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Abstract

This thesis aims to explore the role of trauma in an individyadgway to violence.
Professionals consider offenders’ history of trauma when asgessk of violence, and
research has found an established relationship between Post-Tra@tmais Disorder
(PTSD) and perpetration of violence. Military populations o@yparticularly vulnerable to
this relationship. The introduction explores relevant theories. Tomdehapter presents a
systematic review of literature relating to the relatiopdbetween PTSD and violence in
military populations. Few mediating psychological processes haveitedified, therefore
the role of cognition is considered. Chapter Three examinesyhlegosetric properties of a
measure of violent thoughts — the Firestone Assessment of Violent TRd&@\MT). This
measure is used alongside the Schedule of Imagined Violence i{S&jesearch study in
Chapter Four which aims to empirically assess the role of viotagtitions in mediating the
relationship between PTSD and violence in a military population. @édts support the
relationship between PTSD and violence, PTSD and violent cognitions, atehtvi
cognitions and violent behaviour. Violent fantasy measured by the Sfatad this
relationship. However, the violent thoughts measured by the FAVT didaoount for a
sufficient amount of the variance, suggesting there are otlegliatmg factors. These
findings are discussed in the final chapter contextualised inténatlire and the implications
for practice. Finally, it is considered whether a unique pathwaipltence exists for military
populations with PTSD, and a model of this pathway is presented basie findings of

this thesis.
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Weapons
There are many types of weapons
But the ones that hurt the most
Are the weapons made of memories
And the deadly midnight ghost
Not all wounds are red and bloody
...There are wounds that touch the mind
These are wounds that always fester
They're the never healing kind
Why are we who'’ve done our duty
Plagued by wounds that never heal
Made by weapons of our memories
Which are worse than lead and steel
Anon

(Gearing, 2011)
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Chapter One: Introduction

Professionals involved in the assessment and treatment of violent offenders oiddliy part
attribute the development of violent behaviour to the individual’s previous traumatic
experiences. This could include suffering childhood abuse, sudden bereavement, witnessing
violence or any other adverse events in the individual’s lifetime. Indeedusadicisk
assessments such as the Historical Clinical Risk-20 version three ZBH@B)-cite traumatic
experiences as a risk factor for later violence (Douglas, Websterrt&iflpress). There

may be different processes that occur following a traumatic experibatincrease the risk

of later violence. One explanation may be Post-Traumatic Stress Digeid&d). Chapter

One explores the prevalence of PTSD and violent behaviour, as well as the thebmnesyt
explain this relationship.

Post-Traumatic Stress Disorder (PTSD)

PTSD is an anxiety disorder that can develop as a response to traumaienergend

leads to symptoms such as flashbacks and hypervigilance. Research suggesialdrecpr

of PTSD is higher in prison populations than in the general population (Goff, Rose, Rose, &
Purves, 2007), and PTSD has been found to be associated with increased risk of violent
behaviour (Collins & Bailey, 1990; Jakupcak & Tull, 2005; Parrott, Drobes, Saladin, Coffey,
& Dansky, 2003). This finding is even more prevalent amongst military populatigns (e
Beckham, Moore, & Reynolds, 2000; see Chapter Two). In particular, many studies of
criminal behaviour in military personnel have focused on Vietnam veteransltisth@he
National Vietham Veteran Readjustment Study (NVVRS, Kulka et al., 1990) inSHeund

that 50% of those Vietnam veterans suffering PTSD had been arrested for aoffelect,

and 34.2% had been arrested more than once (Kulka et al., 1990). Vietnam veterans with
PTSD also self-reported an average of 13 acts of violence over the previous 12 months
compared to 3.5 violent acts reported by veterans without PTSD. Similar result¥eoul
anticipated for military populations who have been involved in other large scaletsonfl

Military Populations and PTSD

There are fresh concerns over the troops returning from the conflictg ianideAfghanistan,
both conflicts which share similar characteristics to the Vietnam wawg@il League, 2011).
Booth-Kewley, Larson, Highfil-McRoy, Garland, and Gaskin (2010) studied 1,543 US
marines deployed in Irag and Afghanistan during the period of 2002 to 2007. They found
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five factors that were associated with subsequent anti-social behaviour; 8T during
deployment, level of combat exposure, younger age, and being divorced. When the other
factors were controlled for, individuals with PTSD were six times moreylikeéngage in
anti-social behaviour, showing the strongest association of all the factoedstudi

Prevalence. Attempts have been made to discover the number of veterans in the criminal
justice system, including those in custody and those supervised by pro@dtenhlational
Association of Probation Officers (NAPO, 2009) estimates 6% of those supervised by
probation are veterans. They also estimate a further 9% of the prison popukatietesans
(NAPO, 2008). A Defence Analytical Services and Advice report (DASA, 204¢8}% gi

snapshot taken on th& 6lovember 2009, indicating 2,207 records of service leavers

matched against the 81,071 prisoner records. Therefore 2.7% of prisoners wereedx-Arm
Forces. This was revised up to 3.5% due to an additional 613 prisoners being thought to be
older veterans who exited the forces prior to a record of service beingAeguirding to the

DASA report, of those veterans in prison, 77% were ex-Army, 15% were ex-&lavB%

were ex-Air Force. The large majority were male (99.6%), Britisiomals (96.7%), and in
non-commissioned ranks (92.2%; 6.8% had missing rank). The ages of the veterans were as
follows: 20% were aged between 26 and 34 years, 19% were aged 35 to 44, 22% were aged
45 to 54, and 17% were aged 55 to 64 years. Few committed their offence within a year of
leaving the Armed Forces (6%) but 22% had begun their current prison sentenadivéthi

years of leaving the Armed Forces, and 41% within ten years. The most comnmoe®ffe

were violence against the person (33%) and sexual offences (25%). DASA havesdstimat
32.9% of veterans are in prison for violence compared to 28.6% of the non-veteran prison
population. However, it must be borne in mind that the proportion of the general population

in prison is still 43% greater than the proportion of regular veterans in prison (2838).

In considering veterans’ pathways into aggression, many case studeesieveified by

NAPO (2008, 2009). NAPO contacted all probation areas in 2009 requesting case studies for
any offenders who had reported a history of serving in the Armed Forces. 1G@f 48 t

probation areas, 30 responded with a total of 90 case studies. Of the case studies, the most
common conviction was for domestic violence, in 39 cases (43%). Convictions for other
forms of violence were reported in 18 further cases (20%). In ten cases theitioarwas

for offences against a child, usually sexual (11%). There were five cabewictions for

serious driving offences and two cases with convictions for burglary, one foryabizeone



for blackmail. They found alcohol use was reported in 39 cases (43%), and drug naisuse w
an issue in 13 cases (14%). Of the 90 case studies, 24 were reported by their probation
officer to be suffering from PTSD (27%), although this included undiagnosed cases. A
further 19 cases were reported to be suffering from depression or behaviouringrobl

(21%). Only some of the cases gave details of where they had been de@oyej served

in Northern Ireland, 12 in Iraq, 11 in Afghanistan, and seven in Bosnia.

NAPO previously carried out a similar study in prisons in 2008 and achieved a respddse of
case studies in 22 of the 42 probation areas, detailing 71 individual offences. Although the
exact nature of eight offences were not specified, 71% of the remaining 63 alerg.virhe
majority of the offences detailed in the report were alcohol or substaatedré2%), and

the majority of offenders were suffering from PTSD or depression (69%@ddition, the

report contains more general reporting from probation officers of a numbemngitomvicted

of violent offences, who say that have seen active service in the Middle Easy. oMbaese
have been given a diagnosis of PTSD, and alcohol and substance misuse are common

features in their cases.

Politically, there is current interest in supporting veterans in the ciijostece system. The
Howard League has conducted a recent inquiry into former Armed Forces persgumssin

(The Howard League, 2011). Following a review of the evidence, they estimate the
proportion of the prison population who have previously served in the Armed Forces is
between 5% and 10%, indicating that between 4,000 and 8,300 prisoners have served in the
Armed Forces. They also found that the vast majority are male, and served imtherA
Marines. As a witness for the enquiry, Professor Simon Wessely from Koligg€

commented that approximately 2% of Armed Forces personnel suffer from RPiiSBisa

rate does not appear to be increasing (Howard League, 2010a). He also igfdigivhilst

there may be some individuals who do end up committing offences and even going to prison
because of what happened to them during their service, there may be many other ladividua
who might have ended up with similarly poor outcomes had they not joined the Armed
Forces, due to the backgrounds they are recruited fiowever, as Major General Mike

Von Bertele, Director of the Royal Army Medical Corps, also stated in theakdbleague
consultation (The Howard League, 2010c) it is difficult to join the Army with a istHeg

criminal record, especially with a record of violent crime.



Available support. The Ministry of Justice, alongside the Ministry of Defence, have
produced a guide for professionals working with veterans in custody, and profeskirel

set up a scheme to identify veterans in prison, known as the Veterans in Custodg Schem
(VICS). A national workshop was convened in order to educate prison and probation staff in
the problems experienced by some veterans, including resettlement, mettal hea
employment, and housing. Co-ordinated working is encouraged with veterans’ agedcies a
charities such as: Combat Stress; The Soldiers, Sailors, Airmen, and E&mdaiation
(SSAFA); The Service Personnel and Veterans Agency (SPVA); and Tia¢ Bdish

Legion. Psychiatric support is available through a centralised target8dMjdnisation

known as the Medical Assessment Programme (MAP). The MAP provides mental healt
assessment for veterans and management advice for professionals involvedria dfie ca

veterans in the NHS mental health services.

Thesis Rationale

On the basis of investigations so far, it seems within the UK criminal jusstensyetween

3.5% and 10% of prisoners are ex-Forces personnel (NAPO 2008, 2009; DASA 2010;
Howard League 2011). These individuals are mainly males who served in the Army in non
commissioned ranks (NAPO 2008, 2009; DASA 2010; Howard League 2011). The most
prevalent offence committed by ex-service personnel is violence againstdbe (I@ASA

2010), most often domestic violence (NAPO 2008, 2009). This is reflected in research in the
US which found the incidence of domestic violence is higher in military than iraaivil

families (Cronin, 1995). Many of the UK veterans are reported to have merital hea
difficulties, most often PTSD (NAPO 2008, 2009). Although PTSD is not the most prevalent
mental health diagnosis amongst military personnel, there is a highdraat@ the civilian
population (Fear et al., 2010). There are a number of other risk and protective fattors tha
may have influenced these cases; however PTSD is one potential chaiathetist more
prevalent in the military personnel/veteran population which has been linked to the
perpetration of violence.

This suggests there may be some mediating psychological processemntibevexperience
of PTSD and violent behaviour. Theories that explore psychological processeg teadi
violent behaviour are explored below, along with theories of PTSD. These theotiesmare

considered in relation to how the symptoms of PTSD may mediate the relationshiprbetwe



PTSD and violence, such as changes in the way the individual perceives the world, the

normalisation of the use of violence, and increases in levels of anger.

Cognitive Theories of PTSD

The symptoms of PTSD are set out in the Diagnostic Statistical Manual, fditrtim etext
revision (DSM-IV-TR, American Psychological Association, 2000). PTSD sefoln
experience of a traumatic event which involves actual or threatened death or [geysaal
injury to the person or to others, and the person felt intense fear, horror or helgles$snes
PTSD, the traumatic event is persistently re-experienced and stimulisasdatith the
trauma are avoided. Alongside this, there can be numbing of general respassiasveell
as increased levels of arousal. These symptoms are considered repvesdrtatee distinct
clusters: the re-experiencing cluster, the hyper-arousal cluster aadoidance/numbing
cluster. The duration of the symptoms must be more than one month and cause clinically
significant distress or impairment in social, occupational, or other importat af
functioning for a diagnosis to be made. There are numerous validated measuresued ar
for diagnosis of PTSD under these criteria, such as the Structured Cime&aldw for DSM
disorders (SCID; First, Spitzer, Gibbon, & Williams, 1996).

Many trauma theories hypothesise that traumatic events produce chargesiatim’s

thoughts and beliefs. Traumatic experiences challenge previously held behéks;iisg
assumptions that the world is safe, others are trustworthy, and the self isexarpenoff-
Bulman, 1992). PTSD may result from problems integrating the new informatzed ¢b

the trauma with previously held beliefs about the world or ‘schemata’. Epstein (1991)
identified four core beliefs which he suggested may change after a tragxyadrience: the

belief that the world is benign, that the world is meaningful, that the self isywyartt that

people are trustworthy. Similarly, McCann and Pearlman (1990) suggestedticaements
cause disruptions in beliefs about safety, trust, power, esteem, and intima@ndFoa
Rothbaum (1998) proposed two basic dysfunctional cognitions in the development of PTSD:

the world iscompletelydangerous, and one's selfasally incompetent.

The Ehlers and Clark cognitive model of PTSD (2000) also identifies some potentialaegat
appraisals of the self, the world, and others following a trauma, such as “I anfefiotisa

deserve bad things to happen to me”, “other people think | am weak”, and “I cannot rely on

other people” (Ehlers & Clark, 2000). These appraisals may lead to a percephiceaof
5



and elicit particular emotions such as fear, anxiety, and anger. Individuai®@adikely to
attend to information that supports their beliefs rather than contradicts them, wipilohe

maintain these beliefs.

The Post-Traumatic Cognitions Inventory (PTCI; Foa, Ehlers, Clark, Tolin, 81)rk999)

was designed to identify beliefs associated with traumatic experieziatesdrto the self, the
world, and self-blame. These include items describing mistrust of others, $egfling
inadequacy or poor control, and expectation of threat. These appraisals could develop into
more generalised schemata about the world, self, and others that lead to negatisasppra

other situations.

Cognitive theories of PTSD identify changes in cognitions as a result of trauma
experiences, and these may be generalised to other situations. The intipest abgnitions

is considered within the context of established theories of violence.

Theories of Violence

Cognitive Neoassociation Theory of aggression (Berkowitz, 1990) proposes thattessocia
between stimuli, thoughts and affective states are stored and when one ts@aiVa
associated thoughts and affective states are primed also. Those stimulitshaod

affective states that are associated more often are more likely tovagescsimultaneously

in the future. Therefore, aversive events induce negative affect which aatdipat
stimulates negative thoughts and memories, and physiological responsedatidexicansfer
theory (Zillman, 1983, 1988) suggests these physiological responses, such as aadised he
rate and increased sweating, may lead an individual to interpret this as evigdribey are
feeling angry, triggering cognitions related to anger such as “why aptepgetting at me”,
and increasing the perception of anger (Ireland, 2009). Therefore, the physiatbgivgés
and how they are interpreted, alongside anger cognitions, may impact the behavioura
response or ‘script’ selected.

Information processing. Behavioural scripts are fundamental in Huesmann'’s information
processing model of aggression (1988) which focuses on the impact of cognitivegsaicess
learning how to deal with social interactions and in guiding behavioural respdtses
suggests an individual acquires scripts for how particular social situations steyu@ipbn

the basis of previous observation of others and reinforcement. These scripts fornthgart of
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individual's schemata about the world, self, and others which are built up based on previous
knowledge and experience. Those scripts that fit with previously acquired scepts
preferred. Presented with a social scenario, the individual is then thought tarsebaript
they feel is most appropriate to the situation they find themselves in based oohtbgias
about that situation. The selection of this script is influenced by the individual's
interpretation of the event, their emotions and level of arousal at the time as i
accessibility of a script. The interpretation of the situation may be baseg®@associated
in memory with previous experiences of similar situations, as well as assoéiefs or
schemata. The most accessible scripts are the ones that have been useded ralosar
often, or have been most successful, and those that are primed by a wide rarigeeaf dif
cues. Other factors influencing the selection of a script may includienibexd availability
of alternatives. Some individuals may have developed very few, more compleatalas,
or lack the resources to apply them, therefore resort to applying aggresgiige s8cripts

can become generalised to more situations the more they are applied in & smegaos.

Violent fantasy. In his model, Huesmann (1988) considers running a script in one’s
imagination to be rehearsal of that script, therefore making the script midlyeaeasssible.

On this basis, fantasising about a violent scenario would represent cognitiveakbear
violent script, therefore increasing its accessibility. Guerra, HuesarahBpindler (2003)
suggest aggressive cognition and fantasy can serve to hormalize violence easkitice
likelihood of violent behaviour. Studies with children have investigated the impact of their
fantasy life on their behaviouGuerra et al. (2003) found the relationship between exposure
to aggression and aggressive behaviour was mediated by aggressive cognitions in 4,458
children in the US. Also, Smith, Fischer, and Watson (2009) found aggressive fantasising
was only associated with aggressive behaviour in children when there was alsoeipos
violence, and that exposure to violence was only associated with violent behaviour when
accompanied by violent fantasy. They suggest this could either indicate teHettef
aggressive fantasising on aggressive behaviour is exacerbated by the ationailfs

violence through witnessing it, or that the relationship between violence exposure antl viol
behaviour is exacerbated by the rehearsal of violent scripts. These stwdiésghdighted

that this relationship between fantasy and behaviour only exists when the individual has

actually witnessed violence, as well as fantasising about it.



Integrated theory. In an attempt to integrate the numerous overlapping theories of
aggression, Anderson and Bushman (2002) have proposed a ‘General Aggression Model’
(GAM). The GAM considers the situational factors; the individual’'s predispdaatgrs;

the cognitive, affective, and arousal states that act as routes to violentee apgraisal and
decision making processes that lead to violent action. Situational factors cargribut

violent behaviour could include any aversive physical conditions, as well as aggression
priming cues, provocation or frustration, physical discomfort, material inesnand
substance use. Individual predisposing factors included in the model are biological
predispositions, personality traits, perceptual and person schemata, and présasosly
scripts. The witnessing of violence is thought to influence these predisposorg,fact
reinforcing aggression related knowledge structures. These previous knowadgees

are thought to develop out of experience and influence the perception of the individual. The
more they are used they are automatically triggered in response to thetedsiiational
factors, and in turn trigger affective states, beliefs, and behavioural respdhsesfore, any
previous associations between past experiences and beliefs, emotionsyas gt
behavioural scripts may be triggered. Within a specific situation, the routes irgncadare
perceived in the GAM as the interconnected, contemporaneous internal states of the
individual, such as aggression-related cognitions, negative affect such as madhger, a
heightened arousal states which can be misinterpreted as anger. The cohe=# thiree
routes is thought to be highly connected, cognitions, emotions, and arousal all influence one
another. These routes are also thought to influence the appraisal of the situationedmict the
the decision making process. There is likely to be bias in the individual's informati
processing towards information that confirms the individual’'s prior beligfspadticular,
cognitions can influence the interpretation of the situation as hostile and aeippessive

scripts. Therefore, cognitions play an important role in this model.

Theories of PTSD and Aggression

As previously discussed, PTSD can affect the way individuals perceive, prodagspond
to situations (Collins & Bailey, 1990). An individual's schemata about the world may be
challenged by the experience of trauma which is incompatible with thesdeliefs. These
changes in perception may provide a mediating psychological process betv&2 i
violent behaviour, given the role of cognitions in theories of violence. The US National
Center for PTSD provides an analysis of PTSD and criminal behaviour (United Stat

Department of Veteran Affairs, 2010). They describe changes in cognitionslifaduals
8



with PTSD, such as the individual’s view of the world being one of mistrust and threat, the
development of beliefs around vigilantism and retribution, and extreme beliefs aroicel just
and disregard for authority, alongside re-experiencing symptoms. Thedes belild lead an
individual to more readily interpret others’ intentions as hostile and incregsiseise of

aggressive responding. This idea is supported by information processing theofi&®of P

Information processing theories of PTSD suggest individuals with PTSD aedikedy to
perceive threat in their environment due to cognitive biases towards integorefahreat
triggering a ‘survival mode’ (Chemtob, Roitblatt, Hamada, Carlson, & Twentyman),1988
with increased levels of arousal (Pitman, Orr, Forgue, de Jong, & Claiborn, 1987). This
hyper-arousal can occupy resources of executive functioning which reducap#ugy for
appraisal of situations (Dalgleish, 1999). An interpretation of threat alongkiditeal
appraisal of the situation and high arousal levels could lead to impulsive aggressi

responding.

Another characteristic of PTSD that could increase potential for aggressingear. Much
research has looked into the role of anger in PTSD (Chemtob, Hamada, Roitblat,&&Jura
1994; Jakupcak & Tull, 2005; Novaco & Chemtob, 2002; Taft, Street, Marshall, Dowdall, &
Riggs, 2007). Research has demonstrated the relationship between PTSD and anger in
civilian populations. Jakupcak and Tull (2005) found civilian men who had been exposed to
a traumatic event and had reported some PTSD symptoms indicated more istbarajisr,
more trait anger, more hostility, and more aggression and violence than those who did not
report PTSD symptoms. Orth and Wieland (2006) conducted a meta-analysis into the
association between anger, PTSD, and hostility using 39 studies. They foundasignific
relationships between anger, hostility and PTSD, particularly amorigmpgiamples. More
specifically, they found a significant relationship between PTSD and measlarger
expression ‘in’, which they describe as inhibition and non-disclosure of anger, and ange

rumination.

The role of anger in PTSD can be considered alongside the previously mentiomidgecog
processing model. In Novaco’s (1994) model of anger, anger is a product of cognitive
processing of a situation, alongside physiological arousal, and behaviaatadms. This
theory was integrated with the information processing theory of PTSD propo§i#tbyob,
et al. (1988) in a paper by Chemtob, Novaco, Hamada, Gross, and Smith (1997). They
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emphasise the interrelated nature of emotions, cognitions and behaviours, and thatiPTSD ca
have a dysregulatory impact on anger. The activation and duration of anger is sdated
to the perception and processing of information. The information processing th&ar$of
proposes individuals suffering from PTSD are more likely to perceive situ@sons
threatening, which activates a biologically predisposed ‘survival mode’. stihiszal mode
is characterised by ‘fight or flight’ reactions and biases in cognitionste i®i@an expectation
of, and increased sensitivity, to, threat, leading to a hostile attribution bias mati@tiof
this ‘survival mode’. This impacts the information processing of the individual in trder
address this threat, which may lead to selective attention to confirmaimmyation,
difficulty in regulating arousal, and more urgent, unregulated responses. Théveognit
labelling applied to feelings of arousal may lead to the heightened aroussiliteldISD
being interpreted as anger. Where cognitions may normally be used to manesge ar
levels, an individual with PTSD may lack available cognitive resources aath®therwise
preoccupied with the perceived threat. Finally, anger can increase thsilatibesf
aggressive response scripts previously associated with anger statestivatieraof

‘survival mode’ may occur inappropriately in individuals with PTSD due to cues in the
environment that are associated with the trauma threat, and information processing
confirmatory bias as well as increased arousal may reinforce it. Thiy thgmicates the
individual's cognitive appraisal of situations as threatening in the develogihanger and
arousal, as well as in dysregulation of responses. Therefore, it may beamhpmrt

investigate those cognitions in PTSD that may lead to anger and the potentialdioceiol

Aims
The aim of this thesis is to explore the factors that meth&teelationship between PTSD

and violence.

Objectives
In meeting the aim of this thesis the following objectives were set:
. To consider the risk factors for violent behaviour in PTSD
. To consider the psychological processes that may mediate the relationship
between PTSD and violence
. To consider the role of violent cognitions in PTSD and violence

. To explore the measurement of violent cognitions

10



. To inform the effective treatment of individuals with PTSD

Overview

In order to identify factors which mediate PTSD and violence in military popotata
systematic review of the previous literature is presented in Chapter Twe® prokides an
aggregated description of the mediators identified by other researchersvefiptiese

factors fail to explain the relevant psychological processes involved. hmpaittg to explore

the mediating psychological processes between PTSD and violent behaviour, the role of
cognitions is explored. Despite the importance placed on cognitions in information
processing models of aggression and in the treatment of violent behaviour, few psyichometr
assessments of these cognitions exist. Many scales exist which measutierts, beliefs

and distortions that have been found to be important in sex offending (e.g., Abel et al., 1989;
Burt, 1980; Bumby, 1996), but few comparable measures exist for violence (Walker, 2005)
Chapter Three aims to identify such an assessment and considers the proihies

Firestone Assessment of Violent Thoughts (FAVT), developed in 2008 by Firestone and
Firestone. Chapter Four aims to use identified assessments to exploregs@ssociated

with violence in a military sample of individuals with and without PTSD. Finally

discussion of the findings is contextualised within previous literature, and future

considerations are proposed.
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Chapter Two

Combat-related Post-Traumatic Stress Disorder and
Violence in Military Personnel

A Systematic Literature Review

12



Abstract

The purpose of the review was to explore the relationship betweeld B violence in
military personnel and veterans, and to consider the potential tovsddd this relationship.
A systematic method was used to search the availabldauiterand 16 studies were selected
following the application of inclusion and exclusion criteria and quagsessment. All
studies found a relationship between PTSD and violence. The resthissefstudies were
drawn together qualitatively in an attempt to build a picturdhefvariables associated with
PTSD and violence which included demographics, combat exposure, intEteis, co-
morbid disorders, affective states, relationship problems, and sobstaisuse. Some of
these factors exist prior to, and independent of, trauma, and maubeé in the general
population. However, others represent a unique pathway to violencetéoans with PTSD.
There are methodological difficulties in research in this aeeé the generalisability of

results is considered as well as implications for future relseand risk assessment.
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Background

There has been recent concern regarding military personnel findingethemsvolved in

the criminal justice system. Studies suggest the most commonly ocaffenges relate to
violence, particularly intimate partner violence (NAPO, 2009). The incidence of iomes
violence in the US is identified as higher in military than in civilian fasi(iCronin, 1995).
PTSD is one potential characteristic that could be prevalent in the mga@esgnnel/veteran
population which has been linked to the perpetration of violence. The National Vietham
Veterans Readjustment Study (NVVRS; Kulka, 1990) found that veterans with a diagfnosis
PTSD perpetrated an average of 13 acts of violence in the preceding yearecbwiffathe
veterans without a diagnosis of PTSD who reported an average of three acts of wolbace
preceding year. Research has also indicated that PTSD is associateidlestt behaviour

in the civilian population (Collins & Bailey, 1990; Jakupcak & Tull, 2005; Parrott, Drobes,
Saladin, Coffey, & Dansky, 2003).

The potential risk factors for violence in the civilian population are also likedypply to the
military personnel/veteran population. For example, there is a well documentediliglebe
substance use and perpetration of violence in the civilian population (Parrott et al., 2003)
Alcohol misuse is found to be high in military populations (Fear et al., 2007) and has been
linked to PTSD (Tarrier & Sommerfield, 2003). A review of literature majgtio intimate
partner violence (IPV) in military populations was conducted by Marshall, Pamag: iDedt
(2005). They considered the prevalence of IPV, the consequences, any spathte
treatment. They included study samples of both currently serving and vetetarymili
personnel. The prevalence of IPV in the samples ranged from 13.5% to 58%. For both
currently serving military personnel and veterans, the consequences includcbsiy

victim injury and negative outcomes for children. Correlates of IPV includedgonaltic
substance misuse, depression, and antisocial personality charactefistitise veteran

group, PTSD largely accounted for the relationship between level of combat expubsure a
IPV perpetration. Additional correlates included military service factetationship

adjustment, childhood trauma, and demographic factors.

There are many other potential risk factors which may be linked to PTSEthete
exploration. There may be numerous factors that mediate the relationshiprbei&ie and

violence and it is possible that a particular combination of these may existifarymi
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personnel/veterans. What is pertinent however, is whether these risk facited &xithe
individual prior to traumatic experiences, or whether risk has developed as atdseit
traumatic experiences. This highlights the relevance of static versamayfactors in
predicting risk. In considering the impact that dynamic factors, suchias BEGSD
symptoms, have on risk, the prior static risk factors must be accounted for. Tlydse ma
similar to those static risk factors found in the civilian population, such as substésuse
and personality disorder. It must also be considered whether the individual hasyadfist
violence prior to their military service. Military service may have beewniging dynamic
protective factors against the risk of violence for some individuals, through engsiogmd
other social factors such as social support, which are no longer present when doahdivi

leaves the service.

It is not clear how far research from civilian populations can be applied torynilita
populations, as well as the reverse. This will relate to the question of whethas there
unique pathway to violence for military personnel/veterans. However, if rassnde
generalised there are clear benefits from research wittamipbpulations where trauma is
clearly identifiable, when looking at trauma in other populations. However, tlgere a

problems with the existing literature which have been identified below.

