Cyberseminar Transcript
Date:  August 2, 2017
[bookmark: _GoBack]Series:  Timely Topics of Interest
Session:  Assessing and Reducing Violence in Military Veterans
Presenter:  Eric B. Elbogen, Ph.D., ABPP (Forensic)

This is an unedited transcript of this session.  As such, it may contain omissions or errors due to sound quality or misinterpretation.  For clarification or verification of any points in the transcript, please refer to the audio version posted at http://www.hsrd.research.va.gov/cyberseminars/catalog-archive.cfm


Moderator: And without further ado, we are at the top of the hour so I would like to introduce our speaker today. We have Dr. Eric Elbogen and he is a local recovery coordinator at Durham VA Medical Center and a professor of psychiatry at Duke University Medical Center. We are very pleased to have him here today, and without further ado, Eric, I am going to turn it over to you.

Dr. Eric Elbogen: Thanks so much. I want to acknowledge colleagues, and for those that are on the phone that know about the Duke University, University of North Carolina rivalry, in this case we had very good collaboration between the two shades of blue and other collaborators across the VA and across the country, I want to make sure to acknowledge. I am actually going to start off by putting it back on you, and I want you to think about, let’s say you had a random sample of 1,000 people who served since 9/11 in the military, they are Veterans, and you ask them a question, have you been aggressive to others in the past year? What percentage of them would answer yes? So please answer that on the poll.

Moderator: Thank you. So for the attendees who have not filled out a poll before, you can simply click on the circle right next to your response there on the screen. So the answer options are less than ten percent, ten to twenty percent, twenty to thirty, thirty to forty, or more than forty.  And it looks like we have a nice response of audience, we’ve already got over 75 percent have voted, so at this point I am going to go ahead and close out the poll and share those results. Seven percent of our respondents said less than ten percent; thirteen replied the ten to twenty range; thirty one the twenty to thirty range; twenty two the thirty to forty range; and twenty seven percent said more than forty percent. So thank you to those respondents, go ahead and put it back on you.

Dr. Eric Elbogen: That was close to a bell curve, almost, but what the research has shown is that the answer is about one third. One third of military service members and Veterans would answer yes to that question. What’s important about the answer is that we are talking about a subset. So the idea that violence is a problem is really something that we are talking about needing to identify which of the Veterans that we serve are having a problem with violence. 

So we conducted a national survey ourselves and we had that random sample that we just talked to you about, and we did find that thirty two percent of Veterans did report physical aggression to others in a one year period. However, in terms of looking at the severity, we found that it was actually about 1 in 10 reported severe or lethal violence in a one year period of time. 

There has been a meta-analysis that showed higher rates of physical aggression or all types of aggression and this was published about two years ago. Regardless of the actual, whether it’s between what we’ve seen in the United States and then combined with the US or UK, this is a problem, there is a need for us at the VA to begin to detect which Veterans and military service members are at highest risk of violence. And what’s helpful is that in the civilian literature, there has been a lot of research done on violence risk assessment. 

So what I’m going to be presenting today is research that has been done mostly based on a national institute of mental health grant that aimed to create and adapt the tools that have been used for civilian violence risk assessment and adapt them and transfer that same science to Veterans. and the idea of which is, we’re going to also be looking at, because we have a good mixture of both clinicians and researchers on the phone, is how the research can be transferred to clinical practice. And I’m going to be offering four rules of thumb for improving your decision making of violence risk when working with Veterans that is directly based on the research that me and other people have conducted.

The first rule of thumb is: if you’re going to look at anything, look at factors that have been shown scientifically to be associated with violent behavior in Veterans and military populations.
So what I want you to do is to think about a Veteran that you may have seen recently who anger or aggression were problems that they were complaining about, think about or write down 3 factors that you think are important to assess whether they are at risk of violence. So I will give you about 30 seconds to do that. (pause)

Moderator: Thank you. So as you can see, this isn’t a regular poll. We just want you to give this some thought and if you need to you can jot them down on your own, or if you really want to remember it, you can type it into the question section to see it later.

Dr. Eric Elbogen: That being said, we are going to do a regular poll right now, which is: Which of these factors do you think is the strongest predictor of violence in Veteran and military populations?

