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Abstract
Chronic uncontrolled anger (often characteristic of dysfunctional families) becomes toxic and produces changes
both in the personality traits as well as in the biological substrate. Anger can minimize mental control over behaviour
since it interrupts the function of the frontal lobes and detrimentally affects health, family, work-school, financial
status, friends, law, personality and values.
On the other hand research conducted with fMRI, has shown a close relationship between anger and coronary
atherosclerosis, ventricular arrhythmias, morbidity, and mortality. Two main brain targets of chronic anger with
obvious changes are amygdala and hippocampus.
In this paper we present the results of an anger control psychoeducative programme, based on person centred
and group centred principles. It is developed around the hypothesis that anger is an alarm signal indicating an unmet
need.
Group members learn to bind anger situations with human needs. Among discussed subjects in small groups are
personal anger experiences, family influences, physical relaxation methods, inner distorted beliefs, body signs and
the psychobiological cycle of anger. Symbolization tools are also used.
As a measurement tool we used self administered STPI (State-Trait Personality Inventory), which includes eighty
questions designed to measure transitory and dispositional anger, anxiety, curiosity and depression in a four-level
Likert scale.
This is a twelve months (45 hours) programme divided into two phases (awareness and therapy) It was applied
in three groups (Σn=30, 2011-2014). Personality anger traits showed a highly significant difference between the
beginning and end of this paired blind trial (p<0.001). Programme and results are presented and discussed.

Keywords: Anger management; Traits change; Psychoeducation;
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Introduction
“I was angry with my friend, I told my wrath, my wrath did end.
I was angry with my foe, I hid my wrath, my wrath did grow” William Blake
Anger is energy and as Aristotle says, when controlled, it can drive
the individual to overcome obstacles. However chronic uncontrolled
anger (often characteristic of dysfunctional families) becomes toxic
and produces changes both in the personality traits as well as in the
biological substrate.
The most common of the emotions expressed as “negative” is anger
and it is immediately followed by anxiety and sorrow [1-3]. Anger is the
most dominant and difficult to control and entails additional “negative”
emotions like disappointment, fear, anxiety, despair, awkwardness,
pessimism, insecurity, jealousy, rejection and sadness [4]. Lacan defined
anger not merely as a negative emotion but as a multidimensional state
of denial and reactivity that hinders the flow of life [5].
Ramirez et al. defined anger as a natural subjective emotion that
arises due to a real or imaginary threat and can range from a mild
annoyance to intense hatred, in accordance with the activation of the
autonomic nervous system [6]. Then an outburst of energy occurs
and catecholamines are released that last a few minutes and prepare
the person to respond [7]. However today, since we are not in danger
of tiger attacks, this primitive defence mechanism protects us not to
become a subject of dominance or exploitation by others. Therefore,
anger sets boundaries within human relationships, and facilitates the
acknowledgment of needs. Thus, it helps to turn attention inwards,
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towards self, to acknowledge and overcome feelings of fear, shyness or
criticism etc.
Anger may last longer than other emotional states and stimulates
to a high degree the sympathetic, while showing the lowest arousal
of the parasympathetic nervous system. People who are seized by the
intoxication of anger are lead to intense verbal stimulation [3], they show
loss of the ability of objective judgment and reduced ability to process
information and can minimize mental control over behaviour since it
interrupts the function of the frontal lobes [8]. Angry persons often
feel being infallible, and discontinue any attempt for communication.
They cannot easily rationalize, perceive reality and make decisions
because anger distorts the process of reasoning and masks the emotions
that actually trigger it [8]. Therefore eight sectors of personal life are
detrimentally affected: health, family, work/school, financial status,
friends, law, personality and values.
On the other hand research conducted with fMRI, has shown a
close relationship between anger, hostility and coronary atherosclerosis,
ventricular arrhythmias, morbidity, and mortality [9,10] since this
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emotion is related to ischemia of myocardium and myocardial infarction.
Furthermore chronic anger, weakens our body’s defence system, increases
stress and leads to unhealthy habits (smoking, alcoholism).
Two main brain targets of chronic anger with obvious changes are
amygdala and hippocampus [8,11]. Anger and hostility are directly
and predominately linked to amygdala. This brain structure consists of
two almond-shaped brain structures that are part of the limbic brain
system and is responsible for acknowledging and managing emotions,
like anger, anxiety, and sadness. Amygdala also acknowledges threats
and gives warning, before the cerebrum cortex, which is responsible
for thought and judgment, becomes active. Then amygdala activates
hypothalamus and the brain stem (locus coeruleus), thus giving
warnings before the reactions become an object of cognitive processes
[12]. Amygdala and hippocampus play a major role in stress anger and
depression, which is anger toward self. Namely in these conditions
amygdala shows hypereactivity, increased blood flow and volume,
while hippocampus, which is responsible for recent and verbal memory
gets smaller in size.
However according to Saraydarian’s [13] perspective, anger is useful
and its management is very important for the internal transformation
and spiritual maturity of each individual. In practice, anger is an attempt
to dominate others, but in essence is an attempt to dominate one’s self.
If, there is a venting of anger towards an external stimulus through an
“impulsive outburst”, then the primary energy, which can be used for
the control and empowerment of the self, is lost. In the contrary, the
management of anger, which requires responsibility, through a scheme
of observation-containment-transformation, conserves the energy that
is used as nourishment for consciousness and transforms anger from a
primary force to a gem of self-control and mental independence [13].
Even though there has been an increase in the number of people
with anger management issues, there are no suitable guidelines for the
diagnosis and treatment of angry individuals. Actually, anger is not
diagnostically classified as a mental disorder and it is usually verified
via other practical parameters [14].
As far as therapeutic approaches are concerned, researchers
agreed that old strategies implemented during the 60s and the 70s
like the “catharsis expression” (“scream therapy”), are ineffective [15]
and demonstrated that the excessive expression of anger but also its
chronic suppression, can lead to physical illness [16,17] or can be very
dangerous leading, sometimes to cardiovascular problems [18].

