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DEDICATION 

This dissertation is dedicated to my father, Louis 

Steinberg, who died as I began my research. He was a human

itarian and a scholar who reached out his hand to help op

pessed people of all races and nations. He is honored in 

the memories of many who loved him and knew. him as a man of 

compassion and gentleness. I honor him here and express the 

hope that in some way my work will further continuing re

search in this field and perhaps benefit humanity in a 

manner which he would have understood. 

In the hours of my work's completion my mother lies 

dying as its final marker. This dissertation is also dedi

cated to her, to her battle with an illness which she could 

not understand, and to all parents who struggle, with what 

personal resources they have, to help their rheumatoid 

arthritic children find lives that will somehow be bearable. 
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PREFACE 

This research has had a special meaning for me which 

bears elaboration. In my own, thirty odd year battle with 

rheumatoid arthritis it represents the results of a life

long quest for knowledge that I could use to help myself. 

As such, it is still only a small part of a personal strug

gle to be as well as I can be in the face of rather awesome 

prospects. 

The threat that I migh"t one day be crippled has hung 

over my head like an axe on a frayed rope for most of my 

youth and all of my adult life. My view of life, my values, 

and my choices have all been colored by the fear that one 

day I might no longer be able to care for myself indepen

dently. Even my choice of a profession was partially 

governed by my need for the certainty that what ever I chose 

to do could be done from a wheelchair, if necessary. 

Soon after the start of my doctoral study in 1976, 

my symptoms returned and I awoke one morning unable to lift 

the blankets which covered me so that I could get out of 

bed. Fortunately for me, my feelings of frustration and 

hopelessness yielded to the determination that I would not 

allow that to happen to me. Frankly, I was fed up with it, 

and refused to take it anymore. 
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In being ill for so much of my youth, I.had become a 

rather creative dreamer. After all, what else could a kid 

of eleven or twelve do when bedridden so much of the time! 

Dreaming became my finest "thing." I suspect that I re

garded my life as so impossible that doing the impossible 

became my life. 

As an adult on that "morning in 1976, I had impossi

ble dreams to implement and experience. I wanted to walk in 

the wilderness where few, if any people had been; to walk 

the canyons of the Colorado River where it has carved its 

way a mile deep through the Arizona landscape. I could 

never walk the Grand Canyon on Canadian Canes or make that 

particular dream happen from a wheelchair. 

It is my personal belief that in deciding to do 

something about it, I claimed the power to change the course 

of the disease and its hold over my life. 

The strategies and procedures I utilized with my own 

body as the laboratory were many. They grew out of half

formed guesses which were tested only by time. They in

cluded explorations of consciousness, body image and 

awareness, diet, exercise, the effects of medication, 

meditation, stress, and rest; and even the possibility of 

secondary-gain. Among these guesses were some questions I 

raised about my handling of my own emotions. I had studied 

Gestalt Therapy for several years and at The University of 
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Arizona I was introduced to working with anger and rage. 

This too, became part of the rich stew I brewed over time to 

nourish myself into wellness. 

I now view anger as one of two creative forces 

which are essential to human survival. The other is love. 

We have barely scratched the surface of either in scientific 

research. 

In the last few years I have walked my beloved can

yons many times. During those years I have met many women 

who have rheumatoid arthritis; though not on wilderness 

trails, to be sure. I have dreamed of running for miles 

through the desert with the wind blowing through my hair. I 

have attained that "impossible" obj ect ive as well. 

Sometimes I laugh and joke with friends and physi

cians by calling myself a "medical anomaly"; but from my 

research I know that I have much in common with the other 

women who have this disease. Our histories and personali

ties are similar in so many ways! 

Though I wish I could forget it forever, a part of 

the process of remaining well is in remembering that I have 

rheumatoid arthritis, and that it is probably in permanent 

residence as a part of me. I test my hypotheses every day 

of my life and hope that I, as "the result" of my experi

ments, have not occurred by chance alone. In the null forms 

lie my fears. 



My hopes are not just for myself. 

the women who, like I, have had dreams. 
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They are for all 

Some certainties that I can pass along are that to 

have some dreams worth striving for has been very important, 

reaching my goals has been very nice, and, above all, to 

have patience is essential. 

A "family" of helpers provided support and feedback, 

in the face of my stubborn tendency to avoid the well

beaten path and seek knowledge in an untrammeled wilderness. 

Of these special people, gratitude is first ex

pressed to Dr. Gordon Harshman who, as my major advisor, 

provided good-natured encouragement, constructive criticism, 

wit, and wisdom, and in many ways helped me find the courage 

necessary to bring it to its completion. 

Special thanks is expressed to the members of my 

committee: Drs. Betty Newlon, Roger, Daldrup, Reed Mencke, 

and Richard Coan. Their interest, kindness, patience, and 

humor has been appreciated. Unusual assistance was provided 

in the eleventh hour by Dr. Harley Christiansen, who gra

ciously consented to review my work. 

Friends have lent their expertise to this endeavor. 

Their assistance was invaluable. Lyn Wonink, Certified 

Data Processor, helped me learn how to live with a micro

computer and provided invaluable assistance in programming. 

Robert Eaton acted as editor, critic, and grammarian in 
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making this manuscript readable. Ricardo J. Stone, statis

tician, helped me formulate the right questions, and Grady 

Towers assisted me in answering them. 

I thank the women who participated in the study for 

taking the risk to learn about anger, for sharing their con

cerns, and for sticking with it to its conclusion. 

Finally, the knowledge, skills and guidance of Penny 

McNeilly, have been invaluable from the time when I first 

wandered into the Counseling and Guidance Department as a 

timid doctoral student to the production of the final copy 

of this document. 
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ABSTRACT 

A series of five individual studies explored: (1) 

Whether a treatment focus emphasizing active anger expres

sion would alter the subject's awareness of and ability to 

express anger and (2) Whether such a treatment focus would 

alter the subject's experience of illness in the form of her 

report of pain and stiffness as "better", "the same", or 

"worse" than yesterday's experience. 

The treatment strategy utilized general Gestalt 

principles and was further focused on specific techniques of 

Anger Therapy as an agent of change. 

Evaluation of outcome in this time-lagged mUltiple 

baseline design viewed the overall process from the begin

ning of a baseline observation period through a maximum of 

one week following the conclusion of the last of six weekly 

treatment sessions; daily measurement of the process of 

change during treatment; and clinical description of the 

subjects and of the treatment process itself. 

The overall process was formally assessed in pre and 

post treatment testing which included the Novaco Anger In

ventory, Buss-Durkee Hostility Inventory, Marlowe-Crowne 

Social Desi~ability Scale, and FIRO-B. Daily telephone 

interview measured the frequency of anger awareness, anger 

xvii 
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expression; and ratings of anger intensity, overall daily 

mood, pain, and stiffness. Information from the treatment 

process was integrated with that obtained from other sources 

in discussing the outcome for each subject. 

It was concluded that intense anger expression ap

peared to effect temporary or transitory i@provement in 

pain; that there was a relationship oetween each subject's 

perceived daily anger intensity and pain which appeared con

sistent for all subjects studied; and that issues of need 

for approval and control appeared related to anger awareness 

and expression as measured by the psychometrics utilized. 

These were recommended as potentially fruitful areas of 

future investigation. Background data. revealed striking 

similarities in birth order and parenting practices which 

seemed worthy of further study as well. 



CHAPTER 1 

INTRODUCTION· 

Arthritis is one of the few diseases of which we can 

find evidence in the remains of early man. It has endured 

as an affliction of major proportions in the present day 

affecting millions of people in the United States. The 

Arthritis Foundation reports that there are at least fifty 

million Americans who have arthritis in some form. Twenty 

million have the disease severely enouch to require medical 

attention. Of these, about five million have what is 

termed, " Rheumatoid Arthritis" or "RA." Rheumatoid Arthri

tis is considered the most serious because it is this form 

of arthritis which can be accompanied by the destruction of 

the joints and consequently bears the highest risk of crip

pling <Arthritis Foundation, 1976). 

While it is popularly thought that arthritis is a 

disease of the aged, statistics indicate that it is actually 

a most democratic disease, touching very young children, 

teenagers, young adults, and persons in their middle years 

as well. Rheumatoid arthritis, however, appears in three 

times as many women as it does in men <Arthritis Foundation, 

n. d. ) . 
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The causes of arthritis have remained baffling and 

elusive. Actual cure is unknown. Many researchers and 

authors have offered explanations for this ailment. "Cures" 

and treatments have varied widely through the centuries. 

The disease in its many forms is so wide-spread 

that promised cures in the form of quack remedies, rituals, 

nostrums, patent medicines, gadgets, diets, charms, and 

other "panaceas" are a multimillion dollar business. 

In their search for permanent relief, sufferers can 

be diverted from reputable treatment with wild promises. 

This can be particularly tragic for the Rheumatoid Arthritis 

sufferer who, in addition to experiencing pain, stiffness, 

swollen joints, and loss of mobility, is in a race against 

time before more permanent joint destruction and crippling 

takes place. 

Reputable medical treatment has been in the form of 

chemotherapies, physical rehabilitative and preventive 

therapies, corrective surgery, and occasionally, psychother

apy. Physicians hope more to assist in remission through 

treatment than to effect permanent relief. 

The concept of "remission" as presently the only 

viable hope for RA sufferers reflects the dismal outlook by 

suggesting that even if RA goes away, we can expect it to 

come back, in the great majority of the cases, no matter 

how long it takes. In a thirty year follow up of 250 cases 
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originally studied in 1929, it was found that of those 

remaining alive, only 23 had experienced long remissions 

(Short, n.d.). Although today's medications and rehabilita

tive techniques are much more effective than what was avail

able for the group studied by Short, the prognosis offered 

by the word "remission" remains with us. 

Background to the Problem 

At the present time, it is believed that arthritis 

is, in some of its forms, a psychophysiological process. 

Rehumatoid Arthritis is one of the forms which have been 

the object of study from a psychological perspective. 

There have been a number of approaches to possible 

psychological factors in the disease process which have been 

fruitful in producing inquiry. Meyerowitz (1966) has sug

gested three main hypotheses as a way of understanding the 

connection between various lines of investigation. 

The first of these is the "specificity hypotheses" 

suggested by Alexander (1950). Alexander proposed that 

sufferes with RA (especially women) frequently have a dis

tinguishing developmental history. This history includes a 

still unresolved conflict over the expression of anger and 

hostility. 



The second is a "disease-onset hypothesis" in which 

pre-existing psycho-social stressors are considered. 

4 

The third is a "disease-course hypothesis" in which 

psychological responses are viewed as influencing the course 

of the illness after it has already emerged. 

Taken together, the hypotheses suggest a complex 

interplay' of physical, emotional, social, and developmental 

factors. These may be interpreted as having some form of 

stress as their common denominator. In Alexander's hypoth

esis, a paradigm of child development is suggested. The 

family atmosphere trains the child to a response style 

involving the muscle structure in an internal war <habitual 

stress pattern). This creates a higher risk for the emer

gence of arthritis. It may perhaps even playa role in the 

maintenance of the disease process. In the "disease-onset 

hypothesis", the piling up of events over time creates a 

condition of stress. The strong and continuing psycho

physiological reaction to this stress is thought to in some 

way precipitate the disease. In the "disease-course 

hypothesis", the sufferer may react to recent psychosocial 

stressors thus precipitating a flare-up of symptoms where 

the disease is already present. 

Of these hypotheses, the first and third are related 

to this study in which an attempt has been made to modify 



the habitual handling of anger utilizing Gestalt Anger 

Therapy. 

In an extensive survey of the literature, Weiner 

(1978) examines research on other familial and genetic fac

tors as opposed to environmental ones. This has included 

study of rheumatoid blood factors in family members related 

by birth as well as in marital partners. Additionally con

sidered are epidemiological and sociological factors; 

geographic distribution; and distribution by sex, age of 

onset, ethnic origin, and socioeconomic background. 

Physiological factors studied have yielded several 

as yet unproven hypotheses including infection at onset 
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by viruses, streptococci and other bacteria; theories of 

focal sepsis, avitaminosis, endocrine dysfunction, dis

orders of carbohydrate metabolism and the metabolism of 

sulphur, and theories about disturbances of connective 

tissue metabolism and the immune processes (Dressner, 1955). 

Currently fashionable in the physiological ap

proaches to understanding the disease are the notions that 

RA is either an infectious d~sease or is due to disturbances 

in the immune mechanisms. However," .despite extra-

ordinary achievements in the fields of immunology, virology 

and cellular biology in the past twenty years, the initiat

ing causes of the disease have not been identified" 

Weiner, 1978, p. 462). 



In addition to the apparent involvement of psycho

logical concomitants, RA has a cyclical quality which makes 

it puzzlingly difficult to understand, and which frustrates 

attempts to evaluate most modes of treatment. 

Psychological treatment for arthritis has been sug-

gested as an adjunct to medical treatment as far back as 

1155 A.D. (Shaffii, 1973). At the present time, the most 

accepted forms of psychological treatment are supportive 

relationship counseling, patient education, and, a recent 

attempt at inpatient group therapy reported by Udelman and 

Udelman (1978). 
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Most of the focus in psychological research has been 

on attempt s to uncover pe.rsonali ty traits and psychological 

mechanisms ~hich might be involved. Investigations have 

pursued concepts such as self-sacrifice, masochism, shyness, 

inhibition, perfectionism, overreaction to illness and pain, 

and even interest in sports and games. 

Issues of continuing interest have been the expres-

sion of anger and hostility, separation, traumata, and the 

amount of impulsivity and defiance shown (Freedman, Kaplan 

& Sadock, 1976). 

Theoretical Rationale and 
Justlflcatlon for the Study 

While the manner in which psychological factors in-

teract with physiological disease processes is not clearly 



understood, it has been generally agreed that psychological 

factors may have an impact on the initiation and course of 

the disease (Crown & Crown, 1973; Spergel, Erlich & Glass, 

1978; Weiner, 1978; Zeitlin, 1977; illld others). 

It has also been argued that the "rheumatoid ar

thritic personality" may be more a psychodiagnostic myth 

than a reality and that it may be more effective to con

sider a "chronic disease personality" (Spergel, Erlich & 

Glass, 1978). 
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However, there is evidence to support the notion 

that, at least in Rheumatoid Arthritis, undischarged or 

suppressed hostility has been an observable factor 

(Alexander, i950; Alexander, French & Pollack, 1968; 

Johnson, Shapiro & Alexander, 1947; Ludwig, 1955; Moldofsky, 

1970; Moldofsky & Chester, 1970; Moos & Solomon, 1965; 

Mueller, Bryant & Marshall, 1961; Mueller & Lefkovitz, 1956; 

Rimon, 1969; and others). 

Little attention has been afforded the potential 

benefits of psychological counseling as a support for medi

cal therapies in the treatment of RA patients. Though the 

inability to discharge anger effectively and the theme of 

a general difficulty in expressing feelings is a recurrent 

one in the literature, little work has been reported in 

which the focus was on the treatment process. There appears 

to be no reported work with patients where the designed 
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contract for treatment was a focus on anger and hostility. 

What studies have been done have been primarily normative or 

diagnostic in nature. It appears that most work has been 

on "how to appropriately label ll and little on "how to 

help." 

Anger, Hostility and Aggression 

With respect to anger and hostility in the general 

populat ion, people who have maintained a "low-profile" in 

society have not occupied researchers as an interesting ob~ 

ject of study. Under-control, or the overt and more aggres

sive expressions of anger have received most of the 

attention. 

Anger and hostility have been a fertile field for 

study in terms of the acquisition of aggressive behaviors 

and their treatment (Bandura, 1973;. Novaco, 1975, 1976, 

1977). These have been treated as learned responses, within 

the context of social learning theory and cognitive behavior 

therapy apart from any consideration of a disease process 

with physical involvement as an additional parameter. 

Focus has mainly been on the societally more 

dramatic, troublesome, and disruptive aspects of anger and 

hostility such as the acting out or aggressive child and 

the adult plagued by angry impulses and aggressive reac

tions. 



The more positive and constructive aspects of anger 

in our lives has been largely ignored. Novaco sugr,ests 

that anger has energizing, expressive, self-promotional, 

defensive, potentiating, and discriminative functions, all 

of which are necessary to adaptive living (1976). This has 

been echoed and underscored by Daldrup, whose use of Anger 

Therapy as a primary treatment modality demonstrates its 

usefulness in working with people who cannot express anger 

fully and effectively (1977, 1978). 
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It will be suggested further along that the person 

who cannot adequately mobilize these functions may be as 

impaired as the person who overreacts, because they are 

each restricted in the behavioral choices available to them. 

As Bandura (1973 ) writes, "A high degree of behavioral 

flexibility is required if a person is to deal effectively 

with the complexities of ever-changing environmental 

de man ds " ( p . 42). 

The present study has assumed that anger expression 

has positive values. Anger and even aggression can be 

viewed as having "survival potential." Aggression is not 

defined, in the usual negative sense, as the hurting or 

physical damaging of another person or group. It is defined 

more broadly as action (preferably of a socially acceptable 

nature) to promote the individual's meeting of needs. These 



needs are seen as important, whether they be biological or 

emotional. 

In this view, aggression is seen merely as goal

oriented behavior in the form of moving toward rather than 

away from a resolution. The expression of anger in this 

manner becomes a powerful tool for the resolution of human 

concerns. 
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The negative definition of aggression as socially 

unacceptable or even as physically damaging to another per

son has contributed to the misunderstanding of anger and its 

po~entially positive functions. Commonly, anger expression 

has been identified with the negatively aggressive act. 

Thus, for many people, anger becomes an'emotion which is 

associated with violence and cannot be expressed. 

Anger Control vs. Anger Therapy 

Of specific interest to this study is the work of 

Novaco (1975) in which the focus was on teaching anger con

trol to people who had had repeate.d difficulty with anger 

in the form of their handling interpersonal situations 

explosi ve ly. 

Novaco's methods included relying on cognitive in

tervention to assist the subjects in exerting control over 

aggressive behavior. The subjects learned to reinterpret 

internal and environmental cues, and to consider a broader 



range of behavioral choices. Novaco!s task was to get his 

subjects to think more rationally and behave less impul

sively. 
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It was assumed for the purpose of the present study 

that the potential for anger expression exists on a contin

uum from I!implosive!! over-control to I!explosivel! under

control; the holding in or acting out which is much talked 

about in therapy circles. It followed that female RA 

patients might be looked upon as I!implosivel! over

controllers. Subjects who were over-controlling anger (who 

could not express it adequately) might b~nefit from a ther

apy which focused on the disinhibition of the anger re

sponse. The results of such a treatment focus was, in part, 

measured by the same instrument devised by Novaco for his 

1975 study; although approached from the opposite end of the 

continuum. 

Anger Therapy as practiced within the Gestalt 

framework seemed more appropriate to the task of increasing 

anger awareness and expression. This researcher felt that 

since inte.llectual functioning can be used to control and 

even mislabel arousal of feeling, the use of primarily 

cognitive methods might impede the purpose of the study. 

In Anger Therapy, the agreed upon contract for work 

is the disinhibition of anger. The method follows the 

Gestalt Therapy model generally. In Gestalt Therapy, 
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troublesome cognitive material related to events or persons 

is used to create an atmosphere for arousal, sometimes 

cognitive relabeling of the arousal state, and, in the case 

of Anger Therapy, frequently aggressive expression. While 

the details of the procedure are presented at length in 

Chapter 3, it's important to note th:at physically involving 

"aggressions" are encouraged as is "aggressive" verbaliza

tion. This is accomplished without peril by providing a 

symbolic "other" or object, in the form of an empty chair. 

Therapeutic emphasis decries the cognitive ?xcept as a 

feeling statement describing the subject's arousal state. 

The procedure can be so involving that, to the patient, the 

chair is no longer representational. It is not "as if" the 

hated person were there. For the patient, that person is 

there. 

Thus, the experience is one of emotional arousal 

rather than intellectual understanding. Once the arousal 

is labeled as anger and allowed full expression in a permis

sive atmosphere, the patient can explore and experiment with 

new and more productive ways to express it as well as other 

feelings. 

The goal of Anger Therapy, like that of cognitive 

behavior therapy for anger control is to make a broader 

range of behavioral choices available to the patient. 
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Awareness, Arousal, Approval and Aggression 

The concepts of awareness and arousal have not been 

dealt with in the medical literature related to anger, 

hostility, and rheumatoid arthritis. However, they have 

been meaningful concepts in the study of anger more gener

ally. They have bearing on the presently reported work by 

suggesting how the RA patient might manage to avoid expres

sing anger in the face of intense stimulation. 

In Gestalt theory, arousal is the impetus for some 

form of action anchored in the realities of the present 

moment. In the who~ly functioning individual emotions are 

identified by clearly seeing and experiencing "what is." 

Most acts are in some sense "aggressive" when defined as the 

acting upon arousal in some manner which involves meeting 

needs effectively. In humans, the manipulation of language 

can be added to this as a means for meeting needs (and 

sometimes defeating them). 

As discussed below, the behavior and feelings of 

human beings can sometimes be only tenuously attached to 

social and situational realities. Cognitive mediation can, 

as Gestalt theory suggests, be counter-productive in the 

awareness and expression of anger, by providing alternative 

meanings for experiences. 

Arousal of feeling appears to be a general and some

what diffuse set of psychophysiological correlates (Bandura, 



1973; Crowne & Marlowe, 1964). The arousal state is not 

attached to any specific emotion with certainty. Specific 

cognitions must be present in order to provide labels. 

The individual's labeling of such an arousal state deter

mines how she/he wiil behave (Schacter & Singer, 1962; 

Schacter & Wheeler, 1962). 

14 

In the Schacter studies, epinephrine was adminis

tered to artificially induce a state of arousal. Subjects 

were faced with finding an appropriate explanation for their 

physiologically induced feelings according to what was 

environmentally available to them. Conn and Crowne (1963) 

demonstrated that subjects can get environmental cues for 

anger arousal and label their emotions as euphoria. They 

would behave euphorically in response to a situation in 

which they were being treated in a dastardly manner, if that 

alternative cognition was provided and they had a high need 

for approval. Need for approval was assessed using the 

Marlowe Crowne Social Desirability Scale (Crowne & Marlowe, 

1960). The study suggested that when a subject does not 

view anger and its expression as acceptable and is faced 

with an arousal state, she/he will choose another explana

tion for the arousal from those cognitions available. 

Crowne and Marlowe conclude that, given a high need 

for approval, persons are less likely to define arousal as 

anger and act upon it in an aggressive or hostile manner, 
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even when environmental cues point to anger as the most 

appropriate response (1964). 

The work of Conn and Crowne (1963) suggests that the 

relationship between need for approval and anger may be an 

inverse one. This researcher suspects, however, that this 

may only be true at the extremes of the range. 

The social desirability of their actions has been 

observed to be one of the concerns of RA patients. In fact, 

the sheer volume of literature dealing with factors of 

anger, approval, and control suggest an hypothetical indi-

vidual who is all-too-able to make socially acceptable and 

approval-oriented (if emotionally inappropriate) responses 

in situations that would arouse overt ire and aggressive 

expression in others (Weiner, 1978). Such a person would 

be in one sense "out of control." That is, s/he would be 

as unable to relax vigilance over "socially unacceptable" 

angry feelings as the explosive person is unable to control 

angry outbursts. 

Control, Cognition, and the ~eveloprnent of Anger 
as a Response-Abllity 

Development of the ability to respond to arousal as 

anger and act upon it aggressively involves a number of 

additional factors in the individual's experience. These 

learning dependent factors are.: (1) family attitudes, rein-

forcement and modeling, (2) peer models and other sources of 
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reward, (3) severe defeat, punishment, and pain, (4) atten

tion for alternative modes of awareness and expression and, 

(5) present social attitudes, values, and reinforcements for 

the learning and maintenance of behavior CBandura, 1973). 

The RA patient may learn to cognitively mediate and 

maintain a repertoire of safe but relatively ineffectual 

behaviors which are "socially acceptable" in the face of 

arousal. The "over-control" discussed in this chapter is 

of that nature. 

True control is seen as the ability to choose among 

a wide array of possible responses. It is holding the reins 

of living with a more relaxed and open hand. People at the 

extremes of the continuum would be expected to experience 

constricted perceptions of the choices of behavior and feel

ings available to them. They would consequently engage in 

ster20typical responses of a limited range. 

Thus the over-control vs. under-control notion can 

be looked upon within the context of Social Learning Theory 

as different training histories for the interpretation of 

the arousal state and for expressiveness. 

It follows that anger expression in any form might 

be treated as if it were an undesirable aggression, thus 

creating a training history for denial, suppression, mis

identification and inappropirate action. Persons so trained 

might also misread cues from significant others such that 
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even the most benign disagreement could be construed as a 

confrontation and could be devastating to the social living 

of that person. 

How such limitations in "response-ability" could in

fluence the disease process has not been the subject of this 

paper. A broad general question explored was whether a 

treatment focus on anger could change the female Rheumatoid 

Arthritis patient's awareness of and ability to express this 

emotion and what effect, if any, would involvement in such 

a treatment have on the subject's experience of illness. 

Pain, Stiffness, and Mood in the Disease Experience 

Even were the composite picture presented in the 

previous sections identifiable in a significant proportion 

of women who had Rheumatoid Arthritis, its role in the 

etiology and course of the disease would still be open to 

question. However, an inquiry into some aspects of the 

disease experience as covariables with anger has seemed ap

propriate and long overdue. 

Heasures suggested by other researchers, which were 

seen as worthwhile of study along with measures of anger 

were the subject's "report of pain" and "report of mood." 

Choice of pain and mood as daily, or "process" 

measures was influenced by the work of Moldofsky and 

Chester (1970) which will be discussed in greater depth in 

Chapter 2. In brief, Holdofsky and Chester differentiated 
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two coping patterns in patients with Rheumatoid Arthritis. 

Each characteristic posture yielded a different outcome for 

the disease course. These patterns were classified as 

"synchronous" or "paradoxical." 

The Moldofsky and Chester study suggested that in 

the paradoxical patient there tended to be an inverse re

lationship between pain and mood. That is, when pain was 

reported as worse, the patient's mood became more confident. 

Conversely, the patient's mood seemed to be one of hopeless

ness when pain and other physical indicators improved. This 

pattern yielded a poorer prognosis for the disease course. 

In the currently reported study, focus was on the 

subject's daily report of pain, stiffness, and mood, as well 

as anger. This provided multiple opportunities for viewing 

sUbjective experience, coping style, and for studying the 

relationship between these variables and anger. 

Stiffness was chosen as an additional physical mea

sure which could be subjectively interpreted and readily 

reported by the subjects. 

It was anticipated that the subjects in the study 

who might have responded less favorably to counseling might 

be identified as paradoxical in coping style through the 

overall trend of their responses. This use of the data 

generated provided the possibility of a concurrent interpre

tation of outcome based on the patient's prevailing pattern. 



Treatment as an Approach to the Study of 
Individuals 

Treatment, accompanied by daily observation, has 
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provided an opportunity to study people in the process of 

change. This often overlooked vehicle for shedding light on 

a problem is, in this author's opinion, most likely to yield 

unexpected or puzzling· results. However, it is the unantic-

ipated which can frequent,ly stimulate looking at things in a 

new way .. 

An excellent example has been the Moldofsky and 

Chester study where it was revealed that the relationship 

between pain and emotions is more complex than had been 

previously considered (Moldofsky, 1970). 

Studies of the individual RA patient in th.e process 

of counseling have been an urgent need in the treatment 

community. More specifically, research has been needed 

which applies the assumptions of those writers and re-

searchers who have posited anger as a significant factor in 

rheumatoid arthritis. This study was initiated in response 

to that perceived need. 

Statement of the Problem 

This study examined the effectiveness of Anger 

Therapy as an adjunct to standard medical practice in the 

treatment of women with rheumatoid arthritis. Subjective 

factors, pre-post psychometric assessment, and other 
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descriptive and anecdotal data were employed in order to 

develop a picture of the individual subject and her response 

to a treatment focus on anger. 

Goals and Objectives of the Study 

In exploring the long-argued hypothesis which posits 

an inability to express anger as a contributing factor in 

the process of Rheumatoid Arthritis in women, the following 

objectives were pursued: 

1. To increase the subject's awareness of and 

ability to express anger. 

2. To alter the subject's experience of illness. 

Research Hypotheses 

In order to answer the general question of whether 

a woman with Rheumatoid Arthritis demonstrates change as a 

result of exposure to the treatment procedures, the follow

ing research hypotheses were developed and are stated in 

their null form: 

Hypothesis 1.01. There will be no change in anger 

awareness ratings between individual pre and post treatment 

scores on the Novaco Anger Inventory as measured by the 

difference between expected and obtained post treatment 

scores. 

Hypothesis 1.02. There will be no change in action

related anger responses (expression) between individual pre 



and post treatment scores on the Buss-Durkee Hostility In

ventory as measured by the difference between expected and 

obtained post treatment scores. 

Hypothesis 1.03. There will be no change in need 

for approval between individual pre and post treatment 

scores on the Marlowe-Crowne Social Desirability Scale as 

measured by the difference between expected and obtained 

post treatment scores. 
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Hypothesis 1.04. There will be no change between 

individual pre and post treatment scores on the FIRO-B 

inclusi.on, control or affection dimensions as measured by 

the difference between expected and obtained post treatment 

scores. 

Hypothesis 2.01. The frequency of reported daily 

anger awareness will not change as a result of exposure to 

the treatment. 

Hypothesis 2.02. The frequency of reported daily 

anger expression will not change as a result of exposure to 

the treatment. 

Hypothesis 2.03. The reported intensity of daily 

anger awareness will not change as a result of exposure to 

the treatment. 

Hypothesis 3.01. The subject's evaluation of daily 

mood will not change as a result of exposure to the treat

ment. 
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Hypothesis 4.01. The subject's daily evaluation of 

pain will not change as a result of exposure to the treat

ment. 

Hypothesis 4.02. The subject's daily evaluation of 

stiffness will not change as a result of exposure to the 

treatment. 

Hypothesis 5.01. Changes in daily report of Anger 

Awareness, Perceived Anger Intensity, or Anger Expression, 

will not be related to changes in Pain or Stiffness. 

Hypothesis 6.01. Individual subjects will not 

demonstrate patterns of relationship between Report of Pain 

and Mood that would classify them as either "synchronous" 

or "paradoxical" 'in coping style. 

Assumptions of the Study 

For the purposes of this study, the following 

assumptions were made by the investigator: 

1. That anger, hostility, and resentment are sig

nificant psychological factors in women who have Rheumatoid 

Arthritis. 

2. That these factors could be dealt with in the 

study without differentiating between them. 

3. That women with Rheumatoid Arthritis who were 

subjects in the procedures had identified themselves as 

having a longstanding style of coping with anger which in~ 

cluded over-control and/or ineffective discharge. 
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4. That the female Rheumatoid 'Arthritis patient's 

style of coping with anger in the form of changes in her 

ability to recognize and discharge it effectively might af

fect her experience of her illness and possibly the course 

of the illness itself. 

5. That measurements taken using standardized 

tests, as well as those measurements which were devised 

specifically for use on a daily basis in this study, were an 

adequate means of assessing change in the dependent vari

ables studied. That they, in fact, measured the variables 

they were supposed to measure. 

