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Section I: Defining Harmful Behaviors between Children and Youth
The Military REACH team was asked to identify
proper terminology for interpersonal harm that occurs
between children and youth and review existing
research for preventative (primary and secondary) and
intervention strategies that may reduce peer harm.
Given the focus placed on intended interpersonal
harm, peer aggression was identified as the most
appropriate construct of interest. Because peer
aggression is often confused with related constructs,
we provide a detailed rationale that distinguishes peer
aggression from similar constructs.
What Peer Aggression Is
Aggression has been defined as any behavior
performed with the intention of harming another
person (e.g., David-Ferdon et al., 2016; DeWall et al.,
2012; Dodge et al., 2006); thus, peer aggression refers
to specific intentions of harming someone of similar
age, background, and/or social status (i.e., a peer).
Peer aggression can be further distinguished based on
motives, modes, and types of aggression.

Aggression has been defined as any
behavior performed with the intention
of harming another person; thus, peer
aggression refers to specific intentions
of harming someone of similar age,
background, and/or social status (i.e., a
peer).
Motives for Aggression
The motivation of aggression addresses the reason
for the youth’s aggressive behavior. Motivations for
aggression can be divided into reactive aggression
and proactive aggression. Reactive aggression
is defined as an aggressive act in response to a
perceived threat. Reactive aggression is retaliatory
and typically characterized by unregulated feelings
of anger, hostility, and a loss of control (Merk et al.,
2005). Conversely, proactive aggression is defined as a
deliberate act designed to achieve a desired goal. Acts
of aggression may reflect both reactive and proactive
motives, as youth who report reactive motives are likely
to also report proactive motives (Card & Little, 2006);
however, these motives are distinct from one another
and have implications for appropriate prevention and

intervention strategies for peer aggression (Baker et
al., 2008).
Mode of Aggression
Mode of aggression refers to how acts of peer
aggression are displayed. Research has identified
two distinct modes of aggression, direct and indirect
(Gladden et al., 2014). Direct modes of aggression are
defined as aggressive acts toward a peer when that
peer is present. Examples of direct aggression include
face-to-face interactions, such as hitting, shoving, and
naming calling.
Indirect modes of aggression are aggressive acts
that are not specifically directed at the peer whom the
act is intended to harm. Indirect aggression is carried
out in a manner that disguises the intent to harm.
Therefore, the identity of the aggressor may not be
known to the victim. Examples of indirect aggression
include finding a third person to inflict physical harm
on a peer or creating a fake social media account to
harass a peer.
Types for Aggression
Physical aggression. Physical aggression is
typically defined as the use or threat of physical force
to hurt, harm, or injure another person (Dodge et al.,
2006). Examples of physical aggression include kicking,
hitting, biting, pushing, pinching, and taking things
away from others. Threats of physical force are also
considered physical aggression because they often
lead to physical acts of aggression (Crick et al., 1997).
Importantly, physical aggression is a type of overt/direct
aggression that is distinct from rough and tumble play or
assertiveness, as these behaviors have no intent to harm
another peer.
Two terms are often conflated with peer aggression:
violence and assault. Violence is a more severe form of
aggression that results in serious injury (Tolan, 2007),
whereas assault is a term most often found in the legal
and criminology literature and is a form of physical
aggression that is intended to cause serious bodily harm
(Office of Juvenile Justice and Delinquency Prevention,
n.d.).
Relational aggression. Relational aggression is
defined as the use of behaviors that are intended to harm
a peer by damaging relationships, including the threat

of the removal of relationships (Crick & Grotpeter, 1995).
Relational aggression can be direct (e.g., “I won’t be your
friend anymore unless you do something for me”) or
indirect (e.g., spreading negative rumors, gossip, secrets,
and lies about another peer). Further, threats of social
exclusion can be made, which are intended to ostracize
another peer.
Verbal aggression. Verbal aggression refers to the
use of insults and mean names that are not specifically
intended to damage relationships but are designed to
hurt a peer. Nevertheless, if verbally aggressive acts occur
in the presence of peers and the purpose of the hurtful
message is to damage relationships, then this would be
considered relational aggression.
Nonverbal aggression. Nonverbal aggression
consists of any nonverbal act that is meant to imply harm
to another person. Examples of nonverbal aggression
are using facial expressions or hand gestures to signal
malicious intent (e.g., frowning, clenching fists).
Peer Aggression Dynamics
The types of peer aggression reflect ways in which
aggressive behaviors may be manifested. However,
consideration must also be given to the systematic
fashion in which aggressive behaviors are performed.
Bullying. Bullying is defined as an intentional and
repetitive aggressive act that involves a disparity of
power between the bully and the victim (Olweus, 2013;
Smith et al., 2002). Bullying is considered to be a subset
of proactive aggression; as such, all bullying behavior is a
form of aggression, but not all aggressive behavior is an
act of bullying. The role of power and social context must
be assessed to determine whether aggressive behaviors
are bullying.