Literature

Much of the research regarding PTSD and violence in military populations has not lagen cle
as to whether participants are currently serving personnel, or whethar¢hex-serving
veterans, and whether they have been medically discharged. This may be invdoetant
generalising the results of research as there is some evidence thiatl g $erving personnel

are less likely to be violent than veterans (Howard League, 2011). Due to the current
serving/veteran status of the participants being unclear in much of thectedeoth have

been included in this review, although it is noted there may be differences hétheee

groups.

In looking at the association between PTSD and violence there are methodological
difficulties due to mediating and confounding variables. The risk of violence may have
existed prior to the development of PTSD and may relate to other risk factoohdfyabe

impact of PTSD on risk of violence may be contingent upon other variables. Finally, b causa

link cannot be confirmed on the basis of the research designed thus far which has been cross
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sectional in design therefore has not accounted for pre-existing risk faCtese are
numerous variables that act as risk factors for violence and these must atsoineted for
when considering the impact the experience of trauma may have had on risk of violent
offending. Alongside this, there may also be protective factors that maydwseddo be
effective. There is a complex picture building in the literature as to whaatesdne
relationship between PTSD and violence, and numerous possible confounding variables.
This picture requires clarification in order to identify how PTSD impacts riskoténce and

what mediates this relationship.

Aims and Objectives

The aim of this systematic literature review is to determine if tisemeelationship between
PTSD and the perpetration of violence in military personnel and veterans, and wiaeme

this relationship.

The objectives are:
» To consider if military personnel/veterans who suffer from PTSD are nketg to
perpetrate violence
* To consider if there are factors that mediate PTSD and the perpetration of vinlence

military personnel/veterans

Hypotheses:
* The presence of combat related PTSD will be related to increased leveleon€e in
military personnel/veterans

» There will be variables that mediate this relationship

Inclusion Criteria

The Population, Exposure and Outcome (PEO) for this review:
* Population — Military personnel, including retired veterans, aged over 18
* Exposure — the presence of PTSD following combat experience

* Outcome — the perpetration of violence
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Methods

Sources of Literature

Electronic sources. Searches for relevant research articles were conducted through the
University of Birmingham online journal search facility. This included thieiohg online
resources: Psycinfo (1806 to date), Embase (1980 to date) and Medline (1950 to date), as
well as the Cochrane online review library. The different time spans usedhedrmadest

available for each resource.
The search terms used for these resources were:
‘Military Personnel’ (exploded) OR ‘Military Veterans’ (exploded)
AND
‘Post-Traumatic Stress Disorder’ (exploded)
AND
‘Violence’ (exploded)
These searches were also then limited to ‘human’ and ‘adults’. The seashcmbe

found in Appendix A. The remaining articles were filtered for relevancelbyatid abstract.

Other sources. All reference lists from identified reviews and articles werectest for
relevant article titles using the same search terms. The abstractseféteaces were then

checked for relevance.

Finally, psychologists at the organisation Combat Stress were contactet Beb2dary
2010 for any suggested relevant articles. These articles were therdasingethe online

journal access of the University of Birmingham, as well as internet gsarch
Study selection

Inclusion and Exclusion Criteria were then applied to these articles in ordesuie ¢he

PEO conditions were met and comparison between the studies would be possible. Only
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published studies were included due to problems accessing unpublished research. The

criteria applied are shown in Table 1.

Table 1

Study Inclusion and Exclusion Criteria

Inclusion Exclusion

Population Adults (male or female) Militia Groups

Veteran or currently serving anyMilitary personnel/veterans
recognised Government (no | without combat experience

countries excluded)

Employed or previously
employed in any military
service (Army, Navy, Marines,
Air Force, National Guard and

Reservists)

Combat experience as part of
military service in any combat
zone (such as Iraq, Afghanista
Vietnam, Balkans, WWII,
Falklands)

-

Intervention - PTSD Combat related PTSD PTSD from civilian trauma

Clinical diagnosis of PTSD

Outcomes Violent behaviour that is Behaviour that does not have
contrary to UK law, this the potential to cause fear of
includes physical assault, threatdiarm in others or harm to others
of violence, property damage

Violent behaviour perpetrated
(when enraged), indirect perp

) by those associated with the
violence, weapon use
military personnel/veteran, such
The violent behaviour is as family members, partner,
examined in military children, parents

personnel/veterans _ _
Violent behaviour that occurs

Violent behaviour that occurs in whilst on active duty, even if it

any context other than active | contravenes the Geneva
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Inclusion Exclusion

duty convention

Violence that is directed Violence directed towards the
towards another person (child prself

adult) or has the potential to

cause physical or psychologica
harm or fear of harm to anothef

person (child or adult)

Study Design Any published empirical study | Reviews
Opinion papers

Includes cohort studies, case- | Commentaries
control, cross-sectional, and

. Editorials
case studies.

Unpublished papers

Quality Assessment

The included studies have all been peer reviewed as they have been publishedd&longsi
this, a quality assessment was undertaken in order to select researorethtitegmost
comparable, empirically valid and reliable results. Data relating teattmpling, controls,
measures, attrition rate, analysis, and limitations were entered into éotatplality
assessment. Where the table states ‘not detailed’ this indicates tieerdesing as the
information was not decipherable, or not included in the article write up. Idealiydiild

be followed up with the researcher, however problems obtaining contact details and time
constraints did not allow for this. A quality assessment criteria form wadoped and is
available in Appendix B. The research articles selected were subjecteditiospaaing

based on the criteria outlined in the form. The research articles thatexthiseore of seven
or more out of a maximum of 20 were included in data synthesis. This cut off score is
arbitrary and was determined based on excluding any research thalofelthe quality of

the majority of studies. There were several limitations that applied to fbatsnaf studies
which included the possibility of unaccounted for variables, bias in self-report, dgdesna
that do not infer causality. Therefore, no studies were discounted based on thagerisnit
alone. Ideally this quality assessment would also be scored by a secotal eatre

reliability, however this was not possible due to time constraints.

19



Results

The search results and process of exclusion of studies is described and then eejpreaent

diagram.

The initial number of hits from electronic sources, professional sources, armhceféists

wasn = 183.
From searches in electronic sources the following results were found:
Databases — PsycInfo — no of hits — 87, 1806 — 23/02/10

Embase — no of hits —119, 1980 — 23/02/10

Medline — no of hits — 53, 1950 — 23/02/10

Gateways — Cochrane — no of hits — 0, 1898 — 23/02/10

Having applied the limitations of ‘human’ and ‘adult’ to these search resultsiineihg

results remained:

Databases — PsycInfo — no of hits — 72, 1806 — 23/02/10
Embase — no of hits — 67, 1980 — 23/02/10
Medline — no of hits — 34, 1950 — 23/02/10

The titles and abstracts of these articles were examined for relevaeckdmthe PEO

search terms.
This reduced the number of articles to:
Databases — PsycInfo — no of hits — 15, 1806 — 23/02/10

Embase — no of hits — 5, 1980 — 23/02/10
Medline — no of hits — 2, 1950 — 23/02/10
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A request for articles from Combat Stress resulted in six articles.tifles of these articles

were filtered for relevance using the PEO which resulted in four articles.

Searching reference lists produced four further articles.

Overall 30 articles were found through the sources detailed. However, nine ofdles arti
found were duplicated in searches from more than one source; therefore thartdial of
unique articles was 21. Two of these were unpublished dissertations which were notlinclude
due to difficulty accessing them. This may have introduced a publication bias into the
review. These articles were subjected to the inclusion/exclusionasitbith resulted in

two articles being excluded. See Appendix C for details of excluded artithes17

remaining articles were subjected to quality assessment and study 12cwamtid based

on quality assessment scores below seven. The total number of studies includedsiavthe re
was 16. The final 16 studies to be included in the review were arrived at throughagigstem
searching and the imposition of criteria and quality assessment. Theitglld\gram

details the procedure and number of studies found:
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Figure 1:Procedure for Systematic Literature Review
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Data Extraction
Having identified those studies that will be subjected to data synthesis, thantele
information was extracted. This included information related to:

* The hypotheses

e The variables

» The comparison groups (if applicable)

e The analysis

* The results and conclusions

Characteristics of Included Studies

Table 2 details the information gleaned from the studies through data extracti
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Table 2

Characteristics of I ncluded Studies

>

Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
Study 1 To explore the relationship IV: Atrocities None detailed. In correlational analyses, atrogiéeposure Both atrocities exposure and
between atrocities exposure andeExposure, combat was moderately related to all measures excepttombat exposure were related to
Beckham, | PTSD symptoms, guilt and exposure, age, guilt the Trauma-Related Guilt Inventory (TRGI) | many measures of PTSD symptor
J. C., et al. | intimate partner violence (IPV)| and PTSD lack of justification subscale, as was violence. severity. PTSD symptoms also
(1998) in veterans. symptoms. were related to violence.
In the regression model, atrocities exposure was
DV: Inter-personal significantly related to overall PTSD symptom Atrocities exposure was not
violence. severity, re-experiencing symptoms, overall | associated with current
guilt, guilt cognitions and the subscales of interpersonal violence.
hindsight-bias, responsibility and wrongdoing,
Combat exposure has an
Younger age was significantly related to independent effect on interperson
increased scores on the PTSD measure, guilt violence.
cognitions, wrongdoing and interpersonal
violence.
Combat exposure was significantly related to
interpersonal violence.
Study 2 Study 2.1 Study 2.1 Study 2.1 Study 2.1 Study 2.1
To explore whether there is IV: PTSD, combat| Combat veterang In a logistic regression analysis, there was a | Combat veterans with PTSD and
Beckham, | increased interpersonal violenceexposure. without PTSD. | significant main effect of combat exposupe< | their family members reported the
J. C., etal.| in combat veterans with PTSD 0.04) and PTSDp(= 0.002) on levels of veterans displayed higher levels
(1997) and whether family reports of | DV: Familial violence. interpersonal violence in the past
violence are consistent with violence. year compared to controls.
veteran reports. t-tests showed higher reports of family violence
for PTSD patients than non-PTSD participantsindividuals with greater combat
(p=0.04). exposure reported higher levels o
violence.
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
Study 2.2 Study 2.2 Study 2.2 Study 2.2 Study 2.2
To identify possible IV: demographics, | None detailed. | Age significantly correlated with combat Interpersonal violence was
demographic and psychological hostility scales, exposure (-0.34) and PTSD severity (-0.28). | significantly related to lower sociot
variables associated with alcohol misuse, economic status, antagonistic
interpersonal violence in childhood abuse, Lower socio-economic group significantly behavioural responding, and curre
veterans with PTSD. level of PTSD, correlated with inter-personal violence (0.01){ PTSD severity.
combat exposure.
Combat exposure correlated with PTSD
DV: Interpersonal severity (0.38).
violence.
PTSD severity correlated with hostile affect
(0.48), cynicism (0.32) and aggressive Level of combat exposure had an
responding (0.33). independent effect on interperson
violence.
Hostile affect correlated with cynicism (0.46),
and aggressive responding (0.50). Current alcohol problems and
childhood physical abuse
Cynicism correlated with aggressive respondjngxperiences were unrelated to
(0.42). interpersonal violence.
Alcohol misuse and childhood physical abuse
were unrelated to any other variables.
Logistic regression analysis with the outcome
of interpersonal violence found lower socio-
economic group, higher aggressive responding,
and greater PTSD severity were significant
predictors (in that order).
Study 3 To measure aggressive IV: PTSD, history | Individuals with | No differences between the groups on the basketerans exposed to prior
behaviours in the presence and of aggression, psychiatric of demographic or socio-economic status. mistreatment are more likely to
Begi, D., | absence of PTSD in veterans inhistory of disorder (not develop PTSD.
& Jokic¢- Croatia. maltreatment, age, | PTSD,psychosis| 26.6% of the PTSD group had previously been
Begi¢, N. education, marital | or traumatic mistreated compared to 10.8% in the Violent behaviour is more prevale
(2001) status, socio- brain injury). comparison group. in combat veterans with PTSD

economic status

(both auto and hetero aggression).
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Study # Aim Variables Comparison Results Conclusion

Authors Group

(Year)
DV: Auto- 16.5% of the PTSD group and 13.5% of the | Combat veterans with PTSD act
aggression comparison group had a history of violence. | aggressively more frequently.

(suicide); hetero-
aggression (verbal
aggression,
physical
aggression, sexual
aggression,
aggression in traffic
and use of
weapons), time
period of onset of
aggressive
behaviour.

Alcohol problems were present in 40% of the
PTSD group and 29.7% of the comparison

group.

For 6 veterans (7%) their violent behaviour
followed the war event, for 22 veterans (25.3
their violent behaviour occurred within 12
months of the war event, and for 58 veterans
(67.4%) their violent behaviour occurred mor
than 12 months after the war event.

Auto-aggression — 13 with PTSD (17%) and 2

without PTSD (18%)

- 3 with PTSD - self-mutilation

- 5 with PTSD - suicidal thoughts

- 5 with PTSD - tried to commit suicide
- 2 without PTSD - suicidal thoughts

Hetero-aggression — 47 with PTSD (63%) an

without PTSD (73%)

- Verbal aggression — 36 with PTSD and 3
without

- Physical aggression (inc to objects) — 22
with PTSD and 3 without

- Sexual aggression — 1 with PTSD and 1
without

- Aggression in traffic — 15 with PTSD

- Use of weapons — 4 with PTSD

- Of 20 patients showing physical aggression

12 (60%) were under influence of alcohol

0)
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
Combined aggression types — 15 (20%) with
PTSD and 1 without (3%).
The mean number of violent acts during the
past during the past 12 months for PTSD
veterans was 18.2, and for the comparison
group was 2.7.
Study 4 To explore the relationship IV: PTSD None detailed. Veterans’ PTSD symptoms were directl Veterans with increased PTSD
between PTSD symptomology| symptoms, level of related to their reports of physical violence, andymptomology reported greater
Byrne, C. | and three forms of relationship| combat exposure, verbal and psychological abuse of their levels of physically violent
A, & aggression (physical, verbal andelationship partners. behaviour , also higher levels of
Riggs, D. | psychological), which was problems. PTSD were associated with more
S. (1996) | predicted to be at least partially As veterans’ PTSD symptoms increased, thejrfrequent and severe use of verbal
be explained by relationship | DV: Verbal, partners reported increased levels of verbal grand psychologically abusive
conflict. Physical and psychological abuse. behaviour.

Psychological
aggression as
reported by male
veteran and female
partner.

Female partners’ reports of physical abuse w
not significantly related to veterans’ PTSD
symptoms.

Relationship problems were correlated with
aggressive behaviour.

PTSD symptoms were a significant predictor
both veterans’ and partners' reports of
relationship aggression.

In a mediation analysis, relationship problem
were found to significantly account for the
positive association between veterans’ PTSD
symptomology and their use of aggression.

Veterans’ self-reported level of combat
exposure was significantly correlated with
veterans’ PTSD symptoms and use of verbal

efiche association between PTSD al
relationship aggression was
accounted for by level of combat
exposure.

There was no support for a
relationship between PTSD

o$ymptoms and women'’s reports o
physical victimisation.

Relationship conflict or problems

5 were found to be one mechanism
through which PTSD exerts an
influence on veterans’ use of
aggression.

nd

f
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)

aggression.

In a regression analysis, combat exposure did

not predict relationship aggression.
Study 5 To compare three groups of | IV: Demographics,| Individuals with | There were no differences between the groupsThe PTSD group scored

veterans (schizophrenics, PTSDPTSD, Schizophrenia or| on substance misuse measures. significantly higher on the

Freeman, | group and alcoholics) with Schizophrenia, in substance use Aggression Questionnaire and
T. S., et al.| similar histories of alcohol and| Substance Use, rehabilitation. The Schizophrenic group scored significantly| Hostility Scale than the other two
(2003) substance use on psychologicalAlcohol Use. higher than the substance abuse group on batlgroups.

measures, demographic

information and self-reported | DV: Gun

gun use and collection of ownership,

weapons. Risk behaviour
with firearm

(aiming, firing,
carrying, animal
killing whilst
enraged,
considering suicide
hiding weapon at
home), family
views of firearms as
an issue,
aggression,
hostility.

the Aggression Questionnaine £ 0.026) and
the Hostility Scalef = 0.008).

The PTSD group scored higher than the
Schizophrenic group on the Aggression
Questionnairef =< 0.001) and the Hostility
Scale p = 0.002).

The PTSD group reported owning more
firearms, both currently and in the past, and g
higher frequency of weapon-related activities
(aiming and firing weapons at others,
considering suicide with firearms, patrolling
their property with loaded weapons, carrying
gun on their person, killing or mutilating
animals while enraged, and hiding weapons i
their homes) than schizophrenic subjects or
substance abusing subjects.

PTSD patients also more frequently related
feeling at risk from their own guns than the
other psychiatric groups.

The PTSD group also more often reported th
their families had asked them to get rid of the

PTSD patients owned 4x as many
firearms as others and reported
significantly higher levels of
potentially dangerous firearm
related behaviours than other
psychiatric patients.

The three groups differed

1 significantly on weapon collection
and use, even when substance us
was the same in all groups.
a

n

=

firearms.
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
Study 6 To evaluate the relationship IV: Combat PTSD sub- PTSD and sub-threshold group — 50% reported/eterans who scored positively fof
between anger, hostility, and | exposure, PTSD threshold group. | at least one act of aggression in the last 4 PTSD reported greater trait anger
Jakupcak, | aggression and PTSD severity, problem months compared to 20% in the non-PTSD | and hostility and were more likely
M., et al. symptomology. drinking, age. Non-PTSD group. to endorse recent aggression than
(2007) group. non-PTSD group.
DV: Aggression Age was significantly negatively associated
(including with aggression but not anger or hostility. No| Veterans reporting sub-threshold
destroying other demographics were significant. levels of PTSD indicated greater
property, threats, levels of trait anger and hostility
and physical Combat exposure was significantly positively| than the non-PTSD group and wefe
violence in last 4 associated with trait anggy €< 0.05), hostility | more likely to report aggression
months), trait (p =< 0.05) but was not significantly related to than the non-PTSD group.
anger, hostility. aggression.
Although the PTSD group reported
Problem drinking was significantly positively | higher levels of hostility and trait
associated with trait anggy €< 0.01), hostility | anger than the sub-threshold group,

(p =< 0.01), and aggressiop £< 0.05).

After accounting for combat exposure and
problem drinking, the PTSD group reported
significantly greater trait anger than both the
sub-threshold PTSD group €< 0.01) and the
non-PTSD group=< 0.01). The sub-
threshold group reported significantly greater
trait anger than the non-PTSD groyp=
0.01).

After accounting for combat exposure and
problem drinking, the PTSD group reported
significantly greater hostility than both other
groups p =< 0.01). The sub-threshold group
reported significantly greater hostility than the
non-PTSD groupp(=< 0.01).

they did not report more
aggression.
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
In a logistic regression, there was a significant
main effect of PTSD on aggression when
controlling for age and problem drinking. The
PTSD group were more likely than the non-
PTSD group to report aggression. The sub-
threshold group were more likely than the non-
PTSD group to report aggression. There was no
significant difference in aggression between the
PTSD and sub-threshold group.
Study 7 To compare a PTSD inpatient | IV: PTSD, PTSD PTSD in-patients endorsed significantly moreg PTSD in-patients report more
group, psychiatric inpatient avoidance, community items on all the violence measurps<(0.001), | interpersonal violence than
McFall, group, and community PTSD | re-experiencing, sample (never | and were significantly more likely to have psychiatric in-patients with other
M., et al. group of Vietnam veterans on | arousal, treated as engaged in one or more acts of violence in thediagnoses, and are more severely
(1999) levels of violence. inpatient treatment,| inpatient) from | last 4 months than psychiatric in-patients violent despite their equivalent
combat exposure, | NVVRS. without PTSD p < 0.001). functioning and distress.
To identify correlates of atrocities exposure,
violence within PTSD in- functioning, Non-PTSD Significantly more PTSD in-patients endorsed Comparisons between PTSD in-

patients.

demographics (inc
age, marital status,
race, previous jail
term, education),
psychopathology
(inc depression),
substance use.

DV: Violence (inc
threats, weapons,
property damage,
physical).

psychiatric in-

patient sample.

at least 3 of these types of violence than othe
inpatients p < 0.01).

PTSD in-patients reported significantly more
problems controlling violence in the 30 days
prior to hospitalisationg(< 0.001) than
psychiatric inpatient controls.

Significantly more PTSD in-patients reported
threats of violencep(=< 0.01), physical
violence p =< 0.001) and threats with a
weapon p =< 0.001) than the NVVRS
community PTSD sample. However, the
NVVRS community sample were significantly
more likely than PTSD in-patients to destroy
property f = 0.01).

rpatients and NVVRS community
PTSD subjects revealed greater
self-reported violence for PTSD in
patients than the community
sample. They were also more like
to report severe violence, althoug
community samples report more
property damage.

Demographics, functioning, and
treatment involvement variables d
not impact violence.

PTSD explained the most
significant amount of variance of
violence in PTSD inpatients, even
when controlling for combat

- <

exposure, substance use and

30



Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
PTSD in-patients were significantly more depression.
violent than the NVVRS community sample (
< 0.01) and were 2x as likely to have endorsed
3 or more types of violence € 0.001). Co-morbidity did not account for
violence in the in-patient PTSD
In a multiple regression analysis, atrocities | group.
exposuref§ < 0.05), and substance uge(
0.01) were significant, no significant effects | Combat and atrocities exposure
were found for depression. PTSD accounted does not account for violence
for the greatest amount of variance (5494, independent of PTSD.
0.001), even when accounting for combat
exposure (ns) and co-morbid psychopathology
(ns).
The avoidance numbing cluster was most
strongly related to violence & 0.001),
followed by arousalg < 0.01); re-experiencing
was not significant.
Study 8 To explore the relationship IV: Family None detailed. Using structural equation modellihg, final The veteran’s background increas
between dysfunction in family | dysfunction, family model had 4 direct paths to intimate partner | risk of perpetrating violence.
Orcutt, H. | of origin, poor parental turmoil, severe violence: poor relationship with mother, combat
K., etal. relationships, childhood anti- | punishment, inter- experiences (negative), perceived threat in theExperience of PTSD symptoms
(2003) social behaviour (ASB), combatparental violence, war zone, and PTSD symptom severity. appears to increase risk for IPV.

exposure and intimate partner
violence (IPV) in veterans with
PTSD. (Data taken from
NVVRS.)

early trauma,
relationship with
mother, relationshig
with father,
childhood ASB,
combat exposure,
perceived threat,
PTSD.

DV: Intimate
partner violence.

Family dysfunction was directly related to
childhood ASB; and PTSD. Family
dysfunction was only indirectly linked to IPV
through PTSD; or childhood ASB, and then
combat exposure or perceived threat.

Childhood ASB was directly associated with
combat exposure and perceived threat and
indirectly associated with IPV through these
two factors.

The higher the level of family
dysfunction the greater the level o
childhood ASB, and the greater th
report of PTSD symptoms which
were associated with IPV.

Individuals with a history of
childhood ASB were more likely tg
be exposed to combat and percei
threat.

D

e
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
Combat exposure was directly linked to Effects of war-zone variables on
perceived threat and IPV, or indirectly to IPV | IPV were partially mediated by
through perceived threat. PTSD. Although higher levels of
Poor relationship with father did not combat exposure were associated
demonstrate an association. with less violence.
Perceived threat in the war-zone
was positively associated with
violence.
Stressful early family life,
childhood anti-social behaviour,
and war zone stressors were
indirectly associated with IPV via
PTSD.
Study 9 To compare relationship IV: PTSD, Depression When looking at both veterans’ reports and | Rates of violence in PTSD and
variables and violence in depression, veteran couples. | their partners’ reports, the PTSD group were| depressed couples are more than
Sherman, | couples in therapy which demographics significantly more likely to perpetrate violence that in the normal population, and
M. D., et include veterans with PTSD, | relationship Comparison towards their partners than the comparison | rates of severe violence 14x that ¢
al. (2006) | veterans with depression, and | satisfaction, veteran couples.| group f < 0.05), perpetrated significantly morenormal population.
veterans with another diagnosisintimacy violence p < 0.05), and were significantly more
(comparison couples). satisfaction. likely to perpetrate severe violenge< 0.05). | PTSD couples were no less
satisfied in their marriage than
DV: Physical Similarly, depressed veterans were more likelycomparison couples.
violence, severe to perpetrate violence than the comparison
violence. group p < 0.05), perpetrated significantly more

violence p < 0.05), and were more likely to
perpetrate severe violenge< 0.05).

There was no significant difference between
PTSD group and depression group in reports
violence.

Younger agef < 0.01) and physical health

he
of

problems p < 0.05) were significantly
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Study #
Authors
(Year)

Aim

Variables

Comparison
Group

Results

Conclusion

associated with violence.

The PTSD and depression group were

significantly more likely to perpetrate violence

after adjusting for the other covariates.

PTSD and younger age were significantly
associated with severe violence.

There were no significant differences betwee
groups in marital satisfaction or intimacy. All

groups fell into the highly distressed range on

the marital satisfaction scale.

Study 10

Taft, C. T.,
et al.
(2007a)

To examine the associations
between the separate PTSD
symptom clusters, physiologica
reactivity upon exposure to
trauma cues, combat exposure
alcohol problems, and
aggressive behaviour among 3
sample of male military
veterans receiving services at
the Department of Veteran
Affairs.

IV: PTSD
symptom clusters,
[physiological
reactivity, alcohol
, problems, combat
exposure.

DV: Aggression.

None detailed.

The PTSD symptom clusters were fighl
correlated. There were medium to large
correlations between both the re-experiencin
symptoms and avoidance symptoms with
aggression. The association between
hyperarousal symptoms and aggression was
large.

There was a small to medium association
between physiological reactivity and
aggression.

There was a small to medium association
between alcohol problems and aggression.

There were small to medium associations
between PTSD clusters and physiological
reactivity, and the PTSD clusters and alcohol
problems.

There was no relationship between alcohol a
physiological reactivity.

Hyperarousal had a stronger
positive association with aggressi
y than other symptoms.

Hyperarousal symptoms were
associated with a greater frequen
of aggression through their

Physiological reactivity did not
mediate the effects of hyperarous
symptoms on aggression.

Re-experiencing symptoms did
exert indirect positive effects on
aggression through their
relationship with physiological
reactivity.

There was a significant direct
ndegative association between
avoidance and aggression in the

relationship with alcohol problems|

bn

by

=
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Authors
(Year)

Aim

Variables
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Results

Conclusion

A structural equation model showed a direct
positive relationship between hyperarousal
symptoms and aggression, and a direct nega
relationship between avoidance symptoms af
aggression. There was no direct relationship
between re-experiencing symptoms and
aggression, although there was an indirect

relationship through the other symptom types.

Age had a direct negative association with
aggressionf < 0.001). There was also an

model, but a positive relationship
between avoidance and aggressig
tigethe bivariate level.
nd
Combat exposure was only
indirectly related to aggression
through PTSD symptoms.

indirect association of age and aggression via a

negative association with both the avoidance
and the hyperarousal symptomps<0.001).

Combat exposure had an indirect relationshig
with aggression, via both hyperarousal, and
avoidance symptomp  0.001).

When examining indirect relationships betwet
PTSD and violence through alcohol and
physiological reactivity, re-experiencing
symptoms showed only an indirect associatiq
with aggression through a negative relationsh

with alcohol problemsp(< 0.01), and a positive

relationship with physiological reactivity &
0.05).

Hyperarousal symptoms continued to show a
positive direct association with aggression as
well as an indirect positive relationship throug
alcohol p < 0.001).

The effects of combat exposure on aggressiq
were entirely explained by PTSD symptom

= 5

P

Y

h

5
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
severity p < 0.001)
Avoidance continued to show a direct negatiye
relationship with aggression but this was not
significant (ns).
The relationship between alcohol problems and
physiological reactivity was non-significant.
Study 11 | To examine general risk factors IV: PTSD, Non-PTSD The two PTSD groups did not differ on PTSD The PTSD-PV group was highest
for partner violence (PV) childhood abuse, | partner violent | severity; the two partner violent groups did ngton almost all the risk factors,
Taft, C. T., | perpetration among veterans | parental domestic | group. differ significantly on violence severity. including all of the psychiatric
et al. with PTSD, and to distinguish | violence, co-morbid condition variables, relationship
(2005) these individuals from partner | psychiatric PTSD non- No significant differences were found betweenproblem variables and war zone
violent individuals without problems partner violent | the PTSD-PV group and the other two groups variables, as well as exposure to

PTSD.