Moderator: Perfect, so for our attendees, that is up on the screen at this time. So what risk factor do you think is the strongest predictor of violence among military service members and Veterans? Younger age, PTSD, Traumatic Brain Injury, male gender, or financial instability.
And people are a little bit slower to answer this one, and that is perfectly fine, take your time. These are anonymous responses and we are not grading you. Alright, it looks like we’ve got up to about 75 percent, a little over, so I am going to close it out and share those results.
Eight percent responded younger age; forty one percent PTSD; twelve percent TBI; twenty seven percent male gender; and thirteen percent financial instability. And we’ll put it right back on your slides, Eric.

Dr. Eric Elbogen: Thanks. I apologize for this, but there is no right answer. I know that that’s probably not what you want to hear but there is a reason I do this, is because it turns out that you should never rely on a single factor for assessing violence, and one of those factors might be stronger than another, or they may be combined with one another in different models. So we do know about the strength of the individual factors, and what I can tell you is that younger age, which was not very consistently answered, is actually been consistently related to increased risk of violence, as is financial instability. Male gender has not been consistent, there is not a consistent association among Veterans of being male and being aggressive. Traumatic Brain Injury also has not been consistently related to aggression and violence in Veterans. Post-Traumatic Stress Disorder has been shown to consistently relate, but there is a few caveats, and we are going to talk about those in a few minutes, but the foreshadow of that is that it’s PTSD and something else that really increases the risk of violence. You want to go beyond the diagnosis of PTSD for finding the link to violence. 

That being said, this is a listing, anything you see a check mark for has in four or more empirical studies been shown to be associated statistically with violence and aggression in Veterans or military populations, divided into domestic violence and general  interpersonal violence. You can see younger age, just like in the civilian population, past violent behavior, just like in the civilian population, maltreatment and abuse as a child. Combat exposure is interesting and maybe some of you wrote those down in that open ended question. There have been studies that have shown it is associated but then there are studies that have not. Now, there have been four more studies that have, but that shows that there is actually mixed evidence for that, and often times it is Post-Traumatic Stress Disorder and severe PTSD symptoms that’s contributing most to the association, not combat exposure. 

Many of you may have written substance abuse, depression, and financial status, have all been linked to violence in Veteran populations. So the first rule of thumb, if you are going to be assessing risk of violence, you want to base it on what has empirically been shown to relate to future and current violent risk in the Veterans. The second is to figure out the role of PTSD. 

And so it is the case that a long time ago it was shown that Veterans who do meet criteria for PTSD have higher rates of violence, this is the NVVRS that showed this. More recently, in the United Kingdom a very good study linked clinical data to criminal records and show that over twice the rate of being arrested for violent offending among military personnel, which included active duty and Veterans. Those who met criteria for PTSD, much more likely to be arrested for violent offending. In our study we did find that, and we did a longitudinal study where we surveyed, we had a random sample of all Iraq/Afghanistan Veterans and surveyed them a year apart, and we found that if they met criteria of PTSD at the first wave, in the next year 20 percent of them endorsed severe violence versus 6.4 percent who didn’t meet criteria for PTSD.

But there is alcohol misuse. And we found something very similar, that there is much higher rates if a Veteran has met criteria for alcohol misuse at wave 1, they are much more likely the next year to have engaged in severe violence.

And look at the question mark. So we happen to know that a lot of Veterans who have PTSD also have alcohol misuse and our sample is a third of the Veterans with PTSD had alcohol misuse. And what we found is if you took them out, if you looked at PTSD alone without the alcohol abuse, that’s actually not statistically significant. Alcohol abuse is statistically significant, just barely, but it’s the combination that is most relevant. I believe in the multivariate models, over quadruple the rate once you controlled for history of violence and age and other variables. So the take home is that yes PTSD is relevant, but it also depends on how you slice the data and so it’s really critical to be looking at the combination of PTSD and alcohol misuse, not just PTSD alone. 

A lot of studies have actually looked at specific PTSD symptoms and there’s been other studies have shown less consistent relationships between PTSD symptoms and aggression in Veterans, but the hyperarousal symptoms have actually been shown more consistently to relate to aggression in Veterans. So I think that that’s another indication that, yes PTSD is relevant, but how is it relevant? How is it linked to violence is really important, and the research strongly suggests that. 

We looked at both for PTSD and TBI, which it’ll show why TBI is inconsistently related, looking at the relationship between those diagnoses, but also whether anger and irritability was a factor in criminal justice involvement since returning from deployment. And what you can see is that for both Veterans of PTSD and TBI the increased anger and irritability was associated with higher rates of criminal justice involvement. 

