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Abstract
Physical aggression incurs substantial harm to victims and witnesses, particularly when it occurs
within close relationships such as family, friendships, or intimate partnerships. Men who use
aggression against partners and other adults frequently experience high levels of
psychopathology, including depression, posttraumatic stress symptoms, anxious/insecure
attachment, paranoia, bipolar disorder, intermittent explosive disorder, personality disorders, and
substance abuse, which contribute to use of aggressive behaviors. However, existing treatments
for aggression often do not address these symptoms. It is important that treatments for aggression
are grounded in theoretical literature and backed by empirical support in order to increase
treatment engagement and effectiveness. Treatments that increase mindfulness along with
cognitive and emotional coping skills have received preliminary support in improving the
symptoms that men who use aggression often experience. At this early stage in the literature, it is
important to evaluate options for treatment with men who use aggression for utility and
feasibility. One treatment that has initial support for treating aggressive behavior is Mindfulness
and Modification Therapy (MMT). This pilot trial investigated MMT’s preliminary feasibility
with 6 men referred for aggression from in an alternative-to-incarceration program. Results of
the first weeks of treatment suggested very preliminary feasibility of MMT with men who are
court-referred for aggression through evaluation of homework completion, clients’ reports of
satisfaction and progress, and therapeutic alliance. This study provides foundation for further
trials of MMT with men being treated for aggression.
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Introduction
Impact of Domestic Violence and Physical Aggression
Domestic violence (DV) encompasses a wide range of physical, sexual, psychological,
verbal, financial, and emotional abuse between individuals who have a close or even intimate
relationship (e.g., family members, romantic/sexual partners, and close others). More specific
terms (e.g., intimate partner violence, child abuse, and elder abuse) are used to delineate
particular subtypes of DV according to perpetrator or victim type. Each year, an estimated 3.2
million women and 2.2 million men are victimized by physical DV categorized as severe (e.g.,
punching, beating), while an estimated 4.3 million women and 5.1 million men experience
physical DV categorized as minor (e.g., slapping, pushing; Black et al., 2011). Victimization by
emotional, psychological, and other forms of abuse is more difficult to quantify, but equally
important to consider.
DV is linked to substantial detrimental impact on victims’ mental health. In addition to
overwhelming stress, chronic exhaustion, and daily frustration, victims of DV experience
depression, anxiety, paranoia, panic attacks, and flashbacks at high rates (Cerulli et al., 2012).
Experiencing DV is closely connected to disruptive conditions such as posttraumatic stress
disorder and sleep disorders (Dillon et al., 2013), which meaningfully interfere with important
life activities. Further, DV victimization negatively impacts victims’ misuse of substances
(Coker et al., 2002), and is associated with dependence on chemical substances (McWhirter,
2007). In addition to DV behaviors endangering victims’ lives (e.g., Bridges et al., 2008), DV
victimization has also been linked to risk for life-threatening behaviors such as self-harm (Dillon
et al., 2013) and dangerous substance use (McWhirter, 2007).
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DV also has a tangible effect on victims’ physical health (Campbell et al., 2002; Lown &
Vega, 2001). Health issues associated with DV victimization include chronic muscle pain,
immune system dysfunction, and maladies related to weight and breathing (Cerulli et al., 2012).
DV negatively impacts heart and nervous system functioning (Lown & Vega, 2001). DV can
also increase risk of gynecological concerns (Bitzker et al., 2008), sexually transmitted diseases,
and pregnancy complications (Stewart et al., 2016). Moreover, evidence suggests that the effects
of DV incur an even more severe impact on the physical and mental health of survivors who are
female, have low income, are unemployed, and/or are of ethnic and racial minorities (Lawrence
et al., 2012).
In addition to relationships with physical and mental health symptoms, DV victimization is
related to harmful social, economic, and structural costs. For female victims, DV has been linked
to repeated episodes of homelessness (Broll & Huey, 2017) employment difficulties (Showalter,
2016), and healthcare expenses (Mogos et al., 2016). Barriers to disclosure of victimization
(Bottoms et al., 2016) as well as burnout of victims’ social support providers (Gregory et al.,
2017) may increase survivor isolation through pruning of survivors’ support networks. Even
when victims want to seek professional help, fear of retaliation can be a considerable obstacle to
reporting DV (Vranda et al., 2018). In addition, DV victims frequently receive services from
providers who are experiencing high rates of burnout and trauma symptomology themselves
(Iliffe & Steed, 2000).
Partially in context of media and news portrayals of DV, the burden is often placed on
victim-survivors to find safety or leave abusive relationships, despite the added stress of
negotiating safety, financial, emotional, and custody-related concerns. However, when seeking
assistance from the legal system, victims often face disillusioning outcomes. Even with proactive
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enforcement, data has not supported the ability of protective orders to increase victim safety or
decrease risk of violence in DV cases (Brame et al., 2015). Some evidence suggests that
specialized DV courts might even increase contact between parties involved in the aggression
(Koshan, 2018), which could pose a significant safety concern for involved parties including
victims’ children. Moreover, in inherently stressful custody battles, survivors often have
experiences with undesirable results. More severe DV by fathers is linked to a higher likelihood
of shared legal custody when negotiated through mediation processes (Rossi et al., 2015),
meaning that survivors might be likely to face continued victimization in order to co-parent their
children. There is also evidence that police, judges, lawyers, and other relevant service providers
often act in a biased fashion rather than from a complex contextual understanding of DV
dynamics. For instance, some legal actors view alienation from one parent as a result of the other
parent’s malicious “turning the child against” the other parent, despite DV possibly lending a
more accurate explanation (Saunders & Faller, 2016). These kinds of biases occur from the start
of survivors’ contact with the legal system; data from interviews with survivors suggests that
arrest policies, including mandatory arrest, often are implemented with a limited understanding
of the context of violence, particularly self-defensive violence, and a lack of accuracy of the
mutually exclusive victim/perpetrator construct (Li et al., 2015). In addition, judges’ views on
the efficacy of protective orders and the illegitimacy of victims’ concerns may negatively impact
legal decisions regarding protective orders (Kafka et al., 2019). Even before entering the
courtroom, research suggests that rape myths (stereotypical inaccurate beliefs about rape) and
cultural biases may influence the decision to prosecute cases (O’Neal et al., 2015). Combined,
these factors amount to an overwhelming burden on victims-survivors to manage revictimization
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from the support systems they are encouraged to use, and possibly the only resources available to
them.
Survivor experiences of legal action often perpetuate reminders of abuse, or traumatize and
influence survivors in other toxic ways. Evidence suggests that interactions with attorneys,
judges, and law enforcement as well as mental health professionals often add to survivors’
feelings of being dismissed, blamed, and stigmatized, as well as experiencing perceived denial of
their experiences of abuse (Crowe & Murray, 2015). The length of court processes, sometimes
taking months or years, prolongs survivors’ trauma (Cerulli et al., 2012). Many mothers
victimized by DV experience additional long-term stress when made to co-parent with
individuals who victimized them (Khaw et al., 2018) without improvements in abusive
behaviors. Many survivors find that the costs of help-seeking outweigh the benefits, as helpseeking frequently requires many sacrifices on their part and adds to problems in other spheres of
their lives (Thomas et al., 2015).
The social problems mentioned can have exacerbated harmful effects for members of
vulnerable populations such as people of color, immigrants, and members of other communities
that face regular discrimination. For instance, factors like race, ethnicity, education level,
employment, poverty level, and monolingualism impact the probability that survivors will report
to police (Pearlman et al., 2016), and thus, the level of legal system intervention. Additional
traumatization can occur due to the conflict between potential desire for intervention and other
opposing motivations, such as fear of deportation due to undocumented immigrant status
(Messing et al., 2015) or internal struggles about having a partner/family/community member
arrested (Novisky & Peralta, 2015). The internal struggle against contacting police might be
amplified in cases where the ethnic/racial group a partner/family/community member belongs to
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has faced routine institutional discrimination by police. Survivor marginalized group
membership, and fluency in English, can also influence the likelihood of feeling control over the
situation when police are involved, as well as faith in police interventions, and the tangible
outcomes of police interventions (Ammar et al., 2013). Interactions with other DV services can
also continually be affected by group status, as shown by research in samples of immigrant
women, adding additional misunderstandings, increased barriers to trust and obstacles to
alliances of goals, as well as economic, institutional, and bureaucratic barriers (Holtmann &
Rickards, 2018; Reina & Lohman, 2015). Survivors with identities that are frequently
discriminated against also have compounded risk of harm due to more frequent experiences with
stigma, disbelief, and difficulty finding specialized services. Other affected groups include
survivors with severe mental health disorders (Friedman & Loue, 2007), survivors with hearing
impairment or other disabilities (Ballan et al., 2017), those with undocumented immigrant or
refugee status (Murshid & Bowen, 2018), individuals in the LGBTQIA+ community, and
survivors facing increased isolation and lesser availability of services in their geographical
location (Roush & Kurth, 2016).
Exposure to DV further incurs an immense impact on child witnesses throughout their lives.
Violence against children and violence against women often co-occur and have amplified impact
with time rather than receding effects (Guedes et al., 2016). Even when controlling for the effects
of stressful life events and other psychopathology, paternal DV perpetration predicts severe
trauma symptomology (Ehrensaft et al., 2017). Children exposed to DV struggle with adjustment
and externalizing symptoms that become amplified over time—and this effect occurs across a
wide range of DV behaviors rather than only in context of severe violence (McDonald et al.,
2016; Vu et al., 2016; Yoo, 2014). Although positive parenting may have a protective effect on
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trauma symptomology at low to moderate levels of DV (Ehrensaft et al., 2017), DV creates an
environment in which guardian experiences of depression and psychological distress can
contribute to low levels of guardian-child warmth, emotional support for the child, and parentchild attachment, as well as difficulties in overall family functioning (Holmes et al., 2017;
Fredland et al., 2015; Fusco, 2017; Miller-Graf et al., 2014). Low attachment to guardians has
been identified as an important factor in children’s aggressive behavior (Juan et al., 2017). The
environment of a DV-impacted home, including an increased exposure to harsh parenting styles,
is associated with children’s concurrent social and emotional dysfunction and externalizing
symptomology (Fredland et al., 2015; Fong et al., 2017; Grasso et al., 2016; Holmes et al.,
2017). Psychological distress and anxious attachment stemming from witnessing familial
violence predicts subsequent DV perpetration (Banford et al., 2015). Moreover, witnessing abuse
is a stronger predictor of later DV perpetration than either trait anger or alcohol use in
incarcerated male populations (Bernardi et al., 2017).
The amalgamation of harm to those affected by DV is immense, and legal and social
services, thus far, have not mitigated concerns of survivors. Many elements of the legal system
need to change in order for survivors to regain faith in the possibility that intervention through
the legal system can help improve their situation. Because of the weight of the burdens that are
placed on victim-survivors in obtaining justice, it is crucial that services are effective at
preventing future harm. An area requiring improvement to merit survivors’ trust is intervention
with individuals who use DV, in order to prevent re-offending and therefore to reduce
victimization.
Dysregulated Behavior in Men who use Aggression
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Amongst men who use aggression, one of the most crucial commonalities is the high
level of documented psychopathology. It is essential to note that a majority of men referred to
treatment for DV (up to 94%) have experienced at least one traumatic event, and many have
experienced at least 6 different types of potentially traumatic events before entering treatment
(Maguire et al., 2015). Reviews highlight that men who enter batterer intervention programs
typically have more psychopathology than non-violent men, encompassing depression,
posttraumatic stress disorder, bipolar disorder, anxiety, intermittent explosive disorder, and
paranoia (Cameranesi, 2016; Henrichs et al., 2015). Research also suggests that anxious/insecure
attachment style, as well as personality disorder features, may be a uniting factor contributing to
both situational couples’ violence and coercive controlling violence perpetration (Cameranesi,
2016). Individuals with more risk factors toward psychopathology, such as men who have
witnessed parental DV and men who have been physically victimized themselves, are more
likely to perpetrate uncontrolled violence and to repeatedly recidivate (Fowler et al., 2016;
Henrichs et al., 2015).
Several factors related to psychopathology increase the likelihood of recidivism,
including higher levels of psychopathy, which also increase the frequency of DV (FernándezSuárez et al., 2018). Empirical evidence has indicated that men who have higher levels of
violence and other psychopathology, including borderline features and dependency, are more
likely to drop out of programs and to reoffend than those with lower levels of violence and
psychopathology (Carbajosa et al., 2017; Eckhardt et al., 2008). Some studies indicate that men
with borderline personality disorder/dysphoric symptoms pose the highest risk for recidivism,
followed by men with antisocial tendencies, and then by men who use aggression only against
family (Llor-Esteban et al., 2016).
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Studies have linked aggression to psychopathology with significant need for clinical
treatment such as borderline personality disorder (BPD) symptomology, posttraumatic stress
disorder (PTSD) symptomology, and substance abuse (Ross & Babcock, 2009; Smith et al.,
2015; Stuart et al., 2004). Symptomology shared across these disorders—including high levels of
shame, emotion dysregulation, intense anger, impulsivity, depression, relationship
dissatisfaction, and low perceived social support—have consistently demonstrated significant
relationships with aggression (Capaldi et al., 2012; Crane & Eckhardt, 2013; Elkins et al., 2013;
Finkel et al., 2009; Norlander & Eckhardt, 2005; Sippel & Marshall, 2011).
Empirical evidence suggests multiple pathways between common symptoms and aggression,
many of which emphasize the role of maladaptive attempts to cope with strong emotions. For
instance, although some research has characterized use of aggression as a maladaptive way to
regulate feelings of shame (Schoenleber & Berenbaum, 2012), other research has supported the
effective and reinforcing nature of aggression in regulating negative emotions after rejection
(Chester & DeWall, 2017). Because individuals affected by severe psychopathology (e.g., BPD
and PTSD) often have higher levels of self-focused negative emotions (Rüsch et al., 2007;
Schoenleber et al., 2014) and a heightened sensitivity to others’ rejection of them (Bornstein et
al., 2010; Lis & Bohus, 2013; Preiβler et al., 2010), coping with anger, anxiety, sadness,
aloneness, shame, guilt, rejection, and jealousy triggered by interpersonal conflict might seem
unbearable. Consistently, empirical evidence converges on difficulties with anger management,
or a quick escalation of anger, as an essential component of aggression towards close others
(Birkley & Eckhardt, 2015).
Men who use aggression toward close others often use it in situations for which they lack
other conflict resolution strategies (e.g., Setchell et al., 2017). Motivations reported by these men
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for using aggression commonly involve stress, jealousy, anger, or retaliation for emotional hurt
(Flynn & Graham, 2010; Langhinrichsen-Rohling et al., 2012). In fact, research has identified a
cycle in which sensitivity to possible rejection cues agitates trait shame and unstable self-views
to repeatedly aggravate conflict (Brown et al., 2010). Consistent with this model, the
hyperarousal and intrusive symptoms of men with PTSD have been shown to be a mechanism
for aggression (Smith et. al., 2015), which occurs as impulsive, unplanned, and uncontrolled
incidents in context of emotion dysregulation (Miles et al., 2017). As men who use aggression
frequently endorse poor communication as a significant aspect of their relationship dysfunction
(LaMotte et al., 2018), it may be that the misperception and misattributions of others’ actions or
intentions intensifies this anger.
In addition, aggression towards close others is associated with personal history of DV
victimization, witnessing of DV perpetration as a child, or having experienced severe childhood
adversity (Capaldi et al., 2012; MacDonell, 2012; Roberts, McLaughlin et al., 2011; Whitfield et
al., 2003). The DV perpetration of men who have experienced family of origin violence is
partially explained by a hostile attribution style, in which core cognitions about the malicious,
selfish, and dishonest nature of others’ actions negatively influence the attributions made about
others’ intentions (Elmquist et al., 2016). Consistent with a schema that loved ones may hurt
them, these men often endorse using aggression as a perceived means of self-defense, as an
expression of negative emotions (such as anger, hurt, fear, and stress), or because of
communication difficulties (Elmquist et al., 2014). Although these contributing factors do not
excuse the use of DV, a complex understanding of what increases the use of DV is important in
order to be able to intervene and prevent DV.
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Emotional dysfunction is crucial to the understanding of use of aggression. It is common for
individuals to overestimate future intensity of negative emotions in a way that lowers their
perception of their ability to tolerate their experience (van Dijk et al., 2015). Alexithymia
(difficulties in recognizing and describing feelings), emotional non-acceptance, and negative
urgency all contribute to aggression towards close others (Garofalo et al., 2018). Negative
urgency (impulsive behavior in response to intense negative emotions) also mediates the
relationship between BPD symptoms and aggression towards close others (Peters et al., 2017). In
populations with BPD symptoms, aggression may be reinforced by a subsequent decrease in
negative emotions, and therefore a sense of relief from the heightened tension experienced in
stressful interpersonal situations (Kogan-Goloborodko et al., 2016).
Perhaps serving as another substitute emotion regulation strategy in this population,
substance use is common among men court-referred for violence (Stuart, Moore, Ramsey, &
Kahler, 2004) and actually increases the likelihood that police will be notified of a DV incident
(Novisky & Peralta, 2015). There is substantial support that substance abuse plays a considerable
role in aggression toward others (e.g., Capaldi et al., 2012; Murphy et el., 2005; Shorey et al.,
2014), and that continued alcohol misuse is related to emotion regulation difficulties (e.g.,
Berking et al., 2011) and attempts to cope with intense jealousy (Brem et al., 2018).
In conjunction with aforementioned symptomology heightening the baseline level of stress,
external factors also contribute to use of aggression. Financial stress, unemployment, and low
levels of education are common predictors of aggression towards close others (Capaldi et al.,
2012; Gracia et al., 2015). At a community level, indicators of low economic health, such as
higher levels of monthly mortgage foreclosures, along with high rates of public disorder and
crime, are associated with high levels of DV (Gracia et al., 2015; Pattavina et al., 2015). On a
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neighborhood level, overall markers of economic difficulties, including the proportion of
families below the poverty level or on public assistance, the proportion of female-single-parent
households, and unemployment were predictive of neighborhood rates of DV (Beyer et al., 2015;
Voith & Brondino, 2017).
These factors suggest an environmental context in which historical and systematic trauma are
experienced on large scales, which has been linked to high rates of violence perpetration
(Burnette, 2015). Historical trauma also consists of intergenerational repetition of incarceration,
which has been associated with more DV exposure in childhood as well as more physical
victimization by a close other adult (Will et al., 2016). That 94% of men in a sample mandated to
treatment for DV had experienced at least one type of potentially traumatic event, and that the
average had suffered between 6-14 different types of potentially traumatic event (Maguire et al.,
2015) illustrates the normalization of trauma in communities that experience historical and
systemic trauma. This denotes an environment in which children can be victimized in multiple
spheres of their lives (e.g., by institutions and by the family)—an experience which has been
linked to externalizing problems that later lead to aggression (Butcher et al., 2016). If one has
had DV modeled to them in their home life, it is more likely that they will perpetuate similar
behavior patterns (e.g., Bernardi et al., 2017).
Although DV behaviors are not adaptive and cause substantial harm, some individuals may
believe, based on their experiences, that aggression is necessary or effective in an environment
that presents frequent threats of harm. According to research, some neighborhoods have a “street
culture” which emphasizes a value of “respect,” “lowers the threshold of personal insult,” and
condones violence as an acceptable conflict resolution tactic; in neighborhoods where street
culture is pervasive, there is also a high overlap of victims-offenders (Berg et al., 2012).
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Individuals may not know or see value in other ways to avoid aggressive threats without their
own use of modeled aggressive posturing or mimicking aggressive social scripts. Aggression
may actually be effective for short periods of time in protecting an individual from harm;
however, aggressive behavior comes with negative consequences to others and the self
(including legal involvement, escalation of conflict, injury, and possible incarceration). In
addition, there is some evidence that street culture is more closely linked to individuals’ use of
aggression than individuals’ own values (Stewart & Simons, 2010). It may be that some beliefs
are so ingrained or culturally accepted and maintained through repeated reinforcing experiences
that they require sensitive handling from mental health professionals.
Similarly, gender plays a role in condoning aggressive behavior. Environmental sexism and
societal acceptance of DV are related to internalizing the acceptability of DV (Herrero et al.,
2017). There is difficulty in maintaining treatment engagement in men who use DV, particularly
among men who have higher external responsibility attributions and attitudes condoning of
violence (Carbajosa et al., 2017). Men who perceive violence to be more socially acceptable
report higher levels of DV use (Neighbors et al., 2010). If a behavior is perceived to be normal,
common, acceptable, or a private matter by others in the individual’s social network, it may
disincline DV users from seeing the consequences of their actions or the need to change. Some
argue that norms and social constructions of masculinity are foundations of males’ aggression
and necessary targets for treatment of all types of violence (Fleming et al., 2015). Stereotypes
about males are widely endorsed that explain use of violence through the ideas that men are
inherently aggressive and that the only dimension of emotion that men experience is anger
(Scarduzio et al., 2017). Based on their socialization, men are often reinforced for suppressing
their emotions, particularly vulnerable emotions, in favor of more externalizing ones or in

