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ABSTRACT: Posttraumatic stress disorder has long been linked 
to violent behavior. However, the exact nature of that association re
mains poorly characterized due to the limitations of knowledge in 
the area of phenomenology, contextual factors, the biology, and the 
nature of the aggression involved in the disorder. A clear under
standing of the genesis of violence in posttraumatic stress disorder 
can be helpful to those involved in assessing psychiatric-legal issues 
relevant to the disorder and in its therapeutic management. In this 
article, we review the potential psychological links between post
traumatic stress disorder secondary to combat exposure and violent 
behavior and suggest a tentative classification of the main psycho
logical causes of violence in that syndrome.  
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Posttraumatic stress disorder (PTSD) has long been recognized 
by American psychiatry as the prototypical, stress-induced mental 
illness (1). It has been studied from many perspectives including 
phenomenological (2,3), nosological (4), epidemiological (5), bio
logical (6,7), psychosocial (8), and cultural viewpoints (9-11). An 
important aspect of PTSD is its well-known association with vio
lence and other forms of aggression, some of which can have im
portant psychiatric and legal ramifications (12-16). PTSD-related 
aggression remains an important area of study because PTSD is a 
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relatively common mental disorder, particularly among those ex
posed to combat trauma (17) with cooccurring hostility appearing 
to be a frequent finding (3). Furthermore, the way in which PTSD 
generates aggression is a process involving a complex interplay of 
many factors (15). The study of biological, psychosocial, psychi
atric, and forensic factors related to aggression among those suf
fering from PTSD remains in its early stages despite some recent 
advances in these areas (18,19).  

In this article, we explore psychiatric factors that appear to be 
linked with PTSD-related aggression among Vietnam combat vet
erans. Using several case presentations, we propose a typology of 
psychopathological causes of PTSD-related aggression and discuss 
potential areas of future study. We also briefly explore the asso
ciation between PTSD-related aggression and various psychiatric
legal issues.  

Case 1 

Mr. A is a 49-year-old male who served a one-year tour of duty 
in Vietnam during which he was involved in dozens of confronta
tions with the enemy. Because of his combat involvement he de
veloped visual flashbacks lasting approximately five minutes in 
which he would visualize himself back in Vietnam. During some of 
these flashbacks he perceived the faces of others as changing into 
faces of his once Vietnamese foes. Mr. A would usually isolate 
himself during these frightening experiences and was generally 
aware that these flashbacks represented an abnormal visual phe
nomenon. However, sometimes he would lose contact with reality 
and believed that the people whose faces changed into Vietnamese 
faces were actually enemy soldiers. On one occasion, he had just 
won several games of pool and in frustration the losing party ver
bally attacked Mr. A. At that point, Mr. A noted that the man's face 
had transformed into the face of a Vietnamese foe who was wear
ing the traditional black clothes of the Viet Cong. Mr. A stated that 
for several minutes he was convinced that he was dealing with a 
dangerous Viet Cong soldier and therefore attacked the man per
ceived as the enemy with his hands. He had become convinced that 
"the Viet Cong had to die," so Mr. A hit the man with a large bot
tle. Several people had to intervene to prevent Mr. A from inflict
ing more extensive physical injury. The physical assault resulted in 
serious injury to the man's left arm. Only after the fight did Mr. A 
regain his ability to accurately identify the man he had attacked.  
Mr. A recalled that he had been drinking alcohol for several hours 
before the physical assault and remained intoxicated at the time of 
the attack.
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Mr. A reported having insomnia of the early, middle, and late 
types. traumatic war nightmares, chronic anger, impaired concen
tration. and hyperactivity during events that reminded him of his 
war experiences. His physical examination was within normal lim
its. He met DSM-IV diagnostic criteria for PTSD and alcohol abuse 
(20). He was treated with antidepressant medication with moderate 
success.  

Case 2 

Mr. B is a 49-year-old male treated in an outpatient clinic for his 
psychiatric problems. He had participated in several combat fire
fights while in Vietnam. After his return from Vietnam, he experi
enced chronic irritability with sudden shifts between hostile, an
xious, and depressed moods. Consequently, he experienced inter
personal difficulties with co-workers and members of his family.  
He had no history of (nonmilitary) violence or crimes. He reported 
experiencing visual flashbacks in which he reexperienced his mili
tary life in Vietnam. He denied initiating episodes of violence dur
ing a flashback, but did experience bewilderment and depression 
because he thought of the experience as losing control of the situa
tion.  