(substance abuse,
depression, anti-
social personality
disorder), family
adaptability, marital
adjustment, family
cohesion, combat
exposure, atrocities
exposure, perceive
threat in the war
zone.

DV: Violence.

group.

on family-of-origin variables (childhood abuse
and parental domestic violence), or alcohol
abuse.

Depression was higher in the PTSD-PV grou
than in PTSD-non-PVp(< 0.01) group and the
non-PTSD-PV § < 0.001) group.

Drug dependence was higher in the PTSD-P
group than in the PTSD-non-PV groyp<
0.03) and non-PTSD-PV group £ 0.02).

The prevalence of anti-social personality
disorder was higher in the PTSD-PV group th
in the non-PTSD-PVQ = 0.03) group.

The PTSD-PV group reported significantly
lower marital adjustment than the PTSD-non-
PV group p < 0.01) and the non-PTSD-PV
group p < 0.001) and significantly lower

non-PV individuals were highest 0
childhood abuse.

b Between the PTSD violent and
non-violent groups, the PTSD-PV
group reported significantly higher
rates of depression, drug abuse,
V poor marital adjustment, and
atrocities exposure than the non-
violent PTSD group.

These results suggest that traumag
arelated experiences, co-morbid
psychopathology and relationship
problems associated with PTSD a
risk factors for PV.

For those with PTSD who reporte
low marital adjustment and alcohg

family adaptability than the non-PTSD-PV

parental domestic violence. PTSD-

=

re

abuse there was a risk of PV, unle

SS
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
group p = 0.02). The differences between thg they had witnessed parental
groups on family cohesion did not reach domestic violence which was
significance. associated with a lack of PV.
The PTSD-PV group reported significantly
higher combat exposurp € 0.001), atrocities
exposureff < 0.001), and perceived thrept<
0.001) than the non-PTSD-PV group. The
PTSD-PV group were exposed to more
atrocities than the PTSD-non-PV groyp<(
0.05), although did not differ on combat
exposure or perceived threat.
In a classification tree analysis, those in the
PTSD groups who had marital adjustment
scores of more than 3.8 had a 16.2% rate of PV.
Among those with lower marital adjustment,
those who did not report alcohol misuse had
7.5% rate of partner violence. Those who had
used alcohol but had witnessed parental PV had
a 0% rate of PV. Those who had low marital
adjustment, report alcohol abuse, and did not
witness parental PV had a 79.5% rate of PV.
Study 12 To examine relationships IV: PTSD, trauma | Vietnam veterans Repeated measures analyses showed the PT$O SD symptoms were associated
between PTSD, anger, and prime. tested as PTSD-| group evidenced higher state anger scores thatith increased anger. The PTSD
Taft, C. T., | intimate partner violence using negative. the non-PTSD group across conditions and timgroup reported higher state anger
et al. a trauma prime. DV: Physical and (p < 0.001). Also state anger increased over| across time and neutral and trauma
(2007Db) psychological time following the trauma prime in the PTSD | primed conditions, and higher
intimate partner group p < 0.001). Time was not significant fgranger reactivity during the trauma
violence (IPV), the non-PTSD group or following the neutral | prime condition. The PTSD group
anger, anxiety. prime. also exhibited more anger reactivity
to the trauma prime than the neutral

The PTSD group reported experiencing highe
levels of anxiety than the non-PTSD gropp<(
0.001). Time was significant across all group

Brprime.

sThe groups did not differ in levels
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and conditions; anxiety decreased post-
manipulation f < 0.01), but decreased
significantly more following the neutral prime
than the trauma prime.

The PTSD group had higher post-trauma prin
state anger than the non-PTSD gropg: 0.05),
but the groups did not differ on post-trauma
prime anxiety levels.

PTSD symptoms were associated with
psychological partner abuge £< 0.001), and
physical partner abusp €< 0.05).

Compared with the non-PTSD population, the
PTSD population scored higher on physical
assault and psychological assapl&(0.01).

PTSD symptoms were associated with trait
anger, state anger, and anger reactivity durin
the trauma prime condition with large effect
sizes.

Trait anger positively associated with partner
abuse, both psychological (large effect size)
physical (medium effect size).

Both state anger and anger reactivity were nd
associated with partner abuse following the
trauma prime, therefore were not included in
mediation analysis.

A mediational analysis showed trait anger
mediated the relationship between PTSD and
physical aggressiom (< 0.05), and between
PTSD and psychological aggressipn<(0.05)

of anxiety following both the
trauma and neutral prime.

PTSD symptoms were associated
nevith physical assault and
psychological aggression and trait
anger mediated this relationship.
The higher the levels of PTSD
symptomology the higher levels o
state and trait anger, and anger
reactivity following a trauma cue.

Trauma cued state anger was not

> associated with risk of partner
abuse, but more dispositional ang
problems were.

and

—
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Authors Group
(Year)
Study 13 | To test a model examining the| 1V: Anxiety, None detailed. In bivariate analyses, PTSD, dysphor PTSD symptoms are directly
interrelationships among depression, combat symptoms and anxiety were significantly associated with aggression.
Taft, C. T., | combat exposure, PTSD exposure, PTSD. associated with aggression in the medium range
et al. symptoms, dysphoric (p < 0.05). Dysphoric symptoms partially
(2007¢) symptoms, and anxiety DV: Aggression account for the effect of PTSD on
symptoms in predicting Combat exposure was not significantly aggression.
aggressive behaviour amongst associated with aggression. Combat exposure was not directly
veterans. associated with aggression, but
In the model, there were direct effects of indirectly through PTSD.
combat exposure on PTSD, of PTSD symptoms
on dysphoric and anxiety symptoms, and of | Anxiety was not associated with
PTSD on aggression. There were also direct| aggression when considered with
effects of dysphoric symptoms on aggressior]. other variables.
Combat exposure and anxiety did not show a
significant association with aggression in the
model.
There was a significant indirect association
between PTSD and aggression through
dysphoric symptoms, and from combat
exposure to aggression through PTSD, and
through PTSD plus dysphoric symptoms.
A mediation analysis showed dysphoric
symptoms mediated the relationship betweern
PTSD and aggression, and PTSD mediated the
relationship between combat exposure and
aggression.
Study 14 | To examine correlates of IV: Combat None detailed. In bivariate analyses, PTSD andeision Combat exposure was only
intimate partner aggression exposure, PTSD evidenced significant associations with partnersignificantly associated with
Taft, C. T., | (IPV) among veterans seeking| symptoms and non-partner general and psychological | general psychological aggression
et al. treatment for PTSD, including | (hyperarousal, re- aggression in the small to medium range:( among partnered veterans.
(2009) combat exposure, specific experiencing, 0.05-<0.01).

PTSD symptoms, and

depression.

numbing, self-

persecution),

PTSD symptoms of hyperarousal

were the strongest predictor of
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)

depression. Arousal symptoms showed strongest aggression.

DV: Aggression
(physical and
psychological), on
partners and non-
partners.

association with all types of aggression with

effects sizes in the medium to large range othdbepression symptoms did not

than a small effect size with physical partner
aggression.

Re-experiencing symptoms were significantly

associated with aggression with mostly small
medium effect sizes, except psychological
aggression, which was not associated.

Numbing symptoms significantly associated
with psychological partner aggression and
psychological general aggression.

Self-persecution symptoms associated with
physical aggression in both groups and with
psychological aggression with non-partnered
veterans.

Combat exposure evidenced a small, signific
positive association with general psychologic
aggression among partnered veterans.

In a regression analyses, when accounting fg
depression, re-experiencing symptoms and
arousal symptoms, only re-experiencing
remained significant in predicting partner
physical aggression, although the model was
not significant.

When predicting general physical aggression
among partnered veterans, only arousal
symptoms remained significant.

evidence any association with
aggression.

to

ant

=
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Conclusion

When predicting partner psychological

aggression, depression, numbing and arousal

were considered; only arousal remained
significant.

When predicting general psychological

aggression, depression, combat exposure and

the 3 PTSD sub-scales were considered; onl
arousal remained significant.

When predicting general physical aggression

among veterans without partners, depressior], 3

PTSD sub-scales and self-persecution were
considered; none of the variables were
significant.

When considering general psychological
aggression among veterans without partners
depression, 3 PTSD sub-scales and self-
persecution were considered; only arousal
remained significant.

Study 15

Teten, A.
L., etal.
(2010)

To examine differences within
the Iraq and Afghanistan
veterans with and without
PTSD and on a number of
military and clinical variables
and demographics to understa
how intimate partner violence
and co-morbid disorders may k
represented.

To examine differences for
veterans with PTSD from Iraq
and Afghanistan compared to

IV: PTSD, military
variables (theatre,
number of
deployments,
service, time
nderved),
demographics
gethnicity, marital
status, children,
employment
status), clinical
variables
(depression,

Vietnam veterans in relation to

substance misuse).

Vietnam veterang
with PTSD vs.
Irag/Afghanistan
veterans with
PTSD.

Irag/Afghanisan
veterans with
PTSD vs.
without PTSD.

There were no differences between the grouf
on substance misuse or depression diagnosi

There were no group differences in reports of

aggression between Iraq / Afghanistan veterarBTSD and are more likely to be

with PTSD and Vietnam veterans with PTSD

Irag / Afghanistan veterans with PTSD report
significantly more psychological aggression
towards a partner compared to Iraq /
Afghanistan vets without PTSp € 0.03).

Irag/Afghanistan veterans with PTSD were
significantly more likely to have suffered an

draq / Afghanistan veterans with
5.PTSD were more likely to
psychologically abuse partner tha
Irag / Afghanistan vets without

—

injured by their partner.

e&eports of aggression, perpetrating
and being victimised, were
significantly correlated, suggesting
mutually violent relationships.

Combat exposure did not
distinguish individuals with or
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Study # Aim Variables Comparison Results Conclusion
Authors Group
(Year)
intimate partner violence and | DV: Psychological injury by their partner than Irag/Afghanistan | without PTSD.
co-morbid disorders. aggression, veterans without PTSp(E 0.04).
physical assault and The current study suggests the
injury, mutual Irag / Afghanistan veterans with PTSD have | association in the literature between
violence. significantly higher scores on social desirabilityvietnam veterans with PTSD and
than Vietnam vets with PTSIp & 0.04). partner aggression may also be
applicable to Iraq / Afghanistan
Irag / Afghanistan veterans with PTSD were 6 veterans with PTSD.
times more likely to report sustaining injury
from their partner than Iraq / Afghanistan
veterans without PTSp(< 0.05).
Combat exposure did not differ significantly
between the groups.
Study 16 | To investigate the structure of | IV: PTSD. None detailed. There were statistically significdifiterences | There were higher levels of verba
aggressive behaviour in in the levels of verbal and physical aggressiohand physical latent aggression in
Zori¢i¢, Z., | Croatian soldiers with combat-| DV: Verbal vs. indirect, verbal and physical latent soldiers suffering from combat-
et al. related PTSD. aggression, aggressionf(< 0.01). related PTSD. These findings
(2002) physical differ from general population

aggression, indirect
aggression, verbal
latent aggression,
physical latent
aggression.

There was no statistically significant differeng
between the levels of verbal aggression and
physical aggression, or between the levels of]
verbal latent aggression and physical latent
aggression.

enorms when all aggression patterns
are found at equal levels.

Results suggest a different structyre
of aggression in patients with

PTSD, aggression being mostly
cumulated at the latent, both verbal

and physical level.
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Summary of characteristics of studies

The included studies were mainly undertaken in the US, with two from Croatia, and éhclude
a mix of ethnic groups. They included mainly military veterans as wetlme surrently

serving personnel with an average overall age of 45 years, where ageorded. Only

four participants were female. Participants had mainly served in Vietnaafsbuh Iraq

(both 1991 and 2003 conflicts), Afghanistan, the Balkans, and the Second World War. Many
of the studies drew their data from other, larger studies, predominantly ibadii&ietnam
Veterans Re-adjustment Study (NVVRS) in the US.

Many of the participants had been clinically diagnosed with PTSD as aaotsathbat
experience and were identified having sought treatment at a veteras @ffag. In some
studies this group was compared to military veterans/personnel in treathehtd other
diagnoses, such as substance misuse and psychosis, as well as other military
veterans/personnel without a diagnosis. These comparison groups were ofterdrecruite
through advertising or having been screened for PTSD. Comparisons were made for
differences in the levels of violence perpetrated by the military vetgrarsonnel, which for
most studies looked at reports of intimate partner violence. The violent behaviounseskam
included physical violence, verbal threats of violence, property damage, psychological
aggression and threats with weapons. In those individuals who were identified as
perpetrating violence, other correlates and mediators were investigated.

Those variables that were investigated were often similar. They inclenxedf combat
exposure, relationship difficulties, symptom severity, co-morbid disorderdyfaharigin
dysfunction, substance misuse, anger, hostility and the three PTSD sympt@nschugier-
arousal, re-experiencing and avoidance. Demographics were also often inslvdedlzes

examined.

Most of the studies were case-control, cohort, or cross-sectional in designaséheantrol
studies compare a PTSD group and control group and look for differences between the
groups. Cohort studies examine a group who have been exposed to trauma and look for
PTSD and other consequences. Cross-sectional studies examine a sampl&SQidt 8T
particular point in time. Therefore, all the studies were retrospectivecad not determine

direction of causality. Many of the studies used the same measuree|(eetf-
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psychometrics), taking a correlational and regression approach to analysis.wéhesome

researchers who also developed structural equation models.

A database was developed which compared all participant characterigtibedmof
analysis, measures used, and variables tested in order to facilitate theisomgiastudies.
This database enabled the filtering of study content in order to identify calbhgpaesults for
data synthesis.

Quality of Included Studies

Table 3 lists the final articles and their quality assessment informaitbscare:
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Table 3

Quality Assessment of Included Studies

Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA

Authors Score

(Year)

Study 1 n=151 Combat Atrocities exposure subscale —|aNone detailed. Multiple regression. | Correlational design 10
exposure, age. | subscale from the Vietnam era means that no causal lin

Beckham, | Vietham combat veterans, stress inventory, IC: 0.87 possible.

J. C., et al. | with chronic PTSD, help- (validated).

(1998) seeking at an outpatient A lack of standardised

PTSD clinic.

Age — 50, 52% European
American, 48% minority

(93% African-American),
education — 13yrs, comb3
exposure — mod-heavy.

—

PTSD symptom severity —
Mississippi scale for combat-
related PTSD and the Clinician
Administered PTSD Scale
(CAPS), (inter-rater reliability
of 0.93, validated).

Davidson trauma scale — PTS[
symptoms in the last week, hig
reliability and validity across

trauma populations (validated)

Trauma related guilt inventory
(TRGI) - high internal
consistency, adequate tempora
stability, and concurrent validity
(validated). However, the item
development was based on a
limited number of clinical
interviews and clinicians who
reviewed interviews for guilt
characteristics.

Interpersonal violence — overal
violence index (OVI), subscale
of the Conflict Tactics Scale

=

D

measure for atrocities
exposure and items that
overlap with combat
exposure. Other
measurement limitations
with TRGI and OVI.

Self-report.
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)

(CTS). Factor analysis supports

the subscale (validated).
Study 2 Study 2.1 Study 2.1 Study 2.1 Study 2.1 Study 2.1 Study 2.1 S21

n=37 No community | Combat Exposure Scale 62% return rate | t-test. PTSD sample were on | 11

Beckham, violence. (validated) — strong internal for non-PTSD anti-depressant
J. C., etal.| Control group: 20 male | Significant stability and test-retest sample. Logistic regression. medication (although this
(2997) combat veterans without | effect of age, reliability. is more likely to reduce

PTSD. Non-PTSD sample
recruited by mail to a
random selection of 200
veterans who had sought
services during the
previous year. This
suggests they may have
suspected they had PTSL

Experimental group: 17

help-seeking, male combatcombat exposure

veterans with PTSD.

Age — 47, 65% European
American, 35% Minority
(95% African-American,
5% Native American),
socio-economic class —
lower middle class,
education -15yrs, combat
exposure — moderate to
heavy and moderate for
non-PTSD.

Both samples were signe
up to a longitudinal study
on hostility and physical

economic factors
and combat
exposure were
controlled for.
PTSD more
prevalent in
younger
).participants of
lower economic
status and highe

levels. Ethnicity
was balanced.

PTSD veterans
were sig
younger, of
lower economic
status and had
higher combat
exposure (mod-
heavy) than non-
PTSD group.

0 PTSD group
significantly
more likely to be

health recruited from

Mississippi Scale for Combat
Related PTSD (validated) —
found to be reliable and valid inj
both treatment seeking and
community samples. Must have
score of 107 or more (cut-off
recommended by previous
studies) for PTSD group, or
I score of 89 or less for non-

> PTSD group.

The Structured Clinical
Interview for DSM disorders
(SCID) or CAPS administered
(validated) — Inter-rater
reliability 0.9. Different
measures used to measure
PTSD.

Standard Family Violence Index
(validated) — completed by
subject and a friend or family
member. This is a subscale of

includes physical violence but
also threats with a knife or gun

taking

Alpha coefficient for this

the Conflicts Tactics Scale. This

Logistic regression wa
used instead of
ANCOVA because of
unequal distribution of
the dependent variable
across groups (ordinal
DV).

5 aggression).
Small sample.
Correlational.

Self-report.
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)

outpatients PTSD clinic. | medication. subscale 0.62-0.68.

The control group were

the consecutive

participants in the larger

longitudinal study.

Study 2.2 Study 2.2 Study 2.2 Study 2.2 Study 2.2 Study 2.2 S22

n=118 Younger age PTSD measures as above: None. Correlations The CAGE assessment | 13

Help-seeking, outpatient,
combat veterans with
PTSD.

Age — 48, 62% European
American, 38% minority
(98% African-American,
2% Native-American),
socio-economic status —
middle-lower, education —
15yrs, combat exposure -
mod-heavy, meds — 70%.

was associated
with greater
combat exposure
and greater
PTSD severity.

PTSD severity
was correlated
with combat
exposure and
hostility.

Mississippi Scale for Combat
Related PTSD (validated) —
found to be reliable and valid ir
both treatment seeking and
community samples. Must hav
score of 107 or more (cut-off
recommended by previous
studies) for PTSD group, or
score of 89 or less for non-
PTSD group. Or the SCID or
CAPS administered — Inter-rate
reliability 0.9.

D

=

Child Physical Punishment
Subscale of the Assessing
Environments (validated) —
excellent test re-test reliability
in distinguishing abused and
non-abused adolescents —

endorsement of 4 or more items.

The CAGE screening
guestionnaire — alcohol misuse,
(validated).

The short form of the Cook
Medley Hostility Scale

Logistic regression.

identifies problematic
use rather than level of
use.

Other factors that may
potentially impact level
of violence were not
accounted for e.g.,
Criminal records.

These results are only
correlational and do not
indicate causation and
there may be mediators
(pre and post-military).

Self-report.
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)
(validated) - primarily cynicism
mistrust and antagonistic
behavioural tendencies.
Standard Family Violence Inde
(validated) — completed by
subject and a friend or family
member. This is a subscale of
the conflicts tactics scale. This
includes physical violence but
also threats with a knife or gun
Alpha coefficient for this
subscale 0.62-0.68.
Study 3 n=116 Age, education, | Mississippi Scale for Combat- | None detailed. Frequencies. Self-report. 12
marital status, related PTSD (validated).
Begi, D., | Combat veterans in socio-economic Analysis not robust.
& Jokic- Zagreb. status, previous | The PTSD interview
Begic, N. maltreatment, (validated).
(2001) In psychiatric treatment | aggression prior

since 1995 for various
psychiatric disturbances.

18 hospitalised, 98
outpatients.

79 (68%) PTSD, 37 (32%
had a diagnosis of some
other psychiatric disorder
(anxiety, affective, and
borderline personality
disorder). Patients with
psychosis and organic
brain syndrome were
excluded.

to war
experience.
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Study #
Authors
(Year)

Sample

Controls

Measures

Attrition Rate

Analysis

Limitations

QA

Score

No veterans sent through
courts.

PTSD grouptf = 79): age
36; employed — 40 (51%)
unemployed - 20 (25%),
retired — 19 (24%);
mistreated — 27%;
previous violence —
16.5%; problematic
alcohol use — 40%.

Mental disorder groum(

= 37): age 38; employed -
22 (60%), unemployed- 7
(19%), retired — 8 (22%);
mistreated — (11%);
previous violence —
13.5%; problematic
alcohol use — 30%.

Both groups lower to
lower-middle class.

Study 4

Byrne, C.
A, &

Riggs, D.
S. (1996)

n=50

Couples of male Vietnam
veterans with PTSD
symptoms and female
partners living together at
least one year.

Served active duty and
exposure to combat
between 05 Aug 1964 an

07 May 1975.

Combat

exposure.

Combat Exposure Scale

(validated) IC: 0.85, test-retest

reliability: r = 0.97.

Conflicts Tactics Scale — verba

and physical aggression
(validated).

PTSD Checklist Military

version (PCL-M) IC: 0.97 and

test-retest reliability: 0.96,
correlates with Mississippi

None detailed.

Correlations.

Regression.

Small self-selected
sample.

Correlational analysis
precludes confirmation
of a causal hypothesis,
the causal direction may,
differ.

Self-report.
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)

Newspaper adverts and Scale (validated).

flyers in the Department

of Veteran Affairs medica Psychological Maltreatment of

centre in a large city. Women Inventory (PMWI),

1C:0.91-0.95 (validated).

Veteran's age — 49,

partner’s — 44; lived Relationship Problems Scale,

together 13 yrs; average IC:0.86 (not validated).

number of children — 2.
Study 5 n=78 Schizophrenic | Michigan Alcoholism Screening Two of t-test. Self-report. 12

and substance | Test (MAST, validated). Schizophrenic

Freeman, | Patients with PTSD, abuse groups Group refused | ANOVA. Correlational.
T. S., etal.| schizophrenia and screened for Drug Abuse Screening Test consent.
(2003) substance users admitted PTSD and (DAST, validated).

to a Veteran Affairs discounted. One did not

Hospital having served The Hostility Scale (validated).| complete

during Vietnam or since. | Discounted measures.

All unemployed. those in The Buss Aggression

33 consecutive admission
to PTSD rehabilitation
programme (27 from
Vietnam-era). Age — 48.

23 patients admitted to a
dual-diagnosis
rehabilitation programme
with a diagnosis of
schizophrenia (10
Viethnam-era). Age — 44.

22 substance abusing
control subjects admitted
to a domiciliary

programme for substance

Schizophrenic

sgroup if too

impaired to
complete
measures.

Substance
misuse group
screened for
psychosis using
SCID.

Significant

difference in age
of groups, PTSD

group oldest.

Questionnaire (validated).

Weapons Survey (not
validated).

CAPS — PTSD (validated).

SCID (validated).
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)
abuse recovery (10
Vietham-era). Age — 42.
Study 6 n=117 Those who had | Combat Exposure Scale Missing datan | Correlations. Reasons for seeking 14
no combat (validated). = 6. treatment not available.
Jakupcak, | Treatment-seeking Iraq | exposuren =6, t-test.
M., et al. and Afghanistan veterans| discounted. Desert Storm Trauma Unclear which norm
(2007) presenting to a health Questionnaire (not validated). ANOVA. group should be used.
clinic between May 2004 | Age, race,
and June 2005. education, and | Patient History Questionnaire -+ Regression. Self-report.
income. problem drinking (validated).
97% Men, 3% women; Possible malingering due
71% white; age — 33; PTSD Checklist Military to compensation seeking.
education — 14yrs; version (validated).
married — 50%, single - Cannot infer causality.
35% , divorced — 13%; State Trait Anger Expression
Army/National guard — Inventory (STAXI) Spielberger Correlational.
78%, reserve status - 70%. (1988) Strong reliability
(validated).
PCL-M: PTSD cut-off 50,
sub-threshold PTSD 35- Brief Symptom Inventory (BSI)
49, and non-PTSD <35. (validated).
Aggression items (not
validated).
Study 7 n =565 Effects of SCID (validated). None detailed. Chi square. Different adapted CTS | 12
hospitalisation measures used to assess
McFall, Male Vietnam veterans | through Mississippi Scale for combat Odds ratios. violence in NVVRS and
M., et al. seeking inpatient psychiatric PTSD (validated). hospital samples, more
(1999) treatment for PTSDn(= group. Correlations. inclusive criteria in
228); age — 46; education Conflicts Tactics Scale NVVRS.
— 14yrs; married — 37%; | Global (validated), adapted, 4 months Regression.
employed <12%; 70% Assessment of | prior. Psychiatric group
Caucasian, 12% African | Functioning relatively small sample.

American, 10% Native

(GAF) scores.

American, 5% Hispanics,

=N

Global measure of self-reporte
violence (not validated).
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)
1% Asian, 2% Other; CES PTSD screening form (not Exclusion criteria
—10.3; co-morbid validated). impacts generalisability.
disorders — 91%.
War stress interview — Only 4-month interval to
Compared with a group o admission supplement (not assess violence for
male psychiatric patients validated). patient groups but 12
without PTSD ( = 64); months for NVVRS.
52% psychiatric acute War stress intake questionnaire
ward, 48% substance — psychopathology and Not sufficient variance in
misuse; consecutive substance use (not validated). PTSD group
admissions with Vietnam- demographics.
era military service history Combat Exposure Scale
but no combat (validated). Self-report.
experience; no TBI, acute
symptoms or PTSD; age Global Assessment of Not generalisable.
— 47; 78% Caucasian, Functioning (validated).
19% African American, Correlational.
3% Asian or Hispanic.
Over 90% of the PTSD
Compared with a group had co-morbid
community sample of disorders.
Vietnam veterans with
PTSD who had never begn
hospitalisedrf = 273),
from NVVRS with
comparable level of
combat exposure; age —
40.
Study 8 n=376 None detailed. ‘Family dysfunction’ (not NVVRS 80% Structural Equation Retrospective self-report. 12
validated). response rate tq Modelling (SEM).
Orcutt, H. | Vietnam veterans from Family turmoil — IC: 0.65 family Cross-sectional design af
K., etal. NVVRS with PTSD, Severe Punishment — 0.92 interviews. NVVRS.
(2003) distress, or combat Inter-parental violence —

exposure. 24% African

American, 29% Latino,

(yes/no).

Ambiguity in direction of

association for some
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)
47% White/other. Early trauma exposure — variables.
All married or co-habiting inventory of traumatic events.
with partners. Current psychological
Relationship with Mother (not state of participants.
validated) IC: 0.91.
Social desirability.
Relationship with Father (not
validated) IC: 0.92. SEM does not confirm
the model it simply
Diagnostic interview schedule asserts that there are ng
items relating to ASB pre-15yr¢ data available to
(not independently validated) disconfirm.
IC: 0.74.
Combat exposure items, (not
validated) IC: 0.94.
Perceived threat items, (not
validated) IC: 0.84.
Mississippi Scale for combat
PTSD (validated), IC: 0.94.
Conflicts Tactics Scale, physical
sub-scale (validated), IC: 0.9.
Study 9 n=179 Couples who Conflict Tactics Scale, Inclusion of Regression. Couples who were 14
were abusing (physical) violence scale Other in the Self abusing substances or
Sherman, | Male veterans in couples| substances or | (validated) over last year. Scale — data currently DV were
M. D., et seeking relationship currently DV only available excluded.
al. (2006) | therapy at a veteran familywere excluded | Locke-Wallace Marital for half as
therapy clinic between from program. | adjustment Test (validated). introduced Inclusion of Other in the
Sept 1997 and Nov 2003, halfway. Self Scale — data only

Co-habiting female
partner.

Only PTSD
group had

combat

Inclusion of Other in the Self
Scale (validated).

available for half as
introduced halfway.
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)

Diagnoses of PTSh = experience Demographics measure Not enough variation in

60; age — 51; White — (leading to designed by author (not level of marital

82%, Black 12%, PTSD). validated). satisfaction to show

Hispanic — 3%, Indian — significant differences.

3%; education — 13 years Review of medical record (not

employed — 27%. validated). Convenience sample.

Depressionn = 68; age — Self-report.

48; White — 94%, Black —

6%, Hispanic — 0%, Indian Correlational.

— 0; education — 14;

employed — 38%.

Adjustment disorder or

partner relational problem:

n=51; age — 49; White —

84%, Black — 14%,

Hispanic — 2%, Indian —

0%; education — 14;

employed — 54%.