A Pilot Feasibility Trial of MMT for Males who Use Aggression

13

deference to action. When men are victimized physically or in other ways, they are rarely asked
about their experiences in health settings, and rarely ask for help from formal or informal
resources (Morgan et al., 2014). Some research has indicated that feelings of failure to conform
to stereotyped masculine gender norms and related stress contributes to aggression against others
(Reidy et al., 2014). Because of the substantial evidence of links between environmental factors
and use of violence towards close others, it may be necessary for treatment to address external
elements in order to be effective.
The aforementioned concerns might be augmented for people of color, with research
specifically focusing on Black and African American men. In particular, evidence has shown that
Black and African American males have even higher dropout rates from both Duluth and CBT
model DV treatment (Waller, 2016). It is possible that the factors that contextualize men’s
disinclination from DV treatment are exacerbated for men of color. For instance, while men
generally experience negative stereotypes related to aggression, Black men’s experiences of
these and other stereotypes extend to a more severe level, draining a substantial amount of their
mental energy, impacting their senses of self-worth, and contributing to devaluation of their lives
and hopelessness (Brooms & Perry, 2016). In addition to norms around men’s aggressive
behaviors, Black men in particular experience stereotypes of themselves as criminal, dangerous,
and inherently more violent than others (Welch, 2007). Similar stereotypes for Black men have
pervaded American society since slavery, despite the modeling of maltreatment and abuse from
slave owners against both Black men and Black women (Al’Uqdah et al., 2016). These
stereotypes influence media portrayals of Black men using DV that reinforce stereotypes (Pepin,
2016). The vastness of perpetuation of these stereotypes may make it difficult to receive
recognition, credit, or improvement in treatment by others for diverging from this stereotype.
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Others may continue to view Black men through a stereotypical aggressive or threatening lens,
and Black men may continue to face discrimination regardless of their behavior. In line with
labeling effect, this may make it less rewarding for Black men to act non-aggressively. Black
men may disengage from any treatment that seems to reinforce stereotypes that are harmful to
their mental health.
The experience of DV in communities of color (studied most often in Black communities) is
impacted by a variety of different institutional factors. People of color are disproportionately
targeted by extra-legal police aggression, including discrimination, coercion, verbal threats and
verbal aggression, and physical aggression to the extent of injuring or killing individuals
(Holmes & Smith, 2012). They also face disproportionate incarceration (Mauer, 2011). Black
men tend to identify the reason for violence, including homicides, against Black men as simply
due to their race (Brooms & Perry, 2016), a cognition based in actual experience that lends itself
to depressive and posttraumatic stress symptoms through negative views about the self and the
world. Racial discrimination has been shown to be strongly associated with use of aggressive
behavior (Caldwell et al., 2004). In context of racial discrimination, Black communities
sometimes espouse Black victimage beliefs that justify DV perpetration as being outside of
Black men’s control based the harm that society has had on Black men (Blackmon et al., 2017).
Many Black women perceive gender-based oppression as normal and expected (FinfgeldConnett, 2015); consequently, they do not report abuse to law enforcement (Nash, 2005),
partially related to not trusting law enforcement, due to the perceived need to protect Black men,
and due to pervasive negative perceptions of professional services (Finfgeld-Connett, 2015).
Although these perceptions may be based off of aversive experiences of the legal system,
environmental factors and actual experiences can contribute to the belief that institutions will not
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interfere in DV or help, and also to the belief that there will be no consequences for using DV.
Another potential mechanism for higher dropout rates of Black men is the differences in
experiences of psychological treatment across cultures. For instance, there is some evidence that
Black individuals perceive treatment for mental health as less necessary, believing that mental
health issues will improve without therapy (Anglin et al., 2008). There is also more stigma on
mental health (e.g., Arglin et al., 2006). Some of this may be contextualized by experiences of
microaggressions or racism in therapy, a field consisting mostly of white care providers, which
contributes to the disinclination of people of color from seeking professional support
(Constantine & Sue, 2007).
Existing DV Treatments: Duluth Model and Cognitive Behavior Therapy
Thus far, existing pervasive treatment options for court-referred men’s aggressive behavior
have been largely ineffective in reducing the aggressive behavior (e.g., Babcock et al., 2016).
The most common options for mandated batterer intervention programs utilize the Duluth Model
or Cognitive-Behavioral Therapy (CBT)-Based interventions (Cannon, Hamel, Buttell, &
Ferreira, 2016). The Duluth Model theorizes aggression as an enaction of men’s patriarchal
views to control women and emphasizes education over therapeutic or skills-based intervention.
The Duluth Model was designed to fit a model of abuse that was not intended to account for
physical aggression as it occurs in bidirectionally aggressive relationships, same-gender dyads,
transgender and gender non-conforming partnerships, or in relationships with female primary
initiators of violence (Aaron & Beaulaurier, 2016). The Duluth model has not yielded substantial
improvements in decreasing ongoing DV offenses compared to arrest alone (Eckhardt et al.,
2013) and has repeatedly demonstrated insignificant effects on DV recidivism (e.g., Cantos &
O’Leary, 2014; Feder & Wilson, 2005; Haggård et al., 2017; Miller et al., 2013).
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There are a number of possible reasons that the Duluth model has not demonstrated utility
with men who use DV. According to a comprehensive 2,400-page review of the DV research
literature from the Partner Abuse State of Knowledge Project with contributors from twenty
universities, aggression between partners in the United States most often occurs as bidirectional
escalating conflict influenced by poor impulse control (Hamel et al., 2012). This evidence
suggests that the most common treatment approach does not map onto the most frequently
occurring type of couples’ aggression. Furthermore, the Duluth approach also does not account
for the distinctive treatment needs of individuals with mental health disorders who use
aggression against their close others (Winick et al., 2010). Specifically, it does not target key
identified contributory factors for aggression perpetration, including emotion dysregulation,
anger reactivity, impulsivity, depression, conflict resolution difficulties, stress management,
shame, substance use, and trauma reactions (Babcock et al., 2016). These gaps are essential to
address given the strong relationship between psychopathology and partner aggression (Babcock
et al., 2016).
Because the Duluth model fails to account for factors commonly correlated with DV, it is
possible it has some unintended negative effects that reduce treatment effectiveness and
indirectly maintain aggressive behaviors. Attributing men’s actions to stigmatized views such as
patriarchal dominance and misogyny, which may account for some but not all perpetration of
violence, could decrease engagement in treatment and increase shame. When presented with the
idea that they hold views that are socially undesirable, men may be likely to reject the treatment
and form the impression that the intervention does not apply to them, instead of taking
accountability as the Duluth model intends. When tackling issues that may trigger defensiveness,
it is important to approach responsibility and culpability within a framework focusing on
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emotions that feels non-attacking (Pendry et al., 2007). Moreover, the intervention’s focus on
accountability and choice may increase shame—particularly in trauma-affected populations, who
experience heightened proneness to shame (Rüsch et al., 2007). Though using domestic violence
is a choice at a certain level, if the difficulty of stopping violence is minimized, individuals who
do have problems with emotion regulation, substance abuse, impulsivity, and other psychological
barriers may be especially likely to feel ongoing shame related to treatment and/or disengage
from treatment. Shame, in turn, actually increases aggression (Lawrence & Taft, 2013) and
problematic use of substances (Luoma et al., 2019), which is also related to increased DV
perpetration (Cafferky et al., 2018).
Substance use is another factor highly related to DV, which Duluth treatment does not
address. Ample evidence supports the relationship of substance use with aggression perpetration
(Cafferky et al., 2018). Given the weight of this relationship, it is an important treatment
consideration. Men in treatment for DV have voiced that substance use interferes with their
ability to control their aggression (Portnoy & Murphy, 2017). Although there is a justified
advocate pushback against excusing abuse through blame on substance use, it is also necessary
to consider the influence not addressing substance use has on the ineffectiveness of these
interventions and prevention of further victimization. To our knowledge, there is no research
supporting the Duluth model in improving substance use.
In contrast to Duluth model treatment, CBT interventions focus on cognitive strategies for
coping with anger and inhibiting violent behavior, including cognitive restructuring and rehearsal
exercises for maladaptive thinking. CBT interventions are based on a theoretical framework in
which automatic thoughts and dysfunctional or maladaptive beliefs contribute to problematic
behaviors and consequences (Eckhardt et al., 2013). Related to aggression, these maladaptive
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beliefs may include the idea that violence is necessary for resolving conflict, that aggression is
uncontrollable, or that using violence is a necessity in threatening situations—as well as a bias in
terms of readily identifying hostile situations (Kendall & Panicheli-Mindel, 1995). These beliefs
may be learned from others in clients’ environments or be reflective of normative scripts and
beliefs surrounding violence in a community or in a certain demographic (e.g., men).
Despite some benefits of CBT over Duluth model treatment, CBT does not display
consistent positive results with decreasing aggression with individuals who use aggression
against others. Although some studies show improvements in emotional functioning after CBT
intervention (e.g., Eckhardt et al., 2013), a recent review of CBT interventions for DV suggests
that CBT may not reliably reduce aggressive behaviors (Nesset et al., 2019), which is the most
crucial target for this population. A major barrier to reliable examination of CBT’s effects on
violence recidivism rates is significant variability on key study factors (including treatment
structure, follow-up time, and high rates of attrition pre-follow-up) between programs (Eckhardt
et al., 2013). Among six randomized controlled trials of CBT with men who use DV, only one
had a statistically significant decrease in aggressive behavior (Smedslund et al., 2011). Some
research suggests that significant differences have not been shown between Duluth Model and
CBT intervention programs with men who use DV (Babcock et al., 2004), while other evidence
suggests slight improvements of CBT interventions over Duluth (Arias et al., 2013). Although a
meta-analysis of CBT interventions for aggression demonstrated promising reductions in
violence risk for individuals who completed treatment, this analysis excluded studies that
focused exclusively on DV offenders or those with mental health diagnoses due to the
heterogeneous nature of those populations (Henwood et al., 2015). Unfortunately, this prevents
generalizing these results to men who use DV.
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There are some crucial mechanistic limitations of CBT interventions for men who use DV.
Firstly, CBT interventions devote more emphasis on cognitions and schemas than on emotions.
In populations with high rates of trauma, abuse histories, and emotion dysregulation, such as
men who use DV, restructuring cognitions may not be as effective as a therapy that is more
emotion-focused or a therapy that integrates a trauma-informed conceptualization and
emphasizes external contributing influences on symptoms. Some research has suggested that
restructuring cognitions may not work as well for individuals with trauma histories unless history
of abuse is given a devoted focus in treatment; in fact, some researchers suggest that the focus of
CBT on “dysfunctional” or “maladaptive” exaggerated thinking may increase shame in traumaaffected populations (Voith et al., 2018). Due to its connection to aggression, shame regulation
has been identified as an important treatment target for individuals who use DV (Lawrence &
Taft, 2013). Though CBT has been adapted to include trauma-informed versions, in a search of
the literature, CBT that is trauma-focused has not yet been examined with men who use DV.
In an effort to improve effectiveness, some CBT-based approaches have integrated a focus
on substance use. Integrated Violence Prevention Treatment (Chermack et al., 2017) also
includes a motivational component with its substance use focus. Although these approaches have
potential (e.g., Chermack et al., 2017; Easton et al., 2018; Easton et al., 2007), due to the small
samples and/or preliminary nature of the studies, more research is needed on their effectiveness
in reducing DV in men before conclusions can be made. At this time, results often do not show
significant and consistent reductions in aggression beyond the effects of substance treatment
alone (Cannon et al., 2016). These treatments also may not target other symptoms that contribute
to aggression, such as trauma, emotion dysregulation, and personality features.
Alternative/Less-Common Treatments
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Another option for treatment of aggression is joint treatment which involves both members
of a dyad and focuses on combating problematic dynamics between parties using skills and
communication training (Armenti & Babcock, 2016). Several couples’ interventions have shown
reductions in DV behaviors, including Behavioral Couples Therapy, Creating Healthy
Relationships Program, Domestic Violence-Focused Couples Treatment, and Physically
Aggressive Couples Treatment (Karakurt et al., 2016). Though this option is theoretically
targeted specifically towards situation couples’ violence and may be especially effective for men
who present with DV and substance use issues (Lawson et al., 2012), laws exist in most states
(68%) that explicitly prohibit couples’ treatment before or as an initial DV intervention.
Therefore, joint treatment is not commonly used in legally involved populations (Maiuro &
Eberle, 2008).
Finally, therapeutic interventions that might be beneficial as an addition to treatment but that
are not sufficient by themselves include Motivational Interviewing (MI) and standard substanceuse treatment. MI is a technique that involves facilitating change and resolving ambivalence by
meeting the clients where they are, engaging the clients, and exploring intrinsic desires for
change. MI is not a therapeutic intervention in itself and is instead mainly used in concert with
another theoretically based intervention. Several studies have shown positive effects of MI
intakes and interventions on treatment with men who use DV (Soleymani et al., 2018).
Specifically with men who use DV, MI components of treatment may substantially improve
homework compliance (e.g., Musser et al., 2008), therapeutic alliance (e.g., Musser & Murphy,
2009), dropout rate/completion (e.g., Scott et al., 2011), reductions in substance use (Easton et
al., 2000; Crane et al., 2015), and gains in empathy and perspective-taking (Romero-Martínez et
al., 2019). However, not all studies indicated that brief MI interventions (e.g., 4 sessions of