6. That the data gathering and recording procedures 

were adequate for documentation of subject responses and 

contained no inherent defect which would bias the results. 

7. That subjects selected were reliable observers 

of their own behavior and would respond to test instruments 

and daily inquiries honestly and accurately. 

8. That subjects select~d were willing to work 

specifically on anger and had a commitment to improving 

their condition. 

Definition of Terms 

The following terms are used in the course of re

porting this research and require clarification: 

Anger. For the purposes of this research no dis

tinction was made between hostility, anger, and resentment. 
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Anger Therapy. A procedure in which the focus of 

counseling is on developing awareness of anger and its sub

jective signals in the body so that the individual is first 

able to accurately label her emotions and then "learns!! to 

express them. A part of the procedure utilized in this 

stu,dy involved re-education of attitudes about anger as well 

as the encouragement of complete expression in the safe 

environment of the counseling session. In this study, 

Gestalt therapy, which is action-oriented and experiential, 

was combined with an introduC.!~ory educa"tional aspect in the 

form of an information-giving audio tape designed to 

initiate change in negative attitudes about anger by pro

viding an alternative and positive explanation of anger's 

value as a potentially constructive rather than destructive 

emotion. 

In encouraging the expression of anger as part of 

the treatment, many techniques were utilized which were 

built upon the model of Gestalt therapy developed most 

prominently by Fritz Perls. 

Mood. An overall emotional state determined by the 

subject as a positive or negative daily value without the 

naming of any specific emotions. 

Rheumatoid Arthritis. A form of arthritis which 

can be accompanied by joint destruction and which bears the 

highest risk of crippling. Clinical diagnosis was 
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established for each subject by her personal physician 

through adherence to widely accepted diagnostic criteria. 

Although the duration of illness for this disease cannot be 

reliably determined, specific diagnosis for the subjects had 

a duration of at least four years for those with an adult 

onset and as much as 30 years for those with a juvenile on

set. Rheumatoid Arthritis is occasionally abbreviated in 

the text and in quotations from other sourceS' as "RA" and 

as "RD." The latter represents Rheumatoid Disease, a 

terminology used in England and in some journals. 

Synchronous Coping Style. A pattern of relationship 

between the subject's experience of pain and mood where mood 

is more likely to be reported as "worse" when pain is 

"worse" and to be reported as "bettertl when pain is 

"better." 

Paradoxical Coping Style. A pattern of'relationship 

between the subject's experience of pain and mood where mood 

is more likely to be reported as "better" when pain is 

"worse." 

Serology. The study of the components of human 

blood. 

Delimitations 

The following are recognized limitations of the 

study: 
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1. The writer did not undertake the reported study 

in order to answer the question of whether there is an 

"arthritic personality." The question of whether "over

control" of anger is a frequently occurring phenomenon in 

female RA patients as compared to patients with other 

chronic diseases, or with the normal population, has not 

been addressed. 

2. The study concerns itself solely with those 

women who had been diagnosed independently as having RA and 

who volunteered for the study on the basis of their individ

ual willingness to work on anger as an issue for personal 

development. 

3. There was an acknowledged, pre-existing level of 

awareness of anger in all subjects used in the study. Per-

sons who saw themselves as never experiencing angry feelings 

or who saw themselves as not having any difficulty in ex

pressing or dealing with anger did not present themselves 

for participation in the study. Thus, the opportunity for 

studying more extreme forms of "unawareness" of anger was 

not available. 

4. No attempt was made to establish cutting scores 

in order to discriminate between potential subjects for ad

mission to the study. 



5. Subjects were selected on the basis of their 

willingness to conform to the daily reporting procedures 

and other criteria to be discussed in Chapter 3. 
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6. The study concerns itself solely with the util

ity of a specific psychological counseling method for 

effecting change in measures of anger awareness and expres

sion, and in the experience of illness, in individual 

women FA patients. It does not address the efficacy of 

other forms of psychological, psychiatric, or counseling 

treatment. 

7. This has been intended as a single case study 

with replication and was an approach to examining change in 

subjects from the population of RA women longitudinally. 

The study has not, therefore, focused on normati"ve statis

tical procedures since this would have introduced the 

methodological difficulties inherent in the assumption that 

the individuals, as a group, are more homogeneous than they 

are actually known to be. 

8. Replication of the procedures in basic struc

ture, information giving, and data gathering was readily 

accomplished. However, unique human complexities and 

histories guided the course and content of counseling ses

sions according to individual dynamics and needs, as well as 

their being guided by the procedures and concepts involved 

in Anger Therapy as a technique to be assessed. 
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9. The focus of the study was additionally narrowed 

by selecting only women as subjects because it was the in

terest of the investigator to examine the efficacy of 

treatment without the complications presented by sex dif

ferences. 

10. The small number of subjects studied as well as 

the manner in which they were selected limits the generali

zability of the results. 

11. Caution is urged in making any generalization 

to the population of women with RA or any other large popu

lation since this was an intensive study of individuals and 

was intended as an initial exploration which might point to 

new areas of research. 

12. Since the investigator was solely responsible 

for test administration, daily interviewing, and counseling 

for all subjects, as well as for the interpretation of re

sults, a possibility exists that experimentor bias could 

have influenced both the results and the conclusions drawn. 

13. This study is not to be construed as in any way 

suggestive of a treatment to be provided in lieu of medical 

supervision and treatment, but rather as a possible adjunct 

to it. No subjects were used who were not under ongoing 

medical supervi.sion. 
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Discussion 

Arthritis is, unquestionably, an affliction of 

major proportions affecting millions of people in our 

society. Of these, the person who has Rheumatoid Arthritis 

lives under the constant threat of progressive crippling and 

disability, pain and deformity. Because of the cyclical 

nature of the disease, this threat exists even when the 

disease is in remission. 

No single physiological cause has been clearly and 

definitively identified and while a number of medical treat

ments are seen as helpful in effecting remission, no cure is 

known. 

While arthritis has been viewed as a psychophysio

logical process, and the psychological concomitants.have 

been investigated by many researchers, the foci have been on 

identification of factors which may be grouped in three 

areas: specificity of personality factors, psychosocial 

stressors existing prior to disease onset, and psychological 

responses during the actual course of the disease. 

Prominent among the factors studied is the notion of 

anger, hostility, or resentment, which appears as a recur

rent theme throughout research in these areas. Studies have 

been normative in nature with little attention, if any, to 

effecting change in the indi vidual Rheumatoid Arthritis pa

tient in whom this factor has been inferred. 
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This study was designed to further investigate anger 

as a factor in individual women by applying Anger Therapy 

as a technique of intervention where controlled hostility 

has been identified. 

Summary 

The epidemiological significance of Rheumatoid 

Arthritis as a crippling disease affecting three times as 

many women as men was discussed along ~vith the outlook for 

outlook for cure or remission, prevalence of quack cures and 

panaceas, and the necessity for reputable and timely medical 

treatment. 

As background for the problem, views of Rheumatoid 

Arthritis as a psychophysiological process were introduced. 

Physiological hypotheses related to the etiology of the 

disease and of historical significance, were reviewed. 

The theoretical underpinnings and rationale for the 

presently reported study were discussed in relation to 

availability of psychological treatment studies; views on 

anger, hostility, and aggression as necessary to adaptive 

living; the teaching of cognitive anger control vs. anger 

therapy; the need for approval and its relationship to anger 

expression as well as the cognitive labeling of arousal 

states; and the relationship of anger control to cognition, 

learning history, and the development of anger as an acces

sible response. The possibility of Pain, Stiffness, and 
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Mood as related in the experience of illness was presented. 

Finally, the value of treatment as an approach to the study 

of individuals was discussed. 

The problem investigated in this study was intro

duced as a test of the effectiveness of anger therapy as an 

addition to accepted medical practice for the treatment of 

women with rheumatoid disease. 

Goals and objectives of the study were stated 

briefly. Null hypotheses which had been constructed to 

detect change in dependent variables related to anger aware

ness,. expression, and the experience of illness were stated. 

The assumptions necessary in order to pursue the 

study were listed. 

All terms not in general usage were defined. 

Limitations and caveats related to the study and its 

results weri discussed. 

A brief concluding discussion clarified the direc

tion and intent of the investigation in the light of the 

information presented. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

Introduction 

This study was designed to fill a gap in available 

information about the way women who have Rheumatoid 

Arthritis handle'anger. It examines the usefulness of a 

psychological treatment designed to increase the subject's 

awareness and expression of anger. 

The currently reported approach to the problem is 

the result of a review of the lines of investigation pursued 

by researchers interested in anger, hostility, and resent

ment and its possible relationship to the patient's per-

sonality, and to the disease itself. 

Additionally reviewed in this chapter are methodo-

logical issues of historical significance and issues in the 

philosophy of investigation generally supporting this re-

search. The dilemmas of single subject vs. normative 

investigation are discussed. 

Anger and Related Personality Factors 
in Rheumatoid Arthritis 

The varying orientations of researchers make it very 

difficult to group studies for meaningful review. 

Meyerowitz's (1966) suggestion (discussed in Chapter 1) that 
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research CMl be grouped according to three hypotheses: 

disease onset, disease course, and specificity, will be 

helpful to keep in mind, although the review has not been 

structured in that way. 
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Anger has been dealt with as a factor in a number of 

studies and discursive writings on rheumatoid arthritis. 

The earliest on record was translated by Shaffii 

(1973) from a text written in 1155 A.D. by a Persian 

physician (Appendix A). The physician recounted the work of 

Abu Bakr Muhammed Ibn Zakariyya Razi, a healer and prolific 

writer of his time. Razi treated a case of what probably 

was what we now call "rheumatoid arthritis." He viewed the 

affliction as being due to the inability to express "aggres

s ion. " 

Razi's strategy was a psychotherapeutic one in which 

he helped his patient express anger and thus alleviated 

symptoms. More specifically, Razi deliberately set out to 

provoke the king's ~nger by heaping insults on him while 

the king was submerged, naked and helpless, in a hot bath. 

He apparently felt that arousal of the man's ability to 

express this emotion would effect a cure more rapidly than 

strictly physical methods. Of course, Razi was so success

ful that he thought it best to flee for his life and make 

explanations later, since he had made himself the focus of 

the king's wrath. He was, nonetheless, well-paid from afar 
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by a grateful patient. * It should be noted that Razi's 

concomitant use of hot baths is still an accepted form of 

treatment today; while a therapy which works with anger, 

has remained to be tried. 

Ludwig (1955), in a psychoanaiytic study of eight 

cases (seven of which were women) conducted one-hour inter-

views from two to five times weekly for a period of several 

months to ten years. He observed that, while frequently 

exhibiting an outer facade of self-confidence, independence', 

and self-control, rheumatoid arthritics were severely con-

flicted over dependency, as evidenced by polarities in their 

approach to work and responsibility. Attitudes varied from 

accepting more responsibility than they could handle, by 

overwork, and by activity beyond reasonable physical limits, 

to an avoidance of all responsibility and reliance upon 

others for guidance. 

He noted that emotion was expressed with great dif-

ficulty and that patients were aware of strong, unexpres-

sible feelings of anger, hostility, and rage. In case II, 

Ludwig documents the complete remission of arthritic symp-

toms in a young woman who, after a year of intellectualized 

interviews, allowed herself a furious outburst of rage. 

* This early case history has the charm of a tale told by 
Scheherazade and is included in the Appendix as worth
while professional and recreational reading. 



In case V, a woman aged 45, expressed extreme fear of 

"losing control", insanity, or "falling to pieces", accom

panied by an awareness of severe inner pressure from many 

strong (unexpressed) feelings, including intense rage. 

Such patients fantasized catastrophic consequences should 

they allow themselves full expression. 

Autonomic overreactivity was a common finding. 
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Patients were seen as tolerating frustration and rejection 

poorly. Ludwig noted that these as well as other psycho

logical stressors appeared to be expressed through somatic 

channels. He observed that overactivity seemed to be a way 

to manage the tensions so created. 

Maintenance of a sufficiently supportive relation

ship with an individual or group appear.ed to be a concomi

tant of relative freedom from emotional and physical 

symptoms. Paradoxically, the patients were seen as avoidant 

or fearful of closeness. 

Ludwig described these patients as "exquisitely 

sensitive to loss of support" (p. 449). Catastrophic fan

tasies involving the free expression of emotions frequently 

involved the reactions of significant persons. 

Observing interpersonal losses as precipitating 

factors, Ludwig lists· the following in the histories of the 

eight patients: 



1. Death of mother followed by father's threat to 

remarry. 

2. Separation from husband incident to military 

service. 

3. Emotional rejection by spouse. 

4. Separation from family by foreign service. 

5. Marriage to an unstable, dependent spouse. 

6. Entrance into college. 

7. Death of grandmother, separation from fiance, 

and insecurity following change in employment. 

8. Disillusionment in a suitor after a long en

gagement. 
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He noted that the arthritic patient responds to 

situations which have emotional meaning with a high degree 

of sensitivity and a sense of urgency in affectional and 

attentional needs. These coupled with an over-control of 

affective expression and a "try hard" approach to relation

ships, would make such persons easily exploitable. 

Ludwig raises the issue of stress as a completely 

subjective emotional experience that is not quantifiable in 

the normative sense. Other writers concur that it is the 

individual history, intrapsychic conflicts, meanings at

tached to objective events, that determine whether any 

given individual will view them as stressful (Alexander, 

1948; Combs, Richards & Richards, 1976; King, 1955). 
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Ludwig concludes that the person who has rheumatoid 

arthritis makes polar, or extreme, responses to changes in 

the physical and emotional environment as if the normal 

smooth reaction toward homeostasis, both physical and 

emotional, has never been developed (organismic integration 

has not taken place). While exacerbation and remission may 

appear haphazard, they may fall into a predictable pattern 

related to experiences of subjectively great emotional 

meaning and related to the patient's characteristic modes 

of reaction to (perceived) stress (1949, 1952, 1954, 1955). 

Johnson et. al., (1947) studied 33 rheumatoid 

arthritis patients of whom 29 were female. They concluded 

that the majority learned to discharge hostility through 

masculine competition, physical activity and servitude, and 

also through domination of the family. They theorized that 

when these methods of discharge are blocked, the increased 

muscle tonus resulting from inhibited aggression and de

fense against it precipitates the illness. 

Much research was generated from the 1950's on by 

Alexander's specificity theory in which he posits a distinc

tive arthritic personality. He states: 

As a general psychodynamic formulation of 

precipitating causes and exacerbations, we 

postulate a predisposing personality fac

tor which develops as the result of 



excessively restricting parental attitudes. 

In the little child the most primitive ex

pression of frustration is random motor 

discharge. If, through punitive measures, 

this discharge becomes associated with fear 

and guilt, then in later life whenever fear 

and guilt arise there results a psychologi

cal "straight jacket." 

These patients try to achieve an equilib

rium between aggressive impulse and control. 

They learn to discharge aggression through 

muscular activity in acceptable channels: 

hard work, sports, gardening activity, 

actively heading the house. They also learn 

to relieve the restrictive influence of the 

conscience by serving others. Whenever this 

equilibrium is disturbed by specific events 

which interrupt the adaptive mode of dis

charging hostility and relieving guilt, the 

chronic inhibitory aggression leads to in

creased muscle tonus and in some way to 

arthritis. (1950, pp. 205-206) 
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In the years 1951 through 1965, Franz Alexander and 

co-workers at the Chicago Institute of Psychoanalysis 



undertook to investigate the 1Ispecificity hypothesis1l for 

psychosomatic diseases. 

After a number of years of study, Alexander, 

French, and Pollack conclude that 11. • • persons suffering 
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from rheumatoid arthritis have great difficulty in handling 

their aggressive hostile impulses 1l (1968, pp. 12-13). 

Moos and Solomon (1964a), using content analysis of 

interviews, studied sixteen female arthritic patients and 

the healthy, same-sex sibling closest to them in age. They 

found that the arthritic sister's self-description was that 

she was more nervous and inhibited than her siblings. When 

all subjects were asked, "Tell me the last time you got 

angry1l, there was a dramatic difference between the ar

thritic women and their sisters. Only two of the sixteen 

arthritics stated that they did express anger or gave an 

example, while almost all the controls were able to do so. 

This finding was confirmed with a psychodrama tic technique 

in vlhich the interviewer played a store manager to whom the 

subj ect's had to return some faulty merchandise. In these 

vignettes, all sibling controls were seen as expressing 

more anger than their arthritic sisters. 

Using some regular MMPI scales and some which were 

rationally constructed from MMPI items, Moos and Solomon 

(1964b) found that out of 19 scales, arthritic subjects 

scored higher than their non-arthritic sisters on the 
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following: compulsivity-perfectionism, compliance-

subservience, nervousness-restlessness, reserve

introversion, depression, and sensitivity to anger. The 

same subjects were used as in the 1964a study. 
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Cobb, Schull, Harburg and Kasl (1969) explored the 

familial aspects of rheumatoid arthritis by taking three 

extensive interviews of 49 family clusters. This included 

for each cluster, the arthritic subject, spouse, sibling, 

sibling's spouse, one each of maternal and paternal cousins, 

and a person unrelated to the ,arthritic subject. The second 

interview focused on perception of parents, anger,. aggres

sion, and depression, while the third was devoted to marital 

interaction, personality characteristics, and affective 

states. Of the 49 arthritic subjects from a national and 

clinic sample, 34 were women. 

While finding no support for the notion that hered

ity is a factor in the etiology of rheumatoid arthritis, 

they found a number of social and psychological factors 

cornmon to female arthritic patients. In comparing RA women 

with non-RA women, it was found ~hat the RA patients were 

more likely to corne from homes classified as high in "par

ental status stress"--discrepancies on social status indi

cators between mother and father. 

RA women recalled their mother's authority and 

discipline as more unreasonable, severe, irritable, and 
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controlling, while their reaction to what they regarded as 

arbitrary authority was high covert hostility with very 

little overt resistance or aggressiveness. RA women evi

denced unusually high conflict about the expression and 

control of anger and aggressive impulses, and appeared unu

sually high in irritability in comparison to non-RA women. 

While appearing more reactive, they seemed to have the same 

amount of guilt as women without RA. 

In the same study, the marital relationships of RA 

women were observed to be a recapitulation of the "s~atus 

stress" relationships of their parents. Additionally, it is 

reported that anger and aggression appeared to be an inte

gral part of the relationship with the spouse reciprocating. 

The researchers note that m2n married to RA women were more 

likely to have peptic ulcers and that in spite of an ap

parently high mutual hostility, such couples did not differ 

in marital integration, satisfaction, and trust from those 

marriages where no RA and no peptic ulcers were present. 

This suggests a form of adaptation in which psychophysio

logical involvement may playa part. 

In one of the few available studies designed with 

prediction in mind, Moldofsky and Chester (1970) studied 16 

randomly selected patients of which 11 were female. They 

examined the correlation between pain and mood pattern. 

These were assessed twice daily for an average of 36 days 
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through dolorimetry and an adjective checklist which was 

completed by an observer throughout the hospital stay. From 

this work, two pain-mood patterns emerged with distinct 

characteristics. Patients defined as being in a synchronous 

pattern exhibited mood chan~es within an anxiety-hostility 

configuration which closely preceded or was concomitant with 

changes in joint tenderness or pain. Patients defined as 

being in a paradoxical pattern appeared to experience mood 

changes within a configuration of hopelessness-confidence. 

There seemed to be an inverse relationship between joint 

tenderness and hopelessness a.nd patients appeared more con

fident when they were in more pain. In this group observers 

saw hostility infrequently. 

The division seems to have taken place in a way that 

could be categorized as the former being "the bitchy pa

tient" and the latter being "the good patient." Bitchy 

patients can be viewed <somewhat in jest) as those who are 

cranky and difficult to deal with when they are in pain. 

Good patients can be viewed as those who "try hard" and try 

to please the doctor. 

One patient, JM, was studied on four separate occa

sions of readmission to treatment. In the first two of 

these, he exhibited a paradoxical pattern. On the third 

occasion of study, he appeared to be in synchronous pattern. 

The researchers associated this change with prospects of 
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improved financial status and elevated self-esteem within 

his family. Prior to JM's fourth admission, his disability 

pension was withdrawn and thi patient was again assessed as 

being in a paradoxical pattern. 

The predictive value-of this categorizing of pat

terns was tested by reviewing the patients at a later date. 

Moldofsky and Chester, reasoning that the paradoxical pa

tients would fare less well when examined in the long run 

confirmed this hypothesis with a one to two year followup. 

In followup examination seven of eight synchronous patients 

were evaluated on medical, social, and psychological factors 

as doing reasonably well. On the other hand, of eight in 

the paradoxical group, six were found to have managed 

poorly. They anecdotally observe: 

Most apparent was the rigidity of the mood ~tate 

'of this (paradoxical) group. They experienced 

great difficulty in altering their pessimistic 

outlook and seemingly purposeless existence. 

They deprecated attempts of those who tried to 

provide encouragement or significance in their 

lives. This in turn, frequently led to misunder

standings, interpersonal discord, brooding re

sentment with fear of loss of support, which led 

to further distrust and social withdrawal. 

They were the so-called "good patients." A mea

sure of self-worth and recognition seemed to 



have been attained at the expense of being 

perceived as sick and helpless. Whenever 

there was relief from discomfort, they be

came frightened and despaired of being able 

to function satisfactorily. (p. 310) 
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Rothermich and Phillips' (1963) hypothesized that if 

suppressed hostility and overcontrol were personality char

acteristics of people with rheumatoid arthritis, then RA 

would be infrequently found among inmates of state hospitals 

and penitentiaries. In a study of more than 4,000 peniten

tiary prisoners, only nine cases were found. Of 20,000 in

mates from 10 state hospitals, only 24 definite and six 

possible cases were found, while among 1,391 inmates of a 

state hospital for the criminally insane, no cases were 

found. 

In a commentary on the Rothermich-Phillips studies, 

Cobb (1959) concludes that these findings are "far from in

consistent with the notion that rheumatoid arthritis is 

frequently associated with restriction of the expression of 

hostile impulses" (p. 423). 

This research certainly provokes speculation that 

those persons who are less able to control their impulses 

and who act out their hostility are a low-risk population 

for the development of rheumatoid disease. 
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In a series of studies comparing arthritis patients 

with patients suffering from neurodermatitis, low back pain, 

and ulcers, Cleveland and Fisher (1954, 1960) noted that 

when asked what kinds of people they most disliked, ar

thritic patients were more likely than the back pain or 

ulcer group to mention "show-offs" and persons who express 

anger in open and explosive ways. 

Finally, the work of Crown, Crown, and Fleming 

(1975) was designed with prediction in mind. In a study of 

102 patients who responded to the Middlesex Hospital Ques

tionnaire, they found that seropositive patients, generally 

having a poorer prognosis, scored low. The authors inter

preted that as indicating that the disease is less affected 

by external factors in such persons. Seronegatives, they 

observed, tended to score higher, suggesting that psycho

social factors might be more relevant to a subcategory of 

rheumatoid arthritis. They concluded that of the psycho

logical variables related to rheumatoid arthritis, aggres

sion seemed to be one of the most fruitful areas for 

exploration. They additionally suggest that the personality 

changes or factors that may be related to RA may not be 

amenable to simple psychological testing. 

The sampling of literature in this section suggests 

a pattern of personality characteristics, however elusive 

in psychometric analysis, which appear repeatedly in work 
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with patients who have this disease. Of these, hos~ility, 

control, and a seeming lack of congruence was noted. These 

are coupled with what appeared to be a lack of being in 

touch with the body and its needs, as exemplified by over

work and over-exercise. 

A number of investigations suggested that of pa

tients with Rheumatoid Arthritis, women particularly seem to 

have difficulty in dealing with angry feelings. 

A more general question which appears to circum

scribe the reviewed body of research related to anger and 

arthritis is whether styles of coping with anger represent a 

predispositional matrix which may affedt either the onset or 

the course of the disease. 

Despite the varying theoretical backgrounds and 

techniques of investigation which have been brought to bear 

on this issue, there has been some agreement that anger, 

hostili ty, and re'sentment are processes worthy of further 

study. 

Methodological Issues 

Enduring methodological problems have historically 

come from a number of sources in the course of research on 

psychological factors in Rheumatoid Arthritis. These in

clude: differential diagnosis and population matching, 

-lack of sophistication in psychological evaluation 
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procedure~, theore~ical bias of investigators, the normative 

trend in I'esearch, I and lack of replication of significant 

studies. 

R~viewers Icri ticize previously published work as 

frequently not mee~ting minimal scientific criteria for 

research (King, 19 155; Hoos, 1963; Robbins, 1969; Scotch & 

Geiger, 1~62; Wein~r, 1978). 

Irl his criltique, Moos discusses a number of factors 

serving t~) limit the generality of result s and sowing con

fusion in the field. These are: 

11 A lack of background information about patient 

character~stics such as age socioeconomic status, intelli

gence , severity of disease, - length of illness, and type and 

amount of medication utilized. 

2. Considerable difference in the methods and 

theoretic~l orientations of the investigators. 

3. An almost universal lack of adequate control 

groups and replication. 

4. The theoretical handling of a given personality 

trait in ways that: preclude the possibility of its not being 

found; post hoc explanations. 

5. Possible discrepancy between verbal behavior in 

interview (what tflle patient says about himself) and how s / 

he actually behav~s in day-to-day living. 



6. The theoretical assumption of personality pat

terns antedating the onset of the disease without adequate 

substantiation through predictive study (The "chicken-or

egg" controversy). 

7. Emphasis on "negative" personality traits: 

focus on description alone or lack of exploration of adap

tive modes of functioning. 
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The Hoos review points out' repeatedly, however, that 

despite flaws limiting the generalizabili ty of findings, all 

investigators agreed that emotional factors did play a role 

in either the onset or course of Rheumatoid Arthritis. 

Which emotional factors were emphasized seemed to 

depend on the theoretical orientation of the investigator 

as did the general style of the research and the research 

tools chosen. The orientation of a general medical practi

tioner such as Halliday (1941, 1942) might be expected to be 

quite different than that of a psychoanalyst. Representa

tive of the latter approach is the work of Alexander and of 

Ludwig, which has been discussed in Chapters 1 and 2. As 

psychologists entered the picture, their methodologies 

added behavioral and empirical observations such as those 

of Cohen (1949) and Weiner (1952). 

Choice of psychodiagnostic tools has been limited by 

theoretical orientation, by a lack of sophistication in 

general research methods, and by the tardy application of 
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statistical methods to handle problems in the construction 

of appropriate psychometrics. This is evident in the late 

use of discriminant- analysis an'd the naive assumption that 

paper and pencil, as well as structured interview tests 

measured those theoretical constructs which their designers 

hoped they measured. Robbins (1969) comments on their un

certain validity. The use of ancedotal report, interpreta

tion, projectives, and possibly inappropriate use of early 

personality measures exemplify techniques which have been 

called to question. 

Reification of constructs in the study of personal

ity was a common problem. This appears to have been true 

in the pursuit of "anger" or "hostility" in investigations 

of personality factors in Rheumatoid Arthritis. In inves

tigating the same construct, a personality measure used in 

one investigation has rarely been correlated with another 

such measure used in a different investigation. Thus it 

cannot be known whether conflicting findings in such cases 

are no more than artifacts of the measuring instruments 

used. 

But to whisper the names of such problems in re-

search is not necessarily to avoid them. Some of these 

difficulties have probably not been entirely escaped in the 

presently reported work. 



The assumption of homogeneity of populations based 

on medical diagnosis has been inherent both -in the subject 

selection procedures and the choice of normative methods 
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of investigation employed in research on Rheumatoid Arthri

tis. However, criteria for differential diagnosis have 

differed both nationally and internationally, making it very 

difficult to assess the comparability of populations both 

between and within studies. 

Additionally, at first onset of the disease, symp

toms are so vague and non-specific, that they do not provide 

adequate information for differential diagnosis since they 

could be indicators of a number of other diseases as well 

(King, 1955; Weiner, 1978). It follows that patients must 

have had the symptomatology for a long enough period of time 

to provide the kinds of information which would assure ac

curacy of diagnosis, before inclusion in a present day 

study. 

Chronic arthritis has a number of forms, not all of 

which are rheumatoid, and RA, when tracked ever time in each 

patient, has cycles and stages further compounding not only 

the problem of subject selection, but the assessment of 

results as well. 

The question of homogeneity and thus, comparability 

of subjects has arisen in the presently reported work. 

However, since the main thrust of the study has not been 
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normative, many issues discussed in this section have hope

fully been resolved by including as complete information 

about the subjects as possible, in order to further the 

study of individuals. 

A number of "personality" instruments were used in 

the presently reported study in order to provide a broad, 

if imperfect, perspective of subjects' attitudes about and 

awareness of angry feelings and behavior as well as an his

torical feel for the development of their present coping 

style. They are a part of the "net" constructed as an 

indicator of possible change, which will be discussed in the 

instrumentation section. 

Choice of research methods, in addition to being 

limited by theoretical orientation, or perhaps by role in 

working with patients as opposed to "pure" research, has 

been limited historically by traditions and philosophical 

currents in investigation generally. It has been observed 

that the structures of known methodologies themselves have 

served to limit the frontiers of knowledge by shaping the 

course of investigation. 

Philosophy of Investigation 

In the view of the writer, the ultimate test of a 

psychology is how well it can be applied to people. In this 

regard, the issue which emerges as "foreground" is, of 

course, the generalizability of results: How can the 
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research be helpful in expanding our understanding of 

attributes, processes, or procedures for intervention as 

related to a specific target population? Further, how can 

we apply what we have learned to specific individuals drawn 

from that target population? .One pursuit seems to work 

against gains in the other since it is as chancey to gener

alize from the group to the individual as it is to general

ize from the individual to the group. 

Embedded in the above questions is the broader 

philosophical issue, "What is knowledge?" Or, in the epis

temology of science, "How do we know what we know?" These 

have always been questions which are difficult to set to 

rest as we attempt to move from the intuitive to the veri

fiable through experimental methodology. 

According to Kaplan (1964), the aim of methodology 

is to make explicit our understanding of the process by 

which we conduct scientific inquiry--seek knowledge. 

Methodology should merely describe adequately how we seek 

the information we seek rather than "norming" the pursuit 

of knowledge itself. ". . . the criterion. . . is decidedly 

not the question whether everybody's doing it, but the very 

difficult question whether anything gets done by it" 

(p. 25) 

Noteworthy in the history of research des ign in the 

fields of education, psychology, and medicine, has been a 
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frequent emphasis (or norm) on large sample normative study 

and the statistical analysis of group data (Campbell & 

Stanley, 1966; Hays, 1963; Glass & Stanley, 1970). Until 

relatively recently, single case study has often been viewed 

as a relatively unattractive means of gaining generalizable 

information about people. However, the normative approach 

has not met its promise in areas where high variability in 

subject attributes has made it difficult to tease out useful 

information for the application of therapeutic intervention 

to individuals in process. 

Rausch (1974) writes, "The practitioner, whether as 

a producer or a consumer, rejects the traditional model of 

statistical research because it is of no value to him" 

(p. 678). And: 

I would suggest that we scuttle a narrow, 

parochial, outdated definition of research--

one that would eliminate major contributors 

ranging from Darwin to Piaget--in favor of 

definitions appropriate to the natural and 

social sciences and the humanities. (p. 679) 

Even statistical analysis may tend to obscure as 

well as elucidate. 

