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ABSTRACT
Objective: To determine the prevalence and correlates of DSM-5 
intermittent explosive disorder and related aggressive disorders 
in the United States.
Methods: Community survey data (collected between 2001–
2004) from the National Comorbidity Survey—Replication 
(NCS-R) and Adolescent Supplement (NCS-AS) involving 10,148 
adolescents and 9,282 adults, respectively, were reanalyzed 
with recurrent aggressive behavior defined as 3 serious 
aggressive outbursts in any given year. In addition to prevalence, 
assessments of aggression severity, property damage, injury to 
others, intimate partner assault, utilization of guns and weapons 
to threaten, and treatment utilization for recurrent aggressive 
behavior were also assessed.
Results: About 17% of adolescents and 8% of adults report a 
pattern of recurrent aggressive outbursts within at least 1 year. 
Such individuals are much more aggressive and impulsive 
than nonaggressive controls and are more likely to engage in 
intimate partner assault, carry and use guns and other weapons 
to threaten others, and be arrested by law enforcement. Few 
aggressive individuals speak with health care providers about this 
behavior, and fewer receive treatment for aggression.
Conclusion: Recurrent aggressive behavior is common in both 
adolescents and adults, with clinically significant consequences 
to those with this pattern and to others in their environment 
(ie, using guns and other weapons to threaten others). While 
this type of behavior can be reduced though pharmacologic/
psychosocial treatment intervention, the vast majority of 
aggressive individuals do not engage in treatment for their 
aggressive behavior. Screening individuals for such behavior in 
one’s practice may do much toward identifying this problem and 
bringing such individuals into treatment.
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V iolence is a critical public health issue in society. The 
3 leading causes of death in the United States for 

people ages 15–34 years are unintentional injury, suicide, 
and homicide.1 Homicide is the leading cause of death 
for young, non-Hispanic black individuals,1 and firearms 
are implicated in the majority of these deaths.2 Violent 
victimization is common in the United States, with 51.9% 
of women and 66.4% of surveyed men reporting at least 1 
lifetime physical assault.3

In recognition of violence worldwide, the World Health 
Organization (WHO) reframed it as a public health 
problem4 and proposed 4 principal recommendations 
for preventing it: (a) surveillance of the population, (b) 
understanding relevant risk and protective factors, (c) 
testing strategies to modify these risk and protective factors, 
and (d) facilitating dissemination of these strategies.5

Notably, the public health approach has emphasized 
many relevant factors for violence, including mental illness. 
Nonetheless, our understanding of the relationship between 
mental illness and violence remains incomplete. Not all 
mental illnesses increase violence risk.6 Some that do, such 
as schizophrenia, are associated with only a small increase in 
violence risk, largely in the context of a history of aggressive 
behavior in general7 or substance abuse.8 A synergistic effect 
of substance use on violence risk is actually strongest for 
those with personality disorder, rather than schizophrenia 
or bipolar disorder.9 Overall, previously identified linkages 
between mental illness and violence follow a complicated 
path often defined by comorbidity relationships among 
disorders. This complexity is problematic because the 
general presence of psychiatric disorder does not clearly 
predict who is at greatest violence risk.

Violence is a social and political term describing the end 
result of a range of destructive, interpersonal actions, many 
of which occur outside of the clinical realm. Aggression 
describes intentional actions or psychological states to repel, 
coerce, assault, or intimidate another person or animal.10 
It occurs on a continuum of adaptive to maladaptive forms 
that includes socially sanctioned aggression (eg, soldiers 
in combat), medically induced aggression (eg, by central 
nervous system pathology), premeditated aggression (eg, 
aggression in the service of a tangible goal), and impulsive 
aggression (eg, aggression in the context of social threat 

