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All right, thank you for watching this presentation. I’'m going to be talking about anger, aggression, and PTSD as part of
the VA/DoD clinical practice guidelines for PTSD.
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My name is Dr. Casey Taft, I'm from the National Center for PTSD (NCPTSD) and VA Boston Healthcare system and I’'m an
associate professor at Boston University School of Medicine



Presentation Objectives

PRESENTATION OBJECTIVES

1 . Understand the association between PTSD and
anger/aggression

2. Review the 2010 VA/DoD Clinical Practice Guideline
recommendations

3. Describe a clinical application: Strength at Home

Okay, so let’s talk about the objectives. The first one is to understand the association between PTSD and anger and
aggression. The second objective is to review the 2010 VA/DoD clinical practice guideline recommendations, and the last
is to describe a clinical application, and specifically I'm going to be talking about the Strength at Home program which is

a program that | helped develop which focuses on treating Veterans who have difficulties with anger and aggression in
intimate relationships.



Objective 1: Understand the Association between PTSD and Anger/Aggression

OBJECTIVE 1:

Understand the association between PTSD
and anger/aggression

So, objective one, understanding the association between PTSD and anger and aggression.



PTSD and Anger

PTSD AND ANGER

D Angeris”...an emotional state that comprises feelings that vary
in intensity from mild annoyance or aggravation to fury
and rage”

D Anger and aggression are related but distinct constructs

D Anger higher among PTSD-positive Veterans relative to those
without PTSD

D The PTSD-anger association relatively stronger in Veterans
than civilians

D Veterans with PTSD report anger is the problem that
interferes most with functioning

D Anger can hinder PTSD treatment

Spielberger, 1988; Chemtob et al., 1994; Jakupcak, 2007; Orth & Weiland, 2006; Biddle et al., 2002; Forbes et al., 2003

So, first I'll talk a bit about the link between PTSD and anger. Before | get started it is probably important to define what
we are talking about when we are talking about anger. So, one of the best definitions of anger is that, “it’'s an emotional
state that comprises feelings that vary in intensity from mild annoyance or aggravation to fury and rage.” So, sometimes
people get the constructs of anger and aggression confused so it is important to make the point that they are related but
they are distinct constructs.

One can have difficulties with anger and it may not necessarily translate into aggressive behavior. The literature shows
that anger is higher among Veterans who have PTSD relative to those without PTSD. And, also this relationship between
PTSD and anger tends to be stronger in Veterans than it is in civilian populations. Clinically, Veterans with PTSD often
report that anger is the problem that interferes the most with their functioning. So, often Veterans come in for help with
problems with anger and they describe it as really their primary clinical concern for coming into treatment.

Research also shows that when an individual has high levels of anger, it can hinder the effectiveness of other treatments
for PTSD so it’s really important to kind of focus on targeting the anger and treating anger and aggression in Veterans
who come in for treatment for PTSD.



Anger as a Response to Trauma Cues

ANGER AS A RESPONSE TO TRAUMA CUES

PTSD-positive
________ === group during
----------- neutral condition
15.00 PTSD-positive
o = =group during
- trauma condition
14.00 =
Sl PTSD-negative
- —group during
13.00 neutral condition
PTSD-negative

12.00 4 group during
trauma condition

16.00

Mean State Anger Score
\

11.004

10.00

| R
premanipulation postmanipulation

Time
Taft, Street, Dowdall, Marshall, & Riggs, 2009

One interesting finding that’s been shown in the literature is that Veterans with PTSD, when they are reminded of their
traumas, are more likely to report anger than other negative emotions such as anxiety or depressive kinds of emotions,
depressive affect, which is really interesting given that we think of PTSD as an anxiety disorder, but Veterans tend to
report a severe anger response when they are reminded of their traumas. The figure that we have depicted here is from
another relatively recent study that my colleagues and | published, and the main finding from this study was that
Veterans with PTSD, when they were exposed to trauma cues, when they were reminded of their trauma, their anger
went up considerably. So, they showed a very strong anger response when they were reminded of traumas, and we
didn’t find this same increase in anxiety when they were reminded of their traumas. So, it’s really interesting that they
showed an elevated anger response but not an elevated anxiety response when reminded of traumatic events.



PTSD and Aggression

PTSD AND AGGRESSION

D Military service members are not more violent than
civilians in absence of significant stress and/or PTSD

D The PTSD-aggression association is higher in men
and those exposed to military trauma

D National Vietnam Veterans Readjustment Study

_Past year partner violence rates:
Veterans with PTSD =33%
Veterans without PTSD = 13.5%

Bradley, 2007; Taft et al., 2011; Kulka et al., 1990

So, now shifting gears a little bit and talking about how PTSD is related to aggression, it’s really important to point out
that research shows that military service members tend not to be more violent than civilians in the absence of
significant stress and/or PTSD. So, PTSD really seems to be a central and primary risk factor for aggression among
military Veterans and when you take PTSD out of the equation, Veterans aren’t necessarily more violent that
civilians.Some evidence also suggests that the relationship between PTSD and aggression is higher in men as well as
those who are exposed to military trauma. So, these are some finding that we obtained in a recent meta-analysis that
we published in the Journal of Consulting and Clinical Psychology.

A lot of the data on PTSD and aggression comes from samples of Vietnam Veterans and in a large-scale representative
survey of Vietnam Veterans, The National Vietnam Veterans Readjustment Study, they found that Veterans with PTSD
had much higher rates of partner violence than Veterans without PTSD. So, Veterans with PTSD had a 33% partner
violence prevalence rate, and Veterans without PTSD, their rate was only 13.5%. When | am talking about partner
violence rates, | am referring to any physical aggression toward, or perpetrated toward, a partner in a previous year. So,
these behaviors can range from pushing, grabbing or shoving to more severe acts of aggression such as punching, kicking
or using a weapon. So, basically the take home message from this study was that when Veterans have PTSD, it places
them at much greater risk for partner violence relative to Veterans who don’t have PTSD.



Structural Equation Model of Predictors of Intimate Partner Violence in 376 Vietnam Veteran Couples

STRUCTURAL EQUATION MODEL OF PREDICTORS STRUCTURAL EQUATION MODEL OF PREDICTORS
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So, again, this just illustrates that PTSD is a strong predictor of partner aggression and that combat exposure leads to
higher partner aggression through its impact on PTSD symptoms.

These are some research findings from a study that showed that once you take out the effects of PTSD, once you take
PTSD out of the equation, combat exposure isn’t necessarily related to higher levels of partner violence.