Humanistic psychology places the emphasis on the psychological
conditions that are suitable and necessary for the development of
the person and successful interpersonal relationships; this point of
emphasis was combined with the research movement and the use of
groups [22]. Rogers’ approach in relation to human relationships and
groups influenced many countries lead to a movement of reform. It
changed the schools’ teaching methods and the training of adults “There
is strong evidence that training groups with intensive group experiences
have therapeutic results…Changes take place in regard to sensitivity,
ability to control emotions, immediacy of motive, position towards the
self, ways of behaving towards others and interdependence”. Finally,
he writes “In order for training experiences to be perfectly effective...
they need to focus on a series of successive sessions” [22]. In a personcentred psychoeducation group, where all of Rogers’ conditions are
met, the appropriate atmosphere develops that allows people to make
beneficial changes in order to learn [23,24].
In the present paper we present the results of an anger control
psychoeducative programme, based on person centered and group
centered principles (Figure 1).

Participants and Methods
Participants (Σn=30) are coming from the northern suburbs of
Athens, they usually have higher or middle education and belong to
middle social class. These workshops are organised in collaboration
with the municipal communities. When entering in an anger group the
members have, in their vaste majority, participated in psychotherapy
groups, as well as groups for parental skills, communication skills,
boundaries and self-esteem development. Participants’ age ranges from
36 to 55 years old and in their wide majority (87%) are female. They
have registered to follow the anger management programme.
The programme lasts 45 hours and it is accomplished in 20 sessions.
It is divided into two phases, phase 1: Awareness and phase 2:
Therapy.

Subjects discussed in phase 1
Excessive and expressed anger wounds or destroys relationships.
Participants training involve approach to different anger situations
and acknowledgement of frequency of anger episodes. Structure of
the anger mechanisms in the central nervous system. Aspects of anger,

