
Psychepedia psychepedia.arabpsychology.com

Bullying in Residential Care

Authored by

mohammed looti

December 9, 2025

RECOMMENDED CITATION

mohammed looti (2025). Bullying in Residential Care. Psychepedia. Retrieved from

https://psychepedia.arabpsychology.com/?p=30758

ARABPSYCHOLOGY.C
OM

https://psychepedia.arabpsychology.com/?p=30758
https://psychepedia.arabpsychology.com/?p=30758
https://psychepedia.arabpsychology.com
https://psychepedia.arabpsychology.com


Bullying in Residential Care 2

Psychepedia psychepedia.arabpsychology.com

Introduction to Bullying in Residential Settings

Bullying, often conceptualized primarily within school environments, represents a significant and

pervasive challenge when it occurs within residential care settings. These environments, which

include nursing homes, long-term psychiatric facilities, group homes for individuals with

developmental disabilities, and youth care institutions, are designed to provide safety, support, and

necessary services. However, the inherent structure of communal living, coupled with power

imbalances and the vulnerability of residents, creates fertile ground for sustained aggressive

behaviors that define bullying. Understanding this phenomenon requires a shift from viewing it

merely as isolated conflict to recognizing it as a complex social dynamic deeply embedded within

the institutional context, impacting the fundamental right of residents to live without fear or

harassment. The occurrence of bullying in these settings compromises the core mission of care

providers and necessitates specialized strategies for identification, mitigation, and prevention that

differ substantially from those employed in educational or workplace settings.

Residential care settings house populations that are often highly dependent on staff and the

institutional structure for their daily needs, making them uniquely susceptible to victimization. This

dependency, combined with potential cognitive decline, physical limitations, or complex

psychological needs, can severely limit a resident's ability to defend themselves, report incidents

effectively, or seek recourse against perpetrators, who may be fellow residents or, in severe cases,

staff members. The confined nature of these environments means that victims and aggressors

often cannot escape interaction, leading to chronic exposure and cumulative trauma. Therefore,

the study of bullying in residential care is critical not only for improving quality of life but also for

upholding ethical standards of care and ensuring that these institutions fulfill their protective

mandate. Recognizing the institutional context is crucial for developing effective intervention

models.

The psychological literature emphasizes that bullying in these environments is often masked or

mislabeled, frequently dismissed as typical friction associated with group living, or attributed to the

underlying pathology or age-related decline of the individuals involved. This lack of recognition

inhibits effective intervention and allows harmful behaviors to become normalized within the

institutional culture. A comprehensive approach must therefore differentiate bullying--defined by

repetition, intent to harm, and a power imbalance--from general interpersonal conflict. Furthermore,

the residential context introduces unique dynamics, such as the role of staff supervision,

institutional policies, and the resident population's specific demographic and clinical characteristics,

all of which must be thoroughly analyzed to develop robust and targeted intervention protocols

capable of addressing this deeply concerning issue.
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Defining Bullying Dynamics in Care Environments

Defining bullying within the residential care context requires adapting standard definitions to

account for the unique vulnerabilities and institutional structures present. Classic definitions

emphasize three core components: the behavior must be intentional, repetitive, and characterized

by a clear or perceived imbalance of power. In residential settings, the power imbalance is

multifaceted; it can stem from physical size, cognitive capacity, social status within the resident

hierarchy, or even proximity to staff influence. Unlike transient social settings, the repetitive nature

of the aggression is amplified by the inescapable proximity of the aggressor and victim, meaning

that even seemingly minor repeated acts can lead to severe psychological distress. The

intentionality of the harm, while sometimes complicated by cognitive impairment in vulnerable

populations, remains a defining feature, distinguishing calculated aggression intended to cause

distress from accidental or reactive conflict.

The dynamics of bullying in these settings frequently involve complex social maneuvering,

particularly among younger residents or those retaining higher cognitive function, often mirroring

sophisticated peer group dynamics observed elsewhere. However, in environments serving older

adults or those with severe developmental disabilities, the behaviors might be more subtle or

physical, including territorial disputes, manipulation of staff, or the strategic withholding of social

resources or information. For instance, in nursing homes, bullying might manifest as social

exclusion from communal activities, verbal abuse during mealtimes, or the deliberate removal or

damage of personal property. The critical distinction lies in the sustained nature of the harassment;

it is not a single incident but a pattern designed to assert dominance and cause distress,

profoundly eroding the victim's sense of security and autonomy within their home environment.

Furthermore, the concept of power imbalance must be extended to include institutional power.

When staff members engage in abusive or intimidating behaviors toward residents, this represents

a profound form of bullying enabled by their positional authority and the resident's dependency.