The take home message from this slide is that combat exposure does not necessarily lead to higher levels of partner
violence if you don’t take PTSD into account.”



Rates of Physical Aggression in a PTSD Clinic

RATES OF PHYSICAL AGGRESSION IN A
PTSD CLINIC

Forms of Aggression
Partner Aggression General Aggression

(V= 161) (N=161)
Threw something 17 (10.6%) 17 (10.6%)
Twisted arm or hair 15 (9.4%) 15 (9.4%)
Pushed or shoved 37 (23.1%) 35 (21.9%)
Grabbed 37 (23.1%) 36 (22.6%)
Slapped 14 (8.7%) 23 (14.4%)
Kicked 0 (0.0%) 11 (6.9%)
Punched or hit 9 (5.7%) 25 (15.8%)
Choked 6 (3.8%) 9(5.7%)
Slammed against wall 11 (6.9%) 23 (14.5%)
Beat up 1 (0.6%) 23 (14.3%)
Burned or scolded 0(0.0%) 0(0.0%)
Used a knife or gun 1 (0.6%) 12 (7.5%)
Any physical 53 (32.9%) 52 (32.3%)

Taft et al., 2009

This table here is taken from a study that we recently published in the American Journal of Ortho-Psychiatry. This study
focused on examining rates of different forms of aggression among Veterans who were seeking help in a PTSD clinic.
These data were obtained from the clinic where | work, the PTSD clinic at the Boston VA. The two different columns here
depict partner aggression that were perpetrated by these Veterans seeking assessments in our PTSD clinic, aggression
perpetrated towards relationship partners or perpetrated against non-relationship partners.

So, the partner aggression focuses on the aggression perpetrated towards their partners, general aggression focuses on
aggression towards individuals other than relationship partners. You can see the different items that made up this scale
of physical aggression that we looked at that referred to specific behaviors the individual may have engaged in such as
throwing something, twisting the partner’s arm, her hair or another person’s arm or hair, all the way up to using a knife
or a gun. And, you can see endorsements of each of these types of behaviors.

In the bottom row, you can see endorsement of overall rates of aggression towards a partner and aggression towards
somebody other than a partner.So, kind of focusing on the bottom row first, Veterans reported an overall rate of almost
33% of engaging in aggression towards a relationship partner over the previous year. In terms of aggression towards a
non-relationship partner, a very similar rate of about 32% was found suggesting that approximately one third of all
Veterans coming through our clinic reported engaging in physical aggression towards a relationship partner or towards a
non-relationship partner. Looking at the individual item endorsements, you can see that pushed or shoved or grabbed
tended to be the most highly endorsed physically aggressive behavior by these Veterans.



Rates of Physical Aggression in a PTSD Clinic
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Similarly, we also looked at rates of psychological aggression in this same sample, and here we found a very high rate of
psychological aggression perpetration of about 91.3% up towards their relationship partners and about 81% towards
non-relationship partners. The rates that you might find in the community for psychological aggression are probably
closer to about 60 to 70% so a fairly high psychological aggression was reported in this sample. And, | should say, in

terms of physical aggression, the rate that’s typically reported in the community is about 13% so the rates that we found
were about three times higher than those rates
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Partner Aggression across Eras

PARTNER AGGRESSION
ACROSS ERAS

D Physical partner violence perpetration in past year

 Irag/Afghanistan Veterans with PTSD (n = 27) = 56%
« Irag/Afghanistan Veterans without PTSD (n = 31) = 40%
e Vietnam Veterans with PTSD (n = 27) = 32%

D Irag/Afghanistan Veterans with PTSD 6x more likely to sustain
injury (41%) than those without PTSD (10.3%)

D High level of mutual violence

Teten et al.,, 2010

Most of the studies that have been done that have looked at aggression that’s been perpetrated by military Veterans
has focused on Vietnam Veterans. There are a handful of studies that are being done that look at aggression perpetrated
by more recent cohorts of Veterans and these studies are just starting to come out now. One of these studies was
conducted by Teten and her colleagues, and this was published in 2010. They looked at overall rates of partner violence
perpetration over the previous year in groups of Irag and Afghanistan Veterans with PTSD, Iraq and Afghanistan
Veterans without PTSD and Vietnam Veterans with PSTD.

So, they looked at these three groups who were seeking help in a PTSD clinic. And, basically what they found was that
Iraq and Afghanistan Veterans with PTSD reported the highest rates of physical partner violence perpetrated against
their partners.lraqg and Afghanistan Veterans with PTSD reported there was a 56% rate of partner violence. 40% of Iraq
and Afghanistan Veterans without PTSD reported engaging in partner aggression and only 32% of Vietnam Veterans with
PTSD reported partner aggression over the previous year. So, these are relatively high rates of physical partner
aggression that are perpetrated by returning Veterans with PTSD, in particular, and even Veterans without PTSD
reported fairly elevated rates of partner aggression.

Interestingly, Irag and Afghanistan Veterans with PTSD also reported that they were six times more likely to sustain an
injury than those without PTSD. So, those with PTSD were much more at risk for sustaining an injury in an intimate
partner dispute. There were are also very high levels of mutual violence that were reported in this study indicating that
not only the Veteran was engaging in partner aggression but their partner was engaging in partner aggression as well.
And, this is something that sort of mirrors the domestic violence literature in non-Veterans as well and some other
studies that have shown that the partners of Veterans may also engage in high levels of relationship aggression.

11



Explanatory Models and Aggression Risk Factors

EXPLANATORY MODELS AND
AGGRESSION RISK FACTORS

All right, so now | am going to shift gears a little bit and talk about some explanatory models and risk factors for
aggression. So, we’ve talked a lot about rates of aggression among Veterans, but now we are going to talk about why

Veterans may have more difficulties with anger and aggression than civilians, and why Veterans with PTSD, in particular,
may have higher rates of anger and aggression.

12



Survival Mode Model

SURVIVAL MODE MODEL

D Vigilance and threat perception adaptive in warzone
Need to be ready to respond, possibly with aggressioh | N
Not adaptive when situation is not a true threat
For example, may misread facial expressions

Can get Veterans in trouble when misread situations

Chemtob etal., 1997

One of the models that have been used to help explain why Veterans may be at risk for anger and aggression is referred
to as the survival mode model. This is a model that is similar to the battlemind model that you may be familiar with. The
idea here is that military members, when they are in the warzone, need to be constantly on guard and vigilant to any
potential threat in their environment.

