Family centered therapy is a type 
of therapy that works with all family 
members to nurture and change 
development. It views change in terms 
of the systems of interaction between 
family members. It emphasizes family 
relationships as an important factor 
in psychological health. It avoids 
characterizing one particular family 
member as an identified “bad child.” 
There are many different types of family 
therapy, but they share a common 
idea that, involving the entire family 
in solutions to an identified problem, 
is often beneficial. In recent years, 
therapists have learned to identify 
families as broadly as possible, often 
including grandparents, other extended 
family, foster parents and sometimes 
even case managers and teachers as part 
of the larger system. This change has 
helped clinicians identify strengths and 
welcome positive change.

Because KidsPeace is always on the 
leading edge of trends in the mental 
health field, we anticipated this shift to 
Family Centered Treatment and directed 
our efforts toward reengineering our 
continuum of care to accommodate this 
change. In fact, we constructed a new 
building to house our community-based 
family therapy center, which opened in 
September 2010 in Bethlehem, PA.  
(To learn more about the KidsPeace 
Family Center in Bethlehem, PA,  
please visit our website at  
www.kidspeace.org/familycenter.aspx). 

The Family
Because there are such strong 
connections among family members, if 
one person is sad or exhibiting negative 
behaviors or experiencing difficulty in 
school or at work, there is a negative 
impact on the entire family. Although 

every family is unique, in today’s world, 
there is constant juggling of work, 
school, recreation, extra-curricula 
activities, homework and family time, 
and most families experience times 
of struggle to keep up with all of their 
commitments. 	

There are many factors that can disrupt 
a well functioning family: children get 
sick, a parent loses his or her job, kids 
are bullied, separation or divorce causes 
a huge disruption, the family moves and 
money problems can alter the family’s 
lifestyle, while many other problems 
can beset a family at the same time. The 
problems of any one family member can 
turn a happy family into a dysfunctional 
group who no longer understand 
each other and are very stressed. This 
stress, in turn, can lead to a number of 
problems including unhealthy behaviors, 
depression, escalated disagreements, lack 
of communication, substance abuse and 
the need for counseling. 

Family-Centered Treatment
It is when stress begins to disrupt the 
entire family or decreases one family 
member’s ability to function that the 
KidsPeace Family Center’s outpatient 
services can be particularly helpful. We 
assist families with navigating the tough 
times and developing the skills they need 
to address and manage their problems. 

Regardless of the issue or mental health 
disorder, Family Center Outpatient staff 
approach the problem within the context 
of the entire family. If the parents or 
siblings need counseling, it is provided 
by the Family Center. Group sessions 
with all family members are also 
arranged to work on family dynamics 
and to develop a strong support system 
for helping each other overcome 
individual problems. 

By Jason Savenelli, LPC and Nan Sell-Parry, LCSW
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In addition to traditional counseling 
and treatment, therapists use art, games 
and play, teaching and talking to build 
the skills needed to learn and heal. 
Psychiatrists are available to evaluate 
and diagnose clients and to prescribe 
medication if needed. The KidsPeace 
team of therapists, doctors, parents and 
children works together to make the 
family stronger and healthier.

Throughout the Continuum of Care 
at KidsPeace, our treatment approach 
integrates the family into the entire 
process so that the children and teens can 
continue to progress at home after a stay 
at our Psychiatric Hospital, Residential 
programs, Partial Hospitalization 
programs or Foster Care. Indeed, a stay 
in Foster Care may be extremely helpful 
while the child participates in individual 
and family therapy at our Family Center. 

We teach families to get along, settle 
disputes without violence or verbal 
escalation, get help for substance abuse, 

stop arguing with each other, learn to 
spend time together and communicate 
effectively. As the family becomes more 
functional, so does the child who was 
initially referred to the program.	

For example, a family recently brought 
their young son in for an assessment 
when the child behaved aggressively at 
home and at school. The child enjoyed 
coming to counseling and saw the 
psychiatrist for a low dose of medication. 
As the therapist got to know the family 
in family sessions, he discovered that the 
mother was experiencing sadness and 
hopelessness that had nothing to do with 
her son, but everything to do with her 
own struggling marriage. The situation 
was fueled by alcohol abuse and displays 
of temper between the parents that the 
children could see. The mother was not 
able to manage the household anymore, 

and finances were strained. The therapist 
set up an assessment for the mother and 
started to see her individually, adding 
marital therapy as well. The mother 
started to see the psychiatrist who 
prescribed an anti-depressant. Now, the 
family has stabilized, the child’s behavior 
has improved and the family has been 
successfully stepped down to monthly 
maintenance sessions.

Family centered treatment is a helpful 
way of treating identified children and 
their families by assisting the entire 
family system. In practice at KidsPeace, 
this treatment modality helps kids and 
families to change without needing to 
resort to higher, more intrusive levels of 
care such as hospitalization or in home 
treatment.|

Jason Savenelli, LPC, has a 
Master’s Degree in Counseling 
from Lehigh University. He has 
10 years’ therapy experience 
working with clients at the 
Inpatient, In Home and 
Outpatient levels. He currently 

manages three outpatient programs for KidsPeace in 
Pennsylvania. 

n Nan Sell-Parry, LCSW, has a Master’s Degree 
in Social Work from Marywood. She has 30 years’ 
experience working with clients in schools and the 
community. She currently supervises the outpatient 
program at the Family Center on Broadway in 
Bethlehem, PA.

Fam i l y  c e n t e r e d  Th e r a p y
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As a counselor who works with children and adolescents, I 
have found that the more a family is empowered with education 
and support at the onset of counseling (upon intake), the less 
resistance the therapist faces during the various phases of 
treatment. This article describes some techniques for setting the 
course for family centered treatment.  

Not everyone seeking counseling knows what family centered 
treatment is; nor are they aware of how family centered 
treatment will unfold in terms of the counseling process. During 
the initial interview, it is common for parents to describe their 
child’s behavior within the context of the child’s relationships 
with others (friends, parents, siblings, teachers, coaches etc.). 
Therefore, it is critical in that first meeting to educate both the 
parents and the child as to how family dynamics can impact 
a child’s behavior, which highlights the true need for family 
centered treatment. Parents learn how family dynamics can 
present difficult challenges for their child. They also learn 
that, within the same family dynamics, many resources and 
strengths exist, which can be cultivated to better leverage 
positive changes. This education for parents and other family 
members is invaluable because it sets the therapeutic tone and 
allows members of the family to understand their critical role in 
promoting the change process.   

Frequently, it is important during the initial session to let 
parents know that the counselor may ask to see them without 
their child present and may also need to know more about their 
marriage, when appropriate. There may be a need to see all of 
the family members in different groupings, which could include 
siblings and even extended family members who are involved 
and/or residing in the home. It is important that counselors 
attempt to establish the nature and extent to which family 
dynamics are negatively influencing the child’s individual 
functioning and determine if there are any unknown stressors 

that could be damaging to the child if not addressed. The 
counselor should also seek out untapped resources that exist 
within the family system and work to identify and mobilize 
them for the family. Once these dynamics are assessed, a plan is 
developed in collaboration with the family.

Members of the family often need to be comforted early on 
and reminded that family centered treatment is most effective 
when members are committed to doing what works - not just 
what is comfortable for everyone. Many times, parents have 
to be convinced that their child’s behavior isn’t occurring in a 
vacuum and isn’t likely to be assessed, understood and changed 
in a vacuum.   

The Story of Bill
The story of Bill illustrates a situation in which a child was 
brought for services and was initially opposed to the idea of 
family centered treatment. His parents were also resistant to 
becoming involved in their son’s counseling. Despite several 
attempts to initially educate them as to the need for a family 
centered approach, Bill and his family resisted.