While often categorized as abuse, these actions share the core characteristics of bullying:

intentional, repeated negative actions rooted in a significant power differential. Analyzing these

dynamics requires specialized tools that recognize both resident-on-resident bullying and staff-

on-resident bullying, as the mechanisms for reporting, investigation, and remediation differ

significantly. A robust definition must therefore encompass all forms of non-therapeutic, aggressive

behavior that exploits vulnerabilities within the care structure, ensuring that all residents are

protected from systematic harassment, regardless of the perpetrator's role.

Vulnerable Populations and Risk Factors

Certain populations within residential care are disproportionately vulnerable to bullying, a reality

driven by a convergence of individual deficits, institutional limitations, and social dynamics.
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Individuals with significant cognitive impairments, such as those suffering from advanced dementia

or severe intellectual disabilities, face heightened risk because their ability to comprehend complex

social threats, articulate distress, or accurately report incidents is severely compromised. Their

dependency on others for daily care also places them in situations where they may be easily

exploited or intimidated by more cognitively intact residents or staff. Additionally, residents who are

physically frail, mobility-impaired, or reliant on medical equipment are often targeted because

they represent easy, defenseless targets, fulfilling the aggressor's need for control and dominance

within the confined social hierarchy.

Beyond clinical vulnerability, social and psychological risk factors play a pivotal role. New

residents, those with limited social networks, or individuals perceived as deviating from the group

norm (e.g., due to differing cultural backgrounds, sexual orientation, or unusual personal habits)

often become targets for exclusion and harassment. The dynamics of group cohesion in residential

settings can sometimes lead to "mobbing" or group bullying, where multiple residents isolate and

target a single individual, reinforcing group identity through shared aggression. Furthermore,

residents who possess aggressive tendencies themselves, often rooted in previous trauma,

untreated mental health conditions, or personality disorders, are more likely to become

perpetrators, seeking to establish control in an environment where personal autonomy is often

limited. Key risk factors for victimization include:

Cognitive Impairment: Reduced ability to articulate distress or understand complex social threats.

Physical Frailty: Increased vulnerability due to limited mobility or reliance on assistance.

Social Isolation: Lack of established peer support networks within the facility.

Deviance from Group Norms: Being targeted due to cultural differences or perceived

idiosyncrasies.

Institutional risk factors significantly amplify individual vulnerabilities. Facilities characterized by low

staff-to-resident ratios, high staff turnover, inadequate training in conflict resolution, and a culture of

tolerance for minor aggressions create environments where bullying thrives. When staff are

overworked or poorly supervised, they may fail to observe subtle bullying interactions or, worse,

may implicitly condone them by prioritizing institutional order over resident safety, viewing minor

harassment as a necessary evil of communal living. Lack of clear, enforced anti-bullying policies

and ineffective grievance procedures also contribute to the problem, signaling to both aggressors

and victims that aggressive behavior will not be met with serious consequences, thus perpetuating

the cycle of victimization within the institution.

Manifestations and Forms of Bullying

Bullying in residential care manifests in a wide variety of forms, often categorized similarly to other

settings (direct vs. indirect, physical vs. verbal), but with unique contextual adaptations. Direct
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physical bullying, while less common than other forms, involves actions such as hitting, pushing, or

theft of personal items, and is particularly devastating given the physical fragility of many residents.

More frequent is verbal abuse, which includes name-calling, threats of harm, intimidation, and

malicious teasing, often occurring in communal areas where the victim feels most exposed and

unable to retreat. This verbal harassment can be highly damaging, especially when it targets pre-

existing insecurities related to age, disability, or dependence.

Indirect and relational bullying constitutes a significant proportion of incidents, particularly in

settings where residents maintain strong social networks. This involves behaviors designed to

damage the victim's social standing or relationships, such as spreading malicious rumors,

gossiping, social exclusion from activities or dining tables, and manipulating staff to restrict the

victim's privileges. For older adults, relational bullying can be devastating as social interaction is

often the primary source of emotional well-being and stimulation, making isolation a potent

weapon. Furthermore, in long-term care settings, subtle forms of psychological intimidation are

common, such as taking a victim's preferred seat, controlling the television remote, or making loud,

disruptive noises near the victim's private space, all contributing to a persistent atmosphere of low-

level dread and stress.

A particularly insidious form of bullying in residential care involves the exploitation of dependency.

This occurs when an aggressor resident leverages their relative strength or cognitive ability to

coerce a weaker resident into performing tasks, sharing resources, or providing sexual favors,

often under the guise of friendship or assistance. This exploitation is difficult to detect because

victims may fear retaliation or be unable to articulate the coercion clearly. Additionally, technology-

based bullying, or cyberbullying, is increasingly relevant in youth residential centers and even

among cognitively intact older adults who utilize social media or shared communication devices,

where harassment can extend beyond the physical confines of the facility, increasing the victim's

sense of inescapable surveillance and distress.