In taking the position that experimental rigor and 

statistical methods have not served to assist the 



practitioner in his daily encounter with clients, Goldman 

(1978) states: 

.the less rigorous, less technical, 

more info;rmal methods ... would, in many 

instances serve the field better than 

the traditional methods, even for the 

kinds of basic or scientific study done 

by doctoral candidates, graduate school 

professors, and professional researchers. 

(p. 5) 

Adding so~e wit to the general dilemma, Kaplan 

(1964) writes: 

Excessive effort can be diverted from 

substantive to methodological problems 

so that we are forever perfecting how 

to do something without ever getting 

around to doing it. (p. 25) 
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It has been observed that group experiments and N=l 

experiments each in their own way present logical problems 

in generalization (Hersen G Barlow, 1976; Kratochwill, 

1978). Here we have the very "Catch 22" situation which 

initiated this discussion. Group data derived from truly 

random samples present a picture drawn from such a broad 

amalgam of characteristics that it can rarely be applied to 
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specific individuals despite "statistical significCmce." 

Data from single subject research is so highly specific to 

a very few'indiviudals under study, that it is difficult to 

make the logical jump to target populations. 

In the end, each researcher must satisfy his or her 

own conscience and curiosity in choosing methods and pro

cedures. 

Speaking to the issue of rigor, Goldman (1978) sug

gests that certain aspects of the "laboratory method" which 

is so useful in other disciplines, sacrifice the general 

applicability of research findings to the demands of inter

nal validity. While placing a high level of importance on 

internal validity as a necessity in adequate research, 

Kratochwill (1978) notes with philosophical resignation the 

continual pull between considera~ions of internal and ex

ternal validity. The trade-off as described by Goldman has 

been, in the present investigator's opinion, particularly 

deadly in the fields of counseling and psychotherapy, where 

the business at hand is helping individuals. 

In our attempt to control for extraneous effects, we 

overlook the normally operating systems within which indi

viduals learn and function. In an attempt to avoid contani

nation of results, we have historically, told subjects as 

little as possible about our experimenTS. More recently the 



withholding of information from subjects has been brought 

more within the bounds of ethical considerations. 
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As the "Zeitgeist" has moved toward a growing 

recognition ~hat, in fact, all values in research do not lie 

in "stringency" and "rigor", so writers have been willing to 

entertain creative alternatives in research methodology. 

These alternatives reflect the world in which the practi

tioner works--a view of the person in the natural surround

ings and systems of living where she/he loves, feels joy, 

pain, grief, anger, and learns. 

Speaking within the context of single subject 

design, Elashoff and Thoresen (1978) suggest: 

What seems to be in order is a goodly 

amount of experimentation--controlled 

observation and careful analysis of dif

ferent ways to design and analyze prob

lems. Especially needed is a willingness 

to learn from making informative errors . 

. Perhaps we may find ways of synthe

sizing positive features of various 

methods. It is unlikely, however, that 

such progress will be made unless more 

investigators experiment with more op-

tions. (p. 291) 
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The current study garnered a large amount of data on 

a few individuals as a means to uncover new information in 

an area which past research has demonstrated to be stub

bornly intractable. The question was how to pursue knowl

edge related to an hypothesized process, "anger", in a 

population, liRA women", where indiv·iduals are actually 

likely to have very few characteristics in common other than 

those already specified in previous sections of this paper, 

and where a high level of attribute variability in a random 

large group sample would increase the probability of clouding 

any meaningful observations· about discreet individuals in 

the process of change. 

The solution, for this investigator, was to inten

sively study five individuals as opposed to treating 

variability as a general (and impersonal) mathematical 

problem. 

In bringing together widely varied techniques of in

vestigation from several different schools of thought, the 

present work has been an experiment in synthesizing options. 

Summary 

The pursuit of knowledge about the psychological 

aspects of Rheumatoid Arthritis has had as one of its foci 

the notion that anger, hostility, and resentment play some 

unknown part in the disease process as an aspect of the 
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personality of the arthritis patient. This pursuit appears 

to have been entwined in some fundamental issues of research 

methodology and the epistemology of science. 

These issues were discussed in this chapter in 

relation to the presently reported work and studies of his

torical significance in the exploration of anger, hostility, 

and resentment as personality variables in patients with 

Rheumatoid Arthritis were reviewed. 



CHAPTER 3 

METHODOLOGY 

Introduction 

This chapter includes a discussion of research de

sign and implementation. A description of the subjects who 

participated in the study is provided along with the cri

teria and procedures for their selection. The nature of 

psychosocial, demographic, and other data collected about 

them as background information is discussed. The nature of 

the dependent variables and the instrumentation for measur

ing them is reviewed. A detailed account of the procedures 

and their sequence is provided as well as a description of 

data collection, recording, and analysis. A description of 

the counseling designated as "treatment" is provided. 

Research Design 

This study utilized a single subject study design 

which can be considered a time series experiment. Strate

gies for intervention were applied to five women in a 

multiple baseline approach for each subject. 

In contrast with normative study, each subject was 

regarded as a "group" of 1 which was observed longitudinally, 

with many more data gathering opportunities than would have 
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been available in normative study. Thus, for each indi

vidual there was a large "population" of observations which 

can be viewed as a single experiment. 

Figure 1 is a representation of the research plan 

where, ideally, all of the experiments are of exactly the 

same length, and they are initiated sequentially in a time

lagged approach. 

In actual practice, the baseline period (8) varied 

between subjects from two to four weeks. 

The concept of control was demonstrated both through 

systematic replication in a time-lagged approach for these 

subjects, and within subjects by the inclusion of a baseline 

phase durOing which it was hoped that relat i ve stability of 

dependent variables could be demonstrated, thus making each 

subject her own control. 

The ideal replication as discussed by Sidman (1960) 

was considered more stringent than could be attempted when 

working with human subjects in a natural setting. In the 

laboratory much more control can be exerted over parameters 

potentially influencing the results of an experiment. In 

the present research, each woman was subject to environ

mental and other independent variable control only within the 

context of the treatment and data gathering procedures. 

Thus, environmental, social, and other influences not 

specifically within that context were not replicable and 
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could not be held constant either between subjects or within 

each experiment. While this would not be a tolerable vari

ability within the context of the laboratory, it more 

closely approximated what happens in "real life", where 

stringent control of environmental influences may be neither 

possible nor desirable. The direction of treatment and its 

specific content also could not be controlled because of the 

unique history of each subject and her personal goals, ob

jectives, and limitations. 

The notion of reversal played a part in discerning 

experimental control and will be discussed further in the 

data analysis section, related to the difference between 

baseline and treatment, and in the difference discernable 

after the conclusion of treatment. 

Subject Selection 

Subjects were recruited by informing selected med

ical, mental health, and rehabilitation professionals of 

Tucson, Arizona and by providing them with literature writ

ten by the investigator titled, "Taking 'Angry' Lessons." 

This was to be distributed by them to female patients with 

Rheumatoid Arthritis. 

Contributing agencies were the Arthritis Foundation, 

The University of Arizona Health Science Center Department 

of Immunology, and the Youth and Family ·Services Unit of the 

Southern Arizona Mental Health Center. 
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An additional subject was recruited, since the signs 

of her disease were unmistakable, by approaching her initi

ally in a restaurant. 

After hearing of the existence of the study, poten

tial subjects volunteered their participation by initiating 

telephone contact and an appointment was made for individual 

interview. 

Selection of subjects for the study was determined 

by the following factors: 

1. Availability for an extended time commitment. 

2. Ongoing medical supervision. 

3. Diagnosis of " rheumatoid arthritis. 

4. Duration of diagnosis more than 4 years. 

5. Willingness to permit verification of diagnosis. 

6. Willingness to provide blood samples for 

analysis. 

7. Absence of dependency on mood altering drufs, 

including prescribed medications that could be classified 

as narcotics. 

8. Sufficient mobility to permit participation in 

the more physically active forms of treatment such as hit

ting, shouting, and other movement associated with anger 

expression. 

9. Agreement (with the concurrence of their physi

cians) to nc change in their medical regimen for the 

duration of the study. 



10. No other illness which might confound the re

sults of the study or place the subject in undue risk. 

11. A stated willingness to work on anger as an 

issue for personal development. 

12. Accessibility of transportation as well as 

telephone. 

Of the subjects who were interviewed as possible 

participants and who did not participate in the study, one 

was addicted to narcotics, one was unwilling to make the 

time commitment, and one did not have readily accessible 

transportation. 
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Of six subjects initiating participation in the pro

cedures, five completed final evaluation. The sixth 

scheduled elective surgery to take place during the weeks of 

the counseling process. 

Volunteers were provided with a Subject Information 

and Consent form which extensively familiarized them with 

the procedures (Appendix B). 

None of the subjects were acquainted nor did they 

meet during their participation in the study. 



Subject Characteristics 

The following information was gathered about each 

subject and is presented in Appendix C in tabular form: 

1. Family 

Medical History: Family Members Past and 

Present 

2. Marital History 

3. Educational Background 

Subject 

Spouse 

Parents 

Siblings 

Children if any 

4. Employment History 

Subject 

Spouse 

Subject's Parents 

5. Income Level (when available) 

6. Subject Social Activity Level 

Information on birth order and medical history for 

family members was collected and is presented as a supple

mental finding in Chapter 4. 
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Overview of Procedure 

Prospective subjects were given the handout titled, 

"Taking 'Angry' Lessons", at the end of which they were in

vited to inquire further if their interest had been sparked. 

Following their response, an initial interview was 

arranged in which a detailed subject consent form was pre

sented explaining the extent of their participation and the 

possible risks and benefits involved. Where feasible, all 

background information was gathered and testing was done at 

this time. This included a patient interview form, the 

Daldrup-Woods Anger Questionnaire, the Buss-Durkee Anger 

Inventory, the Novaco Anger Inventory, the F.I.T.S., the 

Marlowe-Crowne Social Desirability Scale, and FIRO-B. Sub

jects had the latitude to complete the intake procedure in 

two sessions, if desired. Subjects also were required to 

provide a current Latex Titre and Sedimen~ation Rate, and to 

provide some written proof that their physicians were aware 

of their participation in the study. 

A baseline period of at least two weeks was then 

initiated during which the subject was contacted daily by 

telephone and her responses to specific questions were 

recorded on a daily data sheet. At the conclusion of the 

baseline period, weekly counseling sessions were initiated. 

Daily data gathering continued throughout. 
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As the initial part of the first session, all sub

jects listened to an audio tape which gave positive informa

tion about and directed the listener's attention to anger. 

At the conclusion of the six weekly counseling ses

sions, an appointment was made for a concluding interview. 

When possible this was arranged with a time lag of one week 

with continued daily data gathering. 

During the concluding interview, the subject was 

invited to evaluate her experience and also repeated the 

instruments providing scores used as dependent variables for 

the research. 

Data Collection 

Data collection for this study probed for infor

mation from a variety of perspectives. In this section the 

placement of data collection events and their general nature 

is considered in relation ~o the design for research. 

Pre-Post treatment testing viewed the entire pro

cedure from the beginning of the baseline period to the day 

of final evaluation and retest as an experimental unit. It 

was considered that the telephone interview data collection 

period during baseline, though an information gathering 

tool which would be used throughout the study, was also a 

form of intervention. Thus, this perspective on the study 

did not differentiate between the baseline and treatment 

periods per se. It merely provided guideposts indicating 
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where the subject began in contrast with where she ended-

information on point to point change without disclosing what 

part of the process was influencing change. 

Daily data collection through evening telephone in

terview studied the individual in process. Initiated at the 

beginning of the baseline period, it was continued until the 

day of final evaluation. This provided an opportunity to 

observe differences in the subjects' responses which might 

be attributable to the initiation of the six-week Anger 

Therapy treatment, and to its withdrawal. 

No attempt was made to discern the possible differ

ence in effect of Anger Therapy vs. telephone interview 

alone. 

All background information on the subjects of a 

socio-economic and demographic nature, as well as Family 

Anger History, was collected at the time of pre-testing. 

Relevant clinical description in anecdotal or case 

sum~ary form was compiled during the treatment process. All 

sessions and concluding interviews were recorded on audio 

tape. 

Figure 2 is a representation of the data collection 

plan for one subject. 

Instrumentation 

The garnering of data for this study was accom

plished through the use of two categories of research tools 
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in order to gain needed background information ahd to study 

both process and outcome. These were: 

1. Instruments developed and standardized on a wide 

variety of populations and used as measures of outcome. 

2. Instruments created specifically for the study. 

Tools discussed in this section are those used to gather 

descriptive data and those employed to measure the process 

of change. 

Standarized Measuring Instruments 

The challenge of gathering a large volume of data on 

a small number of subjects dictated the choice of pre-post 

tests as those which could be easily administered as a 

battery, presented no threat to the subjects, could be 

readily understood, and vlhich were transparent in their 

purpose (as much as is possible) so that subjects could feel 

confident that the stated purpose of the study was, in fact, 

the true purpose of the investigator. 

An additional benefit provided by ·these instruments 

was that most offered the opportunity for the subject to 

learn about herself. 

The instruments used were: The Novaco Anger Inven

tory, Buss-Durkee Hostility Inventory, Marlowe-Crowne Social 

Desirability Scale, and the FIRO-B. A comparison of statis

tioal information about these instruments is presented in 

Table 1. 



Table 1. Statistical Data Available for Tests Utilized in this Study 

Instrument 

Novaco Anger Inventory 

Buss-Durkee 

Marlowe-Crowne 

FIRO-Bd 

I 
e 

wI 

C 
e 

C 
w 

A e 

A w 

X 

a 308.3b 323.3 

27.3 c 

13.51e 

5.21 

3.42 

2.94 

4.58 

3.19 

3.54 

a Norming sample of college students 

SD 

45.3 
36.7 

9.2 

4.75 

b Subjects participating in anger control study 

c Washington State University signed sample 

d Harvard University students 

rxx 

. 9SS} 
-.82 

.89 

.76 

.82 

.75 

.74 }.. 

.71 

.73 

.80 

e Northwestern University introductory psychology students 

Coefficient 
Alpha Internal 

Consistency 

Test-Retest 

Coefficient 
of 

Stability 

-.J 
f-' 
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Novaco Anger Inventory. The Novaco Anger Inventory 

was created as an instrument to identify and to demonstrate 

change in college students who had had difficulties with the 

explosive expression of anger. Novaco demonstrated a de-

crease in score as a result of treatment (1975). He used a 

large group of subjects while analyzing the data normatively 

in order' to demonstrate the effects of treatment, in con-

trast to the present study in which five subjects were 

studied intensively and where the intent of treatment, as 

well as the approach to data analysis, was obviously quite 

different. 

The inventory presents 90 stimulus items which focus 

on the kind of incidents which would arouse anger. They are 

rated on a five point scale, with "very much" on the high 

end. The NAI is included in Appendix D.* 

Since this instrument was created for university 

students and was normed on that group, the content was not 

deemed entirely suitably for administration with adult 

women RA patients without some additions. In order to in-

cr'ease the possibility that the range of issues covered 

would tap experiences of female non-students, the F.I.T.S. 

*Since its use in this research Dr. Novaco has revised this 
inventory, removing some items and adding items making it 
applicable for wider use. 



was constructed by the investigator as a supplemental in

strument and will be discussed as an intuitively derived 

test. 
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Buss-Durkee Hostility Inventory. In contrast with 

the Novaco Anger Inventory where the subject is asked to 

scale stimulus items according to how much they arouse angry 

feelings, this widely tried instrument asks the respondent 

what she actually does when she is angry. Stimulus items 

describe behaviors related to anger or what the person 

actually does when angry. They are answered True or False. 

The inventory is included in Appendix E. 

The instrument presents eight scales which are: 

Suspicion, Assault, Verbal, Irritability, Resentment, In

direct, Negativism, and Guilt. At Dr. Buss' suggestion, 

the Guilt Scale was removed when deriving a score for the 

total inventory (1961).* Scores recorded in the present 

research include scales 1-7 only. 

Sample means drawn from three university and three 

psychiatric settings, along with the sub-scale scores ob

tained in the course of the present research are included 

in Appendix E. The total inventory contains 78 items. 

1': and by communication in 1980. 
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Marlowe-Crowne Social Desirability Scale. Titled, 

"Personal Reaction Inventory", was the least transparent of 

the instruments utilized to measure change in this study. 

This well-researched and brief test of 32 items measures the 

construct, "need for approval" (Crowne & l1arlowe, 1961). 

The instrument derives a score from the number of 

times the respondent gives a socially acceptable answer to 

questions which, if answered truthfully, are very difficult 

to answer in a socially acceptable way. Stimulus items are 

answered True or False. People scoring high on this test 

are judged to have a high need for approval. 

The Personal Reaction Inventory is included in 

Appendix F. The possible relationship of need for approval 

to anger expression has been discussed in Chapter-l. 

FIRO-B. The "Fundamental Interpersonal Relations 

Orientation-Behavior" (Schutz, 1978) is a measure of a per

son's characteristic behavior toward others in the areas of 

Inclusion, Control, and Affection, and further examines 

these issues in terms of expressed and wanted scores. 

The test has been available since 1967 and contains 

a total of 54 deceptively simple and seemingly repetitive 

stimulus items. These are rated on a six point scale which 

varies semantically according to which stimulus group is 

being responded to. 



The FIRO-B was used in the presently reported re

search both as an interpretive tool and as a measure of 

change. A copy of the test is included in Appendix G. 

An Intuitively Derived Test 
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F.I.T.S. The "Feminine Ire Test Supplement" (Woods, 

1980) is an inventory of 32 stimulus items which are related 

to concerns thought more likely to arouse anger in women. 

These include items related to marriage, children, parents, 

in-laws, and status and role in the family, as well as other 

issues. 

The test was created to correct what was felt to be 

an inadequacy in the Novaco Anger Inventory which might have 

affected the measurement of change in the "anger awareness" 

dimension. 

Without exception, the results of the F.I.T.S. 

closely followed those of the NAI and thus, have not been 

reported as a separate outcome of the study. 

Its value as a brief instrument in working with 

women is still open to investigation. The F.I.T.S. is in

cluded in Appendix H. 

History Taking Tools Derived for the Research 

Daldrup-Woods Anger Questionnaire. This 20 item in

strument explores the respondent's life experiences related 

to anger, in order to give historical context to her present 
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attitudes, feelings, and behavior. The manner in which it 

is constructed assists in identifying "unfinished business" 

for work in Anger Therapy sessions. Past and present modes 

of dealing with anger are explored as well as probing issues 

revealed in the respondent's recollections of significant 

other's behavior and feelings in this area. 

Responses encouraged on this instrument are in the 

form of written statements of any length. 

The instrument has been administered to an N of 30 

graduate students in counseling at The University of Arizona 

but has not been analyzed to provide any normative data as 

of this writing. A copy of this questionnaire is included 

in Appendix I. 

Patient Interview Form. Information requestp-d on 

this questionnaire includes family history, education, em

ployment history, homemaking history, family illness his

tory, use of medicines, alcohol, cigarettes, and recreational 

chemicals. For many items, the patterns of close relatives 

is also explored. A copy of this questionnaire is included 

in Appendix J. 

Daily Interview Protocol. This single page record

ing sheet was constructed to provide a standard format for 

telephone inquiries related to dependent variables measured 

on a daily basis. It probes for information. related to 

mood, pain, stiffness, anger awareness, anger expressio~, 



as 'defined in the following section. Supplementary data 

are also requested on medications taken and the subject's 

predictions of future condition. Most questions request 

answers in the form of "better", "the same", or "worse", 

than yesterday, and are coded +1, 0, and -1. 
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The format for interviewing was expanded slightly 

following work with the first subject to include a subject 

derived integer rating scale so that a value greater than 1 

could be assigned to responses, in addition to the original 

method of recording. 

Instructions are included so that respondents could 

maintain data recording in the event of telephone communica

tion,failure. Copies of the original and expanded versions 

are included in Appendix K. 

Medical Measures 

The following serological tests were performed on 

blood samples provided by each subject on admission to the 

study and were analyzed by an independent medical laboratory: 

1. Latex Titre 

2. Sedimentation Rate 

These blood tests are commonly used to assist in making a 

medical diagnosis of rheumatoid arthritis in combination 

with other forms of evaluation. 
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Dependent Variables 

Dependent variables utilized in the reported study 

are indirect measures of processes, personality charac~eris

tics, and behaviors that were inferred from the information 

provided by the subjects. 

The subjects' responses to questions about 'their 

attitudes, feelings, and behavior were observed and recorded 

as quantitative data. 

The following dependent variables were used as meas

ures of change: 

Anger 

Pre-Post Measures 

Novaco Anger Inventory scores 

Buss-Durkee Hostility Inventory scores 

Process Measures of Change (Daily) 

,Frequency of Anger Aw'areness 

Frequency of Anger Expression 

Perceived Anger Intensity 

Overall Mood 

Process Measures of Change 

Report of Mood 

Experience of Illness 

Process Measures of Change 

Report of Pain 

Report of Stiffness 



Need for Approval 

Pre-Post Measure 
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Marlowe-Crowne Social Desirability Scale scores 

Inclusion, Control, and Affection 

Pre-Post Measure 

FIRO-B scores 

Process Measures of Change 

The dependent variables explored on a daily basis 

fall into ordinal or interval categories of measurement ac

cording to how the questions were framed. 

Those dependent variables designated as "Repqrt of 

Pain", "Report of Stiffness", "Report of Mood", and "Per

ceived Anger Intensity" were framed as stimulus questions 

which were anchored in the objective reality of a time ref

erence. The subject was asked to compare her experience of 

"today" with that of "yesterday." She was also asked to 

make predictions about the future, although these are not 

included in the presently reported work. 

These reference points, as commonly agreed upon 

units of time, made it possible to both systematize the sub

ject's focus of attention and to make responses comparable 

throughout the reporting period. It also had the advantage 

of making it possible to compare subjects, when desired. 

Rating of these variables was on a completely 

subjective basis. For example, no language reference points 



naming specific emotions or mood states were used for the 

mood interrogative because it was felt that this might in

troduce difficult problems in meaning attribution between 

subjects. 

The only anchor points for each subject were the 

interviewer's focus on pain, stiffness, mood, and anger 

intensity and her invitation for the subject to compare 

today with her recent history. 
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The questions actually asked and the form of re

sponse invited for each, are listed below under the appropri

ate hypothesis number, and associated dependent variable. 

Hypothesis 2.03: Perceived Anger Intensity 

Question. Focus on the intensity of your anger. 

Were the feelings stronger, the same, or less strong than 

yesterday? 

Hypothesis 3.01: Report of Mood 

Question. Focus on your mood and emotions. Are 

they better, the ~ame, or worse as compared to yesterday? 

Hypothesis 4.01: Report of Pain 

Question. Focus on your experience of pain. Did 

you feel better, the same, or worse as compared to yester

day? 



Hypothesis 4.02: Report of Stiffness 

Question. Focus on your experience of stiffness. 

Was your stiffness better, the same, or worse as compared 

to yesterday? 
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Scaling of the responses to these questions is dis

cussed in the following section, along with the inclusion of 

a second question which was asked in order to provide sub

jects with more latitude in response. 

Those dependent variables designated as lIFrequency 

of Anger Awareness ll and lIFrequency of Anger Expression" were 

framed as stimulus questions which required counting as an 

answer. 

The questions actually asked are listed below. 

Hypothesis 2.01: Frequency of Anger Awareness 

Question. How many times did you feel angry today? 

Hypothesis 2.02: Frequency of Anger Expression 

Question. How many times did you express your 

anger? 

Two additional questions were asked related to the 

estimated duration of the longest single incident and"esti

mated total time angry. These results have not been in

cluded as part of the reported research. 



Scaling of Ordinal Data 

As described in the previous section, four of the 

daily stimulus questions were structured to indicate the 

form of response as either Better/Same/Worse or Stronger/ 

Same/Less Strong. These were structured in that manner so 

that they could be coded as +1, 0, -1, thus setting narrow 

limits on subject response. 
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This had the advantage of making the rating data 

visually comparable with the data generated from frequency 

counts. Despite the difference in the formal properties of 

the numbers generated by the two types of data, they were 

each graphically represented in increments of one on both 

axes. 

A disadvantage lay in the poverty of possible re

sponse recording within such constraints, which was ex

perienced by the researcher in working with Subject 01. 

Thus, to add richness to the information being collected, a 

second question was added to the coding of verbal responses 

beginning with Subject 02. This was the following: 

"If yesterday was a zero, what number would 

you assign to the (Better/Same/Worse or 

Stronger/Same/Less Strong) of today?" 

After initially coding her response, the subject 

could then estimate the magnitude of the change, with zero 

as the anchor point in "yesterday." In Chapter 4, this 
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additional information is charted graphically in all figures 

termed "Subjective Integer Scaling." The related charts 

are, of course, the picture of the subject's responses pre

sented by the former or "Limited Integer Scale." 

Data Recording and Analysis 

Data Recording 

The data assembled in the process of this study were 

initially recorded manually and then transferred to five 

inch magnetic discs for use with an Apple II Plus micro

computer. Documentation of all programs created for·data 

storage and retrieval as well as special applications are 

available on request. 

With the exception of FIRO-B, responses to questions 

on standardized instruments are recorded by subject and by 

all subjects' responses to each question, as are subjects' 

responses to daily interrogatories. 

Daily data on medications and over-the-counter pro

ducts ingested as well as data on alcohol consumption were 

recorded. 

Plotting of graphs for daily display involved some 

unusual problems in formatting due to the unequal size of 

baseline periods and consequent differences in total number 

of reporting days between subjects, as well as the unequal 

size of the cumulative response ranges. 

This was resolved, quite uneasily, by making all 

graphs for the same subject the same physical dimensions and 



84 

adjusting the scales on the axes proportionally to fit the 

"size of the paper." The resulting displays make it pos

sible for the same size chart for one dependent variable to 

have three or four times the vertical range of another. 

Thus, careful scrutiny was necessary in order to get a feel 

for the relationships represented between and within vari

ables for any single subject. 

In some cases log scales were used ln an attempt to 

emphasize small values without making larger values un

wieldy. 

For subjects 02 through 05, separate charts were 

erected for each dependent variable where daily interviews 

yielded a'magnitude estimation in addition to a limited 

coding system using only 1 and zero as possible values. 

These charts bear the designation "Subjective Integer Scal

ing" or "Limited Inte.ger Scale" in the text of Chapter 4, 

and in all figures. 

Analysis of Data 

Process measures of change and pre-post measures 

were handled quite differently in analysis. Those dependent 

variables which were reported daily were subjected to visual 

scrutiny according to a set of criteria described below. 

Test scores were subjected to statistical analysis, which is 

also discussed below. 



85 

Analysis of Process Measures of Change. A complex 

statistical analysis was considered but was ultimately dis

carded as neither practical nor as potentially yielding 

greater insights than could be provided by the human brain 

and visual system--by observation. In relying on observa

tion only there was a risk of making errors in judgment by 

accepting an alternate hypothesis when, in fact the null 

form was true. However, at this early stage in investigat

ing these variables nothing was known about how they would 

perform and what kinds of information they would yield when 

subjected to an experimental procedure. 

Of interest was each subject's unique pattern of 

responses. It might be as important to consider apparent 

anomalies occurring in the character of the data flow as it 

would be to consider changes in the general trend. 

Time in the baseline condition was planned to elim

inate the subject's response to novelty and attention in the 

initial telephone interviewing. However, the lack of con

trol over the subject's past and present life experience, 

made the assumption that the baseline data would be neatly 

and clearly different from treatment, a somewhat unlikely 

one. Another possibility considered was that any effects of 

attention might not resolve, thus making any effects pro

duced by treatment more difficult to evaluate. (The 



literature had suggested that women with RA were unusually 

sensitive to attention.) 
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Observation was the only tool used for the analysis 

of process measures of change. A number of criteria were 

employed to make judgments of whether to accept or reject an 

alternate hypothesis to the null forms'originallY stated in 

Chapter 1. 

The following were used as guidelines for making 

judgments about change that might be accounted for as the 

result of the treatment process as recorded in Figures 

through in Chapter 4. 

1. Steepening of slope after the conclusion of 

baseline. 

2. Leveling of slope after the conclusion of base-

line. 

3. Reversal of slope after the conclusion of 

baseline.* 

4. Changes in the pattern of response variability. 

5. Marker responses or seeming anomalies which 

stand out as visually different from the trend, but which 

make some sense because of their timing. 

6. Reversal after the conclusion of treatment.* 

* Suggesting a return to pre-treatment_mode of behavior. 
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7. A pattern of reversals following treatment ses-

slons. 

8. Fairly consistent changes in response magnitude 

corresponding to the treatment time frame. 

9. Changes which seem related in time frame and 

slope to movement in other variables. 

The following were judged as indicating no change as 

a result of the treatment process: 

1. Obviously flat response line or mostly responses 

of "same." 

2. No change in slope between baseline and treat-

ment. 

3. Repeat of a baseline theme with similar angle of 

slope. 

4. Repeat of baseline theme after about a week of 

increased variability with no net change in slope. 

5. No discernable change in response magnitude. 

6. Temporary suppression of variability fullowed by 

repeat of baseline theme. 

Understanding and Interpreting the Reported 
Results: An Aid for the Reader 

The concepts discussed as Process Measures of Change 

in Chapter 3 have been coded with responses of "better" or 

"stronger" represented by plus 1: Responses of "worse" or 

"less strong" are represented by minus 1. Magn·i tude 



estimations produced by sUbjective scaling have similarly 

been coded with their respective positive or negative 

values. 

Thus, l'esponses of "better" or "stronger" always 

produce an ascending slope regardless of the natural logic 

associated with the variables. 
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For example, it seems more natural to think of pain 

in terms of "more pain" or "more intense" when it feels 

worse. Conversely, it also seems more natural to think of 

pain in terms of "less pain" or "less intense" when it feels 

better. 

In the report of the present research that is not 

the case! When a subject experienced mor~ pain on any given 

day, it was reported as "worse" with a negative value. 

When a subject experienced less pain it was reported as 

"better" with a positive value. 

Thus, an ~scending slope is associated with improve

ment or less pain, while a descending slope is associated 

with reports of more pain. 

Analysis of Psychometric Test Data. For each sub-

ject each pair of scores was analyzed separately. 

Had pre-tests and post-tests been given within a 

short interval, any change in score would have been evalu

ated using the standard error of the difference for corre

lated samples. However, because an interval of two months 
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or more had passed between test administrations, changes in 

scores were interpreted using the following procedure. 

A regression equation was derived for each test and 

an expected score was computed for eac~ post-test. It had 

been decided that any post-test score that differed by more 

than one standard error of the estimate fr"om the expected 

score would be regarded as having changed significantly. 

This amounts to setting a confidence level of .3173 

for a two-tailed test; much larger than is usual in most 

hypothesis testing. However, because a one standard error 

difference is customarily accepted as significant in educa

tional testing, and due to the small sample size, a confi

dence level of .3173 was considered adequately stringent in 

the investigator's judgment. 

Nevertheless, a number of score changes did prove to 

be significant at "the usual .05 and .01 significance levels, 

and beyond. The actual significance levels attained are re

ported in Chapter 4. 