Contemporary therapies refer to the reconstruction of thoughts
and beliefs as a means to reduce anger (cognitive-behavioural therapy),
since excessive anger usually attracts negative thoughts. Deffenbaker
and Stark [2] propose a combination of techniques, such as cognitive
therapy and relaxation and observe that the anger of most participants
is significantly reduced. Kassinove and Tafrate [19] recommend similar
combinations. Feindler [20] proposed, for the type of anger that
pertains to interpersonal relationships, the development of the ability
of empathy and taking into consideration the opposing views. There
are numerous papers on anger management groups that have been
active for the last 30 years most of them are based mainly on the work
of Novaco [21] on CBT (Cognitive Behavioural Therapy) with some
variations and improvements by contemporary therapists.
We have not encountered, however, papers relating to
psychoeducation groups in the field of humanistic psychotherapy.
Therefore it is of particular interest the results of such a programme to
be explored, given the fact that it is already active for the last 8 years in
Greece and has no precedence.
J Psychol Psychother
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Figure 1: The programme is developed around the hypothesis that anger is
an alarm signal indicating an unmet need. Group members learn to bind anger
situations with human needs [4,27].
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rage, aggressiveness, hostility, resentment, aversive verbalisations. Link
of anger with stress and underlying, deeper feelings. Causal relationship
with clinical (psychiatric) syndromes and illnesses. Guilt and Anger.
Human needs, nuclear beliefs, high expectations and their relationship
with anger and stress [25]. Stages of change according to Prochaska
and di Clemente. narcissism and anger. Role of anger and frustration
in childhood, assertivenessa and critic in childhood, creation of guilts.
Therapeutic approaches.

Subjects discussed in phase 2
Deep breathing and progressive relaxation as a first aid tool. The
tree of values, relationship with parents and familial environment.
Body signs in anger situations. The psychobiological cycle of anger.
Progressive anger and stressful situations. Allostasis and allostatic load.
Forgiveness and discrimination from other concepts. Inner distortions
as defence mechanisms and anger sources. Types of distorted beliefs
List for replacements of distortions. Conflict situations.
Audiovisual material is widely used, personal anger experiences,
family influences are discussed in small groups of five or six members.
Statements lists and Symbolization tools are also used. Participants
choose from an activity list which activities they prefer to perform in
every session. Group centred process is encouraged during exercises.
As a measurement tool we used self-administered STPI (State-Trait
Personality Inventory) [26], which includes eighty questions designed
to measure transitory and dispositional anger, anxiety, curiosity and
depression in a four-level Likert scale (Table 1).
This is a non randomized paired controlled blind study. The group
members were handed out the STPI questionnaire at the beginning of
the first phase (awareness and acknowledgement) and at the end of
the second phase (therapy). Every time the STPI questionnaires were
collected, they were given key numbers, they were photocopied and
matched. Before being transferred for statistical processing, names were
erased from photocopies. This process ensured the blind procedure.
Originals were stored in a safe place.

Results
Personality anger traits showed a highly significant difference
between the beginning and end of this paired blind trial (t=3.63,
n=30, p<0.001, Cohen’s d= 0.707). The overall difference between the
beginning score and the end score of the two phase programme was of
0.36 (starting mean score 2.65 ± 0,55, ending mean score 2.29 ± 0.47)
(Table 2). The zskew was equal to 2.103.
After each group was separately calculated through t-tests for small
Year

n

2011

9

2012

10

2013

11

Σn

30

Table 1: The inventory was administered in 3 groups that started consecutively
during the month of June in 2011, 2012 and 2013 (Σn=30).
Year

Starting

Ending

t

2011

2.32±0,51

2.12±0,46

1.46

Significance
N.S

2012

2.73±0,53

2.10±0,33

3.1

P<0.015

2013

2.84±0,53

2.59±0,47

2.54

P<0.04

Overall

2.65±0,55

2.29±0,47

3.63

P<0.001

Table 2: Overall mean difference after Psychoeducation programme.
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samples (since the distribution of differences according to the zskew test
is approaching to normal) we had the following results: The group of
June 2011 showed a score difference of 0.2 (starting mean score 2.32 ±
51, ending mean score 2.12 ± 0.46) which was non-significant (t=1.46,
n=9, N.S.). The group of June 2012 showed a score difference of 0.66
(starting mean score 2,76, ending mean score 2,1) which was significant
(t=3,1, n=10, p<0.015). Finally the group of June 2013 showed a score
difference of 0.25 (starting mean score 2.84, ending mean score 2.59)
which was also significant (t=2.54, n=11, p<0.04). On the other hand
non parametric Wilcoxon test gave the following results: The changes
for 2011 and 2013 were statistically non-significant while the changes
for 2012 were significant at p=0.015.