All bullying behavior is a form of
aggression, but not all aggressive
behavior is an act of bullying.
Peer victimization. Peer victimization refers to the
experience of being a recipient of aggressive behaviors
(Juvonen & Graham, 2001; Salmivalli & Peets, 2009). It is
important to note that peer victimization is not simply the
opposite of bullying. Although both bullying and peer
victimization are used as umbrella terms to encompass
several facets of aggressive behaviors, research on peer
victimization has typically not considered the power
imbalance that constitutes bullying. For example, peer

victimization can be direct physical acts of aggression or
indirect, relational acts of aggression in which there is no
clear tie to power imbalance (Feinberg & Robey, 2008).
What Peer Aggression Is Not
In the interest of clarity, we further distinguish
peer aggression from other related constructs, namely
antisocial behavior, peer conflict, and child abuse and
neglect.
Antisocial behavior is a term used to refer to a
set of behaviors performed that violate the law or
accepted norms (Acquaviva et al., 2018; Marcus,
2007). Antisocial behavior is a broad construct that
spans across a variety of deviant behaviors including,
but not limited to, assault, destruction of property,
and theft. Although antisocial behavior encompasses
some of the behaviors requested for this report (e.g.,
physical aggression), it also includes many other
behaviors that fall outside the scope of the request
for this report (e.g., larceny, arson); therefore, the
term antisocial behavior is too broad to align with the
research request.
Peer conflict is an overt mutual opposition
between two or more peers (Raikes et al., 2013).
Although conflict is typically viewed in a negative
light, it can be used to settle disagreements between
peers with no intent to harm the other person, and
youth relationships may actually benefit from conflict
in some instances (Noakes & Rinaldi, 2006). Although
all conflict does not involve aggression, instances of
peer aggression can occur in the context of conflict.
Therefore, peer conflict (similar to antisocial behavior)
represents a broader construct that may include some
aggressive acts, but aggression is not the defining
characteristic of peer conflict as most youth do not
use conflict for the sole purpose of harming another
person.
Child abuse and neglect may be defined as any
act (or failure to act) by a person in a caregiver role
that places a child at risk for harm (Centers for Disease
Control and Prevention, n.d.). Child abuse and neglect
is studied within the context of an adult inflicting harm
on a child, whereas peer aggression is exclusively
researched when harm occurs between peers who
are similar in age. Therefore, the difference between
peer aggression and child abuse and neglect may be
primarily found in the age differences between youth
and adults.
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Section II: Prevention and Intervention Efforts for Peer Aggression
Past research has demonstrated that peer
aggression in early childhood and/or adolescence is
related to an increased risk of maladjustment (e.g.,
mental health issues, school dropout, delinquency)
among both aggressors and victims (Brunstein-Klomek,
2015; McDougall & Vaillancourt, 2015; Moffitt, 2003;
Reijntes et al., 2010). Such negative outcomes have led
to the development of numerous programs designed
to address peer aggression. Some programs direct
efforts toward the aggressive youth or their family,
while other programs intervene in the social context in
which children and adolescents are embedded (e.g.,
schools) or target peer groups. This section of the
report focuses on primary and secondary prevention
programs as well as clinical interventions designed to
address peer aggression. Given that peer aggression
may manifest in various ways (e.g., relational
aggression, physical aggression; see Section 1), the
programs selected for this review target various forms
of aggression and that information is specified in the
discussion of each program.
Prevention Programming and Interventions
Before moving into the discussion of specific
programs and services available to address peer
aggression, we begin with an overview of prevention
programming as well as interventions that are
considered more clinical in nature to describe their
purpose and role in addressing peer aggression.
Primary Prevention
The goal of primary prevention programs is to
prevent or reduce the number of new cases of peer
aggression. Therefore, primary prevention programs
directed at the school and classroom as a whole can
curtail new incidents of peer aggression. Prevention
efforts include programs that target general or
universal populations of youth. For instance, many
prevention programs are implemented in schools, and
the goal is to focus on developing healthy relationships
between everyone in the educational setting to
permanently alter the school climate in meaningful
ways. Thus, many primary prevention approaches are
implemented on a universal scale and aim to prevent
the onset of peer aggression and related risk factors
while also bolstering protective factors.
•Risk factors are a set of characteristics that are
associated with a greater likelihood of peer
aggression in an individual or a social group.