Bill was a bright but guarded 12 year old who was failing 
at school, acting out at home, depressed and had recently 
made suicidal threats. During the first meeting with Bill, he 
reported that his father had been abusive both physically and 
emotionally toward him for many years. His mother was a 
victim of domestic violence at the hands of her husband and, 
unfortunately, Bill witnessed many of these violent episodes. 
Even though the physical violence had ended some years ago, 
Bill reported that, as long as he could remember, his parents 
were either fighting or ignoring each other. We developed a 
rapport around some of the more surface level issues like school 
work and peer relationships, but his depression, behavioral 
acting out and a growing feeling of hopelessness continued.   

forFamily Centered Treatment

Setting the Course
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During individual work with Bill, he 
reported ongoing chaos in the home.  
After about three months, it seemed 
obvious that individual counseling 
wasn’t meeting Bill’s needs. Reluctantly, 
Bill agreed to participate in family 
counseling, which instigated reaching out 
to the parents and inviting them in. While 
they were initially resistant, they were 
open to new ideas given Bill’s continued 
decompensation despite a few months of 
counseling.  

Over the course of continued individual 
work, many family counseling sessions 
and some attempts at marital counseling, 
a strong dysfunctional theme became 
obvious. Because of the trauma Bill 
witnessed and his resultant feeling 
of powerlessness, Bill developed a 
sophisticated set of behaviors: When he 
sensed a potential problem emerging 
between his parents, he acted out in an 
attempt to prevent a recurrence of the 
traumatic scenes he recalled from earlier 
in his childhood. This distraction tactic 
went unnoticed by his parents, who were 
lost in the complexities of their own 
individual and marital problems. The 
more his parents’ marriage destabilized, 
the more Bill would act out to attempt 
to compensate. Bill had developed this 
pattern over time as he witnessed many 
scenes of domestic violence during his 
formative years. Ultimately, the more 
he became entangled in his parent’s 
marital problems, the more he acted out, 
in proportion to the discord that existed 
between his parents. For the parents, 
Bill’s problematic behavior served as a 
distraction from their failing marriage 
and abusive relationship. Over time, 
Bill’s depression worsened from the 
stress of this balancing act.           

With some time and counseling, the 
parents began to understand how their 
troubled marriage, as well as the violence 
in their home, had impacted Bill’s social, 
emotional and behavioral development 
over the years. Family work continued 
to target identified systems issues that 
contributed to Bill’s difficulties. It was 
agreed that individual counseling alone 
would not adequately address their 
son’s behavior because the origin of his 
behavior was directly tied to dynamics in 
the family system. The parents struggled 
with marriage counseling but found some 

relief in their own individual counseling, 
as each parent had many years of 
emotional baggage to examine. 

Bill began to recognize some of these 
dysfunctional themes playing out in 
his own life (school performance, peer 
relationships and his overall depression). 
It was difficult for him to begin making 
better choices; however, as his parents 
began to change their dysfunctional 
behavior, he found it less painful to 
examine the true nature of his problems. 

In counseling, he worked his way toward 
the realization that some of the only 
times he felt loved and important were 
when his parents were upset with him.  
He found himself consistently seeking 
the negative attention of his parents, 
his peers and his schoolteachers in 
order to feel accepted and included. As 
some of his behaviors stabilized, Bill 
developed better verbal skills and gained 
the confidence to express his needs and 
feelings in a more healthy way. In family 
work, Bill began expressing much of 
the anger he had been holding onto for 
years, which seemed to be the source of 
his ongoing depression. Bill found some 
relief in antidepressant medication, which 
provided additional support during this 
difficult segment of the healing process.  

In her own counseling, Bill’s mother 
began to see that, under the stress of the 
chaos in the home, she had developed 
an unhealthy relationship with her son. 
In the aftermath of these crisis episodes, 
she would befriend Bill and share adult 
information with him, which later made 
it difficult for her to parent Bill when 
he was acting out.  With the support 
of counseling, she was able to change 
this dynamic and learn how to lean on 
her adult support system, which opened 
doors for new parenting experiences with 
Bill.     

Bill’s father struggled with his own 
mental health and, in his own counseling, 
worked to understand how his abusive 
childhood was playing out in his current 
family relationships. Bill’s father began 
learning how to control his anger and 
deal in a more healthy way with his own 
feelings of guilt related to the past.

Both parents have learned how to show 
affection and pay attention to Bill in a 

positive way, while also learning how 
to talk about the past in a way that 
leads to continued healing. For Bill’s 
family, the most difficult times come 
about when the regular stresses of life 
pull one or more of them back into old 
patterns of behavior. Family sessions 
are less frequent but occur when one of 
the family members feels they need a 
“tune up.”  Bill’s conduct has improved 
both at home and in school. He remains 
in individual counseling where he 
works to better understand boundaries 
in relationships while also developing 
increased insight into his own self worth.  

In this case, Bill’s behavior was clearly 
more accurately assessed thanks to 
the framework of a Family Centered 
Treatment model. Addressing Bill’s 
issues in individual counseling alone 
would not have led to uncovering, 
understanding and working toward the 
restructuring of family dynamics which 
were so central to the perpetuation of his 
problematic behaviors.|

Dave Williams is a Licensed 
Clinical Social Worker who 
has been in the mental 
health field for 15 years. He 
has worked in residential 
care, hospital and outpatient 
settings. He received his 

Master’s Degree in Social Work from the University 
of Pennsylvania. He is a therapist with a private 
counseling practice, located in Bethlehem, PA, where 
he works with individuals, couples and families. Dave 
is also a Program Director for The Salvation Army, 
Allentown Corps, where he manages a women and 
children’s homeless shelter, a transitional housing 
program and homeless prevention services. 



Effectiveness of Family Centered Therapy 
for Residential Treatment Facility Clients
With a background of more than 13 
years in the mental health field, I have 
had opportunities to work with clients 
in various levels of care, including 
outpatient therapy, school-based partial 
hospitalization programs, acute partial 
hospitalization programs, group home 
programs and residential treatment 
facilities. It is clear in all of these 
settings that recidivism and relapse are 
very high in the programs that do not 
include Family Centered Therapy as a 
modality. The main reason is basic: If 
the child or adolescent makes significant 
progress and experiences change, but 
does not have significant people or an 
environment that supports these changes, 
he will more than likely regress to the 
level of functioning that precipitated his 
most recent level of care.

Families
The young people I see in residential 
programs come from diverse 
backgrounds and present with varied 
psychiatric and behavioral needs and 
diagnoses. One factor they have in 
common is the need each resident has 
for family and family support. Each 

resident identifies family in her personal 
manner, be it blood relations, foster 
families, adoptive families, peer groups, 
caseworkers, etc. Additionally, each 
resident derives emotional support of 
some sort from his “family.”  

Just as they vary in composition, 
families vary in terms of the levels of 
support they provide to their children 
during residential treatment.  Some are 
enmeshed, which means that emotional 
and physical boundaries are violated.  
Some are aloof and emotionally detached 
for different reasons. Yet others are 
invested and simply need structure and 
guidance to support the needs of their 
children. 

Enmeshed families clearly need outside 
agency supervision to ensure no form of 
abuse occurs.  At times, therapy includes 
helping children and adolescents and 
their families develop insights into the 
problematic nature of the enmeshment.  
At other times, due to the degree to 
which boundaries have been violated, 
re-defining family is necessary when 
children and adolescents are placed 
into new environments away from the 
enmeshed families that have exacerbated 
and, at times, created the disturbances 
that necessitated treatment.  