In terms of predictors of criminal arrests, this shows that being male was associated with criminal arrests. But the vast majority of those criminal arrests, eighty percent were nonviolent, so that’s important to think about. Younger age, witnessing parents fighting, history of previous arrests, substance misuse very strongly related, and in the final multivariate model, twice the rate. So Veterans with PTSD and high irritability were double the rate of reporting post deployment criminal arrests. So PTSD needs to be considered in the context of specific symptoms. 

This is an undergraduate honors thesis where we looked at the difference between aggression against strangers and family, and this actually we did find a gender difference. We found that in the odds ratio there means that male Veterans were 3.41 times more likely to engage in aggression against strangers than women. We found that PTSD flashbacks predicted aggression against strangers in the next year. I do want to say the caveat to that is this is the only instance that I am aware of that flashbacks have been shown to be associated with violence. In general, the misconception of the link between flashbacks and violence has not been consistently supported in the literature, so this needs to be replicated. 

Conversely, women were more likely to report severe family violence, and this has been replicated by researchers at the Boston VA. In this case PTSD anger symptoms were most strongly associated with future family aggression. 

So rule number one, use empirically supported risk factors. Rule number two, know the role of PTSD in terms of is it linked with alcohol misuse? Is it linked with hyperarousal symptoms? Rule three is, we’ve been talking about all of these things that increase risk, and most literature has done that, but what about what reduces, or might be associated with reduced risk in violence. 

This is strongly influenced by my being a local recovery coordinator here at the Durham VA is well, what are some of the protective factors that might be associated with lower risk of violence in Veterans? And what we find here is Veterans who are working are at significantly lower risk of violence. Those who have enough money to cover basic needs, those who report engaging in self-care. You can see even though there is a low rate of homelessness, you can see among those that were, there is a substantial number who reported severe violence in a one year period of time. 

Resilience was measured by the Connor-Davidson Resilience Scale, and those who had higher scores were less likely to engage in violence. This one item on the quality of life inventory, which asked Veterans how much in control of their life they felt and whether they were satisfied with that. That actually was a strong protective factor, I think is the highest high scored among the ones here. So the amount of control a Veteran feels in their lives is related to mild risk, spiritual faith, and social support, being satisfied with it.

This combines them and I want to explain what this figure shows. The 0, 1, 2, 3, 4, 5, 6, 7, 8 are the number of those protective factors Veterans endorsed. The Y axis is the predicted probability of severe violence. What you can see is as you have more protective factors, Veterans risk of violence goes down ninety two percent. There’s a few other items I want to point out is, this is a nationally represented sample, there are very few Veterans who have very few risk factors, and most Veterans have a number of risk factors and are at relatively low risk of violence. The other thing is that it shows that the protective factors are cumulative. So what you can do as clinicians is begin to help our Veterans move from the left side to the right side, just like the bouncing ball, that could literally be, well no, it’s figuratively, be the focus of your treatment because what it shows is that rehabilitation involving social support, helping Veterans have a stable home, helping them connect with jobs, all of those cumulatively can be very critical in terms of dramatically reducing risk of violence. 

Now what we wanted to look at is, well maybe this is different for those who have had high combat trauma, but what you can see here is that violence doesn’t happen in a vacuum and so even among Veterans with high combat trauma, you could see a dramatic reduction of the odds of engaging in severe violence, based on whether they’re homeless, meeting basic needs, employed, perceived self-determination, which is that item about feeling in control, resilience, and social support. So we stratified for those with high trauma exposure. 

We also looked at physical health and found that not having sleep disturbance and not reporting pain problems is associated with reduced risk of violence and aggression. 

The last part. So the idea is to improve your clinical practice, look at empirically supported risk factors, look at the role of PTSD, consider protective factors, and then try to structure your evaluation using what I’m going to describe in a minute as a structured professional judgement model, and apply risk assessment tools if they are available, and they are and I’m going to tell you about them.

But first, a polling question.

Moderator: Thank you. Alright, so for our final poll I am going to go ahead and put this up. So, when left to their own clinical judgement, how good are mental health professionals at predicting violent behavior? Much worse than chance, slightly worse than chance, same as chance (like flipping a coin), slightly better than chance, or much better than chance.