•Protective factors are a set of characteristics that
are associated with a lower likelihood of peer
aggression in an individual or a social group.
Secondary Prevention
Secondary prevention programs are designed for
youth who display early signs of peer aggression and
to prevent the escalation of more severe aggressive
behaviors (e.g., violence). More specifically, secondary
prevention programs target higher-risk youth who
may be involved in peer aggression less frequently or
severely and/or those who are indirectly involved in
peer aggression (e.g., bystanders of peer aggression).
Secondary prevention efforts tend to target a specific
set of youth with identified risk factors or emerging
problems related to peer aggression and often also
direct attention toward those who condone peer
aggression (i.e., bystanders).
Tertiary Prevention and Clinical Intervention
There is often overlap in tertiary prevention
programming and clinical intervention services,
although these terms are not interchangeable. The
goal of tertiary prevention programs is to reduce
the frequency and severity of peer aggression and
to minimize the consequences of peer aggression.
Tertiary prevention programs target youth who display
a pattern of aggressive behaviors toward peers (i.e.,
youth who have already demonstrated a pattern of
aggressive or violent behavior). Clinical interventions
are typically administered by someone with specialized
training to an individual and/or family seeking or
required to attend treatment. The similarity between
the two is the timing of services, such that services are
provided when there has been an established pattern
of behavior, in this case, peer aggression. Given the
overlap in timing, in this report, we report programs
and services that take a tertiary prevention approach
and a clinical intervention approach in the same
section.
Note. Despite the usefulness of such classifications,
many peer aggression programs span across these
prevention and intervention categories. Indeed,
past research and theorizing has shown that peer
aggression programs that utilize a combination
of primary, secondary, and tertiary strategies are
typically the most effective (e.g., David-Ferdon
et al., 2016). Even in clinical interventions,
psychoeducational material often presented

in prevention programs can be a useful tool in
treatment.
Specific Programming and Services to Address Peer
Aggression
Table 1 provides an overview of programs and
services specifically related to primary and secondary
prevention programming, whereas Table 2 provides
information regarding programs and services that are
considered to be more in line with tertiary prevention
and clinical interventions. The following information
is included in each table: the focus of the program,
the general purpose, an overview of the content, the
target population, and evidence regarding program
effectiveness.

Then, in the text, more specific descriptions are
provided for each program or service mentioned
in Tables 1 and 2. That information addresses four
primary questions for each program or service:
1.
2.
3.
4.

What is the intervention?
Who is the intervention intended for?
Who administers the intervention?
Is the intervention effective?
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– Physical and
relational
aggression

– Bullying
(proactive
aggression)

Flemish
Antibullying
Intervention

Focus

Fast Track

Program

Content

Targeted
Age Group

– Uses a combination – Kindergarten
of curriculum
through high
for all students
school
and tailored
interventions for
students and their
families identified to
be at higher-risk.

Format

– Multi-level
– Module 1 implements
– Module 2 is a four – Primary and
intervention
anti-bullying policies
session curriculum
secondary
targeting
within the school.
implemented in a
school
school-wide
Module 2 is a
group format and
students (ages
policies,
curriculum-based
is administered by
10 - 16)
students not
intervention for students classroom teachers.
involved in
to create a more
Module 3 focuses
conflict, and
supportive environment. on students directly
students directly Module 3 helps students involved in peer
involved in
directly involved in peer aggression through
aggression
aggression (bully or
having teachers
victim).
directly intervene.

– Multicomponent – Fast Track is a longintensive
term program lasting
intervention
kindergarten through
for students
high school. It focuses
with earlyon both protective
onset conduct
and risk factors in
problems
a developmentallyappropriate model.

Purpose

Table 1.
Descriptions of Primary and Secondary Peer Aggression Programs

– RCT demonstrated
effectiveness for increasing
intervening behaviors of
non-victim and non-bully
peers.
– Other studies reveal mixed
findings, with primary school
students experiencing
more positive results than
secondary school students.

– RCT findings for postelementary school show
positive social competence,
reduced problems with
involvement with deviant
peers, and reduced conduct
problems in the home and
community.

Evidence-base
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BrainPower
Program

KiVa
Antibullying
Program

Program

Content

Format

Targeted
Age Group

Evidence-base

– RCT found that students
exhibiting aggressive
behavior in the attributional
intervention showed a
reduction in their bias to
presume hostile intent and
reductions in a preference
for aggressive behavior
compared to other
interventions and the control
group.
– Students exhibiting
aggressive behavior were
rated as significantly less
aggressive by their teachers
after treatment.