Mr. B reported experiencing early, middle, and late insomnia.  
He also suffered from nightmares involving combat and would fre
quently wake up agitated and anxious. He often would have clear 
recollections of his traumatic nightmares after sudden awakening 
from the dream state. At times he would be confused and agitated 
upon sudden awakening. His nightmares, which led to awakening, 
were often the cause of his middle insomnia.  

On one occasion at age 32, during a combat dream in which he 
was fighting the enemy, Mr. B believed that he was in great danger 
and began swinging his arms forcefully. This flailing resulted in 
fracturing his wife's rib. He had also hit her without causing any 
significant physical trauma during previous nightmares. As a result 
she became fearful of sleeping next to Mr. B. Eventually, they slept 
in separate beds. Mr. B's wife did not ever believe she had been de
liberately hit by Mr. B. Although he had no recollection of hitting 
his wife during sleep, he recalled feeling agitated upon awakening 
by his wife's screams on several occasions. Mr. B reported having 
intrusive thoughts related to Vietnam and being anxious and hy
pervigilant during events reminding him of combat (such as sud
den, loud sounds and landscapes similar to those found in Viet
nam). He also experienced chronic feelings of depression, low 
self-esteem, and feelings of helplessness. He denied any history of 
substance abuse.  

Mr. B's physical examination was within normal limits. His 
complete blood count, urinalysis, serum chemistries, and thyroid 
function tests were in the normal range. He met DSM-IV diagnos
tic criteria for PTSD and dysthymic disorder (20). He was treated 
with an antidepressant and sedative-hypnotic medications after 
which both his PTSD and depressive symptoms subsided consider
ably. His insomnia, nightmares, and agitation during sleep also di
rmnished substantially under psychopharmacologic treatment.  

Case 3 

Mr. C is a 52-year-old man who served two year-long tours of 
duty in Vietnam. Although he participated in approximately 200 
firefights, he escaped physical injury. However, he witnessed many 
of his military comrades physically injured and killed in combat.  
He returned from Vietnam feeling chronically hostile and irritable 
and suffered from mood swings, anxiety, and depression. Mr. C 
characterized himself as having little tolerance for situations that

did not go his way. In general, he needed little provocation to react 
to events in his surroundings. This was usually worse with events 
reminding him of Vietnam, such as meeting hostile people. hearing 
gunshot-like sounds, or hearing the sound of helicopters. Fre
quently, when people disagreed even in minor matters, he would 
respond with verbal aggression. His verbal hostility often escalated 
into physically assaultive acts because he was unable to control his 
intense surges of anger. He experienced difficulties with anger con
trol independent of his substance abuse. Mr. C had been jailed 
many times due to his numerous physical fights. However. he had 
no prior felony convictions. Mr. C had some awareness that his 
anger prevented him from living a stable life at home and at work.  
He did not seek professional help for several years. Instead 
he smoked marijuana for its calming effect on his anger and 
irritability.  

The patient suffered from chronic middle and late insomnia, but 
only occasionally experienced nightmares containing war content.  
He reported dreams involving violence in civilian situations for 
several years after his return from Vietnam. To sleep better Mr. C 
consumed alcohol, but noted that alcohol increased his hostility to
ward others. He experienced visual flashbacks in which he saw 
himself back in Vietnam. Although these visual flashbacks did not 
give rise to hostility during or shortly after these experiences, the 
flashbacks were associated with depression and feelings of fatigue.  
He denied misidentifying others during the flashback experiences.  

To combat his chronic depression, Mr. C initially tried cocaine.  
Although providing temporary relief from his dysphoria. he gener
ally experienced a more intense depression after the acute effects of 
cocaine had subsided. He did not perceive his cocaine use as in
creasing his hostility or irritability. Mr. C complained of low self
esteem and concentration impairment. He has continued to experi
ence irritability and hostility seven years after discontinuing use of 
recreational drugs. Mr. C denied any family history of psychosis 
His physical examination revealed no significant abnormalities.  
His cell blood count, blood chemistries, and urinalysis were within 
normal limits. He met DSM-IV diagnostic criteria for PTSD and 
dysthymic disorder (20). He had a history of, but no recent 
cannabis, alcohol, and cocaine abuse. He was treated with antide
pressants that substantially diminished his PTSD and mood disor
der symptoms, particularly his anger and irritability.  