Regardless of the level, Family Centered 
Therapy has proven an effective modality 
in the treatment programming of the 
young clients in residential treatment 
programs. Family Centered Therapy must 
include elements of:

Ü�Psycho education of the diagnoses

Ü�Causes of and contributory factors to 
the diagnosis 

Ü�Parenting interventions

Ü�Communication skills

Ü�Reinforcement scheduling

Ü�Medication education

Ü�Restructuring of expectations

Ü�Self-modulation and self-awareness of 
reactions of each family member

Ü�Self-care skills of each member

Ü�Role identity clarification 

Ü�Clinical homework assignments to be 
completed during on and off grounds 
visits

Ü�Analysis of the problematic behaviors 
and motivational factors to modify said 
behaviors

Ü�Identification of barriers to success and 
methods of proactively managing the 
barriers.  
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Further, each element needs to be 
individualized to the personality and 
cognitive functioning levels of the 
child/adolescent. When Family Centered 
Therapy addresses these elements, it 
complements the individualized clinical 
work each resident completes during her 
or his treatment program to sustain the 
progress within the home.  

Psycho education about the diagnoses 
can assist to alleviate feelings of guilt, 
remorse and embarrassment by the 
child/adolescent and family members 
as they gain insights regarding the 
organic, internal and external factors 
that contribute to and cause the foci of 
treatment. Communication skills need to 
include verbal and non-verbal language 
to help each member learn to speak 
openly with each other without triggering 
defense mechanisms. An integral part 
of communication and interventions 
is self-regulation, to wit, awareness of 
internal reactions to others and learning 
to respond to one another appropriately 
rather than irrationally. 

Additionally, role identification is crucial 
to healthy family relations as well, as 
each member learns how the role she 
or he has adopted has contributed to 
the problematic and positive relations/
interactions within the family. Each 
member becomes educated about 
structuring roles based upon meeting the 
needs of every other member. Psycho 
education regarding developmentally 

appropriate reinforcement schedules is 
imperative so that family members are 
able to provide motivational interventions 
that meet each child/adolescent’s 
emotional and behavioral needs to help 
them function within their communities. 
Self-care skills of clients and their family 
members need to be taught, role-modeled 
and practiced daily so as to become 
intuitive rather than guided. These 
self-care skills, reinforcement schedules 
and communication skills are practiced 
during family therapy sessions and on 
and off grounds visits.  

Family Centered Therapy can prove to 
be particularly effective when the clinical 
team implements unique, individualized 
interventions. Clinical team members are 
educated regarding trauma reactions so 
they are able to implement interventions 
that are effective and do not replicate 
unhealthy family dynamics.    

Clients are able to learn how to 
restructure their behaviors to achieve 
personal educational and vocational 
goals, rather than continuing to re-
enact defense mechanisms that have 
caused them to not relate appropriately 
within their communities. Clinical 
team members can provide unique 
programming including off grounds 
work on farms, field trips to colleges, 
art projects, talent shows, engagement in 
martial arts and many other opportunities. 
They then must educate families about 
how to replicate such programming 

within the family home to help the child/
adolescent realize her or his personal 
strengths.  

Family sessions can occur on the 
grounds of the facility or within family 
homes. This combination of locations 
offers individualized treatment and 
allows the child/adolescent and family 
members to utilize skills within their 
natural environment and the residential 
environment. Family Day can also be 
helpful because families are able to 
interact with their children/adolescents 
and other families to develop a sense 
of community. During Family Day, 
educational group sessions are typically 
provided to further educate families 
regarding the aforementioned elements.

Another element that can be critical to 
Family Centered Treatment is unique 
approaches to serving the community 
with an open-minded approach to 
working with children, adolescents, 
families, agencies and communities. 
Treatment teams should also be open to 
feedback and, therefore, programming 
and clinical interventions that are 
individualized and continually evolving 
to meet the psychiatric needs of the 
clients/residents.

Finally, the team must take a truly 
Strengths-Based approach with families.  
Many of the families whose children are 
in residential treatment feel stigmatized 
and downtrodden due to the difficult road 
they have traveled with their children. 
The treatment team can tailor therapy 
sessions and treatment planning to focus 
on using family and client strengths 
to overcome the child’s presenting 
problems. Programming and aftercare 
must also be tailored to address their 
strengths, thus enhancing self-efficacy 
and significantly decreasing recidivism 
and relapse.|

Jason Victory is a Clinician 
at the KidsPeace Inventor 
Center in Orefield, PA, where 
the techniques discussed in 
this article are successfully 
implemented to treat children 
and adolescents in residential 

care and return them to their families. This emphasis 
on Family Centered Treatment reduces the time spent 
in residential and strengthens support systems after 
return to their family settings.

By Jason R. Victory, MS, NCC, LPC, ACS, Clinician

Family Centered Therapy can prove to be 
particularly effective when the clinical team 
implements unique, individualized interventions.



18 2011 healingmagazine.org

Special Focus

When the KidsPeace New England 
campus first began its residential autism 
program, one of the main focuses in the 
design was family involvement. This 
was new to us, but working with children 
on the autism spectrum has changed 
everything. These kids are different, and 
so are their families. As a result, they 
require a different approach. Parents and 
families of children on the spectrum are 
exhausted, desperate, afraid, seeking 
support of which there is very little in 
the community, frustrated, judged and 
too often discouraged and feeling “alone 
without hope” … their words not mine. 
But it is not just the autism families 
who are now involved in our treatment 
center. It is all families, regardless of the 
program.

I believe we do a disservice to ourselves 
and our families and their children when 
we label ourselves a “family centered 
treatment” center. I prefer “family 
involved” treatment center. That is really 
who we are and how we should be. It is 
the philosophy at the KidsPeace New 
England campus, and it is working. 
Parents and siblings are part of the 
KidsPeace family; better yet, we are more 
a part of theirs. 

Some of our parents and families are 
on campus daily to see their children. 
One is on campus every morning during 
breakfast. One comes every afternoon 
and brings her other son to visit his 
brother. One comes weekly because 
the travel distance is so far. One parent 
just lost her phone and her vehicle, so 
we take the kids to her each day. She 
has two children in our program. Some 
of our Day Treatment parents stop into 
the school each morning to speak to the 

teachers and Ed Techs. But it is so much 
more than that.

We have one mother who is a beautician. 
She gives haircuts to all the kids on the 
spectrum who are not yet able to go to a 
barbershop or salon. She brings her other 
son with her, and he plays with the kids 
while his mother gives the haircuts. I 
remember one Saturday walking onto the 
residence, and several kids were at the 
table eating a snack. I looked at each one 
around the table and thought, “that one 
is not one of ours.” I then realized it was 
a brother and he was having such a great 
time with the other kids while his mother 
did haircuts. Family involvement at it’s 
finest.

A mother of one of our non-verbal 
boys requested we set up a computer 
on the residence for him so they can 
communicate with each other online and 
visually using webcam when she can’t 
make it to campus. Of course we did it. 

Several parents come in weekly at 
dinnertime and eat with their children. 
One night, a parent brought her sister, 
two nephews and her other two sons to 
dinner. Her son is non-verbal autistic and 
was not able to sit at the table with his 
guests, but the family had a great time 
visiting at the table next to him. What is 
especially nice about these events is that 
they are not planned. The families are 
welcome to come at anytime to see their 
children. They do not need to call ahead, 
make an appointment or clear their visits 
with anyone. We encourage that, and they 
appreciate the open door and open hearts. 

Some of the activities we offer are off 
campus. For example, for the past six 
years, we have volunteered weekly at 
Great Pond Mountain Conservation 
Trust, building trails, planting trees, 

building bridges and learning about the 
outdoors. Parents are welcome to join  
in this activity with their children, and 
some do.