or frustration). The link between mental illness and 
aggression has been established by a wealth of research. 
Two psychiatric disorders that include aggressive behavior 
as diagnostic criteria include conduct disorder and antisocial 
personality disorder. Conduct disorder describes a range of 
rule-breaking and aggressive behaviors in a maladaptive 
developmental context, with an estimated prevalence of 
9.5% in the National Comorbidity Study dataset.11 Latent 
class analysis, however, revealed considerable heterogeneity 
within conduct disorder with regard to aggressive behavior. 
Four subtypes of conduct disorder were found: rule violation, 
deceitfulness/theft, aggression against people and animals, 
and a combined subtype. Notably, the aggressive subtype 
was the least prevalent, with only 3.2% of those with lifetime 
conduct disorder belonging to this class. Thus, while conduct 
disorder is an important description of dissocial behavior, 
particularly in children and adolescents, evidence indicates 
that it does not specifically capture aggressive behavior 
and likely accounts for only a small portion of aggression 
in society. Antisocial personality disorder (ASPD) has a 
lifetime prevalence of approximately 1%.12 Interpersonal 
aggression is accounted for in only 2 of 7 criteria of ASPD. 
Furthermore, persons with ASPD are 21 times more likely to 
develop alcohol use disorders, which are independently and 
strongly linked to violence.13 With the recent revision of the 
Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition (DSM-5),14 the diagnosis of intermittent explosive 
disorder (IED) was revised and refined to represent a disorder 
of recurrent, problematic, impulsive (vs premeditated) 
aggressive behavior.12 Previously, the diagnostic criteria for 
IED were poorly operationalized. Those diagnostic criteria 
did not define the nature (ie, impulsive vs premeditated), did 
not define the frequency/duration of the aggressive behavior, 
and included many disorders whose presence would rule 
out the diagnosis of IED, largely making it a disorder of 
exclusion.15 Thus, the DSM-5 revision of IED criteria 
provides a new opportunity to examine the link between 
mental illness, recurrent aggression, and public health.

In this report, population-based data from the National 
Comorbidity Surveys16,17 were reanalyzed to estimate the 
prevalence and nature of aggressive disorders in the United 
States among both adolescents and adults.

METHODS

Study Samples
Cross-sectional data from 2 community samples 

(National Comorbidity Survey—Adolescent Supplement16 
[NCS-AS; n = 10,148] and the National Comorbidity 
Survey—Replication17 [NCS-R; n = 9,282]) were reanalyzed. 
Analysis of these deidentified, public access data was 
exempt from review by a local institutional review board. 
NCS-AS and NCS-R are nationally representative surveys 
of the prevalence and correlates of mental disorders in the 
United States. Fully structured and laptop computer–assisted 
interviews were administered face-to-face to a sample 
of adolescents (NCS-AS) and adults (NCS-R) who were 

Clinical Points
 ■ Aggression is a public health problem that accounts for a 

significant portion of violence in society. Eight percent of 
US adults have recurrent aggression.

 ■ These individuals are more likely to engage in intimate 
partner assault, carry guns and other weapons, and be 
arrested.

 ■ Most of these individuals do not speak to health care 
providers about their aggressive history.

 ■ Race is not a significant predictor of aggressive behavior.
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English-speaking and living in the noninstitutionalized 
civilian household population of the coterminous United 
States (excluding Alaska and Hawaii) between 2001 and 
2004. Details regarding the design and acquisition of the 2 
NCS-R samples have been published.16,17

Diagnoses by DSM-5
While both surveys were designed to assign DSM-IV 

diagnoses,18 raw survey data enabled an updating of DSM-IV 
to DSM-514 diagnoses. For DSM-5 IED, participants reported 
at least 3 aggressive episodes in any given year (criterion 
A2). While DSM-5 criteria also allow frequent, though low-
intensity, aggressive episodes (criterion A1), neither survey 
included questions that allowed for the assessment of these 
types of aggressive episodes. In addition, aggressive episodes 
were out of proportion to the circumstances in which they 
occurred (criterion B), impulsive/anger-based in nature 
(criterion C), associated with functional impairment and/
or distress (criterion D), and not better explained by other 
factors or other psychiatric disorders (criterion F); finally, 
all participants were at least 6 years of age (criterion E).

Dimensional Assessment of Traits  
of Aggression and Impulsivity

Both surveys included questions regarding dimensions 
of personality (45 items for NCS-AS; 44 items for NCS-R), 
some of which were relevant to IED (ie, aggression and/
or impulsivity). In each community sample, 6 items were 
relevant to IED (eg, aggression [eg, “When I’m angry with 
people I let them know”] and impulsivity [eg, “Giving into 
urges gets me into trouble”]), allowing the creation of an 
NCS aggression variable (α = 0.73 for NCS-AS; α = 0.68 for 
NCS-R). Scoring differed between the 2 surveys because 
NCS-AS items had 4 anchor points (0, 1, 2, 3) while NCS-R 
items had only 2 (0 or 3).