– A whole-school, – KiVa is designed to
– Curriculum
– Curriculum is
– Evaluation of KiVa with
prevent and intervene
implemented is
modified to be
RCT of Grades 1-6 showed
multilayered
in bullying. Goals of
approximately 20
developmentally reductions in bullying and
intervention
the universal curriculum
hours total per
-appropriate for
victimization of students,
that uses a
are to raise awareness
year. Lessons often
Grades 1-3, 4-6, and this intervention was
social cognitive
of how bullying may
involve discussions,
and 7-9.
most effective for these
approach to
be (un)intentionally
group work, rolegrade levels.
educate and
promoted, increase
plays, short films,
encourage
– Grades 7-9 show positive
empathy toward
video games, and
anti-bullying
effects on multiple peervictims, and promote
the adoption of new
actions among
reported outcomes, but
self-efficacy to support
class anti-bullying
all students
effects may be dependent
victims. Specific actions
class rules.
and faculty.
on student and classroom
The program
include a team of
characteristics, but for no
comprises
teachers addressing
other outcomes.
– KiVa demonstrated larger
universal
instances of bullying.
effect sizes compared with
content to
other programs tested using
address
RCT, indicating its ability to
prevention and
effect noticeable change.
indicated
actions to
stop ongoing
bullying.

Purpose

– Reactive peer – Social cognitive – Components of the
– 12 sessions twice
– 4th through
aggression
intervention
curriculum are designed weekly for 40 to
6th grade
aimed at shifting to strengthen students’
60 minutes each
students
attributions
ability to accurately
session in small
of actions of
detect intentionality
groups with a mix of
peers from
of others, increase the
students identified
hostile intent
likelihood of attributing
as aggressive and
to indifferent or
nonhostile intent in
non-aggressive
positive intent in ambiguous situations,
ambiguous
and to connect these
social situations
new logical decisions to
behavioral responses.

– Bullying
(proactive
aggression)

Focus

Table 1.
Descriptions of Primary and Secondary Peer Aggression Programs (cont.)
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Focus

Purpose

– Peer
Walk Away,
– Reduce peer
Ignore, Talk It victimization
victimization
Out, and Seek (physical and
by bolstering
relational)
Help (WITS)
socioemotional
skills

Program
– Teacher lesson plans
are designed to help
children bolster conflict
resolution skills. When
conflict arises, children
are given strategies
such as walking away,
ignoring, talking the
situation out, and
seeking help.

Content
– Teachers ask youth
to read several
WITS books
and implement
WITS activities
in the classroom.
Community figures
(primarily police
officers) are also
asked to speak
with youth during
classroom time.

Format

Table 1.
Descriptions of Primary and Secondary Peer Aggression Programs (cont.)

– Kindergarten
through 3rd
grade

Targeted
Age Group

– Several studies have
been conducted on the
WITS program and many
have demonstrated the
effectiveness of the program
for reducing physical and
relational peer victimization.

Evidence-base
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Primary and Secondary Peer Aggression Programs
Fast Track
Fast Track is a multicomponent, conductproblem prevention program that is designed to
be implemented across time from kindergarten
through high school, specifically 10th grade (Conduct
Problems Prevention Research Group [CPPRG],
2000). The intensive program is implemented over
the course of multiple grades to build upon previous
skills, resources, and services. It includes a universal
classroom program received by all students in a school
and more tailored content for students identified as
having early-onset conduct problems. This program
is divided into two major components: elementary
school and adolescence.
The elementary school component is organized
into three levels of prevention:
(1) universal support at the school level for all
students,
(2) standard specific support services for families of
high-risk children identified during kindergarten
screening, and
(3) additional individualized specific support
provided to families of high-risk children on an
as-needed basis (CPPRG, 2000).
The first level of prevention support uses the
Promoting Alternative THinking Strategies (PATHS)
curriculum, which focuses on increasing social and
emotional competence. PATHS is taught by classroom
teachers 2–3 times per week in consultation with
Educational Coordinators who provide guidance
on behavioral management issues in the classroom
(CPPRG, 2000). The second level of prevention
support provides regular family group meetings for
identified high-risk students and their families. Groups
consist of separate times for parents and children as
well as time for parent-child joint activities. Parent
groups are led by Family Coordinators and focus on
promoting a positive family-school relationship and
teaching effective communication and discipline
skills for parenting (CPPRG, 2000). Student groups
are led by Educational Coordinators and focus on
peer relationship building, play skills, emotional
management, and problem-solving (CPPRG, 2000).
Joint parent-child activities allow parents to practice
new skills with guidance from both coordinators.
The third level of prevention provides individualized
support services for identified high-risk students
including academic tutoring, home visits, and schoolbased peer pairing to promote peer relations (CPPRG,
2000).