Discussion
Participants who come in our anger management groups, state
that others make them angry and seek help in order to be relieved.
During the programme their perception about this “frustrating”
emotion changes. By looking into what makes them angry, they accept
responsibility for their anger and they explore and acknowledge the
feelings that lie beneath their anger. They find the words to express
these emotions and improve their interpersonal relationships. The
entire process occurs within the context of training with a groupcentred approach where unconditional positive regard, empathy and
congruence promote a climate of change. Furthermore, it is important
to mention that this programme provides an extensive knowledge
of distorted beliefs eg. Misattributions, blaming, interpretations,
labelling, catastrophizing, minimizing etc. since they provoque very
often important anger reactions including disfunctional behaviours.
According to Rogers’s theory of personality, distortions are considered
as defence mechanisms [27].
An important number of papers and metanalyses in anger
management is published. Models applied are psychodynamic,
relaxation-based, skills-based, stress inoculation, and multicomponent,
but the large majority of these studies applied a cognitive – behavioural
therapy programme [28-31]. Results show variability that may be
explained by the number of treatment sessions, the therapeutic model,
the origin of participants and their anger level at the beginning. T
he
findings from two meta-analytic reviews with more than 100 papers
focusing on anger control problems and aggression [32,33] suggested
that CBT produced medium effect sizes as compared to other
psychosocial treatments and control conditions.
Both metanalyses stated that CBT is moderately effective at
reducing anger problems while this type of therapy may be most
effective for patients with issues regarding anger expression. Notably,
Del Vecchio and O’Leary included in their metanalysis 23 studies in
which subjects met clinically significant levels of anger on standardized
anger measurements prior to treatment. So CBT therapy seems to be
very useful for behaviour changes, especially in persons with high levels
of anger.
Our orientation as well as our samples and methods are different.
Our goal is to create the climate in order to help and support personality
changes which need more time than behaviour changes. In our study
the groups are small and consist of nine to eleven members, with
medium to low anger levels at starting point. Our results show that a
highly significant decrease of the trait anger score (p<0.001, n=30) is
happening after finishing the two cycles of our programme (Figure 2).
This decrease of the anger score in personality characteristics tends to
be repeated in every year’s group. . Namely calculus through Student’s
t-test for small samples - which can be considered as valid since the zskew
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PSYCHOEDUCATION RESULTS (No readjustm ent of STPI Scores )
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2,4

END

2

1,8

Before

2,3

After

1,6

2,2

1,4

2,1
START

END
1,2

Figure 2: Psychoeducation results.

test value (2.103) shows a close approximation to normal distribution
– results in statistical significance in two (2012 and 2013) out of three
groups taking part in the present study. Furthermore the result of the
effect size, which is calculated through Cohen’s d (=0.707), seems to be
converging to this assumption, since it shows a quite “strong” change.
There is another point to comment in our results. The STPI
instrument rates the negative answer to the statement or the rare
existence of a specific trait with “1”. For instance a negative answer to
the statement “I want to kick somebody” would be be rated with “1”.
Therefore, one could try to make readjustment through substraction
in order to have a better sense of change between these two points
of measurement, the beginning and the end of the sessions. Thus
by making an adjustment of -1 to all the scores, one can realize, for
instance, that the group of 2012 had a score reduction of 37,5 %, while
the other two groups 2011 and 2013 had a minor by still important
change in their personality anger related characteristics. The overall
change was of 21.8% score reduction as far as anger is concerned and
it could be considered as important personality change within a time
period of eleven or twelve months (Figure 3a).
However one more question needs to be answered. Did members
with higher rates of anger show a change in their traits after the
psychoeducative intervention? In order to answer this question we
calculated the mean rate of change in 9 subjects, which had a starting

High STPI Anger scores, n=9 (readjusted)

...

2,4

2,2

2

1,8

Before
After

1,6

1
Before

After

Figure 3b: High STPI anger scores.