Parents are in the residence and on 
campus at any time. Many know the other 
kids’ names and all the staff member 
names. I have seen them redirect other 
children. That is comfort and that is the 
family involvement and atmosphere we 
strive for. What is really nice is when 
two or three of the parents are on campus 
at the same time, and they get together 
and chat in the dining hall over coffee. 
I’ve seen it, and it is as though they have 
known each other forever. They get their 
own coffee. They get their own snacks. 
They are family and need not ask. This 
is their home as well as their child’s. It 
works best this way.

One child with autism in our day 
treatment program was transitioned into 
our residential program last fall. If you 
think it is easy to release your child into 
residential care, this family can tell you 
different. We spent over two months 
preparing for the transition. We went 
to the family’s home, and his home 
workers came to campus. Our ABA staff 
worked with the family for months to 
prepare for the move. We duplicated his 
bedroom at home with his new room on 
the residence. Same wall color, same 
closet set up, same bedding, etc. We even 
created a separate living area like the one 
he had at home where he had a couch, 
TV, desk, etc. Again, same wall color. 
He began spending small bits of time in 
the residence during the day, then came 
to visit on the weekends, and finally he 
stayed. We invited his mother to spend 
the first couple nights. It was a wonderful 
and successful transition, and, frankly, it 

Family Centered Treatment at KidsPeace New England
By Jean Dixon Former Director of Education and Residential Services

F a m i l y
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was as much about the mother’s comfort 
as it was the child’s. We felt good about 
that transition, and so did she. She is like 
family now.

Not all parents are involved. Not all can 
be. We make the effort to do all we can 
to get them involved. They are always 
invited. Sometimes families can only call 
in to a meeting, but the key is respect and 
inclusion, sharing and learning 
about their child from them, and 
teaching them what we have learned 
about their child. They have put their 
child in our care, and we have the 
responsibility to provide the best no 
matter how much they can or want to 
participate. Kindness and taking time to 
build relationships is just as important 
with the family as it is with the child.

Family involvement on the business side 
of KidsPeace New England is in place 
as well. We often invite legislators and 
guests to the campus to see and hear 
about our autism program. We have 
found that, if these visitors hear from the 
parents and families directly, they get a 
deeper understanding of the needs of both 
the children and the families. They tell 
their own story. We just give them the 
venue. 

We were very fortunate this past summer 
to have Senator Olympia Snowe come 
to our campus. One of our parents joined 
us. She assisted in a tour of the facility, 
brought Olympia gifts her children had 
created, and brought to life what most 
people do not understand. She talked 
about what life was like for her with two 
children on the autism spectrum prior to 
coming to KidsPeace.

 “KidsPeace saved my life.” She told 
Olympia. You don’t necessarily get 
that from a family centered treatment 
facility. You get that from a family 
involved treatment facility.

We love families. They have made 
KidsPeace New England what it is today 
and what it can be in the future for their 
children. We are now working toward 
establishing a Parent Advisory Board.|

n Jean Dickson was with KidsPeace Graham Lake Campus from 1998 to June 
2011 as the Director of Residential and Education Services. Jean has a Master’s 
degree in Recreation, Leisure and Sports, Bachelor degrees in English and in 
Mental Health and Human Services, and is pursing her Ph.D. in Human Services. 
She is a strong advocate for children with autism and their families, and is 
committed in promoting and ensuring family involvement in the services of 
children in care.
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Ambiguous Loss
Have you ever lost something you know still exists? Perhaps 
it was an old picture, a sentimental letter or your favorite pair 
of shoes. Initially, you search and search for the item but you 
cannot recover it.  It eats away at you, day after day, until you 
are lucky enough to be reunited with it. When this happens, you 
give a big sigh of relief, the panic eventually subsides and you 
move forward with your life. 

This same scenario can apply to children in the foster care 
system. They have been separated from what is most precious 
to them, their families. They know that their family members 
still exist, but they cannot live with them. Clearly, those 
children who are reunited with their families feel a great sense 
of relief. The children who remain in care hold onto the hope of 
reunifying with their families as long as they are in foster care. 
Their losses are unresolved. 

Ambiguous loss is also known as an unresolved loss. Boss, 
1999, defined ambiguous loss as the grief or distress associated 
with a loss (usually a person or relationship) in which there is 
confusion or uncertainty about the finality of the loss. There are 
two types of ambiguous loss: 

1. When the person is physically present but psychologically 
unavailable. An example of this might be when a child’s parent 
has a mental health diagnosis or a substance use issue that 
makes him/her emotionally unavailable to meet the needs of the 
child, even if that parent is physically present.

2. When the person is physically absent but psychologically 
present. Examples of this would be when a child does not 
live with a parent due to divorce, incarceration, foster care or 
adoption (Boss, 1999). 

For children in foster care, ambiguous loss occurs over and 
over again and is very difficult to process. Children who enter 
foster care often lose contact with their birth parents, their 
siblings, other family members, friends and their physical 
surroundings. They enter uncertain situations and are left 
wondering if the separation from their biological families will 
be permanent or temporary. Frequently, the biological family 
stays psychologically present in the child’s mind, even though 
the biological family members are not physically present. 
While in care, many foster children fluctuate between hope and 
hopelessness with regard to reunification. This is due to the 
ambiguous loss, which causes them to block themselves from 
forming healthy attachments to their new foster families. To 
gain a better understanding of a foster child experiencing an 
ambiguous loss, consider the example of this 11-year-old boy 
who was in foster care:

I knew that my mom kept thinking about getting us back and 
that helped me hang on. She told me she wanted us back. I just 
could never give up on my mom even though she did so much 
stuff. I know no matter what she put me through she still loved 
me. There was no way I was going to call my foster mother 
Mom. I got a mother. At times my mom said she couldn’t stop 
thinking about us and wanted to kill herself because she wasn’t 
with us. I thought one day she will come back and get me, wake 
up and realize what she did wrong. After all the pain you go 
through you hope there is happiness waiting for you in the end 
(Manuel, age 11).

Nationally, there are 463,000 children in foster care, 49% of 
whom are slated for reunification with their biological parents. 
With this in mind, it is essential that professionals working 
with foster children and foster parents understand the concept 

“Often we have saved foster children from 

abuse, but we have failed to recognize that 

they still carry WITH THEM their feelings and 

memories of their BIOLOGICAL families as they 

travel through the foster care system.”

The Ambiguous 
Foster Child
By: Susan S. Cornbluth, Psy.D.
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of ambiguous loss and work with their 
clients to create more stable relationships 
between foster parents and their foster 
children (www.childwelfare.gov).

How Foster Parents 
Can Cope
Ambiguous loss can be difficult for many 
foster parents to comprehend if they do 
not have a clear understanding of its role 
in the foster child’s life. As outsiders, 
we expect the foster child to be as angry 
as we are at the biological parents who 
caused them pain. We cannot understand 
why the children want to have anything 
to do with their biological parents after 
being treated so badly. This may be our 
reality, but it is not the foster child’s 
reality. Extreme loyalty remains between 
the child and the biological family 
members, and hope of returning home is 
kept alive by phone contact or visits with 
biological parents who tell them that 
they are attempting to regain custody. 
These statements by parents underscore 
for the children that reunification is not a 
fantasy; it can be a reality. Since the loss 
is unresolved, the children find it very 
difficult to detach from their biological 
parents and attach to a new caregiver; 
their parents are still very much alive. 