Assessment of Functional Disability
Disability was assessed with the Sheehan Disability 

Scale19 (SDS) in the NCS-AS and by the WHO Disability 
Assessment Schedule 2.020 in the NCS-R.

Severity of Aggressive Episodes
The variables related to severity of recurrent aggressive 

episodes included number of years in which 3 or more 
aggressive episodes occurred, greatest number of aggressive 
episodes in any year, number of episodes in the past year, 
value of property damage, and frequency of physical assault 
leading to medical attention for the assault victim.

Use of Guns and Other Weapons,  
Intimate Partner Assault,  
and History of Arrest

These relevant variables were assessed by 6 true/false 
items related to history of (a) availability of a gun at home, 
(b) carrying a gun or other weapon outside the home, (c) 
threatening others with a gun or other weapon, (d) assaulting 
an intimate partner, (e) assault by an intimate partner, and 
(f) arrest by law enforcement for any reason.

Variables Related to Treatment
Treatment-related variables included the frequency of 

study participants reporting that they (a) have a primary 
physician for health care, (b) received psychiatric care for 
emotional issues in general, (c) discussed aggressive behavior 
with a health care professional, and (d) received treatment 
for their aggressive behavior.

Statistical Analysis
Study participants were divided into 3 groups as a function 

of having at least 3 aggressive episodes in any one year (the 
yearly rate defined for serious aggressive behavior for the A2 
criterion in the DSM-5): (a) participants who met lifetime 
criteria for DSM-5 IED; (b) participants who had 3 aggressive 
episodes in any one year but did not fulfill criteria for DSM-5 
IED (Aggressive/Not IED) because they denied presence of 
anger dyscontrol, because they denied subjective distress 
or functional impairment due to aggression, or because 
another factor better explained aggressive episodes; and (c) 
participants with fewer than 3 aggressive episodes in any 
year (Controls). Statistical procedures included χ2, analysis 
of variance and analysis of covariance, and binary logistic 

Table 1. Demographic Characteristics of Groups as a Function of Recurrent Aggressive Episodes
Group 1
Controls

Group 2
Aggressive/Not IED

Group 3
DSM-5 IED

Adolescents (NCS-AS) n = 8,390 n = 862 n = 899
Age, mean ± SD, y 15.2 ± 1.5 15.3 ± 1.5 15.3 ± 1.5
Sex, % malea 47.5 54.9 56.4
Ethnicity, % white/black/Hispanic/otherb 56.2/19.0/18.8/6.1 52.8/22.9/19.7/4.6 53.7/18.6 /19.4/8.3
Years of education (parents),b % < 12 y/12 y/< 16 y/≥ 16 y 8.5/32.3/25.0/34.2 9.6/35.3/24.7/30.4 12.6/34.0/27.9/25.5
Adults (NCS-R) n = 8,551 n = 363 n = 368
Age, mean ± SD, yc 45.5 ± 17.6 35.6 ± 12.6 35.6 ± 12.8
Sex, % malea 43.4 55.5 60.6
Ethnicity, % white/black/Hispanic/otherb 72.4/13.3/9.4/4.9 66.5/14.6/10.2/8.8 70.7/12.2 /10.6/6.5
Years of education (study participant),b % < 12 y/12 y/< 16 y/≥ 16 y 14.3/30.1/29.3/26.3 21.7/29.4/30.5/18.4 18.5/31.3 /31.0/19.3
aGroup 1 < 2 = 3.
bSee Demographics of the Samples section.
cGroup 1 > 2 = 3.
Abbreviations: IED = intermittent explosive disorder, NCS-AS = National Comorbidity Survey—Adolescent Supplement, 

NCS-R = National Comorbidity Survey—Replication.
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Table 4. Weapon/Arrest-Related Variables in NCS-AS/NCS-R Samples