score => 3, i.e. one person from the 2011 group, four persons from 2012
and four from 2013. Here, the mean positive change on personality
anger traits (after readjustment of results with -1) was as high as 36.6%
within eleven or twelve months (Figure 3b).
As far as the factors affecting the validity are concerned, clinical
studies without randomization do not prove a causal relationship i.e.
a direct relationship between the nature of the applied therapy and the
result which is achieved. Therefore a future randomized blind study
with a control group would be important. A further element concerning
the potential efficacy of our intervention is the psychological and
cultural level of the group members. T
h e big majority of them have
already a previous experience of group centred procedure, since they
have participated in parental skills or personal development groups.
In addition, they have usually attended higher education programmes,
meaning that they are college or university graduates. However, in
our study a repeatable result of anger traits reduction is achieved, thus
meaning that there are important indications about the effectiveness of
our intervention. At this point, it should be noted that within the last
fifteen years, there was only a small number of longitudinal studies with
anger traits change in Medline, probably due to some design difficulties
[34-36]. More specifically, it would be hard to show significant results
with a small number of participants. Nevertheless the effect size of our
study (0.707) is higher that the mean effect size (0.64) calculated in the
metanalytic review of Saini [33] representing 65 studies with trait anger
changes. This size shows a considerable change in personality traits
with small groups, which is repeatedly observed through the three years
of the study, irrespectively of the starting level of anger traits score.
This is a preliminary paper. The scientific evaluation continues
in order to examine further details and changes while increasing the
number of participants by adding the results of anger groups and of the
distinct programme phases for the years to follow after 2013. Also a 3rd
cycle concerning assertiveness training and deeper knowledge of self
will be evaluated.

1,4

Acknowledgement

1,2

Special Thanks to Mr Tassos Margaritopoulos for precious technical
assistance.

1
Before

After

Figure 3a: High STPI anger scores.

J Psychol Psychother
ISSN: 2161-0487 JPPT, an open access journal

References
1. DiGiuseppe R, Tafrate R (2007) Understanding Anger and Anger Disorders.
University Press, Oxford, NY.

Volume 6 • Issue 1 • 1000237

Citation: Callifronas MD, Kontou G (2016) Psychoeducative Programme in Anger Management. J Psychol Psychother 6: 237. doi:10.4172/21610487.1000237

Page 5 of 5
2. Deffeenbacher J, Stark R (1992) Relaxation and cognitive-relaxation treatments
of general anger. Journal of Counseling Psychology 39: 158-167.

20. Feindler E (2006) Anger-related Disorders: A Practitioner’s Guide to
Comparative Treatments. Springer Publishing Company, New York.

3. Scherer KR, Wallbott HG (1994) Evidence for universality and cultural variation
of differential emotion response patterning. J Pers Soc Psychol 66: 310-328.

21. Novaco RW (1985) Anger and its therapeutic regulation. In: Anger and hostility
in cardiovascular and behavioral disorders. In: Chesney MA, Rosenman RH
(eds.) Hemisphere Press, Washington, DC.

4. Wilhelm P, Schoebi D, Perrez M (2004) Frequency estimates of emotions in
everyday life from a diary method’s perspective: A Comment on Scherer et al.’s
(2004) survey study: “Emotions in everyday life”. Social Science Information
43: 647-665.

22. Rogers C (1970) On Encounter Groups. Penguin Books, Midlessex, UK.
23. Rogers C (1961) On Becoming a Person. Constable, UK.

5. Lacan J (1966) Ecrits: A Selection. London.

24. Rogers C (1980) A Way of Being. Houghton Mifflin Company, USA.

6. Ramirez JM, Santisteban C, Fujihara T, Van Goozen S (2002) Differences
between experience of anger and readiness to angry action: Astudy of
Japanese and Spanish students. Aggressive Behavior 28: 429-438.

25. Maslow AH (1943) A Theory of Human Motivation. Psychological Review 50:
370-396.

7. Zillmann D (2002) Exemplification theory of media influence. In: Bryant J,
Zillmann D (eds.) Media effects: Advances in theory and research. Lawrence
Erlbaum, Mahwah, NJ.

26. Spielberger CD, Reheiser EC (2009) Assessment of Emotions: Anxiety, Anger,
Depression and Curiosity. Applied Psychology: Health and Well-Being 1: 271-302.
27. Rogers C (1951) Client Centred Therapy. Houghton Mifflin, UK.

8. Newberg A, Waldman M (2009) How God changes our brain. Archetype,
Athens.

28. Hofmann SG1, Asnaani A, Vonk IJ, Sawyer AT, Fang A (2012) The Efficacy of
Cognitive Behavioral Therapy: A Review of Meta-analyses. Cognit Ther Res
36: 427-440.