Foster parents can ease the transition for 
themselves and their foster children by 
recognizing the symptoms of ambiguous 
loss prior to the child entering the home. 
These symptoms often include:

n Difficulty with changes and transitions, 
even seemingly minor ones like sleeping 
in a new bed

n Trouble making decisions 

n Feelings of being overwhelmed when 
asked to make a choice 

n Problems coping with routine 
childhood or adolescent losses (last day 
of school, death of a pet, move to a new 
home, etc.) 

n A sort of learned helplessness and 
hopelessness due to a sense that he has 
no control over his life 

n Depression and anxiety 

n Feelings of guilt 

n Fear of attachment

n Lack of trust.
(www.nacac.org)

Foster parents can also help alleviate the 
ambiguous foster child’s anxieties and 
fears and create a healthy attachment by:

n Acknowledging that the foster child’s 
biological family still exists; denial can 
be a real enemy.

n Not taking sides but spending time 
exploring the foster child’s feelings if he 
is open to this.

n Giving a voice to the ambiguity -- give 
a name to the feelings of ambiguous loss 
and acknowledge how difficult it is to 
live with this ambiguity.

n Learning to redefine what it means to 
be a family, both foster and biological. 

n Giving your foster children permission 
to have feelings about being separated 
from their family of origin without 
feeling guilty.

n Helping the child identify what has 
been lost (the loss may not be limited 
to the actual parent – loss could also 
include the membership of that extended 
family, the loss of the home or town, the 
loss of having a family that looks like 
them or the loss of their family surname.

n Create a “loss box.” In her work with 
adopted adolescents, therapist Debbie 

Riley guides youth as they decorate 
a box in which they place items that 
represent things they’ve lost. This gives 
them both a ritual for acknowledging 
the loss and a way for them to revisit the 
people or relationships in the future.

n Creating a life book and writing in the 
birthdays and names of their biological 
family members.

n Understanding that sometimes certain 
events trigger feelings of loss, such as 
holidays, birthdays or the anniversary of 
an adoption. Alter or add to family rituals 
to acknowledge the child’s feelings about 
these important people or relationships 
that have been lost. For example, adding 
an extra candle representing the child’s 
birth family on his or her cake may be a 
way of remembering their part in your 
child’s life on that day.

n Don’t set an expectation that grief 
over ambiguous loss will be “cured,” 
“fixed” or “resolved” in any kind of 
predetermined timeframe. Explain that 
feelings related to ambiguous loss will 
come and go at different times in a 
person’s life and provide a safe place for 
the child to express those feelings  
(www.nacac.org).|

In addition to unconditional love, the 
best gifts that anyone can give a foster 
child coping with an ambiguous loss are 
patience, honesty and acknowledgement. 
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Natural disasters such as the one we 
witnessed recently in Japan are disturbing 
to all of us as we watch helplessly as 
people lose their lives and their homes. 
The added threat of nuclear power plants 
releasing radiation is frightening and 
the topic of great discussion among 
adults. Japan was the primary topic on 
many television and radio broadcasts, 
this spring, with many “experts” talking 
endlessly about the dire consequences of 
the power plant explosions.

Our children and teens cannot help but 
be exposed to some of this information, 
and many of them may become 
traumatized by the scenes of devastation 
and discussions about nuclear power 
safety. Many teachers are talking about 
the events in school, which leads to kids 
talking about it among themselves, often 
not understanding how far away Japan 
is. They become very concerned that a 
similar disaster will occur where they 
live. They worry about being separated 
from their families, having their homes 
destroyed and losing friends and relatives 
in similar fashion.

It is important to recognize that children 
may not talk about their fears, allowing 
the worry and fear to become serious 
contributors to trauma. The following 
10 Tips will help parents and educators 
talk to their children honestly about such 
events and watch for signs that their 
children are traumatized.

For more detailed information on  
helping children and teens deal with 
natural disasters, explosions and fires  
and acts of violence, please download  
the Healing Magazine Crisis Kit at  
www.kidspeace.orgnaturaldisasters.aspx. 
It is in PDF format and free of charge. 
Also recommend that teens log onto 
TeenCentral.Net for expert advise from 
Master’s and doctorate level counselors 
on this issue or anything that may 
be bothering them. Parents may log 
onto ParentCentral.Net for assistance 
with any parenting issues they may be 
experiencing.

KidsPeace Offers Help in 
Reassuring Children after Natural 

Disasters and School Shootings

FOR EDUCATORS: 

To help school systems see the 

early warning signs of danger 

and deal with the psychological 

fallout of disasters or shootings, 

KidsPeace offers several articles in 

past issues of  Healing Magazine, 

including “Building Resiliency in 

Traumatized Kids: Coping with 

21st Century Realities,” “Can 

School Shootings be Prevented?” 

“Providing Comfort to Adolescents 

in Times of Crisis” and “Helping 

Educators Identify Potential School 

Shooters.” These can be found 

at www.healingmagazine.org. In 

addition, KidsPeace offers highly 

trained professionals who counsel 

children and teens on outpatient, 

residential or inpatient levels.
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Tips for Talking to Children 
About Natural Disasters and 
School Shootings10

The effects of trauma in children may linger and manifest 
themselves physically and behaviorally. Will Isemann, 
President of CEO of KidsPeace, and the clinical experts at 
KidsPeace have compiled a list of tips to help parents talk 
to their children about what has happened to upset them 
and look out for future signs of distress:

1. Listen to children. Allow them to express their 
concerns and fears.

2. Regardless of age, the most important issue is to 
reassure children of safety and security. Tell children that 
you, their school, their friends and their communities are 
all focused on their safety and that those around them are 
working for their safety. Have discussions about those 
dedicated to protecting them like police, teachers and 
other school officials, neighbors, their government and all 
concerned adults throughout the community.

3. When discussing the events with younger children, 
the amount of information shared should be limited to 
some basic facts. Use words meaningful to them (not words 
like massive devastation or sniper, etc.). Share with them 
that weather or geological shifting has caused a specific 
disastrous event in a certain part of the world or some bad 
people have used violence to hurt innocent people in the 
area. Discuss that we don’t know exactly why this has 
happened, but a natural disaster or violence has occurred. 
Do not go into specific details.

4. School-aged children will ask, “Can this happen here, 
or to me?” Do not lie to children. Share that it is unlikely 
that anything like this will happen to them or in their 
community. Then reiterate how the community is focused 
on working to keep everyone safe in the community.

5. Parents, caregivers and teachers should be cautious 
of permitting young children to watch news or listen to 
radio that is discussing or showing mass death or carnage. 
It is too difficult for most of them to process. Personal 
discussions are the best way to share information with 
this group. Also, plan to discuss this many times over the 
coming weeks.

6. When discussing the events with preteens and teens, 
more detail is appropriate, and many will already have 

seen news broadcasts. Do not let them focus too much on 
graphic details. Rather, elicit their feelings and concerns 
and focus your discussions on what they share with you. 
Be careful of how much media they are exposed to. Talk 
directly with them about the tragedy and answer their 
questions truthfully.

7. Although this group is more mature, do not forget 
to reassure them of their safety and your efforts to protect 
them. Regardless of age, kids must hear this message.

8. Be on the lookout for physical symptoms of anxiety 
that children may demonstrate. They may be a sign that 
a child, although not directly discussing the tragedy, is 
very troubled by the recent events. Talk more directly to 
children who exhibit these signs:

• Headaches

• Excessive worry

• Stomach aches

• Increased arguing

• Back aches

• Irritability

• Trouble sleeping or eating

• Loss of concentration

• Nightmares

• Withdrawal

• Refusal to go to school

• Clinging behavior.

9. Parents and caregivers should often reassure children 
that they will be protected and kept safe. During tragedies 
like these, words expressing safety and reassurance with 
concrete plans should be discussed and agreed upon within 
the family and can provide the most comfort to children 
and teens.