In deriving the regression equations, it was neces

sary to make some simplifying assumptions. Standard 

deviations were assumed to be the same for both pre-tests 

and post-tests. In the cases of the FIRO-B and Marlowe 

Crowne Social Desirability Scale, regression equations were 

based on known stability coefficients (test-retest correla

tions). Regression equations for the Novaco were computed 

with coefficient Alphas, a measure of internal consistency 
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reliability. Test-retest correlations are usually found to 

be nearly the same as internal consistency reliability co

efficients when the time span is not too gr~at. 

Description of Counseling 

Counseling was provided in an educational as well as 

in an action-oriented manner. The development of the sub

ject's awareness and expression of anger and emphasis on 

congruence in daily living were its goals. 

Focus was consistent in exploring anger as a posi

tive emotion in face to face counseling sessions, in daily 

data-gathering telephone conversations, and in pre-Anger 

Therapy handouts and an informational tape. Emphasis in 

counseling sessions was on exploring "unfinished business", 

and on expanding awareness of available choices in feelings 

and expressive behavior. 

Information giving was seen as an integral part of 

the learning process along with the more experiential ap

proach provided by gestalt techniques. 

The notion of anger as a potentially positive emo

tion with a range of constructive consequences was 

int!'cduced in the recruitment handout titled, "Taking 

'Angry' Lessons", and in an informational audio tape which 

was heard by each subject at the beginning of the first 

counseling session (Appendix L). Viewed as pre-therapy 

instruction, both handout and tape ctescribe anger 
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(and aggression) as a natural, healthy, and even desirable 

human emotion with links to primitive aggression and SU1'

vival. The energizing function of anger was emphasized. It 

was suggested that a number of unpleasant consequences could 

be the result of suppressing angry feelings and that pos

sible benefits of expression might include a change in per

ception of pain and fatigue levels. An overview of commonly 

held negative views of anger was presented and subjects were 

invited to explore their personal viev's, fears, and feelings 

about anger along with fantasized negative consequences 

which might arise from its expression. 

Prior to the counselin~ sessions, subjects had fur

ther explored their attitudes, feelings and behaviors 

through psychometrics, questionnaires, and discussion. 

The objective of pre-therapy orienting and educa

tional experiences was to gradually help the subjects 

become familiar, and perhaps more comfortable with the 

assumptions of Anger Therapy on a cognitive level and thus 

prepare them for work in the experiential, expressive ther

apy sessions. 

The view of anger as acceptable was maintained con

current with weekly counseling in daily telephone contacts 

in which the subject was encouraged to report incidents of 

anger awareness, expression, and other data. 

The counseling process in the courie of this research 

can thus be more broadly construed as a learning process 
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consisting of events in the design which impacted the sub

ject as a data gathering system, intellectually, kinesthe

tically, and emotionally. All sources or opportunities for 

the development of anger awareness, disclosure in the form 

of "talking about" anger, behavior in the expressive mode, 

and attitude change, have been considered in this section as 

relevant to the more formal counseling sessions. 

Gestalt Anger Therapy 

In the six counseling sessions emphasis was on de

veloping the subject's awareness of anger and its recogniz

able components or signals in her body such as characteristic 

pains, aches, fatigues, tension, and various musculoskeletal 

and visceral signs. This work had actually begun two weeks 

prior to the initiation of therapy with the daily telephone 

structured interviews which focused the subject's attention 

on bodily sensations, anger, and its expression as an every 

day activity. This ongoing self-monitoring, in addition to 

its value for data reporting purposes, was intended to 

ameliorate some of the resistance which might be encountered 

as subjects moved into the potentially more threatening ex

pressive dimension of Anger Therapy in which they would be 

invited to experience anger and express it more fully. 

In the counseling sessions the subject was encouraged 

to observe her style of breathing and increase shallow or 

halting breaths as a vehicle for increasing body awareness 
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and sensitivity to physical sensations and emotions. She 

learned to describe and interpret them in the language of 

feeling. In this way, the subject developed a vocabulary 

for physical and emotional experiences which had previously 

been out of awareness--unrecognized. 

Subjects dealt with old grudges, hurts, and unre

solved issues and resentments as a vehicle for exploration 

of their characteristic style of dealing with anger. Work

ing with such material or "unfinished business" was the 

content of the sessions. Troublesome cognitive material 

related to events or persons was used to create an atmosphere 

for arousal, aggression, and cognitive relabeling of the 

arousal state as anger. Subjects worked on the completion 

of "unfinished business" through increased anger express

iveness. 

Prominent in the work on anger awareness and expres

sion was the "empty chair" technique discussed in Chapter 1. 

The subject was encouraged to express anger both verbally 

(through present-oriented anger statements) and physically 

(through hitting the "empty chair" with an encounter bat). 

While this can be viewed more traditionally as "ventilation" 

or "catharsis", these are inadequate to describe either the 

purpose or the outcome of total organismic involvement in 

Anger Therapy. The purpose is not merely to let off some 

steam, although sometimes this can be helpful. Rather it is 

to move past the customary holding pattern for anger by 
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expressing in formerly forbidden ways; and with the involve

ment of the whole person. 

In Anger Therapy patients frequently can be observed 

to move through the work to a point, "the impasse", where 

the implosive layer is evident. At this point the "holding 

in" or over-control exerts a tremendous internal pressure. 

The individual experiences catastrophic fears of what will 

occur if they actually "let go", changing their habitual 

coping pattern with a new emotional response of unknown con

sequences. She is torn by conflict. She is faced with a 

difficult decision. Is she willing to proceed in the face 

of the catastrophic fear or will she stop the work retaining 

her usual way of dealing with these feelings? When (and if) 

the subject makes the commitment to go on, she moves to ex

plosiveness in which the apparently pent up or controlled 

feelings are expressed fully and eXhaustively. 

New issues are frequently uncovered for work follow

ing such an explosion. These, rather than being further 

"angers ll
, can be related to love, dependency and tenderness; 

and as many other possibilities as humans are different. 

Thus, although the general agenda for the counseling 

sessions as work on anger can be controlled to some extent, 

the content and direction of the sessions varied widely be

tween subjects, as did additional techniques used. 

Additional techniques employed in the course of 

individual counseling included the use of guided fantasy and 
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dreams, discussion of present day social relationships, 

rehearsal of new "anger-expressive" behaviors, contracting 

for experiments with new behaviors in daily living, and the 

discussion and refinement of the "homework" so generated and 

completed. 

Summary 

This chapter discussed the details of the methodol

ogy utilized to approach the research problem. Included was 

a description of the research design, subject selection 

procedures, characteristics of the participants, general 

procedure, data collection, instrumentation, dependent vari~ 

ables; the scaling of ordinal data, the recording and analy

sis of pre-post measures and process measures of change; and 

a description of the counseling provided. 



CHAPTER 4 

RESULTS OF THE STUDY 

This chapter presents the results of the study. The 

subjects have been assigned fictitious names as well as 

their actual experimental numbers. 

Each subject was studied individually, and each is 

discussed in a separate section, with respect to all vari

ables, qualitative information, and related hypotheses. 

Highlights from each case are reviewed, and quanti

tative results are discussed within that perspective or 

context. 

Finally, each hypothesis is again reviewed with a 

summary of results for all sUbjects. 

Supporting data are presented in tabular and 

graphic form and supplemental findings are also included in 

a separate section. Summaries of all socioeconomic and 

demographic data, as well as exerpts from counseling session 

transcripts, are presented in the appendices to provide as 

complete a picture of the subjects as possible. 
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Subject 01: Elaine N. 

Hypotheses Related to Psychometric Performance 

Summaries of pre and post treatment results of psy

chometric testing and statistical analysis are presented in 

Table 2. 

Testing Hypot~esis 1.01. The null hypothesis 

states, "There will bet no change in anger awareness ratings 

between individual pret and post treatment scores on the 

Novaco Anger Inventory as measured by the difference between 

expected and obtained post treatment scores." 

Elaine's pre-~reatment score was 356. Her post

treatment score wa~ 3~3. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 353. 

The Standard Error of the Estimate for this instru

ment dictated that a Gritical value >12.99 was necessary to 

reject the null hypothesis at:the <.32 level of confidence. 

The differenc~ between expected and actually ob

tained post-treatment scores did not exceed 12.99, and thus, 

was not regarded as statistically significant. 

This suggests that the change in the subject's 

score could be accounted for by the passage of time alone 

and was not a true differencei in anger awareness that could 

be attributed to the ~ffects of treatment. Therefore, an 

alternate hypothesis was not accepted. 



Table 2. Psychometric Test Results for Elaine N. 

Test Pre Expected Obtained Difference 

Novaco 356 353.0 353 0 

Buss-Durkee 43 40 36 4 

t1ar lowe- Crowne 3 4.18 7 2.82 

FIRO-B 

I 
4 4.198 3 1.198 e 

I 
8 7.15 4 3.15 w 

C 
8 6.7 2 5.7 e 

C 
7 6.42 6 .42 w 

A 
5 4.838 5 .162 e· 

A 
7 6.78 5 1. 78 w 

~': Standard Error of the Estimate 

SEE~': 

12.99 

5.4 . 

1.71 

2.19 

3.30 

2.19 

2.13 

2.71 

.2.88 

Significant 

no 

no 

yes <.099 

no 

no 

yes <.009 

no 

no 

no 

tD 
co 



Testing Hypothesis 1.02. The null hypothesis 

states, "There will be no change in action-related anger 

responses (expression) between individual pre and post 

treatment scores on the Buss-Durkee Hostility Inventory as 

measured by the difference between expected and obtained 

post treatment scores." 

Elaine's pre-treatment score was 43. Her post

treatment score was 36. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 40. 
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The Standard Error of the Estimate for this instru

ment dictated that a critical value >5.4 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores did not exceed 5.4, and thus 

was not regarded as statistically significant. 

This suggests that the change in the subject's 

score could be accounted for by the passage of time alone 

and was not a true difference in action-related anger re

sponses that could be attributed to the effects of treat

ment. Therefore, an alternate hypothesis was not accepted. 

Testing Hypothesis 1.03. The null hypothesis 

states, "There will be no difference in need for approval 

between individual pre and post treatment scores on the 
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Marlowe-Crowne Social Desirability Scale as measured by the 

difference between expected and obtained post treatment 

scores." 

Elaine's pre-treatment score was 3. Her post

treatm€:1t score was 7. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 4.18. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >1.71 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores exceeded 1.71 and was signifi

cant at the <.099 level. 

This suggests that the change in the subject's score 

was a true difference in need for approval. Thus, an 

alternative hypothesis was accepted. 

Testing Hypothesis 1.04. The null hypothesis 

states, "There will be no change between individual pre and 

post treatment scores on the FIRO-B inclusion, control, or 

affection dimensions as measured by the difference between 

expected and obtained post treatment scores." 

The pre and post treatment scores and Standard 

Errors of Estimate for each of six factors are presented in 

Table 1. The differences between expected and obtained 

scores for five of the factors did not exceed the critical 

values necessary for them to be regarded as significant. 



On the sixth factor, e C (expressed control), 

Elaine's post-treatment score was 2. 
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The expected post-treatment score that could be ac

counted for by the passage of time alone was 6.7. 

The Standard Error of the Estimate for this factor 

dictated that a critical value >2.19 was necessary to reject 

the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores exceeded 2.19 and was signifi

cant at the <.009 level. 

This suggests that the change in the subject's score 

was a true difference in e C. Thus, an alternate hypothesis 

was accepted. 

Hypotheses Related to Daily Treatment Response 

The subject's daily reports of her ratings or fre

quency counts of the variables studied are charted in 

Figures 3 through 8. 

Hypothesis 2.01. The null hypothesis states, "The 

frequency of reported daily anger awareness will not change 

as a result of exposure to the treatment." 

Anger frequency (AF) in terms of incidents of daily 

internal awareness is charted in Figure 3. 

Elaine's baseline period was 21 days. It can be 

noted that for that period, and somewhat beyond, there are 

several spikes which return to the zero level. After day 
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37, there is a notable change in anger frequency. The num

ber of incidents of anger awareness reported rises dramati

cally from zero and remains elevated until day 66, then 

dropping to zero once again. During this period, the high 

points exceed all baseline days and the lows match what were 

high points in baseline. It appears that the subject's 

awareness of anger, in terms of frequency, was displaced 

consistently upward for several weeks of the counseling pro

cess. 

The increase in the reported frequency of anger 

awareness during treatment as compared to the baseline 

period was regarded as sufficient evidence of change to war

rant accepting the alternate hypothesis. 

Hypothesis 2.02. The null hypothesis states, "The 

frequency of reported daily anger expression does not change 

as a result of exposure to the treatment. 

Anger Expression (AFE) in terms of reported inci

dents of outwardly directed expressive behavior, is charted 

in Figure 4. Most notable is the relatively flat baseline 

period extending into the first weeks of the treatment 

phase. This stands in sharp contrast to the previously dis

cussed Anger Frequency baseline, with its spiky appearance, 

and graphically underscores descriptive material which will 

be presented in the following section. That is, the sub

ject's fulminating rage and inability to adequately express 

it. 
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Daily reports of Anger Expression depart from the 

zero level at day 39, returning to it but once until day 66. 

This parallels in time frame the change noted in Anger Fre

quency and suggests that during this period the treatment 

was producing an effect in increasing reported incidents of 

daily anger expression. 

The increase in reported incidents of anger expres

sion during the treatment period as compared to the baseline 

period was regarded as sufficient evidence of change to war

rant accepting the alternate hypothesis. 

Hypothesis 2.03. The null hypothesis states, "The 

reported intensity of daily anger awareness will not change 

as a result of exposure to the treatment." 

Perceived Anger Intensity (PAl) in terms of the sub

ject's rating of her overall daily experience as stronger, 

the same, or less strong than yesterday's, is charted in 

Figure 5. 

Elaine's rating of the intensity of her inner ex

perience appears to have declined steadily during the base

line period with very little variation in response. There 

is a four day upturn of responses of "stronger." PAl then, 

more gradually, continues to decline to day 78. 

There is much more variation of response during the 

treatment phase, suggesting that the subject was making more 

frequent discriminations in her level of PAI than she had 

been and was differentiating intensity more effectively. 
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The proportion of responses of "stronger" had increased as 

compared to the baseline period, as had responses of "same." 

The decrease in the proportion of daily reports of 

"less strong" during the treatment as compared to the base

line period, was regarded as sufficient evidence that the 

subject's perceived anger intensity had changed. Therefore 

the alternate hypothesis was accepted. 

Hypothesis 3.01. The null hypothesis states, "The 

subject's evaluation of daily mood will not change as a re

sult of exposure to the treatment." 

Mood (M) in terms of the subject's rating of her 

overall daily experience as better, same, or worse than 

yesterday's, is charted in Figure 6. 

During the baseline period, a slightly upward trend 

suggests the possible influence of attentional factors in 

the novelty of the telephone technique or an already in

grained response set. This appears to resolve beginning at 

day 20 with six days of no change. Viewing the slope from 

day 26 onward, a steepening can be noted as compared to the 

baseline and no change periods. The slope moves upward, 

though not dramatically, in three distinct scallops which 

roughly correspond in time frame to movement ~n other mea

sures, suggesting that the treatment phase had an effect on 

this variable. There was sufficient response variation 

within the slope to rule out the possibility that Elaine was 



merely repeating an accustomed response or responding out 

of boredom. 
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The increase in the proportion of responses of 

"better" within the same time frame as change in other mea

sures suggests that there was a change in treatment as 

compared to the baseline period. This was regarded as suf

ficient evidence of change in the subject's daily evaluation 

of mood to warrant accepting the alternate hypothesis. 

Hypothesis 4.01. The null hypothesis states, "The 

subject's daily evaluation of pain will not change as a re

sult of the treatment. 

Hypothesis 4.02. The null hypothesis states, "The 

subject's daily evaluation of stiffness will not change as 

a result of the treatment." 

Report of Pain (P) and Report of Stiffness (8), in 

terms of the subject's ratings of her overall daily experi

ence of each of them, respectively, as better, the same, or 

worse than yesterday's, is charted in Figures 7 and 8. 

Elaine's initial responses in the pain dimension 

provide a baseline decline as she describes her condition 

as, "worse than yesterday", most frequen.tly until day 23. 

This decline begins much sooner than that occurring in the 

baseline data for stiffness, where there is a relatively 

level plateau created by days in which the subject reported 

her stiffness as, "same." A comparison of the flow of data 
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suggests that, at least initially, the subject was able to 

rate the two differentially. 

Some variability on both measures occurs at the on

set of the treatment phase. This appears to coordinate with 

the upward movement of the anger measures at days 37-38, 

moving quickly to a series of plateaus which conclude at day 

69 with another upward movement and plateau through the con

clusion of the study, at day 78. There is a noticeable 

similarity in time frame with changes in other measures. 

Though somewhat different in baseline, both measures 

appear to parallel each other fairly closely in movement 

after the initiation of treatment. It can be noted that the 

end point for stiffness exceeds the initial rating point in 

that dimension. Though this could be interpreted as a sign 

of more improvement in that dimension, it has been viewed by 

the researcher as 'an artifact of the more consistent nega

tive evaluation of pain in comparison to stiffness, during 

the baseline period. 

The residual difference in the behavior of these two 

measures following day 22 of the study, is not regarded by 

the researcher as sufficiently great to warrant dealing with 

them as separate and distinguishable results in response to 

treatment for this subject. 

The reversal of the baseline trends followed by 

plateaus, seems to occur in treatment within the same time 

frame as change in other variables. This decrease in the 
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proportion of daily reports of "worse" during the treatment 

as compared to the baseline period, was regarded as suffi

cient evidence that the subject's evaluation of pain and 

stiffness had changed. Therefore, the alternate hypotheses 

were accepted. 

Hypothesis 5.01. The null hypothesis states, 

"Changes in daily report of Anger Awareness, Perceived Anger 

Intensity, and Anger Expression, are not related to changes 

in Pain or Stiffness. 

Movement of Perceived Anger Intensity (PAl) during 

the baseline period most closely parallels that of Pain. 

While PAl is reported more frequently as "less strong" dur

ing this time, Pain (P) is more frequently reported as 

"worse." 

Following the start of treatment, there is more re

sponse variability, initially with a higher proportion of 

responses of "stronger" in PAl and "better" in P, as com

pared to the baseline period. The relatively flattened 

curves parallel each other with somewhat more variability 

in PAl, and an intermittent plateauing in P which, at the 

conclusion of the study, is above ending baseline level. 

The slope of Stiffness (S) in relation to PAl seems 

similar, though more dramatic in its reversal of the base

line trend during the treatment period than is P. 

The correspondence in s~ope between these variables 

during the baseline period suggests a relatedness that 
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continues during treatment with the concurrent changes in 

each measure. A challenge for interpretation is the pos

sible change in form of that relatedness from direct to 

inverse, which is suggested by the reversal in S, and more 

subtly in P, seemingly without such reversal in PAl. 

An increase in Anger Expression CAFE), and Anger 

Awareness CAF) appears to start somewhat later in treatment 

than does change in PAl, P, and S. Both AF and AFE appear 

to coincide most closely with the regions in P and S which 

contain a high proportion of responses of "same"--the 

regions of relative plateau. 

Thus, it appears that the most direct and consistent 

relationship appears to be between Perceived Anger Inten

sity, Pain, and Stiffness, as discussed above. 

However, the manner in which changes PAl, AFE, and 

AF correspond with changes in P and S, suggest that they are 

related. Therefore, the alternate hypothesis was accepted. 

Hypothesis 6.01. The null hypothesis states, 

"Individual subjects will not demonstrate patterns of rela

tionship between report of pain and mood that would classify 

them as either 'synchronous' or 'paradoxical' in their cop

ing style." 

Comparing Figure 6 with Figures 7 and 8, a mildly 

paradoxical baseline trend can be noted. That is, the sub

ject intermittently reported her mood as "better" while 
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consistently reporting her pain as "worse." Reversal of 

trend in Pain and Stiffness after the start of treatment 

appears to bring these responses into synchrony with mood, 

though this effect is more pronounced for Stiffness than for 

Pain. 

In the synchronous pattern, pain was reported more 

frequently as "better" or "the same" corresponding with the 

report of mood as "better"; both graphically represented by 

positive slope (in the case of P, slightly positive). 

Since this subject's pain and mood patterns were 

identifiable first as paradoxical in baseline, then, as 

synchronous in treatment, the alternate hypothesis was 

accepted. 

Descriptive Data, Discussion and 
Interpretation 

Background Information. Elaine N. was a 60 year old 

caucasian married woman who had been diagnosed as having 

Rheumatoid Arthritis when she was 53. 

A medically naive observer would have noted no pro-

nounced deformities or limitations to suggest her medical 

condition. 

Elaine's children were grown and gone, though oc-

casionally still financially dependent. Her husband was 

retired. The couple shared a hobby which had developed 

into a business requiring much people-contact for Elaine, 

while her husband remained largely in the background. 
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Elaine was the third girl of four siblings born in 

her family and was followed into the world by a boy. 

Presenting Problem. This subject presented her 

difficulty with anger as one of continuing and burning 

awareness which was somewhat diffuse in nature. She saw 

herself as not having the ability to adequately, appropri-

ately, and constructively express how she felt. Elaine's 

anger had been a problem for the duration of her marriage. 

She felt ill equipped to change the conditions which angered 

her. 

Her burning awareness and sensitivity to situations 

likely to arouse anger is reflected in her pre and post 

treatment scores on the Novaco Anger Inventory, which are 

respectively just over 1 sigma and at 1 sigma above the mean 

obtained for Novaco's sample of women college students. 

Elaine's scores on this instrument more closely 

resemble those subjects chosen by Novaco as having problems 

with impulsive under-control; this is, explosive outbursts. 

However, Elaine N. actually was not plagued with 

either socially or legally unacceptable outbursts or behav-

iors. She described her controlled and yet fulminating rage 

as keeping her awake and pacing the floor at night, accom

panied by feelings of frustration, powerlessness, and guilt. 

She overate. She intermittently exploded verbally, but only 

with her husband. There were occasional and ineffectual 

marital arguments which never found r~solution. She found 
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it very difficult to be direct in expressing anger to 

friends and other family members. With all she would play 

the role of "understanding mama." 

Elaine's characteristic way of dealing with anger 

arousal is reflected in the baseline data provided by 

Figures 3 and 4. 

While Elaine's overail sensitivity to anger

arousing stimuli did not change as measured by the Novaco 

Anger Inventory, it will be suggested further along that her 

ability to cope with these stimuli in a less personally in

jurious way had improved, as a result of her participation 

in the study. 

Family Anger History. Elaine remembered her early 

family life as filled with marital arguments. While she saw 

her father as generally "mild mannered", she recalled that 

he would explode verbally, accusing her mother of "being 

unfaithful." Her mother would argue with him and then go 

away, leaving the children to their father's care. Elaine 

stated that her mother was gone so much of the time that 

memory of her was vague. 

The subject did not remember expressing anger as a 

child. The feeling she recalled having most was shame, 

though she did occasionally express her anger to her sister. 

Elaine had seen so much fighting between her father 

and mother that she had decided quite young to make her own 

relationship in marriage d~part from that example. She 
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would "swallow" bad feelings. She would be a good, faith-

ful, obedient wife, unlike her mother who had deserted the 

family for a lover when Elaine was young. She had long ago 

decided that she would not express her anger as her mother 

had, and certainly would not leave her marriage. She would, 

"Look at the positive", and, "In order to be liked, not get 

angry or find fault." 

Pre-Treatment FIRO-B Interpretation. A FIRO-B ad-

ministered at the time of admission into the study reflects 

concerns which will be discussed as treatment issues, and is 

included in Table 2. 

The issue of who is to be in control is reflected 

in the closely matched expressed and wanted control scores, 

which are 8 and 7 on a scale where the maximum possible 

score is 9. The scores suggest her conflict or polarization 

between dependence and independence. They seem to reflect 

the conflict between her chosen marital role and her high 

need for self-direction. 

I I Her Inclusion scores (e =4, w =8) suggest that it 

was important for Elaine to feel that she. belonged and that 

she might not have seen herself as being included as much 

as she would have liked. 

The Inclusion and Affection scores together suggest 

a person who might be somewhat reticent in reaching out 

toward others while disproportionately wanting them to reach 



out toward her; thus dooming her to disappointment, and 

feelings of not being valued. 
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Post-Treatment FIRO-B Interpretation. Retest after 

treatment revealed a significant decrease in Elaine's e C 

score. Her expressed and wanted control scores at the con

clusion of the study were 2 and 6. While the change in 

Elaine's wanted inclusion score did not reach statistical 

significance, it had decreased to 4. 

The relationship between these scores seems to 

paint a picture of a woman who had decided to invest more of 

herself in her relationship and was more comfortable with 

her husband's role in taking the lead. The scores further 

suggest that Elaine wasn't seeing herself so much as an out

sider in her own family and was probably feeling somewhat 

more loved and appreciated. 

Treatment Issues. Elaine began by choosing to work 

on two issues. The first was her relationship with her hus

band, who she saw as both passive and under the thumb of his 

older sister. The second was Elaine's relationship to the 

hated (and feared) sister-in-law. 

Elaine saw herself as completely dependent on her 

husband financially. Since only his sister shared financial 

control of the family business and income, Elaine felt 

threatened by the possibility of divorce on her husband's 

death. She fantasized being penniless and powerless--a vic-

tim at the mercy of her "cruel" sister-in-law. She saw 
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herself as having no control over her own future. She saw 

herself as left out of the major workings of the family. 

The co~nitment to work on anger as an issue in 

counseling appeared to help Elaine focus on the above issues 

more sharply as well as uncovering her buried and complex 

feelings toward her mother, who was long-dead. Here she 

explored and expressed her angry feelings, discovered her 

love, and finally expressed her grief and loss. Elaine came 

to identify with her mother and began the process of aban

doning her longstanding determination to be her mother's 

polar opposite. 

Increasing bodily awareness was an integral part of 

this process with all content material. Within eight hours 

after a particularly active session in which Elaine ener

getically expressed anger both verbally and physically, she 

bemusedly reported physical changes via her daily telephone 

interview. She noted relief from a rather persistent pain 

which had been in her neck, shoulder, and arm for many days 

prior to the session. 

Relationship to Other Research Data. The concept of 

"Holding on to anger" was important with this subject. In 

the earliest sessions, she gripped the Encounter Bat, sit

ting motionless until her knuckles turned white, and was 

unable to express anger either verbally or physically. This 

lower level of "response-ability" is reflected in the early 

sections of Figure 4. 
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Finally, at the conclusion of one session, she was 

given a stone small enough to fit in the palm of her hand. 

She agreed to carry the stone around with her everywhere she 

went for the entire week before the next session. When 

Elaine returned, the analogy which haq been experienced 

assisted her in verbalizing her understanding of what she 

had been doing with her anger. That is, she recognized that 

she had been carrying around unnecessary baggage. 

As Elaine's ability to express anger increased, she 

began a more visceral response in the form of belching. 

More and more frequent belching appeared to become an indi

cator which Elaine recognized as her turning her feelings 

outward. She stated, "After I belch it clears my mind. 

I've been belching a lot lately. "In the same tele

phone interview, she also noted that her sleep pattern had 

improved. Elaine's increased awareness and expression are 

notable in the later portions of Figures 3 and 4. 

The decrease in this subject's Buss-Durkee Hostility 

Inventory score was not large enou~h to be regarded as 

statistically significant. However, it echoes the declining 

slope for Perceived Anger Intensity in Figure 5, and sug

gests that she became less irritable and reactive to pre

viously arousing situations, though still aware of them. 

She perhaps saw herself at post-testing as less likely to 

imagine, if not actually do, something hostile. In this 

respect, the reduction of score and declining slope in PAl 
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parallels what would have been expected for Novaco's more 

impulsive subjects who participated in a cognitive therapy 

designed to increase control of anger expression; or rather, 

decrease explosive outbursts. Her post-test score on the 

Buss-Durkee instrument still exceeded the mean for all norm 

groups available as reference, but had been brought within 

the bounds of normalcy. 

The rise in Elaine's Need for Approval score was 

effected by four questions related to the case materials 

presented. Of three questions which were changed to in

crease her post-treatment score, two of these were related 

to resentment and interpersonal unpleasantness (anger), and 

one was related to Elaine's need for recognition as a person 

in her own right. These are respectively questions 21, 32, 

and 3 (Appendix M). 

Ordinarily, one might be led to interpret this sta

tistically significant rise in score as an event suggesting 

that the subject had become more defensive in her denial of 

socially sanctionable behaviors and feelings. However, when 

viewed in conjunction with the other data, and her comments 

in concluding interview, the changes reported in this indi

vidual case suggest that this subject was probably respond

ing truthfully and honestly. She may well have been 

reporting as best she could, within the confines of the 

instruments provided, changes she had obse~ved in herself 

following the weeks of her participation in the study. 
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Relevant Material From Concluding Interview 

Elaine's comments in concluding interview suggest 

that in the course of her participation in the study, she 

had changed her attitude about anger and its expression, had 

become aware of her need to be in control, had owned a part 

of herself that wanted recognition, had made the connection 

between the suppression of her feelings and subsequent ar

thritic discomfort, and had even dared to accept herself 

more, as well as being more accepting of others. 

Excerpted comments and interactions which were drawn 

from the transcript of the subject's concluding interview 

are presented in Appendix M. 

Summary and Discussion of Findings for Elaine N. 

Summary. For this subject all measures of anger' . 

which were taken on a daily basis demonstrated change during 

treatment. Examination of the graphs of these variables 

indicated a relatively clear time period within which most 

of the effect was produced. This was signalled by differ

ences in the character of the data after completion of the 

baseline period and initiation of the Anger Therapy treat

ment. 

Those variables termed Frequency of Anger Awareness 

(AF) and Frequency of Anger Expression (AFE) increased dur

ing treatment. 
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Perceived Anger Intensity (PAI) moved in the oppo

sit~ direction, for this subject, gradually decreasing 

through the course of treatment till it was beyond ending 

baseline level. 

Report of Mood demonstrated a slightly upward trend 

in baseline which was further accentuated in the treatment 

phase, by more frequent responses of "better" than yester

day. 

Report of Pain (P) and Report of Stiffness (S) 

yielded a descending slope in baseline indicating a more 

frequent response of "worse" than yesterday. This trend was 

noticeably changed during treatment. 

Change on the Novaco Anger Inventory and Buss

Durkee Hostility Inventory was not found to be statistically 

significant. As measured by these instruments, her aware

ness of anger and anger expression had not changed. 

A rise in post-test score on the Marlowe-Crowne 

Social Desirability Scale was statistically significant. As 

measured by this instrument, her need for approval had 

changed. An alternative explanation for her rise in score 

lay in analysis of the items which raised her score. These 

were anger-related and in view of her work in treatment 

suggested a change in her level of irritability which could 

be regarded as positive. 
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Based on the observed movement of the Pain and Mood 

variables, Elaine appeared to have initially had a paradoxi

cal coping style which was brought into synchrony by the 

treatment. 

There appeared to be a relationship between the 

daily anger measures and pain and stiffness. The most con

sistent relationship was suggested by Perceived Anger Inten

sity, moving concurrent with Pain in negative baseline slope 

and changing concurrent with Pain (and Stiffness) in plateau 

and reversal of trend during the treatment period. 

Discussion. AFE as compared with the other daily 

anger measures confirms the picture of initial, and more 

characteristic internalization, which gradually moved to

ward more frequent awareness, expression and less per

ceived intensity. 