Case 4 

Mr. D is a single, male, Vietnam veteran who was 32-years old 
at the time of the index evaluation. During his one-year tour of duty 
in Vietnam as an infantryman, he had been involved in numerous 
firefights. Upon returning from Vietnam, he began experiencing 
visual flashbacks, insomnia (early, middle, and late types). trau
matic nightmares, diminished concentration, poor self-esteem, de
pressed affect, suicidal ideation, and feelings of helplessness Mr.  
D tended to isolate himself and he felt alienated from American so
ciety. At the same time, he would frequent Chinatown and other ar 
eas of the city with significant Asian populations. There he would 
engage in numerous physical fights with those reminding him of 
his former Vietnamese enemy. He sought these physical con
frontations in order to "feel alive." His visits to urban enclaves of 
Asian ethnic groups reminded him of the times when he was sta
tioned in Saigon where he made many superficial, but enjoyable.  
friendships with other Americans and Vietnamese women. The pa
tient would feel a great sense of excitement and fullness in his life 
when he fought Asian people. However, after the fights, he would 
feel depressed, physically fatigued, and emotionally numb. H
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would return to his socially isolative behavior until his next physi
cal confrontations with an Asian man.  

Mr. D's physical examination was within normal limits. His 
family psychiatric history was negative. He met DSM-IV diagnos
tic criteria for PTSD and major depressive disorder (20). Treatment 
with a tricyclic antidepressant improved his depression and PTSD 
symptoms and reduced his pattern of seeking physical fights.  

Discussion 

Flashback Associated Violence 

Flashback phenomena can best be appreciated if two basic as
pects intrinsic to them are considered, i.e., 1) their dissociative na
ture (21-24) and 2) the finding that dissociative pathology often 
originates from stressful events that threaten the physical and psy
chological integrity of the person (25). Flashback phenomena are 
often present with different degrees of amnesia, both in terms of re
construction of objective traumatic events and in regards to recol
lection of the flashback experience. In addition to amnesia, the 
flashback experience can cause the person to experience intense 
depersonalization, derealization, and disturbances of self-concept, 
all of which are consistent with the nature of dissociation (25).  

In this section, we view flashback phenomena as a classic disso
ciative symptom of PTSD. Flashbacks are considered dissociative 
experiences that commonly encompass cognitive abnormalities, 
intense emotional responses, and abnormal visual perceptions (26).  
The visual symptoms may also be accompanied by abnormal sen
sorry experiences via the auditory, gustatory, olfactory, and somatic 
senses. Other dissociative experiences with strong emotional, but 
no significant sensory content are reported in PTSD. In Mr. A's 
case. commonly reported symptoms included visual flashbacks 
with cognitive and affective deficits, and intense dissociative expe
riences with strong emotional overtones but without visual compo
nents. His emotional dissociative experiences were usually accom
panied by adequate reality testing. On rare occasions, however, he 
experienced flashbacks associated with abnormal visual percep
tions during which he became convinced that he was in Vietnam 
facing enemy soldiers. Occasionally during these experiences, his 
visual abnormalities involved Vietnamese landscapes while at 
other times he only experienced facial transformations of others in 
which objective facial structures changed to enemy Vietnamese 
faces. Because the misidentification of another occurred in the con
text of a flashback experience, we term this phenomenon as flash
back-induced misidentification of others. This term differentiates 
other types of psychopathological misidentifications of others, es
pecially those based on a psychotic disorder such as schizophrenia.  
The latter are usually termed delusional misidentification syn
dromes and has been associated with resultant violence toward the 
misidentified figures (27-29). During the episode of misidentifica
tion described in Mr. A's case history, he not only experienced a 
man's face change to a Viet Cong soldier's face, but he also erro
neously concluded that he was dealing with the enemy. Due in part 
to these experiences, Mr. A would become fearful and hostile, and 
reacted by physically attacking the imagined Vietnamese foes. This 
type of flashback-induced misidentification had been associated 
with Mr. A causing significant physical injury to a misidentified 
person.  