10. If you are concerned about your children and 
their reaction to this or any tragedy, talk directly with 
their school counselor, family doctor, local mental health 
professional or have your older children visit KidsPeace’s 
teen help website, www.TeenCentral.Net, which provides 
anonymous and clinically screened help and resources for 
teen problems before they become overwhelming.|
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1. Value your child. Effective parents always treat 
their children as valued, important and worthwhile people. 
These parents are intent on building up their children’s self-
esteem through honest praise and age-appropriate levels of 
independence. These parents understand their children and 
are always loyal to the best desires, instincts and dreams 
their children possess. 

For example: 

• �Tell your child you are proud of her. 

• �Praise your child for doing a good job, for completing a 
task. 

• �No matter what happens, tell your child you love him. 

2. Nurture your child. Effective parents consistently 
display love for their children through positive touch (hugs, 
kisses, holding close), through eye contact and through 
positive words of encouragement and support. Effective 
parents tell their children, “I love you” – verbally, physically 
and emotionally. These parents frequently spend time with 
their children. 

For example: 

• �Look directly at your child when she talks to you. 

• �Respond physically – with a hug or gentle pat on the 
shoulder – when your child tells you a story or concern. 

• �Physically comfort your child when he is frightened or ill. 

• �Show pleasure in your child’s accomplishments with a hug 
or pat on the shoulder or through verbal affirmation. 

3. Teach your child. Effective parents recognize that 
much of a child’s learning comes from the parents’ actions 
and words. Effective parents are flexible and adaptive, 
sensitively challenging their children to grow cognitively, 
socially and emotionally – appropriate to their children’s age 
and development. 

For example: 

• �Teach by living. Model a positive life by being positive 
yourself. 

• �Treat your children as you would like them to treat 
themselves ... and you! 

• �Encourage your child to talk to you about a problem. Tell 
your child about a similar struggle you have had and what 
you did to solve it. 

4. Speak the truth. Effective parents do not 
knowingly tell falsehoods or intend to deceive, but build 
trust by speaking the truth in love. Effective parents realize 
it is sometimes better to say little or nothing and allow 
their children to trust than to lie and undermine confidence. 
Establishing a trusting relationship with your child will 
make it easier for your child to confide in you. 

For example: 

• �If you don’t know the answer to a question, say so; then 
find a source that will give the answer. 

• �Be someone your child can trust and come to for answers 
to difficult questions. 

• �Tell your child you are proud of her for sharing concerns 
and questions with you. Try not to act shocked or upset 
when your child shares sensitive thoughts or experiences 
with you. 

7 Standards  
of Effective Parenting

Every child has fundamental needs that must be met for an emotionally and physically healthy life. Every child must 
be able to feel safe and secure, loved and valued, able to trust and free to be a child.* 

These needs must be met by a parent or an adult guardian. While there are many roads to effective parenting, with 
varying styles and methods, experts agree that all positive parenting rests upon the attribute of love. In parenting, 
let love be your guide. To help parents grow emotionally and physically healthy children, KidsPeace® offers these 7 
standards of effective parenting.

Have a question about parenting? Check out www.ParentCentral.Net.
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5. Discipline your child. Effective parents offer 
compassionate, consistent and honest correction. These 
parents are not quick-tempered and do not hold a grudge 
or keep a record of wrongs. Instead, these parents offer 
reasonable and clearly understood guidelines for their 
children to follow. Through patience and gentle but firm 
actions and words, effective parents guide their children’s 
growth and moral reasoning. 

For example: 

• �Make and explain simple, age-appropriate rules for your 
child. 

• �If a rule is broken, discipline with a consistent, safe 
punishment like a short, quiet time alone without play. 

• �Parents do get angry. It is okay to let your child know you 
are angry at his behavior.  

• �If feeling overwhelmed, call a friend. Get help. 

6. Encourage your child. Effective parents always 
look out for the interests and needs of their children first, 
before their own. They are constantly alert for the physical 
and verbal cues infants and children give. These parents 
always seek to understand their children’s growth and to 
respond appropriately to meet the needs of their children. 
They care as much for their children as they care for 
themselves. 

For example: 

• �Spend time with your child doing things he enjoys. 

• �As you see your child developing a particular interest, 
encourage her in the way her interests and abilities show. 

• �Help your child get started, then allow more 
independence. 

• �Read a book together, a chapter each night. 

• �Go for a walk together once a week. 

• �Cook a favorite meal together, or go out to dinner with 
just your child once a month. 

7. Never give up. Effective parents admit their fears 
and faults. In times of crisis, or when unsure what is right or 
wrong, effective parents do what they think and feel is best. 
These parents create a network of informed friends and 
professionals to whom they can turn for help and advice. 

For example: 

• �Realize there is no single “right” way to parent. 

• �Challenge yourself to find new and different solutions to 
problems. 

• �Talk to friends and to other parents who have experienced 
your struggles about ideas for helping. 

• �Call a counselor. Every parent needs help and 
understanding. It is available, so ask for it.  

*These include the parent’s responsibility to provide, 
as best as possible, basic needs such as adequate 
food, clothing, shelter, medical care and educational 
opportunities.

Giving hope, help and healing to children, families and communities

800-25-PEACE www.kidspeace.org
KidsPeace is a private charity dedicated to serving the behavioral and mental health needs of  children, families and communities. Founded in 1882, 
KidsPeace provides a stand-alone psychiatric hospital, a comprehensive range of residential treatment programs, accredited educational services and a 
variety of foster care and community-based treatment services to give hope, help and healing to children, families and communities. 

For reprint information, call 800-25-PEACE x8340 or download a PDF of this flier at www.kidspeace.org/brochures.aspx                         

© 2011 KidsPeace      008-0009

®
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:The  Other Intelligence
e

Throughout a child’s 
education, it is likely that 
he will be tested repeatedly 
on reading, writing, math and 
other supposedly measurable 
gauges of his learning, growth 
and cognitive intelligence. But it is 
also likely that much less emphasis will 
be placed on his social and emotional intelligence. 
And social and emotional intelligence may be a bigger determi-
nant in a child’s long-term success in life than cognitive intel-
ligence. The skills embodied in what is called Theory of Mind 
are skills in which many children experience significant deficits: 
executive function (time management, planning, ability to focus 
and attend, memory management), critical thinking (sorting, 
comparing/contrasting, applying concepts, information and 
ideas) and social pragmatics (ability to take the perspective of 
another person, initiate and sustain interactions, problem-solve 
interpersonal disagreements). Lack of these skills is more likely 
to get us fired from a job or evicted from an apartment than is 
an average IQ.

The teaching of social and emotional skill should be as much 
a priority as is cognitive learning. We begin by defining the 
components of social-emotional intelligence:

Perspective-taking is the ability to identify feelings in 
both one’s self and others, understanding and managing the 
link between our feelings and our words and actions, and 
experiencing empathy as both the ability to care about another 
and being able to demonstrate that caring in an appropriate 
manner.

Forming and sustaining relationships requires 
understanding the context of different relationships and that all 
relationships are matters of degree. It includes the skills needed 
to be able to learn and work as part of a group.

Managing feelings and 
moods, especially negative 

ones. This means being able to 
deal with anger, jealousy, grief, 

hatred, embarrassment, resentment, 
boredom or fear proactively and 

learning to recognize and 
control impulsivity.

Opportunities to help children develop social and emotional 
intelligence are all around, all the time. They come from our 
own personal experiences and from the events that unfold in 
our community and the world at large. They can be gleaned 
from stories and books we read and from movies, TV shows 
and commercials. It is never too soon to start teaching social 
competence. From as early an age as possible, weave social-
emotional awareness into your child’s everyday life in a manner 
that is natural and doesn’t come off as “instruction.” There are 
myriad ways to do it. It starts with your own commitment to 
being positive role models. Modeling empathy, friendship and 
anger management through your own behavior gives the child 
something concrete to emulate.