A Pilot Feasibility Trial of MMT for Males who Use Aggression

21

Motivational Enhancement Therapy) show improvements in aggression or alcohol use for men
who use DV compared to other interventions (e.g., alcohol education; Murphy et al., 2018).
Regarding substance-use treatment: Despite high rates of DV among men in such treatment,
substance use treatment rarely addresses DV as a treatment target (Hashimoto et al., 2018).
In addition to therapeutic interventions, a restorative justice DV intervention called Circles of
Peace (CP) has received some examination. CP is an intervention that offers individuals
identified circles of social support (including family, friends, trained community members, and
optionally victim), encourages individual reflection on the wider context and triggers for their
aggression, and works to develop a plan for change involving community reciprocity and
retribution. In a randomized comparison trial comparing a Duluth model intervention to CP, CP
showed significant improvements in reducing general recidivism (including non-aggressive
crimes) at 6-months and a year. However, violence-specific recidivism rate differences between
interventions were non-significant at all follow-ups, and high attrition rates (49% and 60% in the
CP and Duluth conditions, respectively) could affect the generalizability of these findings (Mills
et al., 2013). Another randomized comparison trial of CP vs. a traditional batterer intervention
program found that CP showed a significantly larger improvement in DV recidivism over a 24month period than did the traditional intervention. Though these differences show some promise,
there is not yet enough evidence to suggest that CP is a reliable intervention for DV, and CP does
not necessarily address the psychopathology underlying DV perpetration (Mills et al., 2019).
At this point, there is not enough methodologically sound research showing consistent effects
of any treatment on aggression. In addition, many treatments that have been examined in terms
of their impact on aggressive behaviors do not target underlying psychopathology and frequent
co-occurring substance use, and some may even exacerbate some underlying symptoms (e.g.,
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shame, anger). Some external factors, such as legal restrictions, might prevent certain treatments
(e.g., couples interventions) from being widely used.
Taken together, these concerns indicate that there is not sufficient evidence for an existing
treatment as the gold standard for aggression in populations who use violence against partners or
other adults. A final concern is that this population is often heterogeneous and difficult to
engage, with high attrition (Babcock et al., 2016). Therefore, at least some customization to
values—along with motivational strategies and focus on constructs underlying aggression--may
be required for treatment to be effective. Customization of treatment to values and
acknowledgment of the different pathways to DV may be especially important for clients of
color and LGBTQ+ individuals (Turhan, 2020). Black and African American males have higher
dropout from traditional DV treatment (Waller, 2016), which may be impacted by societal
stereotypes about aggression (Brooms & Perry, 2016) or a lack of acknowledgement that
experiencing higher levels of police brutality (Holmes & Smith, 2012) and racial discrimination
contribute to aggressive behavior (Caldwell et al., 2004). Same-gender partnerships might
experience a similar lack of fit with treatment models (Turhan, 2020). Because the experiences
that contribute to aggression may be different for individuals in marginalized groups, it is
important for treatment to allow for eliciting individual motivations and customization to
individual values.
Despite some improvements in outcome and efforts to expand the range of relevant
symptoms addressed in treatment (e.g., motivational deficits and substance use), there is still a
pressing need for treatments that more effectively target the range of underlying symptoms in
this population. One option that has begun to be investigated is the integration of mindfulness
practice with other empirically supported treatment elements. A treatment that incorporates
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formal mindfulness practice might address some limits of other treatments or present a viable
alternative for some subsets of the population who use DV or other types of violence.
Why Mindfulness? Mindfulness and DV
Mindfulness is a state of mind that draws awareness and attention to the current moment
and involves noticing thoughts and feelings in a nonjudgmental way that promotes acceptance
(Kabat-Zinn, 1982). There is a negative association between mindfulness and aggression
(Borders et al., 2010; Singh et al., 2007), dysregulated behavior (Brown & Ryan, 2003;
Wupperman et al., 2013), and criminal impulsivity (Morley, 2018). Emerging evidence may
support the utility of treatments with mindfulness in improving a spread of symptomology
related to aggression toward partners (e.g., Tollefson & Phillips, 2015; Tollefson et al., 2009).
Specifically, higher levels of mindfulness are associated with lower levels of relevant
psychopathology, such as substance use (Bowen & Enkema, 2014), emotion dysregulation (e.g.,
Wachs & Cordova, 2007), attachment issues (Chiesa & Serretti, 2009), antisocial traits (Velotti,
2016), and BPD symptomology (Shorey et al., 2016; Wupperman et al., 2008). Mindfulness
treatments (particularly Mindfulness-Based Stress Reduction) have also been shown to improve
PTSD symptoms, especially by reducing avoidance (Banks et al., 2015).
Further, some research suggests that mindfulness is related to mechanisms that have been
proposed to underlie aggression and abuse of others. Repeatedly, studies have supported that
both trait and learned mindfulness are positively correlated with relationship satisfaction
(Kozlowski, 2013; Wachs & Cordova, 2007; Zamir et al., 2017). This relationship may be
mediated by emotional skills, including anger regulation and identifying and communicating
emotions (Wachs & Cordova, 2007). Some studies have indicated that identifying,
acknowledging, and differentiating emotions may be related to increased relationship satisfaction
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(Epözdemir, 2012; Wachs & Cordova, 2007) as well as lower levels of interpersonal conflict
(Barnes et al., 2007; Chiesa & Serretti, 2009) and impulsive aggressive behavior (Edwards &
Wupperman, 2017). Very preliminary evidence suggests that dispositional mindfulness could
possibly be related to self-regulatory skills at a biological level (Wheeler et al., 2017). In
addition, there is some evidence that dispositional mindfulness disrupts the relationship between
jealousy and DV use (e.g., Brem et al., 2018).
Mindfulness is theorized to enhance acceptance and recognition of emotional
experiences, potentially allowing flexibility in thought and problem-solving, and possibly
allowing for a less damaging experience of shame and guilt—emotions that often precede
relapses in dysregulated behaviors such as aggression (Parks et al., 2001; Wupperman et al.,
2012). Relatedly, mindfulness integrated with other therapeutic tools may decrease individuals’
use of dysregulated behaviors (e.g., aggression, substance use) to cope with escalating emotions
(Wupperman et al., 2008; Wupperman et al., 2009). A brief DBT-based mindfulness intervention
has been shown to improve individuals’ interpersonal coping skills and allow them to reappraise
situations in more positive, nonjudgmental, and less critical ways (Jones & Hansen, 2015), which
is related to escalation of emotions. In addition, a study of Acceptance and Commitment Therapy
suggested that improvements in emotion regulation abilities and decreases in experimental
avoidance can account for reductions in aggressive behavior post-treatment (Zarling et al., 2015).
Mindfulness is also inversely related to problematic anger and anger rumination,
mechanisms proximately linked to aggression (Borders & Lu, 2017; Eisenlohr-Moul et al., 2016;
Peters et al., 2015). In men receiving DV treatment, problematic anger (i.e., low anger control
and high anger expression) is predictive of violence recidivism (Farzan-Kashani & Murphy,
2017). Problematic anger, which has been shown to be treatment resistant, might be better
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targeted by treatments that include a focus on emotion dysregulation and mindfulness than by
typical interventions (Farzan-Kashani & Murphy, 2017). When integrated with methods such as
behavioral skills training, mindfulness might affect anger regulation, substance use, and
relationship functioning partially due to decoupling effects, or the detaching of the experience of
anger from habitual reactions (Levin et al., 2015). Mindfulness skills may be especially useful in
intervening with anger because mindful exposure to anger can help with improving mood,
disrupting automatic connections between anger and behavior, and decreasing the view of anger
as overwhelmingly distressing (Wright et al., 2009). Consistently, mindfulness is inversely
related to aggression in populations arrested for general violence and DV, and this relationship
may be partially explained by emotion regulation deficits (Garofalo et al., 2019; Shorey et al.,
2014). Notably, both trait and state mindfulness correlate with lower aggressiveness (EisenlohrMoul et al., 2016; Heppner et al., 2008). Finally, although research on moderating factors needs
replication in clinical settings, laboratory tasks have shown some support that mindfulness may
inhibit aggressiveness in situations with increased stress, provocations, insults, invalidation, and
perceived injustice (DeSteno et al., 2017; Long & Christian, 2015; Yusainy & Lawrence, 2015).
Research has also demonstrated support for mindfulness treatments improving trauma
psychopathology—another area related to DV that has previously been left out of most DV
treatments. Though research has yet to fully determine the mechanisms, some studies suggest
that mindfulness improves posttraumatic functioning by decreasing avoidance, dissociation, and
psychological disengagement (Banks et al., 2015; Thompson et al., 2011). A meta-analysis of 18
studies supported the ability of treatments with mindfulness components and skills to improve
symptoms of PTSD (Hopwood & Schutte, 2017). Further, a meta-analysis of 37 studies using
mindfulness-based interventions showed clinically significant advantages over other clinical
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approaches in effects on PTSD symptoms, negative affectivity, and craving for alcohol
(Cavicchioli et al., 2018). In treatment-seeking adult men with substance disorders and PTSD,
Mindfulness-Oriented Recovery Enhancement therapy (MORE), a treatment integrating CBT
with positive psychology and mindfulness training, showed greater improvements in PTSD
symptoms than standard CBT or treatment as usual (Garland et al., 2016). Among incarcerated
men with PTSD and substance use problems, Mindfulness-Based Relapse Prevention also
showed reductions in PTSD symptoms (Lyons et al., 2019). It is important to note that most of
the interventions integrated mindfulness with other treatment strategies that may be just as
critical to investigate when examining impact of treatment. Other treatment strategies included
skills addressing coping with emotions, cognitive restructuring, and relapse prevention
techniques. At the current time, it is difficult to say that mindfulness practice was the most
crucial aspect of treatment in improving symptoms, or whether mindfulness worked in
conjunction with cognitive and emotional skills training.
Mindfulness may also foster improvements in other mechanisms related to DV, including
substance abuse. Mindfulness exercises appear to reduce cravings for substances by bringing
conscious awareness to behaviors that might otherwise be automatic, increasing the ability to
notice, pause, and tolerate the cravings long enough to choose adaptive skills to regulate habitual
behaviors (Bowen et al., 2017; Tapper, 2018). Relatedly, Mindfulness-Based Relapse prevention
has shown to be efficacious in various substance using populations (Bowen et al., 2014),
especially those with high negative affectivity (Roos et al., 2017). Moreover, a meta-analysis of
42 studies suggested that mindfulness interventions, broadly defined (ranging from simple
mindfulness practice to mindfulness integrated with skills training), may significantly reduce the
frequency and severity of substance misuse, as well as substance cravings (Li et al., 2017). This
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meta-analysis also suggested that mindfulness’s effects indicate improvement over other
common treatments (e.g., CBT and support group). Finally, in adult men in residential substance
use treatment, evidence suggests that aggression shows an inverse relationship with mindfulness
(Shorey et al., 2015). Distress tolerance, a concept associated with mindfulness (Feldman et al.,
2015), is also negatively related to use of aggression by men in substance use treatment (Shorey
et al., 2015).
Mindfulness may also play a role in personality disorder symptomology and its
connection to aggression. Mindfulness deficits are associated with BPD symptoms in treatment
seeking populations (Shorey et al., 2016), and deficits in mindfulness may comprise a
fundamental and vital component of BPD symptomology (Wupperman et al., 2008). Evidence
further suggests that dispositional mindfulness mediates the relationship between overall BPD
traits and harmful dysregulated behavior (including aggression; Wupperman et al., 2013). High
negative urgency, which may be inversely related to deficits in mindfulness (Hoyer & Correia,
2020), is also correlated with aggression in individuals with BPD, particularly men who use DV
(Mancke et al., 2015; Peters et al., 2017). Deficits in mindfulness are related to antisocial
personality disorder features; specifically, problems in acting with awareness, non-judgmental
acceptance, and describing one’s experiences are linked to higher levels of ASPD symptoms
(Velotti et al., 2016). This relationship becomes more complex when investigating antisocial
traits, aggression, and mindfulness. Mindfulness moderates the relationship between antisocial
features and aggression such that deficits in mindfulness actually predict antisocial features
regardless of level of aggression (Velotti et al., 2019).
In populations of men who use violence, there is also evidence illustrating the potential direct
connect of mindfulness to aggressive behavior. In undifferentiated, majority-male criminal
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offenders, non-awareness of emotions relates to more extensive violence history (Roberton et al.,
2014), and mindfulness practice appears to be related to lower criminal impulsivity (Morley,
2018). Male mindfulness is associated with likelihood of compromising during relationship
conflict and female relationship satisfaction (Harvey et al., 2018).
Finally, because mindfulness treatments tend to focus on clarification and movement toward
values, most mindfulness treatments include at least some customization to clients’ needs and
goals. This customization may increase utility for the diverse sample of clients that may be
referred to DV treatment. Some research has suggested that customization of treatment to values
and acknowledgment of the different pathways to DV may be especially important for clients of
color and LGBTQ+ individuals (Turhan, 2020). For instance, Black and African American males
have higher dropout rates from traditional DV treatment (Waller, 2016), which may be impacted
by enactment of societal stereotypes about aggression (Brooms & Perry, 2016) or a lack of
acknowledgement that experiencing higher levels of police brutality (Holmes & Smith, 2012)
and racial discrimination contribute to aggressive behavior (Caldwell et al., 2004). Same-sex
partnerships might experience a similar lack of fit (Cannon & Buttell, 2018). Because the
experiences that contribute to aggression are likely at least somewhat different for individuals in
marginalized groups, it is important for treatment to allow for eliciting of individual motivations
and customization to individual values. Although mindfulness research has historically included
largely white, middle/upper-class samples, research consistently suggests that mindfulness
treatments are feasible with culturally diverse populations (e.g., Amaro et al., 2014; Fuchs et al.,
2013; Garland et al., 2010; Greenfield et al., 2018; Wupperman et al., 2019).
In summarizing the support for mindfulness targeting underlying factors of aggression, it is
essential to emphasize the preliminary status of the literature. Even research focusing on
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mindfulness treatment does not always agree on the meaning of mindfulness treatment. Some
reviews include “interventions” that are simply mindfulness meditation; however, research with
positive outcomes for treating aggression and relevant symptomatology (e.g., Mindfulness-Based
Relapse Prevention, Acceptance and Commitment Therapy) has been dominated by mindfulness
interventions that incorporate other skills-based components. Thus, results strongly suggest that
the most promising outcomes result from the integration of mindfulness with other empirically
supported techniques. More studies would need to be conducted to determine whether
mindfulness adds a significant effect or is primarily responsible for the promising outcomes; at
this point in the research literature, the mechanisms of these treatments have not been
definitively determined.
Treatments with Mindfulness Components
ACT-Based Treatments
When compared to the Duluth and CBT models, treatments that incorporate mindfulness
have received less attention and practice with men who use violence, despite theoretical bases
that suggest that they might be promising with this population. One such treatment is Acceptance
and Commitment Therapy (ACT) (Luoma et al., 2007), which integrates mindfulness and
acceptance with a focus on values and behavior-change techniques. To our knowledge, only one
study has investigated unmodified ACT specifically targeting individuals who use DV (Zarling et
al., 2015). The unmodified ACT RCT included 101 participants (68% female; 82% white, other
racial identities not specified) who used violence toward partners at least twice in the past 6
months. The control was a supportive therapy group, which provided peer feedback and
materials focused on communication. Results showed greater decreases in aggression in ACT
compared to supportive therapy (d = 0.36), which were sustained at 6 month follow up (d =
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0.79). Retention for all 12 session was 64% for ACT and 59% for the control, with no significant
difference in attrition. However, generalizability may be limited due to the small proportion of
males, the voluntary nature, and the homogeneity of the sample (white, highly educated). There
were also few participants who met criteria for antisocial personality (2%) or substance use
disorder (19%), which are common in DV users.
Another study examined a modified version of ACT (Achieving Change Through ValuesBased Behavior; ACTV) for correctional populations, with a particularly large sample (N =
3,474) of court-mandated men. ACTV is based on ACT principles but includes a specific focus
on feasibility and transferability to court-referred samples. The non-randomized trial compared
ACTV versus Duluth/CBT-combined treatment for men (59.3% white, 22% Black or African
American, 6.3% Hispanic or Latino, 1% American Indian, 1% Asian, 10.5% no data) courtmandated to batterer intervention programs after a DV charge (Zarling et al., 2017). Results
showed that men who received ACTV were significantly less likely to be charged with any
violence offense in the 12-months following treatment than men in Duluth/CBT. They were also
less likely to be charged with non-violent criminal offenses. However, men in the ACTV
condition had significantly lower retention rates than CBT/Duluth (61.1% for ACTV vs. 70.1%
for CBT/Duluth), and only 35% of the sample had a previous DV charge. An analysis of this
study’s limitations (Gondolf et al., 2018) has raised concerns about other confounding
influences, including the newness of ACTV training compared to groups conducting
Duluth/CBT; evaluator bias; and the jurisdictional, political, and policy influences on a
recidivism outcome measure. Although these studies seem to suggest preliminary evidence for
the feasibility and potential utility of ACT-type treatments with men who use violence, further
research is needed.
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DBT-Based Treatments
Dialectical Behavior Therapy (DBT; Linehan, 1993) is an evidence-based therapy for
borderline personality disorder that integrates elements of CBT with skills training in
mindfulness, emotion regulation, distress tolerance, and interpersonal functioning. Although
DBT has been adapted as a DV intervention (Fruzzetti & Levensky, 2000) and a preventative
workshop for DV (Cavanaugh et al., 2011), it has yet to be investigated specifically with samples
referred for DV. Several trials have shown initial support for the utility of DBT in treating
aggression/anger (see Gillions et al., 2019 and Frazier & Vela, 2014); however, many studies
limited outcome measures to anger/hostility rather than physical aggression, and samples have
been notably different from typical samples referred for violence interventions (e.g., inpatient
samples, intellectual disabilities, etc.). In one RCT of a largely female sample referred for BPD
(92% female, 67.8% white, 10% Black, 8.9% Hispanic, 5.6% Asian, 7.8% other), a notable
effect size was shown for DBT on physical aggression (d = 0.56) (Clarkin et al., 2007). In
another RCT, women (79% white) with BPD showed significant decreases in physical
aggression, although decreases were greater when clients received medication along with DBT
(Linehan et al., 2008). Finally, a feasibility trial of men with BPD and antisocial behaviors (n =
30, 88% Swedish) found significant reductions in aggression with a risk ratio of 0.36 at
posttreatment (Wetterborg et al., 2020). It is possible that obstacles to research include the high
time demand and cost of DBT programs and the advanced nature of training required from
mental health providers, which is not typically found in settings that provide treatment to
individuals who use DV. However, research is needed in in samples specifically referred for
physical aggression before determining whether DBT can reduce violence in this population.
Less Established Treatments with Mindfulness Components
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Like established treatments with mindfulness components (i.e., ACT and DBT), newer