The adolescent component utilizes prevention
efforts for students previously identified as high-risk.
This component consists of two prevention activities
for all high-risk students and their families:
(1) curriculum-based parent and youth groups
regarding developmental issues in adolescence,
and
(2) parent and youth groups to provide support
when transitioning to middle school/junior high
school (CPPRG, 2000).
Parents continue to enhance their parenting skills,
while youth discuss topics including peer pressure,
problem solving, goal-setting, and decision-making.
Joint parent-student group times focus on transparent
discussions around topics such as school adjustment,
romantic relationships, and substance use (CPPRG,
2000). Further, additional supports are offered to
some high-risk students and their families as needed,
including academic tutoring, mentoring, supporting
positive peer-group involvement, home-visiting and
family problem solving, and liaisons with school and
community agencies (CPPRG, 2000). Educational
Coordinators and Family Coordinators facilitate these
groups and connect families to specific services.
There are mixed findings on the effects of
Fast Track. A randomized controlled trial (RCT)
demonstrated that among higher-risk students who
participated in the program at post-elementary school
displayed increased social competence, decreased
social cognition difficulties, lower peer deviance,
and fewer conduct problems at home and in the
community compared with a control group of not
high-risk students (Bierman et al., 2013; CPPRG,
2000). However, these effects were not sustained at
post-middle school (Bierman et al., 2004; CPPRG,
2000). Post-high school findings show that students
who participated in Fast Track had reduced outpatient
health, pediatric, and emergency room visits,
reduced mental health services, fewer externalizing,
internalizing, and substance abuse problems, lower
violent and drug crime convictions, and higher wellbeing compared with the control group (Sorenson &
Dodge, 2016).
Flemish Antibullying Intervention
This multi-level prevention program targets
school anti-bullying policies, students who are not
involved in peer aggression, and students involved
in peer aggression either as a bully or victim (Stevens
et al., 2004). Module 1 aids schools in designing
school-wide anti-bullying policies that do not tolerate
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bullying behavior through increasing awareness
of peer aggression problems among students and
consulting the school community on the content of the
policy (Stevens et al., 2004). Module 2 uses a social
cognitive perspective to build supportive attitudes
and behaviors among students not directly involved
in peer aggression (i.e., increasing positive attitudes
toward victims, decreasing positive attitudes toward
bullying behavior, increasing intervening behavior in
peer aggression) consisting of four group sessions (100
minutes per session, 400 minutes total) administered
by classroom teachers (Stevens et al., 2004). Module
3 focuses on students who are directly involved in
peer aggression, either as a bully or victim. It primarily
aims at changing bullying behavior by having teachers
directly intervene in peer aggression and discussing
the incident separately with the bully and victim
(Stevens et al., 2004). Students violating rules for
bullying behavior are encouraged to understand the
other student’s emotions and then do something
positive for the victim or the class group as a repair.
It also provides emotional support for victims and
assistance in increasing social skills for assertive
behavior.
Research utilizing RCTs has demonstrated
effectiveness for increasing intervening behaviors of
non-victim and non-bully peers when situations of
bullying arise (Stevens et al., 2004). Other studies
reveal mixed findings, with primary school students
experiencing more positive results (fewer bullying
behaviors and less victimization) than secondary school
students (Stevens et al., 2000a; Stevens et al., 2000b;
Stevens et al., 2001). Therefore, these findings may be
indicative of the importance of intervening early.
KiVa Antibullying Program
The KiVa Antibullying Program is a whole-school,
multilayered intervention that is implemented with
teachers, school personnel, and students (Kärnä et
al., 2011; Kärnä et al., 2013). Layered interventions
include modifying school-wide anti-bullying policies,
implementing curriculum within classrooms, and
having specific and direct interventions when bullying
occurs (Kärnä et al., 2013).
Curriculum and programming are designed to be
developmentally-appropriate for Grades 1–3, 4–6,
and 7–9 and are administered by classroom teachers
(Kärnä et al., 2013). Manuals are designed for teachers
to use in addition to a two-day face-to-face training.
Curriculum implemented is approximately 20 hours
each year (10 double lessons [2 x 50-60 minutes])
and involve discussions, group work, role-plays, short

films, and the adoption of new class anti-bullying
class rules (Kärnä et al., 2011). Goals of the curriculum
are to raise awareness of how groups of people may
unintentionally maintain bullying, increase empathy
toward victims, and promote self-efficacy to support
victims (Kärnä et al., 2011). Additionally, virtual
learning spaces (a computer game called “KiVa
Street”) for elementary school students are used in
conjunction with the classroom lessons to enhance and
apply learned skills (Kärnä et al., 2013). A trained team
of teachers and/or school personnel (called a “KiVa
team”) also provide space for discussions with students
involved in bullying as bullies, victims, or prosocial
classmates for support to manage specific instances of
bullying (Kärnä et al., 2013).
Research on the KiVa Antibullying Program based
on RCTs and other examinations have demonstrated
that the implementation of this program reduces both
bullying and victimization for Grades 1–6 (Kärnä et
al., 2011; Salmivalli et al., 2011), with some positive
outcomes for Grades 7–9 (Kärnä et al., 2013). These
findings have also demonstrated larger effect sizes of
change compared with other programs tested using
RCT (Kärnä et al., 2013), thus some consider this
program the “gold standard” of programs addressing
peer aggression.
BrainPower Program
This social cognitive intervention focuses on shifting
attributions made of peers’ actions from hostile to
nonhostile in ambiguous social situations to reduce
reactive peer aggression (Hudley & Graham, 1993).
The content focuses on strengthening youth’s ability
to accurately detect the intentionality of others, thus
increasing the likelihood of attributing nonhostile intent
in ambiguous situations and connecting these new
logical decisions to behavioral responses (e.g., not having
enough information about intent might connect to acting
as if it were an accident; Hudley & Friday, 1996).
Twelve sessions that are 40-60 minutes each are
implemented in small groups of students in grades 4–6.
Groups consist of both youth exhibiting aggressive
behavior and youth exhibiting nonaggressive behavior to
increase productive interactions between aggressive and
nonaggressive students (Hudley & Graham, 1993).
Boys exhibiting aggressive behavior in the
attributional intervention showed significant reduction
in their bias to presume hostile intent and reductions in
a preference for aggressive behavior compared to the
attention training and control group (Hudley & Graham,
1993). These changes were specific to ambiguous