Variables
Group 1
Controls

Group 2
Aggressive/Not IED

Group 3
DSM-5 IED

Adolescents (NCS-AS) n = 8,390 n = 862 n = 899
Gun available at home 28.7% (n = 2,403) 28.4% (n = 245) 31.3% (n = 281)
Carries gun or other weapon outside of homea 8.4% (n = 704) 15.3% (n = 132) 20.2% (n = 182)
Has threatened others with gun or other/weapona 1.7% (n = 143) 5.8% (n = 50) 9.7% (n = 87)
History of arresta 5.5% (n = 458) 12.3% (n = 106) 18.7% (n = 168)
Adults (NCS-R) n = 8,551 n = 363 n = 368
Gun available at homeb 19.0% (n = 1,623) 28.6% (n = 104) 29.1% (n = 107)
Carries gun or other weapon outside of homeb 5.8% (n = 495) 15.1% (n = 55) 19.3% (n = 71)
Has threatened others with gun or other weaponb 5.0% (n = 47) 22.2% (n = 80) 28.8% (n = 106)
History of arrestb 19.4% (n = 1,662) 41.8% (n = 152) 45.7% (n = 168)
aGroup 1 < 2 < 3,bgroup 1 < 2 = 3 (by χ2 test).
Abbreviations: IED = intermittent explosive disorder, NCS-AS = National Comorbidity Survey—Adolescent 

Supplement, NCS-R = National Comorbidity Survey—Replication.

Table 3. Aggressive Episode Variables in NCS-AS/NCS-R Samplesa

Variablesb
Group 1
Controls

Group 2
Aggressive/Not IED

Group 3
DSM-5 IED

Adolescents (NCS-AS) n = 8,390 n = 862 n = 899
NCS aggression scorec 9.4 ± 3.8 12.1 ± 3.6 13.2 ± 3.2
Sheehan disability scored 10.0 ± 8.6 10.9 ± 8.5 13.4 ± 8.4
Years with episodesc 0.9 ± 1.5 4.3 ± 3.1 5.1 ± 3.4
Most episodes in any one yearc 0.4 ± 0.6 21.6 ± 95.1 32.4 ± 102.6
Episodes in past yearc 0.1 ± 0.3 10.2 ± 51.5 20.3 ± 81.7
Value of property damage incurred, $c 19 ± 198 373 ± 973 598 ± 1,328
Medical attention needed by victimc 1.4% (n = 120) 13.5% (n = 116) 22.9% (n = 206)
Aggression toward partnerc 4.3% (n = 374) 10.3% (n = 89) 15.6% (n = 140)
Aggression from partnerc 4.7% (n = 396) 9.9% (n = 85) 15.4% (n = 138)
Adults (NCS-R) n = 8,551 n = 363 n = 368
NCS aggression scorec 3.1 ± 3.8 8.0 ± 5.3 9.0 ± 5.2
WHODAS disability scored 19.0 ± 41.5 21.0 ± 40.4 26.4 ± 48.5
Years with episodesc 1.0 ± 2.4 9.9 ± 8.7 12.4 ± 10.1
Most episodes in any one yeare 0.5 ± 0.7 30.0 ± 101.2 30.1 ± 88.9
Episodes in past yeare 0.1 ± 0.2 12.8 ± 12.8 12.5 ± 59.4
Value of property damage incurred, $c 36 ± 327 1,079 ± 2,140 1,777 ± 2,692
Medical attention needed by victimc 0.8% (n = 68) 16.8% (n = 61) 23.1% (n = 85)
Aggression toward partnerd 5.3% (n = 455) 17.3% (n = 63) 20.9% (n = 77)
Aggression from partnerd 9.3% (n = 797) 22.3% (n = 81) 25.3% (n = 93)
aValues expressed as mean ± SD unless otherwise noted.
bRaw means with statistics based on ANCOVA.
cGroup 1 < 2 < 3, dgroup 1 = 2 < 3, egroup 1 < 2 = 3 (by χ2 test). 
Abbreviations: ANCOVA = analysis of covariance, IED = intermittent explosive disorder, NCS-

AS = National Comorbidity Survey—Adolescent Supplement, NCS-R = National Comorbidity 
Survey—Replication, WHODAS = WHO Disability Assessment Schedule 2.0.

regression for adjusted odds ratios (ORs) as appropriate. 
All reported data were adjusted for age, sex, ethnicity, and 
education (level of parental education for NCS-AS; level of 
each adult participant for NCS-R). A 2-tailed α of 0.05 was 
used to denote statistical significance for all analyses with 
Bonferroni correction for multiple testing.