interventions with substantial mindfulness components also have limited investigation of their
impact on men who use DV (Gillions et al., 2019). Despite several studies of mindfulness
treatments targeting factors related to violence (e.g., substance-use treatment; Li et al., 2017),
only a few trials have investigated novel mindfulness treatment targeting DV. Although other
studies have shown reductions in aggression after an array of mindfulness interventions (e.g.,
Mindfulness-Based Cognitive Therapy; Mindfulness-Based Resilience Training) with
populations as varied as juvenile offenders, adolescent populations, law enforcement officers,
individuals with developmental disorders, and inpatient samples (Gillions et al., 2019), it is
difficult to generalize these results to nonclinical adults in the community who engage in
violence.
Mindfulness-Based Stress Reduction. Mindfulness-Based Stress Reduction (MBSR
Kabat-Zinn, 1990) is an intervention that focuses on meditation, yoga, body awareness, and
increased awareness/tolerance of thoughts and emotions. A recent RCT compared CBT group
therapy to a control group of MBSR in a sample of 125 Norwegian men (race not reported)
referred for DV treatment from a forensic referral source (Nesset et al., 2020). All reported DV
use, and 85-86% reported using violence in the month prior to treatment. Both groups
demonstrated sustained significant reductions in physical violence at 6 and 12-month follow-up.
Contrary to expectations, the CBT condition did not perform significantly better than the MBSR
condition, even though MBSR had fewer treatment sessions and (most notably) MBSR was
developed for stress reduction with no specific focus on aggression. Limitations included the
older (M = 63 years), highly employed, Norwegian sample, which limit generalizability, as well
as the high study attrition (62% in MBSR; 44.7% in CBT group), which may have favorably
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affected outcome data, as those using violence may have been less likely to attend follow-up
assessments. Thus, although MBSR may provide a foundation for further adaptation, the attrition
rate and other limitations suggest the need for modifications before determining whether MBSR
has utility for reducing violence.
Mind Body Bridging Therapy (MBB). Mind Body Bridging Therapy (MBB; Block &
Block, 2007; Tollefson et al., 2009) includes elements of CBT, DBT, and MBSR. MBB asserts
that clients are not defective and are connected to “healing, goodness, and wisdom.” MBB
theorizes that aggression is caused by overactivity of the Identity System (IS). The IS involves
dissatisfaction with self and the world compared to views of how they “should be,” which is
theorized to contribute to emotional explosiveness. MBB aims to prevent an explosive state,
which is the culmination of anger triggers and tension before abusive behavior.
Two trials for MBB have been conducted with court-mandated individuals who use DV. The
initial open trial with 88 participants (65% men; 76% white, 24% “other” race) showed
promising results, including a low recidivism (7%) on a dichotomous measure of recidivism at
mean follow-up of 18 months (Tollefson et al., 2009). Limitations included the lack of
comparison group, as well as elements of the sample that may not generalize to most populations
who use DV (i.e., being largely Mormon, white, not meeting criteria for other psychiatric
diagnoses, and being located in rural Utah). There was also low standardization of treatment,
including large variability in completion times of the 8-10 session protocols, and whether
participants attended individual and/or group sessions (25% completed exclusively individual;
27.2% completed group and individual; and 48.8% completed exclusively group sessions).
A second trial of MBB was conducted with a comparison group (Tollefson & Phillips, 2015).
In this 16-week group trial, the 90-person sample was limited to men court-ordered to a DV-
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related treatment program in Salt Lake City. The sample remained majority white (76% white,
11% Hispanic, 10% Pacific Islander/Asian, and 3% African American/Black); the current arrest
was the first DV arrest for most of the men (66% with 1 DV arrest, 20% with 2 DV arrests). The
comparison group consisted of an “eclectic mix of interventions used in DV programs,”
including education on power dynamics, mindfulness, anger management, and a brief
introduction to MBB concepts. MBB required 16 hour-long group sessions completed within a
20-week period (with restart of group required if participants abused partners or failed
drug/alcohol tests); the control group required 20 hour-long groups completed within a 24-week
period (with the same restart rule).
Attrition and recidivism (assessed via court data) were the only DV outcome variables. MBB
had significantly fewer dropouts than the comparison treatment (9.1% vs. 23.9%); however,
violence recidivism rates between MBB and the comparison were not significantly different.
During a mean follow-up of 428 days, 1 out of 44 men in MBB reoffended, whereas 5 out of 46
in the comparison condition reoffended. Limitations included the lack of diversity, the large
variability in follow-up time (from 45 days to 875 days post-completion), and the lack of
significant difference in re-offenses between conditions. Thus, despite MBB’s potential,
significantly more research is needed.
Current Limitations of Literature
DV causes an immeasurable amount of harm to both victims and witnesses, and thus far,
legal services and punishments have not managed to decrease victimization and revictimization
sufficiently. As the current pervasively utilized treatments demonstrate limited effectiveness, it is
necessary to continue to examine alternative treatments and improve treatments by realigning
them with theory and the research literature. Although some interventions that include
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mindfulness components have shown promise in targeting DV, these treatments only have a few
trials with individuals specifically referred for DV, most of which are not randomized. At this
time, there is still no gold-standard treatment for men mandated to treatment for violent behavior.
Introduction to Mindfulness and Modification Therapy
One treatment that merits more examination with populations referred for aggression is
Mindfulness and Modification Therapy (MMT; Wupperman, 2019). MMT helps clients realize
how aggression is interfering with their valued lives and begin moving toward lives that feel
more fulfilling. MMT was designed to act as an adaptable, transdiagnostic treatment for
dysregulated behavior—one that can be customized to meet clients’ needs and specific array of
dysregulated behaviors. The term dysregulated behavior refers to behaviors commonly known as
impulsive or addictive behavior (Bowen et al., 2009; Selby et al., 2010), which are linked to
difficulties coping with negative emotions (Anestis et al., 2010). Extensive evidence suggests
that dysregulated behaviors occur in efforts to regulate negative emotions (Baker et al., 2004;
Berking et al., 2008; Cooper et al., 1995), particularly in individuals who display chronic
avoidance of distressing stimuli (Hayes et al., 2005). When avoidance is not possible, individuals
who have difficulty adaptively regulating their emotions are more likely to use dysregulated
behavior in attempts to suppress or release the emotions (Chapman et al., 2005; Wupperman et
al., 2009), which negatively reinforces the behavior by briefly decreasing painful emotions
(Wupperman et al., 2012). Because of the fit of this model of dysregulated behavior with
dysregulated pathology related to aggression, MMT may be well suited for use with men who
use violence against partners or other adults.
Each element integrated in MMT is aimed at meeting needs of clients with dysregulated
behavior and mitigating the effects of common treatment barriers. MMT is a transdiagnostic
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treatment that adapts key elements of six empirically-supported treatments, including
Motivational Interviewing (MI; Miller & Rollick, 2012), Dialectical Behavior Therapy (DBT;
Linehan, 1993), Acceptance and Commitment Therapy (ACT; Hayes et al., 2011), Cognitive
Behavioral Therapy (CBT; e.g., Witkiewitz, & Marlatt, 2007), mindfulness-based relapse
prevention (MBRP; Bowen et al., 2010), and Mentalization-Based therapy (MBT; Bateman &
Fonagy, 2004). MMT strategically uses techniques from each of these treatments to target core
constructs that underlie dysregulated behaviors which are integral to change through treatment,
such as difficulty regulating and tolerating negative affect and urges, as well as related
difficulties with treatment engagement and motivation (e.g., Baker et al., 2004; Witkiewitz et al.,
2013).
For example, emotion regulation is one of the factors that contributes to aggression and
dysregulated behavior, and mindfulness emotion regulation is targeted by MMT and the
empirically supported therapies from which it draws. Men who use aggression toward partners
often use aggression in situations that are highly emotionally distressing as a conflict-resolution
tactic (Setchell et al., 2017). They may also use aggression as a technique to regulate negative
emotions (Chester & DeWall, 2017; Schoenleber& Berenbaum, 2012). Consistently, nonacceptance of emotions, alexithymia, and negative urgency all play important roles in
contributing to aggression (Garofalo et al., 2018; Peters et al., 2017). Mindful emotion regulation
strategies include intentional experiencing of emotions, identifying and reflecting emotions,
building resilience to negative emotions through accumulating positive emotions, practice of
coping with emotions ahead of stressful events, and increasing ability to choose alternative
behaviors/coping strategies.
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Another integral element of MMT is intentional exposure to emotions and situations that
bring up distress in order to help clients feel less controlled by the urges and emotions that feel
overpowering. In this way, clients can work to detach the automatic habitual reaction from the
emotion they experience. This technique takes the form of mindfulness practice,
experiencing/processing of emotions in session, and also of guided visualization of distressing
situations. MMT works to help clients acquire the ability to experience the moment–-including
negative affect and urges–-without feeling compelled to engage in harmful behaviors, such as
aggression or substance use, that can negatively impact clients’ relationships, self-esteem, and
freedom. Exposure to emotion and distressing situations, in both informal and formal ways, acts
in conjunction with emotion regulation enhancement strategies. Some research shows that
difficulty in attending to emotions was actually more important in aggression perpetration than
trait anger or ability to control anger (Roberton et al., 2014).
As a major treatment barrier in populations with dysregulated behavior is engagement, MMT
also includes strategies to increase motivation and commitment among clients. It is essential to
find goals in therapy that are intrinsically motivating for clients to stop the aggressive behavior.
Because aggressive behaviors are effective in managing negative emotions in the short-term, it
may seem counterintuitive to clients to cease their behavior. Building motivation involves
helping clients understand their personal values and increasing clients’ awareness of how their
behaviors interfere with their own idea of a valuable and fulfilling life. (This concept is similar to
“developing discrepancy” in MI.) Personalizing treatment to clients’ goals, particularly among
court-referred clients, can help decrease detachment from therapy and utilize intrinsic incentives.
Personalization can also help enable some sense of autonomy and choice, which may allow a
reduced experience of negative emotions related to court-involvement. It also can help clients
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feel respected by their treatment providers and form a therapeutic relationship, which is a
common factor that has been identified as crucial to treatment success across therapies. In
addition to increasing treatment attendance, this customization to personal goals and values is
more empowering for clients with trauma histories (Cattaneo & Goodman, 2015).
Focus on motivation may also increase hope, another common factor of successful treatment,
for a future more meaningful by the client’s definition. There is evidence for the effectiveness of
even brief, one-session MI interventions in significantly improving retention rates in partnerviolent men who have historically presented as highly resistant to treatment and who have cooccurring substance use disorders (Crane et al., 2015; Scott et al., 2011). Brief MI interventions
can also increase group attendance and readiness to change among men who use DV (Crane &
Eckhardt, 2013; Murphy et al., 2012). Further, there is evidence that an individualized, MI-based
plan can impact higher reduction in physical aggression, state of change progress, and treatment
compliance compared to the standard Duluth/CBT interventions (Lila et al., 2018). Though
MMT utilizes some strategies from MI, particularly in discovering clients’ values and goals, it
also uses more active commitment strategies and a more explicit focus on values similar to DBT
and ACT. These include the devil’s advocate strategy and using shaping to contract with the
client to go a certain period of time without using the target behavior (i.e., aggression).
Another area of MMT pertinent for men who use physical aggression is the focus on
enhancing relationship effectiveness, including experiencing a corrective therapeutic relationship
with treatment providers. The treatment relationship offers a corrective environment, modeling
empathetic communication as opposed to invalidation or shaming of experiences and emotions.
Many men who use aggression against partners and other adults have experienced invalidating
environments or trauma in their early lives (e.g., Capaldi et al., 2012). Some have suggested that
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intervention with these men should not be based on themes of “dysfunctional thinking,” which
can feel shaming, and rather should bring in a non-blaming approach (Voith et al., 2018).
Difficulties with attachment have predicted the resistance of aggressive behavior to combined
CBT/Duluth treatment (Lawson & Brossart, 2009); however, MMT works from a framework
that actively recognizes and validates the experiences of the clients, rather than emphasizing
something wrong with their cognitive style or attitudes-- while also helping clients fully realize
the benefits of change (and the negative consequences of not changing). A balance of acceptance
and change, may facilitate a stronger therapeutic alliance and avoid triggering the shameaggression link. MMT has a strong focus on validation, accurate reflection, and clarification of
clients’ thoughts and feelings throughout treatment. Along with modeling appropriate behavior
for other relationships, the therapeutic relationship can also influence treatment engagement and
attendance.
A focus on explicitly learning how to be effective and non-harming in interpersonal
relationships can also benefit men in treatment for aggression. MMT utilizes strategies to help
individuals express their own needs, and work to take the perspective of others in order to
improve understanding of and respect for others. Researchers have identified the ability to
understand one’s own and others’ mental states as an important target of treatment for aggression
towards partners (Misso et al., 2018). Through practice in and improvement of the ability to
communicate requests, refusal, needs, and expression of unpleasant emotions in a productive
way, MMT may help mitigate the escalating conflict and relationship tension or dissatisfaction,
which is a vital component of much aggressive behavior. Through this work and practice in
problem solving, individuals can learn to use alternative conflict resolution strategies rather than
aggression.
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Further, group format can act as a place to practice distress tolerance, reduce shame, and
practice interpersonal and emotion regulation skills. Group intervention style has demonstrated
beneficial effects on partner relationship adjustment and reductions in physical aggression,
psychological aggression, cognitive distortions, aggressive intent, and emotional abuse compared
to individual style treatment via victim reports and administered hypothetical relationship
scenarios (Murphy et al., 2017). Group also allows for expression of commonality, which might
reduce shame around vulnerable emotions, which contributes to use of aggression. In
conjunction with the individual customization of MMT which allows adjusting of treatment to
different configurations of group members, group format can benefit men who use violence.
Finally, reinforcement is used to increase desired behaviors and reduce undesired behaviors.
In MMT this takes the form of encouragement and praise from the therapist (and, as group
cohesion builds, from other group members). Consistent with shaping a behavior, MMT
therapists search for small positive behaviors to affirm in order to increase the repetition of
positive behaviors. In the same way, MMT therapists affirm any small change toward refraining
from aggressive behavior, in order to increase the patients’ resolve and ability to stop aggressive
behavior.
In addition to the integration of core components of empirically supported therapies
mentioned, MMT has evidence for its own utility with dysregulated clients. MMT has
demonstrated feasibility and preliminary utility in decreasing physical aggression and substance
abuse in both court- and self-referred female clients. In a pilot open trial of women (N = 14)
court-referred for recent DV and alcohol abuse, participants showed significant reductions in
physical aggression, alcohol, and drug use after 12 weeks of MMT, with a 93% treatment
completion rate and large effect sizes (r = 0.68 for aggression, 0.62 for alcohol, and 0.63 for
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drugs [for the women using drugs at the time of intake]; Wupperman et al., 2012). Endorsed
race/ethnicity was: 43% Black or African American, 29% Latina or Hispanic, and 29% White.
In an anonymous end-of-treatment assessment, 100% of participants reported that they would
have completed the full treatment even if not referred by the courts. Participants also rated the
treatment as highly helpful (M = 9.62 on scale of 1-10) and expressed confidence they would
continue practicing the formal skills (M = 8.54) and the informal skills (M = 9.77). Women also
reported improvements in self-esteem, relationships, and spirituality, as well as receiving
feedback from people outside treatment noticing changes in their behavior. Strengths of the study
included the racially diverse sample court-referred for DV, large effect sizes, high retention rates,
and co-occurring substance use problems (representative of many DV perpetrators). Limitations
included the small sample, lack of comparison group, lack of follow-up data, and female sample,
which limits generalizability to men.
In a comparison trial of a 20-week version of MMT for women self-referred for physical
aggression and substance issues, MMT (n = 13) showed significantly greater decreases in
physical aggression and substance use than did treatment as usual (CBT/supportive therapy; n =
8), and the decreases were maintained at 2-month follow-up (Wupperman et al., 2015). Both
conditions showed significant and large decreases in verbal aggression, and both had high
retention (MMT 81%; TAU 88%). MMT clients also showed greater increases in mindfulness
than did TAU clients. Race/ethnicities included: Black/African American (38.5%),
Latina/Hispanic (30.8%), white (23.1%), and other (7.7%). Strengths include the diverse racial
composition, large effect sizes, and improvements in substance use. However, limitations include
the small sample, short follow-up, and lack of randomization.
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In addition to aggression with substance use, small feasibility trials of MMT have shown
clinically significant improvements in opioid and cocaine use with men and women experiencing
mild manic and/or psychotic features (Wupperman et al., 2019), as well as improvements in
symptoms of adults with binge eating and depressive symptoms (Wupperman et al., 2019a).
Numerous case studies of MMT have also been conducted with individuals with a variety of
dysregulated behaviors. Through research and in clinical settings, MMT has been conducted with
clients identifying from a diverse array of races, ethnicities, gender identities, sexual orientations,
religions, nationalities, socioeconomic statuses, and cultural identities. Initial investigation of
data from the range of MMT studies has shown that treatment outcome has not differed based on
any of the listed variables.
Why MMT?
In this trial, researchers elected to examine MMT with men who use aggression for many
reasons. Expressly, MMT incorporates many elements of treatment common across other
therapies which have demonstrated initial support with DV populations, such as customization to
client-identified values and goals, emotion regulation skills training, intentional mindful
exposure to emotions, a strong therapeutic alliance, and focus on motivational and reinforcement
techniques. Beyond these factors, which are shared by other established therapies, MMT was
designed intentionally to reduce training burden and barriers compared to other therapies, which
makes MMT a valuable option for settings which serve individuals who use DV. MMT is
simpler and more cost-effective for therapists to learn compared with DBT and ACT, which can
require an advanced degree in order to understand and deliver proficiently. Specifically, the
MMT manual provides a session-by-session guide with scripts for mindfulness exercises,
detailed homework assignments, access to mindfulness audios, and explicit conditional
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instructions of what to do for common client reactions to session content. By making abstract
content and skills explicit and easy to follow, MMT is designed to be accessible to mental health
professionals at all levels. This accessibility of training is integral, as less than half of batterer
intervention programs require a bachelor’s degree for their group leaders, and only 3.9% require
a Ph.D., Psy.D., or DSW (Cannon et al., 2016). In addition, very few have the resources to send
their leaders to the extensive trainings required by the more-comprehensive treatments. MMT
also requires fewer resources to implement than more comprehensive treatments.