And please go ahead and respond to that. (pause) Alright it looks like we are approaching about a seventy percent response rate, it looks good to me so I am going to go ahead and close this out and share those results. One percent say much worse than chance, fifteen percent of respondents said slightly worse, twenty seven percent responded it’s the same as chance like flipping a coin, forty eight percent slightly better than chance, and nine percent of respondents said much better than chance. So thank you for that, and we’ll go back to you

Dr. Eric Elbogen: There is an answer to this one, and forty eight percent of you got it correct. 

So yes, clinicians are slightly better than chance, and I’ll quantify that in a minute, but a very humbling comparison was done by Mossman where they compared fully informed clinical decision making. And so clinicians were asked, is this person going to be violent in the next, let’s say 6 months, and then compare that to a model where they used one piece of information, which was history of violence. If I was doing this in front of an audience I would ask you which model do you think did better and you’d all figure out correctly that that one piece of information, the history of violence, outperformed fully informed clinical decision making. That is because we are, as human beings, prone to decision making errors, so what has been suggested is to reduce errors and improve our decision making, we need to use decision making aides, or at the very least, structure our risk assessment as close as possible to the way that risk assessment tools do that. 

So what I just described to you is that most people rely on clinical judgement. There are actuarial models of risk assessment that exist, and these are just like your auto insurance that combines your age, your history of car accidents, what kind of car you have, to predict what your insurance is going to be and your premiums, there are actuarial models that combine variables to predict violence. There are some problems with them, they do have high statistical accuracy, but they also might miss relevant information. The classic example is an actuarial model may predict that someone is going to have a high probability of engaging in violence but then they might break their leg and have a zero percent chance of engaging in it, and that is just not part of the model, so that is a limitation of the actuarial models. 

What forensic experts have now said is really an optimal way to assess for risk is to systematically go through both risk and protective factors that have empirical support.
Specifically look at dynamic and changeable factors that can inform interventions to reduce violence.

This is using area under the curves. It’s a measure of predictive accuracy of a decision, and very briefly, a zero is perfect, inaccuracy a one is perfect, accuracy in point five is flipping a coin. You can see that the clinical decision making is better than chance, but it’s not as good as history of violence. Other instruments have been developed and they are listed there, those are risk assessment tools. They have gotten fairly good at area under the curves, that’s what AUC stands for. 

We’ve developed the Violence Screening & Assessment of Needs for Veterans specifically and these are five items, this was published in the American Journal of Psychiatry in 2014, five items, and these are the actual items, that when combined were shown to be useful at assessing and screening for risk of violence. These are items that mirror the empirical literature that we have been talking about. We did find that combat experience, specifically witnessing someone getting severely wounded or killed was related to future violence in 2 samples. We had the national sample and an in depth local sample, where we had collaterals providing information. Financial instability, alcohol misuse, having been arrested for crime or violence towards others. The asterisk indicates that this is not talking about and it’s not clear other risk assessment tools make this distinction this is not talking about controlled aggression that was performed in the course of combat, so this excludes that, we’re talking about more violence toward others in a different sense. Then PTSD and anger was not the diagnosis alone but is a diagnosis in anger. 

So these five items, they form a score and this is the predicted probability of a Veteran engaging in severe violence in the next year as a function of the score. You could see similar to the figure I showed you before, the vast majority of Veterans don’t have a lot of risk factors, and there’s very few that have most of them, and it’s those that have alcohol misuse, can’t afford their basic needs, have histories of aggression or criminal justice involvement, and have PTSD and anger problems, but those are the ones that you would begin to potentially triage or at least be concerned that they may be at a high risk of violence.

So what the VIO-SCAN does, and it is available on the web and a few VAs have already put it into CPRS, it prompts clinicians to consider at least five empirically supported risk factors. So remember, at the very least this is helping structure the decision making which helps human decision makers avoid pitfalls and biases. It identifies veterans who may be at high risk of violence and can therefore prioritize comprehensive risk assessments. It reviews the need, and there are a bunch of different potential interventions that can be done, if a Veteran has difficulty with transportation and getting to the medical center, that might come out in here and that might be something that is targeted, or housing issues, and then combined factors like the PTSD and the alcohol abuse may be an issue. Or anger problems, those are all potentially dynamic factors that can be targeted in risk management. 

But it is very important to be aware of the limitations of this. It doesn’t replace a comprehensive risk assessment. This is almost just like a springboard by which you would go into other risk factors for a Veteran. There is no designation of whether they are at low, medium, or high risk. And it also doesn’t have perfect accuracy. As you see from here, nearly half of those with the score of five may never engage in violence, or pretend to engage in violence in this sample, and may never engage in violence. Alternatively, those that scored zero, there are still a few that did engage in severe violence so zero doesn’t mean no violence, and a five doesn’t mean definite violence. It is really important, there are going to be a number of false positives and false negatives that can occur, and high scores don’t always mean high risk, it’s really meant to be a way of structuring your decision making and structuring your clinical judgement.