Couples who were

abusing substances or

currently DV were

excluded.
Study 10 | n=1168 Dealt with SCID (validated). Of 1,461 Structural Equation Causal indicator 11

missing data eligible Modelling. modelling assumes that

Taft, C. T., | Male veterans who served control for age | CAGE (validated). Internal participants: the observable variables
et al. in Vietnam between and combat consistency reliability estimate| 1,328 completed Assessed for strongest cause the underlying
(2007a) August 1964 and May exposure. was 0.87. the initial non- | model. latent variable.

1975: currently using
inpatient or outpatient
Department of Veterans
Affairs (DVA) services;

not taking any

“Aggression Measure” (not
validated). Verbal and physica
aggression.

psycho-

physiological
| study

assessment.

Psycho-

Bivariate associations
(correlations).

High degrees of
multicollinearity.
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)
autonomically active Heart Rate. physiological The cross-sectional
medication and did not testing was nature of this study
have any medical Skin Conductance. completed by precluded the ability to
condition that might alter 1,210 draw firm causal
physiological responding. participants, but conclusions.
42 of these
Recruitment took place on individuals were Self-report.
DVA programs between eliminated
1989 and 1992. owing to
artefact or other
1,461 individuals met technical issues
eligibility criteria from leaving data
group of 2,115 veterans. from 1,168
participants for
Of the final sample of the psycho-
1,168 participants: age 43; physiological
education 14; 67% analyses.
Caucasian; 20% African
American; 9% Hispanic;
2% American Indian /
Alaskan Native; and 2%
as Asian/Pacific Islander;
mean earnings: $17, 194
per year; 52% married;
62% Army, 23% Marines,
9% Navy and 6% Air
Force; “moderate” combat
exposure (mean score of
18.9 on Keane’s Combat
Exposure Scale).
Study 11 | n=109 None detailed. Mississippi Scale for combat | Family t-test. Modest sample size — | 13
PTSD (validated). interview insufficient power.
Taft, C. T., | Vietnam veterans response rate in| Chi square.
et al. interviewed as part of the Conflict Tactics Scale NVVRS was Cross-sectional data.
(2005) NVVRS. (validated) violence subscale | 80%. Correlations.
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)
Age 40; 89% Married; (physical), IC: 0.90. Classification tree Retrospective self-report.
64% Caucasian, 26% analysis — optimal
African-American, 8% Diagnostic interview schedule discriminant analysis. | Psychological state of
Native American, 1% (DIS) - co-morbid problems veterans.
Asian (32% further (validated).
identified themselves as Family-of-origin
Latino-Hispanic). Dyadic adjustment scale measure not broad
combined with Marital enough.
PTSD positive if scored dissatisfaction scale IC: 0.91
>89. (validated). Correlational.
Combat exposure, NVVRS
scale (validated).
Atrocities exposure, NVVRS
scale (validated) IC: 0.93.
Perceived threat, NVVRS scalé¢
(validated), IC: 0.84.
Childhood abuse and parental
DV assessed with one item
(non-validated).
Study 12 | n=60 Controlled for Cue Reaction Questionnaire | None detailed. 3 way ANOVA (groug Not controlling for 12
education level, | (CRQ), designed for present x condition x time). interfering factors within
Taft, C. T., | Combat veterans, served| age, ethnicity, study (not validated). Internal the week that separated
et al. between 1964 and 1973. | income, level of | consistency 0.94-0.96. Reliable Regression. neutral and trauma
(2007Db) In a heterosexual combat over 1 week. primed measures.

relationship for at least a
year.

Self sampling —
advertising responses in
1997-8 in a North-Eastern

city. Small sample,

exposure.

The level of
combat exposure
was significant
with PTSD

symptoms.

Clinician Administered PTSD
Scale (CAPS). Blake, et al.
(1990). (Validated.) Semi-
structured diagnostic interview
widely used. High inter-rater

reliability and internal

Not generalisable to
other military groups,
demographics.

Directional issues as
cannot tell whether trait
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)
unequal number of PTSD consistency 0.92-0.99 with anger caused both PTSD
(n=18) and non-PTSDn( perfect diagnostic agreement for and abuse rather than
= 42) participants. all participants. Conducted by mediated them.
trained and experienced
PTSD participants: Age researchers. Reliance on self-report.
51; 83% White.
State Trait Anger Expression Some measures not
Non-PTSD participants: Inventory (STAXI) Spielberger validated.
Age 52; 88% White. (1988) Strong reliability
(validated).
Beck Anxiety Inventory (BAI)
Beck and Steer (1990) Good
internal consistency 0.92-0.96
(validated).
Conflict Tactics Scale (CTS)
Straus (1979). Consistency and
reliability 0.80 (validated).
Participants primed with
Trauma prime and neutral
prime, one week apart to avoid
carryover effects, order
counterbalanced.
Study 13 | n= 265 Level of combat | Combat Exposure Scale 8 excluded due | Structural Equation Directionality cannot be | 12
exposure across| (validated). to lack of Monitoring. assumed.
Taft, C. T., | Male veterans seeking combat zone. combat
et al. treatment for PTSD CAPS (validated) IC: 0.88. exposure. Retrospective self-report.
(2007¢) between Sept 99 and Sept
03. Beck Depression Inventory Missing data Malingering, due to
(validated) IC: 0.92. dealt with compensation seeking.
81% applying for statistically.
disability status. Beck Anxiety Inventory Correlational.
(validated) IC: 0.94.
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Study #
Authors
(Year)

Sample

Controls

Measures

Attrition Rate

Analysis

Limitations

QA

Score

Age 54; 81% White, 13%
African American, 3%
Hispanic, 2% Asian or
Pacific Islander, 1%
American Indian or
Alaskan Native.

51% Married, 28%
Divorced, 11% Never
married, 6% separated,
3% co-habiting partner,
1% widowed.

79% Vietnam, 7% WWII,
7% Desert Storm, 4%
Korea, 3% Other; 61%
Army, 21% Marines, 11%
Navy, 8% Air Force; 70%
Enlisted, 24% Drafted, 69
Volunteered.

68% PTSD.

Aggression Measure (not
validated). Includes verbal

threats and physical violence

during prior 4 months.

Study 14

Taft, C. T.,
et al.
(2009)

n=236

Male veterans referred fo
PTSD screening between
Jan 03 and Jan 08.
Exposed to combat.

161 with partner (78%
PTSD), 75 without (78%
PTSD).

Age — 53; 76% White,
16% African American,

Combat
exposure.

Combat Exposure Scale
(validated).

CAPS (validated).

Mississippi scale for PTSD
(adapted) IC: 0.92.

Beck Depression Inventory
(validated) IC: 0.92.

Conflict Tactics Scale

(validated). Revised — Physica

510 screened, o
which 333
completed. 236
completed
psychometrics
indicating
combat
exposure.

Therefore, 274
from initial
screening did
not complete

f Correlations.

Regression.

Cross-sectional design
limits ability to draw
causal conclusions.

Comparison non-PTSD
group had high levels of
sub-threshold PTSD.

Other variables not
accounted for (e.g.,
psychopathology, TBI,
substance misuse, etc.).

11
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Study # Sample Controls Measures Attrition Rate | Analysis Limitations QA
Authors Score
(Year)

2% Hispanic, American subscale and Psychological assessment.

Indian or Alaskan Native, Aggression subscale: IC: 0.57

3% Other. (Physical); IC :0.79 Missing data

(Psychological). dealt with

45% married, 25% statistically.

divorced or separated,

11% never married, 4%

living with partner, 1%

widowed.

63% Vietnam, 11% Deself

Storm, 5% Iraq, 1%

Afghanistan, 2% Korea,

2% WWII, 9% Other.

50% Army, 24% Marines,

7% Navy, 5% Air Force,

5% National Guard.
Study 15 | n=94 Significant Crowne-Marlowe Desirability | 475 potential. Chi-square. Co-occurring disorders | 9

difference in Scale: Alpha = 0.83 (non- 38% are also associated with

Teten, A. | Male veterans of Vietnam ethnicity validated). uncontactable. | Odds-Ratio. aggression.
L., etal or Irag/Afghanistan who | proportions 11% declined.
(2010) completed routine between Conflict Tactics Scale (revised, 6% not qualified Significant CMDS

screening for PTSD. Vietnam vets validated). IC: 0.92 18% contacted results suggest social

and Iraq / (psychological aggression, at a later date. desirability issues for
Recruited via phone over| Afghanistan physical and injury sub-scales)| Iraq / Afghanistan
6 months and from vets. Of final 27%, veterans.

announcements in the
clinic. In a heterosexual
relationship for 3 months
prior.

Irag/Afghanistan veterans
with PTSD @ = 27);

Irag/Afghanistan veterans

Substance abusé
disability status
and depression
in both Vietnam
and Iraq /
Afghanistan

Demographic and Military

2, Items (non-validated) including
substance use, depression, TB
As verified through medical
records.

groups.

1/3 did not
attend
l.appointment.

One Vietnam
veteran’s resulty
excluded.

Sample size - power not
significant.

Aggression may have
pre-dated military
service.
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Study #
Authors
(Year)

Sample

Controls

Measures

Attrition Rate

Analysis

Limitations

QA

Score

without PTSD ( = 31);
Vietnam veterans with
PTSD 6 = 28).

59 Irag/Afghanistan
veterans (27 PTSD, 2 sub
threshold PTSD [PTSS],
31 no PTSD/PTSS), 35
Vietnam veterans (31
PTSD, 2 PTSS, 2 neither
2 both.

41% White, 34% African
American, 24% Hispanic,
1% Asian American; 57%
Married; 19% on active
duty; 57% Army, 8%
Navy, 23% Marines, 2%
Air Force, 4% National
Guard, 6% multiple
branches.

Significant difference in
ethnicity proportions
between Vietnam vets an
Irag/Afghanistan vets.

PTSS (sub-
threshold
PTSD) results
excluded.

2 individuals
who served in
both conflicts

were excluded.

Study 16

Zoricié, Z.,
et al.
(2002)

n=40

Croatian male war
veterans.

Average age 35.

55% single.

No other
psychiatric or
medical co-
morbidity.

All taking
psycho-

pharmaceuticals

SCID (validated): inter-rater
reliability 0.97.

Watson's PTSD interview:
agreement with SCID (0.95).

Aggression rating scale A87
(validated); includes physical,
indirect and verbal aggression.

None detailed.

ANOVA.

Scheffe post-hoc.

Self report.

Correlational.
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Study #
Authors
(Year)

Sample

Controls

Measures

Attrition Rate

Analysis

Limitations

QA

Score

62% high-school
educated.

All have combat-related
PTSD.
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Summary of Quality Assessment

The total combined number of participants was 3817, however it must be considered that
there was overlap in some of the samples. There were no studies that wssedaaséhigh
guality’ (15-20), all except one were assessed as ‘reasonable quality. (Btldly 12 was
assessed as ‘low quality’ (5), mainly due to a low sample sizelf and no recognised

methodology; it is therefore not included in the data synthesis.

There were similar limitations for many of the studies as they werasimdesign. Many

of these limitations would be more likely to lead to a type two error suggestnegniagy be

a greater effect than is detailed, rather than leading to any false &fents Cross-sectional
studies are limited in their ability to infer causation between the vasiabig can fail to
control for all possible confounding variables. In cross-sectional studiesneiagdual pair

is not compared. However, this can be done with case-control studies to look at direct
relationships between the variables, although again there are often unaccounted for
confounding variables. Many of the studies attempted to account for confoundingegariabl
including demographics, although the authors generally recognise thatthisotbrhave been

possible. This has also led to complex research design in comparing numeroussvariable

Many studies had low sample numbers which may have impacted the staistiea and

may not have allowed for sufficient variability across the sample on some ofrihigles

Low statistical power can lead to ‘type two’ errors, meaning the null hypetisasrongly
accepted, and no effect if found where there is one. However, most studies still found an
effect, and some of the studies did have larger samples. The sampling methodudresll s
was biased to a certain extent. Recruiting was mainly by conveniencengpagpihe
participants identified themselves through help-seeking. There may be ehiatiastof

those who are help-seeking that distinguishes them from those who do not seek help. Some
studies had a high attrition rate due to issues such as incomplete data andreg€lusi
participants who experienced borderline PTSD. Cohort studies are particutasitiveeo
attrition rates with one study losing 2/3 of its sample. The analysis performed fram

basic frequencies to complex models of direct and indirect relationships angdonti
different amounts of variance. The majority used correlations however. Thiationiad
design precludes any conclusions regarding direction of causality. Tiegtbifollowing
data only provides information regarding the relationship between PTSD and theegariabl

and mediators related to violence, rather than causation.
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Descriptive Data Synthesis

In comparing the results of studies in relation to the variables they includedtibm
considered whether the measures used in each study are the same or, if natthéyetine
indeed measuring the same construct. Similar variables across the studiesemageuped
for the purposes of data synthesis and comparison of results. However, it mustitibatote
there has not been statistical confirmation that these variables areing#seisame
construct. The differences in the samples, the constructs measured, and thesha@asur
statistics used preclude any quantitative data synthesis, thereforetigeadyathesis was

used.

Table 4 shows the grouped variables and the identification numbers of the studies that

examined each variable.

Table 4

Variables Included in Each Study

Variable Group Studies

Demographics 1,2.2,5/6,7,9
Exposure 1,22,4,6,7,8,12,14,15
Co-Morbid conditions 5,7,9,12,13, 14, 15
General functioning 7

Family of Origin 2.2,8,12

Current Family Factors 4,9,12,16
Affective States 1,6,13
Substance / Alcohol Misuse 2.2,5,6,7,11

PTSD symptoms and violence.PTSD symptoms were positively associated with levels of
violence in all the studies, including physical, sexual, verbal, psychologid¢ht, tedated
aggression and property damage. @oéret al. (2002) found that for veterans with PTSD,
levels of verbal and physical latent aggression were higher than other Typestudies that

looked at the specific symptoms of PTSD related to violence, found the strongesttiass

DC

with the hyper-arousal symptom cluster (Taft et al., 2007a; Taft et al., 2009). -The re
experiencing symptoms also showed an association with aggression (Taft et al., 2009),
although this was through physiological reactivity in Taft, Vogt, MarshalpuRio, and Niles
(2007a). The avoidance and numbing symptoms were negatively associated withaggress

in one study, although this effect disappeared when other variables were caonSidéret

al., 2007a), and showed the strongest association with violence in McFall et al. (1999). When
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the symptom clusters were considered together, only hyper-arousal edraaignificant
predictor of aggression (Taft et al., 2009). Taft et al. (2007c) found that PTSD dmpressi
symptoms partially accounted for the relationship between PTSD and aggreSscultt,

King, and King (2003) found the relationship between family dysfunction and childhood anti-

social behaviour was only associated with violence via PTSD.

Different control groups were compared with veterans with PTSD for levelslehce.

Studies included non-PTSD control groups (Beckham, Feldman, Kirby, Hertzbergpte M
1997; Jakupcak et al., 2007; Sherman, Sautter, Jackson, Lyons, & Han, 2006; Taft et al.,
2007Db; Teten et al., 2010) as well as those with other mental health diagnoses including
schizophrenia (Freeman, Roca, & Kimbrell, 2003; McFall, Fontana, Raskind, & Rokenhec
1999), depression (Sherman et al., 2006) and substance misuse (Freeman et al., 2003). In all
cases the PTSD group demonstrated higher levels of violence than the compatigon gr

This included physical, verbal, psychological aggression, and use of weapons. One study
(Jakupcak et al., 2007) compared a borderline PTSD group who also had elevated levels of
violence compared to controls. Inpatient PTSD patients reported higher levelkotei

than a community PTSD group. There was no difference between rates ofevialéme
depressed and PTSD couples (Sherman et al., 2006). Other findings in comparing groups
revealed that level of violence was linked to the severity of PTSD symptonichéBeet al.,
1997).

The effect of PTSD on levels of violence remained when controlling for co-morbid
psychopathology and combat exposure (McFall et al., 1999), and substance misuse and age
(Jakupcak et al., 2007). Other variables may have an effect on this relationship however.
Taft et al. (2005) compared a PTSD violent group, a PTSD non-violent group, and a non-
PTSD violent group. The PTSD positive violent group indicated increased levelsishk all r

factors suggesting many possible mediating variables.

Demographics. The average age of all participants was 45 years, with study averages
ranging from 33 to 54 years. All studies were comparable on average age,hatiheug

study did not give this information (Teten et al., 2010). In the study by Freema(2e08)

age was significantly higher in the PTSD group compared to the psychosis group and
alcoholic group. However, the age of the PTSD group was comparable to PTSD groups in

other studies and this may have been a function of the veteran status of the PTSD geoup. A
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was found in Jakupcak et al. (2007), Sherman et al. (2006), and Beckham, Feldman, and
Kirby (1998) to be negatively associated with aggression and violence, themioger age
was a risk factor for violence. Beckham et al. (1998) and Beckham et al. (1997) also found
age negatively correlated with increased PTSD symptoms suggesting RiESDore severe

in younger participants.

All participants were male except four females included in one study; JakumEdak2€07).
This is not a sufficient comparison of gender differences and it is sugdestékis may be a
function of the over-representation of men in the military, as well as the secrékelihood

that men will be exposed to combat situations.

Where information regarding ethnicity was available, ethnic groups that egresented
included Caucasian, Latino, African-American, Native-American, AsiaaGkBlAmerican-
Indian, Alaskan-Native, Pacific Islander, and European-American, andipantis were
from the US and Croatia (four studies did not specify). Ethnicity was not idensfied a
differing significantly between groups in any of the studies excephEetal. (2010) who

found differences in the ethnicity of the Vietham and the Irag/Afghanistan groups.

The average years of education of participants, where specified, wasrbéBvaed 15

years, although ten studies did not give this information. In those studies that did grsvide t
information, the number of years of education were the same for both PTSD and non-PTSD
participants. However, Begand Joki- Begi (2001) found a significant effect of level of
education on levels of violence, with lower educational level being associatedevéhsed

violence.

Where employment information was given in three studies; one indicated alipaentisc

were unemployed (Freeman et al., 2003), one reported low employment for the RTHD g
compared to the control group (27% & 54% respectively; Sherman et al., 2006), and one
detailed comparable employment levels amongst PTSD and non-PTSD groups (5%6 & 59
respectively; Begic & Jokic-Begic, 2001). Due to the age of the veterarsibex a

number that were retired, and those that were hospitalised were often unemployed. N
studies found a significant effect of employment status.
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Socio-economic group was only reported by Beckham et al. (1997) anta®eigiok-
Begk (2001), and both studies found a significant relationship with levels of violence.

Lower socio-economic group was associated with increased levels of violence.

There are no details of marriage status in five of the studies. However, inttities all
participants were married or cohabiting (as part of sampling critévie)studies reported
>50% of participants were married or cohabiting, and the remainder of thesg@jdnad
lower percentages of married participants, although this information was nosalleay. It
is not possible to state whether married status differed between the PTSD andsion-PT

groups.

In 11 of the studies PTSD participants were in treatment; inpatient (two $fudigsatient
(seven studies), or a mixture of both (two studies). This was accounted for in onleystudy
comparing inpatient and outpatient populations (McFall et al., 1999), which identified a

significant effect of inpatient status on increasing violence.

Only one study specified that all participants were taking psychoactige (Zorti¢ et al.,
2002), however the remainder of the studies did not account for this variable. This has

therefore not been investigated as a potential variable in the studies.

One study did not state which combat zone the veterans were deployeddit @a.,

2002), ten studies included veterans who had served in Vietham only, one study included
participants who served in the Balkans (BegjiJoki¢-Begi¢, 2001), one study included

those who served in Irag and Afghanistan (Jakupcak et al., 2007) and three included
participants who had served in a mixture of combat zones (Taft et al., 2007¢c, TaR2@d%|

& Teten et al., 2010). None of the mixed studies found a significant effect of combat zone.

Exposure. Level of combat exposure was included as a variable in nine studies, with varying
results. Combat exposure was only directly positively associated with viotefeé et al.

(2009), although this relationship was only present for those with partners. There was no
association between combat exposure and aggression in Jakupcak et al. (2007). However, it
was indirectly linked to aggression through PTSD in a number of studies (Byrne & Rigg

1996; Taft et al., 2007a; Taft et al., 2007c), and specifically through the hyper-amodsal

avoidance symptom clusters (Taft et al., 2007a). However, Orcutt et al (2003) found comba
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exposure had a negative correlation with violence without PTSD as a mediator. Combat
exposure was also indirectly linked to aggression through depression (Taft et al), 2a007c¢
was significantly associated with increased trait anger and hogldikyipcak et al., 2007).

In Orcutt et al., (2003) level of combat exposure was directly linked to childhoodaiati-s
behaviour. This finding suggests that individuals who exhibited anti-social behaviaur whe
younger were more likely to be placed in situations of combat. PTSD positive intévidua
who were violent report significantly higher combat exposure than the non-PTSDr partne
violent group (Taft et al., 2005).

Beckham et al. (1998) found exposure to atrocities was significantlydétateerall PTSD
symptom severity, and more specifically re-experiencing symptoms, basnglilt

cognitions. It accounted for a small but significant amount of the variance nmoithel

developed by McFall et al. (1999). In comparing groups for levels of atrocipese,

Taft et al. (2005) found those with PTSD who were violent reported higher levels of exposur
than those with PTSD who were not violent, or non-PTSD violent groups. Overall this
suggests that atrocities exposure is related to levels of PTSD but alsddmfexelence in

those with PTSD.

Co-morbid conditions. Several different co-morbid conditions were examined. Depression
was included as a variable in four of the studies. It was significantly atsibeiith violence

in Sherman et al. (2006), Taft et al. (2007c) and Taft et al. (2009), although in thstiatier
this relationship did not remain when accounting for other variables. Depression did
moderate the relationship between PTSD and aggression in Taft et al. (2007ayad his
supported by McFall et al. (1999) who found no significant effects of depression on violence.
There was no difference between the PTSD and depressed groups in levels of indlemce
study by Sherman et al. (2006). Schizophrenia was examined as a variablerbgret al.
(2005), with individuals with schizophrenia scoring lower than the PTSD group on
aggression and hostility measures. Taft et al. (2007b; 2007c¢) included anxiety agial pote
variable associated with PTSD, however no direct link was observed. Anxiety was not
associated with aggression when accounting for other variables, although it wedlyndi
related through depression and PTSD (Taft et al., 2007c). Other co-morbid disoeder
considered in McFall et al. (1999) who found that co-morbidity did not account for violence
in the inpatient PTSD group. However, Taft et al. (2005) did find that co-morbid

psychopathology was associated with violence.
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General functioning. Level of functioning was found not to be related to levels of violence
by McFall et al. (1999).

Family of origin factors. Childhood physical abuse experiences were unrelated to violence
in Beckham et al. (1997). Tatft et al. (2005) also found no significant differenceseetive
PTSD partner-violent and the non-PTSD partner-violent group, or the PTSD non-partner
violent group in family of origin variables. However, Orcutt et al. (2003) found the higher
the level of family dysfunction, the greater the level of childhood anti-sodiahMozur, and

the greater the report of PTSD symptoms which was associated with violdrereforfe, the
veterans’ background was found to indirectly impact their level of violence, althioeigh t

quality of their relationship with their parents did not have an effect.

Current family factors. Taft et al. (2005) found the PTSD partner-violent group scored
highest on all family and relationship dysfunction variables, and Byrne agd Ri§96)
found current relationship conflict mediates the relationship between PTSD anssagyre
However, Sherman et al. (2006) found marital satisfaction was no less for PTSBsdbiaypl
for couples where other psychopathologies were present. It is also of natetdraét al.
(2010) found those with PTSD were more likely to report being the victim of violeorce fr

their partners.

Affective states Anger was investigated as a variable by Taft et al. (2007b) who reported
that trait anger, state anger, and trauma cued anger were all sighjifietated to PTSD,
although only trait anger was indirectly related to violence through PTSDpchdkat al.

(2007) found reports of anger were greater in the PTSD group, and borderline PTSD group,
when compared with controls. Combat exposure was also significantly astogtate

anger, however the relationship between PTSD and anger remained when accounting for
combat exposure. Beckham et al. (1998) found increased guilt cognitions wiere tieela

higher levels of atrocities exposure and younger age.

Substance misuseBegic and Joki-Begic (2001) report in their study, 60% of the violent
patients were under the influence of alcohol. Of the four other studies that cahsidetrel
misuse as a variable, Beckham et al. (1997) found it did not impact levels of violence and
Freeman et al. (2003) found the group with PTSD and the group with schizophrenia

diagnoses scored higher on the aggression questionnaire than the problem alcohol use group.
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However, current alcohol use levels were the same in these three groupsteiuengid be
considered as controlled for. Both Freeman et al. (2003) and Jakupcak et al. (2007) also
found a significant relationship between PTSD and violence when controlling dbioélc
misuse. However, Taft et al. (2007a) found an association between PTSD, alcohol misuse
and aggression. They found that hyper-arousal PTSD symptoms had an indireatiassoci
with aggression through alcohol; however re-experiencing symptoms had a@egati
association with levels of aggression through alcohol. The relationship betweeraR@SD
violence remained when controlling for substance misuse, although substan@editsus

account for some of the variance (McFall et al., 1999).

Discussion

Main Findings

This systematic literature review considered the relationship betweid Bnd violence in
military personnel and veterans, and the potential variables that mediatéationsaip.

After systematic search procedures were applied and the resulting statkesssessed for
quality, 16 research articles remained. The data from these articlextnated and
synthesised in order to provide an overall picture of the relationship between PTSD and
violence, as represented in the literature. The previously observed (Kulkal&oal)

positive relationship between symptoms of PTSD and the perpetration of violencedanymili
populations was supported. The nature of this relationship was explored and certain other
variables were also found to account for this relationship and are discussed leere. Th

applicability of these findings is discussed based on the limitations in the/revie

All studies included in the review were unanimous in finding a positive relationskpdret

PTSD and violence. Those studies that compared groups were also unanimous in finding the
PTSD group showed the highest levels of violence. There were also variablaesdieted

this relationship.

Certain demographics have been found to increase risk of violence in the wider population
and were shown to impact levels of violence in this group. In particular there was a
significant effect of age on the relationship between PTSD and violence, witggroun
individuals being more vulnerable to PTSD and violence, as well as both together. Socio-

economic group and levels of education were also negatively linked to violence in some
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studies, which again has been observed in other populations (Wood, 2006). Similar results
were reported for the US and Croatian studies suggesting that thesemesulie
generalisible across different populations. However, the scope of the nagenali

represented in the sample was limited therefore this would need expanding to othéountr

A risk factor that has been widely linked to violence in the general population tarstds
misuse (Webster et al., 1997). However, this link was less clear in the cuickes st
Alcohol use impacted levels of violence through certain PTSD symptoms, althosigh thi
relationship existed independently of alcohol use also. There were a limited rafmber
studies that looked at the effect of substance misuse and it was more often cloiatrolle

rather than investigated.

Problems in the militarpersonnel/veteran’s childhood and family of origin were only found
to indirectly impact violence through increased levels of child-hood anti-socialibehand
later increased levels of PTSD. It seems that general dysfunctibe family was

associated with prior criminal behaviour and the relationship between pridgnalrim

behaviour and current violence was facilitated by PTSD.

Problems in families of the militagyersonnel/veterans were found to mediate the
relationship between PTSD and violence, and this is pertinent given the majority n€giole
reported was intimate partner violence. However, there were indicationsahknps in
relationships were present for other psychiatric disorders also, and thetiémee was

mutual which may indicate contextual precipitators of violence.

The significant effect of in-patient status on levels of violence may be dud ito plae
stresses within this context, but also the severity of the PTSD symptomgliasl by their
inpatient status. A variable that was not accounted for in this setting that pexct ievels
of violence is the use of prescribed psychoactive medication. However, this wantide
likely to decrease the incidence of violence. Co-morbid disorders such as depression
appeared to have their own impact on levels of violence, and this is reflectechinigem
mental illness and violence (Mullen, 2006). However, the effect of PTSD remained

independent of co-morbid disorders.
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Chemtob et al. (1994) found that 24 veterans of the Vietnam War with PTSD diagnoses
scored significantly higher on an anger factor, comprising multiple meastaager, than

did comparison groups of 23 well-adjusted Vietnam combat veterans and 12 non-combat
Vietnam-era veterans with psychiatric diagnoses. Anger was also found evibis to be
linked to PTSD, however a link to violence was only found in one study. This was not a

variable that was explored by many studies however.