Current Study
This pilot study examined the question of whether a therapy that required 2-hour weekly
sessions, home practice multiple times a week, and guided mindfulness practices could be
feasible and acceptable for court-involved clients who used aggressive behaviors.1 The study
involved a pre-treatment screening assessment, baseline assessment/intake session, weekly
measures, and a post-treatment assessment. We evaluated clients’ (a) homework completion, (b)
client feedback and obstacles to treatment (c) therapeutic alliance, and (d) attendance/retention
for the first four group sessions. Specifically, we predicted that a majority of clients would
complete homework an average of at least once weekly by the end of treatment and express
satisfaction and/or progress in their feedback in the post-treatment assessment. We also predicted
that a majority of participants would endorse a strong therapeutic alliance.2 This study was
approved by the institutional review board at John Jay College of Criminal Justice.
Overlap of Aggression Against Non-Partners and Partners

1

Originally, the trial aimed to evaluate a 16 week treatment(one intake session + 15 group sessions); however, due
to the onset of the COVID-19 global pandemic, the research protocol was adapted to examine the weeks that were
conducted in-person—one intake session + 4 group sessions. Please see Appendix A for more details.
2
The hypotheses were modified to be appropriate for a 5 week trial as opposed to a 16 week trial. Please see
Appendix A for information related to original hypotheses.
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It is important to emphasize the inclusion of men referred for violence against both
partners and non-partners in this study. Although much research on DV is focused on aggression
between romantic/sexual partners, many legal definitions of DV encompasses a wider variety of
relationships, including family members and other adults who are well acquainted. For instance,
in New York, the legal definition of domestic violence allows for interpretation of what
comprises an “intimate relationship” regardless of whether partners have ever lived together or
had a romantic/sexual/familial relationship, with consideration of numerous factors such as the
duration of the relationship and the frequency of contact. A DV charge can include a broad range
of relationships; depending on the state, studies that use court-referral for a DV charge (instead
of specifically reporting of violent acts against a partner) may incidentally include violence
against adults who are not or have never been partners or cohabitants. In addition, there is
evidence supporting that many men who use DV against partners frequently use violence against
others, and that men who use violence against others also have high levels of psychopathology,
personality disorders, and substance use (e.g., Herrero et al., 2016). There is also support for the
possibility that partner aggression and general aggression may overlap in etiology based on
shared characteristics between men who use violence towards partners and men who use
violence towards others (Juarros-Basterretxa et al., 2018).
Due to the preliminary nature of the literature on mindfulness treatments for aggression,
it was essential to recruit enough participants to conduct even a small pilot trial of MMT for men
who are court-referred to treatment. Further, investigating preliminary feasibility and
acceptability of MMT targeting general physical aggression in men is an important first step. As
partner-violence is the type of DV for which men are predominantly court-referred to batterer
intervention programs, the ultimate aim of this line of research will be to eventually determine
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whether MMT may be used as a treatment appropriate for men who use aggression against
partners. However, evidence suggesting the feasibility and acceptability of MMT targeting
violence in court-referred men is important in and of itself, regardless of whether the victims are
partners, family members, or other adults.
Method
Participants
Participants were referred by Bronx Treatment Accountability for Safer Communities
(TASC) and Bronx Community Re-entry Assistance Network (CRAN), a New York City
diversion organization in New York City. TASC/CRAN connects individuals arrested for a
crime who have co-morbid mental health or behavioral disorders to treatment as an alternative to
incarceration (ATI). Based on clinical interviews and a risk screening measure that
TASC/CRAN case managers routinely use with clients and record in clients’ files (Fordham Risk
Screening Tool [FIRST]; Rosenfeld et al., 2013; not part of the study), TASC/CRAN case
managers referred clients for eligibility screening if the clients (a) were determined as having
recent (within the past 6 months) or severe (e.g., causing injury, hospitalization) violence on the
FIRST or in clinical interviews, or, (b) had a recent (within the past year) violent charge on their
criminal records.
Of the 14 clients referred from TASC/CRAN, 5 were deemed as ineligible for the study
due to lack of aggressive behavior, and/or lack of ability to understand and accurately answer the
screening questions due to level of psychotic symptoms. Due to the need for a higher level of
care, 1 person was also excluded as he was physiologically dependent on substances (and would
have required medical detoxification).
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Therefore, 9 men were invited to participate in the study. Recruited individuals included
9 men, aged 21 or over, court-referred to treatment who had a history of physical aggression. Of
the 9 men, 3 of the men did not attend the first group session for the following reasons: a
participant had an unforeseen scheduling conflict with a new job, another participant reported
religious and familial scheduling conflicts and lost contact with the research team, and another
participant was not allowed to participate in treatment due to indicated need for psychiatric
stabilization with increased mania symptoms between screening and baseline. Therefore, 6 men
attended the first group session and met the intent-to-treat criteria.
Inclusion/Exclusion Criteria
Study inclusion and exclusion criteria were assessed with well-established measures of
aggression and suicidality, as well as subscales of the Mini International Neuropsychiatric
Interview used to assess exclusion criteria symptoms. Men were included in this study if they
had used aggressive behavior in the past 3 months assessed using the Conflict Tactics Scale 2Short Form (Straus & Douglas, 2004), adapted as an interview, limited to the past 3 months, and
assessing violence against other adults as well as partners.3 Specifically, the past three month
criteria included at least (a) self-reported physical aggression in the past 3 months (4
participants) or (b) frequent self-reported verbal aggression in the past 3 months along with
current treatment mandate for aggression and/or case manager providing information related to
recent physical aggression that suggested physical aggression within the past 3 months with
inaccurate self-reporting) (2 participants). Due to potential risk for staff and others and the
preliminary nature of this study, additional exclusion criteria included use of lethal weapons,

3

Due to difficulties with underreporting of violence in this population and the preliminary nature of this trial, this
criteria was changed from original proposed criteria to include only men with self-reported physical violence in the
past 3 months

A Pilot Feasibility Trial of MMT for Males who Use Aggression

47

such as a gun or knife within the past 3 months (assessed with question: “Within the past 3
months, have you used a weapon including a gun or knife against someone?”). Active suicidality
(with a plan, means, and intent, assessed by the Mini International Neuropsychiatric Interview)
was also an additional exclusion criterion due to the need for a higher level of care and
supervision.4
Other exclusion criteria included meeting Diagnostic and Statistical Manual of Mental
Disorders 5th Edition (DSM-V) criteria for a bipolar I manic episode or an untreated psychotic
disorder (as assessed by the Mini International Neuropsychiatric Interview), such that pathology
might have interfered with treatment receipt or required a higher level of mental health care than
provided by the current treatment. This was operationalized as demonstrating symptoms to the
extent that an individual could not communicate, read, or understand at a level needed to
participate in group. Potential participants who had histories of a psychotic or bipolar diagnosis
who were stabilized on medication and displayed the ability to communicate and read with no
impairment during the screening were allowed to join the treatment, as such clients are
representative of those who are often served at community clinics. Finally, participants had to be
fluent in English, due to potentially problematic impact on treatment receipt and limited
resources for translation at this time. Participants had to express desire and willingness to work
to decrease aggressive behavior (assessed with the question: “Are you willing to work toward
decreasing your aggression during treatment?”). Participants could not be receiving other
concurrent treatment specifically targeting aggression; however, other treatment that did not
specifically target aggression was acceptable. In addition, support groups for aggression would

4

Originally, substance misuse was proposed as an inclusion criterion; however, during recruitment, not enough
eligible potential participants met criteria for both substance use and aggression criteria, and the substance use
criteria were dropped.
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have been allowed, as clients often use these groups as a means of social support. This was
assessed with the question: “Are you currently engaged in treatment specifically for aggression
elsewhere?” (None of the men reported being in treatment or support groups targeting
aggression). Participants who reported current substance use problems, misuse, or abuse (n = 3)
had to express desire and willingness to work to decrease substance use due to its relationship
with aggression (assessed with the question: “Are you willing to work toward decreasing your
substance use during treatment?”). Although all 3 other participants reported historical substance
use history, they had not engaged in substance misuse since at least six months prior to
treatment.5
Intent to Treat Sample Characteristics
Of the 6 men who participated in the first group session, all had a history of arrest
(ranging from 1-45 arrests), and 5 out of 6 men endorsed a history of incarceration ranging in
duration from 1 day to 12 years (average 3.4 years). All except 1 man had prior criminal
convictions prior to the most-recent arrest (ranging from 1-10 convictions, with an average of 3
convictions; however, only 1 man endorsed having a prior violent conviction against a
romantic/sexual partner, and only 1 man endorsed having violent convictions against nonpartners prior to the most recent arrest). The charges for which these men had become involved
with the justice system included drug charges, grand larceny, assault, and trespass with intent to
enter. Of the men, 5 (83.3%) denied having a current or past partner obtain an order of protection
against them. However, 4 men reported a history of physical aggression against a partner, and the

5

Originally, this study intended to have an inclusion criterion of recent substance misuse (past 3 months); however,
due to the need to provide therapy to participants in a timely manner and not obtaining the needed number of men
reporting recent misuse within the recruitment period, this inclusion criterion was dropped.

A Pilot Feasibility Trial of MMT for Males who Use Aggression

49

other 2 men reported a history of aggression against someone in their household or treatment
facility.
The sample included 3 African American or Black men and 3 Hispanic or Latino men.
Age ranged from 21 years old to early 50’s. Of the men, 1 did not graduate high school, 2 had
obtained their GED or high school diploma, 2 attended some college but did not graduate, and 1
had an associate’s degree. The majority (n = 4, 66.7%) of the men were unemployed, and most
lived with at least one other adult (n = 5, 83.3%). Regarding relationships: 50% of the men were
single, 2 were cohabiting with a domestic partner, and 1 was dating a non-cohabiting partner
seriously; 50% had at least 1 child. In our sample, 4 of the men (66.7%) had witnessed or
experienced domestic violence (DV) in their lifetime. According to the MINI criteria, 5 met
criteria for PTSD, and 4 reported historical diagnoses of depression (MDD). Depression scores
on the BDI ranged from 9 (minimal depressive symptoms) to 38 (severe depressive symptoms),
with an average score of 18.83 (moderate depressive symptoms). Several men reported history of
other psychopathology; in the sample, 2 men indicated past diagnoses of Bipolar Disorder, 1 met
criteria for Schizophrenia treated with medication, and 1 reported a diagnosis of ADHD. Most of
the men met criteria for a lifetime substance use disorder (n = 4); however, only 2 met full
criteria for a current substance use disorder (one of whom only attended one session), and 1 met
criteria for a substance use disorder in partial remission. Several of the men endorsed historical
treatment for drug use (n = 3), and 1 endorsed historical anger management completion. Average
dispositional mindfulness scores (MAAS) at baseline ranged from 2.06 to 4.33 (out of 6) with
average of score of 3.33. This score represents lower dispositional mindfulness than the average
U.S. adult (M = 4.22 on 6-pt scale) (Brown & Kasser, 2005).
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Procedures
Screening
After referral from Bronx TASC/CRAN, an advanced doctoral student (the author of this
document) and the faculty advisor for this study (a licensed doctoral psychologist) approached
potential participants and obtained verbal consent only for the screening for eligibility. This
consent did not require participants to provide signatures, protecting the identity of individuals
who chose not to participate in the study beyond the screening. After consent to the screening,
the advanced doctoral student confirmed inclusion/exclusion criteria via a 30-45 minute screen,
which consisted of a structured clinical interview and additional questions related to criteria.
Screening questions asked about psychotic, bipolar, and PTSD symptoms, suicidality,
and substance misuse using the Mini International Neuropsychiatric Interview (Sheehan et al.,
1998). Screening also included the recent use of aggression (assessed by an adapted interview
version of the Conflict Tactics Scale 2—Short Form), psychotherapy services participants were
receiving, and willingness to work to stop target behaviors. Questions also addressed fluency in
English.
After the screening, the advanced doctoral student scheduled a time to obtain consent and
conduct a combined baseline and intake session with a doctoral-level psychologist (the developer
of MMT) and/or the advanced doctoral student.
Informed Consents
For both the pre-screening consent and the informed consent to the study, researchers
addressed the voluntary nature of participation, specifically communicating that potential
participants could decline to participate or drop out of the study without negative consequences
from Bronx TASC/CRAN. They were informed they would still be referred to treatment by
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Bronx TASC/CRAN as usual, as described below. Potential participants were informed that
participating in the study would not benefit their case manager or affect the rest of their treatment
through TASC/CRAN in any way. They also were told about steps taken to protect their
confidentiality.
For confidentiality, researchers verbally communicated to participants (and included on
the consent form) that no information about substance use, aggression, or any other content of
therapy or assessments would be shared with a court-related referral source or with Bronx
TASC/CRAN. Researchers reminded participants of the confidential nature of information
shared throughout treatment and communicated that the only information shared with Bronx
TASC/CRAN or the court would be related to attendance (which is required by any clinic
providing court-mandated treatment). Participants were informed that confidentiality would be
curtailed (1) in cases in which child abuse, elder abuse, or imminent suicidality or homicidally
needed to be disclosed due to mandated reporting standards, and (2) in the unlikely event that
participants experienced a significant and severe deterioration in psychiatric or substance
symptoms to the extent that could seriously harm their health and might require treatment that
we were not able to provide (i.e., active suicidality, dramatic increase in substance use or
aggression, etc.).
If a participant met criteria for the study and gave informed consent, the participant was
given a unique code (PIN) associated with the information provided. All forms containing
participant information at that point and going forward, including surveys, etc., were labeled
with that participant's unique code. If a participant did not meet eligibility criteria for the study,
any identifying information was destroyed after the screening. There was one form linking each
participant to their unique code, and this form was stored in a locked file cabinet in a research lab
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at John Jay College – made only accessible to research personnel. This coding information was
destroyed after the participants completed the final assessment/after completion of the study.
Declining to participate or dropping out
In the event of a participant dropping out or declining study participation, the individual
was referred to treatment elsewhere. Bronx TASC/CRAN typically refers clients to a wide range
of mental health services, including psychiatric care, individual and group outpatient mental
health and substance use treatment, personalized recovery oriented services (PROs), and
assertive community treatment (ACT) team. For aggression, Bronx TASC/CRAN would
typically refer clients to anger management groups or not provide specific treatment targeted to
aggression, considering it an auxiliary target of mental health treatment.
Baseline
At the screening, a combined baseline assessment and intake session (approximately 6085 minutes, 30 minutes for baseline and 30-45 minutes for intake) was scheduled for within 7-10
days before the first group treatment session. Informed consent was obtained at this session. The
baseline assessments and interventions began as soon as 9 participants had met criteria and
agreed to be in the study. Although efforts were made to recruit 10 participants, since
recruitment continued for 3 weeks without recruiting 10 eligible participants, we began baseline
assessments in order to avoid making participants wait an excess period of time for treatment.
Baseline measures included a measure of depressive symptoms (the Beck Depression InventoryII), mindfulness (The Mindful Attention Awareness Scale), and a 4-week Timeline Follow-Back
Assessment of aggression and substance use. (Substance use continued to be assessed due to its
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relationship with aggression, even though it was no longer an inclusion criteria). Baseline also
encompassed demographic information and criminal history.6
This same individual appointment also included an intake session that involved an
introduction to MMT and a discussion to elicit and clarify the client’s goals, values, and
strengths. This session included validation of the men’s experiences and struggles, motivational
strategies, and nonjudgmental discussion of negative consequences of aggression for each client.
In order to preserve confidentiality, individuals completed the baseline/intake in a private
room, and the completed baseline measures were stored with a study code number rather than
name. Measures were stored in a locked room accessible only to study personnel at John Jay
College in a storage cabinet separate from the coding key.
Weekly Assessments
After attending each weekly 2-hour group session conducted by a licensed psychologist
(the developer of MMT) and the doctoral student, participants were asked to complete a 5-10
minute Timeline Follow-Back Assessment about their aggression and substance use the previous
week.7 These measures were then placed in sealed envelopes with participant code numbers
signed across the seal. Participants were told that therapists and study staff would not open the
envelopes until after participants had completed treatment, increasing the chances of honesty in
reporting stigmatized behaviors. For the same goal, a graduate-level research assistant (as
opposed to the primary therapy providers) assisted with passing out and helping with these

6

Detailed information about baseline criminal history questions is provided in Appendix B.
Although substance use was not a main focus of treatment, it continued to be assessed because of its relationship
with aggression.
7
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assessments.8 If participants missed a weekly assessment for any reason in the first 5 weeks of
treatment, they were asked to complete it the following week.
Each week, participants were also asked to complete mindfulness home practice
exercises (8-14 minute guided audio meditations as well as other behavioral exercises). Though
therapists checked the home practice tracking sheets as part of the therapy, for confidentiality
reasons, participants' names were not included on homework sheets. Participants were invited to
share information about their completion of the homework during group sessions, and verbal
disclosures were tracked with the corresponding participant ID number.
Missed sessions
When participants missed a session, they received a phone call from the research team
saying that they had been missed and inquiring as to the reason for their absence. Case managers
were informed if participants missed 2 sessions in a row without contacting the research team.
This contact followed typical protocol at TASC/CRAN. None of the men in the current study,
besides the man who dropped out of the study after the first session, required this protocol to be
enacted.
Deterioration/Risks of Harm
If a participant had experienced significant and severe deterioration in psychiatric or
substance symptoms to the extent that could have seriously harm their health and might have
required treatment that we were not able to provide (i.e., active suicidality, dramatic increase in
substance use or aggression, etc.), the client would have been evaluated, and the appropriate