The movement of these variabl~s suggests that the 

subject was aware of her anger more often, and was expres

sing it more frequently. Nonetheless, she was describing 

the intensity of her inner-experience, more frequently as 

"less strong" when compared with yesterday's experience. 

A comparison of the daily data with the pre and post 

treatment psychometric data suggests that while Elaine's 

rating of potentially anger-arousing situations had not 

changed, her response, in terms of internal intensity, 

awareness, and mode of expression had, in fact, been al

tered. Though her change in Buss-Durkee score was too 
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moderate to have been regarded as statistically significant, 

the direction of the change lends credence to the notion 

that she was dealing with anger as differently as the daily 

anger measures and her own report described. 

Elaine was letting her anger out in smaller chunks 

more frequently, instead of letting it eat away at her, 

disturb her sleep--instead of saving it up for big explo

sions, or even pain. 

Some speculation seems in order regarding the pos

sible relationship between changes in the subject's 

evaluation of the intensity of her inner-experience (PAl) 

and changes in her report of pain. 

Pain and stiffness demonstrated a reversal in trend 

during the treatment period, with a plateau region roughly 

corresponding to increased activity in anger measures, AF 

and AFE. These reversals of trend and plateaus suggest that 

for this subject, a change in perception of pain and stiff

ness had occurred that might in some way be related to in

creased anger awareness, expression, and possibly more 

directly to perceived anger inter.sity. 

For this subject, responses of "worse" in the pain 

dimension coincided closely with responses of "less strong" 

in the perceived anger intensity dimension during baseline 

and continued to follow this pattern as the trends showed 

some reversal. Tovlard the conclusion of treatment there 
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were signs of the relationship shifting to an inverse one. 

This was more prominent in S than in P. 

From the commonly accepted negative view of anger, 

it might have been expected that Elaine's report of mood 

would have been more frequently rated as "worse" than yes

terday, through the treatment period when anger was -being 

expressed more frequently. However, quite the reverse_was 

demonstrated by this subject, suggesting that increased 

awareness and expression had a salutory effect on Elaine's 

more general daily assessment of her psychological well

being. 

Subject 02: Alice T. 

Hypotheses Related to Psychometric Performance 

A summary of pre and post treatment results of test

ing and statistical analysis is presented in Table 3. 

Testing Hypothesis 1.01. The null hypothesis 

states, "There will be no change in anger awareness ratings 

between individual pre and post treatment scores on the 

Novaco Anger Inventory as measured by the difference between 

expected and obtained post treatment scores." 

Alice's pre-treatment score was 317. Her post

treatment score was 325. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 316.&. 



Table 3. Psychometric Test Results 

Test Pre Expected 

Novaco 317 316.63 

Hoods F. 1. T . S. 

Buss-Durkee 31 30.3 

MarlOi-le-Crowne 5 5.96 

FIRO-B 

I 
4 4.198 .e 

I 
7 6.4 w 

C 
4 3.74 e 

C 
4 4.29 w 

A 
4 4.108 e 

A 
5 5.18 w 

;': Standard Error of the Estimate 

for Alice T. 

Obtained Difference 

325 8.37 

32 1.7 

8 2.04 

3 1.198 

6 .4 

5 1. 26 

3 1.29 

2 2.108 

6 .82 

SEE;'; 

12.99 

5.4 

1.71 

2.19 

3.30 

2.19 

2.13 

2.71 

2.88 

Significant 

no 

no 

yes <.233 

no 

no 

no 

no 

no 

no 

I-' 
tV 
co 
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The Standard Error of the Estimate for this instru

ment dictated that a critical value >12.99 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores did not exceed 12.99, and thus, 

was not regarded as statistically significant. 

This suggests that the change in the subject's score 

could be accounted for by the passage of time alone and was 

not a true difference in anger awareness that could be at

tributed to the effects of treatment. Therefore, the alter

nate hypothesis was not accepted. 

Testing Hypothesis 1.02. The null hypothesis 

states, "There will be no Change in action-related anger 

responses (expression) between individual pre and post 

treatment scores on the Buss-Durkee Hostility Inventory as 

measured by the difference between expected and obtained 

post treatment scores." 

Alice's pre-treatment score was 31. Her post

treatment score was 32. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 30.3. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >5.4 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 



The difference between expected and actually ob

tained post-treatment scores did not exceed 5.4 and thus, 

was not regarded as statistically significant. 

This suggests that the change in the subject's 

score could be accounted for by the pass~ge of time alone 

and was not a true difference in action-related anger re-

sponses that could be attributed to the effects of treat-
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ment. Therefore, the alternate hypothesis was not accepted. 

Testing Hypothesis 1.03. The null hypothesis 

states, "There will be no change in need for approval be-

tween individual pre and post-treatment scores on the 

Marlowe-Crowne Social Desirability Scale as measured by the 

difference between expected and obtained post treatment 

scores." 

Alic~'s pre-treatment score was 5. Her post-

treatment score was 8. 

The expected post-treatment score that could be ac-

counted for by the passage of time alone was 5.96. 

The Standard Error of the Estimate for this' instru-

ment dictated that a critical value >1.71 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob-

tained post-treatment scores exceeded 1.71 and was signifi-

cant at the <.233 level. 
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This suggests that the change in the subject's score 

was a true difference in need for approval. Thus, the al

ternate hypothesis was accepted. 

Testing Hypothesis 1.04. The null hypothesis 

states, "There will be no change between individual pre and 

post treatment scores on the FIRO-B inclusion, control, or 

affection dimensions as measured by the difference between 

expected and obtained post treatment scores." 

The pre and post treatment scores and Standard 

Errors of the Estimate for each of six factors are presented 

in Table 3. 

The difference between expected and actually ob

tained post-treatment scores for each of these factors did 

not exceed the critical values necessary for them to be re

garded as statistically significant. 

This suggests-that the changes in the subject's 

scores for these factors could be accounted for by the pas

sage of time alone and could not be regarded as a true 

difference in inclusion, control, or affection. Thus, the 

alternate hypothesis was not accepted. 

Hypotheses Related to Daily Treatment Response 

The subject's daily reports of her ratings or fre

quency counts of the variables studied are charted in 

Figures 9 through 18. 
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Hypothesis 2.01. The null hypothesis states, "The 

frequency of reported daily anger awareness will not change 

as a result of exposure to the treatment." 

Anger Frequency CAF). in terms of incidents of daily 

internal awareness is charted in Figure 9. 

Alice's baseline period was 21 days. Treatment 

began on day 22 with the last session taking place on day 

56. 

This subject displayed, "good patient", behavior 

which will be discussed in a following section. This con

sisted of early reporting of anger awareness during the 

baseline period. 

Viewing the data flow after the start of treatment, 

a change can be noted in the proportion of anger to no anger 

responses which suggests an increase in AF during the treat

ment period, despite the baseline "pleaser" responses. 

The increase in the frequency of incidents of anger 

reported in treatment as compared to the baseline period 

was regarded as sufficient evidence that the subject's anger 

awareness had changed. Therefore, the alternate hypothesis 

was accepted. 

Hypothesis 2.02. The null hypothesis states, "The 

frequency of reported daily anger expression will not change 

as a result of exposure to the treatment." 
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Anger Expression (AFE) in terms of reported inci

dents of outwardly directed expressive behavior, is charted 

in Figure 10. 

Most notable is the relatively flat character of 

this chart in comparison to Figure 9. This contrasts over

all, the difference between Alice's awareness of anger and 

her "response-ability." 

The similarity of the baseline period through day 

21, as compared to the period following day 49 suggests that 

a reversal has taken place following the major portion of 

the treatment. The contrast between these periods and the 

treatment phase is marked by the low level of anger report

ing which seems to occur once per day, on a proportionately 

greater number of days, then appearing to return to the 

baseline style after day 49. 

The marked difference in trend during treatment as 

compared to the baseline period suggests that the treatment 

has produced an effect. The reversal ind~cated by a seeming 

return to the baseline response pattern near the conclusion 

of the treatment offers confirmation of this change but 

suggests that the change was not permanent, and that the 

subject would probably return to her former way of coping 

with anger when the treatment was withdrawn. 

These observed changes in the character of the. data 

were regarded as 'sufficient evidence that the frequency of 
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the subject's anger express~on had changed during treatment. 

Therefore, the alternate hypothesis was accepted. 

Hypothesis 2.03. T~1e m,lll hypothesis states, "The 

reported intensity of daily anger awareness will not change 

as a result of exposure to -the treatment." 

Perceived Anger Intensity (PAI) in terms of the sub

j ect' s rating of her overal:l daily experience as "stronger", 

"the same", or, "less stron~", than yesterday's is charted 

in Figures 11 and 12. 

In Figure 12, the subject was given the latitude to 

create her own integer scale based on what she saw as the 

size of perceived d~fferences, while in Figure 11, she was 

limited to one and zero as choices. 

When permitted to use integers larger than one, 

regardless of sign, the perceived magnitude of difference 

steepens the vertical ascent of! the chart dramatically. Up

ward movement produced by sUbjective scaling creates a slope 

in Figure 12 which ascends to five times the height of 

Figure 11. 

The baselines in bath figures seem fairly stable 

through day 13 but anticip~te the start of treatment by 

moving upward following th~ ini~ial two weeks. The change 

in slope levels out after ~he fifth week of treatment, 

roughly coordinating with ~FE. The proportion of responses 

of II stronger" had increaseq as Icompared to the first two 

weeks of the baseline periqd. 
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The increase in the proportion of responses of 

"stronger" within the same time frame as changes in the 

frequency of anger expression and the increase in the sub

ject's estimates of response magnitude were regarded as 

sufficient evidence that the subject's perceived anger in

tensity had changed. Therefore, the alternate hypothesis 

was accepted. 

Hypothesis 3.01. The null hypothesis states, liThe 

subject's evaluation of daily mood will not change as a 

result of exposure to the treatment." 

Mood (M) in terms of the subject's rating of her 

overall daily experience as "better", "the same", or-"worse" 

than yesterday's, is charted in Figures 13 and 14. 

In Figure 14, the subject was given the latitude to 

create her own integer scale based on what she saw as the 

size of perceived differences, while in Figure 13, she was 

limited to one and zero as choices. 

In neither approach does the slope change substan

tially between baseline and treatment, though the broader 

opportunity for scaled response in Figure 14 does create a 

slope almost twice the height of that in 13. 

The positive slopes were attributed to possible psy

chological factors independent of the treatment which pre

disposed the subject to reporting her mood as predominantly 

"better." 
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Though the subject predominantly reported her mood 

as "better" no change in mood was noted that could be at

tributed to the treatment. Therefore, the alternate 

hypothesis was not accepted. 

Hypothesis 4.01. The null hypothesis states, "The 

subject's daily evaluation of pain will not change as a 

result of exposure to the treatment." 

Hypothesis 4.02. The null hypothesis states, "The 

subject's daily evaluation of stiffness will not change as a 

result of exposure to the treatment." 

Report of Pain (P) and Report of Stiffness (S), in 

terms of the subject's ratings of her overall daily experi

ence of each of them respectively as "better", "the same", 

or "worse" than yesterday's is charted in figures 15, 16, 17 

and 18. 

Alice's initial responses in the Pain dimension pro

vided a baseline decline as she more frequently described 

her condition as "worse" than yesterday until days 17 to 21. 

The decline appears more pronounced in Figure 16, where the 

latitude provided by Alice's creation of her own integer 

scale increased the angle of slope. 

This baseline decline stands in sharp contrast to 

the Stiffness baseline, where the majority of the responses 

were "the same", yielding a virtually flat line. 

Some variability in the Pain dimension anticipates 

treatment beginning at day 17. The series of counter-trends 
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established where the proportion of "better" responses in

creases, are emphasized in Figure 16. These continue until 

the fifth week of treatment where, at day 43, the trends 

conclude in a plateau region of no net change through day 

61. 

Following the conclusion of the baseline phase, re

sponses in the Stiffness dimension were markedly "the same" 

regardless of scaling. This suggested that no change had 

occurred in Stiffness that could be attributed to the treat

ment. Therefore, the alternate hypothesis was not accepted. 

The increase in the proportion of responses of 

"better" and "same" in treatment as compared to the baseline 

period was regard~d as sufficient evidence that the sub

ject's evaluation of pain had changed. Therefore, in refer

ence to Pain the alternate hypothesis was accepted. 

Hypothesis 5.01. The null hypothesis states, 

"Changes in daily report of Anger Awareness, Perceived Anger 

Intensity, and Anger Expression will not be related to 

changes in Pain or Stiffness." 

In the.third week of the baseline period, PAl and 

Pain appear to move into a negative relationship which re

mains in close correspondence throughout the treatment 

period. That is, pain is more frequently reported as 

"worse" while PAl is more frequently reported as "stronger". 

The relationship moves into an area of increased variability 
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in both dimensions during treatment and concludes in plateau 

regions which follow the same time frame. 

An increase in the number of days on which Anger 

Expression is r~ported occurs correspondingly during the 

treatment period. 

The form and variation of inner trends in these di

mentions suggests that their relationship may be more com

plex than is indicated by the direction of the overall 

trends. 

Anger Frequency generally follows the trends of the 

other variables with an increase in the report of anger 

awareness in the same time frame. 

The region of closest correspondence between Pain 

and the anger variables appears to be during the latter 

weeks of treatment. 

The manner in which changes in Pain correspond with 

changes in PAl, AFE, and AF suggests that they are related. 

Therefore, the alternate hypothesis was accepted. 

Hypothesis 6.01. The null hypothesis states, "Indi

vidual subjects will not demonstrate patterns of relation

ship between report of Pain and Mood that would classify 

them as either "synchronous" or "paradoxical" in coping 

style." 

Comparing Figures 15 and 16 with Figures 13 and 14, 

a paradoxical relationship between Pain and Mood is evi

denced in baseline by the frequency of responses of "vwrse" 
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in the former and "better" in the latter. This lack of 

synchrony persists through the treatment period, generally 

identifying Alice's coping style as a paradoxical one, since 

~er mood ascends in slope while pain descends. Therefore, 

the alternate hypothesis was accepted. 

Descriptive Data, Discussion and 
Interpretation 

Background Inform~tion. Alice T. was a 41 year old 

Caucasian, divorced woman with two children. A 15 year old 

boy lived with his father in another state and an 18 year 

old daughter resided with her. 

Alice had been diagnosed as having Rheumatoid Ar-

thritis when she was 32 years old. A medically naive ob-

server would have noted no pronounced deformities to suggest 

her medical condition. Casual observation would have noted 

nothing abnormal about the subject's joints or her range of 

motion in general, every day activity. She occasionally 

would limp, but even this was unexaggerated, and she ap-

peared otherwise unrestricted. 

Alice's ex-husband was a clinical psychologist. She 

had earned an M.S.W. degree some years before her partici-

pation in the study and was employed full-time as a social 

worker. Alice had been continuously employed for about five 

years and current with the study, remained employed. 

Alice was perhaps the most psychologically sophis-

ticated and experienced of the subjects studied. She saw 
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personal counseling experiences and group participation as a 

necessary part of her growth and professional maintenance. 

Consequently, she had been a participant in Gestalt groups 

and individual counseling as well as having had the sophis

tication br9ught to the experiment from her own work as a 

therapist. 

Alice was the oldest of four siblings born in her 

family. The second child entering the family was a boy who 

was then followed by fraternal twins. 

Presenting Problem. Alice mentioned having had some 

personal counseling in the past which involved anger as an 

issue. She saw herself as more facile in expressing anger 

than she used to be, but stated that she now wanted to ex

plore herself further with anger as the primary focus. The 

subject identified both work and social situations in which 

she found it very difficult to express her, "irritation", or 

anger. She saw herself as avoiding it frequently and be

lieved this to be detrimental to her personally as well as 

hindering her ability to work with patients as a therapist. 

Alice described her usual handling of anger in the 

following way: "I have to work hard at being direct about 

it. Rather than dealing directly with the person, I com

plain to other people about it. I try to eliminate things 

from my life that I typically get angry about. Sometimes I 

realize in retrospect that I was angry but didn't recognize 

it at the time. The intensity has to be great enough for me 



to recognize it. Sometimes I have a feeling that I don't 

even recognize as anger." 
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Alice had a therapist's understanding of how she 

"should" be handling her anger. Yet she found herself 

avoiding confrontation when she had prescribed expression 

for herself. She was usually unable to express the anger 

she was feeling even when aware of it, except with great ef

fort and as a contrived or well thought out gesture. 

She commented, "I can indicate (anger) facially and 

vocally in a calculated way." 

More frequently she would become silent, not giving 

any indication of her anger that could be perceived by 

others. 

It was very important to Alice that she be respected 

as intelligent and rational. She would defer any spontane

ous expression until such time as she could "feel more 

rational." She acknowledged that occasionally she would cry 

and scrp.am, and that she used to slam doors and divert her 

energies into cleaning and scrubbing, but added that for the 

most part, those behaviors were a thing of the past~ 

Alice would feel resentful if she saw herself as 

being manipulated, told what to do, or discounted. She saw 

such situations as insults to her intelligence and potential 

battles over who would be in control. 

Family Anger History. Alice recalled her parents as 

priding themselves in never fighting. Her father, though 
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frequently away from home until she was seven, was remem

bered as handling his anger alternately by withdrawing 

<storming out the door) or by punishing her physically. She 

saw him as dominating the household. 

Alice didn't remember ever seeing her mother angry. 

Her mother was described as very passive, submissive woman 

who let Alice's father "grind her into the ground." Al':" 

though her mother was never anger-expressive with dad, she 

more than once switched Alice with a hickory stick as pun

ishment for her transgressions, and carried tales of Alice's 

wrongdoings to him when he came home. 

The range of behavior which was seen as acceptable 

in Alice's family was very narrow. She was not permitted 

to talk back. She was not permitted to express angry feel

ings. The subject recalled her father's theory of child 

rearing as, "If you break a child by the time they're two, 

then you don't have to worry about it." 

Alice was permitted to cry, however. Since she was 

afraid of losing her father's love, she soon learned to hide 

her anger and cry instead. She learned that if she cried 

more quickly' when punishment was given, then punishment 

would stop, as if in response. She also learned to be de

cei tful. 

Her secret self was unacceptable to the family. 

This was the self that felt emotions richly and strongly. 
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Of those days Alice commented, "I was broke!" She 

learned to cry without making any noise. She learned that 

expressing anger was not the way to get loved. 

That could only happen from being a "good girl", 

crying, or suffering silently. 

Needless to say, Alice decided not to express anger 

"because it was too risky" and she carried that decision 

into adulthood and her marriage. 

Her need to please led to her choice of a husband-

someone who the family would approve of. Alice recalled 

that she managed to avoid an honest confrontation with her 

husband, though sensing that he was angry, for two years 

prior to their divorce. 

Since her divorce Alice still carried a blueprint 

which told her how she should behave if she was to be re

spected, accepted, and loved. She still would not express 

.anger except in the most extreme circumstances and when it 

was far too late for it to accomplish anything constructive. 

Alice practiced "assertiveness" as a rational ref

uge from anger expression and cloaked her unfinished deal

ings with anger in more pleasant forms of interpersonal 

control. 

Pre-Treatment FIRO-B Interpretation. A FIRO-B 

administered at the time of admission into the study re

flects concerns which will be discussed as treatment issues, 



and is included in Table 3, along with her post-treatment 

scores on this instrument. 
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The relationship between Alice's expressed and 

wanted Inclusion scores echoes her concerns about being ac

cepted and respected by others. Her vigilance or sensitiv

ity to disrespect, discounting, or signs of being left out, 

ignored, or rejected have already been reviewed in a pre

vious section. 

In the area of Control, Alice's scores suggest an 

apparent confidence in her ability to defend herself against 

unreasonable invasiQn. Though concerned about it, she could 

exert some control of her own. She could tolerate a moder

ate amount of strength, or expressed control in others, so 

long as it could be interpreted by her as being on a re

spectful and equalitarian basis. Her sensitivity to criti

cism and "put-downs" set limits to that tolerance. 

Alice's moderate scores in Affection, combined with 

her Inclusion and Control scores suggest that her ability to 

be vulnerable enough to communicate and implement her rea

sonable affectional needs might be limited by her concerns 

about being accepted and her level of tolerance for others 

who she might see as attempting to exert unwanted control 

over her. In fact, her lower expressed Inclusion score 

seems to reflect her need to have an escape hatch--to with

draw herself from contact when a conflict over control goes 

beyond her level of tolerance, by striking a pose of 
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casual independence which belies her actual need to be ac

cepted and loved. 

Post~Treatment FIRO-B Interpretation. Alice's post

treatment FIRO-B scores did not change in any of the dimen

sions to a degree that could be interpreted statistically as 

a "true change" rather than the effect of chance factors. 

However, the relationship of her expressed and 

wanted Affection ,scores had changed so that she appeared 

much more cautious and unrealistic in her expectations of 

others than in the pre-treatment profile. 

Treatment Issues. Alice began her first session by 

describing the influence that the pre-treatment daily 

telephone interviews (baseline) had had on her awareness and 

behavior. She described the interviews as sensitizing her, 

and she related incidents of overtly expressing her anger 

directly to people at work. She vividly recalled one person 

quipping, "Isn't she cute when she gets angry!" She had 

never permitted anyone in that context to see her angry and 

in taking that risk was diligent in her initial attempt to 

be a, "good pat ient . " 

The "good patient" theme continued to be evidenced 

in her looking to the cou~selor for clues as to what was 

expected of her. Her confluence was difficult to avoid 

since it seemed clear that she would do exactly what was ex

pected of her in order to "please" or "succeed." 
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This first issue became more open resistance in the 

following session, when she saw the counselor as being like 

her father who had such high standards. She saw the coun

selor as saying she was "not doing it right." She became 

annoyed and angry at not being able to find, and not being 

given, the formula for pleasing. 

The issue of who wa~ to be in control emerged as 

first, Alice was given free rein in guiding her own fantasy, 

and then, when her pastoral scene remained empty of people, 

she resisted suggestion from the counselor. A man entered 

her fantasy and she ejected him promptly. 

The resolution came in the image of a person with 

whom she had neither struggled over control nor tried to 

gain favor. She felt no anger toward her grandfather. 

Though a commitment to work on anger was part of the 

contract for participation in the study, Alice first re

discovered her grandfather and expressed her love and grief. 

She unexpectedly encountered the, now dead, country doctor 

who had loved her unconditionally and had been her playmate 

until, when she was seven, her family moved away leaving 

him behind. 

It was granddad who came walking up the lane in her 

fantasy to create a doorway through her love and her grief, 

into her anger at the men she had known who she saw as being 

too much like her father .. Alice grieved for her granddad, 



remembering his long, thin fingers, and seeing the gold 

watch and chain he'd entertained her with on his knee. 

157 

He was the hero she had looked for, hopefully, in 

men, without even knowing that her "great friend" had been 

the model for the man who would accept her as she really was 

and be her hero in adult life--who would be there without 

conditions. 

Alice expressed anger toward the specific men who 

had failed to live up to her expectations. She saw them as 

wanting her to be "I-Jeak and needy" for them, when she was 

aggressive and independent. Alternately, when a man ac

cepted her as strong and independent, she felt unable to get 

support and nurturing when she wanted it. 

In Alice's pursuit of her "hero" fantasy, the image 

she had presented to the men who had been significant as 

partners in her adult life had defeated her wants and needs. 

In her polarization between dependence and independence, and 

her concern over being controlled, she had rejected what she 

saw as the "weak and needy" side of herself. Alice identi

fied this too closely with her mother's passivity and silent 

suffering. 

Still unresolved for Alice at the conclusion of 

treatment, was her limited awareness of her mother's posi

tive qualities. She was unable to accept within herself the 

ways in which she was like her mother. 
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Alice expressed her anger at her mother for her pas

sivity, for failing to nurture her the way Alice wanted to 

be nurtured, and for not protecting her from dad's strict 

standards. She became aware of and appreciated the ways her 

mother did show her love and nurturing" and she appreciated 

her mother's gentleness. 

But mother had "gone crazy" in her declining years 

and was institutionalized. Alice feared the possibility 

that she could be like her. 

Alice's need for nurturing developed as a thread 

throughout her work. Her denial of that want was exposed in 

the way she drove herself physically. She seemed initially 

to have been regarding her body as an adversary. She would 

not respond to the physical signals of her arthritis by 

slowing down when she felt pain and fatigue, in order to 

give herself some needed rest. 

She observed in retrospect, "I pushed myself until 

my body just stopped--not that! was willing!" 

Relationship to Other Research Data. Throughout the 

treatment Alice was encouraged to take care of herself, with 

sp~cific observations and discussion of her behavior, pre

dictions, and pain sequences. It was discovered that Alice 

had been predicting that she would feel physically awful 

every time she anticipated having a good time. The data 

slope for Pain represented in Figures 15 and 16, may repre

sent, at least in part, the influence of her frantic 
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activity, followed by her change in behavior brought about 

by cognitive means. 

Excesses in alcohol consumption had been discussed 

in the course of previous sessions as not being compatible 

with the management of Rheumatoid Arthritis. By the fifth 

session, Alice had reported that she had stopped her "fren

zied chasing and running" and had cut down on her drinking. 

Alice increased her attention to body signals and 

reported responding more appropriately to them. Her predic

tions that she would feel bad after going to a party or 

having a good time ceased. The feelings of restlessness 

which had propelled her into over-activity and flareups were 

g?ne. Alice reported choosing to stay home and rest when 

she was fatigued, while still feeling able to choose more 

active enjoyments on other occasions. She reported feeling 

somewhat better physically and planned to continue being 

more responsive to her body's needs. This appears to be re

flected in the increased variability in her report of Pain 

following the baseline period and culminating in a plateau 

region in the last weeks of the study. 

Alice expressed her angry toward friends, both male 

and female, who she saw as having used her as their nurturer 

in times of trouble, and then failed to be there for her 

when she needed nurturing. 
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Finally, she challenged h~r father's high standards 

which she had incorporated as her "top dog" or critical 

self. 

As she moved through the work of various sessions, 

intense expressions of anger were followed by a character

istic belching when old notions she had "swallowed whole" 

and forgotten, rumbled up in intense awareness. This was 

most pronounced in her focus on her relationship with her 

mother and Alice's fear of being passive, suppressed, and 

ultimately crazy. She had been grappling with her old 

ghosts by a.ttempting to be rational at all times and by 

denying her body the nurturing needed to keep her free of 

arthritis symptoms. 

In viewing Figure 10, her responses related to the 

reported daily frequency of anger expression (AFE) appear 

curiously restrained in comparison to the content of the 

sessons and the intense emotions expressed, but entirely 

appropriate to her presenting problem, family history, and 

treatment issues. 

Alice initially turned her anger on herself in these 

sessions, by beating herself with the encounter bat instead 

of directing her physical expression outward. At the begin

ning of the sixth session, she was still hitting herself 

absentmindedly with the encounter bat, until directed by the 

counselor. 
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Alice's unchanging score on the Buss-Durkee Hostility 

Inventory also appears to reflect her continuing limitation 

in'ways she would be willing to express anger openly. 

AFE in fact, seems to slump in treatment as compared 

to the pre-treatment baseline and the data collected follow

ing the sixth session. Though reporting anger expression on 

more days, the frequency per day does not even accurately 

report anger expression on days when treatment occurred. 

This suggests the leveling constraints of Alice's rational

ity, while still essaying to be a "good patient." 

The content of the work inVOlving her relationships 

with men and with her mother appeared to increase her aware

ness of anger-linked relationship issues that her chosen 

role as a strong and independent woman might have denied. 

Viewing Figures 9, 11 and 12, Alice's awareness of the fre

quency of her angry feelings and her rating of their inten

sity seemed to increase proportionally as she more 

specifically zeroed in on her concerns and worked on them. 

The significant rise in Alice's Need for Approval 

score, seems to fit the struggle between her need for ac

ceptance and the paradox of the work she was seeking to 

accomplish in treatment. The only way she could be a "good 

girl" was to be a "bad girl"--to express what had been for

bidden. 

In contrast to the case of Elaine N., her rise in 

score seems congruent with her identified concerns, coping 
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style, post-treatment scores, and behavior in the stu~y, and 

suggests the possibility of increased defensiveness at the 

conclusion of treatment. 

The lack of change in psychometric assessment$ o£ 

anger may have reflected the division between what Alice I 

viewed as socially acceptable in her role as a subject and 

what she would actually do in her personal life. 

Relevant Material From Concluding Interview. 

Alice's comments at her closing interview suggest that in 

the course of her participation in the study she had pecome 

aware of the relationship between the cycles of her over

actitivy and her arthritic flareups. She actively imple

mented a change in her drinking pattern, and noted ch~nges 

in her mood and fatigue level. 

The subject expressed disappointment that the coun

seling alone hadn't done as much as she had hoped at the 

outset, but attributed that to the flareup in symptom~ which 

had been occurring during the early weeks of her treatment, 

concurrent with her weeks of frenzied activity. 

Alice saw herself as having dealt with anger

related, "underlying issues" and consequently, having become 

less irritable with fewer situations in which she felt 

angry. However, her responses suggest a possible return .to 

her earlier mode of handling things, at least in her ?er~ 

sonal life. 
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In her professional life, Alice saw herself as more 

able to recognize anger-related issues. When working with 

her own patients she reported feeling more able to help them 

bring these issues out in the open. 

Finally, Alice reported being more relaxed in social 

situations where she ordinarily would have been looking for 

"the right man." 

Excerptedcomments drawn from the transcript of 

Alice's concluding interview, are presented in Appendix M. 

Summary and Discussion of Findings for Alice T. 

Summary. For this subject all ·measures of anger 

which were taken on a daily basis demonstrated change during 

treatment. Examination of the graphs produced by these var

iables indicated a relatively clear time frame within which 

most of the effect was produced. This was signaled graph

ically by a change in the character of the data flow closely 

linked in time frame to the end of the baseline period and 

the initiation of the Anger Therapy treatment, though dif

fering somewhat between measures. 

Those variables termed Frequency of Anger Awareness 

(AF) and Frequency of Anger Expression (AFE) increased dur

ing treatment. AFE demonstrated an unusual distribution in 

VJhich the number of days on which expression was reported 

increased while the number of incidents reported per day was 

dramatically smaller in comparison to the number of 



incidents on days in which expression was reported during 

the baseline period. 
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Perceived Anger Intensity (PAl) increased, for this 

subject, reaching a plateau region af~er the fifth week of 

treatment, in coordination with the otDer anger variables. 

Report of Mood (M) demonstrated an upward trend 

which was not significantly different in treatment than in 

baseline. 

Report of Pain (P) yielded a descending slope in 

baseline indicating a more frequent response of "worse than 

yesterday. " This trend was noticeably changed during treat

ment as the proportion of responses of "better" increased. 

Report of Stiffness (S) demonstrated no change be

tween baseline and treatment periods. The character of the 

data for this variable was marked by an almost uninterrupted 

series of responses of "the same." 

Pre-post measure of anger awareness and expression 

failed to indicate any significant change. 

FIRO-B measures of inclusion, control, and affection 

scores suggested that the subject had become more self

protective and cautious. 

A rise in score on the Marlowe-Crowne Social Desir

ability Scale reflected an increase in the subject's need 

for approval as shown by her increased tendency to unreal

. istically evaluate herself in socially acceptable ways. 
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Based on the observed movement of the Pain and Mood 

variables, this subject appeared to have initially had a 

paradoxical coping style which was not substantially al

tered by the treatment. 