Although the variables listed above have often also been identified as risk factoodence
in the general population, variables which may be unique to this population relate to the
experiences that military personnel/veterans are exposed to in combat. Altbmegtisect
links to violence were observed, these experiences were mainly found to relateased
levels of violence through PTSD symptoms.

Applicability of Findings

The majority of this research has been conducted with Vietnam veterandJgAhe
Therefore, some of these results may not be generalisable to veterans obofiets.
However, Teten et al. (2010) found that there was no difference betweemViattexans

and Irag/Afghanistan veterans on aggression measures.

The extent to which this research is generalisable to civilian populatiom®hlasen

confirmed. However, many of the risk factors for violence found are also well dotadne

in research on civilian populations, suggesting there are shared risk factorseoceiol he

only variable which may have been unique to the population was combat experience, which
was associated with violence through PTSD. It is suggested that a reviewpoésence of

risk factors for violence in PTSD in a civilian population may reveal simitarte

Limitations

In comparing the results of studies in relation to shared variables it must b#ecedsis to
whether the measures used are the same or, if not, whether they are indeeithgnibes
same construct. This could be done through statistical correlations. Not alreseased in
the studies were validated and there may have been overlap in some of the items in the
measures. Measures were also often reliant on self-report which magdhawdias in the

information provided. It is possible that violence was under-reported due to social
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desirability issues, or perhaps PTSD symptoms may have been over-reportechdue to t

compensation seeking status of the participant.

Due to the variation in study design only qualitative data synthesis was possibléeaVbass
the potential for author bias in the interpretation of results. Secondly it does notaalltne f
correct weighting to be given to the results from different studies dependihg quality of
the study and the sample size. A meta-analysis approach to exploring ¢terétarould

have produced more robust and less biased findings, and would have assigned proportionate
weightings to each study based on the sample size. However, this was not posstbelue
many of the samples being duplicated between studies (data was often takérefrom
NVVRS study), and because the measures used differed between the studies. iffhe qual
assessment applied was somewhat arbitrary, and did not provide different wsightach
item proportionate to the impact on the quality of the study. The reliability of thieyqua
assessment could have been demonstrated through using multiple raters aimd) aste¥ss
rater reliability. Also, the quality assessment criteria were nightetl to take into account
the extent of the impact of each criterion on the quality of a study, which could bave al
been considered. The quality assessment process revealed similar swveees the studies
as there were limitations that many of the studies shared. Firstlynipdirsgfor all studies
was biased, perhaps due to the nature of the population, and as such there is limited
generalisability of these results. Some data were drawn from the sensetlaherefore

there may be some overlap in participants which cannot be identified. Secondly tieere we
numerous variables under investigation and complex relationships emerged thaveay
been simplified in the process of data synthesis. Even given the numerous variables
accounted for, it still cannot be suggested that the studies will have accountedyfor eve
potential variable in the relationship between PTSD and violence. Alongside this the
analyses used in the studies were correlational and as such cannot infer tioa difec

causality in the relationships found.

Although the exclusion of unpublished studies ensures the included research has been peer
reviewed, this may also lead to the exclusion of good quality research. There athgrbe
reasons for research remaining unpublished. Researchers may be less pkiblysh

research which does not find an effect in the way they had anticipated. On thitheasis

may be unpublished research that contradicts the findings detailed here.
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Conclusions and Recommendations

Implications

The relationship between PTSD and violence is supported by the studies in this review.
However, there are still numerous relationships with other variables thahrpast account
for this relationship, including demographics, family dysfunction, co-morbid disyrder
contextual factors, affective states and substance misuse. Given that¢hauenerous
variables identified which are also recognised risk factors in the d@ognalation, the risk

in military populations may be similar. However, it remains to be establlistieese risks
were elevated prior to the onset of PTSD or since. Significant methodollgications

preclude any causal inferences from the results of the research so far.

Recommendations for Future Research

Differing methodological approaches to research in this area could be cedsader
standardised measures will need to be used where possible. There is potehgdiridirtgs
within this population to be generalised to civilian populations where the presenceldf PTS
may also impact levels of violence. There is also potential to consider the whptatic

risk factors and dynamic risk factors on violence in this group, which could help tdyidenti
risk is found to manifest only since military service. This could include consareditthe

role of protective factors prior to and post military service. This has potenpatations

for risk assessment of violence.

The majority of mediating factors identified here do not explain the psydhalqocesses
between PTSD and violent behaviour. Anger is one psychological mediator that has been
explored in a number of research studies into mediators of PTSD and violence as it is a
common symptom of PTSD. However, anger does not function in isolation, there are
associated cognitions. The General Aggression Model (Anderson & Bushman, 2002) detail
the importance of cognitions and information processing in the instigation of violent
behaviour. The Ehlers and Clark model of PTSD (2000) identifies changes in cognitions
following the experience of trauma leading to thoughts such as “I am not sdf&jther

people think | am weak”. These cognitions may facilitate the perception af e trigger

a ‘survival mode’ (Chemtob et al., 1988) impacting information processing and the

interpretation of situations. Imagined violence can act as rehearsalesftviehavioural
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‘scripts’ which become increasingly accessible as a behavioural regptuesamann, 1988),

particularly after witnessing violence (Smith et al., 2009).

Therefore, future research could explore the conditions associated with angi&Dindach

as cognitions linked to anger and increased risk of violence. Such research could help to
inform cognitive behavioural treatment of violent behaviour in PTSD through idexgfifyi
problematic cognitions. Measuring such cognitions can be difficult; howeveryés¢oRe
Assessment of Violence Thoughts has been identified as one such measure. Thegfollow
chapter presents an evaluation of a measure of cognitions associated witteyifukowed

by a research study investigating the role of violent cognitions in medRTiS® and

violence.
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Chapter Three

Psychometric Critique

The Firestone Assessment of Violent Thoughts
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Introduction

The Firestone Assessment of Violent Thoughts (FAVT) was published in 2008 and was
developed by Robert W. Firestone, PhD and Lisa A. Firestone, PhD. Firestone atuh€&ire
are part of the Glendon Association in the US, conducting research and providing fi@ining
mental health professionals. They identified that although psychometriadeiist
assessing thought processes related to sexual offending, there was notitamgrsrelation

to violent offending (Doucette-Gates, Firestone & Firestone, 1999). The FAV¥T wa
designed as a self-report measure to identify violent thoughts on the basisytlaaethe
associated with violent behaviour. The assessment describes thoughtssathtlideliefs
experienced through the individual’'s inner ‘voice’ (Firestone & Firestone, 200®)y dssert
that this inner ‘voice’ can impact an individual’s behaviour and risk of violence. This
concept appears to be related to cognitive psychology, however Firestone atah€ire
(2008) focus on psychodynamic principles, describing this internalised ‘voice’ as
representative of the individual’'s experiences of their early caregivlesy stiggest the
measure can be used as part of violence risk assessment, but also for preverdiencaf vi
and the identification of individual treatment needs and outcomes. The FAVT isedview
here in terms of its psychometric properties, such as reliability andtyaéidiwell as its

usefulness and empirical foundations.

Overview of the FAVT

The FAVT consists of a series of statements reflecting thoughts and belaéd to

violence. The statements have been designed to reflect one’s own thoughts, presented as
though they were another person speaking. This is what Firestone and Firestabe dsscr
the inner ‘voice’ (Firestone, 1988, 1990, 1997). They suggest this ‘voice’ is a pattern of
negative thoughts accompanied by angry affect. These negative thoughts aregoopo
develop through traumatic experiences as a child (Firestone, 1988, 1990). ‘Vok€ att&ac
described as experiences of introjected negative messages as though ettby weices of

the individual’s parents or early caretakers (Firestone & Firestone, 200B8)efore,

Firestone and Firestone (2008) suggest an individual who experienced an abusive childhood
would experience more severe ‘voice attacks’ than others, associatingttiheke with early
trauma. The ‘voice’ and subsequent violent thoughts are hypothesised to prime violent
behaviour, therefore Firestone and Firestone (2008) suggest they can be used tclagdess ri

violent and aggressive behaviour, but also to prevent violence and inform treatment.
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The respondent is required to self-report whether the statement reflectssthéhoughts or
not, using a three point Likert scalerwver/rarely, sometimeandfrequently/always.
Individuals scoring 1.5 standard deviations above the norm are considered to have scores in
the elevated range, and those scoring two standard deviations above the meandaedonsi
to have highly elevated scores. The items in the assessment have been grouped into f
‘levels’: paranoid/suspiciouge.g., they are out to get yopgrsecuted misfie.g., they are
going to make a fool of you}elf-depreciating/pseudo-independéng., you have to take

care of yourself because no one else woNgrtly aggressivée.g., violence is the ticket), and
self-aggrandizinde.g., you are number one). The FAVT is also divided into two theoretical
subscalesnstrumental/proactiveiolence andostile/reactiveviolence. The concept of
hostile versus instrumental violence has been widely used in the functionalsaobiyslent
behaviour and relates to whether the individual uses violent behaviour in pursuit of an
alternative goal, such as robbery (instrumental violence) or in response to amatltyot
arousing situation (hostile violence) (Maguire, 2004). There are also twayabdies built
into the FAVT: thenegativityscale, and thmmconsistencycale. Thaegativityscale

includes the items that are rarely endorsed at the extreme level, even in thélaos
samples. If an individual endorses many of these items at the highest |g\aaithe
considered to be responding in an unusually negative manner to the assessment. The
inconsistencycale compares the responses to pairs of similar items to assess thermnsis
of the responses. Finally, the FAVT also provides data to establish the aigyrefiof

differences between pre-treatment scores and post-treatment scores.

A pilot study in the development of the FAVT was conducted by Doucette-Gateset al

1999 with a group of 576 participants in order to develop the measure. Firestone and
Firestone (2008) then obtained a standardisation sample of 639 members of the US public in
order to establish norms and conduct further analyses of the properties of the FAYT
development of the FAVT and the authors’ analyses of the validity and reliaititg

FAVT is examined here, giving consideration to the literature regartfiecfiee

psychometric test development.
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Characteristics of a Good Test

Kline (1986) suggests a psychological test is good if: it is at least anainseale; it is
standardised, reliable and valid; and it discriminates between groups, as Wwalling
appropriate norms.

Normative Sample

Doucette-Gates et al., (1999) obtained a sample for the initial developmentaéi\tiie

which included 576 males, 63% of whom had a history of violent behaviour. They were
recruited from a range of groups in the US including individuals on parole, individuals in
custody, individuals under community psychiatric supervision, and a non-clinical sample
from community and civic organisations (not specified). Participants clyrezrgaged in
anger management or conflict resolution programmes were excluded fromdhas this

may have impacted their responses (Doucette-Gates et al., 1999). This shvepse

enabled the FAVT to be developed within different populations, including a psychiatric
population, allowing good generalisation to a variety of individuals. However, of tia ini
654 eligible participants 78% were male. As such, there was an insufficieadefsample to
include them in the study; therefore, female participants were excludetbl@sample of

576 (Doucette-Gates et al., 1999). Of the final sample, Doucette-Gates et al. rép@99)
71% of participants were in custody, 12% were on parole, 6% were engaged with outpatient
mental health services, and 11% were individuals from community and civic orgarssati
There was some demographic diversity in the sample with 67% of participantsi@auca
18% African American, 9% Hispanic/Latino, 4% Native American, and 2% Asian. The
mean age of the participants was 33.7 years with an age range of 17-74 years. Of this
sample, 63% were identified as having engaged in violent behaviour (DoucetteeGalte
1999). This information was obtained from participants’ official records. An individasl w
considered to have a history of violent behaviour if they had received a conviction émnt viol
offences including rape, assault, battery, manslaughter, homicide, seekbiEngerment of
others, sexual assault, and threats with weapons (Doucette-Gates et al., i@9Rjualls
classified as non-violent included those who had convictions for non-violent offences and
community samples who self-reported no violent behaviour. This indicates thigatrim
record checks were not performed for the community sample, representingenddfen the

way violence was measured between the groups. It is possible that egidempmn-violent
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status may have been inaccurate due to a reluctance to disclose offending,tteadiorrect
classification. Similarly, categorising the individuals on the basis of cauvigolence only,

will have excluded any unconvicted violent offenders.

Following the development of the FAVT, a standardisation sample was obtained thmough a
internet survey in 2007 by Firestone and Firestone (2008). Potential respondents were
excluded if they were currently incarcerated or receiving psychiatatrent, had

uncorrected vision or hearing loss, or were unable to read English at the thircegedderi

the basis of the Flesch-Kincaid model; Flesch, 1974). The sampling did not exclude women
who formed 50% of the sample. Of those contacted through the US Census, 639 individuals
responded anonymously and met the criteria. The sample was considered a close matc

the demographics of the US population when compared to the Census (Firestone & Firestone
2008). Of the standardisation sample, 15% had a history of arrest. An incarcefiereace
sample § = 80) and an anger management reference samplé&) were also obtained from

a single US prison in 2007. Within the standardisation sample, an analysis of van@dnce a
post-hoc analysis revealed there was a significant negative relationshgebege and

FAVT scores suggesting violent thoughts reduce with age. Firestone astorieré2008)

also found that men scored higher on most FAVT scales compared to women in the sample,
although women scored higher on the self-aggrandising and self-depreciatidg/pse
independent scales. Their analysis also found that African-Americans sagired dwverall

on the FAVT than Caucasians, as well as on some of the individual scales. Finedlyyas

a main effect of education level on the self-depreciating/pseudo-independent and
instrumental/proactive scales; and post-hoc analysis revealed those who did restspimg
further education scored higher than those who did complete further educatiomifEi&st
Firestone, 2008).

The effects of age and gender accounted for 5% and 10% of the variance in the scores
respectively. Although there was a significant effect found for ethraaidyeducation they
accounted for only 3% and 2% of the variance, respectively. On this basis, Firestone a
Firestone (2008) suggest the differences related to ethnicity and edumatinot of clinical
significance. Therefore, the standardisation norms have only been divided by age and
gender. Demographics were not found to be significant in the reference groups.
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The FAVT appears to have been developed and standardised on a wide range of sample
populations within the US, producing a good normative sample for comparison and allowing
for generalisability. However, the initial development of the FAVT excludathfes in the
sample as there were insufficient numbers, yet the standardisation sachpled both
genders. This represents a discrepancy between the development and stédndardisa
samples, particularly as a main effect of gender has been found. The hayksriisenales
may be due to the FAVT being developed with males only, however it could also be
suggested this would be expected on the basis that men generally report more thalence
women (e.g., Monahan et al., 2001). There were also differences in the way violence wa
measured between the groups in the development sample (i.e., some based on official
records, some self-report), which could have led to incorrect classificatinallyFthe main
effects of education and ethnicity have not been taken into account when producing
normative data, although the authors provide a justification for this. The normatipkesa
could be broadened further as the FAVT has not yet been demonstrated as apfoopisate

with an inpatient psychiatric population or a learning disabled population, for example.

Item Selection

The FAVT was developed using item response theory (IRT) as an altetioatiassical test
theory. Classical test theory focuses on an individual’s overall test stlee than

individual items and hence, although respondents to a psychometric may achieveethe sam
score, their experiences of the construct being measured may have begiffarent.

Taking the example of two individuals who achieve exactly the same score on aidepress
and anxiety scale, one may have endorsed all items related to depression dmel {herson
may have endorsed all items related to anxiety. IRT overcomes thigibmitg predicting

an individual's response to each individual item, highlighting this difference assichl test
theory, the items are also unable to represent different difficulty oritseleeels, whereas in
IRT there is a hierarchical structure to the items using the Rasch Modet, iwisitepwise
rather than continuous. Therefore, if the more severe/difficult items areseddircan be
assumed the less severe/difficult items will be endorsed also. In thiRWarhs to

develop tests that are cumulative (Kline, 1998).

Potential items for the FAVT were generated through discussion with tsisrapiploying
Firestone’s ‘voice’ therapy. Discussions identified common thoughts emengihgrapy

that appeared to be associated with violence. Following this, individuals undergoiag voic
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therapy were asked to review the initial 187 items of the FAVT to comment on wirethe
were any thoughts missing that they have previously experienced leadmgngbduring an
incident of violent behaviour. In the development of the FAVT items, the initial 187 items
were administered in the pilot version. Mean-squared, infit and outfit analysesisesl to
consider the response patterns at each extreme end of the scale and the itedsraté¢he
scale respectively. In IRT analysis, according to the Rasch model, & ieildevould be
expected to be endorsed if a more severe item is also endorsed (Kline, 1998)hdtetias t
not follow this pattern were identified and removed by Doucette-Gatéq£999) using the
item fit analysis. However, there would be a lack of variability if this patiere followed
perfectly, therefore it would be considered an ‘overfit’ and determir(id3gcAyla, 2008).
Items with infit and outfit values below one may overfit the model represertiugpdancy,
and values substantially greater than one represent noise from other vamgialetsng the
data (De Ayala, 2008). Where there was missing data, the respondent’s rpeaseds the
other items was used. This method can lead to significance where significandenat
otherwise have been found (Field, 2005). However, it was rarely used as therdata we
almost complete, therefore it was required for no more than one item for eactiuabli In
Doucette-Gates et al.’s (1999) IRT analysis, 70% of the 187 FAVT itenesremmoved to

leave the final 56 items.

Initially a five point Likert response scale had been applied to the FAVT iteongver the
differentiation between the scale pointeverandrarely, andfrequentlyandalways,was
assessed as low for many items. Therefore, these options were collajpse® @ three

point Likert scale (Doucette-Gates et al., 1999).

Subscales

Analysis of the FAVT then looked at where there appeared to be sub-constructsoos’fac
within the construct of ‘violent thoughts’. This was identified through factor asdlys

looking at patterns of responding to items that suggest they could be similar. dfedysis

was performed on the final FAVT items which allowed Doucette-Gates (@989) to

identify latent variables which contributed to the construct of violent thoughtsrelideility

of factor analysis is dependent on sample size, with 300 being suggested as a good sample
size (Comrey & Lee, 1992; Tabachnick & Fidell, 1996). On this basis, the sampleedbtai

by Doucette-Gates et al. (1999) of 576 would be considered more than sufficientdor fa

analysis.
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There are different methods for identifying the number of factors withimstizict.
Eigenvalues indicate the size of a factor, and each variable has an kigearivane,

therefore factors must all have eigenvalues above one to be of interest (Kline, 1998)
Although eigenvalues are not provided by Doucette-Gates et al. (1999) it isteddmyes
Stevens (1992) that using a scree plot is sufficient to identify factors withesaing$ of

over 200. Factor analysis with the FAVT used scree plots to identify the number ofdact
and they were examined for the interpretability of the grouped items. A notablerpibie
curve on the plot gives an indication of where the cut off for the number of factors lies
(Cattel, 1966). Items that loaded on more than one factor were considered bgtdreas

to which factor they were to be included in, and rotation was used to maximise the twading
one factor and minimise the loading onto other factors. Rotation looks for the best solution
as to which factors the items load onto, without changing the correlations (Kline, 1998).
When it is expected there will be independent factors present, orthogonal rofatien al
higher loadings of fewer variables on each factor, simplifying intexpoa (Field, 2005).
However, Cattel (1978) highlights that it is unrealistic to assume that tioesfawuld be
independent, and it could be argued that the factors in the FAVT would be expected to
correlate because they are all considered to be related to violent thought graneskih

case obligue rotation may be used which maximises the eigenvalues (Kline, 1998).
Orthogonal varimax factor rotation was used to improve interpretation of tlesfacthe

FAVT. Stevens (1992) suggests for a sample of 600, items loadings on the factor should be
greater than 0.21 and recommends only items with factor loadings of at least Oitjrexpla
16% of the variance, should be interpreted. The lowest factor loading of any ofrthénite

the FAVT was 0.505, therefore meeting this criterion.

In looking at the themes within the factor items, four factors were igigatlved at after
rotation:social mistrustwhich accounted for 38% of the varianperceived
disrespect/disregardyhich accounted for 12.1% of the variangegative critical thoughts,
which accounted for 8.2% of the varianaagexpression of overt aggressiamhich

accounted for 5.6% of the variance (Doucette-Gates et al., 1999). Overall thansolut
accounted for 63.9% of the variance (Doucette-Gates et al., 1999). Kline (1998) suggests
70% of the variance should be accounted for; the more the better. This factor solion fall
just short of this recommendation. If a low amount of the variance is accountechéyr i
mean the test measures a different variable to the factors, or that ieutegliable and has

a high error (Kline, 1998). Therefore, these figures could indicate the FAVT does not
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measure the construct of violent thoughts as it claims to, but rather four otied rel
constructs (the four factors). However, it could also mean there are fowneteim the
construct of violent thoughts. It is important the construct being measureecisgnised
construct in order to determine which it is (Field, 2005). The use of oblique rotaticadinste
of varimax could also have helped to demonstrate where factors are inted-(Eiatd,

2005).

Many of the items of the FAVT appear to be potentially linked to other constvhath may
moderate violence. It could be suggested the FAVT represents grievance {pakargid
ideation, negative self-image, anxiety, hostile attribution bias, narcissidgemental

attitudes, and the planning and justification of violent behaviour. However, relationships
between the factor constructs were demonstrated with moderate to gadticors between

the subscales of between 0.61 and 0.78 (Doucette-Gates et al., 1999), which suggests there i

an overall relationship between these constructs.

Firestone and Firestone (2008) later renamed the four factors, as wallrag@dra items
and an additional factor. They decided to go back to the original items and add amaldditi
item to theparanoid/suspiciouscale, two additional items to thersecuted misfgcale,

three additional items to tiself-depreciating/pseudo-independsaéle, and four items to the
overtly aggressivecale. This was felt to increase the content validity of the scale$th A fi
factor was also added to the FAVT, even though it was not identified in the fadi@isna
on the basis of having identified it as an important construct through discussions with
‘experts’. This scale was made up of four additional items and tesetiebgrandising

These additions appear to disregard the factor analysis and there are no ddike arathe
new scales. Confirmatory factor analysis could be undertaken with the new iscatder to
consider whether these additions were appropriate, but this does not appear to have been

done.

In determining the theoretical subscalegnstrumental/proactivaggression and
hostile/reactiveaggression, the authors asked experts to identify which items related to each
type of violence. They then performed correlational analyses and princippboents

analyses fixed at one factor in order to identify weak items on the basis of negativer
excessive correlations, improvements in item-total correlations whenwerssemoved,

and the factor loadings of the items. This led to four items being excluded from the
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instrumental/hostile scale and the final solution accounted for 34.54% of the varfdhce
factor loadings were between 0.5 and 0.64. For the hostile/reactive scaldetheeweére
removed and the final solution accounted for 44.16% of the variance with factor loadings
between 0.56 and 0.75.

In developing the inconsistency scale, five item pairs were selected omsikeHat they
showed the strongest correlations with each other. The frequency of iteainsis
endorsement of these items was then examined in the sample data. In developing the
negativity scale, ten items were identified that were endorsed at thetheylet Hy fewest
respondents. The percentage of responses at this level to these items wateddtrutach

normative sample for comparison.

Standardisation

The FAVT can be described as a standardised measure which ensures thefrésitest

are not dependent on the administrator. It is completed by the individual, thee=folts
should not differ depending on the administrator. However, reliance on self-reperttpres
its own problems, such as socially desirable responding and individual differences in the
interpretation of the items. The readability of the FAVT was assessegithsi Flesch-
Kincaid formula (Flesch, 1974), which indicated that individuals with fifth or sixttegra
education should have no difficulty in comprehending the assessment. However, there
appears to be scope for differing interpretation of some of the items, singhitesit “why
don’t you fix things once and for all”, which could be interpreted as dealing with a problem
in an appropriate or inappropriate manner. Individuals may also generalise the dralight
endorse the item on the basis of having had similar thoughts. The issue of interpretat
could be reduced by enabling discussion of the meaning of the item with an adwanistr

should any confusion occur.

Discriminating

A good test should also discriminate between individuals, as Kline (1986) points suiofit i
useful if everyone who takes the test achieves the same score, it will naghrtiginly
differences between individuals. This can be measured using Fergusonighileitas not
reported by Doucette-Gates et al. (1999). Ferguson’s delta gives a nwddhere
discriminative ability of a test comparing the greatest number of wlis@iions possible

given the sample size and the number of items, and the number of discriminations made by
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the test (Kline, 1986). However, it would seem very unlikely that individuals will report
having had exactly the same thoughts. There was insufficient variabilitg mumber of
individuals reporting previous violence in some of the groups in the sample to be able to
analyse them, as discussed later. Notwithstanding this, the FAVT is remoaicitdve
retrospective discrimination between groups of individuals who have a historyeritviol
convictions and those who do not (Doucette-Gates et al., 1999), as well as between groups
engaged in anger management and those who are not, and between those who have been
arrested and who have not (Firestone & Firestone, 2008). Therefore, the FAY& said

to be discriminating between violent and non-violent individuals and distinguish those with
anger difficulties. The authors also claim the FAVT can be used to predict violentdaghavi
for those individuals who report high levels of violent thoughts. However, there is a risk of
false positives in using the FAVT in this way, as violent thoughts did not accountdbr al

the variance between the groups (see ROC analysis in ‘Predictive Waltition).

Reliability and Validity

Examining reliability and validitgnsures the test is measuring what it claims to measure,
and that it will measure it consistently. A test is not useful if it is not pessildetermine

what it tells you, nor if it tells you something different about the individual eahit is
administered, assuming there have been no changes in the individual or the conditions. If a
test is shown to be reliable, differences in an individual's scores between stidations can

be attributed to changes in the individual, rather than the test. For example, therfedVT

be re-administered following treatment in order to identify any change indleatthoughts

the individual experiences. Research using the FAVT has attempted to deraatsstrat

reliability and validity in a number of ways.

Test-Retest Reliability

Kline (1998) suggests test-retest reliability is an essentidbatérfor any measure. Re-
administering a reliable test after a period of time to the same sublemild yield the same
score in both instances, assuming there have been no changes in the individuabs situat
(Kline, 1986). The scores from each administration can be checked for how eylarée
using correlational analysis. It is recommended the correlation betwestoties is at least
0.7 (Kline, 1998). A subset of the FAVT standardisation sanmpte23) were re-

administered the test after a period of between 73 and 129 days (Firestone@€&jres
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2008). The fluid nature of cognitions could lead to differences in scores very quatkby, r
than being due to the test being unreliable, which could present problems with tysssanal
However, the correlations between the scores were significant at 0.74 for tiedvakall,
and between 0.61 and 0.85 for the scales, suggesting good test-retest reliability.

Internal Reliability

Kline (1986) suggests, “a test is said to be reliable if it is self-consigfe 2). This type of
reliability refers to the internal reliability of a psychometric, in how tems relate to one
another to ensure they are measuring the same thing. However, the bandwidth fittedity o
test is also considered important. If the reliability were too high then theatedithe items
are all asking the same question (Cattel, 1966). High reliability betwettre aéms could
suggest they are not measuring sufficient variability within a construd¢hagdlo not offer
new information. However, including a few items that ask the same thing maydyecd w
ensuring concurrent validity (see below). Assessment of internal ligfigain be performed
through correlations between the items using Cronbach’s alpha, or alterntireelyh
splitting the items in half randomly and correlating them with the scordseasther half of
the items. If all of the items are measuring the same thing then theltves Bhaould reveal

similar scores for an individual.

The Cronbach’s alpha reported for the internal reliability of the pilot versidredfAVT

overall was 0.96; a high correlation, with a standard error of 3.42. The alpha for the
subscales was reported as ranging from 0.88 to 0.90 (Doucette-Gates et al. i1 999)
standardisation sample the overall Cronbach’s alpha remained high at between 0.95 and 0.97
across the samples. Within the subscales, internal consistency alphastween lfe75 and

0.92 across the different samples other than fos¢lfeaggrandisingcale, which showed

lower internal consistency at between 0.44 and 0.75. The authors highlight teaskhis

only contains four items, therefore increasing the impact of variation in tressddowever,

this scale was not identified through factor analysis therefore the poor intdiatalitg

could indicate that this scale does not represent a construct measured bythe FA

The item-total correlations are also reported as a measure of internatermns Items
should correlate fairly well with each other; those that are completelyiated are
measuring the same variable, and those that do not correlate at all are not linkeshtog

construct, and both should be eliminated (Field, 2005). The average item total correlations
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ranged from 0.51 to 0.58 for the FAVT overall and within the subscales ranged from 0.49 to
0.75 which appear to be within the desired moderate range; they correlate, but not to the

extent that they are measuring the same thing.