situations, as youths’ attributions in prosocial, accidental,
or hostile intent situations were unchanged and accurate
(Hudley & Graham, 1993).
Walk Away, Ignore, Talk It Out, Seek Help (WITS)
WITS (Leadbeater et al., 2003) is a communitybased program implemented within schools for
students in grades kindergarten through 3rd with the
goal of reducing peer victimization by increasing adult
intervention and youth’s social and emotional skills (e.g.,
conflict resolution). Importantly, WITS is one of the few
programs that is intended to address peer victimization
with an emphasis also placed on those affected by
relational aggression.
The community-based component of the program
seeks to include authoritative community figures
(e.g., police officers) to provide youth with additional

outlets from which to obtain guidance. The classroom
component allows teachers to select from 17 lesson
plans that teach youth four conflict resolution strategies
(i.e., walk away, ignore, talk it out, and seek help).
These lesson plans revolve around children’s books and
typically are embedded within broader class subjects
(e.g., science, geography). Those who wish to implement
WITS only need to complete a 90-minute online training
module.
Past research utilizing experimental longitudinal
study designs have shown WITS to be effective at
reducing physical and relational aggression among
young children (primarily in kindergarten through 3rd
grade); however, the long-term positive results of the
WITS program appear to diminish by the time youth
reach middle school (Hoglund et al., 2012; Leadbeater &
Sukhawathanakul, 2011).
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– Aggression
and conduct
problems

ChildDirected
CognitiveBehavioral
Therapy
Approaches

Group
– Peer
Intervention
aggression
using
Bibliotherapy

Focus

Program

Content

Format

Targeted
Age Group

Evidence-base

– Clinical group
– Addresses four
– 12–15 sessions
– Youth
intervention
components, including
with groups
approximately
using
anger and its expression, comprised of both
10-14 years of
bibliotherapy for empathy, power and
youth exhibiting
age.
youth exhibiting
its misuse, and selfaggressive
aggressive
regulation using stories, behavior and youth
behavior
poems, songs, and films. not exhibiting
aggressive behavior
but experiencing
other difficulties.

– Research testing this
intervention using group
treatment, individual
treatment, and a control
group found that both
group and individual
treatment had similar
reductions in aggressive
behavior compared to the
control group.
– Youth report less aggressive
behavior, social problems,
withdrawal, and anxiety and
depression compared with
youth who did not receive
the treatment.

– Focuses on
– Specific interventions
– This clinical
– Can be
– Research has found that
enhancing
often include identifying intervention is
children show increased selftailored to be
emotion
antecedents and
generally tailored to developmentally esteem, relevant solutions
regulation and
consequences of
meet the needs and -appropriate for
to social situations, and
social problemaggressive behavior,
progress of each
reduced conduct problems.
most young
solving skills
learning how to
client.
children, older
often associated recognize and regulate
children, and
with aggressive
anger expression,
adolescents.
behavior for
problem-solving,
children and
restructuring thoughts,
youth identified
and practicing
as displaying
appropriate behaviors to
a pattern of
replace aggressive ones.
aggressive
behaviors.