RESULTS

Demographics of the Samples
For the adolescent sample, Control, Aggressive/Not 

IED, and DSM-5 IED groups were similar in mean age but 
differed in proportions of sex, ethnicity, and education 

Table 2. Groups as a Function of Recurrent Aggressive Episodes
NCS-AS Reanalysis

% of Sample (n)
NCS-R Reanalysis
% of Sample (n)

Controls (nonaggressive) 82.7% (8,390) 92.0% (8,551)
Current Year/Lifetime Current Year/Lifetime

Recurrent aggressive episodes  
(≥ 3 in any one year)

11.7% (1,191)/17.3% (1,758) 5.1% (471)/8.0% (731)

DSM-5 IED 6.4% (651)/8.9% (899) 2.6% (238)/4.0% (368)
Aggressive/Not IED 5.3% (540)/8.4% (862) 2.5% (232)/4.0% (363)
Abbreviations: IED = intermittent explosive disorder, NCS-AS = National Comorbidity 

Survey—Adolescent Supplement, NCS-R = National Comorbidity Survey—Replication.
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Table 5. Treatment-Related Variables in NCS-AS/NCS-R Samples

Variables
Group 1
Controls

Group 2
Aggressive/Not IED

Group 3
DSM-5 IED

Adolescents (NCS-AS) n = 8,390 n = 862 n = 899
Has a primary care physiciana 69.3% (n = 5,814) 68.1% (n = 587) 65.4% (n = 588)
Has received mental health treatmentb 20.6% (n = 1,725) 33.2% (n = 286) 40.4% (n = 363)
Has discussed aggressive episodes with a health professionalb 1.3% (n = 109) 16.7% (n = 144) 23.1% (n = 208)
Has been treated for aggressive episodesb 0.6% (n = 52) 8.2% (n = 71) 11.9% (n = 107)
Adults (NCS-R) n = 8,551 n = 363 n = 368
Has a primary care physicianc 88.2% (n = 7,538) 73.4% (n = 267) 75.3% (n = 277)
Has received mental health treatmentd 37.6% (n = 3,219) 55.6% (n = 203) 61.7% (n = 122)
Has discussed aggressive episodes with a health professionald 1.1% (n = 92) 29.7% (n = 108) 33.2% (n = 122)
Has been treated for aggressive episodesd 0.7% (n = 57) 17.3% (n = 63) 22.8% (n = 84)
aGroup 1 < 3, 2 = 3, bgroup 1 < 2 < 3, cgroup 3 = 2 < 1, dgroup 1 < 2 = 3 (by χ2 test).
Abbreviations: IED = intermittent explosive disorder, NCS-AS = National Comorbidity Survey—Adolescent Supplement, 

NCS-R = National Comorbidity Survey—Replication.

level of parents (Table 1). The two aggressive groups had 
a greater proportion of males and less education among 
the parents. Race was not associated with aggression after 
accounting for socioeconomic status. For the adult sample, 
individuals in the aggressive groups were significantly 
younger, more often male, and less educated.

Recurrent Aggressive Episodes
The vast majority of adolescents (82.7%) reported 

fewer than 3 aggressive episodes in any single year, with 
half the sample (52.9%) reporting no aggressive episodes 
in any year and 24.1% and 5.6%, respectively, reporting no 
more than 1 or 2 episodes in any single year (Table 2). The 
remainder (17.3%) reported 3 or more aggressive episodes 
in any single year, with about equal proportions meeting 
(8.9%) and not meeting (8.4%) DSM-5 criteria for IED. 
Similar results were observed in the adult sample: 92.0% 
of adults reported fewer than 3 aggressive episodes in any 
year, with more than half the adults (63.3%) reporting no 
aggressive episodes in any given year and 21.3% and 15.5%, 
respectively, reporting no more than 1 or 2 episodes in any 
year. The remainder (8.0%) reported 3 or more aggressive 
episodes in any year, with equal proportions meeting 
(4.0%) and not meeting (4.0%) DSM-5 criteria for IED.

Recurrent Aggressive  
Behavior as a Function  
of Related Behavioral Variables 

Mean NCS aggression scores followed a significant 
stepwise increase from Controls to Aggressive/Not IED 
to DSM-5 IED in the adolescent sample (Table 3). The 
same was true for the number of years in which aggressive 
episodes took place, number of most aggressive episodes 
in any one year, number of episodes in the past year, value 
of property destruction, likelihood of medical attention 
needed by the victim of assault, and likelihood of assaulting, 
or being assaulted by, an intimate partner. SDS Disability 
scores were higher in Aggressive/Not IED and DSM-5 IED 
compared with control participants, but these 2 groups did 
not differ from each other. In adults, Aggressive/No IED 

and DSM-5 IED study participants differed in the same way 
as adolescents when compared with controls but did not 
differ on most other related variables.