Face Validity

A test can be examined by researchers, but also by the subjects, to estdididienfis

appear to be measuring the construct the test claims to be measuring. Klines(t@@s)s

the purpose of this type of validity is more to ensure those that take the tesatindptable.

In the development of the FAVT items, individuals undergoing ‘voice therapyhiesda for
violence were consulted regarding the validity of the selected items. afiegnof thoughts
and attitudes reflected within the FAVT items that do not obviously appear to biydirec
related to violent behaviour could present an issue in this area. The items groudes into t
subscale obvertly aggressiveappear to be most directly related to the concept of violent
thoughts associated with violent behaviour, as the thoughts appear to reflect plapiemor vi
behavioural responses. However, the amount of variation explained by this particular
subscale was the least of all the subscales at 5.6%. Given that thesedtémaoaes that
appear most obviously related to violence, it may be that individuals are lesg taill

endorse them due to their more obvious lack of social acceptability. This is wdeere fa
validity is not helpful in a test. The other subscales could be considered to be measuring
negative attitudes that may or may not prime violent behaviour but rather impact an
individual’s relationships with others which can lead to conflict. These scales could be
considered to represent constructs in their own right. In fact, the subscale thatextémunt
more variance than all the others combined seasal distrust/stereotypic characteristics
(renamedparanoid/suspicioysat 38%. Beliefs that are represented in this subscale appear to
reflect paranoid ideation, often present within the context of personality disodierental
illness, such agou can't trust anyoneThese beliefs may represent perceptions of threat and
poor social adjustment; therefore, it would seem reasonable that these bajidfe m
associated with violence, even if this association is less obvious to the respondent than

other items.

Content Validity
Kline (1986) describes content validity as ensuring the items of a test can betelreflect
all aspects of the subject being tested. In examining the items of the EMA\Evident they

are quite specific and it would be difficult to imagine they would cover the fulieraf
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thoughts people experience that could increase the likelihood of violent behaviour. It would
clearly be impossible to identify every thought ever associated with viglaseeell as the

sort of vocabulary that an individual might use to express this thought. However, the items
can be used more as examples in order that individuals can report any thoughés that ar
reflected in the items. The items will never be exhaustive; rather trertesto look for a
thinking style that the authors have come across within their experience of hveiapyt'.

The scope of the measure could be broadened if instructions were given to pasticipa
endorse statements that are similar to any thoughts they have experighoadhahis may

threaten the standardisation of the measure.

The FAVT was validated with a sample of individuals in custody, on parole, in outpatient
psychiatric treatment, and a non-clinical sample, allowing for good desiadabty with
different populations. They were able to recruit a range of participants withitoditv
violent behaviour, however there were no individuals reporting violence within the out-
patient and non-clinical sample, which limits the ability of the FAVT to measalent
thoughts within these groups.

Construct Validity

The concept of the ‘voice’ appears to have a broad definition including any types fenega
thoughts. It could therefore be argued that we all experience thoughts, makinlidit a va
construct. However, the way individuals experience thoughts is difficult to cerapame
cannot experience someone else’s thoughts. Firestone (1988) describes it as thanigh the
is heard as if another person were speaking. The FAVT was validated witpla sdm
individuals in custody, on parole, in outpatient psychiatric treatment and a nontclinica
sample. It could be suggested that these individuals may experience this vdifezentdi
ways. For example, a psychiatric outpatient may experience them asyahdibocinations,
whereas non-psychiatric patients may experience thoughts in the firgt.p&ii@rences in
the quality or format of the thoughts do not necessarily mean there will be amiffapact

on violent behaviour however.

The items in the FAVT were reviewed by two individuals trained in voice thevip
violent individuals. The items are therefore proposed as representativenfestts that are
commonly made by these clients. The individuals reviewing these itempartedto have

had 92% agreement as to the validity of the items (Doucette-Gates et al., AgB8ugh
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the items were derived from the experience of voice therapy, they were notddesive
interviews specifically designed to elicit this data. Doucette-Gatas @999) have reported
that this was not possible; therefore they were derived from interviewsdddsa the
purpose of the therapy instead. This could serve to avoid possible demand chacacteristi
present in interviews designed specifically for the purpose of identifyoignt thoughts,

and gives an ecological validity to the items, although may also have led to glatents

being missed.

The hypothesis that violent cognitions will be linked to violent behaviour has been borne out
in previous research (Grisso, Davis, Vesselinov, Appelbaum, & Monahan, 2000). Guerra et
al. (2003) suggest aggressive cognitions normalise violence, therefore increasing t
likelihood of violent behaviour. Huesmann and Eron (1984) suggest violent cognitions act
like rehearsals of violent scripts which become more easily primed and ccessible as a
behavioural response. However, the FAVT is based on ‘separation theory’, which was
developed by Robert Firestone (1997) based on psychoanalytic and existential models.
Separation theory aims to explain how early trauma leads to the developmennoésefe
Negative attitudes held by parents or early caretakers towards thesnaetl their child

which were potentially abusive are hypothesised to lead to internalised nelgatigbtt
processes. The construct of the inner ‘voice’ is used to describe these seertiaiught
processes and is described by the authors of the FAVT as, “an integra¢ed sfyaegative
thoughts and attitudes, antithetical to self” (Firestone, 1997, p. 45). The concept of the
‘voice’ does not appear to be a widely accepted construct within psychologwhieerat
however it could be compared with similar, more widely accepted construbtasuegative
automatic thoughts, as described in cognitive behaviour therapy (Beck & FRreE90a).
Similar to more mainstream cognitive principles, an individual's thoughtseame as
representative of how they perceive themselves, others, and the world. Hohewaride’

is conceptualised differently to the ‘I' statements used in cognitive therag@tional

emotive therapy, as the voice is experienced in third person ‘you’ state@arghtseparation
theory describes a division between the self and this critical inner voicee Jystems are
conceptualised as the ‘self system’ and the ‘antiself systems{éire & Firestone, 2008).
‘Voice therapy’ is a treatment developed by one of the authors of the FAVT, Rakstofe
(1988), in addressing this division.

88



Concurrent Validity

Concurrent validity refers to how the outcome of the test compares to the outcome for tha
individual on a different test that purports to be measuring the same thing. Howewer, K
(1986) points out that if there is another validated test that measures the sanetoarit
enough, this would seem to remove the need for a further test to be devBElopeeite-

Gates et al. (1999) acknowledge there were no other measures related to thistcairtbie
time the FAVT was developed. However, since this time the Maudsley Violence
Questionnaire (MVQ) has been developed (Walker, 2005). The MVQ is based on a similar
premise that certain thoughts, beliefs, and attitudes are associated wadsauclikelihood of
violent behaviour (Walker, 2005). The MVQ was designed to, “evaluate individuals’
thoughts and beliefs about violence, violent acts and beliefs about what is acceptable,
justifiable and reasonable in various situations” (Walker, 2005, p. 188). Walker cites the
FAVT as the only comparable measure to the MVQ in assessing thoughtsiteskaith
violence, and one of the authors of the FAVT, Robert Firestone, was asked to heview t
MVQ. However, Walker describes the MVQ as differing to the FAVT on the ba#ie of
cognitive model, as the FAVT appears to measure negative automatic thouglststhehil
MVQ works on the level of ‘rules’, such d@ss ok to hit someone if they make you look
stupidand core beliefs such hsee myself as a violent persofirestone and Firestone

(2008) suggest the FAVT items represent thoughts on all levels, including automatic
thoughts, rules, assumptions, and core beliefs. Within the cognitive behavioural mo#tel (Be
& Freeman, 1990), the thoughts described in the FAVT would appear to result from the
development of the sorts of rules and core beliefs described in the MVQ, sugtestiingy
are accessing different levels of the same construct. It would theredoneappropriate to
assess concurrent validity between the FAVT and the MVQ.

The MVQ was available during the later standardisation of the FAVT bytémeand

Firestone in 2008 and was administered to 148 of the incarcerated and anger management
samples, a control sample of 27 members of the public, and a psychiatric control group of 30
(totaln = 205). The FAVT correlated with the MVQ on all scales (0.18 — 0.48) other than the
self-aggrandisingcale, which did not correlate with the MVQ total scor&achismo

Scale.

Other measures that correlated with the FAVT include the Trauma Symptomtarw€rl Sl;
Briere, 1995) and the Personality Assessment Inventory (PAI; Morey, 1991)titulaa,
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the theoretical scales and f&ranoid/suspiciouandpersecuted misfgcales of the FAVT
correlated with théntrusive experiences, tension reduction behavianddefensive
avoidancescales of the TSI, and tlaaxiety-related disorderscale of the PAI which
addresses trauma. Firestone and Firestone (2008) suggest this supports the thew that
FAVT also assess the individual’s history of trauma and the concept of the hegoesents

the internalisation of trauma.

All elements of the FAVT also correlated with the Past Feelings and Avlislehcescale
(PFAV; Plutchik & van Praag, 1990) measuring occurrences of previous violencegand a
providing further evidence for the concept of violent thoughts, and the impact on emotions
and violent behaviour. Further correlations were found with the Firestone Assee$ment
Self-Destructive Thoughts (FAST; Firestone & Firestone, 2006), and the BeclebkpeEss
Scale (BHS; Beck, 1988).

Theself-aggrandisingcale correlated with the fewest of the other measures. The Blame
Attribution Inventory (BAI; Gudjonsson & Singh, 1989) total score correlated Witireer
scales aside frorself-aggrandisingalthough the scales of the BAI did not correlate
consistently with the FAVT. The FAVT also correlated overall with the Irorgraf

Offender Risk, Needs and Strengths (IORNS; Miller, 2006), although thereaage m
elements to this assessment and these correlated differently with teafdale FAVT. The
self-aggrandisingcale did not correlate with the psychopathy index, or the static risk index,
whilst all other FAVT scales did, and it correlated in the opposite direction tohtbesmiales

on the overall risk index, the inter-personal problems index, and the protectivehsinelegt

It was the only scale to positively correlate with the personal resour@ss iithese results

suggest that this scale is not assessing the same construct as the dibdraWilt

A second validation sample was obtained from a prison popula&m@i3{6) and another
series of psychometrics were administered alongside the FAVTt(ffiee& Firestone,

2008). These included the Rosenberg Self-Esteem Inventory (RSEI; Rosenbergh&979), t
Pride in Delinquency Scale (PDS; Shields & Whitehall, 1991), and the
Paranoia/Suspiciousness Questionnaire (PSQ; Rawlings & Freeman, 199@jveNega
correlations were found between the RSEI and the FAVT, and positive correlagions w

found between the PSQ scales and the FAVT, however again this excludel-the
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aggrandisingscale. The PID correlated with the FAVT other than withprssecuted misfit

scale.

Other tests available that may be similar to the FAVT could include théaétegccal

Inventory of Criminal Thinking Styles (PICTS; Walters, 1995). However, thissigaed to
assess generic offending behaviour rather than specifically violence. r'{z0ké)

highlights that those psychometrics that purport to measure thoughts assotlaigdlence
actually measure constructs that may mediate violence, such as angety,hogiillsivity

and empathy, and although these may be linked to violence they do not measure the specific
thoughts, beliefs, and attitudes which may principally relate to violence. Haqwieigezould

also be argued with the subscales of the FAVT, which may represent corsiaicts

paranoia and negative self image. Other similar assessments thatexissigned for use

with adolescents, such as the attitudes towards violence scale (Funk, Elliott, Btanas,

& Mock, 1999), although this has not been compared to any differentiating outcome such as

different levels of reported violence (Walker, 2005).

Predictive Validity

The predictive validity of a test relates to how well the scores on the testt@ddiure
outcome, such as the perpetration of violence. This can be done through correlatioas betwe
outcomes over a period of time. In the FAVT, Doucette-Gates et al. (1999) hawe ilotoke
whether an individual’s score for experiencing violent cognitions relatesitdates

likelihood of violent behaviour. However, as the study was not longitudinal, they were not
able to look at the future violent outcomes for the individuals they tested. Insteadgetieey
able to look retrospectively at previous violence perpetrated by each individual. oliney f
the level of violent cognitions reported by an individual correlated with whether tdey ha
previously perpetrated violence; therefore they were able to discrimifetévely between
violent and non-violent individuals using their score on the FAVT. Using t-tests, they
compared the different clinical and non-clinical sample groups in terms of thexir sneres

on the FAVT. Individuals in the non-clinical/non-violent group consistently scoredti@mnes
the FAVT, and the parolee and incarcerated violent group scored significanty bigthe
FAVT than other groups. None of the participants in the out-patient and non-clangales
reported perpetrating violence, therefore comparisons could not be made. DGatettet

al. (1999) also report effect sizes for the mean differences between grousranigjed

from 0.69 to 0.78. Recommendations regarding what is considered to be a largazffect

91



are given by Cohen (1992), who suggests that an effect size of 0.5 is considered raoderate

0.8 large.

Doucette-Gates et al. (1999) also reported a stepwise hierarchicatloeggession model

using the initial four subscales of the FAVT, which also took into account the contribution of
other potential factors associated with violence in the sample, to predictEaifed past

violent behaviour. This included demographics, such as age group, education level, and
ethnicity, as well as history of criminal convictions in one block. In the second bloek we
scores on an assessment of ‘self-destructive thoughts’ (‘FAST téhiee& Firestone, 2006),
and the FAVT subscales, with the outcome of violent behaviour. Factors in each block that
were not significant were removed and this led to the exclusion of education leveliistthe
block, and the FAST in the second block, as well as two of the FAVT snalgstive

thoughts about self and otheefiamedself-depreciating/pseudo-independeantdovert
aggression/angefrenamedvertly aggressive The exclusion of these two scales suggests
they did not significantly contribute to predicting the outcome of self-reportédipémnt
behaviour. This could present a challenge to their usefulness in the FAVT as a risk
assessment. However, they did account for more than 16% of the variance withoidhe
analysis, suggesting they are representative of the construct, althougthagaxplained

the lowest amount of variance at 8.2 and 5.6 respectively. Intuitively it would seem m
likely that the overt thoughts of aggression scale would be the most likely to betesboci

with violent behaviour, yet this scale was not significantly predictive in thaein However,

it could be suggested that these items represent the least sociallyldedeptadorse,

therefore may be avoided by respondents. Of the remaining factors, the denosgraphi
explained 26% of the variance and the inclusion osteeal mistrussubscalg¢renamed
paranoid/suspiciousdndperceived disrespesubscaldrenamedersecuted misjit

increased this to 39%. This indicates 13% of the variance was explained by th&\Wwo F
subscales, and 61% of the variance in the outcome of violent behaviour to be explained by
other factors. This suggests that violent thoughts does not account for much of the violent

behaviour reported.

Further stepwise logistic regressions were run by Firestone arstolfieg2008) with a
different sampler(= 205) to predict whether an individual had reported behaving violently
towards someone close to them, and secondly to predict whether an individual had been

arrested. In both analyses, demographics and other measures were added to the model but
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only ethnicity, educational attainment, and the total FAVT score contributeficagtly to

the model’s ability to predict violence or arrest.

The hypothesis that violent thoughts contribute to violent behaviour has also been supported
by Grisso et al. (2000), who demonstrated using a stepwise regression dhatyhis

presence of violent thoughts as measured by the Schedule of Imagined Violerce (SIV
explained an additional amount of variance to the outcome of violent behaviour, after
controlling for variables commonly associated with aggression such as angesjvempess

and psychopathy. Although this measure related to violent thoughts in the formates.imag

The sensitivity and specificity of an assessment can be considered bgtoadcile number
of true positives against the number of positive classifications and the number of true
negatives against the number of negative classifications in order to consideothate of
false positives and false negatives. Receiver operating characddiRIiC) analysis can be
used to plot these and provides an Area Under the Curve statistic (AUC). Any Ald(icsta
above 0.5 represents a better than chance classification, and Swets (1988) sluffgests A
values above 0.7 represent useful accuracies. The sensitivity and spegiticgyAVT in
predicting violent behaviour was assessed through ROC analyses. A ROCsamadysi
reported by Doucette-Gates et al. (1999) with the pilot sample, which indicdkea the
regression model there was an 82% probability that a randomly selected violiermigrert

would have a higher score than a randomly selected non-violent participant.

A later ROC analysis by Firestone and Firestone (20681009) demonstrated that the total
FAVT score could distinguish between those in treatment for anger managermehose

who were not (AUC 0.73), whether individuals had a history of arrest or not (AUC 0.72), and
those who reported being violent towards someone close to them and those who did not
(AUC 0.71). ROC analyses were then applied using the subscale scores with the same
groups and thevertly aggressivecale performed better than the FAVT total score in
distinguishing between the groups, with AUC scores of 0.81, 0.77 and 0.74 respectively. The
authors qualify these results by equating them to the AUC scores of othereaamst
assessments such as the HCR-20. However, these results still indieats dpgroximately

a 30% chance that an individual would be wrongly classified (i.e., have a falsegpesbre

or a false negative score), therefore their proposal that it can be used to\podetice may

lead to 30% errors.
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What Doucette-Gates et al. (1999) are not able to determine is whether the heblaviour
occurred prior to or following the onset of violent cognitions. It could be suggested the
perpetration of violence could trigger violent cognitions, rather than the cognitiaesijpg
the violence. Similarly, the individual may not have experienced violent cognitidmes at t
time of the violent behaviour, but at a much earlier time. Therefore, the timing of the
assessment in relation to perpetration of violence appears to be an issue tiat was
addressed. It seems it is not clear whether the experience of violent thisygteisented as
an acute or stable risk factor. As an acute risk factor violent thoughts could be remhwde
impact behaviour at the time, whereas to be a stable risk factor there would nead to be
consistent pattern of violent thoughts. The items are based on thoughts reported by
individuals in therapy that occurred to them prior to and during an incident of violence which
suggests they are an acute risk factor. Firestone and Firestone (2008) theggetstoughts
represent both static and dynamic risk factors for violence and des&typebof thoughts
an individual experiences as a stable trait andntieasityof these thoughts as an acute,

context dependent, state.

Conclusion

The construct of violent thoughts presents a particularly challenging one $sanmedhe
breadth of the construct is not clear cut, therefore the FAVT could also be cahsdere
measure a number of other constructs. Similarly, it would also seem impdisattilee
FAVT could be considered to represent all types of violent thoughts. Although factor
analysis was used in the construction of the FAVT stieaggrandisingcale was not
developed through this process. This scale has also shown the weakest correldtibas a
weakest relationship to other measures relating to similar concept$otbehes scale
appears to be a weakness of the FAVT. Kline (1998) asserts that all fagttures must be
replicated on other samples. A confirmatory factor analysis could be used to aectmsi
inclusion of this scale. Otherwise, the FAVT appears to be a psychometsmatigt tool so
far and may be as close as psychologists have got to creating a tool ¢isatacthe
conscious cognitive processes of individuals who are behaving in a violent marmoerg/alt
more research is required to further improve the evidence for its rejiabdlidity and factor
structure. There have been no independent studies done on this measure.
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The concept of the internal voice is described within a psychoanalytic andgaiste

framework. The accessibility of the FAVT to psychologists could potenbaliynproved by
relating it to the more common concepts used within cognitive behavioural theraigy. T

could provide a particularly useful tool for psychologists working within a cognitive

behavioural approach in treatment with individuals displaying violent behaviour. Thoughts
could be identified and addressed in therapy and the FAVT could be applied as a pre and post
measure. Doucette-Gates et al.’s (1999) claim that it can provide a toalfeniag to

prevent the perpetration of violence is ethically questionable as it couldatildgpotential

false positives or false negatives for approximately 30% of individuséssead; therefore, it

would require further research to establish this claim. The sensitiuityg @bol and the

predictive power are satisfactory, but still leave room for error.

The FAVT was developed on a male only sample and yet females have been included in the
standardisation of the tool. Doucette-Gates et al. (1999) have proposed the recafitment
more female participants may allow exploration of the use of the FAVT imaldée

population. The FAVT has already been developed with adolescents (FAVT-A). There
could also be further validation of the tool with learning disabled and inpatient psychiatri
populations. This could help to increase the generalisability of the FAVT rfuathevell as
providing further evidence for the properties of the measure.

The FAVT appears to illustrate a cognitive route into the perpetration of violegickts

with cognitive models of aggression described in Chapter One. The cognitionsmeguies
the FAVT could be generated due to aggressive normative beliefs, anger, ded host
attribution bias, as well as aggressive cognitive scripts of how social irdesaare played
out. Doucette-Gates et al. (1999) hypothesise that the violent thoughts measured by the
FAVT may develop as a result of trauma. This hypothesis is further explotea in t
following chapter which details the use of FAVT in a study into violent cognitions ta pos
traumatic stress disorder, and the relationship with violent behaviour.
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Chapter Four

Violent Cognitions in PTSD

A Research Study into the Prevalence of Violent Cogfions in Veterans

with PTSD and the Impact on Violent Behaviour
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Abstract

There is a well established relationship between PTSD and tipetagion of violent
behaviour (see Chapter Two). This study aimed to investigate viotatitions as a
potential mediator between PTSD and violent behaviour. Participaete weterans
receiving inpatient treatment at a Combat Stress unit fom@arelated anxiety disorders, as
well as a control group of veterans not diagnosed with PTSD. Twasures were used to
assess two different types of violent cognitions, the Firestorsmes&ment of Violent
Thoughts (FAVT) and the Schedule of Imagined Violence (SIV). ltiogiegression
analysis revealed a main effect of PTSD on violence, a magatedf PTSD on level of
violent cognitions, and a main effect of violent cognitions on violent behavidiolent
fantasy measured by the SIV mediated the relationship between PTSl@ndei This fits
with cognitive theories of PTSD, highlighting the impact of trauom beliefs about the
world, self, and others, and changes in information processing followanga. It also
supports the role of violent cognitions and rehearsal of violent sanigkee perpetration of
violent behaviour. However, in the final mediation regression model thenvithoughts
measured by the FAVT did not explain a sufficient amount of theuwvegi as a mediator
between PTSD and violence. Thus, there appear to be a number offattens mediating

this relationship that need to be accounted for.
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Introduction

Research has established a relationship between suffering Post-licgbiness Disorder
(PTSD) and the perpetration of violence (e.g., Parrott et al., 2003). However, whaemedia
this relationship is still being explored. PTSD symptoms include increassd t# arousal
(Pitman et al., 1987) and anger (Novaco & Chemtob, 2002), which primes perception of
threat (Barazzone, & Davey, 2009). Cognitive theories of PTSD also suggest viokyce
relate to an increased interpretation of threat in the environment (Chemtob et al., 1988).

In considering the symptoms of PTSD in relation to violent behaviour, cognitive thebries
aggression suggest violent behaviour can result from the rehearsal of cogniitse s

involving violence (Huesmann, 1988). These scripts are developed through witnessing and
experiencing violence, as well as perpetrating violent acts (Huesmar@),li3&nd, 2009).

The rehearsal of violent scripts could then occur through violent imagery and thoughts
(Huesmann & Eron, 1984), triggered particularly where the individual is experggehigh

levels of anger and arousal leading to interpretation of threat, such as 8ithdyiptoms.
Novaco and Chemtob (2002) found a relationship between levels of anger and increased
violent cognitions. It is therefore hypothesised that violent thoughts and imaggdybe a

mediating factor between PTSD and violence.

There have been a number of studies conducted with children and adolescents supporting the
relationship between aggressive fantasy and increased aggressive behawiSoriiset al.,

2009, or see Carnagey & Anderson, 2004, for a review). However, few have been conducted
with adults. One study by Greenwald and Harder (1997) found the content of adults’
fantasies was associated with the resulting behaviour. They looked at vantasssed

coping strategies and those coping strategies that were utilised by theéuabin reality and

found that they correlated. For example, they found that those that fantasised about power

and revenge used anger as a coping strategy.

However, it can be difficult to obtain information relating to individuals’ privagnadoe
experiences, particularly for those who suffer with mental health disordetst is an
important undertaking as some of their mental experiences may affect timotkehat they
will commit an offence. The MacArthur study found a link between violent fantasy and
perpetration of violence in individuals with mental disorder, amongst other risksact
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(Monahan et al., 2001). As part of this research, Grisso et al. (2000) developed the Schedule
of Imagined Violence (S1V), which investigated the individual's experienegotdnt

fantasy. The instrument consists of, “a structured set of eight questions withresgense
categories” (Grisso et al. 2000, p. 390). Specifically, the questions inquire aboutetineyre
frequency, and chronicity of self-reported violent fantasy, as well asnthiargiy/diversity in

type of harm imagined, whether the target is focused or more generalisdtgnthet

seriousness of harm changes over time, and the proximity of the individual tay#teotaris

or her violent thoughts (Grisso et al. 2000).

Grisso et al. (2000) examined self-reported violent thoughts in mental healthspasiet

the SIV and compared them to a non-patient control sample. They also investigdtest whe
the level of violent thoughts reported was related to the number of violent acts pedpetrate
within 20 weeks of being discharged from hospital, and whether the violent thoughts
continued post-discharge. Violence was defined as, “battery that resulted irapimysrg,
sexual assaults, assaultive acts that involved the use of a weapon, or threatgmeade w
weapon in hand” (p. 390). Twice as many patients reported experiencing violent thoughts
(one third) compared to non-patients. Reporting violent thoughts in hospital was
significantly related to the perpetration of violence after discharge for hae-patients,
patients without major mental disorder but with substance abuse diagnoses, pétiemtgh
symptom severity, and patients whose reports of violent thoughts persistetisafiarge.
Grisso et al. (2000) suggest their findings are consistent with the socigivegmdel

which proposes that the more schemata and scripts are rehearsed, the mdres\ilaaly to

be accessed in future (Polaschek, Calvert & Gannon, 2009). They also found that the more
severe the patient's symptoms, the more likely they were to report violenhteougrisso et
al. (2000) suggest the higher levels of stress associated with more seve@Tsymply

restrict the individual's access to less frequently rehearsed cognitipts $hat they may
otherwise have applied, increasing the likelihood that the individual automatiesdists to
frequently rehearsed scripts involving harm to others in responding to threateuntigiss.
Grisso et al. (2000) also found anger correlated with the level of violent thoughts, halihoug
could not be determined whether anger precedes, or results from violent thoughts. Both

violent thoughts and anger accounted for the variance in violent behaviour.

Similar to the SIV, the Firestone Assessment of Violent Thoughts (FAVT, Dieu@ates,
Firestone & Firestone, 1999; described in detail in Chapter Three) was desigiredict
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violent thoughts that may lead to violent behaviour. The FAVT has been shown to
distinguish between violent and non-violent individuals based on the premise that the thought
processes people experience strongly influence their behaviour. Theseoosgmitil

thought processes are referred to by the authors as the internal ‘voice’. B&iatets et al.

(1999) recommend further research using the FAVT to look at violence on a continuum
rather than as a dichotomous concept. They also recommend further research around
traumatic experiences and the impact on thoughts such as those identified in the FAV
Therefore, the current research aims to explore the impact of trauma on e@aeitions,

including violent thoughts and violent fantasy, and the impact of violent cognitions on violent

behaviour.

Aims
This study aims to consider the mediating role of violent cognitions betwed &¥H

violence.

Objectives
The objectives are:

1. To provide evidence for the relationship between PTSD and violent behaviour. It is
hypothesised that the PTSD group self-report more incidents of violent behaviour.

2. To examine whether there is a relationship between PTSD and SIV status. Itis
hypothesised that significantly more participants in the PTSD group re@ginied
violence on the SIV than in the control group.

3. To examine whether there is a relationship between SIV status and violent behaviour.
It is hypothesised that participants who report imagined violence on the SIV report
more violent behaviour.

4. To examine whether there is a relationship between PTSD and scores on the FAVT.
It is hypothesised that the PTSD group score significantly higher on the FAVT than
the control group.

5. To examine whether there is a relationship between scores on the FAVT and violent
behaviour. It is hypothesised that the higher a participants’ score on the FAVT, the
more likely they report violent behaviour, and the more violent behaviour they report.

6. To examine the relationship between PTSD, violent cognitions in the form of

thoughts and images (as measured by the SIV and FAVT) and violent behaviour. It is
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hypothesised that violent cognitions mediate the relationship between PTSD and

violence.