There appeared to:be a relationship between the 

daily anger measures and Pain, which was most consistently 

suggested by Perceived Anger Intensity and Frequency of 

Anger Awareness. In general trend the anger measures seemed 

to be inversely related to Pain with no relationship to 

Stiffness. 

Discussion. AFE ~s compared with the other daily 

anger measures sugges'ts the picture of a woman who was in

tellectually able to develop an awareness of the internal 

signals of her anger, as tracked by AF and PAl. While Alice 

increased the number pf days on which she was willing to 

report anger expressipn (AFE) , the number of incidents re

ported per day, durin~ treatment was strikingly similar, and 

at a minimum. 

The movement pf AFE presents a puzzle for interpre

tation. Her "respons13-ability" in the expressive dimension, 

appears suppressed wh13n viewed in relation to her baseline 

and post-treatment prpfile. Since subjects were permitted 

to include in the AFE frequency count, that anger expres

sion which occurred iD the course of treatment sessions, 

Alice's estimates of the frequencies of daily anger 



expression during the treatment period (based on 24 hour 

daily estimates) seem unrealistically low. 
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A comparison of the daily data with the pre and post 

treatment psychometric data suggests that there may have 

been factors other than the treatment which produced these 

results, in part. The change in need for approval reflected 

in her Marlowe-Crowne scores and the information known about 

her from clinical interview, suggests that Alice had struck 

a compromise between her need to please in treatment and her 

need to control to avoid "craziness." The even flow of data 

during the AFE treatment period presents the possiblity of 

a need to report something, however inaccurate and perhaps 

a denial of the rather overt anger expressed in sessions. 

Alice's comments in closing interview seem to re

flect her feeling of intellectual mastery in being able to 

utilize her increased awareness of anger generally as a 

therapeutic issue in working with her patients. Her com

ments regarding her handling of anger don't appear to fit 

the research data without taking her, "pleaser", motivations 

into account as additional information. 

The intensity of Alice's inner-experience of anger 

(PAl) appears to bear a similar relationship to Pain as was 

noted in Subject 01. That is, as PAl increases in variabil

ity the proportion of "stronger" responses increases. Pain 

increases in variability with the proportion of "worse" 

responses decreasing. 



167 

Subject 03: Hannah S. 

Hypotheses Related to Psychometric Performance 

A summary of pre and post treatment results of psy

chometric testing and statistical analysis is presented in 

Table 4. 

Testing Hypothesis 1.01. The null hypothesis 

states, "There will be no change in anger awareness between 

individual pre and post treatment scores on the Novaco Anger 

Inventory as measured by the difference between expected and 

obtained post treatment scores." 

Hannah's pre-treatment scores was 348. Her post

treatment score was 314. 

The expected post-treatment score that could be ac

counted for by the passage of time alone was 346.33. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >12.99 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually 

obtained post-treatment scores was 32.33 and was found to be 

significant at the <.01 level. 

This suggests that the change in the subject's score 

could not be accounted for by the passage of time alone and 

was a true difference in anger awareness that couid be at

tributed to the effects of treatment. Therefore, the 

alternate hypothesis was accepted. 



Table 4. Psychometric Test Results for Hannah S. 

Test Pre Expected Obtained 

Novaco 348 346.33 314 

Buss-Durkee 26 26.25 32 

Harlowe-Crowne 8 8.63 9 

FIRO-B 

I 
3 3.378 2 e 

I 
3 3.74 4 w 

C 
0 .78 0 e 

C 
7 6.42 4 VI 

A 
1 1.918 0 e 

A 
5 5.18 4 w 

1': Standard Error of the Estimate 

Difference 

32.33 

5.75 

.37 

1.378 

.6 

.78 

2.42 

1. 918 

1.18 

SEE1. 

12.99 

5.4 

1.71 

2.19 

3.30 

2.19 

2.13 

2.71 

2.88 

Significant 

yes <.013 

yes <.287 

no 

no 

no 

no 

yes <.254 

no 

no 

I--' 
en 
co 



Testing Hypothesis 1.02. The null hypothesis 

states, "There will be no change in action-related anger 

responses (expression) between individual pre and post 

treatment scores on the Buss-Durkee Hostility Inventory 
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as measured by the difference between expected and obtained 

post treatment scores." 

Hannah's pre-treatment score was ~6. Her post

treatment score was 32. 

The expected post-treatment score that could be ac

counted for by the passage ot time alone was 26.25. 

The Standard Error of the Estimate for this instru

ment 6ictated that a critical value >5.4 was necessary to 

reject the null hypothesis at the >.32 level of confidence. 

The difference between expected and actually ob

tained scores exceeded 5.4 and was found to be significant 

at the <.287 level. 

This suggests that the change in the subject's score 

could not be accounted for by the passage of time alone and 

was a true difference in action-related anger responses that 

could be attributed to the effects of treatment. Therefore, 

the alternate hypothesis was accepted. 

Hypothesis 1.03. The null hypothesis states, 

"There will be no change in need for approval between indi

vidual pre and post-treatment scores on the Marlowe-Crowne 

Social Desirability Scale as measured by the difference be

tv:een expected and obtained post treatment scores." 



Hannah's pre-treatment score was 8. Her post

treatment score was 9. 
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The expected post-treatment score that could be ac

counted for by the passage of time alone was 8.63. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >1.71 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores did not exceed 1.71, and thus, 

was not regarded as statistically significant. 

This suggests that the change in the subject's score 

could be accounted for by the passage of time alone and was 

not a true difference in need for approval that could be at

tributed to the effects of treatment. Therefore, the al

ternate hypothesis was not accepted. 

Testing Hypothesis 1.04. The null hypothesis 

states, "There will be no change between individual pre and 

post treatment scores on the FIRO-B inclusion, control, or 

affection dimensions as measured by the difference between 

expected and obtained post treatment scores." 

The pre and post treatment scores and Standard 

Errors of Estimate for each of six factors are presented 

in Table 4. The differences between expected and obtained 

scores for five of the factors did not exceed the critical 

values necessary for them to be regarded as significant. 
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C On the sixth factor, w Cwanted control), Hannah's 

post treatment score was 4. 

The expected post-treatment score that could be ac-

counted for by passage of time alone was 6.42. 

The Standard Error of the Estimate for this factor 

dictated that a critical value >2.13 was necessary to re-

ject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob-

tained post-treatment scores exceeded 2.13 and was found to 

be significant at the <.25 level. Therefore, the alternate 

hypothesis was accepted for this factor. 

Hypotheses Related to Daily Treatment Response 

The subject's daily reports of her ratings or fre-

quency counts of the variables studied are charted in 

Figures 19 through 28. 

Hannah's baseline period was 28 days. Treatment 

began on day 29 with the last session taking place on day 

64. This subject missed several days of reporting which are 

noted with hatchmarks on Figure 19. These are days 18, 34, 

38, 59, 63 and 66. 

Hypothesis 2.01. The null hypothesis states, "The 

frequency of reported daily anger aware~ess will not change 

as a result of exposure to the treatment." 

Anger Frequency CAF) in terms of incidents of daily 

internal awareness is charted in Figure 19. 
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Viewing the data flow in treatment as compared to 

the baseline period, there appears to be no discernible 

change in the frequency of reported daily anger awareness 

that can be attributed to the treatment. Therefore, the 

alternate hypothesis was not accepted. 
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Hypothesis 2.02. The null hypothesis states, "The 

frequency of reported daily anger expression will not change 

as a result of exposure to the treatment." 

Anger Expression (AFE) in terms of reported inci

dents of outwardly directed expressive behavior, is charted 

in Figure 20. 

Most notable is the relatively flat character of 

this chart in comparison to Figure 19. This contrasts over

all, the difference between Hannah's awareness of her anger 

and her "response-ability." 

Though the change is not dramatic, the beginning of 

the treatment phase is marked by an elevation in response 

frequency. Two more such elevations occur during the treat

ment serving to distinguish it from baseline and post

treatment reporting, with the last elevation of frequency 

occurring at day 57. 

The increase in the frequency of reported anger ex

pression in treatment as compared to the baseline period was 

regarded as sufficient evidence that change had occurred. 

Therefore the alternate hypothesis was accepted. 
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Hypothesis 2.03. The null hypothesis states, "The 

reported intensity of daily anger awareness will not change 

as result of exposure to the treatment." 

Perceived Anger Intensity (PAI) in terms of the sub

ject's rating of her overall daily experience as "stronger", 

"the same", or "less strong" than yesterday's is charted in 

Figures 21 and 22. 

In Figure 22 the subject was given the latitude to 

create her own integer scale based on what she saw as the 

size of perceived differences, while in Figure 21 she was 

limited to one and zero as choices. 

When permitted to use integers larger than one, 

regardless of sign, the estimated magnitude of difference 

steepens vertical descent dramatically. Movement produced 

by sUbjective scaling creates a slope descending to almost 

seven times the depth of Figure 21. The magnitude of posi

tive response created by ratings of "better" in the .latter 

part of the treatment period suggests a picture of change 

not accessible through viewing Figure 21. During the treat

ment period, a leveling of the slope created by the "less 

strong" responses is followed by a positive response 

("stronger") of larger magnitude shown in Figure 22. This 

seems to confir.m a difference in Hannah's response pattern 

as compared to the baseline period. 

The changes in the subject's evaluation of the in

tensity of her anger which were suggested by a decrease in 
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the proportion of responses of "less strong" in the treat

ment as compared with the baseline period were regarded as 

sufficient evidence that her perceived anger intensity' had 

changed in treatment. Therefore, the alternate hypothesis 

was accepted. 

Hypothesis 3.01. The null hypothesis states, "The 

subject's evaluation of daily mood will not change as a 

result of exposure to the treatment." 

Mood (M) in terms of the subject's rating of her 

overall daily experience as "better", "the same", or 

"worse", than yesterday's is charted in Figures 23 and 24. 

In Figure 24 the subject was given the latitude to 

create her own integer scale based on what she saw as the 

size or perceived differences, while in Figure 23 she was 

confined to one and zero as choices. 

The beginning, of the baseline period in both charts 

begins with a markedly upward trend as the subject most 

frequently reports her mood as "better." This trend per

sists into the third week of telephone interviews alone, and 

levels out comparably in both figures. Figure 24 approxi

mates the start of treatment most clearly as the subject 

estimates the magnitude of "worse" with a large negative 

number. Increased variability of response which concludes 

at the end of treatment is highlighted in this figure. The 

broader opportunity for response scaling creates a slope 
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with a range about eight times greater than is evident in 

Figure 23, and suggests subtleties of change in sUbjective 

evaluation not as readily discerned within the constraints 

of limited scaling. 

The changes in the subject's evaluation of daily 

mood which were suggested by a decrease in responses of 

"better", a narrowing of the range of magnitudes reported, 

and the coordination in time frame with changes in other 

measures, was regarded as sufficient evidence that Mood had 

changed in treatment. Therefore, the alternate hypothesis 

was accepted. 

Hypothesis 4.01. The null hypothesis states, "The 

subject's daily evaluation of pain wiil not change as a 

result of exposure to the treatment." 

Hypothesis 4.02. The null hypothesis states, "The 

subject's daily evaluation of stiffness will not change as 

a result of exposure to the treatment." 

Report of Pain (P) and Report of Stiffness (S), In 

terms of the subject's ratings of her overall daily experi

ence of each of them respectively as, "better", "the same", 

or, "worse", than yesterday's are charted in Figures 25, 26, 

27, and 28. 

Hannah's overall trends in both these dim~nsions ex

hibit a positive slope during the baseline period as she 

more frequently responds, "better" through day 23. This 
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ascent is more pronounced in Figure 26 (P) where the overall 

range of slope is almost four times greater than it is in 

Figure 25. In Figure 28 (S), the overall range of slope is 

about three times greater than in 27, with a sharper base

line ascent in 28. 

Discrimination between the baseline and treatment 

phases is more discernible for both Pain and Stiffness in 

Figures 26 and 28, where the latitude provided by Hannah's 

creation of her own integer scale increased the range of 

possible responses. Initiation of treatment is signaled in 

both instances with a sharp downward movement as Hannah 

evaluates her physical condition in these dimensions, as, 

"worse" than yesterday's. 

The character of ·the slope for Pain changes dramati

cally in treatment as the subject rates her condition most 

frequently as "the same." This plateau effect also occurs 

with Stiffness, though appearing later in treatment. 

The increase in responses of "the same" and the 

single responses of "worse" which seem to signal the start 

of treatment as compared to the baseline period, were re

garded as sufficient evidence that the subject's evaluation 

of pain and stiffness had changed. Therefore, the alternate 

hypothesis was accepted for each of these dimensions. 

Hypothesis 5.01. The null hypothesis states, 

"Changes in daily'report of Anger Awareness, Perceived Anger 



Intensity, or Anger Expression will not be related to 

changes In Pain or Stiffness." 
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In Figures 21 and 25, 22 and 26 PAl seems to be 

negatively correlated with Pain during the baseline period. 

That is, pain was reported somewhat more frequently as 

"better" while PAl was reported as "less strong." This re

lationship continues in treatment and appears to move into 

closer correspondence. Variability occurring within the 

slopes coincides in a form suggesting that the relationship 

may be more complex than is indicated by the overall trends. 

AFE also appears to be related to Hannah's pain 

report. Any increases in her re.ported frequency of anger 

expression took place in correspondence with the treatment 

plateau in Pain shown in Figures 21 and 22, where Hannah 

most frequently reported her experience of pain as "the 

same" as yesterday's. Incidents of pain reported as "worse" 

within that region appear to correspond with incidents of 

increased anger expression. 

Stiffness follows a similar pattern during the 

treatment period. 

Anger frequency (reported incidents·of awareness), 

in contrast with the other process measures of anger, ap

pears unrelated to either Pain or Stiffness for this sub

ject. 

The mctnner in which changes in Pain and Stiffness 

correspond temporally with changes in PAl, and AFE and not 
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with AF, suggests that Perceived Anger Intensity and Fre-

quency of Anger Expression are related to Pain and Stiff-

ness. Therefore, an alternate hypothesis was accepted 

accordingly. 

Hypothesis 6.01. The null hypothesis states, 

"Individual subjects will not demonstrate patterns of rela-

tionship between report of pain and mood that would classify 

them as either synchronous or paradoxical in coping style." 

Comparing Figures 19 and 21, 20 and 22, a synchron-

ous relationship between pain and mood is evidenced in 

baseline by a high proportion of responses of "better" in 

both measures. The synchrony persists through the treatment 

with changes in one measure signaling changes in the other 

closely within the same time frame and in a positive cor-

relation. This positive correlation identifies Hannah's 

general coping style as synchronous. Therefore, the alter-

nate hypothesis was accepted. 

Descriptive Data, Discussion and 
Interpretation 

Background Information. Hannah S. was a 25 year 

old, never married woman who had been diagnosed as having 

Juvenile Rheumatoid Arthritis when she was one year old. 

Hannah's stature was very small and she appeared 

physically fragile in comparison to the subjects who had had 

an adult onset of the disease. A medically naive observer 
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would have readily noticed the marked restriction in her 

movements as compared to the normal range of motion seen ln 

most adults. 

Of all the subjects studied, Hannah was the most 

restricted in movement. Although mobile without artificial 

assistance in the form of canes or a wheelchair, Hannah re

quired aid in putting on shoes and grooming, and had to plan 

seating height carefully to assure that she would be able to 

arise without assistance. During her participation in the 

study, help was frequently needed. 

Hannah lived with a roommate in a small ap.artment 

and held a responsible job at a local hospital. Her parents 

lived in another state and provided her with assistance as 

needed. 

While a grown woman, Hannah had the voice quality of 

a little girl. She was the oldest girl of three siblings 

and was followed into the world by a boy. 

Presenting Problem. Hannah saw herself as very shy 

and socially withdrawn. She stated that it was hard for her 

to make friends and meet people--especially men. 

She presented her concerns related to anger as not 

being able to confront anyone and speak her mind. She 

would, "eat her heart out", later as she thought of the 

things she could have said. She sometimes felt like a door

mat when she was at work. She had difficulty with breeched 
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agreements about rent and chores because she felt unable to 

confront her roommate. 

Hannah feared anger wheD she saw it'in others and 

fantasized that their response to her anger would be more 

anger than she could handle. 

Family Anger History. Hannah expressed admiration 

for the way her father was able to express his anger. She 

saw him as yelling or raising his voice, at those times, 

while still being logical in his arguments. He would domi

nate the interaction so that no one else could talk. 

Her father's ability to master situations and ex

press his feelings without fear were qualities that Hannah 

wished she had. She observed that he had always tried to 

use logic to convince and only yelled when that strategy 

didn't work. 

Hannah's mother, on the other hand, suppressed her 

anger until she would finally explode. The subject recalled 

her mother as having a very violent temper with physical 

aggressions toward the children accompanying her yelling and 

screaming. Being hit with a belt, having her hair pulled, 

or her mouth washed out with soap were common occurrences 

recalled from Hannah's childhood, with the punishment often 

disproportionate to the crime. 

Hannah described scenes of her childhood which ap

peared to include anger expression verging on physical and 

emotional abuse of her, prior to the onset of her arthritis. 
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She saw her arthritis as changing this aspect of her 

life because, after its onset, her mother didn't hit her 

anymore and provided more nurturing. 

The subject had difficulty recalling her own expres

sions of anger as a child, though she could recall feeling 

angry. She commented, "I never openly said, 'No' to mom 

" She saw herself as "shy" and blamed the "shyness" 

on her arthritis, while knowing that wasn't true. 

Hannah felt terrible when she saw her parents argue 

and decided she would never do that in her own life. 

She described her experience with her own anger ex-

pression as follows:" .it was because of mom that I 

wouldn't get angry (openly) becasue she'd get angry and hit 

me with a strap. " 

Hannah concluded when she was young that she should 

not get angry with other people because they might get even 

angrier with her and she would be defenseless to argue 

logically against them. Her fears of physical retaliation, 

which were the primary concern of childhood, appeared to 

have paralyzed her ability to respond appropriately and con

gruently in adulthood. As an alternative Hannah brought 

with her from childhood crying as her major form of intense 

expression. She would also slam doors and drawers. 

It additionally seems safe to assume that since the 

beatings stopped and nurturing started when she became dis

abled with arthritis, that nurturing quite possibly had 
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become linked with disability and pain, (and dependency) and 

anger expression might have been quite anxiety-arousing; as 

she had, in fact, said it was. 

Pre-Treatment FIRO-B Interpretation. A FIRO-B 

administered at the time of admission into the study re

flects concerns which will be discussed further as treatment 

issues, and is included in Table 4, along with Hannah's 

post-treatment scores on this instrument. 

Hannah's low expressed and wanted Inclusion scores 

reflect her timorousness in making contact with people and 

her concern about being approved of. They suggest that her 

fear of possible rejection would make it likely that she 

would confine herself to the safety of a very small circle 

of friends, and would add to that very cautiously, and with 

difficulty. 

Hannah's Control scores may reflect a dependence she 

had learned to tolerate due to the physical limitations of 

her arthritis, combined with her stated inability to speak 

up for herself, and a concern or pessimism about her own 

competence. 

Her Affection scores suggest that she would be most 

likely to wait for another person to speak up, and seem to 

be the result not just of caution, but her own lack of as

sertiveness, when the other scores are considered. 

Hannah was likely to see others as more powerful 

than she, and she was less likely to initiate interpersonal 
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action in her own behalf. Though clearly wanting to be 

liked, she would offer little to encourage it. The scores 

suggest a person who waits for good fortune to happen and 

who is consistently disappointed when it doesn't. 

Overall, Hannah would have been likely to see her

self as powerless to influence events, and probably would 

have been quite resentful of forces which seemed out of her 

control. The picture was presented of a person who was 

moderately socially withdrawn and who would be quite reti

cent in expressing anger for fear of being rejected by those 

she saw as being in a position to punish her or to deprive 

her of her wants. 

Treatment Issues. The notion of who was to be in 

control emerged quickly in the process of identifying work 

to be done in the earliest sessions , with Hannah struggling 

to avoid taking responsibility for content and direction. 

Her work was initiated with her concerns about sitting com

fortably. However, the idea of physical comfort shifted to 

an expression of her discomfort with the contact she was 

making with people. 

Hannah reported difficulty in initiating any conver

sation in her daily life which was beyond the "cliche" 

level. She expressed frustration at not being able to move 

beyond the ·superficial to give people the opportunity to 

know her. 

her. 

Self-disclosure seemed to be very difficult for 
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At first, Hannah's awareness of her ongoing emo

tional and physical feelings was very constricted. She had 

great difficulty in identifying them. 

Hannah was phobic and avoidant in even talking 

about anger, though this was her agreed upon contract for 

treatment. 

The extent of Hannah's reticence in revealing her

self was such that the simplest and mildly arousing issues 

of contactfulness in daily living required training in self

disclosure through assertiveness, general communication 

skills, and inner awareness of body signals. 

Immediate issues which were addressed as part of 

this process included: relationship to supervisors, co

workers and roommate, relationships with men, and her feel

ings of powerlessness and hopelessness. 

The mechanics of the actual work on anger 

necessarily took Hannah's physical restrictions and stamina 

into consideration. Since the subject had already acknowl

edged longstanding use of her disease as "an excuse" for her 

"shyness", as well as having had a history of seemingly 

severe punishments for expression in her pre-arthritic 

childhood, this presented the counselor with a dilemma in 

pursuing the work. 

Hannah bordered on being too weak and too limited in 

range of motion to handle the Encounter Bat effectively when 
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the task was physical and verbal anger expression. The mo

tions of holding the bat and hitting appeared to be dif

ficult and physically painful at times. It seemed as though, 

by analogy, her body was puni~hing each outwardly directed 

expression of anger 'with pain, thus maintaining the avoid

ance and suppression she had learned long ago. 

Hannah's vivid memory of the cessation of paren~al 

punishments with the onset of the arthritis, along with 

the beginnings of nurturing at the same time, appeared re

lated to this theme which gradually expanded in the course 

of treatment to include issues of control~ powerlessness, 

and competence. 

For example, Hannah recalled looking to her mother 

for approval when she'd done something she was "particularly 

proud of" and being told, typically, "You could've done 

better." 

An additional limiting factor which seemed appro

priate to the subject's style of handling her ongoing emo

tional life as well as her work in treatment was the 

seemingly coincidental loss of the use of her arm before the 

third session. Hannah had injured her arm in a fall at 

home. She had been angered by a relative with whom she had 

been speaking on the telephone, and tripped over the tele

phone wire. 

She commented, "Before I broke my arm I was going to 

work on anger more. " 
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Hannah was observed to report emotional discomfort 

as fatigue or physical discomfort in sessions where the 

content and emot ional. tone was ha'rd for her to deal with. 

This issue was confronted repeatedly in the course of treat

ment. 

The hallmark session ln the experimental series ex

emplified Hannah's dilemma in her chosen life of relative 

social and emotional isolation which had been linked to her 

view of herself as not being physically well enough to be 

really active. Her resistance to more active physical par

ticipation in the session was followed with fantasy. 

Hannah created an island wilderness in which she 

lived happily alone with no one to disturb her. In her 

island kingdom she wasn't crippled. When someone was intro

duced into this fantasy she resented that presence. She 

.was both seeking to r'epel people from whatever peaceful, 

~afe place she had made for herself and at the same time, 

felt needy for contact while not knowing how to handle it 

satisfactorily. 

Hannah's fantasy placed her completely in control of 

her own domain; a control she didn't see herself exerting in 

the real world. (This contrast is underscored by her FIRO-B 

profile which is discussed in the previous section.) 

The subject's work developed around the notion of 

control as expressed not only by her difficulty in expres

sing anger or in disagreeing, but by her self image of 
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non-creative helplessness. Her hopelessness related to ac

tion included the lack of ability to imagine herself per

forming the activities which she had associated with not 

being "crippled." Her use of fantasy was limited to mourn

ful ruminations about the wonderful things she could have 

been doing were she not physically limited. 

Hannah was unable to visualize attaining these 

"impossible objectives" by taking her condition into account 

and inventing ways to work within her physical limitations. 

For example, she told herself, "I can't go camping because I 

would have to depend on someone else for some things." 

Rather than finding means to get around her limitations in 

order to obtain pleasurable experiences, she had stopped 

dreaming and hoping, in an uncompromisingly joyless and dis

couraged view of herself as crippled. 

She saw herself as under the control of others be

cause she had to depend on them for some physical 

assistance. She didn't want to be seen as helpless or to 

suffer the humiliation of asking for assistance any more 

than absolutely necessary. 

Exploring the range of her competence was a challenge 

she found difficult to address. Hannah couldn't allow her

self to do anything recreational which might require that 

she depend on someone else for help; especially an activity 

which would reveal her limitations as much as an overnight 

camping trip. 
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Hannah worked on her ability to express herself more 

openly and directly. Since there were ongoing situations 

in her life where she could apply what she had experienced 

and rehearsed within the context of the sessions, she fre

quently did homework assignments. These involved making 

contact with and/or expressing anger to specific people in 

her daily experiences as well as keeping track of and label

ing her inner states. 

Hannah followed through on tasks such as asking a 

neighbor to turn a loud stereo down, without using her ~rm 

as an excuse to avoid potential conflict. 

Improvement was reported by this subject in her 

ability to risk speaking her mind frankly and 'openly with 

friends and co-workers. 

At the conclusion of the study, Hannah still saw 

this as extremely difficult and threatening but was, none

theless, struggling to have new experiences. She reported 

imagining anger expression as potentially exhilarating, and 

early on in treatment had begun explosive anger expression 

in response to events outside the session, though not dir

ecting her rage at anyone physically present in the room 

with her. 

Relationship to Other Research Data. Hannah's 

scores on psychometric measures of anger seemed distinc

tively different from those of other subjects. Specifically, 
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her score on the Buss-Durkee Hostility Inventory increased, 

while her score on the Novaco Anger Inventory decreased. 

Returning to Hannah's original statement of her 

problem, it can be noted that it was precisely in the action 

dimension that she was experiencing discomfort and an in-

ability to cope effectively. Her reticence and social sen-

sitivity was not just in expressing anger but in moving 

toward others, generally. Hannah's awareness of anger, 

though sometimes displaced in time, produced a malaise and 

regret at not being able to speak her mind. Following 

situations which required some form of confrontation, she 

would ruminate about what she might have said, but didn't. 

She had difficulty in establishing relationships and led a 

discouraged and relatively joyless existence to her fear of 

exposing her incapacities. 

Hannah's lowered post-treatment score on the Novaco 

Anger Inventory suggests that at the conclusion of treat-

ment she was seeing herself as less socially sensitive than 

she had been when she initiated her participation in the 

study. 

The change in FIRO-B in the area of c w , suggests 

that while Hannah still had doubts about her own competence 

and ability to master situations, she was seeing others as 

less powerful and perhaps was moving toward less passivity 

and dependence. 
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Hannah's post-treatment Buss-Durkee score suggests 

an increase in the action dimension--an acknowledgement of 

what she would do when angry. She seemed to be seeing her

self as somewhat more able to express hostility, and, more 

generally, to act in her own behalf. Though queried with 

this instrument only within the confines of anger and 

hostility, the change in score appears to reflect her move

ment in treatment more generally from inaction to action, 

from rumination and semi-reclusiveness to more direct ex

pression and social contact. 

In the following section this movement will be seen 

as tentative and experimental, but nonetheless present. 

Relevant Material From Concluding Interview. 

Hannah's comments at her closing interview suggest that in 

the course of her participation in the study she had in

creased her awareness of her inner-experience and her aware

ness of its importance in her relationships with others. 

She saw anger expression as a part of self

disclosure that was necessary in the formation of an honest 

relationship. Hannah still found anger expression diffi

cult, but not impossible. She was able to conceptualize 

awareness of feelings and new behavior as an experiment 

rather than as a threat. 

Hannah's tentative language reflects her acknowl

edged difficulties with the task. 
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Excerpted comments from the transcript of Hannah's 

concluding interview are presented in Appendix M. 

Supplementary Data From Subject-Initiated Follow-up. 

Approximately six .weeks following the conclusion of her 

participation in the study, Hannah telephoned. She dis

closed that she had had her first sexual experience. This 

had seemed a sufficiently significant event, in the context 

of the work she had done in the study, for her to want to 

inform the researcher about it. 

Summary and Discussion of Findings for Hannah S. 

Summary. For this subject, measures of anger taken 

on a daily basis which changed in treatment were AFE and 

PAl. These demonstrated a relatively clear time frame 

within which most of the effect was produced. 

Frequency of Anger Expression (AFE) increased mildly 

during treatment. Perceived Anger Intensity (PAl) appeared 

to decrease during baseline and leveled out somewhat in 

treatment, with some increase in reported intensity where 

the subject's own integer scaling was used. 

Frequency of Anger Awareness (AF) did not change in 

treatment. 

Report of Mood (M) demonstrated an upward trend 

which changed in treatment. 
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Report of Pain (P) yielded an ascending slope which 

changed in treatment and was followed closely by Report of 

Stiffness ~S). 

Pre-post measures of anger awareness and expression 

were found to have changed significantly after treatment. 

Novaco Anger Inventory scores decreased, while Buss-Durkee 

Hostility Inventory scores increased. 

No significant change was noted in need for approval 

as measured by the Marlowe-Crowne Social Desirability 

Scale. 

On the basis of the observed trends in Pain and Mood 

variables this subject was classified as having a synchron

ous coping style. 

There appeared to be a relationship between the 

daily anger measures, Pain, and Stiffness. Measures which 

most clearly suggested this relationship were Perceived 

Anger Intensity (PAl) and Frequency of Anger Expressi~n 

(AFE). Frequency of Anger Awareness appeared unrelated to 

Pain. 

Discussion. AFE as compared with the other daily 

anger measures suggest a picture of awareness of anger ac

companied by an inability to express it, which moved in 

treatment toward tentative anger expression and an improved 

ability to discriminate the intensity of her inner experi

ence. 
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The close correspondence between Mood, Pain, and 

Stiffness, classifying her as synchronous in coping style, 

suggests that her experience of illness may be related to 

her ability to discriminate between and accurately label her 

inner states. Hannah's confusion of fatigue and pain with 

emotional states during treatment lends some credence to 

this possibility. It also suggests that while her mood may 

be affected by her experience of pain, it is also plausible 

to consider that her experience of pain may be affected by 

her mood. It might be predicted, for example, that changes 

in her social involvement could make a positive change in 

her mood and secondarily affect her experience of illness. 

Hannah provided a unique opportunity to observe the 

process of change in a woman whose style of interacting with 

others and general approach to life was distinctively dif

ferent from that of other subjects. Treatment within the 

Anger Therapy context of this study appeared to have a 

broader developmental value than increased anger expression 

alone. The direction of change on the Novaco Anger Inven

tory and Buss-Durkee Hos~ility Inventory seemed particularly 

appropriate to the difficulties Hannah had disclosed and 

worked on in treatment and to the way she described herself 

at closing interview. 

Hannah appeared to be emerging from life-long sensi

tivity to social stimuli which kept her withdrawn, into 

taking the risks necessary to reach into life for greater 
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satisfactions. The reported sexual contact which occurred 

sometime after the conclusion of her participation in the 

study stands in sharp contrast to her reluctance to expose 

herself in any way, which had been a major part of her work 

during treatment. 