Talk about feelings in your daily life. Tell him 
how you feel; ask him how he feels. Ask him how he thinks 
others might feel in given situations. Talk about how facial 
expressions and body language convey feelings, and call 
attention to these kinds of communication when they occur, 
both in his daily routine and in television or movies. 

Help him build a vocabulary of words describing 
emotions and feelings so he can not only recognize 
those feelings in others, but also advocate for himself. When 
your child tells you he is feeling bad, probe deeper. He’s taken 
a great first step in self-advocacy, but it is even more helpful 
if he can tell you that “bad” means confused, angry, hungry, 
frustrated, physically unwell, sad or anxious. 

Q
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Acknowledge and reward 
progress and effort, however small 
the increment. Tell him, “I like how you 
let Evan go first” - even if he did it under 
duress and complained for a full ten 
minutes without taking a breath.

Offer more than just discussion. 
Look for graphic materials that promote 
social competence. These might include 
computer games, board games, DVDs, 
books, children’s museum exhibits. Being 
able to come back to the material again 
and again, having it be the same each 
time, and being able to keep it in front 
of him for as long as he needs to study it 
– all these components enhance learning 
immeasurably. 

Encourage your child or student 
to keep a feelings journal. One 
sentence or drawing a day or a few 
times a week is enough to start. If 
he isn’t writing yet, he can dictate 
to you, talk into a recording device 
or even just paste facial expression 
stickers on a blank calendar. Part 
of the journal might be a running 
list of people, places and 
activities that inspire 
positive emotions in him. 
He might also include 
a list of people, places 
and activities that 
provoke negative 
emotions in him. 

This list can be a good starting point for 
a discussion of how to avoid or cope with 
troubling persons or situations. 

Incorporate a focus on giving 
compliments into everyday life 
at home or in the classroom. Provide 
a bulletin board or large jar where 
classmates or family members can post or 
deposit compliments. Set time aside each 
classroom day, dinnertime or other group 
time to read and applaud.

Many educators and psychologists today 
advocate an 8-to-1 praise-to-criticize ratio 
as necessary for encouraging children to 
change a behavior. Impose an informal 
praise quota on yourself, and, if you 
find yourself criticizing more than you 

compliment, try to shift your 
focus. Actively looking for 

things about the child 
to compliment will 
only increase your 
awareness of all that 
is admirable in him, 
despite whatever his 

struggles may be.

And finally, remember that the most 
important tool you can give a child in 
the long process of learning empathy 
and self-regulation is strong, stable 
relationships with the key adults in his 
life. A child learns and grows by doing, 
but, long before he can do that, he 
learns and responds to his environment 
in the context of how it feels to him. 
We all know from personal experience 
that emotions can and do sometimes 
overtake logical thought or action. All 
the education we layer on a child will 
not make a difference if the key adults 
in his life are not there emotionally. The 
five most important words you can say to 
him: “I am here for you.” In the midst of 
all that doing for him, make time for just 
being with him.|
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:The  Other Intelligence
By Ellen Notbohm

… remember that the most important tool you 
can give a child in the long process of learning 
empathy and self-regulation is strong, stable 
relationships with the key adults in his life.



In the last fifteen years, a number of 
large-scale attacks at schools have made 
the issue of school violence a prominent 
concern across the United States. 
Despite the massive attention focused 
on this issue, there are widespread 
misconceptions about school violence. 

Frequency of Homicides at 
School

Perhaps the biggest misconception is 
that school shootings and other types of 
school-related homicides are common 
events and/or increasing in frequency. 
The reality is much different. According 
to Dr. Dewey Cornell, in his book School 
Violence: Fears Versus Facts, “the aver-
age school can expect a student-perpe-
trated homicide about once every 13,870 
years.” In other words, most schools will 
not have a homicide within our lifetimes, 
or for many lifetimes to come.

The peak academic year for school 
homicides was 1992-1993. Since then, 
the rate has decreased significantly. The 
Youth Violence Project at the University 
of Virginia recorded 42 homicides on 
school grounds in 1992-1993. In the 
ten years from 2000 through 2009, the 
average was 6.3 deaths — a dramatic 
reduction. And, in both 2008 and 2009, 
there was only one homicide on school 
grounds each year.

What accounts for this decline? It is 
impossible to say for sure, but it is 
noteworthy that the turning point in the 
homicide rate occurred between the years 
1999 and 2000. From 1992 to 1999, the 
school homicide rate averaged 30 deaths 
per year. From 2000 to 2009, it averaged 
6 deaths per year. Perhaps this reflects 
the impact of the attack at Columbine 
High School that occurred on April 20, 
1999. Although there had been large-
scale rampage attacks at schools prior to 
Columbine, it was this attack that really 
made school safety a prominent national 
concern. 

If this hypothesis is correct, it suggests 
that schools’ efforts to increase safety 

made a differ-
ence. Or perhaps 
students became 
more sensitive to 
warning signs 
of violence 
and started 
reporting their 

concerns to parents, teachers, counselors 
or administrators. Whatever the reason, 
the data clearly indicate that school-
related homicides have become very rare 
events. On average, school is the safest 
place children can be. 

It is hoped that the current economic 
climate does not result in reduced 
funding for schools. Budget cuts could 
potentially result in an increased risk of 
violence. Cuts to faculty, counselors, 
security officers and others might 
adversely affect the ability of schools to 
maintain the level of safety that has been 
established.

Who Commits School Shootings 
and Why?

Certainly, school homicides can 
take many forms including beatings, 
stabbings and shootings, but it is rampage 
school shootings that have received an 
overwhelming amount of attention. These 
attacks involve a student going to his 
own school and opening fire — generally 
at random people. Who commits such 
an act? Initially, researchers focused on 
identifying a profile of rampage school 
shooters. This effort, however, missed 
the fact that school shooters are not a 
homogeneous group.

Nonetheless, there are common miscon-
ceptions about school shooters. People 
often think school shooters are loners, 
victims of terrible mistreatment and 
detached from their schools and commu-

nities. It is also commonly 
thought that school shoot-
ings are acts of retali-
ation against specific 
people who tormented 
the shooters. In most 

Misconceptions 
About School-Related Homicides 
By Dr. Peter Langman
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cases, however, school shooters do not fit 
this description.

In almost every case, school shooters 
have friends. In most cases, they are 
not victims of bullying. They are often 
involved in activities at school and in 
the community. And they rarely target 
anyone who picked on them. So who are 
school shooters?

As explained in my book, Why Kids Kill: 
Inside the Minds of School Shooters, the 
perpetrators of rampage school attacks 
fall into three categories. 

• Psychopathic shooters. These are 
youths who are narcissistic and sadistic. 
They have deficits in the ability to 
experience empathy, guilt and remorse. 
They reject traditional values and 
morality and meet their own needs at  
the expense of others.

• Psychotic school shooters. These 
youths experience hallucinations and 
delusions. The most common type of 
delusion can be described as paranoid, 
although some of them also have 
delusions of grandeur. In addition to 
hallucinations and delusions, these 
youths have significant social and 
emotional deficits. 

• Traumatized shooters. Whereas the 
psychopathic and psychotic shooters 
come from intact families with well-
functioning parents, the traumatized 
shooters come from broken homes 
and dysfunctional families. They have 
parents with criminal histories. They 
have parents who abuse drugs and 
alcohol. These youths are victims of 
emotional abuse, physical abuse and 
sometimes sexual abuse. They bounce 
around from one relative’s home 
to another, sometimes ending up in 
multiple foster homes. Their lives are 
unstable and unsafe year after year, and 
eventually they reach the breaking point.

The fact that someone is psychopathic, 
psychotic or traumatized, however, 
does not mean he is destined to be a 
killer. In fact, most people in these three 
categories are not violent. The categories 
help us to understand the types of youth 
who commit school shootings, but the 
categories are not complete explanations. 
There are always other factors 
involved that shape the behavior of the 
perpetrators.