So, they’ll notice small changes in their environment such as a rock formation that is placed in a different way than it
was previously. They’ll pay attention to people’s facial expressions to try to determine if that person might represent a
threat, and they really need to be trained and they need to be very alert to any potential threats in their environment so
they can respond to those threats possibly with aggression in order to stay alive and in order to keep their buddies alive
when they are in the warzone. So, this heightened sense of threat perception is something that’s very adaptive when
they are in the warzone. However, often when they return stateside, they still have this heightened sense of threat
perception and they may be more likely to misread situations as overly threatening when the situation does not truly
represent a significant threat.

For example, they may misread one’s facial expression as threatening when the other person really doesn’t present any
kind of threat to them at all or doesn’t have any harmful intentions.So, as you might expect, for Veterans coming back
who have this heightened sense of threat perception, and often faulty sense of threat perception, it can get them into
trouble, because they start to view social situations through an overly negative or an overly hostile, or threatening, kind
of lens and they misread these situations in a faulty way, and they may be more likely to respond to these situations
with anger and with aggression. So, they may perceive unrealistic threats, exhibit an overly hostile appraisal of events,
over-value aggressive responses to these threats and also exhibit a lower threshold for responding to these threats.

13



Information Processing Model for Domestic Violence

INFORMATION PROCESSING
MODEL FOR DOMESTIC VIOLENCE

D Violence perpetrators show deficits in how they view and
interpret their social world

Ice xhibit c'_?ghitive

fs) that in &

IR
i s

This survival mode model also tends to coincide with other models that have been developed to explain domestic
violence perpetration not only in Veterans but in civilians as well. One well known and influential model for domestic
violence is called the Information Processing Model for domestic violence that was developed by Amy Holtzworth-
Munroe in 1992. This is a model that borrows from Ken Dodge’s model that talks about social skills development and
talks about information processing at different stages. And, this model really emphasizes that domestic violence
perpetrators exhibit deficits in terms of how they take in and interpret their social world.

So, there are various stages of information processing, and it has been shown that domestic violence perpetrators
exhibit deficits at each of these stages. And, a lot of the emphasis has focused on the decoding stage, and this is the
stage of information processing where people take in information and they interpret social information. There is a fair
amount of research that supports the idea that men who exhibit violence exhibit these cognitive deficits at the decoding
stage in particular. For example, they make faulty attributions about social situations and display irrational beliefs such
as an overly hostile interpretation of events. So, again, this coincides well with the survival mode model of aggression
among those who have PTSD, because it really emphasizes how people interpret their social world and that individuals
who may have trauma, and may have PTSD, are maybe more likely to exhibit more of these information processes
deficits, which may contribute to their violence perpetration. Also, importantly, these information processing deficits

can be influenced by a number of other transitory factors that I'll be talking about next such as alcohol use and
traumatic brain injury.

14



Impact of PTSD Symptoms on Aggressive Behavior

IMPACT OF PTSD SYMPTOMS ON
AGGRESSIVE BEHAVIOR

D No relationship between re-experiencing symptoms
and aggression

D Negative relationship between avoidance/numbing and
aggression (i.e., people who avoid and are numb do
not aggress)

D Hyperarousal symptoms significantly related to aggression

e Physiological arousal and reactivity impact information
processing and executive functioning, leading to aggression

Taftet al.,, 2007

Some of the research findings that are out there that look at the impact of PTSD on aggressive behavior really seem to
highlight the hyper-arousal symptoms of PTSD. So, these hyper-arousal symptoms reflect an overactive fight or flight
response, and they involve symptoms such as increased anger and irritability, an increased startle response, difficulty
sleeping. Basically hyper-arousal symptoms reflect increased physiological arousal and physiological reactivity, which, if
we are thinking about the information processing models of domestic violence, it makes sense that these hyper-arousal
symptoms would be most strongly related to aggression since, when one has this increased hyper-vigilance, increased
sense of physiological arousal, it can have a strong influence on their information processing abilities and their executive
functioning abilities.

15



Other Contributing Factors

OTHER CONTRIBUTING
FACTORS

D Comorbid problems are risk factors for aggression in their
own right and can influence social information processing

1. Depression
2. Alcohol use problems

3. Traumatic brain injury

So, we’ve talked about how PTSD is a contributing factor, it’s a strong risk factor for aggression. There are also a number
of other contributing risk factors that tend to go together with PTSD. They tend to be comorbid with PTSD, and they
represent risk factors for aggression in their own right. All of these risk factors can influence social information
processing. The three that | am going to be focusing on are depression, alcohol use problems and traumatic brain injury.

16



Depression

DEPRESSION

D Comorbid depression a strong risk factor for partner violence in
those with PTSD

D Cognitive Neoassociationistic Model

¢ Dysphoric affect connected to anger-related feelings,
thoughts, memories, and aggressive inclinations

Berkowitz, 1990, Taft et al. 2005

First, with respect to depression, evidence suggests that when a Veteran has PTSD, and then they have depression on
top of that PTSD, it’s a very strong risk factor for partner violence. So, there’s an interactive effect between PTSD and
depression on partner violence. There’s been a number of theories that have helped explain why depression may be
related to aggressive behavior. One of the best known models was developed by Berkowitz, who is really one of the
leading aggression theorists. His Cognitive Neoassociationistic Model of aggression highlights the role of dysphoric, or
negative, affect in leading to aggression. So, this model states that negative affect is connected to anger networks that
include anger related feelings, thoughts, memories and aggressive inclinations, and when individuals experience
negative affect more of the time, this is likely to trigger their anger networks and lead to a higher likelihood for
aggressive behavior.

17



Alcohol Use Problems

ALCOHOL USE PROBLEMS

D Alcohol abuse/dependence the most highly comorbid
psychiatric problem with PTSD

D Alcohol leads to aggression through
impact on executive functioning

D Alcohol use disinhibits violence

among those high in hyperarousal
and anger

Kulka et al.,, 1990; Giancola, 2000; Savarese et al., 2001; Eckhardt, 2007

Alcohol use problems also tend to be highly comorbid with PTSD. In fact alcohol abuse and dependence is, in fact, the
most highly comorbid psychiatric problem with PTSD. Models explaining why alcohol use tends to go along with PTSD
really emphasize the role of self-medication. So, especially when an individual with PTSD has high hyper-arousal
symptoms, they have this increased physiological arousal and reactivity, they are likely to use alcohol to try to damp
down this heightened physiological reactivity, again as a way of self-medicating.We know that alcohol use, in and of
itself, is a strong risk factor for aggression perpetration and research shows that alcohol leads to aggression, in part,
through its impact on executive functioning.