The particular experience of Mr. A highlights the fact that flash
back experiences can lead to serious loss of reality testing that in 

sum may lead to violence directed at others. The psychiatric litera
ture considers PTSD-related dissociative phenomena as having po
tential relevance in the legal setting by reducing the severity of the

criminal charge via a diminished capacity mechanism or by reduc
ing the severity of the legal sanction (16. 30-32). This led Pitman 
and his colleagues to state that in the area of criminal defense for 
PTSD, "the dissociative state seems to have become the sine qua 
non for the PTSD criminal defense" (16). Therefore, an under
standing of the evolution of a dissociative process leading to a clas
sic visual flashback is important for evaluating the role of violence 
in the context of dissociative spectrum phenomena. During the 
early stages of the PTSD flashback, dissociative processes may 
present predominantly with sensory and affective components. A 
typical situation may incorporate a feeling of fear as if one were in 
the location where the original trauma had occurred. Both anger 
and anxiety might be attached at this stage. This experience may be 
accompanied by sensory phenomena such as reexperiencing 
sounds, odors, and visual experiences that remind the person of the 
original trauma. The flashback precursor may then incorporate 
more vivid perceptions in which the affected individual experi
ences a life-like, colorized movie-like phenomenon. recreating the 
geography where the trauma took place. For example, Vietnam vet
erans may report visualizing themselves in Vietnamese jungle 
landscapes during flashback episodes. The more intense the visual 
and broad sensory experience, the more likely is the degree of 
strength of the dissociation. In addition, the greater the intensity of 
the sensory abnormalities, the more likely the affected individual 
may also experience serious impairment in reality testing. In the 
more elaborate and complete flashbacks, there are intense sensory 
and cognitive experiences that in part contribute to the affected in
dividual's conclusion that he or she is indeed reexperiencing the 
original trauma. This corresponds to situations in which misrecog
nitions secondary to abnormal visual phenomena become closely 
coupled with misidentification of the objective environment, in
cluding persons within the misidentified geographic zone. The case 
of Mr. A represents this type of flashback.  

Because the fully developed flashback experience can best be 
conceptualized as a highly complex end product of a spectrum of 
dissociation composed of affective, mnemonic, and thought com
ponents, care should be taken to understand this spectrum from a 
psychiatric-legal context. In other words, the spectrum of dissocia
tive pathology encompassing the flashback experience associated 
with violence can involve varying degrees of understanding re
garding the perpetration of violence. In Mr. A's case, on other oc
casions he had a poor recollection of the violent episodes and also 
had experienced considerable confusion as expressed by disor
dered thinking. From a psychiatric-legal viewpoint, these types of 
situations often do not lead to a state of mental impairment suffi
cient to reach the threshold of legal insanity. However, they may 
represent compromised mental states with impaired cognition and 
abnormal affects that could serve as a basis for diminished capac
ity during the guilt phase of trial or mitigating factors submitted to 
reduce the severity of the penalty during the sentencing phase of 
trial.  

Although the fully developed PTSD flashback with its accom
panying impairment in reality testing has served as the most likely 
aspect of PTSD to lead to a successful insanity defense, we em
phasize that PTSD is often accompanied by a spectrum of disso
ciative phenomena that can be forensically relevant. This is true 
because PTSD-related dissociation is frequently accompanied by 
abnormalities in affect involving fear and hostility, confusion 
between the individual's cognitions and the objective environmen
tal infrastructure, and memory impairment. All of these factors 
may make it difficult for an individual to distinguish and realisti
cally assess and appreciate objects in the environment that theoret-
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ically and objectively can pose a threat to the affected individual 
and truly distinguish and recognize subjective constructions that do 
not truly possess a real threat. Although many of the resulting dis
sociative mental states may not lead to gross loss of reality testing, 
they may nevertheless be severely disabling to the PTSD patient 
and therefore may still qualify as forensically relevant.  

Sleep Disturbance Associated Violence 

One of the principal hallmarks of PTSD is the sleep disturbance 
commonly associated with nightmares involving psychologically 
traumatic themes (33). Sleep disturbance in PTSD can include in
somnia of the early, middle, and late stages of the sleep cycle.  
PTSD-associated insomnia may or may not be considered by the 
veteran to be linked with his or her traumatic dreams. However, 
when nightmares of violent trauma such as combat-related events 
are involved, the affected individual may display physical agita
tion, including nonpurposeful flailing in which a nearby person 
could be injured. Patients often report that during these dreams, 
they had been acting to defend themselves from danger. For exam
ple. a combat veteran, who dreams that he is engaged in a firefight, 
can aimlessly flail his hands and feet and appear to be striking and 
kicking his significant other who is sleeping adjacent to him. Al
though no serious harm to the partner usually occurs, this agitated 
behavior can can result in serious physical injury as in the case of Mr.  
B. The patient reported a pattern of sleep disturbance with war 
trauma dreams accompanied by his hitting his wife in an un
planned, haphazard manner. In some instances, this resulted in his 
wife sustaining multiple bruises. In one of these incidents, Mr. B 
fractured his wife's ribs with his blows. Mr. B did not recall ever 
hitting his wife during these events and his wife agreed that he ap
peared to be have been unaware of his actions. Often, he was not 
readily arousable, unless he awoke on his own or when his wife 
yelled at him. Usually she would not try to awaken him by touch
ing him for fear of being hit.  