Just to begin to recap, it’s important to realize that this is, the violence in Veterans, is a problem for a subset of those and particularly the kind of violence that we are concerned about would be use of a weapon, beating another person, and that would be really about 1 in 10 Veterans in a one year timeframe report engaging in that. A lot of people, and people may ask, whether or not this is different than the general population and the honest answer is there has never been a comparison, at least that I’m aware of, that uses the exact same measures and compares Veterans to civilians. What I could tell you is the prevalence rate in civilian studies or national studies, there’s some studies that are lower than the numbers that you are seeing on the screen and there’s some studies that are higher. So in terms of a comparison, it’s not readily available. 

On the other hand, there is a lot of evidence to say that rates of PTSD are higher among military populations of Veterans. At the same time, we’re talking about most Veterans with PTSD not reporting problems with aggression. In terms of the whole Veteran population, metaanalyses show between twenty and twenty five percent have PTSD, and then among that subset, there is a small subset that engages in aggression, and then among that subset, a small percentage that engage in severe violence. So we are talking about a subset of a subset of a subset. Then you really also need to consider the fact that PTSD and alcohol combined are really responsible for a lot of that association. And so the Veterans who had PTSD but did not misuse alcohol, in our sample, were over seventy percent less likely to have endorsed and reported severe violence in the next year. Also, the specific PTSD symptoms really need to be taken into account, anger, and it’s not just anger, other studies have isolated that it is other hyperarousal symptoms that are related. So take-home, go beyond PTSD, there really are other mechanisms that are linking, that the research shows link PTSD to violence, so in your clinical practice if you’re seeing a Veteran with PTSD, begin to explore and examine how PTSD is specifically linked and that will give you good insight as to how to treat and reduce risk of violence. 

But there are a lot of non-PTSD factors that need to be considered. I think this is a third take home of all of the research, is that yes there are some military specific factors, but the vast majority of risk factors, related to aggression and criminal justice involvement in Veterans, largely overlap with those in non-Veteran populations, because Veterans are also civilians, and so history of violence, not having enough money to meet basic needs, younger age, those all really need to be considered. And I think it shows that yes, these are Veterans that we are treating, but at the same time we can’t ignore the fact that they are susceptible, I guess is a word you can use, to the same risk factors and protective factors as in civilian populations. So in both populations, having witnessed violence or a history of child abuse does increase risk of violent behavior, or a number of the variables that were shown before actually also need to be considered. 

I think these findings really speak to the need for recovery-oriented assessment of risk of violence in a few ways. One would be to actually start a risk assessment by asking a Veteran what their plans are for wellness in their physical domain, in the social domain, in occupational, financial, in other words, taking advantage of the fact that those protective factors actually do have empirical associations with lower risk of violence. And also combining that with the finding that self-determination was really also associated with lower risk of violence. So in a way, by engaging a Veteran in the process of the risk assessment, when you’re meeting with them at the very start and getting what their goals are, is actually in and of itself a risk management technique because the other reality is, you’ll want to know, if you’re doing an assessment, well what is this persons incentive to follow whatever the plan is. And if you have a good idea of what the Veteran’s goals are then you would at least know the reasons why they would or would not be motivated to follow a risk management plan. So that would be the last take-home. 

There are bunch of references you’ll have, and I think at this point I will open it up to questions.

Moderator: Thank you, we do have several pending questions. For those of you that joined us after the top of the hour, to submit your question and comment just use the go to webinar control panel located on the right hand side of your screen, just click the arrow next to the word questions, that will expand the dialogue box and you can then submit your question or comment there.

So the first one, I may be asking too early on in the presentation, but what about psychological aggression and/or emotional abuse? Are the risk or protective factors the same for that?