Purpose

Table 2.
Descriptions of Clinical Interventions for Addressing Peer Aggression
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– Conduct
problems

Parent-Child
Interaction
Therapy
(PCIT)

SafERteens

– Physical
aggression

Parent
– Aggression
Management
and conduct
Training
problems
(PMT)
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Clinical Intervention for Peer Aggression
Child-Directed Cognitive-Behavioral Therapy
Approaches
Child-Directed Cognitive-Behavioral Therapy (CBT)
approaches focus on enhancing emotion regulation
and social problem-solving skills often associated
with aggressive behavior in age-appropriate ways
(Sukhodolsky et al., 2016). Specific interventions of this
clinical therapy often include identifying antecedents
and consequences of aggressive behavior, learning
how to recognize and regulate anger expression,
problem-solving, restructuring thoughts, and practicing
appropriate behaviors to replace aggressive ones (e.g.,
role-playing, modeling; Sukhodolsky et al., 2016). Many
child-directed CBT approaches include variations of
anger control training, problem-solving skills training, and
social skills training.
Although the therapist preference in the level of
parent involvement in treatment may vary, some parent
participation is needed to share reports of the child’s
behavior, bring the child to therapy, and modify the
home environment and parenting strategies to reinforce
new skills. This approach is implemented by a licensed
mental health professional, and length of therapy is
generally tailored to the needs and progress of the client.
Research examining the effectiveness of child-directed
CBT approaches for aggressive behavior has found that
children show increased self-esteem, relevant solutions
to social situations, and reduced aggression (Lochman,
1992; Sukhodolsky et al., 2016).
Group Intervention using Bibliotherapy
This intervention is a clinical group intervention using
bibliotherapy for youth exhibiting aggressive behavior,
including proactive aggression, reactive aggression,
direct aggression, and indirect aggression. Bibliotherapy
is the use of literature (e.g., books, and stories,
poems, videos) in the therapy process to normalize
difficulties, foster social and emotional growth, and to
seek solutions to problems. Using a blend of stages of
change, cognitive-behavioral theory, and humanism, the
curriculum addresses four components, including anger
and its expression, empathy, power and its misuse, and
self-regulation using stories, poems, songs, and films.
The program consists of 12–15 sessions with small
groups (approximately 6-8 youth) comprised of both
youth exhibiting aggressive behavior and youth not
exhibiting aggressive behavior (but experiencing other
difficulties) to create opportunities for interpersonal
learning. The curriculum is administered by mental health

professionals, such as licensed professional counselors
and school counselors. Youth approximately 10–14 years
of age are appropriate for this intervention.
Research examining the impact of this intervention
using group treatment, individual treatment, and a
control group found that both group and individual
treatment had similar reductions in aggressive behavior
compared to the control group (Shechtman & BenDavid, 1999; Shechtman, 2003). Because group and
individual formats are similarly effective, it may be
important to consider group formats as they may be
more cost-effective. Comparative studies show that for
youth receiving the group bibliotherapy intervention,
youth report less aggressive behavior, social problems,
withdrawal, and anxiety and depression compared with
youth who did not receive the treatment (Shechtman,
2000).
Parent-Child Interaction Therapy
Parent-Child Interaction Therapy (PCIT) is a clinical
intervention often used for more severe childhood
problems, including young children (usually 4–12 years
old) presenting with callous-unemotional behaviors and
conduct problems (Kimonis & Armstrong, 2012). PCIT
uses both child-directed interaction and parent-directed
interaction to address difficulties across approximately
20 1-hour sessions. During child-directed interaction,
parents follow their child’s lead in play and use specific
skills (such as labeled praise) to foster a closer relationship
and parental warmth. During parent-directed interaction,
parents increase their use of effective commands
and structured, consistent timeouts to increase the
predictability and consistency of punishment for
noncompliant behaviors.
This clinical intervention is administered by mental
health professionals who generally have specific training
to implement PCIT and is generally used with young
children. Although PCIT may be effective in reducing
callous-unemotional behaviors, additional research that
specifically examines the impact of PCIT on children with
aggressive behavior problems is needed (Kimonis &
Armstrong, 2012).
Parent Management Training
Parent Management Training (PMT) is an approach
designed for many parenting and child difficulties,
and has been tailored for children exhibiting conduct
problems to increase parents’ ability to improve positive
teaching strategies for prosocial behavior and contingent
use of mild negative consequences for deviant behavior

(e.g., removal of privileges, time-out). This intervention
is intended to improve limit setting and discipline,
monitoring and supervision, problem solving, positive
involvement, and skill encouragement.
This clinical intervention is designed for children
approximately 4–12 years of age and is administered
by therapists with training in the PMT model. Although
this model is tailored to each family, families typically
participate in an average of 25-28 hours of PMT (Hagen
et al., 2011; Ogden & Hagen, 2008).
Research has found that children who participated
in PMT showed reduced problem behaviors compared
with children in a control group (Patterson et al.,
1982). Further, additional research found that children
showed increases in school performance and reduced
externalizing and internalizing behavior (Forgatch &
DeGarmo, 2002; DeGarmo et al., 2004). Finally, parents
receiving PMT have been able to keep their child’s
noncompliant behavior from worsening compared with
a control group where child’s noncompliant behavior
worsened over time (Martinez Jr. & Forgatch, 2001).
SafERteens
The SafERteens program is aimed at teens who
are 14-18 years of age who come to the Emergency
Department seeking medical treatment for any medical
condition or injury (Cunningham et al., 2009). Teens
who reported both past-year aggression and alcohol
consumption upon admission to the Emergency