On rare occasions, a person may experience sleep-related vio
lence in which purposeful, aggressive behaviors are evident in in
dividuals who do not appear to suffer from PTSD (34). It is even 
possible on rare occasions for individuals to attack others misiden
tifying them for aggressive figures found only in the context of the 
dream (35). Such misidentifications may also be encountered in in
dividuals who suffer from PTSD nightmares (31).  

Howard and d'Orban classified violence in sleep into three 
groups: (1) cases associated with confusion during sudden awa
kening. (2) violence during sleepwalking, and (3) violence asso
ciated with dream content (36). Using a combination of phe
nomenologic and physiologic sleep categories, sleep-related 
violence was later classified into five categories by Mahowald and 
his colleagues as follows: (1) nocturnal seizures, (2) psychogenic 
dissociative states, (3) REM-sleep behavior disorder, (4) night ter
rors and sleepwalking, and (5) sleep drunkenness (37). Of these, 
sleep drunkenness (36, 37) appears to be relevant in the case of Mr.  
B Sleep drunkenness has been defined as "a disturbance of con
sciousness occurring on sudden arousal from sleep, characterized 
by confusion, disorientation and a misinterpretation of reality" 
(36). In Mr. B's case, he experienced numerous episodes where he 
displayed ed disorientation before awakening since he did not respond 
to his name and he believed that he was in Vietnam during the time 
of his military service during these episodes occurring years after 
he had actually been there. Furthermore, at times he appeared con
fused to his wife and his psychomotor agitation during sleep was 
aimless and nongoal directed. During these episodes where he in-

flicted significant injury to his wife, he had no recollection of plan
ning to harm her. Mr. B's violence also falls on Howard and d'Or
ban's category of sleep violence associated with dream content 
(36) as he had harmed his wife before awakening and reporting that 
he had dreamed that he was fighting enemy soldiers while in Viet
nam. Mr. B's violent behaviors during sleep may also qualify for 
Mahowald et al.'s category of REM-sleep behavior disorder since 
his violence appeared to be occurring in association with dream im
agery which is known to occur during the REM sleep phase (37).  
Alternatively, his violence may be subsumed under the category of 
night terrors if Mr. B's traumatic nightmares occurred dunng non
REM sleep.  

Another possibility for some of the violence associated with 
PTSD. particularly those cases in which the violence appears to be 
well-organized in terms of spatial navigation and purposeful-ap
pearing behavior, may be due to dissociative behavior arising out 
of sleep states rather than phenomena consistent with the sleep 
state itself. PTSD may result in complex violent behavior associ
ated with dreaming where the affected person avoids solid obsta
cles as he ambulates directly toward intended objects to perpetrate 
acts of violence (31). These considerations suggest that sleep-asso
ciated violence in PTSD represents a complex problem. Unfortu
nately, available clinical and research information in this area re
mains limited in its applicability to forensic issues. Available 
studies indicate that PTSD nightmares have been preceded by 
REM sleep (38) as well as being associated with nonREM sleep 
(39,40). Given that Mr. B did not have any sleep studies, possible 
abnormalities in his physiologic sleep architecture cannot be eluci
dated.  

Regarding psychiatric-legal issues with sleep disturbances and 
violence associated with PTSD, it is important to stress that the re
sulting violence usually is encapsulated and unplanned. For 
nately, episodes of sleep-associated physical harm caused by those 
with PTSD are infrequent. To the extent that serious violence 
secondary to PTSD dream disturbance exists, such persons are not 
likely to be conscious of their violence. When such violent acts en
ter the criminal justice forum, an unconsciousness defense (41) or 
insanity defense may be entertained since such approaches have 
been attempted in similar cases of violence arising from sleep dis
turbances secondary to mental disorders other than PTSD 
(35,36,42).  