8

Originally, the researchers intended to evaluate decreases in aggression and substance use using these measures
after 16 weeks of treatment; however, research hypotheses were changed due to the low clinical likelihood that 4
weeks of skills group treatment would be sufficient to create change in these behaviors. See Appendix A for details.
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clinical steps would have been taken, including referrals to additional services through Bronx
TASC/CRAN. However, no such deterioration occurred.
Post-Treatment Assessment
The post-treatment assessment was delivered to assess treatment as it had been delivered
in person, in the first four group treatment sessions and the initial individual session. This
assessment was administered to participants between April and May of 2020, at participants’
convenience. A graduate research assistant who was not a provider of treatment conducted the
assessments over the telephone due to COVID restrictions. Participants were told that their
answers would not be shared with the therapists until after the study was completed and all
contact between therapists and TASC/CRAN case managers had ended. Participants verbally
completed measures assessing therapeutic alliance (The Working Alliance Inventory—Short
Revised), and feedback on satisfaction with treatment (The Qualitative Client Feedback
Questionnaire). Participants’ responses were labeled with the participants’ PIN instead of names.
Compensation
Participants were given opportunities for payment for assessments at baseline, a midtreatment assessment, a posttreatment, and 2-month follow-up assessment. For the baseline
assessment, participants who completed the questionnaires were paid $20. Participants who
completed some or all of the weekly assessments between week 2-5 were paid $15 after week 5
of treatment. For posttreatment assessments, participants who completed the assessment were
paid $35 for completion. Participants were told that payment was for completion of assessments
and not treatment attendance and that they would receive compensation for the assessments
regardless of treatment attendance. Bronx TASC/CRAN provided round-trip subway cards as
reimbursement for travel to TASC/CRAN so that participants would not incur financial burden
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from attending treatment, which is typical for travel to TASC/CRAN for case management and
not specific to research. Participants also had access to granola bars and coffee at Bronx
TASC/CRAN, as is standard for similar interventions.
Mindfulness and Modification Therapy (MMT) Study Intervention
Participants attended Mindfulness and Modification Therapy (MMT), with customization
to focus on aggression by men court-referred to treatment. In the current study, treatment
included an initial 30-45 minute individual intake session and 4 weeks of 2-hour group-format
treatment. Consistent with typical MMT protocol, in approximately the first half of every
session, each participant was given a few minutes to review his week—including homework,
urges, aggressive behavior, or (when applicable) substance use, as well as anything the
participant chooses to share. Leaders worked to help participants understand antecedents to any
target behavior, become more aware of consequences, and plan ways to cope with urges. During
approximately the second 40 to 60 minutes, participants were taught new coping skills, which
were tailored to participants' goals and circumstances. Some sessions included guided
mindfulness practice. All sessions emphasized the therapeutic alliance, with validation,
reflection, affirmation, and nonjudgmental feedback throughout treatment.
Figure 1
Originally Planned MMT 16-Session Schedule
Originally Planned MMT 16-Session Schedule
Mindfulness and Modification Therapy integrates evidence-based elements of six
psychotherapies with empirical support for decreasing physical aggression and/or substance
misuse: Motivational Interviewing, Dialectical Behavior Therapy, Acceptance and
Commitment Therapy, Cognitive Behavioral Therapy, Mindfulness-Based Relapse Prevention,
and Mentalization-Based Psychotherapy.
First Five Sessions and Intake: Experiencing and tolerating of emotions, thoughts, and
urges – and learning/practicing adaptive responses. Helping men understand how
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continued violence is harmful to themselves. Discussions of power will begin in these
sessions and continue through all 16 MMT sessions.
Session 1 (Individual Intake): Brief Introduction to MMT; Validation of client’s
Experiences; Initial Clarification and Discussion of Values; Building Motivation
and Rapport
Session 2 (First Group Session): Further Discussion of Goals and Values, with a focus on
validation and motivational strategies; Explanation of MMT; Conceptualization
of Violence/Aggression and Overall Behavioral Dysregulation; Discussion of
Negative Consequences and Alternative Behaviors; Group Mindfulness Practice;
Orientation to home practice and tracking sheets; Discussion of Power and
Control
Session 3: Neutral Experiencing; Mindful Exposure to Current Experiences without
Responding with Habitual Behavior; Discussion of Power and Control
Session 4: Mindful Exposure I: Intentional Experiencing of Emotions/Thoughts/Urges;
Planning and Practicing of Adaptive, Nonviolent Responses
Session 5: (Flex-Session; can be conducted any time within first 5 sessions). Continue to
Learn and Practice Ways to Tolerate and/or Regulate Emotions/Urges with
Adaptive, Nonviolent Responses; Focus on motivation and client values.
Session 6: Mindful Exposure II: Intentional Experiencing of More-Intense
Emotions/Thoughts/Urges; Practicing of Adaptive, Nonviolent Responses;
Continued Discussions of Power and Control
Mindful Emotion-Regulation Module
Session 7: Fostering Protective Factors; Setting Up “Urge Roadblocks” to Decrease the
Chance of Aggressive Behavior
Session 8: Identifying, Breaking Down, and Taking Steps Toward Goals and Fulfilling
Activities (Protective Factors)
Session 9: Noticing and Coping with Hi-Risk Thoughts; Finding Power in Choosing How
to Respond to Thoughts without Aggressive Behavior
Communication/Relationships Module
Session 10: Communication and Refusal Skills: Setting Boundaries Respectfully
Session 11: Communication and Assertiveness Skills; The Power of Respectful, Nonviolent
Assertiveness
Session 12: Perspective Taking I; Acceptance/Tolerance of Situations that Cannot
Immediately Be Changed; The Power of Being Able to Choose to React without
Aggression
Session 13: Perspective Taking II; Acceptance/Tolerance of Others; Becoming More
Aware of Consequences of Aggression on Others
Session 14: Improving Relationships; Gaining and Expressing Understanding
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Integrating and Generalizing; Planning for Future
Session 15: Planning Continued Coping; Building/Strengthening Valued Connections;
Troubleshooting
Session 16: Integrating and Generalizing; Termination: Planning for Continued Progress
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Figure 2.
MMT 5-Sessions As Delivered in this Trial
MMT 5-Sessions As Delivered in this Trial
Mindfulness and Modification Therapy integrates evidence-based elements of six
psychotherapies with empirical support for decreasing physical aggression and/or substance
misuse: Motivational Interviewing, Dialectical Behavior Therapy, Acceptance and
Commitment Therapy, Cognitive Behavioral Therapy, Mindfulness-Based Relapse Prevention,
and Mentalization-Based Psychotherapy.
First Five Sessions and Intake: Experiencing and tolerating of emotions, thoughts, and
urges – and learning/practicing adaptive responses. Helping men understand how
continued violence is harmful to themselves. Discussions of power and control began in
these sessions.
Session 1 (Individual Intake): Brief Introduction to MMT; Validation of Client’s
Experiences; Initial Clarification and Discussion of Values and Goals; Building
Motivation and Rapport
Session 2 (First Group Session): Further Discussion of Goals and Values, with a focus on
validation and motivational strategies; Explanation of MMT; Conceptualization
of Violence/Aggression and Overall Behavioral Dysregulation; Discussion of
Negative Consequences and Alternative Behaviors; Group Mindfulness Practice;
Orientation to home practice and tracking sheets; Discussion of Power and
Control
Session 3: (Flex session) Neutral Experiencing; Strong focus on Values; Discussion of
Negative Consequences and Alternative Behaviors; Planning of Alternative
Behaviors/Coping Skills
Session 4: Neutral Experiencing; Planning and Practicing of Adaptive, Nonviolent
Responses
Session 5: Mindful Exposure: Intentional Experiencing of Intense
Emotions/Thoughts/Urges; Planning and Practicing of Adaptive, Nonviolent
Responses; Continued Discussions of Power and Control
Each group session varied according to the needs of the group members/participants, in
line with the principles of MMT. Throughout sessions provided, culture and identity, as well as
other aspects of each individual client’s personalities, strengths, and internal experiences were
focuses of validation, reflection, affirmation, and contextualizing of individuals’ disclosures. In
terms of racial and ethnic identity in therapy, it is important to note that providers acknowledged
their own races (white) in the first session, and the potential for misunderstandings or misses in
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therapy based on differences in racial identity, encouraging clients to let providers know if any
misses or misunderstandings took place so that they could be addressed and not interfere with
clients benefiting from treatment. In addition, in the first session as well as subsequent sessions,
the difficulties disclosed by some clients of color in terms of the heightened difficulty and stress
of disproportionate police attention and repercussions for their use of aggression was validated as
understandable emotional responses within a context of systemic injustices towards people of
color. Within the framework of MMT, alongside the validation of race-based discrimination,
individuals’ values and goals inconsistent with incarceration were reinforced in order to increase
motivation to not use aggression against others despite injustices to self.
The first group session proceeded as planned for the 16-week schedule. It began with an
ice breaker exercise (“If someone turned you into animal, what animal would you be? And
why?”) to build rapport and safety in the group setting. After participation in ice breakers, as is
typical in early MMT sessions, time was allotted to encourage participants to share what they
wanted to get out of treatment and for the participants to provide support and encouragement to
each other – with validation by therapists. In this particular group, because of the participants’
initial hesitation to self-disclose, instead of moving forward with discussion of negative
consequences and alternative behaviors, more time was devoted to this discussion due to a
perceived need to build trust and rapport among the participants, as well as to build and reinforce
a norm of participation in group. This strategy is designed to increase engagement and
motivation, as well as the ability to focus attention on the content of the rest of the session.
Supplemental time added to the discussion portion of session allowed for focus on
several key topics: (1) participants were able to voice experiences they had had in past treatment;
(2) providers were able to dispel misconceptions of the current treatment; and (3) participants
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and providers were able to discuss the contribution of racial injustice in the carceral system as it
applied to clients’ aims for treatment. Within the session, one group member discussed
frustration with prior treatments, doubts that learning skills could keep men of color out of
prison, and beliefs that refraining from aggression was much harder for Black men due to
discrimination. This prompted discussion among other group members regarding the challenge
of discrimination and aggression usage. Treatment providers validated these concerns, including
the increased difficulty of staying out of the legal system for Black, Indigenous, and people of
color (BIPOC). Providers also discussed the ways in which treatment could be a way to empower
self and take back some control. In this discussion, increasing control over one’s own actions and
aggression was framed as a way that men could decrease the risk that they would be incarcerated
in the future – with acknowledgment of the prejudice with which any low level aggressive
actions would likely be viewed within a discriminatory justice system. This also provided an
early opportunity for a group leader to open the discussion about racial differences between
providers and group members: leaders expressed a willingness to hear member’s reactions and
eagerness to adapt treatment to clients’ feedback or challenges that might arise as treatment
progressed. Clients appeared receptive to this invitation to provide feedback.
In the rest of the session, as is typical for the first group session of MMT, a
biopsychosocial conceptualization of emotional avoidance/suppression and anger/aggression was
explained to increase participants’ insight into their behavior and decrease any perceptions of
being judged by treatment providers. A metaphor (Destination metaphor) for the course of
treatment was also used to explain movement toward a valued life, forecast likelihood of
potential uses of target behavior (lapses) and difficulties in treatment, and help participants feel
more open to discussing these stressors without feeling judged or shamed. In addition, a group

A Pilot Feasibility Trial of MMT for Males who Use Aggression

62

leader led a guided mindfulness practice of the Color Body Scan (an exercise to increase
awareness/tolerance of current experiences by focusing awareness on body sensations with use
of an imagined color as an anchor for attention). The group leader recorded this exercise and sent
a copy of the audio to participants for their own guided mindfulness practice through the week.
Finally, participants were oriented to the home practice and tracking sheets to record uses of their
target behaviors (physical/verbal aggression) as well as to record their practice of the home
assignments. Commitment strategies were used to increase the likelihood that participants
completed the home practice. Specifically, participants were asked to make verbal commitments
of the minimum number of times they felt confident they would practice the guided-audio
exercise in the following week (with freedom to choose the number to which they committed),
and devil’s advocate strategy was used to increase likelihood of completion after commitments
were made. The session included two notable deviations from the typical first session protocol:
Due to time constraints, it did not include building a coping toolbox (a list of coping skills clients
can have accessible for when they experience urges to engage in target behavior) and it did not
include as substantial discussion of negative consequences of aggression as standard. Assigned
home practice included: (1) practicing the Color Body Scan the number of times to which
individuals had committed, and (2) completing Tracking Sheets to track target behavior
(aggression and substance use) and audio practices.
In the second group session, a flex session (as discussed in the MMT manual) was used
in order to complete material normally introduced and discussed the session before. (Flex
sessions may be used for various purposes, including when clients need more focus on issues
discussed the previous week, on the importance of home practice and commitment, or other
topics the therapist deems necessary.) This session was identified as a flex session, because it
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included further discussion of negative consequences of aggression and introduced the coping
toolbox, which is normally discussed in the previous session. The flexible structure of MMT
allowed group leaders to adjust the pace of introduction of material to be responsive to the need
for time to encourage group participation and rapport.
Like all sessions, the session began with a review of the previous week, which included a
review of home practice, target behavior, and any other issues the men felt were important to
share. Men were reinforced for engaging in home practice. When men did not engage in home
practice, therapists validated the difficulty, nonjudgmentally assessed the obstacles, and
strategized with clients on how to increase the chance of home practice completion the following
week (which often included suggestions from other group members). As planned, this session
began focused on neutral experiencing (intentional guiding of one’s awareness to the internal
experiences of emotions, thoughts, and urges). Leaders provided psychoeducation about
emotions and urges (to engage in aggressive behavior), with emphasis on the way emotions and
urges tend to rise and fall naturally over time. The psychoeducation was presented with a visual
representation (the peaks and valleys graph) to increase men’s understanding of urges to act on
anger (or use substances) and separate urges from habitual behavioral responses. Explanation of
the peaks and valleys graph includes drawing a graph of the intensity of emotions/urges over
time: The emotions/urges build to a peak intensity and fall naturally over time if clients are able
to “ride out” the peak urges without acting on them. Leaders discussed the negative
consequences of using aggression to decrease emotional arousal (or let out anger/frustration),
such as reinforcing the difficulty of tolerating emotions, increasing the perception of emotional
experiences as unbearable, and perpetuating the intensity of emotions over time. In contrast,
leaders explained that if a person could ride out the peak urges without acting on them, the
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intensity and duration of peaks would eventually begin decreasing. Alternative behaviors and
coping skills were discussed within a framework of reclaiming one’s power to choose how to
respond to emotions and urges (instead of letting oneself be controlled by emotions and urges)
and gaining at least some control over one’s likelihood of being incarcerated.
In this session, the coping toolbox (a list of potential alternative coping behaviors to help
“ride out” urges instead of acting on them) was also introduced. Men were encouraged to engage
in planning of their own coping toolbox, and to share their coping strategies with the other group
members. Commitment techniques were employed to increase the likelihood that men would
engage in the home practice. The act of sharing their coping strategies served as a form of
rehearsal as well as a space for men to learn of other means of coping, while also normalizing the
use of coping behaviors. The group leaders provided reinforcement of the men’s disclosures to
further rehearse and increase commitment to future use of the behaviors. For home practice, the
men were asked to complete audio mindfulness practice (Color Body Scan) the number of times
they each committed; to use a coping skill from their coping toolbox at least two times during the
week; and to track their target behaviors, audio practices, and use of coping skills.
During the third group session, after the standard review of home practice and each
man’s previous week, the topics from the previous weeks were reviewed. This included
reinforcement of the conceptualization of aggression, reminders about taking back power by
choosing how to respond to emotions/urges, and planning of adaptative nonviolent alternative
behaviors. This session introduced a new method for intentional awareness and experiencing of
emotions, thoughts, urges, and sensations. As is standard for MMT, this method was framed as a
way to continue to reinforce control of one’s reactions to emotions as an act of selfempowerment. The group leader discussed mindfulness as a means of enhancing one’s own
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value of self and worth, regardless of how one is treated (with continued validation of the
discrimination the men experienced in their lives). In an experiential exercise, group members
engaged in practice known as the BEST B, which included intentional awareness of the Breath,
Emotions/urges, Sensations, Thoughts, and return to Breath. Repeated throughout MMT, and
occurring regularly throughout this session, emphasis was placed on the fact that mindfulness
practice can build the ability to tolerate uncomfortable or distressing experiences and that
mindfulness practice may or may not be relaxing. The purpose of the BEST B exercise is to
provide clients with a tool for everyday life to use informally without the guidance of an audio.
Although it is not standard for a BEST B audio to be provided, based on an assessment of these
clients’ needs, therapists felt that it would be helpful to provide guided audio prompts to aid in
learning the exercise before engaging in the BEST B independently. Thus, group members were
provided with a short and a long recorded version of the exercise. Participants were allowed to
choose for themselves which of the guided audios they wished to practice this week for home
practice (the Color Body Scan or the long version of the BEST B); they were also asked to
practice a 2-3 minute version of the BEST B daily, while also continuing to track their target
behavior and home practice.
In the last in-person group session, the session utilized time to discuss examples of
difficult situations that group members disclosed (e.g., difficulty setting boundaries with family
and loved ones about criticism or requests, expressing selves, and getting overly attached to
situations). Mindful exposure was introduced – and the men were guided in a visualization
exercise which built on experiencing of neutral situations from the previous sessions (awareness
of breath, emotions/urges, sensations, and thoughts in BEST B). This mindful exposure engaged
the men in visualizing their own particular difficult situation, purposely increasing emotional
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arousal and urges to engage in aggression (both in the visualization and in the moment), and then
visualizing themselves acting in way that was different than their habitual responses. Once men’s
urges were at increased levels, they were led in visualization of taking a moment to practice the
BEST B (mindful attention to breath, emotions, sensations, thoughts, and breath) and then
visualizing themselves acting in way that would likely move them toward the lives they wanted,
as opposed to acting in way that could have negative consequences. For home practice, men
were asked to complete a high-risk situation tracking sheet (which including recording of urges,
antecedents to urges, and pros and cons of their response to the urges), engage in the 2-3 minute
BEST B daily, complete the number of audio practices in their commitment, and continue to
complete the standard tracking sheet of target behavior and home practice. Three days after what
was thought to be the 5th of 16 sessions, group leaders and clients were notified that that facility
would be closed indefinity dure to COVID.
Measures
Screening tools. The Mini International Neuropsychiatric Interview (MINI; Sheehan et
al., 1998) is a widely used, brief structured diagnostic interview developed to assess DSM-IV
(APA, 2000) and ICD-10 (WHO, 2004) disorders. In the current study, we only used the MINI
for screening purposes. Specifically, we used the psychotic disorder, suicidality, posttraumatic
stress disorder, mania/hypomania (bipolar), and substance use sections.
Conflict Tactics Scale 2-Short Form (CTS2; Straus & Douglas, 2004) is a short form of
the most widely used measure of domestic violence. It demonstrates good concurrent validity;
construct validity, and adequate sensitivity (Straus & Douglas, 2004). This measure is wellsuited for screening purposes due its satisfactory psychometric properties and brevity. For the
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purposes of this study, the CTS2 was adapted as an interview, limited to a 3-month period, and
altered to assess for use of violence against partners and other adults.
Mindfulness. The Mindful Attention Awareness Scale (MAAS; Brown & Ryan, 2003) is
a 15-item questionnaire that examines attention to and awareness of emotions, sensations,
thoughts, behaviors, and situations on a 6-point Likert-type scale. The MAAS has demonstrated
good convergent validity, discriminant validity, reliability, and internal consistency across a
variety of populations (Brown & Ryan, 2003; Wupperman et al., 2015).
Depression. Beck Depression Inventory-II (BDI-II; Beck et al., 1996) is a 21-item
assessment of depressive symptoms on a 4-point Likert-type scale. It has demonstrated high
internal consistency and convergent validity (Beck, Steer, Ball, &Ranieri, 1996). With outpatient
clients with substance use disorders, the BDI-II demonstrated good internal consistency and
convergent validity with another measure of depression and with severity of substance use (Dum
et al., 2008).
Substance Use. The Timeline Follow-Back Assessment Method (TLFB; Sobell & Sobell,
1996) is a valid and reliable measure in which a participant retrospectively reports their
substance use via a calendar and memory prompts (such as treatment days and holidays).
Participants are asked to indicate which days they engaged in alcohol use and/or drug use. If
participants indicate that they used substances on a particular day, they are asked about the type
of drug and number of drinks. The TLFB has been widely used and demonstrates high reliability
and validity in measuring substance use and other behavior (e.g., Bowen et al., 2009; Sobell et
al., 1986; Sobell & Sobell, 1996; Witkiewitz & Bowen, 2010). Although it was not a main focus
of therapy, substance use continued to be measured because of its relationship with aggression.
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Aggression. The Timeline Follow-Back Assessment Method (TLFB; Sobell & Sobell,
1996) has also demonstrated reliability and validity when used to assess relational aggression
(Stappenbeck & Fals-Stewart, 2004; Wupperman et al., 2012; Wupperman et al., 2015). For the
current study, a TLFB assessment includes items from 2 of the leading measures of DV, both of
which are widely used and have shown good psychometric properties. These measures are The
Conflict Tactics Scale 2 (Straus et al., 1996) and The Partner Violence Instrument (Widom et al.,
2014). The current TLFB adaptation allowed participants to indicate whether they used verbal
aggression, physical aggression, threats, destruction of property, and forced sex against a partner
or another person, as well as whether they were victimized by any of the types of aggression by
another person.
Client Response to Treatment. The Qualitative Client Feedback Questionnaire (Bowen
et al., 2009; Wupperman et al., 2012) is a 10-item questionnaire that includes open-ended
questions as well as several quantitative questions addressing client likelihood of continuing to
use skills from treatment and satisfaction with treatment.
Therapeutic Alliance. The Working Alliance Inventory—Short Revised (WAI-SR;
Tatman & Love, 2010) is an adaptation of a commonly used self-report questionnaire assessing
the quality of the emotional bond and agreement on goals with a therapeutic service provider.
This version is targeted towards individuals who are on probation and parole and has strong
internal reliability and test-retest reliability (Tatman & Love, 2010). The WAI-SR also has
evidence of convergent validity, construct validity, and good internal consistency (Munder et al.,
2010).
Home Practice Completion. Home practice was assessed in each group session by
verbal self-report and recorded by the research staff.
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Analytic Plan
Following the recommendations of the Psychotherapy Development Center at Yale
University, preliminary feasibility and acceptability were evaluated through examining (a)
attendance/retention (b) homework (goal: at least once weekly), (c) client feedback and obstacles
to treatment (measured by the Feedback Questionnaire and informal interview), and (d)
therapeutic alliance.9 Aims were to evaluate strengths and obstacles in early engagement to
determine (a) whether MMT may be acceptable and feasible in engaging men court-referred for
aggression and, (b) whether and how early sessions of MMT should be modified in future studies
if continued evaluation is deemed to be warranted. Although this study has several limitations,
including small sample size, self-report for some portions of the homework completion, and no
comparison condition to account for therapist effects, these limitations are typical of studies at a
similar stage of the research and provide information about the level of engagement in treatment
that can be expected. This trial is a first step towards further evaluation.
Results
In the first four group sessions, we were able to track attendance, homework completion,
and informal client feedback in order to examine very preliminary data for the
feasibility/acceptability of Mindfulness and Modification Therapy (MMT) with this population.
Table 1.
Attendance
Group #