Department were eligible for the intervention. The
program is an interactive computer-based program that
lasts approximately 30–40 minutes and is only for a single
session. This interactive program is designed to increase
motivation for change, increase self-efficacy, reduce
positive attitudes toward peer aggression, and reduce
engagements in peer aggression or peer victimization
(Cunningham et al., 2009). The computer-based program
can also be implemented in consultation with a trained
mental health clinician. For example, in one study, teens
participated in one of two programs: (1) the interactive
computer-based program alone or (2) the same
computer-based program with the guidance of a clinician
to provide tailored feedback through motivational
interviewing throughout the program. Findings show
that including a clinician to provide tailored guidance
and feedback improves the long-term outcomes of
this intervention (Cunningham et al., 2009; Walton et
al., 2010). RCT studies found that adding a therapist
causes reductions in violent attitudes, peer aggression
behaviors, and peer victimization one year after the
intervention (Cunningham et al., 2012). Additionally, the
computer-only program can have short-term impacts
(approximately three months; Cunningham et al., 2009),
but these impacts do not last as long as when a clinician
was included to provide tailored feedback (Cunningham
et al., 2012), thus providing evidence for the idea of
universal programming plus tailored services.
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CONCLUSION
Organizations looking to address peer aggression
have multiple established programs to choose from as
reviewed in this report. When selecting an appropriate
program, considerations must include:
•Who is the target audience? It is necessary to
give thoughtful consideration to the age of the
audience to take into account age appropriate
material. Past research tends to support the
notion that peer aggression programs may be
most impactful when youth are younger. The
importance of implementing peer aggression
programs at an early age is also underscored by
past research demonstrating that peer aggression
in childhood is associated with peer aggression
in adolescence (e.g., Dodge et al., 2006).
Importantly, peer aggression and victimization
are best conceptualized as developmental
processes whereby youth’s understanding of peer
aggression, the relationships with their peers, and
the environment in which aggression occurs are
evolving (Troop-Gordon, 2017).
•At what level does your organization want to
intervene? It is important to consider what type
of programmatic effort would adequately address
the presenting issue. Decide whether you want to
invest in a program that addresses peer aggression
before it starts (i.e., primary prevention) and
includes all children/youth in a given setting or
whether you are looking for programs and services
that direct programming toward those at higherrisk of peer aggression (i.e., secondary prevention)
and/or those already exhibiting a pattern of
aggressive behavior (i.e., tertiary prevention or
clinical interventions). It is also possible to choose
an approach that includes universal programming
accompanied by more tailored content for those at
risk or already exhibiting peer aggression.
•What level of commitment is your organization
willing/able to make? Some programs reflect
comprehensive programming that spans the course
of a year or longer and addresses organizational
policies, group norms, and expected behaviors
of all students as well as specifically addresses
behaviors that do not adhere to those standards
of behavior. Other programs can be delivered
in a relatively brief format and occur as needed.
Although it is likely the program selection must
be balanced with available resources, prior
meta-analyses have demonstrated that more
time- and resource-intensive programs tend to

report the greatest reductions in peer aggression
(Waschbusch et al., 2019).
Depending on the answers to these questions,
different programs and services would be more or
less appropriate. A final takeaway from this review of
established programs and services to address peer
aggression is a brief review of themes and components
that emerged across the various programs and
services. Common themes and components across
programs included:
•Creating (or reviewing) policies related to peer
aggression. Enhancing knowledge of these policies
within the school or organization and establishing
buy-in is an important step in having shared
meaning of expectations.
•Proactively teaching children and youth prosocial
attitudes and behaviors, such as empathy, problem
solving, and emotional coping skills, and providing
them a space to practice these behaviors. Starting
in younger grades seems to be an important time
for addressing peer aggression and practicing
new skills is essential for promoting their usage in
situations that arise regarding peer aggression.
•Having trained staff or teachers who know how
to identify aggressive behavior and de-escalate
situations. Adults are not necessarily prepared to
identify peer aggression, particularly less obvious
aggression, such as relational aggression and
bullying, thus they need preparation in how to
handle behaviors in the moment and how to
follow-up afterwards with both the person being
aggressive and the victim.
•Establishing connections with parents. Programs
will be most effective for higher-risk youth if
program content is both reinforced at school and
at home.
•Making connections with community agencies that
can provide more in-depth services. Addressing
peer aggression may need to be a community
effort where relationships are established with
local mental health professionals who can provide
care, law enforcement agencies who can provide
perspective on long-term outcomes of peer
aggression and violence, and others who can
address peer aggression.
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