.Mood Lability Associated Violence 

PTSD frequently co-occurs with disturbances of mood and af
fect, including mood swings, hostility, and depression (3). Of spe
cial relevance to violence are the intense feelings of anger and 
mood lability commonly encountered among combat Vietnam vet
erans with PTSD (3,43). The violence manifested by individuals 
suffering from PTSD can be recurrent. PTSD-related violence can 
be conceptualized as a reaction to a perceived external threat. The 
anger experienced by individuals suffering from combat-related 
PTSD may be linked to an overall general increase of hostility as 
measured by psychometric instruments such as the Buss-Durkee 
Hostility Index (44,45) and the Cook-Medley scale (43). Specific 
aspects of hostility such as various measures of anger regulation 
may also be involved (45). PTSD-related violence is also lIkely to 
be a complex set of factors composed not only of angry affect but 
also of factors such as affective arousal, impulsivity. and coping 
styles in relating to other people (44,46). The frequent co-occur
rence of other mental disorders with PTSD, such as depressive dis
orders (47), is an important consideration in evaluating affective
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generated violence. Depression is known to be associated with hos
tility (48.49), which could increase the violence risk in individuals 
both with and without PTSD. Co-occurring cluster B personality 
traits or disorder with their characteristic affective dyscontrol and 
impulsivity are likely to raise the violence potential of those with 
or without PTSD. The experiences of Mr. C also highlight a sce
nario associated with significant levels of anger coupled with poor 
anger regulation. Mr. C developed mood lability in association 
with PTSD. His pattern of overreacting to moderate stressors often 
involved mood swings, accompanied by increased hostility that of
ten resulted in violence towards others if he believed that he was 
threatened regardless of the objectivity of the situation. His vio
lence in turn resulted in interpersonal difficulties at home, work.  
and in other social situations. He was jailed several times for acts 
of violence, although he had not been convicted of violent felonies.  

Combat Addiction Violence 

Combat addiction in people who suffer from PTSD can be de
fined as a behavioral pattern involving aggression where the af
fected individual seeks to reexperience thoughts, feelings, and ac
tions related to previous combat experiences. Combat addiction, 
also known as "action-addiction" syndrome, has also been charac
terized as a state where a person "craves dangerous, thrilling situa
tions that psychologically create a parallel state to the original 
trauma-living on edge, having the adrenalin flowing" (50,51).  
Furthermore, these reenactments are pursued to attain a sense of 
pleasure, excitement, calmness, or other mental state in a way that 
is partially perceived as positive by the combat addicted individual 
because it increases the sense of well-being however time limited 
this experience may be (52-54). Mr. D qualified as a case of com
bat addiction because he showed a repetitive pattern of violent be
haviors that in some respects, were viewed by him as positive or led 
to other positively experienced events. Mr. D represents the case of 
an adolescent who arrived in Vietnam during several critical de
velopmental transitions into adulthood. He found acceptance and 
comradeship among his peer group and also experienced his first 
sexual encounter, including the development of a first romantic re
lationship. He viewed these experiences positively. On the other 
hand, he experienced a decrease of anxiety and tension shortly af
ter he engaged in violent confrontations with persons of Asian de
scent in places like Chinatown.  

Mr. D sought to recreate his positive experiences in Vietnam 
by frequenting areas of the city where both the buildings and the 
people reminded him of Vietnam. He enjoyed interacting with 
women and some of the men of Asian ethnicity by becoming a 
frequent visitor of restaurants, shops, and even social events in 
those communities. By specifically interacting with young 
women in those communities, he sought to relive his previous re
lationships with former Vietnamese girlfriends. However, he be
came frustrated that he could never form any long-lasting contact 
due in large part to his irritability and fear of emotional closeness 
to others. The presence of young Asian men reminded him of 
those he viewed with great mistrust and anger. He would fre
quently think of them as people similar to the ones that had in
jured or had killed his friends in Vietnam. This would increase his 
sense of loneliness, anxiety, anger, and distrust that in turn led to 
numerous physical fights. After those fights, he would welcome 
the sense of calmness. As is the case for many Vietnam veterans 

with PTSD, he often had feelings of emptiness and numbness that 
contributed to a lack of meaning in his life. His engaging in fre
quent physical fights brought about a sense of excitement that he

described as "being alive again." His repeated violent addictive 
behaviors resulted in decreases in anxiety, tension, and other neg
ative emotions. Unfortunately, these experiences were short-lived 
and did not lead to stable solutions to his general alienation from 
others. This is consistent for a man who sought aggressive con
frontations seeking to find an intense, but brief measure of relief 
to his otherwise chaotic lifestyle.  