Dr. Eric Elbogen: That is a great question and the problem with answering it is, so many studies have defined that and operationalized that differently and so some studies don’t even have it, some have it embedded in measures that include physical aggression measures. So what I’ve isolated in that literature review with the checkmarks were studies that specifically defined violence as one person inflicting physical harm or injuring another person, or threatening them, like with a weapon, with lethal violence. I should have also mentioned this talk did not regard risk to harm to self, although we did just have a paper published last month showing that, and I should have added this, that the resilience scale, particularly self-determination and self-meaning was associated with reduced odds of both current suicidal ideation, current violent impulses, and concurrent suicidal ideation and violent impulses. So a lot of these factors may actually be relevant to suicide risk assessment too, but this talk was really focused on violence towards others, and physical violence.

Moderator: Thank you for that reply. 

The next question, did the research you presented, assessing violence, include IPV or were those who reported IPV excluded from the research as IPV doesn’t necessarily equate to general violence?

Dr. Eric Elbogen: No, they were not excluded. When we separated the stranger from family aggression we were able to ask who the potential victim was and we had more detail on that, so we actually gave the conflict tactic scale, and so we did have more information about that. I would love to have time to get more into that data and publish more on it, but in terms of how it was operationalized in our study, we really looked at any kind of indication, whether it be, whoever it was, whether it was domestic violence or general interpersonal violence, it was operationalized as any report of hurting another person physically.

Moderator: Thank you. Could you speak to the lack of impulse control or low executive functioning as a risk factor?

Dr. Eric Elbogen: (laughs) Oh boy, well we do have a study going on where we did look at that. There’s two papers on my desk right now that are looking at that. That has not been examined very much in Veteran populations, but definitely warrants attention and certainly in the civilian population impulsiveness and impulsivity has been shown to be related to violent behavior. It really just hasn’t been looked at in Veteran population. I should mention along those lines, the concept of psychopathy has also not been very…I am not aware that it has even been looked at in Veterans, but in civilians it is actually one of the most studied constructs in terms of relationship with violence and has a strong association with violence, and impulsiveness is part of psychopathy, that’s why I’m thinking about it. But yeah, I mean I think that certainly being up on the civilian literature is relevant for doing your risk assessment. In terms of Veterans I am not aware of any studies that have looked at it, other than the ones that I’m working on.

Moderator: Thank you. The next question we have, what are your thoughts about the short term assessment of risk and treatability, known as START, for inpatient VA settings?

Dr. Eric Elbogen: I know that it’s been shown to be effective in inpatient settings in more state psychiatric facilities, I can’t think of any reason why that couldn’t be used or adapted. In terms of the other risk assessment tools, I think that one needs to have a caveat before using them, that they may not have been validated in Veteran populations, but I don’t see any reason it shouldn’t be examined or looked at in Veteran inpatient settings, yes.

Moderator: Thank you. Does the government offer coverage for treatment for these issues with active and inactive service people?

Dr. Eric Elbogen: Well, I mean there’s certainly anger management groups, there are PTSD treatments, substance abuse treatment, I guess what really it gets to is the dynamic factors that you’re targeting and how those may contribute. So there is treatment for the dynamic factors. In terms of violence as a problem itself, I’m not aware of any specific violent treatment program.

Moderator: Thank you. How does the overlap with risk assessments that are contextually based, for example, okay, sorry, let me start over again. How does this overlap with the risk assessments that are contextually based? For example, upon admission to a hospital or presentation at emergency department.

Dr. Eric Elbogen: Well, I guess there’s a few things. One is, I don’t know whether you are referring to the VIO-SCAN itself, but in terms as that as a tool, it hasn’t been validated in either setting and needs to be, because we are talking about the next year’s long-term violence so certainly tools need to be validated for more short term settings. At the same time, given that you’re going to be not necessarily having those tools at your disposal, like let’s say in the Emergency Department, certainly knowing what the factors that are associated in the empirical literature with violent behavior would be warranted to be looking at in your clinical assessment. So at the very least, you could be applying this science in your clinical practice by using those factors to springboard your clinical assessment in those emergency settings. So yes, if you find out there is PTSD then begin to find out, well for that particular Veteran, how does that link to violent behaviors through alcohol, through angers from another mechanism, also in terms of beginning to ask about protective factors, social support, what their goals are for work, and beginning to explore those you could, at the very least, use the science to help guide your assessment, even absent having a tool.

Moderator: Thank you. Is owning a weapon considered a risk factor?