So, again, alcohol use can impact information processing which may place an individual at higher risks for aggression.
Research also shows that alcohol use disinhibits violence among those who are high in hyper-arousal and those who are
high in terms of anger problems. So, we are beginning to see a picture that emerges that, when an individual has PTSD,
and then they have some of these other comorbid problems on top of that PTSD, such as depression, or such as alcohol
use, it can increase risks for aggression in a multiplicative fashion. Often when Veterans seek care, or seek help for their
PTSD, they often present with multiple problems in addition to PTSD such as depression or alcohol use, and when an
individual has multiple of these risk factors, it can increase aggression, again, in an exponential fashion. So, it’s important
to consider all of these risk factors together when an individual comes in with PTSD and problems with anger and
aggression.

18



Traumatic Brain Injury (TBI)

TRAUMATIC BRAIN INJURY (TBI)

D 19% of Irag/Afghanistan soldiers
screened positive for probable TBI
during their deployment

y D Can lead to difficulties inhibiting
~ behavior and regulating emotions
among those with PTSD

D TBI rates range from 40% - 61%
in abusers

Tanielian & Jaycox, 2008

Traumatic brain injury is also an important consideration when we are talking about PTSD and risk for aggressive
behavior. One fairly recent study showed that 19% of Iraq and Afghanistan Soldiers, who have recently returned,
screened positive for probable TBI during their deployment. And, we know that traumatic brain injury can lead to higher
risks for aggressive behavior because it contributes to difficulties inhibiting behavior and regulating emotions and
especially among those with PTSD. So, you may have an individual with PTSD who’s at higher risk for aggression.

So, you can think of PTSD as sort of an impelling factor for aggressive behavior. Then they have a disinhibiting brain
injury on top of that PTSD which makes the expression of aggressive behavior more likely. There’s also a relatively small
literature among domestic abuse perpetrators in the civilian literature, and research shows that approximately half of all
domestic abuse perpetrators report some brain injury over the course of their lives. So, traumatic brain injury seems to

be very highly linked with partner aggression and aggressive behavior in general, not just among Veterans but among
civilians as well.

19



Core Themes

CORE THEMES

D Trauma impacts view of the world and how people act
in relationships

e Trust
¢ Self- and Other-Esteem

« Power Conflicts

Traumatic brain injury is also an important consideration when we are talking about PTSD and risk for aggressive
behavior. One fairly recent study showed that 19% of Iraq and Afghanistan Soldiers, who have recently returned,
screened positive for probable TBI during their deployment. And, we know that traumatic brain injury can lead to higher
risks for aggressive behavior because it contributes to difficulties inhibiting behavior and regulating emotions and
especially among those with PTSD. So, you may have an individual with PTSD who’s at higher risk for aggression.

So, you can think of PTSD as sort of an impelling factor for aggressive behavior. Then they have a disinhibiting brain
injury on top of that PTSD which makes the expression of aggressive behavior more likely. There’s also a relatively small
literature among domestic abuse perpetrators in the civilian literature, and research shows that approximately half of all
domestic abuse perpetrators report some brain injury over the course of their lives. So, traumatic brain injury seems to

be very highly linked with partner aggression and aggressive behavior in general, not just among Veterans but among
civilians as well.
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Trust

With respect to trust, we often hear from Veterans, who are returning, that they have difficulties trusting other people
after they have experienced some form of trauma. Perhaps the service member did not know who they could trust
when they were in the warzone and thus they find it difficult to trust people when they come home, or maybe they feel
that somebody let them down during their deployment — maybe one of the other service members, or a commander
that they feel let them down during a difficult situation. And, so, they may have found it difficult to trust others in their
unit, and then, when they come home, these feelings of mistrust can carry over to other people, including their intimate
relationship partners. Sometimes service members feel that they can’t trust anyone or that they feel that everybody is
out to hurt or betray them, and this can result in controlling behavior with respect to their families. If they feel that they

can’t trust relationship partners, and others in their family, they may engage in more attempts to control these
individuals’ behavior.
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Self- and Other-Esteem

SELF- AND OTHER-ESTE

D May unfairly blame self for traumas

D Low self-esteem leads to
depression, insecurity in
relationships, and abuse

D Traumas may lead one to believe
that people are not good or can't
be respected

¢ Leads to problems with social
withdrawal and anger

Self- and other-esteem may also be impacted by trauma and PTSD. Sometimes Veterans may unfairly blame themselves
for the trauma they experienced, or they may feel guilt over behaviors that they engaged in while they were deployed,
and we know that low self-esteem can contribute to problems with depression, insecurity in relationships, and it’s also a
strong risk factor for relationship abuse. In addition to low self-esteem, traumas can also lead to the belief that other
people aren’t good and cannot be respected, and this is often referred to as other-esteem. And, when one develops low
other-esteem, following exposure to trauma, it can lead to problems with social withdrawal and anger, which, again, can
contribute to difficulties, interpersonally in relationships and ultimately lead to aggression down the road.
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Power Conflicts

POWER CONFLICTS

D Exposure to trauma may contribute to a sense
of powerlessness

D Feelings of powerlessness contribute to conflicts regarding
power in relationships

D Aggression theories highlight beliefs related to power
and control

Rosenbaum & Leisring, 2003; Schwartz et al., 2005; Pence & Paymar, 1993

It’s also very important to consider conflicts related to power and control in relationships. When Veterans are deployed,
they may experience very profound feelings of powerlessness in the warzone. They may feel powerless to control the
trauma that they’re being exposed to, or the various conditions that they face, when they are deployed. And, sometimes
these feelings of powerlessness can be profound and contribute to conflicts regarding power in relationships.So,

sometimes when the Veteran feels powerless when they are in the warzone, when they come home, they continue to
have this sense of powerlessness.