Self-report measures of violent cognitions will be administered to individutidsaw

diagnosis of combat related PTSD, within a residential unit for ex-servisenme| with

PTSD and trauma related anxiety disorders, as well as to a control greaspiog &ind ex-
service personnel in the community without a diagnosis of PTSD. The SIV will be used to
look at violent fantasy, and violent thoughts will be investigated using the FAVT.oActs
violence must meet the criteria for a criminal charge and meet tmatidefiof violence

detailed below.

Method

Ethics

The study has been approved by the Science, Technology, Mathematics anérfggine
Ethical Review Committee at the University of Birmingham, as wdlyathe ethical
committee at Combat Stress. All participants were fully informed of theoparof the
research and signed a consent form if they decided to take part. The informaicipepdst
provided was anonymous, however they allocated their data a number known only to
themselves, should they wish to identify and withdraw their data. The residehojogyst

at Combat Stress was present during all interviews.

Participants

A priori power analysis was conducted to consider how many participants would bedequi

in order to achieve adequate statistical power. This was calculated on thihabtie

statistical analysis used would be multiple linear regression. Assumigifeat size of 0.3

with two predictor variables, a total sample of 38 would be required. Field (2005)tsugges
that as a ‘rule of thumb’ 15 cases are required per predictor variable. Givérethat

predictors in this study are PTSD status, level of violent thoughts, and level of violent
fantasy, this would indicate 45 cases are required. Green (1991) puts forward tvi@rrules
calculating the number of participants required, firstly that a baselinedriiGipants is

added to the number of predictors multiplied by 8. This would indicate 74 participants would
be required. Secondly, Green suggests that a baseline of 104 participants should be added to

the number of predictors, equalling 107 participants.
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Combat Stress is an independent organisation for ex-service personnel sirbenitigguma-
related mental health disorders. Their client group mainly consists ofamgimg from age

19 to 95 years old, although they also treat female clients, currently apptelir®-6% of

the service users. Clinical staff at Combat Stress have reported maeyr gbpulation have
disclosed being involved in some form of violent behaviour. This includes domestic
violence, seeking violent interactions for the ‘buzz’, and responses to perceivitantons
threats in their environment. They also report alcohol is consistently reporteditaa
disinhibitor to violence. Of the referrals to Combat Stress, 13-15% come from tharidHS
GPs; 30% are from ex-service charities; and over 50% are self or fafeiisate. Combat
Stress reported they received 1,400 new referrals in 2011, which represents aa ofcreas
66% over four years. This included more than 500 veterans from the second Iraq war and
over 160 from Afghanistan. They report 82% of Combat Stress clients are soldierg; 7% a
airmen; 1% are marines; and the remaining percentage are sailors. ®hgy/rhaye served

for around 11 years. They report they rarely see veterans who were diddnangservice

for psychiatric reasons (information reported to The Howard League, 2011).

Participants from Combat Stress were recruited over a period of two monthseQand
November 2011. They were all male, ex-serving, with an average age of 4752ar$2),
ranging from 28 to 82 years. Control participants were recruited in the comraveitfour
months from November 2011 to February 2012, through contacting The Royal Britisim Legi
and private security companies in Afghanistan, as well as advertising in the caynamahi

by word of mouth. The control group matched those from Combat Stress as far as possible i
that they were all male, ex-serving, non-commissioned ranks, other than two gurrentl

serving officers and one ex-serving officer. The data for the curreméiypgearticipants

could not be removed to match the groups as the data was anonymous. Control participants
had an average age of 42.5 ye&B £ 14.5), ranging from 27 to 83 years. Individuals from
both groups served in a range of conflicts, including the Second World War, Northern

Ireland, Iraq, and Afghanistan.

Measures

Violent cognitions are measured using two assessments which identify both tholegitts

and violent imagery. The FAVT is an assessment of thoughts related to violent behaviour
and is explained fully in Chapter Three. The Schedule of Imagined Violencgwas/

developed by Grisso et al. (2000) to measure the individual’'s experience of violent fentas
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part of the MacArthur study (Monahan et al., 2001). It is formed of eight queabons
whether the individual has ever experienced violent fantasies, and the récsmosncy,

and chronicity of these fantasies, as well as the similarity/diverstiype of harm imagined,
whether the target is focused or more generalised, whether the seriousnessafdmges
over time, and the proximity of the individual to the target of his or her violent thoughts
(Grisso et al. 2000). The results are coded on whether the individual does report violent
fantasies (SIV positive) or does not report such fantasies (SIV negatidg)ravides

gualitative information about these fantasies.

The SIV and FAVT are both validated psychometrics that have been normed on a psychiatr
and offending population. They have been standardised and no changes were made to these
measures. However, it was identified in Chapter Three that there may bératiffering
interpretations of some of the FAVT items, or some generalising of the itercldde

similar thoughts. Therefore, the researcher was present to provide diarifevad offered to

administer the assessment in order to assist with any literacy problems.

Procedures

When the researcher administered the measures, the participants recarasdith@swers.
Responses on the FAVT are given on a three point Likert scale as to how oftenitiapéar
experiences each item. The SIV response options differ for each question.aléavas
identified in Chapter Three that individuals may experience thoughts in diffeagst and it
is not possible to experience someone else’s thoughts. For example, psycainis may
experience violent thoughts as the voices of others, whereas non-clinical paitieipbbe
more likely to experience them in the first person. This difference in thiéygualormat of
the thoughts may apply to PTSD patients, as PTSD patients often report heardag' ‘opi
re-experiencing symptoms. However, this difference in quality or formtheofiolent
thoughts may not necessarily alter the impact on violent behaviour, and violent cognitions

the form of symptoms were not discounted.

Rates of violence were recorded by the participant as a tally of how misthey have
perpetrated which meet the definition of violence given. The World Health Organisa
definition of violence is, “the intentional use of physical force or power, threhtamectual,
against oneself, another person, or against a group or community, that eithermresuitss

a high likelihood of resulting in injury, death, psychological harm, maldevelopment, or
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deprivation” (Krug, Mercy, Dahlberg, & Zwi, 2002, p. 1084). This definition includes
violence towards oneself however, and uses language that may not be egsigheoed.

The MacArthur study used the definition, “battery that resulted in physicay,jgexual

assaults, assaultive acts that involved the use of a weapon, or threats madeeajibraiw

hand” (Steadman et al., 1998, p. 395). The inclusion of sexual assault may implicate sexua
assault for the purposes of violence but may also include assault for the purposaalof sex
gratification only. The definition used by Webster et al. (1997), “actual, piteinor

threatened harm to a person or persons” (p. 24), is considered simpler, as exilblkesih

its inclusion of a wide range of behaviours, including threatened violence. Thigioefini

was put to participants following a single question on the form: “How manyg @asan adult
(over 18) have you behaved in a way that could be considered violent towards another person
according to this definition? Please include behaviour which led to a conviction or could
have led to you being convicted if it was reported, even if you were not, and evenaftybu f
was justified. Please do not include violence that occurred in the line of dutyitigzauts

were also able to discuss this definition with the researcher if theyumsure, but were
reminded that if they disclosed the specific details of an offence thealeseaould be

obliged to inform their care team who would manage it under their existinggsolici

Analysis

The data were a mix of categorical and continuous formats. Frequenciesaindsieips
between the categorical data were examined using chi square analysidata met the
assumptions for chi square as the expected frequencies were all above Dn$teteti

between the continuous data were examined using correlations, and point-biseslialicos

were used where there was a mixture of categorical and continuous data. Thehaim of t
study was to consider the mediating role of violent cognitions between PTSD amgt&iole
Baron and Kenny (1986) provide guidelines for analysis of a mediation hypothbeste T
regressions are applied. Regression of the mediator on the independent vaNabie (S
PTSD, and FAVT on PTSD) and regression of the dependent variable on the independent
variable (violence on PTSD) are required to reach significance in aergerform the final
mediation analysis of regression of the dependent variable on both the independent variable
and the mediator (violence on both PTSD and violent cognitions). When entering the
mediator in the model with the independent variable and the dependent variable, the impact
of the independent variable on the dependent variable should be reduced if the mediator is

accounting for part of this relationship. The significance of the mediator dastbd using
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Sobel (Baron & Kenny, 1986), however this assumes normal distribution. Bootstrap

resampling provides confidence intervals which do not rely on normal distribution.

Data Description

A Cook’s distance analysis revealed that an outlier in the violence meassirawng undue
influence on the results (Cooks distance above one); therefore, this was reduped toee

next highest data point as recommended by Tabachnick and Fidell (Exfith)the FAVT

score and violence scores were not normally distributed, as they were both skearels t

the minimum. The data violated the assumptions for linear regression due to prolitems w
multi-collinearity and non-normally distributed residuals. Therefore, thendeleneasure

data was converted to categorical data, categorised into non-violent indiioni@lincident

or less), and violent individuals who had perpetrated repeated violence (more than one
incident). This division was considered appropriate as it seems unrepreseatiaines t
someone as violent on the basis of one incident. Having divided the participants in this way,
logistic regression could be used as this is appropriate with categoricatidapeariables

and allows for both categorical and continuous independent variables. However, it is noted
that when the continuous violence variable was entered into linear regressopsdioiced

the same results as the categorical violence variable in logisticsiegres

Sample Description

There were 30 control participants and 28 PTSD participants recruited, however one
participant in each category did not respond to the violence measure, therefore opaparti

in each group was excluded, leaving 29 control participants and 27 PTSD participdnés. Ta

5 provides descriptive statistics of the differences between the groups. Tl gantp

reported a mean number of incidents of violence of S50I¥<9.4) with 14 reporting they

had been violent once or never (48.3%), and 15 reporting they had been violent on more than
one occasion (51.7%). The control group had a mean FAVT score of 8N$718.4), 19

were SIV negative (65.5%) and 10 were SIV positive (34.5%). The PTSD group had a mean
number of incidents of violence of 2430 = 38.9) with three reporting they had been

violent once or never, (11.1%), and 24 reporting they had been violent on more than one
occasion (88.9%). The PTSD group had a mean FAVT score of B814:424.8), four were

SIV negative (14.8%) and 23 were SIV positive (85.2%).
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Table 5

PTSD versus Control Group Frequencies

N SIV+ SIV- FAVT  Violence Violent Not
(%) (%) mean mean (%) violent
(SD) (SD) (%)
PTSD 27 23 4 144.1 24.7 24 3

group (85.2%) (14.8%) (24.8) (38.9) (88.9%) (11.1%)

Control 29 10 19 88.0 5.1 15 14
group (34.5%) (65.5%) (18.4) (9.4) (51.7%) (48.3%)

Results

Hypothesis 1. To provide evidence for the relationship between PTSD and violent
behaviour. It was hypothesised that the PTSD group self-report more incideiieof
behaviour.

The results of a chi square analysis revealed a significant diffebeteeen the control

group and PTSD group on violence stagf6l( N = 56) = 9.14,p = 0.003). Table 6 shows

chi square associations between PTSD group and violence status. The oddsudditedal
indicates the PTSD group are 7.5 times more likely to have been violent on more than one

occasion than the No-PTSD group. The model correctly predicts PTSD and vio&use st
for 68% of cases.

Table 6
Chi Square PTSD and Violence

No violence Violence
No-PTSD 14 (48.3%) 15 (51.7%)
PTSD 3 (11.1%) 24 (89.9%)
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Hypothesis 2. To examine whether there is a relationship between PTSD and SIV status.
was hypothesised that significantly more participants in the PTSD group mepgrhéed
violence on the SIV than in the control group.

The results of a chi square analysis revealed a significant diffelbbetween the control

group and PTSD group on SIV staty§{, N = 56) = 14.85,p < 0.0001). Table 7 shows the
chi square associations between PTSD and SIV status. The odds ratio calculed¢esindi
the PTSD group were 10.9 times more likely to be SIV positive than the No-PTSD group.
The model correctly predicts PTSD and SIV status for 75% of cases.

Table 7
Chi Square PTSD and SIV

SIV - SIV +
No-PTSD 19 (65.5%) 10 (34.5%)
PTSD 4 (14.8%) 23 (85.2%)

Hypothesis 3. To examine whether there is a relationship between SIV status and violent

behaviour. It was hypothesised that participants who reported imagined violence bh the S

report more violent behaviour.

The results of a chi square analysis revealed a significant diffebetween the SIV positive
and SIV negative groups on the dichotomous violence status megs{ird\(= 56) = 17.19,

p < 0.0001). Table 8 shows chi square associations between S|V status and violesice stat

The odds ratio calculated indicates the SIV positive participants are 15.6 toretkaly to
have been violent than the SIV negative participants. The model correctly pdcnd
violence status for 75% of cases.

Table 8
Chi Square SIV and Violence

No violence Violence
SIV - 14 (60.9%) 9 (39.1%)
SIV + 3 (9.1%) 30 (90.9%)
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Hypothesis 4. To examine whether there is a relationship between PTSD and scores on the
FAVT. It was hypothesised that the PTSD group score significantly higher &AWRE

than the control group.

A point-biserial correlation between PTSD status and FAVT score was cagnifd < 0.001,
r =0.796).

Hypothesis 5. To examine whether there is a relationship between scores on the FAVT and
violent behaviour. It was hypothesised that the higher a participant’s score onvihethré

more likely they report violent behaviour, and the more violent behaviour they report.

A point-biserial correlation between violence status and FAVT score graficant p =
0.001,r =0.431).

Correlations were performed with the continuous data, between the FAVT scorbe and t
number of times participants reported being violent. The Pearson’s correlasdh32, a
medium to large effect size which was significgnt(0.008), showing that the more violent
thoughts participants reported, the more violence they reported. All scahesFAVT also
correlated significantly with the number of violent incidents (R between 0.251 angh&38,
0.05) except the self-depreciating/pseudo-independent scale (R = 0.22). [Elvatbctne
largest correlation with violence was the instrumental/proactive scaleh@sdale with the

smallest significant correlation was the self-aggrandising scake T&#e 9 for more details.
When entering the FAVT score into a regression model with the dichotomous vioksise st

as the outcome, the FAVT significantly predicted whether the individual wastpatky

violent or not p = 0.003). This model correctly predicted 73.2% of cases overall.
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Table 9

Corrdations between FAVT Scores and Number of Violent | ncidents

FAVT No of Paranoid Persecuted Pseudo Overtly Self- Instrumental  Hostile
score times  suspicious misfit independent aggressive aggrandising
violent
FAVT score 1 0.322*  (0.954** 0.950** 0.962** 0.951* 0.610** 0.968** 0.964*
No of times violent 1 0.366** 0.288* 0.220 0.367** 0.251* 0.384** 0.227*
Paranoid suspicious 1 0.870** 0.874* 0.909** 0.537** 0.959** 0.893**
Persecuted misfit 1 0.907** 0.875** 0.510** 0.866** 0.959**
Pseudo independent 1 0.871** 0.601** 0.911* 0.936**
Overtly aggressive 1 0.544** 0.955** 0.914**
Self-aggrandising 1 0.614** 0.510*
Instrumental 1 0.895**
Hostile 1

*significant at 0.05 level, **significant at 0.0&vel
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Hypothesis 6. To examine the relationship between PTSD, violent cognitions in the form of
thoughts and images (as measured by the SIV and FAVT) and violent behaviour. It was

hypothesised that violent cognitions mediate the relationship between PTSD andeviole

The stages of mediation analysis were followed as suggested by Baron agd ¥33§).

Initially, a regression of the mediator on the independent variable (SIV on PTSDAMM F

on PTSD) and regression of the dependent variable on the independent variable (violence on
PTSD) are required to reach significance. Should these conditions be met, egfiess$ion

is performed of the dependent variable on both the independent variable and the mediator
(violence on both PTSD and violent cognitions). When entering the mediator in the model
with the independent variable and the dependent variable, the impact of the independent
variable on the dependent variable should be reduced if the mediator is accountimgdbr pa

this relationship.

The first stage was regression of SIV status on PTSD, and FAVT score on PTisD, the
regression of violence status on PTSD. The regression of SIV status on PTSD group was
significant OR=10.93,p < 0.0001) as was the regression of FAVT score on PPSD (
56.12,t = 9.65 p< 0.0001). The regression of violence on PTSD was also signiffo&t (
7.47,p=0.005). Therefore, the conditions for mediation analysis were met and the
independent variable (PTSD) and mediators (SIV status, FAVT score) coulcebsdanto

the model to predict the dependent variable (violence status) in a mediationsanalysi

When all the predictors were entered into the model together, the associagdare was
significant < 0.0001) indicating the model improves the prediction of violence. The model
correctly predicted the violence status of 78.6% of cases correctlylovEnal contribution

of PTSD was no longer significant when the mediators were entered into the modelVonly S
status remained significar € 0.015). See Table 10 for the results of the mediation
analysis. Therefore, the inclusion of SIV status in the model reduced thecsigegfiof

PTSD in predicting violence, indicating the SIV contributes to this relationshipough

the significance of PTSD as a predictor also reduced when the FAVT scoeatessl, the
FAVT score also did not remain a significant predictor, therefore théTR#as removed

from the model.

110



Table 10

Final Regression Model

B S.E Wald Sig Exip 95% CI for Exp B
lower upper
PTSD group 1.003 1.191 0.710 0.400 2.726 0.264 28.117
FAVT 0.001 0.021 0.004 0.951 1.001 0.961 1.044
SIv 2.273 0.935 5.915 0.015* 9.712 1.555 60.660

*significant at 0.05 level, **significant at 0.0&\vel

This mediation analysis suggests that, although there is a direct relatioesigen PTSD
and violent behaviour, part of this relationship is explained by violent fantasy. There is a
mediating effect of violent fantasy on the relationship between PTSD and violewnidugha
as shown in Figure 2.

PTSD » Violent Behaviour

Violent Fantasy

PTSD > Violent Behaviour

c
Figure 2: Mediation Model of PTSD, Violent Fantasy, and Violent Behaviour

In order to assess the significance of the impact of the mediator on the raiatiogtsveen
the predictor and the outcome, a Sobel test is recommended by Baron and Kenny (1986).
However, Sobel does not account for mediation models with a dichotomous mediator. To
address this, adjustments are suggested by Kenny (2008) which standardiakeshef skhe

dichotomous variables to ensure they are comparable. These values are givda i1 Ta
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Table 11
Adjusted Mediation Coefficients

] S.E
comp a 0.55 0.15
compb 0.42 0.15
comp c 0.49 0.17
comp C’ 0.20 0.15

Preacher (2012) provides a Sobel calculator using the values of ‘a’ and ‘b’ arstahdard
deviations. Sobel tests the significance of the mediator in the relationshgebetve

predictor and outcome. Using the adjusted values (comp a, comp b), the Sobel test shows the
SIV was a significant mediatoz € 2.25,p = 0.027,SE= 0.10). Although caution is invited

in using Sobel with small sample sizes due to problems with normal distribution, Mackinnon
and Dwyer (1993) estimate that for a sample size=060, the difference from the true value

is within 3% with a binary independent variable. In addressing problems assodgthte
non-normal distribution, bootstrapping analysis can be used, which does not rely on normal
distribution as it uses bias-corrected confidence intervals (95%) (Maaiitwwckwood, &
Williams, 2004). Bootstrap resampling (10,000 draws) produced confidence intervals of 0.31
to 1.59 for the estimated effect of the SIV. Although the confidence intervalsssaggever
estimate than the Sobel result, they support the conclusion that the SIV médiates t
relationship between PTSD and violence. Mackinnon and Dwyer (1993) also provide
eqguations to calculate the percentage of the relationship between the pasticboitcome

which is accounted for by the mediator. Using the adjusted coefficient vatuedf, and c’,

violent fantasy accounts for 54% of the relationship between PTSD and violence.

Discussion

This study found further evidence for the relationship between PTSD and violentdaghavi

in a military veteran population. It also found preliminary evidence foratioathip

between violent cognitions (violent thoughts and violent fantasies) and violent behaviour
this population. Findings indicate violent fantasy acts as a mediator for thensia

between PTSD and violent behaviour; however, the violent thoughts measured by the FAVT
did not. The statistical power of the study may have been limited and there may @yoo m
confounding variables impacting this relationship that were not accounted for.
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Previous research has found a relationship between experiencing PTSD andase iinctiee
likelihood of perpetrating violent behaviour (e.g., Parrott et al., 2003). This study has
provided further evidence of this relationship, and aimed to explore psychologicdsesc

that may have mediated this relationship. A relationship has previously beenadentif
between violent cognitions in the form of thoughts and fantasies, and increasbddiéedf
perpetrating violence (Doucette-Gates et al., 1999; Grisso et al., 2000). Givéreonigist of
PTSD suggest an impact of PTSD on cognitions, such as perception of threat and distrust of
others, it was hypothesised that violent cognitions may mediate the relationsveproe

PTSD and violence.

The measures selected to assess violent cognitions in the current studiameaedssed,
reliable, and valid, and have previously been shown to discriminate violent and non-violent
individuals. This study provided further evidence of the discriminative power & thes
measures as both predicted violent behaviour. The authors of the FAVT recommended
further research look for a relationship between the experience of tragntiaeaviolent
thoughts measured by the FAVT. This study found such a relationship, supporting their
suggestion, and a relationship was also found between PTSD and violent fantasyuasdneas
by the SIV. This indicates there may be an impact of PTSD on cognitions as aisousse
cognitive theories of PTSD such as the Ehlers and Clarke model (2000). Individhals wi
PTSD are more prone to interpreting situations as threatening accardihgintob et al.
(1988). The accessibility of the behavioural response or ‘script’ is likely to lnemckd by

the interpretation of a situation as threatening (Huesmann, 1988), and the irtterpoéténe
situation as threatening is influenced by the cognitions and emotions triggettezl b

situation, including anger (Novaco & Chemtob, 2002).

Despite the relationships between PTSD and violent cognitions, and between violent
cognitions and violent behaviour, this study found only partial evidence in support of the
hypothesis that violent cognitions mediate the relationship between PTSD and violence
Violent fantasy mediated the relationship between PTSD and violence, howeeaet viol
thoughts did not. Violent fantasies may act as a rehearsal of violent scripteréhere
increasing their accessibility (Huesmann, 1988). This relationshifowad in previous
research only when individuals had also witnessed violence (Guerra et al., 2003etSahit
2009). Therefore individuals who have PTSD as a result of witnessing violence may be

prone to this effect.
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There were limitations to the research design that may have reducedditigiseof the
research to the impact of the violent thoughts as a mediator. These areceiptibrer and

recommendations for future research are considered.

Limitations

There are many potential confounding variables which may have accounted faidheeva
between the two groups, despite them being matched on gender, rank, and ex-serving status.
The conflicts in which participants served was not accounted for, although Tekef2@1@)
found no differences in the effect of PTSD on partner violence between veterans from
different conflicts. It was also not possible to account for the impact of demazgapich as
education and socio-economic group, which have been found to partially account for the
relationship between PTSD and violence in previous studies (see Chapter Two). Kloweve
obtaining this information may have threatened the anonymity of the particgrahteay

have discouraged them from being honest in their responses. This information could have
been obtained separately in order to maintain the anonymity of participansswatid still
preclude the analysis of demographics as confounding variables but could haviedéntif

there were any discrepancies between the groups.

Alcohol misuse was not accounted for in the current research and was highlightexchibgt C
Stress as being a commonly reported problem for patients. There isldisiesta
relationship between alcohol misuse and violence in previous literature {@ahft2007a).
However, previous research into the role of alcohol misuse as a mediator betg&earkl
violence is inconclusive (see Chapter Two). This relationship could have been explored
further by including a measure of alcohol misuse in the design.

It is possible that the background variables that increase an individual's risiDf iRdy be
similar to those that increase the risk of violent behaviour, and the violence may have
predated the trauma. The measure of violence did not discriminate between acencéviol
before or after the trauma as the same measure needed to be administeredtujb®th g
Therefore, a temporal relationship cannot be established using the currgnt des

violence measure also proved to be unsuitable for some participants who found it dafficul
estimate the number of violent incidents they had been involved in. It resulted in tata tha
was not normally distributed, with a number of outliers. Therefore, the violenseireea

data was categorised which results in a loss of information. An alternativecaoteasure
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could have been used such as the Conflict Tactics Scale (CTS), which provides afsurvey o
intimate partner violence over the past year; however, this would have limiteghé¢hef ty
violence assessed to intimate partner violence, and the time period to 12 months, which ma

have resulted in a nil return.

The research design did not account for PTSD participants’ stage of treatmeet. Som
commented that their answers may have been different prior to startimgemeatlhe
selection of participants was opportunistic and time limited, reducing tleeadisability of
the research and potentially introducing a bias. It is possible the parscigamtvolunteered
for the research were those who had problems with anger or violence, thereforgindentif
with the aims of the research. However, participants had a range of experieffiezentdi
conflicts and spanned a wide age range, broadening the applicability of tingditalia wide

population.

The measures used rely on self-report, which can be impacted by inacatattane social
desirability. The latter was minimised by ensuring the data was anosyriibere was no
measure used to assess PTSD. The PTSD group had received a diagnosis v&dietdty
Stress, however the control group were not assessed for PTSD. Participardskeernot

to participate in the control group if they had received a diagnosis of PTSD, howewer thei
non-PTSD status was not verified. It is possible participants in the controlmgegubave
experienced PTSD symptoms but had not received a diagnosis. A screeningexgsessm
PTSD such as the Trauma Symptom Inventory (TSI, Briere, 1995) could have been
administered to the control group to rule out possible PTSD.

The sample size may also have impacted the results of the study. The inigakpalysis

was calculated for linear regression. A power analysis was calctdatedistic regression
using GPower. Assuming a large odds ratio of 2.5 (Avery, 2011) and a medium correlation
between PTSD and the mediators (0.3), 77 participants would be required to achieve 80%
power. Peduzzi, Concato, Kemper, Holford, and Feinstein (1996) provide a power analysis
formula for calculating sample size in logistic regression, which indi&8eparticipants

would be required in the current study. However, Long (1997) suggests that the saenple s
should always be a minimum of 100 for logistic regression analysis. Therefaigera la
sample size may have been required to produce significant results when usiig logis

regression.
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Despite the limitations of the design of the research, the results support theekigptitat
there is an impact of PTSD on violent thoughts and on violent behaviour, and violent
thoughts increase the propensity for violent behaviour. There is also evidengelémdt
fantasy mediates the relationship between PTSD and violence. However, tharagage

other variables that also impact these relationships.

Future research

There is potential for the impact of PTSD on cognitions to be investigated fusther a
mediator of violent behaviour, whilst controlling for other variables. The current studid
be replicated using a larger sample size and accounting for more of the predestbfied

in the research. Other potentially relevant types of cognitions could also bsealsseich as
post-traumatic cognitions or criminal thinking styles. The Post-Traui@atnitions
Inventory (PTCI, Foa et al., 1999) assesses cognitions associated with &bdSfome of

these may be related to violence.

The Psychology department at HMP Grendon are currently conducting their seancte
into PTSD and criminal behaviour. This will be done with a larger sample size than the
current study and a mix of ex-military and civilian participants, comigllor a number of
other variables. This study may therefore be more generalisable, and cm@gatsy
therapeutic communities as a suitable treatment for offending behaviouniiduadis with
PTSD.

Conclusions

This study provides preliminary evidence for a contribution of violent fantasydrating
the relationship between PTSD and violent behaviour. This violent fantasy is likeguto
from changes in cognitions as a result of PTSD and may act as a form ofaébésaiolent
behavioural scripts. Although a relationship was also found between PTSD and violent
thoughts, and violent thoughts and persistent violence, violent thoughts were not identified as
a mediator in the relationship between PTSD and violence. This may be due to the number of

other potential mediators which were not accounted for, or poor statistical power.
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Chapter Five: Discussion

Overview

Psychologists often refer to an offender’s history of trauma in asgehsin pathway to
violence. This thesis aimed to explore the relationship between responses taainduma
perpetrating violence. Research has established a relationship betwe€raBosttic Stress
Disorder (PTSD) and violent behaviour (Collins & Bailey, 1990; Jakupcak & Tull, 2005;
Parrott et al., 2003); therefore, the aim of this thesis was to investigateneti@ites this
relationship. Potentially relevant theories were explored such as thev&dunade’ theory

of PTSD (Chemtob et al., 1997) and the General Aggression Model (GAM, Anderson &
Bushman, 2002). In particular, the focus of the thesis has been on military populations due
the risk of PTSD as a result of active service, and concerns about the numbensaofvete
the criminal justice system. A systematic review of previous reseantiediators of PTSD
and violence in military populations has highlighted factors such as demographics and
combat exposure. However, there appears to be a lack of psychological proces§ied ident
in this research that could explain this relationship. Therefore, based on thestloé®TSD
and violence, it was proposed that violent cognitions may act as a mediator. Tioemeas
these violent cognitions, the Schedule of Imagined Violence (SIV) and Firestseestnent
of Violent Thoughts (FAVT) were identified, and the psychometric propertideedfAVT
were examined. A research study was designed to assess the contributiombf viole
cognitions in mediating the relationship between PTSD and violence using the FAVT and
SIV in a mediation analysis. The results of this study found further evideng¢efor t
relationship between PTSD and violence, and a direct relationship was found bet@&en P
and violent cognitions, and between violent cognitions and violent behaviour. In the final
mediation analysis, only the SIV was a significant mediator, indicatingntitdatasy
contributes to the relationship between PTSD and violence. The FAVT did not remain
significant as a mediator. There are other factors mediating ttiemstap between PTSD
and violence that were not accounted for which may have impacted the findings.