Psychological and Behavioral Consequences

The psychological consequences of being bullied in a residential care environment are profound

and often exacerbate pre-existing mental health conditions or cognitive decline. Victims frequently

experience heightened levels of anxiety, depression, and chronic stress, leading to a significant

decrease in overall quality of life. The constant threat of harassment within what is supposed to

be a secure home severely erodes the victim's sense of safety and trust, leading to hypervigilance

and withdrawal. In populations dealing with dementia or other cognitive impairments, bullying can

manifest as increased agitation, aggression, or resistance to care, behaviors often misinterpreted

by staff as purely clinical symptoms rather than reactions to victimization.

Behaviorally, victims may exhibit social withdrawal, avoiding communal areas, refusing

ARABPSYCHOLOGY.C
OM

https://psychepedia.arabpsychology.com/?p=30758
https://psychepedia.arabpsychology.com
https://psychepedia.arabpsychology.com


Bullying in Residential Care 6

Psychepedia psychepedia.arabpsychology.com

participation in activities they once enjoyed, or isolating themselves in their rooms to minimize

exposure to the aggressor. Sleep disturbances, changes in appetite, and somatic complaints (e.g.,

headaches, gastrointestinal issues) are common psychosomatic responses to chronic stress

caused by victimization. For residents with underlying physical health issues, the stress associated

with bullying can directly impact physiological functioning, potentially worsening chronic conditions

or slowing recovery from acute illness. The inability to escape the perpetrator means that these

stress responses become chronic, contributing to long-term psychological morbidity.

Furthermore, bullying can lead to a phenomenon known as learned helplessness, where the

victim, having repeatedly failed to stop the harassment or receive effective assistance from staff,

ceases attempts to seek help or defend themselves. This resignation reinforces the aggressor's

power and deepens the victim's sense of powerlessness and hopelessness. In extreme cases,

chronic victimization can lead to self-harming behaviors, suicidal ideation, or the development of

Post-Traumatic Stress Disorder (PTSD), particularly when the bullying involves severe humiliation

or physical assault. Addressing these consequences requires not only stopping the bullying but

also providing targeted psychological support and trauma-informed care tailored to the specific

vulnerabilities of the residential population.

Systemic and Institutional Factors

The institutional context often acts as a significant moderator, either mitigating or intensifying the

risk of bullying. Systemic factors related to facility management and organizational culture are

paramount. A highly structured environment with clear rules, robust supervision, and consistent

enforcement of behavioral standards tends to suppress bullying. Conversely, institutions

characterized by chaotic management, inconsistent staffing, and a lack of clear resident

expectations inadvertently create a power vacuum that aggressive residents are quick to exploit.

When staff are focused purely on task completion (e.g., medication distribution, feeding) and lack

the time or training to engage in meaningful social observation, subtle relational bullying often goes

undetected and unaddressed, effectively becoming institutionalized neglect of the social

environment.

Staff culture is perhaps the most critical institutional factor. If staff members engage in or tolerate

horizontal violence (bullying among themselves), this toxic dynamic often cascades down,

normalizing aggressive behavior in the resident population. A punitive or authoritarian staff

approach can also model inappropriate behaviors, teaching residents that power is best asserted

through intimidation. Conversely, a culture that prioritizes resident autonomy, mutual respect, and

proactive conflict resolution fosters a safer environment. Training must move beyond simple

awareness and delve into practical skills for intervening in complex resident-on-resident conflicts,

recognizing that simply separating individuals may not resolve the underlying social dynamics that

fuel the aggression.
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Physical environmental design also contributes significantly to systemic risk. Facilities that lack

adequate private space, forcing constant, unavoidable interaction, increase the potential for conflict

and territorial disputes. Poor sightlines, areas of the facility that are unsupervised (e.g., certain

hallways, outdoor areas), and rooms shared by incompatible residents all create opportunities for

aggressors to operate with impunity. Implementing environmental modifications, such as

designated quiet zones, clear visual access for staff surveillance, and thoughtful resident matching,

are crucial systemic interventions. Ultimately, the institution bears the responsibility for establishing

a physical and social environment that actively discourages aggression and promotes the safety

and dignity of every resident.

Detection and Reporting Challenges

Detecting bullying in residential care is inherently challenging due to several complex factors,

primarily stemming from the victim's impaired capacity to report and the subtle nature of the

aggression. Many residents, particularly those who are frail, cognitively impaired, or dependent,

may be unable to articulate their experiences using standard language. They may communicate

distress through non-verbal cues, such as changes in mood, agitation, withdrawal, or unexplained

physical injuries, which are frequently misinterpreted by staff as symptoms of their underlying

clinical conditions rather than evidence of victimization. The subtlety of relational bullying--social

exclusion or manipulation--is also difficult to observe during routine staff checks, requiring staff to

be highly attuned to minute shifts in group dynamics and individual behavior.