A psychiatric-legal analysis of this case would indicate that dur
ing his physical confrontations. Mr. D was aware that he was en
gaging in harming innocent people who reminded him of people 
who lived in Vietnam. There was no evidence that he lost contact 
with reality during those confrontations. Rather, the driving patho
logy underlying combat addiction is a clear and disturbing need to 
regain a sense of integration and authenticity within the self. which 
is attempted by engaging in exciting and violent behaviors. An im
portant feature is that the individual is often aware of a need to 
engage in unacceptable behaviors to recapture feeling and meaning 
for the estranged self. Given that individuals with combat addiction 
are usually aware that they are engaging in antisocial behaviors, 
these behaviors are not likely to result in legal exculpation based on 
a mental state defense. However, combat addiction has also been 
conceptualized as a complex mental state in which the affected in
dividual usually does not plan to harm specific individuals. Rather, 
the relevant planning behavior is a process in which the affected in
dividual anticipates engaging in thrilling activities sometimes in
volving risky behaviors without a specific plan to harm others.  
However, even in these circumstances, a mens rea or diminished 
capacity type of defense is not likely to be successful since the in
dividual has conscious awareness of the planning to immerse him
self in a dangerous situation in which he should have known the po
tential risks by virtue of his previous knowledge and experience.  
Nonetheless, combat addiction may be suitable as a mitigating fac
tor if the obsessive-compulsive-like pathology can be shown to be 
of significant intensity to account for poor impulse control. Even if 
combat addiction can be viewed as a defect in impulse control, such 
behaviors are not likely to be exculpating. This is due to the fact 
that these individuals retain reasonable awareness that they are 
prone to engage in violent behaviors in certain environmental set
tings, but proceed regularly to visit such settings. In conclusion, 
combat addiction alone is less likely than other PTSD states to 
work as a successful psychiatric-legal defense (51). especially 
since the affected individual does not suffer from serious impair
ment of his cognitive makeup.  

General and Psychiatric-Legal Issues 

As previously mentioned, in the area of criminal responsibility 
and PTSD, there has been significant discussion on the dissociative 
flashback and its potential for exculpation via the insanity defense 
(15,19). This emphasis is not surprising given that the insanity de
fense represents full exculpation of criminal responsibility . How
ever, focusing on the PTSD flashback has also ser ed to place great 
emphasis in exoneration of criminal responsibility through the in
sanity defense, a type of defense that is rarely successful. Unsuc
cessful insanity claims occur irrespective of the mental disorder at 
issue (19). Furthermore, most types of violence associated with 
PTSD do not reach the threshold for the insanity defense Never
theless, PTSD-related violence can result in serious injuries to 
others and can also represent various and significant degrees of 
mental impairment leading to gradations of criminal responsibility .  
Yet violence associated with PTSD has infrequently been the quest 
of in-depth scholarly research in spite of intense dialogue by ex-
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perts in the area of PTSD violence and criminal responsibility 
14-16,30).  

The diagnosis of PTSD relies on objective information indicat
ing a stressor criterion, but also the affected individual must pro

Vide a subjective report of the symptoms with which he is afflicted.  
This latter situation is impregnated with the potential for malinger
ing PTSD (55-57) and has led some thoughtful critics to conceptu
alize some psychiatric-legal issues of PTSD as medicolegally prob
lematic (30). Others have chastised the judicial system and forensic 
mental health specialists who consider PTSD as a psychiatric-legal 
defense as helping to perpetrate an expensive industry where sci
entific information, in their view, is limited (58).  

In this article, we have proposed a preliminary classification of 
aggression in PTSD. We emphasize that aggression in PTSD is 
complex and that individuals suffering from PTSD may exhibit 
more than one of the four proposed types of PTSD associated ag
gression. Furthermore, if we adopt a life span perspective (59,60), 
we are more likely to recognize that PTSD-related aggression may 
mutate across time, particularly as new stressors emerge and inter
act with the individual's underlying mental template. Thus, for 
example, a man who may suffer from combined mood lability and 
combat addiction leading to violence during early adulthood may 
find that decades later, at the end of middle age, he has become less 
violent and that his violence risk at that juncture would be primar
ily related to the late onset experience of flashbacks. Given the 
myriad of factors that affect PTSD, our proposed schema should 
therefore be considered a preliminary endeavor that, as discussed 
in the concluding section below, should stimulate further inquiry.  