Thus, Hannah's tentative description of herself in 

closing interview as more willing to take risks and to work 

at being aware of her feelings and expressing them, seems to 

have been an accurate representation of this subject's com

mitment to experience contact with people in new ways. 

Subject 04: Nancy B. 

Hypotheses Related to Psychometric Performance 

A summary of pre and post treatment results of psy

chometric testing and statistical analysis is presented in 

Table 5. 

Testing Hypothesis 1.01. The null hypothesis 

states, "There will be no change in anger awareness between 

individual pre and post treatment scores on the Novaco Anger 

Inventory as measured by the difference between expected and 

obtained post treatment scores." 

Nancy's pre-treatment score was 295. Her post

treatment score was 326. 

The expected post-treatment score that could be ac

counted for by the passage of time alone was 295.56. 



Table 5. Psychometric Test Results for Nancy B. 

Test Pre Expected Obtained 

Novaco 295 295.56 326 

Buss-Durkee 31 30.30 30 

l-larlowe-Crowne 16 15.75 19 

FIRO-B 

I 
3 3.378 4 e 

I 
0 1.15 4 w 

C 
8 6.7 8 e 

C 
3 3.58 6 w 

A 
0 1.188 0 e 

A 
2 2.78 1 w 

;': Standard Error of the Estimate 

Difference SEE;; 

30.44 12.99 

.30 5.4 

3.25 1.71 

.622 2.19 

2.85 3.30 

1.3 2.19 

2.42 2.13 

1.188 2.71 

- 1. 78 2.88 

Significant 

yes 

no 

yes 

no 

no 

no 

yes 

no 

no 

1'0 
o 
c.n 
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The Standard Error of the Estimate for this instru

ment dictated that a critical value >12.99 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained P9st-treatment scores was 30.44 and was found to be 

signific~nt at the <.02 level. 

This suggests that the change in the subject's score 

could not be.accounted for by the passage of time alone and 

was a tr~e difference in anger awareness that could be at

tributed to the effects to treatment. Therefore, the 

alternat~ hy~othesis was accepted. 

~~ng Hypothesis 1.02. The null hypothesis 

states, I'Ther'e will be no change in action-related anger 

response~ (expression) between individual pre and post 

treatment sc~res on the Buss-Durkee Hostility Inventory as 

measured by the difference between expected and obtained 

post tref-ltment scores." 

Nancy's pre-treatment score was 31. Her post

treatment sc~re was 30. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 30.30. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >5.4 was necessary to 

reject t~e null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores was .3 and was not significant. 
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This suggests that the change in the subject's score 

could be accounted for by the passage of time alone and was 

not a true difference in action-related anger responses that 

could be attributed to the effects of treatment. Therefore, 

the alternate hypothesis was not accepted. 

Testing Hypothesis 1.03. The null hypothesis 

states, "There will be no change in need for approval be

tween individual pre and post treatment scores on the 

Marlowe-Crowne Social Desirability Scale as measured by the 

difference between expected and obtained post treatment 

scores." 

Nancy's pre-treatment score was 16. Her post

treatment score was 19. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 15.75. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >1.71 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores was 3.25 and was found to be 

significant at the <.06 level. 

This suggests that the change in the subject's score 

was a true difference in need for approval that could not 

be accounted for by the passage of time alone. Therefore, 

the alternate hypothesis was accepted. 
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Testing Hypothesis 1.04. The null hypothesis 

states, "There will be no change between individual pre and 

post treatment scores on the FIRO-B inclusion, control, or 

affection dimensions as measured by the difference between 

expected and obtained post treatment scores." 

The pre and post treatment scores and Standard 

Errors of Estimate for each of six factors are presented in 

Table 5. The differences between expected and obtained 

scores for five of the factors did not exceed the critical 

values necessary for them to be regarded as significant. 

The the sixth factor, we (wanted control), Nancy's 

pre-treatment score was 3. Her post-treatment score was 6. 

The expected post-treatment score that could be ac

counted for by the passage of time alone was 3.58. 

The Standard Error of the Estimate for this factor 

dictated that a critical value >2.19 was necessary to reject 

the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually 

obtained post-treatment scores was 2.42 and was found to be 

significant at the <.25 level. 

This suggests that the change in the subject's score 

was a true difference in wanted control that could not be 

accounted for by the passage of time alone. Therefore, the 

alternate hypothesis was accepted for this factor. 
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Hypotheses Related to Daily Treatment Response 

The subject's daily reports of her ratings or fre

quency counts of the variables studied are charted in 

Figures 29 through 38. 

Nancy's baseline perioo was 17 days. Treatment be

gan on day 18 with the last session taking place on day 53. 

Hypothesis 2.01. The null hypothesis states, "The 

frequency of reported daily anger awareness will not change 

as a result of the treatment." 

Anger Frequency (AF) in terms of incidents of daily 

internal awareness is charted in Figure 29. 

Viewing the data flow in treatment as compared to 

the baseline period, there appears to be no appreciable 

change in reported daily anger awareness that can be attrib

uted to the treatment. Thus, the alternate hypothesis was 

not accepted. 

Hypothesis 2.02. The null hypothesis states, "The 

frequency of reported daily anger expression will not 

change as a result of the treatment." 

Anger Expression (AFE) in terms of reported inci

dents of outwardly directed expressive behavior, is charted 

in Figure 30. 

Anger Expression is reported with a frequency not 

exceeding two incidents per day until after the conclusion 

of the baseline period. Following the initiation of 
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treatment, there is a notable peaking of daily anger re

sponses contrasts the treatment with the baseline period. 
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The increase in the reported frequency of anger ex

pression during treatment as compared to the baseline period 

was regarded as sufficient evidence of change to warrant 

accepting the alternate hypothesis. 

Hypothesis 2.03. The null hypothesis states, liThe 

reported intensity of daily anger awareness will not change 

as a result of treatment. 1I 

Perceived Anger Intensity (PAl) in terms of the 

subject's rating of her overall daily experience as 

II stronger II , lithe same ll
, or, 1I1ess strong II than yesterday's 

is charted in Figures 31 and 32. 

In Figure 32, the subject was given the latitude to 

create her own integer scale based on what she saw as the 

size of perceived differences, while in Figure 31, she was 

limited to one and zero as choices. 

When permitted to use integers larger than one, 

regardless of sign, the graph produced was distinctively 

different than that produced in 31. Immediately apparent is 

the difference in the ranges of the scales produced. In 

Figure 31, a negative slope predominates with a range from 

minus one to minus 19. In Figure 32, the range produced is 

somewhat narrower and is more evenly distributed between 

positive and negative values. The slope created in Figure 

32 bears little resemblance to that produced in Figure 31, 



though it is merely an expanded version of the same re

sponses which was produced by the superimposition of the 

subject's own integer scaling. 
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Following the initiation of treatment, both slopes 

continue to fall as the proportion of responses of "less 

strong" predominates. The sharpness of descent is accen

tuated by a more extreme posi-tive response of "stronger" in 

Figure 32, before a reversal is initiated at day 29. This 

reversal appears only as a more subtle leveling in Figure 

31. 

Accompanying the reversal in Figure 32 is an in

crease in the variability of response. 

The increase in the proportion of responses of 

"stronger" and change in the angle of slope during treatment 

as compared to the baseline period was regarded as suffi-· 

cient evidence that the subject's perceived anger intensity 

had changed. Therefore, the alternate hypothesis was 

accepted. 

Hypothesis 3.01. The null hypothesis states, "The 

subject's evaluation of daily mood will not change as a 

result of treatment." 

Mood (M) in terms of the subject's rating of her 

overall daily experience as, "better", "the same", or 

"worse", than yesterday's, is charted in Figures 33 and 34. 

In Figure 34, the subject was given the latitude to 

create her own integer scale based on what she saw as the 
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sizes of perceived differences, while in Figure 33, she was 

confined to one and zero as choices. 

In Figure 34, the broader opportunity for response 

creates a slope which extends to twice the range of that 

produced in 33. With the exception of ~ brief period of 

variability following the initiation of treatment, the 

slopes produced are essentially of the same character as 

those produced during the baseline period and do not provide 

evidence that change in Mood has occurred. Therefore, the 

alternate hypothesis was not accepted. 

Hypothesis 4.01. The null hypothesis states, "The 

subject's daily evaluation of pain will not change as a 

result of treatment." 

Hypothesis 4.02. The null hypothesis states, "The 

subject's daily evaluation of stiffness will not change as 

a result of treatment." 

Report of Pain (P) and Report of Stiffness (S), in 

terms of the subject's ratings of her overall daily experi

ence of each of them respectively as, "better", "the same", 

or, "worse" than yesterday's are charted in Figures 35, 36, 

37 and 38. 

As with the other records produced by this subject, 

Figures 36 and 38, show the increase in range which is the 

result of sUbjective integer scaling .. 

Both Pain and Stiffness exhibit a marked positive' 

slope soon after the start of treatment and parallel each 
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other faily closely, as the subject more frequently rates 

"better" through the treatment period. This was regarded 

as sufficient evidence that the subject's experience of 

illness in the form of pain and stiffness had been altered. 

Therefore, the alternate hypothesis was accepted. 

Hypothesis 5.01. The null hypothesis states, 

"Changes in daily report of Anger Awareness, Perceived Anger 

Intensity, or Anger Expression, will not be related to 

changes in Pain or Stiffness. 

For this subject, movement in Perceived Anger Inten

sity appears to be inversely related to movement in Pain and 

Stiffness. As Pain is reported as, "better", Anger 

Intensity is reported as, "less strong." The same relation

ship obtains for Stiffness with this subject. With the ex

ception of Figure 32, which appears somewhat anomalous, all 

charts representing these variables demonstrate this rela

tionship. 

Increases in the frequency of anger expression ap

pear to correspond in time frame with the ascending slopes 

created as Nancy more frequently reported her Pain and 

Stiffness as "better." 

The manner in which changes in Pain and Stiffness 

correspond temporally with changes in PAl and AFE and not 

AF suggests that Perceived Anger Intensity and F~equency of 

Anger Expression are related to Pain and Stiffness. There

fore, the alternate hypothesis was accepted. 
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Hypothesis 6.01. The null hypothesis states, "Indi

vidual subjects will not demonstrate patterns of relation-

ship between report of pain and mood that would classify 

them as either synchronous or paradoxical in coping style." 

Compar ing Figure s 3.4, 35 and 36, 37, asynchronous 

relationship between pain and mood is most closely shown 

beginning one week after the start of treatment. With the 

exception of a brief interval during the baseline period 

when the subject begins reporting her mood as "better" be-

fore corresponding change occurs with her report of pain, 

the correlation is positive throughout, identifying Nancy's 

general coping style as synchronous. Therefore, the alter-

nate hypothesis was accepted. 

Descriptive Data, Discussion and 
Interpretation 

Background Information. Nancy B. was a 65 year old, 

caucasian, married woman who had been diagnosed as having 

Rheumatoid Arthritis when she was about 60 years of age. 

Her children were grown and gone. 

Nancy's husband had had a progressively disabling 

disease since early in their marriage. For the duration of 

the many years of their life together, he had elected not to 

pursue his professional work as an attorney, though he could 

have. Instead, he gradually assumed the dependent role of 

an invalid. 
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Nancy had completed business school and two years of 

college. She rose in an administrative career and, at the 

time of her retirement, had held a responsible supervisory 

position with a major university. She had been the sole 

working support for her family. In addition to Nancy's re

tirement income, her husband's family administered a trust 

fund. 

A medically naive observer probably would not have 

noticed any characteristics about Nancy's gross body move

ment which would have made her appear disabled. However, 

her hands, wrists, and elbows were somewhat deformed and 

somewhat limited in mobility. To the casual eye these de

formities appeared as a large bump or erowth on her wrist 

and on both elbows. Her fingers showed some initial signs 

of joint enlargement and deviation from the normally ex

pected finger positioning at their joining with the ~and. 

Nancy was the second of four siblings born in her 

family. She was the oldest girl and was followed into the 

world by a boy. 

Presenting Problem. Although initially presenting 

herself as merely intellectually curious, bored, and in need 

of the stimulation her participation could provide, Nancy 

described herself as trapped in servitude to her disabled 

and uncooperative husband, and alienated from his family 

since early in their marriage. 
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Nancy described herself as frequently engaging in 

self-blame by asking, "What am I doing wrong?" when the 

context of the situation involved anger. She saw herself as 

displacing her anger, "67% of the time or more", and fre

quently being angry after it was too late to do anything 

constructive and direct about it. 

She commented, "Either I don't do anything at all, 

or I slam doors and shout. Two to one I don't do anything. 

I wait a little too long sometimes and then I overreact." 

Nancy would label her anger as "being annoyed" and, 

most usually, would keep it to herself, muttering after the 

person was gone. She would never use the word "anger." 

Sources of irritation for Nancy were "sheer, utter 

incompetence . ~'She recalled her mother saying, "If 

you want something done right, do it yourself." Nancy 

chafed at her husband's ongoing refusal to accept any re

sponsibility. 

Family Anger History. Nancy recalled her family 

life as being quite restrained and rule-governed: "We 

learned that children were to be seen and not heard. 

Rules were laid down and we followed them. " 

The subject did not consciously acknowledge her 

father as expressing anger when she was a child. She saw 

him as viewing everything in black and white. Dad was a 

very stern man. 
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Most of the family interaction appeared to take 

place at the dinner table. Dad would sit at the head of the 

table and, ". .if you reached too far he'd rap your 

knuckles with the handle of a knife. "Nancy saw him 

as expecting a lot of the children: "Father planted four 

rows of everything and first we had to weed whatever he told 

us to and then we could go and play." 

Correct behavior was vitally important in her fam

ily. Nancy had clear recollections of earning his disap

proval once for getting less than an "A" in Deportment: 

"Once I got a C. He looked at me and said, 'What is that C 

doing here!' If you got spanked in school you got spanked 

at home. " 

Though her father was the boss and mother the man-· 

ager of the household, it was really Nancy's mother who made 

the decisions. Nancy saw her as ". .getting her own way 

without fanfare" and without confronting situations head on. 

The subject didn't remember her being "cross" at any time, 

but rather, as looking disapproval at the children. On re-

flection, Nancy guessed that her mother" .kept her anger 

in 90% of the time." 

Nancy became known as, "Reliable Nancy." She didn't 

recall even being permitted to "mutter disagreement", nor 

did she recall ever expressing anger as a child. She didn't 

believe any outward expression from the children was ever 

permitted. 
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She remembered her brother slamming the door in 

anger once and being ordered by mom to ". .come right 

straight back and leave properly." Nancy also recalled that 

she feared her father's wrath, even though unable to define 

his behavior as anger: She said, "If it had been my father, 

I would have quaked more." 

Nancy learned that to behave correctly was the 

highest goal of life. She remained "Reliable Nancy." She 

did not contradict her elders--and was covertly rebellious. 

She wouldn't say anything and she'd do as she pleased when 

she dared to. She saw her younger sister as a "sweet dar

ling", (sarcastic) and promptly decidea to be a tomboy, 

playing with her brothers instead. She would not express 

anger as an adult but became the epitome of New England 

propriety, who would not easily be swayed. She kept her 

back up straight and never stuck her chin out either liter

ally or figuratively. 

Pre-Treatment FIRO-B Interpretation. A FIRO-B 

administered at the time of admission into the study re

flects concerns which will be discussed further as treatment 

issues, and is included in Table 5, along with Nancy's post

treatment scores on.this instrument. 

Nancy's pre-treatment scores reflect her long

established style of living as well as her way of relating 

to others. 
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Her unrealistically high standards for behavior 

coupled with the restrictions imposed by her home life made 

it highly unlikely that she would score high in either ex

pressed or wanted inclusion, since, initially, she saw her 

situation as a hopeless trap with no viable options for 

change. Thus, her low scores in this area seem to have 

been, in part, situationally determined. Additionally, what 

few friends she had would have to be unimpeachable, by her 

standards. 

Nancy's high expressed control score also seems to 

reflect her high standards for herself as well as the degree 

to which she saddled herself with monumental responsibili

ties. Her low wanted control score presents the paradox of 

escape from her family history of suppression and rules into 

a relationship which offered the other extreme--where she 

was "the boss." Her dependent husband certainly (on the 

surface of it) presented no threat or possiblity of control

ling her. However, she held him in contempt for being un

able to live up to her standards. Thus, in the end, she was 

controlled by his dependency. 

Nancy's low affection scores underscore her caution 

in getting involved with anyone, including her husband, and 

a general pessimism about human nature. 

Overall, Nancy's pre-treatment profile reflects her 

cold demeanor or cerebral aloofness, her high standards for 
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herself and everyone else, her dominance in the family, and 

her striving to maintain her position. 

Post-Treatment FIRO-B Interpretation. Retest after 

C treatment revealed a significant rise in Nancy's w score. 

This change suggests a growing awareness of wanting to 

abandon her yoke of responsibility, or perhaps, her recogni-

tion of her own need to be dependent on someone, sharing 

responsibilities instead of bearing the burden alone. 

Though not reaching statistical significance, 

I Nancy's w score rose, suggesting a growing awareness of her 

own long-denied social needs which might be realized if she 

abdicated responsibility for her husband. 

Treatment Issues. Nancy worked on her longstanding 

antipathy and resentment toward her husband, who, she felt, 

had given up on life early on and consequently, had made a 

life-long slave out of her. She worked on her anger toward 

the members of her husband's family, each of whom, she felt, 

had helped in making him a cripple much sooner than neces-

sary. She expressed her resentment at how they had coddled 

him and not encouraged him to work with his disease ln 

order to remain independent and productive in his field as 

others with the same illness had. 

Nancy observed how her need to maintain a "stiff 

upper lip" and a ladylike demeanor had been superimposed on 

all her interactions with people. Her unexpressed anger 

left her seething inside but "unable" to utter ?o much as 
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an occasional sarcastic remark. She recognized that she was 

not only unexpressive with her anger, but in demonstrating 

affection and friendship. As this awareness grew keener, 

she began experimenting with reaching out to people and even 

hugging. She reported in daily telephone interview how she 

was scaring herself with these experiments in contractful

ness:. "I'm afraid that I will lose control over this in

tense emotional stuff that I had disciplined into quietness 

until now." In some telephone interviews she spoke in baby

talk; a most uncharacteristic mode of expression, given the 

face Nancy had shown herself and the world. 

Feelings of panic and catastrophic expectations 

seemed to be expressed regularly in telephone interviews 

which followed counseling sessions. 

Nancy worked on giving herself permission to change 

her life in ways that would make it possi?le for her to en

joy it more without feeling guilty about seeking some 

pleasure at long last. 

She commented that she had been blaming herself for 

her husband's isolation and had come to realize that lIpeople 

make their own choices. He didn't have to isolate himself. 

He chose that." 

The course of treatment included empty chair con

frontation with her husband in which she expressed her re

sentment and refused to wait on him any more than absolutely 

necessary. She rehearsed requesting that he perform tasks 
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he was capable of by himself. She practiced actually utter

ing words she had been longing to say, such as, "No! I 

won't! You're perfectly capable of doing that for your

self." 

She commented close to the end of treatment, "I am 

not going to get stuck in his irrational expectations that 

I'm a sweet, loving, devoted wife." 

Nancy completed homework assignments related to con

fronting her husband's helplessness. A typical example was 

his refusing to clean up the sink after he'd finished brush

ing his teeth. She explained to him in advance that she 

would no longer perform that task for him and felt that it 

was inconsiderate for him to leave the sink in a mess. 

Though it was difficult for her, at first, to grasp 

the notion of accepting the responsibility for her contri

bution to the dependent behavior which aroused her anger, 

she gradually reported making gains in that area. She 

recounted a number of incidents of being more firm with her 

husband when he would childishly or petulantly make more 

work for her than was necessary or when he demanded service 

from her for things he could do himself with very little ef

fort. 

Nancy persistently talked about herself without 

using the word "I" until rather late in the course of treat

ment. When she finally surrendered to talking about herself 
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in the first person, she appeared to relish doing that with 

a child-like glee. 

She seemed to change in her intellectual awareness 

of the possibilities available to her as a human being, even 

at the age of 65. 

At the conclusion of treatment, Nancy saw herself 

as being much more aware of her anger though still squeamish 

about expressing it. She commented that she could use her 

anger to help herself. She had begun dismantling the de

fenses she had maintained in order to keep her relationships 

"correct" and impersonal, and she had recognized 'that the 

only proprieties she needed to observe were those she im

posed on herself by choice. 

Relationship to Other Research Data, Nancy's score 

change on the Novaco Anger Inventory appears to accurately 

reflect the change she observed in herself. She described 

herself as being more aware of her anger and certainly the 

change in her willingness to rate social situations as 

anger-arousing demonstrates that contrast. 

Nancy's Marlowe-Crowne score initially exceeded the 

sample mean established for that test and rose after treat

ment. This initially strong need for approval as measured 

by that instrument fit nicely with the subject's history 

and description of herself in the course of treatment. The 

rise in score seems to suggest the strength of the perceived 
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threat in attempting to change her way of being in the 

world. Nancy, at the close of treatment, still could not 

acknowledge that she had "feet of clay", much as other 

ordinary humans. Her staunch "New England" standards were 

still very much with her. Nonetheless, she had begun to 

question the utility of those standards in creating a more 

satisfying future life. 

Though AFE changed in the course of treatment, the 

subject's Buss-Durkee score did not reflect any difference 

in her willingness to acknowledge anger-expressive actions. 

Nancy's change appeared to be in the intellectual recogni

tion that she had a right to be angry, and perhaps, to ex

press herself more assertively. Rational acceptance of her 

right to request different behavior and working toward 

implementing that right was most probably as close as she 

would corne to consistent anger expression in her daily life. 

In attempting to redraw her personal boundaries, she 

had begun reaching out to old friends and acquaintances by 

expressing affection, and had begun to set limits on her 

role as a care-taker in her relationship with her husband. 

This reported change is reflected in her post-treatment 

FIRO-B scores. 

The subject reported her experience of pain as 

diminished and believed that the size of the lump on her 

wrist had been reduced noticeably. 
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Relevant Material From Concluding Interview. 

Nancy's comments at her closing interview suggest that in 

the course of her participation in the study she had learned 

to accept her anger as a legitimate feeling, had begun to 

question how necessary it was to put up a front instead of 

being humanly fallible, had started showing the emotional, 

less impersonal side of herself, recognizing that she no 

longer had to hide behind a wall. 

Excerpted comments from the transcript of Nancy's 

concluding interview are presented in Appendix M. 

Summary and Discussion of Findings for Nancy B. 

Summary. For this subject, measures of anger taken 

on a daily basis which changed in treatment were AFE and 

PAl. These demonstrated a relatively clear time frame 

within which most of the effect was produced. 

Frequency of Anger Expression (AFE) produced some 

dramatic changes in the character of the data during the 

treatment period. Perceived Anger Intensity (PAI) exhib

ited dramatic and atypical differences between the chart 

produced by SUbjective integer scaling and that produced 

where integer limits were established. Subjective scaling 

produced a dramatic decline followed by reversal during 

treatment, while limited sCdling produced a leveling after 

the same decline. 



Report of Mood (M) demonstrated an upward trend 

which was judged as not significantly different from that 

produced during the baseline period. 
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Report of Pain (P) produced some variability which 

remained fairly level during baseline. An ascending slope 

produced by the subject's report of her pain as "better" 

than yesterday's was initiated soon after the start of 

treatment and concluded at approximately day 41, and was 

judged to be indicative of change produced during treatment. 

Report of Stiffness (S) closely followed the ascend

ing pattern produced by Report of Pain, and was judged to 

have changed in treatment. 

The subject's awareness of anger increased signifi

cantly as measured by the Novaco Anger Inventory. Her score 

on the Buss-Durkee Hostility Inventory did not change, sug

gesting that her anger expression had not been altered. 

The subject's need for approval as measured by the 

Marlowe-Crowne Social Desirability Scale, increased. 

An increased score on the FIRO-B dimension of wC 

(wanted control) was found to be statistically significant. 

Based on the observed movement of the Pain and Mood 

variables, this subject was classified as having a synchro

nous coping style. 

There appeared to be a relationship between the 

daily anger measures, Pain, and Stiffness. Measures which 

most clearly suggested this relationship were Perceived 
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Anger Intensity (PAl) and Frequency of Anger Expression 

(AFE) . Frequency of Anger Awareness (AF) seemed unrelated 

to either Pain or Stiffness. 

Discussion. AFE as compared with the other daily 

anger measures suggests a picture of awareness of anger ac

companied by an inability to express it, which moved in 

treatment toward more active anger expression and what ap

peared to be an increased sensitivity in the area of 

Perceived Anger Intensity. 

Nancy's PAl charts suggested that after the baseline 

period her evaluation of her inner-experience moved toward 

a larger proportion of responses of "stronger" as treatment 

progressed. 

The close correspondence between Mood, Pain, and 

Stiffness, classifying her as synchronous in coping style, 

sugge~ts that her experience of illness may be related to 

her ability to discriminate between and accurately label her 

inner states. Nancy's characteristic suppression of feel

ings, so that she could always guarantee herself of behav

ing "correctly", seemed to be relaxing toward the end of .her 

participation in the study. Her apparent need for control 

and decorum along with her husband's invalidism, had limited 

her social involvement and more human forms of (emotional) 

contact. 

Much as in the case of Hannah S., it might be spec

ulated that changes in Nancy's social involvement, and 
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ability to express her feelings more honestly, could make a 

positive change in her mood and secondarily effect change in 

her experience of illness. 

A comparison of Nancy's scores on the Novaco Anger 

Inventory, the Buss-Durkee Hostility Inventory, the Marlowe

Crowne Social Desirability Scale, and the FIRO-B suggest 

that Nancy was, at the conclusion of her participation in 

the study, struggling to make some changes in her behavior 

and her life. 

Nancy was perhaps even more concerned about the 

social desirability of her actions than she had been at the 

beginning of the study, because she had begun to break her 

stringent rules by showing some human feelings, and by 

reaching out to people in new and untried ways. 

She was more aware of her anger and more willing to 

admit it to herself. She saw anger as a signal which could 

tell her that a problem needed to be solved, as opposed to 

ignoring the signal. However, she would probably shy away 

from more emotional means of expressing anger and rely on 

the rational refuge of assertiveness and intellect as her 

vehicle for communication of this emotion, and resolution of 

problems associated with it. 

As with the other subjects, there appeared to be a 

relationship between Perceived Anger Intensity, and Pain 

which poses a problem for interpretation. This will be 



reviewed in the summary for this chapter and discussed 

further in Chapter 5. 

Subject 05: Sandra O. 

Hypotheses Related to Psychometric Performance 
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A summary of pre and post treatment results is pre

sented in Table 6. 

Testing Hypothesis J .. Ol. The null hypothesis 

states, "There will be no change in anger awareness between 

individual pre and post treatment scores on the Novaco 

Anger Inventory as measured by the difference between ex

pected and obtained post-treatment scores." 

Sandra's pre-treatment score was 317. Her post

treatment score was 339. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 316.63. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >12.99 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores exceeded 12.99 and was found to 

be significant at the <.085 level. 

This suggests that the change in the subject's score 

could not be accounted for by the passage of time alone and 

was a true difference in anger awareness that could be 



Table 6. Psychometric Test Results for Sandra O. 

Test Pre Expected Obtained 

Novaco 317 316.63 339 

Buss-Durkee 25 25.44 42 

Marlowe-Crowne 17 16.64 10 

FIRO-B 
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5.4 

1.71 

2.19 
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Significant 

yes <.085 
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yes <.0001 
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no 

no 

yes <.20 

no 
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attributed to the effects of treatment. Therefore, the 

alternate hypothesis was accepted. 
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Testing Hypothesis 1.02. The null hypothesis 

states, "There will be no change in action-related anger 

responses .(expression) between individual pre and post 

treatment scores on the Buss-Durkee Hostility Inventory as 

measured by the difference between expected and obtained 

post treatment scores." 

Sandra's pre-treatment score was 25. Her post

treatment score was 42. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 25.44. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >5.4 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores exceeded 5.4 and was found to 

be significant at the <.002 level. 

This suggests that the change in the subject's score 

could not be accounted for by the passage of time alone and 

was a true difference in action-related anger responses that 

could be attributed to the effects of treatment. Therefore, 

an alternate hypothesis was accepted. 

Testing Hypothesis 1.03. The null hypothesis 

states, "There will be no change in need for approval be

tween individual pre and post treatment scores on the 
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Marlowe-Crowne Social Desirability Scale as measured by the 

difference between expected and obtained post-treatment 

scores." 

Sandra's pre-treatment score was 17. Her post

treatment score was 10. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 16.64. 

The Standard Error of the Estimate for this instru

ment dictated that a critical value >1.71 was necessary to 

reject the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually 0b

tained post-treatment scores exceeded 1.71 and was found to 

be significant at the <.0001 level. 

This suggeststhat the change in the subject's score 

could not be accounted for by the passage of time alone and 

was a true difference in action-related anger responses that 

could be attributed to the effects of treatment. Therefore, 

the alternate hypothesis was accepted. 

Hypothesis 1.04. The null hypothesis states, 

"There will be no change between individual pre and post 

treatment scores on the FIRO-B inclusion, control, or af

fection dimensions as measured by the difference between 

expected and obtained post treatment scores." 

The pre and post treatment scores and Standard 

Errors of Estimate for each of six factors are presented in 

Table 6 .. The differences between expected and obtained 
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scores for five of the factors did not exceed the critical 

values necessary for them to be regarded as significant. 

On the sixth factor, wC (waRted control), Sandra's 

pre-treatment score was 4. Her post-treatment score was 7. 

The expected post-treatment score that could be 

accounted for by the passage of time alone was 4.29. 

The Standard Error of the Estimate for this factor 

dictated that a critical value >2.13 was necessary to reject 

the null hypothesis at the <.32 level of confidence. 

The difference between expected and actually ob

tained post-treatment scores exceeded 2.13 and was signifi-

cant at the <.20 level. 

This suggests that the change in the subject's 

score could not be accounted for by the passage of time 

alone and was a true difference in wC that could be attri

buted to the effects of treatment. Therefore, the alternate 

hypothesis was accepted. 

Hypotheses Related to Daily Treatment Response 

The subject's daily reports of her ratings or fre

quency counts of the variables studied are charted in 

Figures 39 through 48. 

Sandra's baseline period was 14 days. Treatment 

began on day 15 and concluded on day 50. 
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Hypothesis 2.01. The null hypothesis states, "The 

frequency of reported daily anger awareness will not change 

as a result of treatment." 

Anger Frequency (~F) in terms of incidents of daily 

internal awareness.is charted in Figure 39. 

Viewing the data flow in treatment as compared to 

the baseline period, there is a notable change in the char

acter of Anger Frequency. Beginning at day 17, the fre

quency of reported incidents of daily anger awareness does 

not return to the zero level until after the conclusion of 

treatment, when, at day 51 a report of zero incidents may 

again be noted. During the treatment period, the number of 

daily incidents reported is, on a number of occasions, 

dramatically different from the highs reported during base

line. This elevation continues after the conclusion of 

treatment, though not to such an extreme degree, and on two 

occasions punctuated with reports of zero incidents. 