Instruments of Aggression, History of  
Intimate Partner Violence, and Arrest as  
a Function of Recurrent Aggressive Behavior 

The likelihood of adolescents reporting that a gun 
was available at home (all had access at home to other 
weapons such as knives) was similar in all 3 groups (Table 
4). However, the likelihood that adolescents reported 
carrying a gun/other weapon outside the home, history of 
threatening others with a gun/other weapon, or history of 
criminal arrest increased in a significant stepwise manner 
across the 3 groups. For adults, the proportion of those 
reporting availability of a gun at home, carrying a gun/
other weapon outside the home, threatening others with 
a gun or other weapon, and history of intimate partner 
violence and criminal arrest was significantly greater for 
both aggressive groups compared with controls.

Treatment Seeking/Engagement  
as a Function of Recurrent  
Aggressive Episodes 

The majority of study participants in both samples 
reported they had a primary physician for medical care, 
with those in either aggression category significantly less 
likely to report availability of a primary physician (Table 
5). Together, aggressive participants were more likely 
than controls to report a history of psychiatric treatment, 
report a history of speaking with a professional, and 
receive treatment for their aggressive behavior. Within 
the aggressive group, a significant stepwise reduction was 
observed in both samples with respect to the odds ratios 
comparing reported history of psychiatric treatment with 
reported discussion of aggressive behavior with a health care 
professional to reported history of treatment for aggression 
(adolescents: OR = 0.43 [0.37–0.50] to 0.19 [0.16–0.23]; 
adults: OR = 0.32 [0.26–0.40] to 0.18 [0.14–0.22]). The time 
between speaking with a professional and getting treatment 
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for aggression in the adolescent sample, when this occurred, 
was 0.6 ± 1.6 years (12.2 ± 3.0 vs 12.8 ± 2.8; P < .001); the 
corresponding time for adults was 1.3 ± 4.7 years (26.9 ± 11.3 
vs 28.2 ± 11.3; P < .001).

DISCUSSION

Reanalysis of data from 2 large, separate, population-
based community surveys demonstrates that a recurrent 
behavioral pattern of aggression is characteristic of many 
individuals in the United States, with adolescents displaying 
this pattern more than twice as often as adults (17.3% vs 
8.0%). Compared to “non-aggressive” controls, this pattern 
was associated with higher scores for aggressiveness and 
functional disability, very frequent aggressive episodes 
(eg, twice per month on average) associated with history 
of significant property damage, injury to others, assaulting 
(and being assaulted by) their intimate partners, carrying 
guns or other weapons outside the home, using guns or 
other weapons to threaten others, and being arrested by 
law enforcement. Aggressive individuals with recurrent 
aggressive episodes, compared with controls, were modestly 
less likely to have a primary physician but more likely to 
have a history of psychiatric treatment. Despite the latter 
observation, less than half of those who have received 
psychiatric treatment reported discussing their aggressive 
behavior with health care providers, and only about half of 
these reported that they have received treatment for their 
aggressive behavior.

Results from the adolescent and adult samples were fairly 
consistent, with only 2 notable differences. First, aggressive 
adolescents reported a significantly greater frequency of 
aggressive episodes, compared with aggressive adults, 
an observation consistent with the relationship between 
aggression and age and between brain maturation and age. 
Second, adolescents displayed a clearer separation between 
the Aggressive/Not IED and DSM-5 IED groups on the 
variables examined. The separation for adults was less clear 
but present for NCS aggression score, number of years with 
recurrent aggressive behavior, value of property damage, 
and likelihood that medical attention was needed by victims 
of the individual’s assaults.