Dr. Eric Elbogen: That is a great question because at least from what I understand, Veteran populations have a higher rate of gun ownership than non-Veteran populations. Which makes it trickier to isolate that as a risk factor. You know, I think it has not been looked at for Veterans. I think in the civilian population it’s a tricky thing because what they’ve shown is you could ask someone, do you have access to weapons? And if they say yes then statistically they’re at higher risk of violence than someone who says no. But the problem is if they say no, you don’t necessarily know whether that is true or not. So the yes is helpful, the no is not. So I think that has not been looked at for Veterans but certainly would be an important part of an assessment to begin to gauge how serious the risk is and what risk management strategies you may need.

Moderator: Thank you. This next question, I joined late so forgive me if you have already gone over this information. Did you look closely at, or do you know who the known victims are, not the stranger interactions?

Dr. Eric Elbogen: No, we did not look at that. We didn’t look at that.

Moderator: No problem. While we wait for any further questions or comments to come in, oh I should mention several people have written in thanking you for the excellent presentation and asking for the slides to share them with colleagues, so I have been getting those out.

Dr. Eric Elbogen: Thank you

Moderator: Yeah. So do you want to give any concluding comments while we wait for any remaining questions?

Dr. Eric Elbogen: I think those were really great questions, I appreciate them. I think the next steps in all of this will be to figure out, sort of one of the questions was “well what do you do about this?” and I do think that the next steps, both for Veterans and in the non-Veteran violence risk assessment, both the science and practice are going to be, okay you have these tools, they have pretty good area under the curves, so it’s from risk assessment to risk management. I think that a lot of the next steps in research are going to be, well what can we do? Let’s say you do have someone who has PTSD with anger problems, what kinds of treatments might be useful to reduce their chances of engaging in violence? And so I think that that’s going to be where the next step is and I think that it’s one that clinicians almost always ask, because yes we are saying this is how I improve my risk assessment, but then what do I do as a next step once I have clinical concern about a Veteran? The best right now is to, at the very least, identify those dynamic or changeable, or malleable risk factors. And then also to look at what the protective factors are that could be bolstered, at least in terms of what the next step would be. So that would be the only thing that I would add.

Moderator: Thank you. We do have one last question that came in. If mental health staffs managing violence is about chance, who can teach staff without mental health preparation?

Dr. Eric Elbogen: I’m not quite sure I understand the question, but should this be used by non-mental health staff?

Moderator: They can actually write in for further clarification.

Dr. Eric Elbogen: Ok. But I do think that because PTSD and alcohol misuse are part of, let’s say, some of the risk factors, at least when VIO-SCANned, I do think that some mental health training would be important for that. At the same time, certainly all of this information, in terms of what factors are associated with aggression and violence in Veterans, is still relevant for policy makers and other staff. But in terms of doing a risk assessment, I would say mental health, at least training, might be really important. I’m not sure I’m getting at the question, but I’m doing my best.

Moderator: I’ll try, they did write in for further, so I’ll start with the first part again. If mental health staffs managing violence is about chance, who can teach staff without mental health preparation to be used by the non-mental health staff, such as mattered surgery staff?

Dr. Eric Elbogen: Yeah, I think maybe I kind of answered the question. I do think that it would be harder for non-mental health staff. And I do want to say, we’re not at chance levels, so it is about, there are probabilities involved in this, but you’re trying to do your best with what’s known with these four rules of thumb. So at the very least you’re following science and doing your best to increase the chances that you are more accurate. But in terms of if someone doesn’t have expertise to do that, I would say that probably would be more problematic. I’m not saying it’s impossible, because people could be trained to do things, but for those non-mental health staff it would be much harder.

Moderator: Thank you. We do have another question that came in. Thank you for the terrific presentation. Could you share about risk about assessment resources and tools for older Veterans living in Community Living Centers (CLCs formerly called VA nursing homes) and state Veteran homes? A growing concern is Veteran to Veteran aggression in community living centers, in the context of dementia and serious mental illness.

Dr. Eric Elbogen: Well, I think given that this is a HSR&D call, I think that’s a great research idea. I have not heard of anyone who has done that. I think that the writer is definitely hitting upon something that is a need and I would strongly encourage following up on that, because I do think that that might be an area that hasn’t really been looked at.

Moderator: Alright. Thank you so much. That is the final question and comments so at this point I’d like to thank you for coming on and lending your expertise to the field. I want to thank our attendees for joining us. I am going to close out the meeting in just a second. For our attendees, please wait while the feedback survey populates on your screen, it’ll take just a few moments to answer those questions but we do look closely at your responses and it helps us to improve our presentations and our program as a whole. So thank you once again everyone, and have a great rest of the day. Thank you Eric.

[ END OF AUDIO ]