Fear of retaliation is a major barrier to reporting. In a closed system like residential care, victims

know that reporting an aggressor, who they must continue to live alongside, may lead to further,

more severe harassment. This fear is compounded by a lack of trust in the system; if previous

reports have been dismissed or if staff response has been inadequate, the victim learns that

reporting is both futile and dangerous. Furthermore, some older adults or individuals with long

histories of institutionalization may internalize the harassment, believing it is their fault or simply an

unavoidable part of communal life, thus failing to identify the behavior as bullying that warrants

reporting. Internalized blame severely inhibits disclosure.

To overcome these detection challenges, institutions must implement formalized, multi-modal

reporting systems. This includes establishing confidential reporting mechanisms that bypass

immediate supervisors, utilizing third-party advocates (e.g., ombudsmen), and employing proactive

surveillance techniques. Staff training must emphasize recognizing subtle behavioral indicators

and utilizing structured assessment tools specifically designed to identify victimization risk and

experience in vulnerable populations. Key observable indicators that should trigger investigation

include sudden changes in friendship patterns, unexplained loss of personal belongings, avoidance

of specific areas or individuals, and persistent expressions of anxiety or fear related to specific

times or activities within the facility.
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Prevention Strategies and Intervention Models

Effective prevention of bullying in residential care necessitates a multi-layered approach

encompassing policy, culture, and individual intervention. At the policy level, facilities must

establish clear, non-negotiable anti-bullying policies that explicitly define unacceptable behaviors,

outline disciplinary procedures for perpetrators (whether residents or staff), and guarantee

confidentiality and protection from retaliation for victims. These policies must be communicated

clearly and repeatedly to all residents, staff, and family members, ensuring zero tolerance is the

institutional standard. Furthermore, regular, mandatory staff training focusing on relational

aggression, power dynamics, and proactive conflict mediation is essential, moving beyond simple

crisis response to preventative social management.

Intervention models should prioritize creating a therapeutic and socially inclusive environment. This

involves fostering a strong sense of community and mutual respect among residents through

planned, supervised social activities and structured peer support programs. Staff should be trained

in restorative justice approaches where appropriate, focusing on repairing harm and addressing

the underlying causes of aggressive behavior, rather than solely relying on punitive measures. For

known aggressors, individualized behavioral intervention plans are crucial, addressing needs such

as boredom, lack of control, or underlying psychiatric issues that may drive the bullying behavior,

coupled with careful monitoring and targeted supervision to limit opportunities for victimization.

Environmental management is a key preventative strategy. This includes ensuring adequate

staffing levels, particularly during peak transition times (e.g., shift changes, mealtimes) when

supervision lapses often occur. Thoughtful resident placement, avoiding pairing victims and known

aggressors, and ensuring private spaces are respected are foundational. Utilizing resident councils

or similar participatory structures allows residents to voice concerns and contribute to the

development of facility rules, thereby increasing buy-in and collective responsibility for

maintaining a safe environment. By integrating these preventative measures--policy enforcement,

cultural change, and environmental design--institutions can significantly reduce the prevalence and

impact of bullying.

Policy Recommendations and Future Research

To effectively combat bullying in residential care on a macro level, robust policy recommendations

are necessary. Government and regulatory bodies must mandate standardized reporting protocols

for resident-on-resident and staff-on-resident aggression, ensuring that data is collected

consistently across facilities and used to inform policy and resource allocation. Licensing standards

should explicitly include requirements for anti-bullying training and demonstrable evidence of a

proactive strategy for maintaining a safe social environment, linking compliance directly to funding

and accreditation. Furthermore, the role of ombudsman programs should be strengthened,
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granting them greater investigative authority and independence to ensure vulnerable residents

have access to unbiased advocacy when internal reporting mechanisms fail.

Future research must prioritize several critical areas. First, there is a need for the development and

validation of reliable, non-verbal assessment tools capable of identifying victimization

experiences among residents with severe cognitive impairments, moving beyond self-report

measures. Second, longitudinal studies are necessary to understand the long-term psychological

and physical health consequences of chronic bullying within these confined settings. Research

should also focus on evaluating the efficacy of different intervention models, particularly those

based on environmental and restorative justice principles, to establish evidence-based best

practices for mitigating aggression among diverse residential populations.

Finally, research must delve deeper into the systemic factors that contribute to a culture of bullying

tolerance. This involves examining the relationship between staff burnout, organizational climate,

and the prevalence of aggressive incidents. By understanding how institutional pressures facilitate

or inhibit bullying, policymakers can develop targeted interventions focused on improving staff

support, reducing workload stress, and fostering a positive, ethical culture of care. Ultimately,

eradicating bullying in residential care requires a collective commitment from researchers,

clinicians, policymakers, and facility administrators to recognize the severity of the issue and

implement comprehensive, dignity-affirming solutions.
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