They may try to exhibit more control over others in their family when they come home. What often happens is that
when the service member is deployed, their family members, or relationship partners back home, take on additional
roles around the house. Then, when the service member returns and the service member tries to kind of take on their
former household roles, this can lead to conflict with their partners who may have taken on some of these different
roles in the household, which, again, can contribute to these conflicts related to power and control in relationships. This
is very relevant for domestic violence perpetration because a lot of the main, particularly feminist, theories to explain
domestic violence perpetration highlight issues related to power and control.
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Objective 2: Describe the 2010 VA/DoD Clinical Practice Guideline Recommendations

OBJECTIVE 2:

Describe the 2010 VA/DoD
Clinical Practice
Guideline Recommendations

Okay, so let’s talk about objective two, which is describing the 2010 VA/DoD clinical practice guideline
recommendations.
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Clinical Practice Guideline Recommendations

CLINICAL PRACTICE GUIDELINE
RECOMMENDATIONS

1 . Assess the nature of symptoms, severity, and
dangerousness. Consider using standardized Anger
Scales, such as Spielberger’s State-Trait Anger
Expression Inventory, to quantify

2. Explore for cause of symptoms and follow-up to
monitor change

The first clinical practice guideline recommendation is to assess the nature of symptoms, severity and dangerousness.
Consider using standardized anger scales such as Spielberger’s State-Trait Anger Expression Inventory, to quantify. The
second practice guideline is to explore for the cause of symptoms and follow up to monitor change.
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Assessment Tips

ASSESSMENT TIPS

D Direct, specific, and nonjudgmental questions

» e.g.Did you push your partner?

D Higher rates of aggression reported from interview vs. intake form

So, both of these guidelines refer to the assessment of anger and aggression, and | just have a few more tips for
assessing problems with anger and aggression when you are working with a Veteran with PTSD who may report
difficulties with anger and aggression. First, it is very important to ask direct, specific and non-judgmental questions. So,
don’t be shy about asking directly about aggression. Ask about specific behaviors such as, “Did you push your partner?
Did you shove your partner? Did you push or shove anybody other than your partner?”If you ask these kinds of
questions in a more general way such as, “Is there any aggression going on? Is there any violence or abuse going on in
the relationship?” people will often just flat out deny it.

But if you are very specific and you ask it in way that shows that you really what to know the answer, and that you are
not going to judge them for whatever answer they give, people are much more likely to openly report that they have
engaged in some sort of aggression towards another individual. There’s some research evidence showing that higher
rates of aggression tend to be reported in interviews versus when you give somebody an intake, such as a paper and
pencil measure, asking about these things. So, again it really makes a difference how you ask these questions, and it’s
really important to be direct, specific and non-judgmental when you are asking these kinds of questions.
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Assessment Tips

ASSESSMENT TIPS

D Avoid pressuring the patient
D Be aware of referral options and hotline numbers
D Assess in as private an environment as possible
D Assess imminent danger
o Feel safe?
e Support system

e Emergency plan

Secondly, avoid pressuring the patient. So, don’t try to push them to try and get them to talk about it. Really let them
talk to you about the aggression and don’t try to pressure them into disclosing abuse. It's important to be aware of
referral options and hotline numbers because if the Veteran reports that they are engaging in aggression, you want to
give them very specific referrals. Tell them where they can get help to work on problems with anger and aggression.
And, in a little while, | will be talking about some of the treatments that are out there to help with problems with anger
and aggression that are related to PTSD.

It’s also important to assess aggression and abuse in as private an environment as possible. So, don’t ask about these
guestions when the person is presenting with a relationship partner, or with other family members, because they are
less likely to disclose the abuse when other people are present. And, you also don’t want to put an individual at risk for
reprisal if you’re asking them about abuse victimization in front of others who may actually be the ones who are
perpetrating that abuse. It is also important to assess how imminent the danger is, so ask the Veteran if they feel safe.
Ask them if they have a support system to talk about issues related to anger, and aggression and ask if they have an
emergency plan to use, both if they feel that they are going to engage in aggression, but also if they are perhaps being
victimized themselves.
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Clinical Practice Guideline Recommendations

CLINICAL PRACTICE GUIDELINE
RECOMMENDATIONS

3 . Consider referral to specialty care for counseling or for
marital or family counseling as indicated. Offer referral for:
a. Anger Management therapy

b. Training in exercise and relaxation techniques

The third clinical practice guideline recommendation is to consider referral to specialty care for counseling or for marital
or family counseling as indicated. Offer referrals for anger management therapy or training and exercise and relaxation
techniques.
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Anger Management Intervention Findings
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So, there have been a handful of studies that have looked at how effective anger management is for military Veterans,
and pretty much all of this research shows that anger management is effective in reducing different forms of anger in
military Veterans. For example, Chemtob and his colleagues showed reductions in anger expression and self-reported
anger during anger-provoking situations using their cognitive behavioral anger management intervention. Marshall and
her colleagues also showed reductions in state and trait anger, and physical aggression, in those participating in anger
management intervention at a VA hospital.

It’s interesting that they found that anti-social characteristics predicted treatment response. So, those how had more
anti-social personality characteristics tended to benefit less from anger management intervention. Morland and her
colleagues, in a more recent study, showed that group anger management therapy delivered by video teleconferencing
was as effective as anger management therapy delivered in person. So, this was a ground breaking study to show that
you can deliver anger management therapy by video teleconferencing and this is also a very highly effective
intervention. So, anger management intervention does not necessarily have to be delivered in a face to face format.
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Clinical Practice Guideline Recommendations

CLINICAL PRACTICE GUIDELINE RECOMMENDATIONS

4. Promote participation in enjoyable activities- especially with
family/loved ones

Promote sleep and relaxation

Avoid stimulants and other substances (caffeine, alcohol)
Address pain

Avoid benzodiazepines
Consider Selective Serotonin Reuptake Inhibitors
(SSRIs)/Serotonin Norepinephrine Reuptake Inhibitors (SNRIs)

a. If not responding to SSRIs/SNRIs and other non-
pharmacological interventions, consider low-dose
anti-adrenergics

b. If not responding or worsening, refer to specialty care

o i KA

Okay, the remaining clinical practice guidelines are: number four, to promote participation in enjoyable activities,
especially with family and loved ones. Number five, promote sleep and relaxation. Number six, avoid stimulants and
other substances such as caffeine and alcohol. Number seven, address pain because pain is highly linked with problems
with anger and aggression. Number eight, avoid benzodiazepines. Number nine, consider Selective Serotonin Reuptake
Inhibitors (SSRIs), Serotonin Norepinephrine Reuptake Inhibitors (SNRIs). If not responding to SSRIs or SNRIs, and other

non-pharmacological interventions, consider low-dose anti-adrenergics, and if not responding, or worsening, refer to
specialty care.