These data make clear that recurrent aggressive behavior 
is far more prevalent than previously acknowledged and is 
associated with significant risk of destruction of property, 
serious injury to others, intimate partner aggression, 
threats involving guns or other weapons, and criminal 
arrest. The latter 2 are particularly relevant given the 
public health relevance of intimate partner aggression and 
gun/weapon violence in our society. While violence and 
aggression are traditionally viewed from the moral and 
legal perspectives, research has shown that individuals with 
recurrent aggressive behavior, specifically those with DSM-
defined IED, have reduced central serotonergic activity,21 
reduced gray matter in fronto-cortical circuits,22 and 
increased sensitivity of the amygdala to social threat,23,24 
among other features.10 They respond to treatment with 

serotonergic agents25–27 and to psychological intervention 
targeting anger dyscontrol.28 It is tempting to compare the 
adult prevalence of IED with the 5.6%–5.8% prevalence 
of intimate partner violence in the US population.29 Such 
a comparison would suggest the possibility that IED may 
account for a very significant portion of domestic violence 
in society, although other conditions such as substance 
use disorder and personality disorder may also play a role. 
If confirmed by further research, consistent with WHO 
recommendations,4 the identification of a reversible risk 
factor for violence and dissemination of effective treatment 
could do much to reduce this societal problem.

This study has strengths and limitations. First, among 
the strengths is that these results are based on a reanalysis 
of 2 large population-based community data sets. Second, 
diagnoses were updated to those of DSM-5, though only 
the A2 criterion for IED was applied (NB, questions 
relevant to the A1 criterion were not included in the NCS 
surveys). Third, we were able to assess a dimensional 
trait of aggressiveness and impulsivity and found similar 
results in both samples. Limitations include, first, the 
fact that the community sample data set was collected in 
the early 2000s and there may have been changes in the 
community-based epidemiology of IED. Unfortunately, 
there is no other relevant community data set that includes 
raw data referable to IED, and these results will have to 
wait for another DSM-5 targeted community survey to 
take place. Second, self-reported data are always subject to 
retrospective bias.30 In addition, there is a question about 
how accurate study participants may have been in denying 
the anger dyscontrol, subjective distress, and functional 
impairment that prevented about half the “aggressive” 
group from receiving a DSM-5 diagnosis of IED. The social 
cognition required to recognize one’s ability to control his 
or her anger is typically less in aggressive, compared with 
nonaggressive, individuals.31 In addition, many aggressive 
individuals do not report sufficient distress (or recognize 
functional impairment) associated with recurrent 
aggressive behavior because they view aggressive behavior 
as part of who they are fundamentally (ie, their behavior 
is “ego-syntonic”). If so, an indeterminate proportion of 
the Aggressive/Not IED group may, in fact, belong in the 
DSM-5 IED group.

SUMMARY

Recurrent aggressive behavior, as defined by at least 
3 significant aggressive episodes per year, is common 
in both adolescents and adults, with rates of about 17% 
and 8%, respectively. These behaviors are associated with 
significant property damage, injury to others, intimate 
partner assault, and most notably the risk of carrying 
guns and other weapons outside the home, of using these 
weapons to threaten others, and of criminal arrest. While 
psychobiological and treatment data in those with IED 
show clear evidence of a brain disorder that can respond 
to pharmacologic or psychosocial treatment intervention, 
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the vast majority of aggressive individuals do not engage in 
treatment for their aggressive behavior. Recognition, and 
treatment, of these behaviors in our patients would do much 
to reduce these behaviors as well as their consequences, 
most importantly with regard to the use of guns and other 
weapons, in society. Given this, screening individuals for such 

behavior in one’s practice may do much toward identifying 
this problem and bringing such individuals into treatment. 
Combined with the urgent problem of violence in society, 
the data from this reanalysis should provide the rationale for 
reprioritizing public health research toward the causes of and 
treatments for recurrent, problematic, impulsive aggression.
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Posttest
To obtain credit, go to  (Keyword: April CME)   
to take this Posttest and complete the Evaluation. A $10 processing fee is required.

1. Disordered aggressive behavior may be present in what percent of the US 
population, according to community survey data?

a. 2% of all adults and adolescents
b. 8% of all adults
c. 30% of all adolescents
d. 4% of all adolescents

2. Chloe, who is 24 years old, reports that she has anger attacks in which she hits 
someone. How frequent must her behavior be for you to give her a DSM-5 diagnosis 
of intermittent explosive disorder? 

a. Once a year
b. One every other year
c. Three times in any given year
d. Three times per life

3. You are seeing a new patient referred by his primary care physician (PCP). He 
off-handedly reports that he gets angry from time to time. What might you do next 
to provide good care?

a. Go on with your interview as if he had not reported this.
b. Send him back to his PCP for treatment of his anger issues.
c. Start him on medication treatment to keep him calm.
d. Ask him questions to assess for the presence of intermittent explosives disorder.