Future Directions 

A comprehensive classification of violent behaviors associated 
with PTSD resulting from combat exposure presently remains in 
the developmental phase despite the substantial volume of research 
activity on aggression and PTSD. There are several areas of inquiry 
that may facilitate the development of a more comprehensive car
tography of violence in PTSD which should include the following.  

Phenomenological and Nosological Studies-There is a great 
need to work on the fine structure of flashback phenomenology 
including longitudinal studies adopting a time course analysis that 
attempts to characterize factors that initiate and facilitate flashback 
formation and aggression. The period following flashbacks also 
needs greater phenomenological characterization, including its as
sociation with violence. The broad phenomenon of dissociation in 
PTSD has been extensively studied in recent years. However, its 
association with violence in the context of PTSD is in great need of 
systematic study. This is especially true if we consider the flash
back phenomenon as embedded in a more broad spectrum of psy
chopathology of dissociation in PTSD. Other types of psy
chopathology intrinsic to PTSD such as anxiety symptoms and 
attentional deficits also need to be explored as a function of ag

gressive behavior. Finally, the type of PTSD stressors that may 
give rise to PTSD-related aggression need elucidation in order to 

delineate the type, magnitude, and degree of stressors that predis
pose those with PTSD to aggressive behaviors.  

sleep Research-Although sleep architecture in PTSD has been 
studied by several investigators (38,39,61), the relation between 
violence and agitation during sleep in PTSD remains uncharted.  
Studies in this area primarily address physiological correlates to 

violence during sleep and the temporally proximate time periods

(such as the hypnopompic period following awakening where in
creasing confusion and irritability could predispose an individual 
with PTSD to act aggressively). To some extent, this area will 
probably progress in synchrony with advances in sleep research.  
especially as dream physiology in PTSD and the nature of sleep 
state violence are further elucidated. The study of PTSD dream 
phenomenology may also shed light on the type of traumatic dream 
content that would likely increase aggressive behaviors 

Violence Studies Among Individuals with PTSD-The stud of 
violence in PTSD is also in need of progress with regards to char
acterizations of factors such as anger phenomenology. impulsiv
ity, anger regulation, and personality traits. This is especially the 
case as these factors relate not only to the PTSD as a general pro
cess, but also to specific symptoms of PTSD. such as flashbacks.  
numbing, and guilt. Equally important, but not frequently system
atically studied, are the potential environmental correlates of vio
lence in PTSD. Factors such as availability of weapons, availabil
ity of family and other social support systems, stressful work 
settings, affiliation with paramilitary groups, and living in high 
crime neighborhoods are settings that may predispose PTSD suf
ferers to engage in acts of violence. Furthermore, the t pe of spe
cific symptoms of PTSD that are likely to be activated by environ
mental factors is in great need of study.  

PTSD Comorbidity with Other Mental Disorders-Co-occurring 
psychopathology in PTSD is also common, especiall substance 
abuse (62,63), personality psychopathology (62,64). depressive ill
ness (3,63), and psychoses (65,66). Independent of PTSD, these 
psychopathologies can raise an individual's risk for violence (67).  
Comorbid psychopathology needs to be taken into account in fu
ture forensic research with PTSD where several factors associated 
with violence can be important. The study of malingering, not only 
in relation to PTSD cases, but also in relation to PTSD in which 
violent behavior is a major issue (56,57) needs to be systematically 
addressed by clinicians, researchers, and the judiciary if our under
standing of this disorder is to be given a comprehensive e and fair 
consideration in psychiatric-legal settings.  

Public Education-Finally, efforts aimed at educating the com
munity at large regarding PTSD and its relation to violence may 
increase public awareness for those who suffer from this disorder 
However, it may also raise the level of understanding when the 
illness can result in aggressive behaviors. Greater societal under
standing of PTSD may have the added benefit of having juries 
who may be better prepared to comprehend this complex disorder 
in those who suffer from the legacy of traumatic psychological 
injury and its role in raising an affected individuals violence 
potential.  
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