30



Evidence-based Treatments for PTSD

EVIDENCE-BASED
TREATMENTS FOR PTSD

D Some indication that evidence-based treatments for PTSD
(cognitive behavioral therapies) might reduce anger

» Prolonged Exposure and Stress Inoculation Training - more

reductions in state anger levels than waitlist
o 67 women with chronic PTSD

« Different versions of Cognitive Processing Therapy - decreased
levels of anger suppression (but not aggressive anger
expression)

e 150 women with PTSD

Cahill, Rauch, Hembree, & Foa, 2003; Resick et al., 2008

And, lastly, in terms of clinical practice guidelines, it is important to be aware of other treatments for PTSD that also
show that, in addition to their effectiveness with PTSD symptoms, they do have effectiveness for reducing anger. And,
this is important because anger and irritability represents a component of PTSD. It’s essentially one of the hyper-arousal
symptoms. So, some evidence suggests that Prolonged Exposure and Stress Inoculation Training lead to more reductions
in state anger levels than those in a waitlist condition. And, this was a study conducted among women with chronic
PTSD. Evidence also suggests that different versions of Cognitive Processing Therapy showed decreased levels of anger

suppression, but they didn’t find that anger expression was reduced by Cognitive Processing Therapy. Again, this was a
study in women with PTSD.
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Objective 3: Describe a Clinical Application: Strength at Home

OBJECTIVE 3:

Describe a clinical application: Strength at Home

Objective three is to describe a clinical application, and, specifically, I’'m going to talk about the Strength at Home
program which is a program that my colleagues and | developed to treat aggression perpetration, and, specifically,
intimate partner aggression perpetration among military Veterans and active duty service members.
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Background, Structure, and Format

BACKGROUND, STRUCTURE,
AND FORMAT

D Anger management focused intervention for those
who have recently engaged in partner violence

D Funded via Department of Defense and Department of
Veterans Affairs

D Closed psycho-educational groups

D 12 weekly 2-hour sessions
D 3-5Veterans per group

D Male and female co-therapist

So, to give you a sense of background structure and format, again, this is an anger management intervention that’s
focused on those who have recently engaged in some type of partner aggression in the previous 6 months to a year. This
is a program that was funded through the Department of Defense as well as the Department of Veterans Affairs. So, for
this project, we have recently completed phase 1 of the program, which involve developing this intervention, and now
we are in phase 2, which involves conducting a large scale controlled clinical trial. For this program, it is conducted in
closed psychoeducation groups that consists of 12 weekly two-hour sessions with 3 to 5 Veterans per group and is co-led
by male and female co-therapists.
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Strength at Home Stages

STRENGTH AT HOME STAGES STRENGTH AT HOME STAGES

Communication Communication

Stage 4

Strategies
Stage 3

Conflict Management

Stage 2

Psychoeducation

Stage 1

There are different stages for the Strength at Home intervention. The first stage can be thought of as a psychoeducation
phase, and then the next stage focuses on conflict management, where we're trying to help Veterans develop ways of
reducing conflict to diffusing situations before situations escalate to problems with aggression. We provide coping
strategies, that I'll talk about a little while, such as reducing stress and developing kind of cognitive strategies, or ways of
thinking about situations differently to kind of prevent the aggression from escalating.

And, lastly, we focus very heavily on communication skills to try to help the Veteran in expressing their feelings better,
showing their partner that they’re listening to them better, and to help to give them skills to resolve disagreements in
situations with their partner, or with other people, that may present risk for conflict and aggression. Overall, the
intervention strategies that I'll be talking about are very consistent with the number of other anger management
interventions that are out there that have been designed to treat anger and aggression among Veterans with PTSD.
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Strength at Home Stages

STRENGTH AT HOME STAGES

D Stage | (Sessions 1-2): Psychoeducation
» Forms of domestic abuse and impacts of trauma
e Focus on psychological abuse

« Denigrating, hostile withdrawal, dominating behaviors

So, there are really four main stages of the Strength at Home program, and I’'m going to walk you through each one of
them. The first stage can be thought as, again, the psychoeducation phase. During this phase, the main focus here is to
increase awareness about trauma and PTSD; how trauma and PTSD can impact relationships. We talk about different
forms of abuse, so we provide definitions for what is physical abuse, what is psychological abuse, and what is sexual
abuse. There's a heavy focus on different forms of psychological abuse, because, often, people don't have a great sense
what psychological abuse actually is, or they often don’t recognize that they're either engaging in psychological abuse,
or they’re experiencing psychological abuse.

So, psychological abuse refers to behaviors that may include things such as: denigrating behaviors, or put down
behaviors, where one calls their partner names or tries to make them look kind of foolish in front of other friends or
family members. There are hostile withdrawal behaviors which may involve kind of withdrawing from situations, or not
listening to one's partner when the partner is trying to tell them something. There are more dominating and kind of
controlling behaviors that may involve direct threats or put downs. They may involve things such as driving recklessly to
scare one’s partner. So, there are a number of different forms a psychological abuse, and it’s important to educate
group members about these different forms of abuse.
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Strength at Home Stages

STRENGTH AT HOME STAGES

D Stage | (Sessions 1-2): Psychoeducation

» Motivational Interviewing strategies

e Pros/cons of abuse

» Pros = what keeps these behaviors going (e.g., believe is only
way to get point across, temporary stress relief)

« Cons =losing friends/family, stigma, lost job, jail

e Longer list of cons — so how else meet needs on pro side?

We also, during the very first session with Veterans, use a motivational interviewing strategy where we talk about the
pros and cons of aggressive behavior. Here, we're asking the Veterans to talk about what they actually get out of their
aggression, which is often, seems like a funny way to think about it, but, it’s really important to have people develop an
understanding of what is it that keeps these behaviors going. So, in a way Veterans learn to be aggressive because that
aggression has some kind of desired effect for them. For example, often they will talk about how acting aggressively is
the only way that they feel that can get their point across to their partner. Or maybe they more kind of powerful, or in
control, when they respond aggressively. Or maybe they feel temporarily relieved; they may relieve their stress
temporarily when engage in some kind of aggressive behavior, either verbal or physical kinds of aggression.

Then we go to the other side, and we ask them what are the cons of aggression? What are all the negative things that
their aggression has caused them? And, often, they come up with a really long list of all kinds of problems that their
aggressive behavior has caused them, such as losing friends or family members, or a stigma that has been caused by
them being identified as domestically violent. Often they talk about financial problems that have occurred as result of
their anger and aggression. Maybe they’ve lost jobs. Maybe they've lost their military status or their military rank.
There's all kinds of negative consequences that people talk about. Not to mention things such as jail time. They’ll
generally go through a laundry list of negative consequences that have come from their anger and aggression, and what
the group leaders do is that they write down all of these pros and cons that the group member generates.