But if the attacks are not retaliation 
against bullies, what is the motivation? 
Motivations vary across shooters and, 
even within one shooter, there can be 
multiple factors driving him to murder. 
Sometimes shooters are seeking fame 
and to establish powerful identities for 
themselves. They may be lashing out at 
the world, unleashing pent-up rage and 
frustration. They may attack the students 
they envy — those kids who seem to 
have everything going for them. The 
shooters may be paranoid and believe 
their lives are in danger; thus, they lash 
out at others in an act that they conceive 
of as self-defense. They may hear voices 
telling them to kill people. Occasionally, 
there is a specific target, but this is not 
necessarily a bully. It is perhaps more 
likely to be a girl who rejected the 
shooter or a principal who symbolically 
represents the school.

What works in prevention?

When people think about preventing 
school shootings, they often think in 
terms of physical security measures: ID 
badges, video cameras, metal detectors 
and so on. Though these measures serve 
a variety of purposes, they do not stop 
school shootings. Rampage attacks have 
occurred at schools with metal detectors 
and even armed security guards. By the 
time a student enters a building, armed 
and willing to die, physical security 
measures will not stop the attack. 

Similarly, lockdown drills may help to 
minimize casualties during an attack, but 
they do not prevent an attack. 

What can be done then to prevent 
school shootings or other school-related 
homicides? The best approach is to focus 
on educating students on the warning 
signs of violence. It is, of course, 
important to educate faculty and staff as 
well, but students are really the eyes and 
ears of a school. If someone is planning 
a violent attack, other students are most 
likely the ones who will know about it. 
If they are trained in what to look for 
and how to report their concerns, school 
shootings can be stopped entirely. In 
fact, the majority of foiled attacks have 
been stopped because students came 
forward with what they knew.|
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The peak academic year for school 
homicides was 1992-1993. Since then, 
the rate has decreased significantly.



In this issue of Healing Magazine, we 
are publishing reviews of two of 
our favorite books. At Healing, we’re 
always looking for new resources and 
information that would be useful to 
those who care for, treat and teach 
kids. If you have a suggestion, please 
send it to: 

Mail: �Healing Magazine  
c/o KidsPeace 
�4085 Independence Drive 
Schnecksville, PA  18078-2574 

Email: healing@kidspeace.org 

Ten Things Your Student with Autism Wishes You Knew
By Ellen Notbohm

Ellen Notbohm has an amazing gift for explaining the 
most complicated aspects of interacting with autistic 
children in simple language that resonates with truth, 
clarity and enlightenment. This book is written in the 
voice of a child and is for all those who teach autistic 
children in the classroom, in the home and in other areas 
of their lives. Notbohm explains that autistic children 
think in concrete terms and are visual learners – they 
don’t understand questions like “do you have ants in 
your pants?” to mean anything other that the questioner 
thinks that there may be insects in their trousers. 

Notbohm stresses that it takes a team effort to teach an autistic child, including 
the classroom teacher, speech and occupational therapists, para-educators who 
help the child in the classroom and, most importantly, the family.  Communica-
tion is imperative on a daily basis. There are teachers who refuse to make any 
accommodations for different learning needs, and this is unfortunate not only 
for the autistic child but for all children in the class and the teacher as well. 
Notbohm compares autistic children to other children in their classes as PCs and 
MACs – neither is “wrong,” they are merely wired differently, and being able 
to operate one does not guarantee one’s ability to operate the other. She points 
out that teachers and parents should approach each other with blank slates at 
the beginning of the school year and open lines of communication with positive 
expectations and cooperative attitudes. 

Most children with an autism spectrum disorder find it difficult to multi-task 
and may also have difficulty categorizing or comprehending cause and effect. 
She explains to teachers that trust is the foundation of learning for a child with 
ASD, and it is important to always remember that they have feelings that can 
be hurt as badly as any other child’s by a mean comment or mocking attitude. 
She also encourages teachers to cultivate curiosity, sometimes using the areas in 
which the child has an interest, even if it is not part of the general curriculum. 
Ultimately, teachers and families want the same thing for children with ASD: 
For them to move forward, become independent and gain self-sufficiency. – PS

Published 2006 
Jessica Kingsley Publishers 
116 Pentonville Road 
London, N1 0JB, UK and 
400 Market Street, Suite 400 
Philadelphia, PA 19106

Sunday, August 7  
2011 is National  

KidsDay!
www.kidsday.org
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A Relentless Hope: Surviving the storm of teen depression
By Gary E. Nelson

Gary Nelson chronicles his son’s fight against depression 
and how they joined together as a family to bring Tom 
back. Gary is a minister turned pastoral counselor who 
provides interfaith counseling to youth with problems very 
much like his son’s, which makes he situation even more 
poignant as one reads about Tom’s slide downward into 
a depression that nearly took the young man’s life. Gary 
wrote this wonderful book for teens, parents, teachers, 
counselors and pastors in hopes of teaching them the signs 
and how to help them bring other youth from the brink of 
deep, deep depression.

Tom had been a normal kid who played baseball very well and had many friends. 
Around the time he entered high school, he started pulling away from the friends 
and activities he had previously loved and began feeling “sick” and unable to 
attend school. He spent more and more time in his room and literally days in bed, 
and he would have fits of rage during which he would throw things into his walls 
and ceiling, one day almost shattering his bedroom door. He left the baseball 
team in anger over criticism by the coach and withdrew from all of his friends. 
Eventually he came to realize that something was wrong, but he had no control 
over it. He described it to his parents as “feeling like he was being beaten from the 
inside.” His sleep patterns changed, he was irritable and angry a lot of the time and 
was unable to focus on schoolwork, sports or relationships with his friends and 
family. It was perhaps harder for Gary to watch considering that he was a coun-
selor himself yet unable to reach his own son. Gary also became very concerned 
that Tom may turn to suicide to stop the pain he was experiencing.

He makes the point that parents need to work “with” their depressed children 
rather than trying to “fight it” with anger and recriminations. Gary strongly 
suggests asking your children if you can help them develop a plan for getting 
through it but not trying to pressure them into feeling better because they have no 
control over it and feel like greater failures if they cannot meet parent expecta-
tions. He also suggests trying to get them into counseling but making sure that you 
find someone to whom your child can relate and talk. In some cases, medication 
can help, but that is a big decision that must be made on an individual basis.

Gary and his wife were willing to try some creative and even risky ways of help-
ing Tom fight his depression and accompanying anxiety, allowing him to start 
working at a young age and getting his GED rather than finishing a high school 
he just could not make himself attend. They bought him a car and encouraged his 
interest in music, even heavy metal if it made him feel that someone understood 
his pain. 

There are so many strong and hopeful messages in this book to help families get 
through a child’s depression in tact, still spending quality time with other children 
and not allowing this illness to ruin a marriage. Tom is married and doing very 
well as an adult now, and Gary even describes the wedding that was moved at the 
last minute due to hurricanes. This wonderful book speaks of faith and love and 
hope and a family’s decisions to fight to help their child no matter what it took. 
It is an inspiration and well worth reading if you have any contact youth who are 
debilitated by depression.

Published 2007 | Cascade Books | A division of Wipf & Stock Publishers | 199 
West 8th Avenue | Suite 3 | Eugene, OR 97401 – PS
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Years, months, days: They seem like an eternity when you 
can’t find a good home with a caring family. There are many 
older children in foster care who want to stop counting 
the days and start living in the moment. Please become a 
KidsPeace foster parent.

14 years   and counting

Contact KidsPeace: 
866-454-3773
www.fostercare.com