Session #

Attendance

Including Intake

Originally, the study intended to measure preliminary changes in participants’ use of aggression; however, due to
COVID-19 related changes, this was not possible. For details, see Appendix A.
9
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6 (1 left halfway for a job
commitment and never returned to
treatment)

2 (in-person)

3

4 (1 missed session for job
interview)

3 (in-person)

4

5

4 (in-person)

5

5

Attendance/Retention:
Because this trial examined initial sessions of treatment, results related to retention,
though promising, are inconclusive. In the first four group sessions, the majority of men
consistently attended sessions. Of the 6 individuals in the intent-to-treat sample, 1 participant
attended only 1 hour of the first 2-hour group session. This participant stated that he had been
told by his case manager that he could only attend the first half of each session due to an
employment commitment. The treatment leaders informed the participant of the need to commit
to attending entire sessions in the future and that missing the second half of sessions was not an
option (as new material was always presented in the second half of the session); the participant
did not attend any more treatment sessions or respond to the research team’s attempted contacts.
Of the other participants, only 1 missed one of the first four group sessions of treatment; the
participant reported missing due to a conflict with a job interview that he could not move. From
the data in the first four group sessions, 4 participants (66%) attended 100% of the initial 4 group
sessions, and 5 participants (83%) attended at least 3 of the first 4 group sessions. Despite these
results being inconclusive as to how retention would be in a longer version of treatment, some
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additional comments from clients provided further qualitative support. When the decision was
being made about whether or not to continue the trial (online or at all), although the participants
were no longer court-mandated to attend sessions due to the pandemic circumstances, all of the
remaining 5 participants expressed desire to continue attending treatment, even if it meant
meeting in person and risking COVID. Early in the onset of the pandemic, 1 participant
suggested that he would be willing to meet outdoors in a park if not allowed to meet in
TASC/CRAN ’s building, despite it being winter, and multiple others agreed and expressed that
they would be willing to use mass transportation despite COVID risks to continue treatment.10
Home practice:
Although some home practice assignments varied week to week; participants were asked
to engage in guided mindfulness audio practices every week, and to fill out tracking sheets to
self-monitor their completion of audio practices. Engagement with home practice was assessed
by participants’ in-session reports of how many times they completed the assigned guided audio
practice. Homework was reinforced through shaping processes throughout the course of
treatment. In the first four weeks of treatment, with 4-5 men in attendance, the average audio
completion rate was 3.6-5.8 times per week, with ranges from 1 time per week to 9 times per
week.11 It is important to note that our hypotheses predicted that men would be engaging in
home practice on average of 1 time a week by the end of the treatment. This hypothesis was
originally intended for a 16-week treatment; however, the results from the first few weeks of
session showed men engaging in early treatment with a greater average rate of home practice
completion than even hypothesized. Beyond completion of the guided audio practices, all group

10

These ideas were not allowed by TASC given the circumstances of the pandemic; thus, treatment was moved to
telehealth, which was not feasible for all clients. See Appendix A for discussion.
11
For full data collected related to completion of homework after the trial had finished, see Appendix A.
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members engaged in a coping strategy from their coping toolbox at least once during the inperson weeks of treatment, and all practiced the BEST B (mindful breathing space) at least one
time outside of therapy. Although not many studies of men who use aggression report details of
homework completion rates or amount of homework completed (studies tend to use composite
measures such as the Assignment Compliance Rating Scale; Bryant et al., 1999), other studies
with somewhat relevant samples or treatments follow. Most relevantly, in a sample of men who
use IPV and use substances, 41 (65.08%) completed at least two homework assignments over the
course of 12 weeks, whereas 22 (34.92%) completed no homework assignments over the course
of a 12-week treatment (Berbary et al., 2018). Similarly low rates of homework completion were
found in samples of cocaine users attending Cognitive Behavioral Therapy (CBT). In 4 studies of
CBT for cocaine dependence, the mean rates of any homework completion (for those who
attended at least two sessions) were 43.9%, 31.9%, 46%, and 57.6% (mean across all studies was
41.1%).
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Table 2.
Summary of Home Practice Completion
Group #

Number of Clients

Average # of Audio

Completion of other home

Completing at Least

Practices (including

practice

One Audio Practice

in-group completion)
of Clients who
Attended

1 (in-person)
2 (in-person)

n/a
3 (of 4 in attendance)

3.75 (range 0-7)

No other home practice
assigned

3 (in-person)

5 (of 5 in attendance)

2.8 (range 1-5)

Of 5 in attendance, 2
engaged in activity from
coping toolbox.

4 (in-person)

5 (of 5 in attendance)

4.8 (range 3-8)

Of 5, 2 engaged in activity
from coping toolbox (which
was only assigned for those
who hadn’t completed it the
previous week), and 2
others engaged in BEST B
at least 3 times during the
week.
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Figure 3.
Average Audio Home Practice Completion

Average Audio Practice (times)
6
5
4

3
2
1
0
Week 2

Week 3

Week 4

Average Audio Practice (times)

Therapeutic Alliance
Therapeutic alliance was assessed through use of the Working Alliance Inventory – Short
Revised, which is an adaptation of the Working Alliance Inventory specifically for individuals
involved with the justice system. It measures the bond between client and provider, as well as
agreement on goals in therapy and agreement on the interventions used to accomplish the
therapeutic goals. The men in the current sample endorsed strong therapeutic alliances with the
therapy providers on the WAI (M = 83.5 on a 84-point scale; SD = 0.58). This score
demonstrated a strong therapeutic relationship with the treatment providers, as well as strong
agreement on therapeutic goals and means of moving toward those goals. The men in the current
study scored markedly higher than the validation sample of individuals on probation and parole
(M = 69.99; SD = 14.87) (Tatman & Love, 2010).
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The Qualitative Client Feedback Questionnaire
Treatment response was also measured by a The Qualitative Client Feedback
Questionnaire (Bowen et al., 2009; Wupperman et al., 2012) which was administered within 2
months of the final in-person therapy session assessing the perceived value of in-person MMT
style treatment. Participants were asked to respond to questions about their experience of
treatment rated on a scale of 1-10. Of the 5 participants who completed the in-person treatment, 4
completed this assessment. (Neither the 5th treatment completer nor the participant who dropped
out during the first session could be reached despite multiple attempts.) When asked about their
experience in the in-person group sessions, participants rated the treatment as being very
important (M = 9.87 on a 10-point scale; SD = 0.25) and indicated that they were very likely to
continue engaging in audio mindfulness practices after the end of treatment (M = 7.37 on a 10point scale; SD = 3.63) as well as to engage in other skills taught in treatment (M = 8.5 on a 10point scale; SD = 1.91). When asked how strongly they would recommend this therapy to a
friend, participants expressed strong recommendations (M = 9.75 on a 10-point scale; SD = 0.5).
The following questions include questions that assessed the explanations and men’s reasons for
giving these ratings.
In the Qualitative Client Feedback Questionnaire, participants were asked open-ended
questions about their reactions to the in-person treatment sessions and the impact of the in-person
treatment as well. A full list of questions is available in Appendix B of this document. Responses
to the most relevant questions are described below.
In response to a question related to the men’s expectations for the group, “Were the group
meetings held at TASC different than what you expected in any way? How?” All 4 men (100%)
responded positively about the treatment exceeding their expectations. For instance, 1 man
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stated, “Yes, I expected different, but it was better than my expectations. It was more
motivational. [The group leaders] were great people that listened to you and made it a very
interactive conversation. The group made me feel more human than I expected, wasn’t like
talking to a doctor.” Another participant also spoke about the increase in participation that was
encouraged in this group: “They were different because other groups I have been in people didn’t
participate, but in this group, we got to express ourselves and get good feedback.” A 3rd man also
identified the welcoming group dynamic as an important difference from what he had expected
coming into treatment, responding: “Big difference – I was expecting to get there and people
there would have an attitude responding to everything people say but [group leaders] were so
nice and really helped us learn more about us and the cause of our issues. And the people that
were in the class were really nice, and we got along well, so it was easy to open myself up and
talk.” The fourth man indicated that he had been expecting short but more frequent sessions 3-5
times a week, he stated that this “would have been a problem because [he] wouldn’t have even
had time for [him]self.”
Men were asked to expand on their rating of importance of treatment (“On a scale of 1
(not at all important) to 10 (very important), how important were the group meetings that were
held at TASC to you? _______ Please explain why you have given it this rating”). With a high
average rating of treatment’s importance to the 4 men, (M = 9.87 on a 10-point scale; SD = 0.25),
the 4 men’s reasons encompassed different impact that treatment had on their abilities to cope in
their lives. For instance, 1 man said, “I learned to control myself, and the program helped me so
much to deal with other people’s emotions and attitudes and control my impulses. Before the
program, I was reacting in bad ways to other people, and now I learned to not give control to
other people by reacting negatively. Instead I don’t react now.” Another reported, “[Treatment]
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was very important to help with my personal life because I was better able to deal with all the
problems in my life and the goals I wanted to work on in my professional life.” A third
participant responded, “It helped me to solve problems in better ways. Instead of using [drugs], I
was able to tell people how I felt and take my mind off my urges.” The 4th man responded,
“[Even though] I was obligated [mandated to treatment], I’ve actually been getting something
out of the group – learning how to communicate better.”
Another question addressed what the men felt they had learned from their time in the
group: “What did you get out of coming to the group meetings that were held at TASC in
person? What did you learn? Were you different than you were before the start of group after the
last in person session?” In response to this question, 3 (75%) of the men identified feeling as if
they were better able to handle stressful situations, problems, or communication. Specifically, 1
participant reported, “First, I learned to not give control to other people by reacting in angry
ways. The audios were super helpful in getting me to calm down in different situations. And I
learned how to control myself, lower my tone and stay more calm in a lot of situations.” Another
man stated, “I’m definitely different in that I can cope better with daily feelings and have ways
of getting over those feelings to diffuse situations. I have more tools available to deal with those
situations.” A 3rd man reflected, “I feel like I’m different because I hadn’t really talked in other
groups, and after I was able to talk, be myself, get feedback, help others with problems and get
help with my own problems, I learned how to express myself in a better way.” The 4th man
interviewed identified “time management” and “advice” as the things that made the most
difference to him.
When asked about their favorite part of the group, (“While we were meeting in person at
TASC, what was your favorite part of the group treatment?”), the men named a number of
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different components of treatment. Out of the 4 men interviewed, 3 (75%) identified the guided
mindfulness audios as one of their favorite parts of treatment. Of these 3, 1 participant stated that
he enjoyed “practice[ing] the exercises together because [group leaders] would properly tell us
how to do it and when to do it,” and specifically referenced the color body scan as useful to him.
Another of the 3 said that he liked the audios because they “taught [him] a lot about how to stay
in control and not take things too personal and automatically react.” Other comments from 2
(50%) of the men highlighted that men enjoyed the group conversation and environment. Of the
same men, 1 indicated that another favorite part was “how open [group leaders] were” and that
“they made [him] feel really comfortable.” The 4th man reflected that his favorite part of
treatment was that “the discussions allowed us to get everyone’s opinions, everyone got to talk,
and got to help everyone out.”
In terms of why they would recommend the treatment to others (“Imagine that you knew
someone who seemed exactly like you were back in February, and they told you that they were
thinking about joining the group. If they asked you whether you thought it would be worth their
time, how strongly would you recommend it? [10 = Strongly recommend they join; 1 = Strongly
recommend they don’t join] Please explain why”). The four men had a high average rating, (M =
9.75 on a 10-point scale; SD = 0.5), and the men highlighted that they valued how much they
learned, the impact of treatment, and the comfortable feel of the group. Of the 4 interviewed, 1
man said that he would recommend it “because [he’d] never felt the comfortability [he] felt in
the group…. And [he’d] never seen anyone accommodate people like [the group leaders].”
Another explained that he would recommend treatment “because it helped with [his] anger and
[his] frustration a lot.” A 3rd man indicated that he would recommend because he “[felt] like they
would learn a lot from the group.” Finally, the fourth man reflected that he would recommend
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the group because “the group itself, meeting new people, listening to new experiences, it had a
big impact on [his] life.”
Two questions assessed likelihood that men would continue practicing the guided
mindfulness practice and the informal practice of checking in with breath, emotions, and
reflection on goals: “On a scale of 1 (extremely unlikely) to 10 (extremely likely), how likely are
you to continue engaging in the audio mindfulness practices after this treatment ends? Please
explain why” and “On a scale of 1 (extremely unlikely) to 10 (extremely likely), how likely are
you to continue taking a moment to check in with your breath or your emotions, or to continue
taking moments to remind yourself of who you want to be and the life you want after this
treatment ends? Please explain why.” Of the 3 men (75%) who responded with a 8.5 or higher in
terms of their likelihood of continuing to practice the audios, 1 explained that he “could really
get into some of the audios and they were relaxing” while another said that “they really help to
relax me and relate differently to my feelings. Sometimes we are confused about our feelings and
what’s going on, and those audios really help you to see what’s going on in your mind and life. It
is very helpful.” The 3rd expressed that he would use them “especially after moments that [were]
really upsetting for [him].” The 4th man interviewed rated his likelihood of continuing the audio
practice as a 2 and explained that “there’s just a lot going on throughout a week, so I’m quite
busy.” In response to the question about informal checking in and breathing, 3 men (75%)
responded with a 8 or higher in terms of their likelihood of continuing to practice. Revolving
around the theme of helpfulness, these 3 men explained their reasons as follows: 1) “I find taking
a moment to calm down my emotions and not react to them by reminding myself of who I want
to be really helpful” 2) “I do find that stuff helpful” and 3) “I think that it is very important to
check in on that because we might be feeling we are okay for now but we all have to be checking
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in.” The 4th man, who rated his likelihood as a 6, explained that “those are more new so [I] have
to get used to it but I want to do it because it could help me in the long run to take my time, sit
down and relax and breathe and think about what I’m going to do before I do it.”
In response to a question about improving treatment (“When you were meeting in person,
is there anything you could recommend that Peggy and Em do to improve this treatment if they
do the group again?”), all 4 men (100%) responded that there was nothing they wished to change
about treatment. One of the men expanded that, “[the group leaders] were both really sweet
people and the treatment was helpful in allowing us to talk and learn about ourselves and
understand that we aren’t “wrong” in how we feel or what we say in group.”
Further, 2 follow up questions assessed whether treatment could be improved to be more
competent for culture and identity, (“Is there anything that you think could improve this
treatment for people who share your cultural background?” and “Do you feel like your cultural
background and identities (for example, race, ethnicity, religion, being a man) were given
consideration in treatment? Do you feel like any aspect of your culture or identity was not given
enough focus or misunderstood in treatment?”). Of the 4 men interviewed, 3 (75%) indicated that
they could not think of anything to improve treatment for people who shared their cultural
background. The other 25% (1 man) suggested that treatment could have “more discussion of
what really makes a person angry.” In response to the question of whether their identity was
considered in treatment, all of the men (100%) responded that they felt positively about the way
that identity was handled in treatment. Specific responses were as follows: 1) “I didn’t feel
discrimination or feel like I was treated differently at all” 2) “I don’t think my background or
identities impacted the treatment, everyone was treated the same and felt equal” 3) “It wasn’t
misunderstood at all. I was treated like a regular person and all of us no matter what
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identity/culture were in the group together doing everything,” and 4) “It was definitely being
taken into consideration and that was something I really appreciated about [the group leaders].”
In response to a question about the most difficult elements of treatment (“When you were
having group meetings in person at TASC, what did you find most difficult about this treatment
and/or doing homework?”), one man identified difficulty with memory of the homework and
keeping track of the homework, and another man spoke about difficulty focusing on the guided
audio exercises. A 3rd man identified getting to know and become comfortable with the other
group members. The 4th man indicated that he didn’t experience difficulty in treatment.