And, invariably, there is a much longer list of cons for aggression than there is of pros. And, what the therapist will pose
to the group members is, what we often ask is, “so given that you only get a few things out of your aggression, such as
communicating better and temporary relief of stress, and considering all these cons that have come as a result of your
aggression, do you see any other ways of meeting the needs of the pros without having all these cons associated with
it?” And, Veterans, they pretty much always say yes, that they would like to find other ways to communicate with their
partners without being aggressive. They would like to find ways of relieving stress without being aggressive. So, this
could be a really useful strategy to try to increase their sense of motivation for working on issues of anger, aggression
and abuse.
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Strength at Home Stages

STRENGTH AT HOME STAGES

D Stage | (Sessions 1-2): Psychoeducation

e Core themes

¢ Goal for group - created by group members

« Stop violence, improve communication

During this first stage, we also talk about some of the core themes that | have talked about, such as trust and self-
esteem, power and control. We are really working with the Veterans to try to help them establish what their goals for
group are. Obviously, an important goal is to cease any aggression and domestic violence, so that is something that all
Veterans really agree on that goal. But other goals are important too, such as improving communication skills, finding
better ways to take a break from a situation before it escalates too far. So, really during this early stage we're working
on trying to motivate the Veterans for group and have them come up with treatment goals for themselves.
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Strength at Home Stages

STRENGTH AT HOME STAGES

D Stage Il (Sessions 3-4): Conflict Management

e The anger response
« Self-monitor thoughts, feelings, physiological responses
« Often Veterans say it seems out of their control
and instantaneous
« When begin to monitor, can
notice warning signs (e.g.,
heart beats faster, feel
betrayed, thoughts race)
¢ Recognize survival mode

The second stage of the Strength at Home Program focuses on conflict management. So, here, the main goal is to help
give them skills to diffuse situations before it escalates too far into anger and aggression. An important part of this
conflict management phase is to give them education on the anger response. So, we talk about the fight or flight
response and how in Veterans with PTSD they may be more likely have an overactive fight or flight response which may
contribute to problems with anger and aggression. We also talk about how anger consists of thoughts, feelings, and
physiological responses, and each one of these different responses can contribute to anger. So, we have Veterans begin
to self-monitor their thoughts, feelings, and physiological responses in practice assignments we give them, because we
really want to know what it is that contributes to their own anger episodes and their aggressive behavior. So, we give
them a self-monitoring form where they check-off different thoughts feelings of physiological responses.

Often what we hear from Veterans, when they first come into our program, is they talk about problems with aggression
as something that is really beyond their control, and they often say that they don't see the aggression coming, that they
just explode into aggressive behavior. And, invariably, in our groups we have Veterans who say that and they say they
would never be able to diffuse the situation because it just happens instantaneously. And, what we find is that, even
among these Veterans, when they begin to monitor what their thoughts feelings, and physiological responses are, when
they are really paying close attention to their anger response, they are able to notice certain warning signs for their
anger and aggression. They may start to notice that their heart is beating a little bit faster, or they might start to get red
or start to sweat, so those are some of the physiological responses.

They might start to notice that they feel hurt or betrayed and their thoughts are starting to race, so these are feelings
that often contribute to anger and aggression. With respect to their thoughts, they may begin to feel again their
thoughts may race. They may begin to think that the other person is trying to betray them or the other person isn’t on
their side. Often what we see in Veterans with PTSD who have problems with anger and aggression is that they are more
likely to think about situations in an overly negative or overly hostile way, which goes back to the survival mode model
that | talked about earlier; that Veterans who experience trauma and have PTSD may experience faulty thoughts,
negative thoughts, that can fuel their anger. So, an important goal of treatment in working on anger and aggression is to
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have them recognize it for themselves when they're having these negative thoughts and to try to replace the thoughts
with more positive thoughts.
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Strength at Home Stages

STRENGTH AT HOME STAGES

D Stage Il (Sessions 3-4): Conflict Management

e Assertiveness

« Often change between overly passive and overly aggressive
o Stuff feelings vs. explode
« Express anger and feelings underneath (e.g., hurt)

During this second stage we also do assertiveness training, because what we often see in Veterans who have problems
with anger and aggression is they often vacillate between being overly passive in situations to being overly aggressive in
situations. Veterans often talk about how growing up as children they were taught that to be a man you didn’t talk
about your feelings, and that, often, military training reinforces those ideas where they are taught to keep in their
feelings, to not talk to others about their feelings such as feelings sad, afraid, hurt or anxious, and instead to turn those
feelings into anger and aggression.

So, often, we have veterans come into our group who talk about going back and forth between either keeping in all of
their feelings and then often, when they stuff their anger, and the stuff all these other feelings, they go to the other
extreme and they explode into more aggressive ways of expressing their anger. So, we really work with Veterans to try
and find that middle ground and to try and teach them how to be more assertive and express how they feel when
situations come up; to express their angry feelings but also the feelings underneath the anger such as feeling hurt or
feeling betrayed in different situations. And, once they find they are able to express their feelings in different situations,
they are not stuffing their feelings, then they're not kind of walking around with all this kind of pent up anger and
frustration, which makes them less likely kind of blow up into aggression down the road.

41



Strength at Home Stages

STRENGTH AT HOME STAGES

D Stage Il (Sessions 3-4): Conflict Management
e Time Outs to de-escalate difficult situations
o Write detailed plan about how will take a break
« Where, what do, how long, what do when ended

» Give practice assignments

Also during this stage we teach the Veterans timeouts to de-escalate difficult situations. And, by timeouts, I'm not
referring to simply just kind of walking away from a situation when the Veteran gets angry, but, rather, for the Veteran
to come up with a very specific, detailed written plan for how they’re going to take a break from a situation before it
escalates to aggression. So, we have them write out a specific plan in which they write about how they’ll call a time out
in a situation, where they'll go, what they’ll do, how long the time out will last for, and what they’ll do when the timeout
is ended. And, then we give them practice assignments where they practice taking a time out in different situations and
they come back to the group and they talk to the group about what worked well, what didn’t work well, what they might

need to tweak for their time out plan, and how they are going to overcome any barriers that they experience to taking a
time out in anger provoking situations.
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Strength at Home Stages