9. Mujica-Parodi LR, Strey HH, Frederick B, Savoy R, Cox D, et al. (2009)
Chemosensory cues to conspecific emotional stress activate amygdala in
humans. PLoS One 4: e6415.

29. Asli T, Akdas Mitrani (2010) Outcome of anger management training program in
a sample of undergraduate students. Procedia Social and Behavioral Sciences
5: 339-344.

10. Monnier J, Stone BK, Hobfoll SE, Johnson RJ (1998) How antisocial and
prosocial coping influence the support process among men and women in the
U.S. post al service. Sex Roles 39: 1-20.

30. Shokoohi-Yekta M, PFarand A, Zamani N (2010) Anger management instruction
for mothers: a cognitive behavioural approach. Procedia Social and Behavioral
Sciences 5: 1371-1375.

11. Pert C (1999) Molecules of Emotion. Touchstone, NY.

31. Mohammadi A, Kahnamouei SB, Allahvirdiyan K, Habibzadeh S (2010) The
effect of anger management training on aggression and social adjustment of
male students aged 12-15 of shabestar schools in 2008. Procedia Social and
Behavioral Sciences 5: 1690-1693.

12. Adolphs R, Sears L, Piven J (2001) Abnormal processing of social information
from faces in autism. J Cogn Neurosci 13: 232-240.
13. Saraydarian T (2001) The Science of Meditation. Cedar, Athens.
14. Lench H (2004) Anger Management: Diagnostic differences and treatment
implications. Journal of social and clinical Psychology 23: 512-531.
15. Bushman B (1998) The Dynamics of Aggression. Aggressive Behaviour 22:
391-392.
16. Chesney MA, Rosenman RH (1985) Anger and Hostility in behavioral medicine.
Hemisphere, New York.
17. Diamond EL, Schneiderman N, Schwartz D, Smith JC, Vorp R, et al. (1984)
Harassment, hostility, and type A as determinants of cardiovascular reactivity
during competition. J Behav Med 7: 171-189.
18. Hightower N (2002) Anger Busting 101. Bayou Publishing, USA.
19. Kassinove H, Tafrate RC (2002) Anger Management: The Complete Treatment
Guidebook for Practitioners. Impact Publishers, California.

32. Del Vecchio T, O’Leary KD (2004) Effectiveness of anger treatments for specific
anger problems: a meta-analytic review. Clin Psychol Rev 24: 15-34.
33. Saini M (2009) A meta-analysis of the psychological treatment of anger:
developing guidelines for evidence-based practice. J Am Acad Psychiatry Law
37: 473-488.
34. Walitzer KS, Deffenbacher JL, Shyhalla K (2015) Alcohol-Adapted Anger
Management Treatment: A Randomized Controlled Trial of an Innovative
Therapy for Alcohol Dependence. J Subst Abuse Treat 59: 83-93.
35. Yalcin BM, Unal M, Pirdal H, Karahan TF (2014) Effects of an anger
management and stress control program on smoking cessation: a randomized
controlled trial. J Am Board Fam Med 27: 645-660.
36. Kelly JF, Stout RL, Tonigan JS, Magill M, Pagano ME (2010) Negative affect,
relapse, and Alcoholics Anonymous (AA): does AA work by reducing anger? J
Stud Alcohol Drugs 71: 434-444.

OMICS International: Publication Benefits & Features
Unique features:
•

Increased global visibility of articles through worldwide distribution and indexing

•

Showcasing recent research output in a timely and updated manner

•

Special issues on the current trends of scientific research

Special features:

Citation: Callifronas MD, Kontou G (2016) Psychoeducative Programme
in Anger Management. J Psychol Psychother 6: 237. doi:10.4172/21610487.1000237

J Psychol Psychother
ISSN: 2161-0487 JPPT, an open access journal

•
•
•
•
•
•
•
•

700 Open Access Journals
50,000 editorial team
Rapid review process
Quality and quick editorial, review and publication processing
Indexing at PubMed (partial), Scopus, EBSCO, Index Copernicus and Google Scholar etc
Sharing Option: Social Networking Enabled
Authors, Reviewers and Editors rewarded with online Scientific Credits
Better discount for your subsequent articles

Submit your manuscript at: http://www.omicsonline.org/submission

Volume 6 • Issue 1 • 1000237