Discussion
Despite preliminary theoretical and empirical support for the use of mindfulness
interventions to treat aggression, examination of treatments that incorporate elements of
mindfulness with skills training is still in the early stages. Mindfulness and Modification Therapy
(MMT) integrates several components that are important for treatment of men who use
aggression, including supported emotion regulation techniques drawing from Dialectical
Behavior Therapy (DBT) and Cognitive Behavioral Therapy (CBT), intentional exposure to
emotions and situations that prompt distress, and motivational and commitment techniques—
among others. Although initial support has been demonstrated for MMT’s feasibility and
acceptability with samples of women who use aggression (Wupperman et al., 2015; Wupperman
et al., 2012), MMT has never been examined with a population of men who use aggression.
Thus, the purpose of this pilot study was to investigate whether MMT may be feasible
and acceptable with a diverse sample of men court-mandated to treatment for aggression. To
examine this question, we assessed (a) homework completion, (b) client feedback and obstacles
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to treatment, (c) therapeutic alliance, and (d) attendance/retention for one individual intake
session and four group sessions. We hypothesized that that (1) by the end of treatment, a
majority of clients would engage in homework at least once weekly on average (2) a majority of
clients would express satisfaction and/or progress in their feedback in the post-treatment
assessment, and (3) a majority of participants would endorse a strong therapeutic alliance.
Our results supported the first hypothesis. In the first four weeks of treatment, a majority
of clients were engaging in homework at least once weekly. In this sample, participants engaged
in 2.8 – 4.8 guided mindfulness practices a week during the first four group sessions of
treatment. Although we hypothesized that it might take until the last four weeks of a 16-week
treatment for all men to engage in guided mindfulness practice at least once weekly, the men in
this sample were able to engage at this level and higher in the initial weeks of treatment. This
study’s results, in conjunction with prior results from samples of women who use aggression
(Wupperman et al., 2015; Wupperman et al., 2012), suggest that MMT is effective in engaging
clients to participate in regular home practice in treatment, including but not limited to guided
mindfulness audio practices. These results have potential implications for treatment of men who
use aggression, such that men may be able to engage in frequent practice of mindfulness audios
as well as other assignments if similar commitment strategies to are used. These results also have
implications for treatment considering that only 42.7% of batterer intervention programs have
clients keep progress logs or written journals (Cannon et al., 2016), and research has shown that
home practice non-compliance is associated with undesirable treatment outcomes, such as
recidivism (Gondolf & Wernik, 2009). As homework completion has been shown to predict
lower levels of psychological and physical abuse following treatment (Gondolf & Wernik, 2009;
Taft et al., 2003), this finding could be useful for improving treatment outcomes through
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improving home practice compliance. Adding to the evidence supporting the importance of
homework compliance, research has indicated that client factors (e.g., readiness to change,
antisocial characteristics, voluntary/court-mandated referral status) are not predictive of
homework compliance, suggesting that possibly treatment characteristics, characteristics of the
home practice itself, or therapist variables could have an influence (Maldonado & Murphy,
2019). Next steps may involve determining what characteristics of treatment, therapist, clients, or
homework influence compliance with guided mindfulness audio assignments as we saw in this
sample, and whether homework compliance rates continue throughout longer courses of
treatment.
In support of our second hypothesis, a majority of clients expressed satisfaction and
progress in their responses to the Qualitative Feedback Questionnaire. Specifically, all four
clients who completed the follow-up interview indicated that treatment exceeded their
expectations, expressing that they felt positively both about the approachability of the group, the
amount of participation, the feedback and relationships that were developed in the group, and/or
the time commitment. All of the four men who completed the interview also rated the importance
of the treatment highly – on average, a 9.87 on a 10 point scale – and identified things that they
found helpful from treatment, including effects on their ability to cope with their emotions and
problems, communicate with others, and/or achieve their goals. All of the men who participated
in the interview also reported that they would recommend this therapy to a friend – rating the
likelihood of recommendation a 9.75 on a 10 point scale. Taken together with other feedback
from this questionnaire, these very preliminary findings suggest that MMT may be a treatment in
which clients court-referred for therapy are able to perceive their own progress from an early
stage of treatment, and that clients are satisfied with the therapy provided. Additional research
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should determine whether these results can be replicated and whether they hold over a longer
course of treatment. Further, some of the important components of treatment as identified by the
clients in this study have implications for the impact of treatment in other research. For instance,
engagement with others and group cohesion (bonding with other group members, sharing
experiences, and listing and relating to others) has been identified as beneficial to treatment
engagement by participants in other studies (Bouchard & Wong, 2021) and by researchers
(Gragg, 2006). Group cohesion also has substantial support for its association with lower levels
of psychological and physical abuse perpetration at follow up after other treatments (e.g., Taft et
al., 2003). Group treatment (group CBT) has been shown to have more desirable outcomes than
individual (CBT) treatment, including significant effects on psychological aggression, physical
assaults, emotional abuse, and better relationship adjustment (Murphy et al., 2017). In a more
specific vein, protherapeutic behaviors during therapy (e.g., confirmation and support of others’
change talk and statements about value of treatment) were associated with less physical and
psychological aggression at 6 months follow-up in men who used violence against their partners
(Semiatin et al., 2013). In addition, feedback from clients in this study that engaging in MMT
allowed them to feel human, respected, and unjudged (accepted) is related to positive
engagement in other studies. Similar components of treatment (feeling treated equal to
facilitators, validation of experiences without fear of judgment and criticism) have been
identified as important to engagement in treatment by both clients (Bouchard & Wong, 2021)
and researchers (Gragg, 2006).
Our third hypothesis, predicting endorsement of a strong therapeutic alliance, was also
supported by the current study’s data. The strong therapeutic alliance demonstrated in this
sample suggests that it may be feasible for MMT to be conducive to a strong bond and
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agreement on goals and interventions, even in clients mandated treatment for aggression. This
finding is stronger in conjunction with other results supporting the ability of MMT techniques to
build a strong therapeutic alliance across studies with different therapists (e.g., Wupperman et
al., 2012; Wupperman et al., 2015; Wupperman et al., 2019). Moreover, therapeutic alliances in
other offender samples have predicted lower levels of physical and psychological abuse 6
months after treatment ends (Taft et al., 2003). The influence of therapeutic alliance on outcomes
has been shown to be so strong that some researchers suggest it contributes to the outcomes even
more than other third wave therapeutic interventions themselves do (Britton, 2021). Again, it
would be necessary to see if reports of therapeutic alliance change over a longer course of MMT
for men who use aggression.
Despite the very preliminary nature of results, data suggests that MMT may be an
acceptable and feasible intervention that may elicit homework compliance, engagement, and a
strong therapeutic alliance in men court-referred to treatment for aggression. More research is
thus warranted.
Limitations
This study has several marked limitations, including the extremely small sample, the absence
of a control condition, the ability to assess only the first several weeks of the treatment, the
inability to assess therapist effects, and the lack of results directly related to aggression and
substance use. Additionally, it would be necessary to determine whether the results would
replicate in a sample of men whose most-recent arrest was specifically for domestic violence,
whereas our results can only generalize to those with problematic aggression reported by self or
case managers. It is possible that this sample of men is not representative of men who are courtreferred to treatment specifically for domestic violence or other physical aggression; however, it
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is also possible that the men in this sample underreported their recent physical violence. Finally,
it is worthwhile to note that the measures of homework completion were self-report, and so there
is a possibility that results were affected by social desirability or memory errors.
Future studies could examine MMT in its full recommended dosage (12-20 weeks), with a
larger sample, and with a control condition (e.g., anger management, Duluth model treatment, or
CBT). Additionally, it would be beneficial for future studies to include a follow-up after
treatment has concluded, as well as to assess mechanisms of treatment (e.g., possible increases in
mindfulness, decreases in emotion dysregulation) or individual characteristics variables that
affect the receipt of treatment (e.g., history of substance use, race, past treatment dropout). Once
there is a stronger foundation of research literature, future studies should include randomized
controlled trial and should also assess for therapist effects.
Conclusions
Although there are numerous limitations to the generalization of the results of this study, this
study demonstrated very preliminary support that men who are court-mandated for aggression
can engage in 2-hour MMT group sessions, as well as informal and formal mindfulness practice
with additional homework and written documentation of their work. The results of this very pilot
research suggest that MMT may be feasible and acceptable in a diverse group of men who are
referred for aggression. Further research is necessary to establish reliability of these results and
investigate a longer treatment; however, these results demonstrate that further research on
interventions that use mindfulness and skills training is warranted with court-referred men who
use aggression.
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APPENDIX A: COVID-19 RELATED CHANGES
Originally, the current pilot study aimed to begin examining the feasibility and acceptability
of MMT for men who have problems with aggression in a group-based 16-week intervention (an
individual intake session plus 15 weekly group sessions). When the research site (TASC/CRAN)
closed down due to the COVID-19 pandemic, it was impossible to continue the research as
planned due to technological, privacy, and transportation barriers that group members faced.
Although most group members wished to continue in person, even outdoors if necessary,
continuation of in-person services were not possible due to the policies enacted in New York
City, the dangers to participants’ health, and the need for men to take public transportation with
that option. When the facility hosting the trial shut down, the researchers debated whether it
would be possible to continue the study via telehealth; however, the researchers attempted one
telehealth session by Zoom, a secure online telehealth platform, before concluding that the
research was definitely not feasible. At that session, only one person was able to attend more
than half of the allotted time, and even that person experienced difficulties with sound that
interfered with treatment. Another person could only attend by voice without video, and due to
living in a small apartment with multiple people, he had to stand outside his Bronx apartment in
with loud traffic in winter weather for privacy. A third had Wi-Fi issues that interfered with
stable connection. The fourth participant was living in a shelter and did not have access to any
phone or internet compatible device of his own. Finally, researchers were not able to contact the
fifth person by phone for the first telehealth session and were not able to leave him a message at
TASC/CRAN as they normally would have. Thus, due to the facility shutdown, the participants
no longer being mandated to treatment due to the pandemic, and the mentioned participant
barriers at accessing treatment remotely, a research decision was made to discontinue the
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investigation after the individual intake session and four in-person group sessions. Due to the
barriers mentioned above, it would no longer be possible to determine whether main study
outcomes such as retention/attrition, homework compliance, and aggression were significantly
affected by MMT or by the circumstances of the pandemic. This, the research portion of the
treatment ended after the last in-person session.
However, in the interest of not abandoning clients, the treatment providers continued to offer
optional telehealth treatment for any participant who was able to attend and wanted to do so. For
telehealth sessions, the content of Mindfulness and Modification Therapy was substantially
altered in order to fit the needs of the clients receiving the intervention in context of COVID-19
and over often-problematic phone and video feeds. Thus, the method, results, and discussion
sections included in the main document focus on the individual intake session and the first four
group sessions. Telehealth sessions were not part of the research but were instead conducted in
order not to abandon clients who reportedly wanted to continue in treatment. All modifications
were approved by the John Jay/CUNY Internal Review Board.
COVID-19 Changes to Original Hypotheses
Before the onset of COVID-19, we predicted that a majority of clients would attend at least 8
of 15 group sessions, complete homework an average of at least once weekly, and express
satisfaction and/or progress in their feedback in the post-treatment assessment. We had also
predicted that there would be clinically significant changes in aggression and substance use over
the 16-week trial. Due to the pandemic, the trial was shortened to 5 weeks, as too many
additional variables were introduced that could influence the internal validity of treatment’s
effect on outcomes once in-person session were no longer available, including telehealth
platform, (lack of) access to technology, lack of participant privacy when attempting to attend
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treatment from home, conditions surrounding the lockdown, increased life stressors, pandemicrelated health issues, etc. Thus, attendance/retention was addressed, but the hypothesis about
retention over 16 weeks had to be dropped. Additionally, because clinical changes would not be
expected in the first 4-5 weeks of treatments, we did not analyze the hypothesis regarding
decreases in aggressive behavior, as the treatment was supposed to produce these changes by the
end of 16 weeks. The hypothesis regarding homework completion was more-than supported, as
the researchers had originally predicted that it might take as long as the last four weeks of
treatment in order to achieve home practice compliance from all clients at the hypothesized level.
COVID-19 Changes to Method/Protocol
Due to the onset of COVID-19 during the delivery of the intervention, the proposed
protocol was adapted to be responsive to circumstances of the global pandemic. As the diversion
program that was collaborating on the trial shut down during COVID-19 and did not allow
clients to come to the physical facility, it was necessary to move the treatment to a telehealth
platform. Thus, all subsequent sessions after the facility was shut down were optional and were
conducted via Zoom, a secure video conferencing platform. Participants who had access to
phones but without data or video capabilities were encouraged to call in via the audio call
function.
In order to be responsive to the life stress and changes that accompanied the global
pandemic (e.g., a participant contracting COVID-19, employment changes, increased isolation,
and anxiety), MMT was adapted from the prescribed session plans and modified to fit the needs
of the clients attending online sessions. In addition, because handouts and worksheets were
unable to be provided in a weekly manner due to the adjustment to telehealth, participants were
mailed a packet of handouts and worksheets. During the pandemic, however, mail was delayed,
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and thus most participants did not have access to the hard copies of the handouts and worksheets
during the bulk of the telehealth treatment. To address this issue, simplified versions of the
handouts/worksheets were read by the leaders (for the clients “attending” by phone) and
displayed over zoom; and participants were encouraged to take notes on these handouts. These
handouts and worksheets were simplified, and reviews of homework completion had to be
restricted to oral reviews rather than reviews of physical documents.
In terms of assessment, the global pandemic impacted the proposed weekly assessments,
posttreatment assessments, and follow up assessment. Once in-person meetings stopped, the
researchers initially attempted to continue to administer the weekly assessments for clinical
purposes. Assessments were transitioned to a secure online survey platform, and the participants
were provided with links to the survey and informed of security/confidentiality measures;
however, all participants stopped completing measures once measures were online. Thus, the
weekly measures were discontinued. In addition, posttreatment research assessments were
conducted earlier than originally planned since the assessment period covered the 5 in-person
sessions instead of the originally intended 16-week session.
In terms of compensation changes, because of non-completion of the weekly measures
after week 5, the planned weekly assessments were discontinued, and participants were not
offered the planned $15 mid-treatment payment for assessments. Snacks and coffee were
(obviously) not provided once the study was no longer conducted in person.
MMT Changes
The remaining 11 weeks of MMT treatment after the COVID-19 lockdown in New York
City were completed via a HIPAA-compliant Zoom telehealth platform. Consistent with MMT
principles of tailoring treatment to client circumstances and unique needs, modifications were
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made to be responsive to participants during the global pandemic. Themes of modifications for
telehealth included the following:
1. Limiting the use of handouts and simplifying skills training
a. Since participants did not have access to the hard copies of the handouts, handouts
were described verbally for participants over the phone and shown to participants
over Zoom, and participants were encouraged to write down the most essential
portions of the handouts..
2. Eliminating the written portion of the home practice
a. Instead, participants were able to report about their week verbally, since
participants did not have the technology or the technological expertise to turn in
the homework electronically.
3. Decreasing the weekly home practice assignments
a. Example: Participants were encouraged to prioritize the guided mindfulness
audios and to complete simplified versions of the other practices when applicable
(e.g., using assertive skills, improving relationships, etc.)
4. Allowing extra time for emotion experiencing and ample validation of the difficulties
clients faced
a. Example: Initial telehealth sessions included a strong focus on helping the men
cope with reactions to the lockdown, money worries, etc.—with a much smaller
portion focused on homework or issues related to aggression than standard. In
another session, a client who was about to be hospitalized for COVID-19 was
given extra time to share his pain and his fear of dying, and other clients were
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given a chance to provide support and discuss their fears for the safety of their
families.

Since the rest of the implementation of MMT was (1) conducted over telehealth (which some
clients could not access for multiple sessions), (2) no longer mandated by TASC/CRAN, (3) not
part of the research, and (4) only conducted in the interest of not abandoning the clients, further
description of the sessions is beyond the scope of this document. Further information about the
telehealth sessions is available from the first author upon request.
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SCREENING MEASURES:
Baseline Demographic and Criminal History Questions:
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MINI International Neuropsychiatric Interview
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Questions, Adapted interview version of the Conflict Tactics Scale 2—Short Form
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Response Sheet, Adapted interview version of the Conflict Tactics Scale 2—Short Form
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BASELINE MEASURES:
Beck Depression Inventory-II
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Mindful Attention Awareness Scale
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4-Week Timeline Follow-Back Assessment of Aggression and Substance Use
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WEEKLY MEASURES
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POSTTREATMENT MEASURES: The Working Alliance Inventory—Short Revised
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The Qualitative Client Feedback Questionnaire – Adapted for COVID-19 to focus on portion
of treatment
“Before we start, I want to make it clear that with all my questions, I am talking about the weeks
that you were able to meet for group treatment in person at Bronx TASC, not the weeks in which
you’ve been online or videochatting/calling since I’ve heard that those have been pretty tough.”
Qualitative Client Feedback Questionnaire (If one thing, ask if there are any others or “what
else?”)
1. When you first started doing the group at TASC in person, what were your expectations?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________
2. Were the group meetings held at TASC different than what you expected in any way? How?
______________________________________________________________________________
____
______________________________________________________________________________
____
3. What did you get out of coming to the group meetings that were held at TASC in person?
What did you learn? Were you different than you were before the start of group after the last in
person session?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________
4. On a scale of 1 (not at all important) to 10 (very important), how important were the group
meetings that were held at TASC to you? _______ Please explain why you have given it this
rating (If one thing, prompt for “what else?” “are there any more reasons?”:
______________________________________________________________________________
______________________________________________________________________________
________
5. I’ve heard that since you’ve been meeting online, things have been much more difficult. When
you were meeting in person, is there anything you could recommend that Peggi and Em do to
improve this treatment if they do the group again? (If one thing, ask if there are any others)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________
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6. When you were having group meetings in person at TASC, what did you find most difficult
about this treatment and/or doing homework? (If one thing, ask if there are any others)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________

7. While we were meeting in person at TASC, what was your favorite part of the group
treatment? (If one thing, ask if there are any others?)
______________________________________________________________________________
______________________________________________________________________________
________
8. On a scale of 1 (extremely unlikely) to 10 (extremely likely), how likely are you to continue
engaging in the audio mindfulness practices after this treatment ends? _______ Please explain
why (IF one reason, ask what else? Are there any other reasons?):
______________________________________________________________________________
______________________________________________________________________________
________
9. On a scale of 1 (extremely unlikely) to 10 (extremely likely), how likely are you to continue
taking a moment to check in with your breath or your emotions, or to continue taking momemnts
to remind yourself of who you want to be and the life you want afeter this treatment ends?
________ Please explain why: (If one thing, ask if there are any others)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________
10. Imagine that we are running this group again with new group members and could guarantee
that we’d be able to run it at TASC for the full 15 weeks. Imagine that you knew someone who
seemed exactly like you were back in February, and they told you that they were thinking about
joining the group. If they asked you whether you thought it would be worth their time, how
strongly would you recommend it? (10 = Strongly recommend they join; 1 = Strongly
recommend they don’t join) _______
Please explain why: (If one thing, ask if there are any others)
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________
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11. Do you feel like your cultural background and identities (for example, race, ethnicity,
religion, being a man) were given consideration in treatment? Do you feel like any aspect of your
culture or identity was not given enough focus or misunderstood in treatment?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________
12. Is there anything that you think could improve this treatment for people who share your
cultural background?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________
13. Is there anything else you would like us to know about your experience of the times when
you came to the group in person at TASC?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
____________

Note: Additional Questions about Obstacles to Treatment may be asked based on answers given
above.
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