Contextualised Findings

A number of factors that mediate PTSD and violence have been identified in Chapter
These include: demographics, such as socio-economic group (Beckham et al., 189&; Beg
Jokic-Begi¢, 2001), age (Beckham et al., 1997; Beckham et al., 1998; Jakupcak et al., 2007;
Sherman et al., 2006), and level of education (B&gioki¢-Begi¢, 2001); mental health
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factors, such as inpatient status (McFall et al., 1999) and co-morbid depressioma{See
al., 2006; Taft et al., 2007c; Taft et al., 2009); military factors, such as |levenifat
exposure (Byrne & Riggs, 1996; Jakupcak et al., 2007; Taft et al., 2005; Taft et al., 2007a;
Taft et al., 2007c; Taft et al., 2009), and witnessing atrocities (Beckhdm¥338; McFall

et al., 1999; Taft et al., 2005); situational factors, such as relationship problgmes 8
Riggs, 1996; Taft et al., 2005; Teten et al., 2010), and alcohol misusé Bégkic- Begic,
2001; Taft et al., 2007a); and finally anger (Jakupcak et al., 2007; Taft et al., 2007b). In
considering the temporal relationships of these risk factors to violence andstbmsiation
with trauma, some factors, such as the demographics, would be present prior to and
independent from the experience of combat trauma. However, the militargsfaszich as
combat exposure and witnessing atrocities, are likely to be directly redatesl experience

of trauma. Similarly, co-morbid depression and inpatient status may beydassticiated
with the trauma, and the risk of violence was found to be related to the severity abrsygmnpt

with more severe symptoms or additional psychiatric disorder increasingkhe

Relationship problems could represent a static risk factor for future vipleowever, given

that the most common form of violence perpetrated by military personnel isiietpartner
violence, relationship problems are also likely to represent an acute riskftadtos type of
violence. Anger is also likely to be an acute risk factor for violence andognised as a
symptom of PTSD. Alcohol misuse has been associated with both trauma and violence, and
may act as an acute risk factor in disinhibiting the individual’s emotional andgibets

responses.

Many of these factors reflect general risk factors for violence found inuitiarcpopulation.
For example, ‘relationship problems’ is a risk item on the HCR-20 violence risksassat
protocol (Webster, 1997), and age is a risk factor on actuarial violence riskrasse
protocols such as the Violence Risk Assessment Guide (VRAG, Quinsey, Hareis&Ri
Cormier, 2006). One factor that may represent a unique pathway for vetergmssisrexo
combat and atrocities. According to Guerra et al. (2003) and Smith et al. (2009), violent
fantasy only increases risk of violent behaviour when the individual has also withessed
violence. For military populations, combat exposure implies the individual hassethe
violence; therefore, this may represent an important mediator of violent behasociate

with violent cognitions. The role of combat exposure was also mediated by PTSD.
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Of all the PTSD symptoms, hyperarousal in particular has been found to betadsaiia
violence (Taft et al., 2007a; Taft et al., 2009). Chemtob et al. (1997) suggest this @mausal
be activated by trauma cues and interpreted as anger. This arousal, alonusidgilance

to threat, may invoke a ‘survival mode’ of cognitive processing, including a hostile
attribution bias and selective attention to information that confirms a threah{Glhet al.,
1988). This is likely to lead to problems regulating arousal due to cognitive resbeirtgs
absorbed by the perception of threat, increasing the likelihood of impulsive responding
Previous association of anger and threat with scripts of violent behaviour is dikebke

these scripts more accessible, therefore more likely to be selectesin&iue 1988).

The General Aggression Model (Anderson & Bushman, 2002) also takes account of the
situational factors, predisposing factors, and the cognitive, affective, and atatisslthat
act as routes into violence, and the appraisal and decision making processeasd toat le
violent action. For individuals with combat related PTSD, situational factorsmolayle
trauma related cues, relationship conflict and alcohol use. Their predisposang auld
include demographics, combat exposure and resulting PTSD symptoms, which produce
cognitive, affective, and arousal routes into aggression in the form of post-tiaumat
cognitions, anger, and hyperarousal. Their appraisal and decision making macesben
impacted by hypervigilance and perception of threat, alongside confirnta#srand

reduced cognitive resources for alternative appraisals or scriptigele

Cognitions form an important part of these theories as they influence levelsoiang
appraisals and decision making, as well as the accessibility of a vialgnt $e the current
study, two types of violent thoughts that may form part of these violence models were
measured by the FAVT and SIV. The FAVT represents the types of cognitadmady
influence anger and provide justification for aggression, as well as in¢heal#eelinood that
situations may be perceived as threatening. The SIV measures the tygpgsitdns that
lead to rehearsal, normalisation, and priming of violent scripts. Both of these tyjpaemat
cognitions have been found to distinguish between violent and non-violent individuals
(Doucette-Gates et al., 1999; Firestone & Firestone, 2008; Grisso et al., 2000).

The properties of the FAVT appear to meet the recommendations for psychorsetric te
development in the literature and have been shown to have reliability, validity, and

discriminative ability for violent individuals as outlined in Chapter Three. Thecaldssof
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the FAVT also correlated with violent behaviour, particularly the instrumeiti@nce scale.
The FAVT alone correctly predicted 73% of violent cases. However, daergatinom
female participants was not included in the development of the items, potemidlhg is
generalisability.

The self-aggrandising scale in the FAVT was not identified through fantdysis but was
an addition by the authors. This is reflected in the relatively poor propertiessuiaiee
including the highest standard error, lowest internal consistency, lowedatorr&vith other
scales, lowest correlation with other measures, and lowest correldiiiomauma symptoms.
It also showed one of the poorest correlations with violence in this study (other than the
pseudo-independence scale which showed the weakest correlation with violendg overal
Confirmatory factor analysis could be used to assess the addition of the selfelgjgg
scale. Otherwise, the FAVT shows good psychometric properties in measurifigudt dif
construct to define, although it could not claim to measure all types of thoughtsigssoc

with violence.

The violent cognitions measured by the SIV and FAVT in this study were found to be more
prevalent in the PTSD group than the non-PTSD group. This suggests the experience of
PTSD may increase these types of cognitions. This fits with theoriesS& Rhich

highlight changes in cognitions as a result of PTSD, such as the belief thatrkthésw
dangerous and others cannot be trusted (Ehlers & Clark, 2000; Epstein, 1991; Foa &
Rothbaum, 1998; McCann & Pearlman, 1990). The ‘survival mode’ information processing
theory of PTSD highlights the role of these types of cognitions in the perceptimeatf and
hostile attribution bias. These violent cognitions were also found to predict whather
individual had behaved violently on more than one occasion or not, providing further support
for the discriminative ability of the SIV and FAVT. It was therefore hypatesl that these
cognitions may mediate PTSD and violent behaviour.

A mediation analysis, as described by Baron and Kenny (1986), requires igangnif
relationship between the predictor (PTSD) and the outcome (violence), and thigboondi
was met in the current study. A relationship between the predictor (PTSD) anddiatom
(violent thoughts and violent fantasy) is also required and this condition was met in both
cases. If the mediator is contributing to the relationship between the preBit&D) and

the outcome (violence), the impact of the predictor should be reduced when the mediator is
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also in the model. This was true for violent fantasy as measured using the dgj&stswy
violent fantasy may mediate PTSD and violent behaviour. This fits with previousctesea
which implicates violent fantasy in increasing the risk of violent behaviour when a
individual has been exposed to violence (Guerra, Huesmann & Spindler, 2003; Smith,
Fischer, & Watson, 2009). The rehearsal of a violent script is thought to increase the
likelihood that violent script is selected as a behavioural response due toadcreas
accessibility (Huesmann, 1998). Alongside the witnessing of violence, this nmagliser

the use of violence (Guerra, Huesmann & Spindler, 2868th, Fischer, & Watson, 2009).
These studies have highlighted that this relationship between fantasy and behaviour only
exists when the individual has actually withessed violence, as well as $argadiout it.
Therefore, the experience of violent trauma such as combat exposure could proede thes
conditions, along with the increased perception of threat and higher levels of anger

rumination associated with PTSD.

Despite the relationship found between PTSD and violent thoughts measured using the
FAVT, and between those violent thoughts and the perpetration of violence, the violent
thoughts did not explain a sufficient amount of the relationship between PTSD and violence
in the mediation analysis. This may have been due to poor statistical seresitipppwer,
related to problems with the continuous data and sample size, and the methodology used.
However, it also suggests there may be other variables accounting for much of this
relationship which were not controlled for, and various limitations to the studyndesre
identified. The factors identified in the literature that mediate theae$dtip between PTSD
and violence, such as demographics, would need to be controlled for in order to more
accurately measure the impact of violent thoughts. This was not possible as tdis woul
threaten the anonymity of the participants in the study and there wetaibms on the
permissions obtained. Similarly, the GAM details a number of factors whictalsayeed

to be accounted for but were beyond the scope of the study, such as personaktafattor
situational factors. Therefore, violent thoughts form one small but interlinkedfghrg

model. Other possible confounding variables not yet explored in this population may

include: personality disorder, pre-combat PTSD, and the time since the traumarexpos

It is also possible that violent thoughts do not act as a mediator, but are generaled jpost
order to justify the violent behaviour. However, these justifications may algetpate

violent behaviour. It remains worth investigating changes in thoughts followWig® Phat
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could become integrated into the individual’'s schemata about the world, the self, and others
and lead to violent behaviour. It is therefore also worth considering what intengemtay

be effective in avoiding this progression, including the sorts of cognitions that could be
targeted in treatment of violent individuals.

Finally, it was not confirmed that the control group participants did not have PTSED BT
often considered to be a continuous concept rather than a dichotomous one. Therefore, it
may also be worth considering whether these changes in cognitions areeaésu for

individuals who experience trauma but do not develop PTSD, as demonstrated by Marshall,
Panuzio, & Taft (2011). They found a relationship between post-traumatic cognitions and
intimate partner violence in individuals who had experienced trauma but had no diagnosis of
PTSD.

Applicability of findings

In order to integrate the literature on PTSD and violence in military populationsjeartdyi

a pathway to violent behaviour, a model is proposed using the risk factors that have been
highlighted so far within this thesis (Figure 3). This model is based on the Igaygmession
model and survival mode theory of PTSD, as well as the factors found in the litéoature

mediate PTSD and violence.
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Age

DEMOGRAPHICS

Socio-Economic Group

Gender

Level of Education

A 4

MILITARY EXPERIENCE

Atrocities Exposure

Combat Exposure

Witnessing Violence

Arousal

Re-experiencing

A 4

PTSD

Severity of Symptoms

A 4

Hyperarousal

misinterpreted

'

Dysregulation

Anger

SURVIVAL
MODE

A 4

Co-morbid Disorder

Avoidance

A

Anger-in

A
\ 4

Post-traumatic cognitions
Rehearsal of violent scripts

SITUATIONAL FACTORS

Alcohol

1.

vk W

Information processing

Hostile attribution bias
Selective attention
Confirmatory bias

Poor appraisal
Perception of threat

\ 4

Relationship conflict

T,

A 4

Priming / Accessibility of

violent script

Figure 3: Model of Pathway to Violence in Military Personnel with PTSD
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This model contains only the factors identified in theories and research sasféikely
there will be other factors that have not been accounted for. Similarly, thé coatte
potentially be simplified where some factors contribute little, or sosterfamay be
interchangeable with others, such as the context of the violence.

There are factors in this model that have been identified as risk facteislésrce in the

general population. However, there are also some factors unique to military pevdomne
experience trauma, therefore this pathway is unique to military personnel in sxysie As

it is based on research specific to this population it could not be said to be gdvlertdisa

civilian populations, although research on civilian populations could also be explored for a
similar pathway. Similarly, this model has been developed through researchiltéty m

personnel with a diagnosis of PTSD. If PTSD is perceived as a continuum of symptoms
rather than a dichotomous concept, there could be potential to explore the gendrati$abil

the model to those who have experienced a psychological response to trauma but do not have

a diagnosis of PTSD.

The number of factors to consider highlights the complex nature of violence riskrassé
A structured professional judgement protocol for violence risk assessmeshbeoul
developed for this population to assist practitioners working with military ancaveter
offenders, incorporating the risk factors identified in the research. This waddmée
subject to tests of reliability, validity, and discriminative ability, and dautlude pre-
disposing factors such as demographics, trauma-related factors such asecqgrabance,
and acute factors such as anger and post-traumatic cognitions, to bring tagetrena
picture of an individual’s risk. If successful in discriminating individuals who arent,
this type of assessment could be used by the MOD mental health servicessaiM Pri

Service, Colchester military prison, and military resettlement orgeonsa

Treatment Implications

It could be argued that we have additional obligations to treat veterans if iliteiryrservice
has contributed to their offending. If there are additional support serviaistde to them
due to their veteran status we also have an obligation to ensure these individuals are
accessing these. For example, veterans’ mental health has been madgydqgoriori
Improving Access to Psychological Therapies (IAPT) services (IAPErslies Positive

Practice Guide, 2009). Given that on average veterans take 14%2 years to come ¢wrward f
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treatment for PTSD (The Howard League, 2011), support with resettlemésd istal for

veterans to avoid increasing their risk on leaving the military.

In identifying individual treatment requirements, there is little guidamtlee literature as to
the specific cognitions to target in treatment to address thinking agsbwiiih violence
(Polaschek et al., 2009). The FAVT (Firestone & Firestone, 2008) could help to identify
such cognitions for targeting in treatment. For patients with PTSD sympioeasures of
post-traumatic cognitions such as the PTCI (Foa et al., 1999) could also be usesktépoasse
maladaptive thinking that could be linked to violence. Similarly, a treatment needs
assessment could assess for the presence of other factors identifiedt@nahedi as
increasing risk of violence for veterans with PTSD including: an assessnargef such as
the Novaco Anger Scale (NAS, Novaco, 1994); an assessment of level of symptoms,
particularly hyperarousal, such as the Traumatic Stress Inventory (fi&k,B995); an
assessment for potential situational factors such as alcohol use usingahel Alse

Disorders Identification Test (AUDIT, Babor, Higgins-Biddle, Saunders, @&tdiro, 2001),
and relationship conflict, using the Conflicts Tactics Scale (CTS, Straus, Bd%n
assessment for military factors such as level of combat exposure, using thatExmosure
Scale (CES, Keane et al., 1989). Assessment for co-morbid disorder may alptidagech
such as depression, which could be assessed using the Beck Depression Inventory (BDI
Beck, Steer, & Brown, 1996).

Effective treatment for PTSD, as recommended by the National lediituClinical

Excellence (NICE), includes Eye Movement Desensitisation and Reproc@ssIbdr) and
Cognitive Behavioural Therapy (CBT). CBT could help to address violent thoughts and the
perception of threat. However, there are a number of other treatment approaé&tiesio

that have been developed which could be helpful in addressing post-traumatic cognitions.
Cognitive Processing Therapy (CPT) aims to overcome avoidance sympt@xgldnyng a
written account of the trauma. It then aims to identify where the individual kiakded
maladaptive beliefs about elements of the trauma which may have been eetiged to

the rest of the world, themselves and others. CPT then allows the individual to @halleng
these beliefs. Cognitions that may have developed though trauma exposure sucarés, “I
trust others”, may also prime perception of threat and hostile attribution in violent
individuals. Therefore, this treatment may also reduce the risk of violence, anaghas be

found to be effective in reducing PTSD symptoms (Monson et al., 2006). However, there are
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a number of other factors that would also need to be addressed in treatment such as the
regulation of anger and arousal symptoms, as well as any co-morbid disordehot alc

misuse.

HMP Grendon have specifically targeted individuals in custody who have prevsausgd

in the Armed Forces for treatment within their therapeutic community jrgfan

opportunity for individuals to address anger, guilt, aggression and frustration in a safe
environment through contact with psychology services and prison staff who aex-also
services personnel (Ashton, n/d). HMP Grendon have also developed and piloted a fantasy
modification programme, targeted at both violent and sexual offenders to address the
reinforcing nature of their cognitions. The success of this programme coulah iméatment

of violent fantasy for individuals with PTSD.

Limitations

Thus far, none of the research into PTSD and violence has been able to determine causal
relationships, only correlations, and has been retrospective. A study of londitietiigm

would allow for causal inferences to be drawn and temporal relationships to beedxprhe
participants’ reports of violence may have predated their trauma. This studypiase to
confirm the level of violence for the sample prior to the trauma; however, in a revibe
literature, Beckerman and Fontana (1989) found that veterans in prison werekalgr li

be there for a first offence than other prisoners, and Collins and Bailey (229d)the

majority of civilians with PTSD in prison were arrested in the same yetregrear

preceding the onset of their symptoms.

Combat Stress highlights that many of their clients have pre-existing hiliezs to

criminal behaviour, and military service acts as a protective factor, pngvtiiucture,

support and positive relationships. This must be considered when undertaking research into
the impact of PTSD on violence, particularly as many of the risk factors fenemlare also

the risk factors identified as increasing the risk of developing PTSD. BRorme, Begi and
Joki¢-Begic (2001) found that level of education partially accounted for the relationship
between PTSD and violent behaviour in a military sample, and this is also a riskdactor
developing PTSD (Brewin, Andrews, & Valentine, 2000). A meta-analysis of riskgact

for developing PTSD in the general population found that level of education, previous

trauma, and childhood adversity consistently predicted trauma (Brewin et al., 2000)
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Therefore, the relationship between PTSD and violence may be due to the numbesdf sha
risk factors. However, Orcutt et al. (2003) used structural equation modelling, imgcludi
many of these factors, and found that stressful early family life, childhaoedaxial

behaviour, and war zone stress were only indirectly associated with mfardber violence
via PTSD.

There were also a number of limitations identified in the design of the cursearch study.
As with previous studies, it only examined correlations and did not control for a number of
variables. In order to preserve the participants’ anonymity and encourage tespending,
more detailed information was not obtained regarding other factors such as copasatex

Therefore, there were too many confounding variables that were not contoolled f

Alongside this, measuring thoughts appears to be a particularly diffidlt ltais not

possible to account for all manifestations of violent thoughts for an individual. ¢ beul
argued that violent cognitions are a constantly changing, dynamic factor, sunchabte

level of an individual’s violent cognitions at one point in time may completelygehsmnthe

near future. However, Grisso et al. (2000) found that the reporting of violent cognitions was

fairly consistent over time.

Problems with this study were also associated with the violence medsualedid not

produce normally distributed data and was difficult for participants to use. ethig |
categorisation of participants as violent or not violent, thereby losing infiemar he

information provided on the violence measure was not corroborated with other sounigs as t
information was not available within the permissions obtained, therefore waad weli self-

report. Access to official conviction data could have provided a more objective measure,
however some of the violence reported may be unconvicted, therefore this information would
have been lost. Although the violence definition used in the research study was broad, it may
have excluded forms of aggression which have been included in other research studies, such
as property damage, as well as some forms of verbal and psychological aggeessi

sexual aggression.

Finally, the theories and research outlined here do not explain why some indiwviaihal
PTSD develop violent behaviour but others do not. This could be explored in future research

to identify whether there are differences in their symptoms or chasticteri

127



Future Research

The violent thoughts measured using the FAVT did not account for a sufficient amount of the
relationship between PTSD and violence; therefore, future research could imdrelef the

risk factors identified in the research that may be contributing to thisoredhtp. This could
provide evidence for the model proposed here, as well as potentially identifying othe

contributing factors, such as personality disorder.

Future research could also focus on the generalisability of this model. Im#takanalysis

of risk factors for PTSD, Brewin et al. (2000) included studies of both militaryigitidrc
populations. They found differences in the results for the two groups inviting caution when
generalising results between them. In order to increase the gealaitali of these findings,

this research could be replicated in civilian populations. HMP Grendon is currently
completing similar research with a much larger sample of both civilian andliésryni

prisoners which may find more generalisable results. This research witlasdsider the

impact of treatment at HMP Grendon on these factors.

The FAVT was not developed specifically for a PTSD population and cannot claintugenc
all possible violent thoughts. A qualitative exploration of violent thoughts and changes in
schemata following trauma in military veterans in the criminal justyséem could identify
cognitions more specific to these individuals. The PTCI (Foa et al., 1999) mayaieng s

point for developing such a measure.

The present study did not consider the impact of the violent cognitions on differenbtype
aggression. Much of the research has focussed on intimate partner violencegseiduis to

be the most common offence for veterans (NAPO, 2008, 2009). However, there is also
evidence that there is a higher rate of sexual violence among veterans thanrle gene

population (DASA, 2010). This type of violence could also be examined.

Finally, military service has been proposed as a protective factor agaiesicedbr military
personnel. Rather than focussing on risk, future research could examine the pesence
protective factors. Exploration of protective factors could help to distinguisieéetw
individuals with PTSD who go on to be violent and those who do not.
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Appendices

Appendix A: Systematic Review Search Syntax

Embase:

# A Searches Results
1 exp Military Veterans/ 0
2 exp Military Personnel/ 7354
3 exp Posttraumatic Stress Disorder/ 16729
4 exp Violence/ 41406
5 1or2 7354
& Jand 4and 5 119
T limit & to (human and adult <18 to 64 vears=) &7
B from 7 keep 5, 10, 12-14, 17, 23, 27-30... 24
9 from 8 keep 4, 9, 11, 13, 15-16, 22 7
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Psychinfo

1 exp Military Veterans/ 5232
2 exp Military Personnel/ 3478
3 exp Posttraumatic Stress Disorder/ 15083
4 exp Violence/ 42374
5 exp Alcoholism/ or exp Drug Abuse/ £9585
& laori 14495
7 Jand 4and 5 and & 7
a8 limit 7 to (human and adulthood <18+ vears=) &
9 3and 4 and & 87
10 limit % to (human and adulthood <18+ vears=) 72
1 from 10 keep 1, 3, 5-6, 8-9, 12-15, 17-20... 42
12 from 11 keep 1, 4, 6-8, 11, 15-16, 20-21... 19
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Medline

1 exp Posttraumatic Stress Disorder/ 14964
2 exp Violence/ 55793
3 Military Personnel/px [Psychology] 2560
4 1and 2 and 3 53
5 limit 4 to (humans and "all adult {19 plus vears)”) 34
6 from 5 keep 3, 19-20, 22, 26-27 6
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Appendix B: Quality Assessment Form

Quality Assessment Scoring Criteria

1. Was the sample size large enough? n=<50:0 n=50-100: 1 n=>100: 2

2. Is the sampling method biased? Yes:0 Some:1 No:2
3. Were the groups comparable? (if applicable) Yes: 2 Mostly:1 No: 0
4. Were the measures used validated? Yes:2 Some:1 No:O
5. Were the measures objective? Yes:2 Some:1 No:O

6. Were the same measures used for all participants? Yes:2 Some:1 No:O

7. Was the analysis robust? Frequencies, chi square — 0
t-test, ANOVA -1

regression, structural equation modelling — 2

8. Were controls used? Yes: 2 Some: 1l No: 0
9. Attrition rate? None: 2 <25%:1 >25%:0
10. Are the results generalisable? Yes:2 Some:1 No:O
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Appendix C: Studies Removed

Studies Removed on the Basis of Inclusion/Exclusion Criteria

Table 12
Characteristics of Studies Removed on the Basis of I nclusion/Exclusion Criteria
Study # Hypotheses or Aim Variables Comparison | Results Conclusion
Authors Group
(Year)
Gerlock, A. Describe factors related to IV: Stress, self- None detailed. | PTSD was significantly correlatethwi Program completers were more like
A. (2004) Domestic Violence (DV) for | esteem, alcoholism, frequency and severity of D\ E 0.000, | to be younger than 35yrs, employed

men in a military DV

programme and their
completion/non-completion of

the programme.

drug abuse, PTSD,
parental conflict
tactics, relationship
mutuality, age,
employment,
completers, non-
completers.

DV: Domestic
violence.

2-tailed).

Reports of parental DV significantly
correlated with PTSD severitp € 0.05, 2-
tailed).

Of demographics employment and age
significantly distinguished completers an
non-completers as well as court status al
monitoring.

PTSD, relationship mutuality, and
symptoms of stress were all significantly
different in completers and non-
completers.

No significant differences between the
groups on the remainder of measures —
substance misuse, reports of abusive
behaviour, self-esteem, or witnessing
parental DV.

higher relationship mutuality, lower
stress and PTSD, and were not bein
monitored by courts.

A link between DV and PTSD.
Link between parental DV, PTSD an

i DV.
nd

o
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Study # Hypotheses or Aim Variables Comparison | Results Conclusion

Authors Group

(Year)

Glenn, D. M., | Higher veteran reports of IV: PTSD, combat | None detailed.| Veterans reported high instance of Veteran’s reports were consistent w
et Al (2002) PTSD will be related to highef exposure, family childhood physical abuse. prior research indicating elevated

levels of hostility, violence an
general psychological distress
among partners and children.

Higher veteran reports of
combat exposure will be
associated with higher levels
of hostility, violence and
general psychological distress
among partners and children.

Higher veteran reports of
hostility and violence will be
related to higher levels of
hostility, violence and general
psychological distress among
partners and children.

D

]

J problems (current an

family of origin).

DV: Child
punishment, hostility,
partner and children
PTSD.

Veterans reported moderate-heavy level
of combat exposure and a high degree o
PTSD symptoms.

Hostility was also high in veterans.

Veterans’ means-scores on the VBI fell i
the medium-high range.

levels of family conflict and increase
5 rates of hostility and interpersonal
f violence.

s

th
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Study Removed on the Basis of Quality Assessment

Table 13
Characteristics of Study Removed on the Basis of Quality Assessment
Study # Hypotheses or Aim Variables Comparison Results Conclusion
Authors Group
(Year)
Silva, J. To explore the psychiatric IV: PTSD None detailed. Four typologies established: Proposed a preliminary
A., etal factors that appear to be linked classification of aggression in
(2001) with PTSD-related aggression | DV: Violence Flashback associated violence — dissociative] PTSD.
among Vietnam combat amnesia, depersonalisation, derealisation,
veterans. disturbances of self-concept, intense emaotional
responses, abnormal visual perceptions,
Using case studies, propose a abnormal sensory experiences, misidentification
typology of psychopathologica of others, fear, hostility, anxiety, location
causes of PTSD-related misidentification, impaired reality testing.
aggression.

Sleep disturbance associated violence —
insomnia, non-purposeful flailing, defending
self from danger in dream, unaware of action
confusion on wakening, sleepwalking, violence
associated with dream content,
misinterpretation of reality, dream related, night
terrors, dissociative.

w

Mood lability associated violence — anger,
hostility, regulation, affective arousal,
impulsivity, coping styles, relating to others,
cluster B personality disorder, overreacting tq
moderate stressors.

Combat addiction violence — seeks to re-
experience thoughts, feelings and actions
related to previous combat experiences, action-
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Study # Hypotheses or Aim Variables Comparison Results Conclusion
Authors Group
(Year)
addiction, craving dangerous, thrilling
situations, a sense of pleasure, excitement,
calmness or other mental state for temporary|
sense of wellbeing, decrease in anxiety, tensjon,
emptiness, numbness, feeling alive, no loss of
contact with reality, harm not specific, recreate
combat experience.
Table 14:
Quality Assessment of Study Removed on the Basis of Quality Assessment
Study # Sample Controls Measures Attrition Rate Analysis Limitations QA
Authors Score
(Year)
Silva, J. 4 case studies, men with | None detailed. Case Studies. N/A Qualitative ansilys | Potential for 5
A, etal combat experience and typology development.| malingering.
(2001) active PTSD symptoms.

Age — 47.

Very low sample
number.

No information

No recognised
methodology.

regarding selection.
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