STRENGTH AT HOME STAGES

D Stage lll (Sessions 5-6): Coping Strategies

» Anger-related thinking

Realistic appraisals of threat and others’intentions

Coping with stress

Problem-focused versus emotion-focused coping -

Relaxation training for anger

Also during this stage we teach the Veterans timeouts to de-escalate difficult situations. And, by timeouts, I'm not
referring to simply just kind of walking away from a situation when the Veteran gets angry, but, rather, for the Veteran
to come up with a very specific, detailed written plan for how they’re going to take a break from a situation before it
escalates to aggression. So, we have them write out a specific plan in which they write about how they’ll call a time out
in a situation, where they'll go, what they’ll do, how long the time out will last for, and what they’ll do when the timeout
is ended. And, then we give them practice assignments where they practice taking a time out in different situations and
they come back to the group and they talk to the group about what worked well, what didn’t work well, what they might
need to tweak for their time out plan, and how they are going to overcome any barriers that they experience to taking a
time out in anger provoking situations.
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Strength at Home Stages

STRENGTH AT HOME STAGES

D Stage IV (Sessions 7-12): Communication Skills

» Roots of communication style
 Active listening

» Paraphrasing, validating, clarify
o Assertive messages
Expressing Feelings

« ldentify feelings and

those underneath,

convey feelings underneath
« Communication “traps”

During the last phase of Strength at Home, we focus on communication skills. So, one of the sessions focuses on what
we call roots of your communication style, and here we have Veterans reflect on how they learned how to express their
anger and express their other emotions over the course of their lives. We also focus, very heavily, on improving listening
skills. Research search shows that improving listening is really the best way to improve communication and to enhance
relationships. So, we have the Veterans practice things such as paraphrasing; where they’re reflecting back what their
partner is saying to them by using slightly different words to convey that they understood the meaning behind what
their partner was trying to convey. We also try to teach them to work on validating their partners more, to clarify things
through questions more, these are some of the main elements of active listening. We also teach the Veteran how to
give an assertive message.

So, we provide tips such as to be very specific about whatever it is that's bothering you that you want to convey to the
other person; to talk about the emotions, or how that situation makes them feel, and to talk about what they would like
to see in that situation, what would the desired effect that they would like from that situation. We also emphasize
expressing feelings during this phase. Veterans, especially Veterans with PTSD, often have problems with emotional
numbing where they have difficulties understanding what it is that they’re feeling or they don’t have any feelings at all.
So, it’s very important to have them identify what it is their feeling during different situations; what some of the feelings
might be underneath that anger because anger is really the easiest emotion for them to express, oftentimes, but it’s
really important to express, and be in touch with, what are those feelings that are contributing to their anger. Because
usually when Veterans get angry, it’s not just that they’re angry, but it’s they feel hurt or they feel sad. They feel
betrayed.

There’s always other emotions that are underneath the anger, and those are the emotions that they really need to

convey to other people to let them know how they feel about the situation. During this fourth stage, we also go over

communication traps. These are traps that, really, all couples can fall into, but Veterans with PTSD maybe at higher risk

for falling into theses traps. An example of one of the these traps is mind reading, where the Veteran assumes they

know what the other person is thinking and often they assume in the most negative direction possible. So, we try to
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help Veterans to avoid these different communication traps or pitfalls that people often fall into when it comes to
communicating with others.

Pilot Sample Characteristics

PILOT SAMPLE CHARACTERISTICS

D 12 assessed
» 5failed to attend after initial assessment
¢ 1 dropout
e 6 completed the intervention

D 6 completers
e 5 Caucasian, 1 African American
e Average age = 37.2 years
« 5 married and living together, 1 in a relationship, not living
with partner
e 5served in Iraq or Afghanistan, 1 in Vietham

OK, just shifting gears a little bit, I'm just going to present some of the pilot data that we have from the Strength at
Home Program. These are data that were collected during the treatment development phase, when we were first
developing the program. We only have a handful of people in this pilot sample, so it’s not a tremendous amount of data.
But, it does help give us a sense of how effective the group, the program, is. It, at least, provides us some initial effect
sizes for some idea of reductions in aggression in the program.
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Conflict Tactics Scale -2 (CTS2): Physical Aggression- Variety Score
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STRENGTH AT HOME STAGES ~

-

D Stage lll (Sessions 5-6): Coping Strategies

» Anger-related thinking

Realistic appraisals of threat and others’intentions

Coping with stress

ﬁ'f‘

Problem-focused versus emotion-focused coping

Relaxation training for anger

So, this is a table that shows overall physical aggression scores from pretreatment; so when the individual first comes
into Strength at Home Program, to six months after they complete the Strength at Home Program, using what is called
the Conflict Tactics Scale. So, this is the most widely used measure of relationship aggression that has been used. And,
we looked at physical aggression variety scores. Variety scores really refer to the number of forms of aggression that the
individual has engaged in. So, what we see in the total row, we see that Veterans reduced their aggression from 4.5
different forms of aggression to approximately one form of aggression at six-month follow-up, and these reductions in
overall physical aggression were statistically significant with a very large effect size suggesting that these were
substantial reductions in aggression.We also found reductions in both mild and severe forms of physical aggression.
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Relaxation training for anger

Similarly, we looked at reductions in psychological aggression frequency from baseline, or pretreatment, to six-month
follow up. And, these numbers refer to the actual frequency of aggressive behaviors. So, again, looking at the total row,
we see that Veterans reported in engaging in approximately ninety-three acts of psychological aggression in the six
months prior to baseline, and this was reduced to approximately 43 acts of psychological aggression in the 6 months
after treatment. Again, these were statistically significant reductions in psychological aggression. We also found
substantial reductions in mild and severe psychological aggression. And, | should also note that these reports of physical
and psychological aggression were obtained from both the Veteran and also from their relationship partner, so they’re
combined scores of psychological aggression. So, that was just kind of a brief summary of some of the pilot data
suggesting efficacy for the Strength at Home Program.
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Summary

SUMMARY

D PTSD is associated with heightened anger and greater
risk of aggression in Veterans

D Anger and aggression represent significant clinical concerns
among Veterans with PTSD

D There are promising anger management interventions that may
be delivered in different formats

And, finally, to summarize this program, PTSD is associated with heightened anger and greater risk of aggression in
Veterans. There is very consistent research evidence that shows this. Also, anger and aggression represent significant
clinical concerns among Veterans with PTSD. So, Veterans who are presenting for help with PTSD often described anger
and aggression as one of their primary concerns. And, one thing that's important to point out is that not all Veterans
with PTSD have problems with anger and aggression. In fact, most Veterans of PTSD don’t have problems with
aggression, although they may be at higher risk for anger and aggression. And, finally, there are promising anger
management interventions that are out there that may be delivered in different formats.
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And, I'll close with providing a slide showing that if people are interested in the Strength at Home program we have a
web site www.strengthathome.com.
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