It appears that the subject's awareness level was 

displaced consistently upward during the weeks of the 

counseling process, and remained altered to some degree in 

the week following the conclusion of treatment. 

The increase in the reported frequency of anger 

awareness in treatment as compared to the baseline period 

was regarded as sufficient evidence that the subject's 

anger awareness had changed as a result of treatment. 

Therefore, the alternate hypothesis was accepted. 
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Hypothesis 2.02. The null hypothesis states, "The 

frequency of reported daily anger expression will not change 

as a result of tr~atment." 

Anger Expression (AFE) in terms of reported inci

dents of outwardly directed expressive behavior, is charted 

in Figure 40. 

Most notable is the relatively flat character of 

the data generated during the baseline period as compared 

to the activity level present following the initiation of 

treatment and continuing through day 59. 

The subject's outwardly directed expressive behav

ior appears to have increased during the weeks of treatment, 

and remained above baseline level following the conclusion 

of treatment. 

The increase in reported incidents of anger expres

sion during the treatment as compared to the baseline period 

was regarded as sufficient evidence of change to suggest 

that the treatment had had an effect. Therefore, the alter

nate hypothesis was accepted. 

Hypothesis 2.03. The null hypothesis states, "The 

reported intensity of daily anger awareness will not change 

as a results of treatment." 

Perceived Anger Intensity (PAl) in terms of the 

subject's rating of her overall daily experience as 
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"stronger", "the same", or, "less strong" than yesterday's 

is charted in Figures 41 and 42. 

In Figure 42, the subject was given the latitude to 

create her own integer scale based on what she saw as the 

size of perceived differences, while in Figure 41, she was 

limited to one and zero as choices. 

Both figures exhibit a change in slope following an 

initial baseline decline. 

When the subject was permitted to use integers 

larger than one, the graph produced expanded the range such 

that departure from zero in either direction produced limits 

almost three times that produced in Figure 41. Figure 42 

produced a picture which appe~rs to have made the transition 

to positive slope more gradually and smoothly. Yet both are 

quite similar. 

The plateauing and reversal in treatment of the de

clining baseline trend were regarded as sufficient ~vidence 

that the subject's perceived anger intensity had changed. 

Therefore, the alternate hypothesis was accepted. 

Hypothesis 3.01. The null hypothesis states, "The 

subject's evaluation of daily mood will not change as a 

result of treatment." 

Mood (M) in terms of the subject's rating of her 

overall daily experience as "better", "the same", or, 

"worse" than yesterday's is charted in Figures 43 and 44. 



257 

In Figure 44, the subject was given the latitude to 

create her own integer scale based on what she saw as the 

size of perceived differences, while in Figure 43, she was 

confined to one and zero as choices. 

After leveling out in a series of days which were 

rated "the same" during the baseline period, both figures 

ascend similarly throughout the treatment period until a 

region of relative plateau is reached beginning at approxi

mately day 36. While Figure 43 remains fairly level, though 

variable through the conclusion of the study, Figure 44 

ascends after the conclusion of treatment and, overall, pro

duces a range of values almost three times as great as that 

produced by Figure 43. 

The increase in the subject's responses of "better" 

following the conclusion of the baseline period suggests 

that there was a change in Mood as a result of treatment. 

Therefore, the alternate hypothesis was accepted. 

Hypothesis 4.01. The null hypothesis states, "The 

subject's daily evaluation of pain will not change as a 

result of treatment." 

Hypothesis 4.02. The null hypothesis states, "The 

subject's daily evaluation of stiffness will not change as 

a result of treatment." 

Report of Pain (P) and Report of Stiffness (S), in 

terms of the subject's ratings of her overall daily experi

ence of each of them respectively as "better", "the same", 
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or, "worse" than yesterday's are charted in Figures 45, 46, 

47 and 48. 

Sandra's overall trends in these dimensions differ 

in direction of slope. Figures 45 and 46 (P) exhibit a 

negative slope, while in Figures 47 and 48 (S) the slope is 

positive. Thus, there appeared to be a tendency toward re

porting Pain somewhat more frequently as "worse", and a 

tendency to report Stiffness as somewhat more frequently as 

"better." 

In viewing the charts for (P), there appeared to be 

no appreciable difference between the baseline and treatment 

periods in either Figure 45 or 46 though the subject's own 

integer scaling did produce a sharp downward movement prior 

to the last treatment session. 

As would be expected, integer scaling produced a 

larger range. The negative departure from zero was four 

times as great as when the subject's responses were limited 

to one and zero. 

By contrast, the data presented in Figure 47 (S) 

suggest a change following the conclusion of the baseline 

period. When viewed from the perspective of the subject's 

own scaling (48), this change, as positive slope, occurs 

later in the treatment period. There appears to be a shift 

between emphasis on larger negative values to larger posi

tive values which occurs at day 31. This continues through 

the conclusion of treatment and then reverses sharply. 
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During the treatment phase, responses in the Pain 

dimension appeared insufficiently changed to warrant accep

tance of the alternate hypothesis. 

The observed change in the character of the data for 

Stiffness as the subject reported "better" more frequently 

in the latter part of treatment suggested that the treatment 

had produced an effect. Therefore, the alternate hypothesis 

was accepted. 

Hypothesis 5.01. The null hypothesis states, 

"Changes in daily report of Anger Awareness, Perceived Anger 

Intensity, or Anger Expression, will not be related to 

changes in Pain or Stiffness." 

Movement of Perceived Anger Intensity as decreasing 

appears to be negatively related to Stiffness which was 

reported as "better" during the baseline period. This 

moves into an area of increased variability in both dimen

sions which correspond closely in time frame and move into 

a positive slope toward the latter part of the treatment 

period. Thus the relationship appears to change to a posi

tive one in which a reversal is suggested in the week 

following the conclusion of the treatment phase. 

PAI appears to be inversely related to Pain for 

this subject, though this speculation is quite tentative 

due to the seeming lack of change in the Pain dimension that 

could be related to the treatment. 
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The regions of closest correspondence between AF, 

AFF., and Stiffness are those in which the anger measures 

are showing an increase in frequency and Stiffness shows an 

increase in variability of response with little, if any, 

net change in direction of slope for those regions. 

As with PAl, the relationship of AF and AFE to Pain 

appears to be a neEative one. That is, increased AF and AFE 

with descending P (report of pain as "worse"), occurring 

within the same time frame. 

The manner in which changes in Pain correspond tem

porally with changes in PAl, AF, and AFE suggest that 

anger awareness, anger expression, and perceived anger in

tensity are related to pain. PAl seems similarly related to 

Stiffness. Therefore, the alternate hypothesis was ac

cepted. 

Hypothesis 6.01. The null hypothesis states, 

"Individual subjects will not demonstrate patterns of rela

tionship between report of pain and mood that would classify 

them as either synchronous or paradoxical in coping style. 

Comparing Figures 43, 44 with Figures 45, 46, a 

mildly paradoxical relationship is suggested by the more 

frequent responses of' "better" in the Mood dimension, while 

in the Pain dimension, the more frequent response was 

"worse." 

No distinction is made in this case between baseline 

and treatment periods because of the lack of observed 



difference in the Pain dimension, while overall negative 

slope was still present. 

This lack of 'synchrony between Pain and Mood gen-

erally identifies Sandra's coping style as a paradoxical 

one, sinca her Mood ascends in slope while Pain descends. 

Thus, the alternate hypothesis was accepted. 

Descriptive Date, Discussion and 
Interpretatlon 

Background Information. Sandra O. was a 31 year 

old, Caucasian, divorced woman, with no children. 
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Sandra had been diagnosed as having Juvenile Rheuma-

toid Arthritis as a very young child and had experienced the 

effects of the disease for all but a small portion of her 

life. 

A medically naive observer might have noted some 

joint deformities in both her hands,and knees that appeared 

overly-large,but probably would have attributed any limita-

tions in movement to restrictions in Sandra's sight. 

Within recent years Sandra had had joint replace-

ments in both her knees. She was substantially mobile 

without canes ora wheelchair but was troubled by a need to 

manage chronic pain. 

Her sight was extremely limited. She had one pros-

thetic eye and was legally blind in the other, though she 

had hopes of gaining additional sight with surgery. 

Sandra's form of blindness is one of the lesser known 
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possible effects of Rheumatoid Arthritis. Because of her 

visual problems, all tests were administered orally and her 

responses recorded by the interviewer. 

Sandra lived independently with the assistance of 

a hired companion. She was able to manage moderately well 

financially on the income provided by a trust fund. This 

had been arranged by her father, who continued to be con

cerned and involved with her well-being. 

At the time of her participation in the study, 

Sandra was socially very active at the university where she 

was an undergraduate senior. 

Sandra was the third of four siblings born in her 

family. She was the youngest of three girls and was fol

lowed by a boy. 

Presenting Problem. Sandra initially presented her

self as intellectually curious. She states that she thought 

it pould be an "educational experience" about which she 

could write a paper for a college class. 

Sandra was willing to acknowlege that she was ex

ploring anger as a personal issue but recognized only 

peripherally that she was ineffectual in expressing anger. 

This somewhat peripheral recognition seemed to stem from 

having been confronted by peers in a group counseling ses

sion. Other group members had pointed out her avoidance of 

directness, confrontation, or conflict through the use of 

humor and excessive verbosity. 



When asked specifically how she usually handled 

anger, Sandra commented, "I don't even recognize anger. 

When I do, I slam a door or something. Rarely do I get 

angry. Sometimes I handle things by laughing them off or 
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by getting in 'little digs'.11 Sandra recalled once having 

stopped talking to a person who, she thought, probably never 

even knew she was angry. 

Family Anger History. Sandra recalled her family 

life as being dominated by her father's disdain for stupid

ity and her mother's emotionality. She couldn't remember 

ever seeing her parents either fight or kiss. 

Sandra described her father as an extremely control

ling man who was not to be openly opposed. She nicknamed 

him "the puppetmaster." When he was physically present, 

Sandra felt powerless to do other than let him "pull her 

strings." 

Sandra saw her father as holding h~s anger in and 

logically analyzing things according to his high standards. 

Though she didn't recall ever seeing him "blow", she de

scribed him as taking a belt to her sister every night, "to 

help them (sic) go to sleep." Sandra remembered escaping 

this kind of treatment all but once. She credited her ill

ness with saving her from punishment. 

When Sandra was youn~, it was hard for her to know 

when she'd pushed her mother too far, "until it was too 

late." She recalled her mother as reacting in an 
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all-or-none fashion to situations which provoked her. Mom 

would explode, reducing Sandra to tears instantly by yel

ling, and by telling her daughter that she hated her. 

Sandra's father ridiculed her mother for this behav-

ior. 

The subject recalled getting away with a lot, when 

it came to anger and misbehavior, and getting a lot more 

attention than her siblings because she "was sick." 

Sandra described her behavior toward her brother as 

an example of how she dealt with her anger and resentment: 

"I used to torture my brother. I used to hide 

his stuffed cat. I'd make him stand with his 

arms out when I was babysitting and he 

couldn't go to sleep. I told him he could go 

to bed when he got tired. I suppose I was 

sneaky or indirect about it. I used to beat 

on my brother." 

The subject remembered her oldest sister as "evil" 

in her expressions of anger toward the second born sister. 

Sandra described the oldest as "attempting to kill" the 

second-born sister on various occasions by smothering, bury

ing, and trying to drown her. Though Sandra saw this be

havior as "evil", she did not appear to make any connection 

between it and her own behavior toward her brother. 
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Sandra drew the conclusion when she was young that 

anger was to be controlled and not demonstrated. Her mother 

seemed irrational and her sister seemed evil in the ways 

they each expressed anger. Thus, the subject decided that 

the best way to handle anger was to "ignore it" and to 

"laugh a lot." She would come to rely on her intellect and 

verbosity, as well as humor, to keep her feelings and reac

tions hidden. 

Pre-Treatment FIRO-B Interpretation. A FIRO-B ad

ministered at the time of admission into the study is 

included in Table 6, along with Sandra's post-treatment 

scores on this instrument. 

Sandra's high expressed and wanted Inclusion scores 

reflect the high degree of social activity which was a part 

of her everyday life, despite its excessive demands on her 

physical well-being. Her need to belong provided the driv

ing force for having a constant coterie of people around her 

as well as a force seeming to propel her into a constant 

round of parties and social events. She was, in the truest 

sense, a people gatherer, who was rarely, if ever, alone and 

when drawing people into her daily existence tended to en

list them in her service. 

The relationship between her expressed and wanted 

Control scores to some extent reflects her need for recogni

tion and appreciation while retaining mastery in close 
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personal relationships. While appearing somewhat helpless 

and dependent due to her illness and blindness, she was 

tyrannical in the high standards of performance she expected 

from close associations, and was relentless in getting her 

way. Paradoxically, she chose as her intimates, people who 

were seen by her as constantly failing in competence and 

self-direction. She tolerated interference from her father 

when it was unavoidable ·and appeared to somewhat recapitu

late his relationship to her in her relati~nship to her 

companion and her lover--that of a benevolent dictator. 

Sandra's ~igh scores in expressed and wanted Affec

tion suggest that her need for assurance that she is loved 

would readily propel her into relationships without neces

sarily using good judgment in assessing whether she could, 

in fact, obtain the affection she wanted from the person 

chosen . 

. The combination of her scores suggests a person who 

is very successful in concealing from herself the disap

pointments she encounters in relationship. Her high 

standards and her need for mastery oppose one another and 

make the degree of affection she would seek highly unlikely. 

However, the wide social circle she maintains would serve to 

ameliorate her disappointments and provide her with ample 

opportunity for replacement so that the sting of failure in 

intimate relationships would not last too long. 
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Post-Treatment FIRO-B Interpretation. Retest after 

treatment revealed a significant rise in Sandra's wC score. 

Her e C score dropped, though this change was not 

statistically significant. 

The relationship between the two Control scores at 

post-testing suggests a possible change from the use of ap

parent dependence to achieve control and nurturing, to a 

conflict between dependence and independence. 

Viewing the rise in Sandra's wC score alone, an in-

terpretation can be made that she became more willing to 

rely on someone else's competence in order to meet her de

pendency needs. She was, perhaps, a bit more willing to 

surrender her standards in order to let that happen in a 

more pleasant and satisfying way. 

At the same time, Sandra may have been considering 

ways in which she could effect changes in her lifestyle 

which would permit her to live more independently of her 

father's influence and begin a career, where before neither 

of these options had been seriously considered. 

Treatment Issues. Initially, Sandra relied on her 

intellect and massive verbal output to keep her feelings 

hidden. This concealment was from herself as well as 

others. 

Her nervous laughter was virtually always incon

gruent with the content of the earliest sessions. She was 

unaware of the bodily sensations associated with emotions. 



Sandra was unable to name emoti6ns related to her ongoing 

present experience, despite her prodigious vocabulary. 
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She additionally was very tense physically and de

scribed herself as frequently finding it difficult, if not 

impossible to relax. 

Some period of time during each of the six sessions 

was focused on these issues. Sandra worked on bodily aware

ness as well as appropriate expression. Necessarily, this 

also involved her ability to discriminate pain and its lo

cation, and to gradually learn to describe her experience 

of emotions generally. 

Sandra's mistreatment of her own body by driving 

herself in excessive social activity was another issue 

throughout treatment. 

Sandra worked on her use of humor, hilarity, and 

sometimes, sarcasm as the vehicle she had been using to 

avoid anger and confrontation. 

Issues which emerged as she became more willing to 

deal with anger without inappropriate affect were her 

smouldering resentment and inability to express anger dir

ectly when she was treated inconsiderately or badly, her 

difficulty in clarifying what she wanted from another per

son, her ongoing inner battle to even minimally confront 

or oppose her father, and her intimate relationships with 

men. 
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A memorable session was related to Sandra's social 

style and to the manner in which she had been treating her 

body. It was a "conversation with God" which took place as 

an empty chair dialogue. 

This was to have been a contract negotiation for her 

future well-being. 

Sandra exploded in rage and grief in this interac

tion, asking God why he was treating her the way he had. 

Sandra viewed her body and her Rheumatoid Arthritis, 

as an enemy to be whipped into submission. She wanted to 

grab all she could from life without paying any price and 

without making a concerned contribution to her own well

being. She wanted to burn the candle at both ends--push 

herself to the limit. She saw herself as trying to steal 

some pleasurable time from a cruel God who was punishing her 

in ways which were completely beyond her control. 

In pushing herself to extremes probably beyond the 

normal human being's capacity to sustain, she created cycles 

of relative wellness followed by poor health, without com

prehending that she was, in part, the author of her own 

misery. She refused to "listen" to her own body signals 

which, ordinarily, tell most people when it's time to rest. 

Sandra could only see the threat of being crippled 

and "left out of things" and wanted to grab all the "fun" 

possible without the thought that she might be creating the 

painful consequences through overwork and overactivity. 
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She was fighting her body every inch of the way and 

had great difficulty in comprehending the notion that ac

cepting and cooperating with her physical self might provide 

her with a long-range wellness that could sustain her better 

than cycles of instant gratification and subsequent physical 

punishment. 

At the conclusion of treatment, Sandra had made in

roads in changing the nervous laughter, hilarity, and ver

bosity which she had used as a shield. She still saw her 

witty remarks as one of the aspects of her personality which 

made her attractive to people and was concerned about the 

way people might react to her without them. There appeared 

to be some minimal improvement in body awareness over the 

course of the sessions, but Sandra still had much difficulty 

in identifying the subtleties of physical and emotional 

sensations. 

Sandra identified further work she wanted to do 

related to expressing anger and requested continuation of 

therapy following the conclusion of the study. She saw 

herself as much more aware of situations which aroused her 

anger and consequently, had been observing how she behaved 

in reaction to them. 

Relationship to Other Research Data. The process of 

treatment for this subject appeared to be one of increasing 

intellectual awareness as well as a struggle to develop an 
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awareness of specific emotional and physical sensations. 

Sandra appeared to be quite gifted in intellectual ability 

and, once understanding that her verbosity and cleverness 

had been getting in the way of being in touch with her own 

feelings in any really meaningful way, she set about to 

observe her own behavior and reactions at times between 

treatment sessions. She saw herself as gaining in her 

ability to discern her inner reactions and as this ability 

increased she reported questioning and even stopping inap

propriate or anger-concealing behaviors "in the act." 

Sandra's score change on the Novaco Anger Inventory 

seemed to reflect this change in anger awareness, as does 

Figure 39 (AF). Psychometrically, her willingness to rate 

social situations as anger-arousing had increased. Simi

larly her daily report suggested a change in the frequency 

of anger awareness. This stands in contrast to her descrip

tion of herself with respect to anger awareness on admission 

to the study. 

Sandra's score on the Buss-Durkee Hostility Inven

tory increased dramatically. This suggests that at the 

conclusion of the study she was seeing herself as more 

capable of being active in expressing her anger. At least, 

Sandra's score on this instrument provides some indication 

that she was willing to imagine herself behaving in more 

anger-expressive ways. As might be expected by the 
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subject's visual impairment and her verbal facility, the 

verbal factor demonstrated the greatest increase in score. 

As shown by Figure 40, Sandra was reporting.an in-

crease in the frequency of anger expression during the 

treatment, and even after its conclusion. 

Sandra's request for continuing counseling in order 

to further develop her ability to express anger seems to re-

flect a realistic view of her avoidance patterns and a 

willingness to observe and reflect on her reactions and 

behavior. The apparently new value this had for her sug-

gests that her former view of anger expression as irrational 

and perhaps even evil had been ameliorated by her participa-

tion in the study. 

For Sandra, an important part of the process of 

change included her seeing anger as a more socially accept-

able form of expression. Perhaps this was the "chink in her 

armor" which was reflected in the significant decrease in 

her score on the Marlowe-Crowne Social Desirability Scale. 

It seems worthwhile to assume that Sandra was viewing anger 

and other "flaws" which had previously been denied, as per-

missible and acknowledgeable in the process of being human. 

The change in Sandra's FIRO-B score in the area of 

C w seems particularly appropriate when viewed in the con-

text of the other information known about her. It seems 

suitable that with her admission of flaws and the 
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willingness to consider anger as having a constructive 

value, might come a subtle relaxing of her standards for 

others as well. She might even be able to view others as 

potentially being able to provide her with competent support 

and assistance while she was striving to create an independ

ent lifestyle in which she was no longer afraid to confront 

her benevolent and critical father. 

Sandra's "battle with God" over her physical condi

tion was not concluded during treatment. She was still 

"dickering" with forces she believed to be outside herself 

and was relying on her ability to be crafty enough to outwit 

fate. This battle seems a parallel to the one she was 

fighting with her father, who she saw as so dictatorial, 

unapproachable, and out of her control. 

Challenging for interpretation are the trends estab

lished during daily data recording with more frequent re

porting of Pain as· "worse", Stiffness as "better", and 

Perceived Anger Intensity as "stronger" during the course of 

treatment. However, a reasonable supposition for this sub

ject, given her initial inability to clearly identify or 

label inner states, must entertain the possibility that 

Sandra's internal awareness of intensity of feeling might 

not have been developed enough to make the discriminaiion 

between intense anger and pain and define her experience 

accurately. At the conclusion of Sandra's participation In 
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the study, more work was needed in this area. The subject 

was still having difficulty in feeling identification and in 

isolating physical experience and had not been able to 

master a simple relaxation procedure. 

Relevant Material From Concluding Interview. 

Sandra's comments at her closing interview suggest that in 

the course of her participation in the study she had learned 

to accept anger as a legitimate feeling. She recognized 

that anger, as a class of emotional events, contained a wide 

variety of feelings and reactions which could range from the 

subtle to the intense and were not necessarily associated 

with violence. Sandra saw herself as being more aware of 

her angry feelings and expressed an interest in working more 

on expressing them appropriately. 

Sandra had recognized some of the ways she had been 

putting up a social front in order to avoid confrontation 

and gain recognition and approval. 

Sandra had decided to pursue her development further 

ln these areas by continuing counseling. 

She did not note any change in her experience of her 

arthritis, though she did note that she had been feeling 

better generally at the beginning of her participation than 

she did at the study's conclusion. 

Excerpted comments from the transcript of Sandra's 

concluding interview are presented in Appendix M. 
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Summary and Discussion of Findings for Sandra O. 

Summary. For this subject all measures of anger 

which were taken on a daily basis demonstrated change during 

treatment. In AF, AFE, and PAl a relatively clear time 

frame within which most of the effect was produced distin

guishes the treatment from the baseline period.' In the case 

of Perceived Anger Intensity (PAl) a leveling and reversal 

of trend was marked. 

Report of Mood (M) was judged to have changed in 

comparison to the slope produced during the baseline period. 

Report of Pain (P) and Report of Stiffness (S) moved 

in opposite directions. The trend in reporting produced an 

ascending slope for Stiffness which was further emphasized 

by the subject's own scaling. There appeared to be little 

change in the pain measure during treatment though there was 

a slightly increased tendency to report (P) as worse and 

with a greater magnitude in the latter part of the reporting 

period. 

Sandra's scores in psychometric assessment of anger 

changed significantly. Both Novaco Anger Inventory and 

Buss-Durkee scores increased. This change in post-treatment 

assessment is in agreement with the information provided by 

the daily measures. 

The subject's Need for Approval as measured by the 

Marlowe-Crowne Social Desirability Scale decreased. 
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An increased score on the FIRO-B dimension of we was 

also found to be statistically significant. 

Based on the observed movement of the Pain and Mood 

variables, this subject was classified as having a paradoxi

cal coping style. 

There appeared to be a relationship between the 

daily anger measures, Pain and Stiffness. 

Discussion. All anger measures seemed to reflect 

the struggle from unawareness to awareness and expression 

which seemed to be taking place during Sandra's counseling 

sessions, and in her personal life. 

Sandra's very restricted sight seemed extended to a 

kind of "inner-blindness" which existed as her great diffi

culty in discriminating, localizing, and accurately labeling 

both pain and emotional states during the counseling ses-

sions. "Stronger" Perceived Anger Intensity and "worse" 

Pain were reported in roughly the same time frame. This 

lends some support to the notion of possible confusion in 

discriminating intense states which has been touched upon in 

discussive previous subjects. 

Further, there is the possibility that in Sandra's 

case an inability to recognize and discriminate more subtle 

body cues may contribute as much as personality factors to 

her tendency to "overdo" in social or physical activity to 

the point where she contributes to the demoralizing exacer

bations of her arthritis. 
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Summary of Findings for Each Hypothesis 

In this section the general format is the same as in 

reviewing the results for individual subjects. Findings 

related to pre-post test results are reported in a separate 

section, as are the results related to process measures of 

change. Observations are made about these data groups but 

no further statistical analysis is performed. 

Hypotheses Related to Psychometric Performance 

Prior to the study, the confidence level set for 

jUdging the signifi8ance of change in this data group was 

set at <.32. However, the levels of confidence actually ob

tained for individual score pairs in this data group ex

ceeded that in every case where significance was reached. 

Table 7 summarizes the results obtained using the 

Novaco Anger Inventory (NAI) , Buss-Durkee Hostility Inven

tory (B-D), Marlowe-Crowne Social Desirability Scale (M-C), 

and FIRO-B, along with their associated null hypotheses 

and levels of confidence attained for each subject. It can 

be seen, for example, that the highest level of confidence 

obtained was for the results of the Marlowe-Crowne Social 

Desirability Scale in the case of Sandra O. This level was 

<.0001. The lowest level of confidence obtained was for 

the results of the Buss-Durkee Hostility Inventory in the 

case of Hannah S. This level was <.2869. 



Table 7. Summary of Results: 

Hypothesis 1.01 

Test NAl 

Subject 

01 Elaine N. ~': no 
.', .'; 

02 Alice T. .'. no 
.. ', .': 

03 Hannah S. 'ill: yes 
.'; ':it: .0128 

04 Nancy B. .'. yes 

.': ... '. .0191 

05 Sandra O. ",-': yes 
.': .': .0851 

~': Alternate Hypotheses Accepted 
** Confidence Level 

Hypotheses 

1.02 

B-D 

no 

no 

yes 

.2869 

no 

yes 

.0022 

Related to Psychometric Performance 

1.03 1.04 

M-C FIRO 

yes yes 

.091 
C 

.009 e 

yes no 

.2329 

no yes 
C 

.1279 w 

yes yes 

.0574 
C 

.1279 w 

yes yes 

.0001 
C 

.2032 w 

N 
-.J 
OJ 



279 

In Figure 49 the results for each subject have been 

arranged in ascending order of the number of pre-post test 

results reaching significance. 

It can be noted that no single subject studied 

failed to demonstrate change in at least one pre-post 

measure. However, when only one measure changed signifi-

cantly, it was M-C (Need for Approval) that changed. The 

direction of that change was an increase in score. 

Of the subjects whose M-C score increased, none dem-

onstrated change in her B-D score (anger expression). These 

scores are represented in data group 1. 

Of those subjects who demonstrated change in at 

least the NAI (anger awareness), all also changed in the 

FIRO-B scale termed "wC" (wanted control). These scores are 

represented by data group 2. 

The two subjects who demonstrated change in both the 

NAI and B-D, did not increase in their M-C scores. The lat-

ter scores either remained the same or decreased. Despite 

the small number of subjects studied overall, this provides 

a clear contrast to the subjects whose M-C scores increased. 

Finally, the subject who demonstrated change in the 

NAI and did not change in her B-D score, significantly in-

creased her M-C score and additionally changed in her FIRO-B 

wC scores. Thus she appeared to belong to both 1 and 2 of 
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the previously discussed data groupings: change in at 

least NAI, change in wC and increase in M-C, no change in 

B-D. 

Though these events can be attributed to serendip-

ity, the relationships they seem to imply are discussed 

further in Chapter 5. 

Hypotheses Related to Process Measures 
of Change 

Table 8 summarizes the decisions made to entertain 

an alternate hypothesis, or the null form originally stated, 

as the better description of the sequences of events ob-

served for each dependent variable. Additionally considered 

in this Table is the relationship between that group of 

three dependent variables measuring aspects of anger, with 

measures of pain and stiffness. Finally, the relationship 

between Mood and Pain is summarized in classifying each sub-

ject's coping style as either synchronous or paradoxical. 

The overall result of this group of five studies of 

individuals, suggests that for each woman there has been an 

effect produced by the treatment. 

Each subject changed in at least four dependent 

variables, two changed in five, and one changed in all six 

process measures of change. What aspect of the experi-

mental process produced thes~ effects is considered in 

another section. 



Table 8. Summary of Results: Hypotheses Related to Process Measures of Change 

Hypothesis 

Dependent 
Variable 

2.01 

AF 

2.02 

AFE 

2.03 3.01 4.01 

PAl M P 

Subject Alternate Hypotheses Accepted 

01 Elaine N. yes yes yes 

02 Alice T. yes yes i : yes 

03 Hannah S. no yes yes 

04 Nancy B. no yes yes 

05 Sandra o. yes yes yes 

~': Anomalous Result 
(+) Positive Suggested Correlation (Direct) 
(-) Negative Suggested Correlation (Inverse) 
Pa Paradoxical Coping Style 
Sy Synchronous Coping Style 

Pa-Sy Pa Changed to Sy in Treatment 

yes yes 

no yes 

yes yes 

no yes 

yes no 

4.02 

S 

yes 

no 

yes 

yes 

yes 

5.01 

AngerjP,S 

yes (+) 

yes (-) 

yes (-) 

yes (-) 

yes (-) 

6.01 

MjP 

Pa-Sy 

Pa 

Sy 

Sy 

Pa 

N 
co 
N 
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Of those dependent variables viewing anger from 

different perspectives, AFE and PAl demonstrated change in 

all subjects, independent of direction. 

Pain and Stiffness each appeared responsive to the 

procedures in four out of five subjects. 

The direction of change is considered in the follow-

ing section. 

Direction of Slo~e in the Relationship 
Between Paln, Stlffness and Anger 

For each subject at least one process measure of 

anger was found to be related to a measure of either pain, 

stiffness, or both. In order to learn more, the variables 

were considered according to direction of slope. In Figure 

50 the dependent variables are again listed by subject and 

are signed according to the direction of slope. With the 

exception of M, they are in the same sequence as in Table 8. 

In viewing Figure 50, it can be seen that AFE ap-

pears most consistently related to Report of Stiffness 

(data group 2). 

The relationship of AFE to Pain does not seem clear 

from the results obtained, since in all but one case, that 

of Alice T., Frequency of Expression is elevated during 

treatment. 

In the case of Alice T., AFE appears more as a 

change in distribution of anger responses rather than as an 

increase similar in nature to that appearing in other 
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Subject AF AFE PAl P S M 

01 Elaine N. + + -,+ -,+ + 
----------- - --- -

I 

02 Alice T. + ~': + N I N + 
----------- - --- ..J 

03 Hannah S. N + + + + 

04 Nancy B. N + + + N + 
----------- -- "i 

05 Sandra o. + + -,+ + I + 
----------- - --- .J 

1 

2 

~': = Anomalous Result 
+ = Direction of Slope (Ascending) 

= Direction of Slope (Descending) 
-,+ = Change in Direction of Slope to Latter 

N = No Change 

Figure 50. Suggested Relationship of Dependent Variables 
by Direction of Slope 
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subjects. It was, therefore, noted with an asterisk to in

dicate an anomalous result. Alice reported Pain more 

frequently as "worse" and showed no change in Stiffness. 

Pain was also more frequently reported as "worse" in the 

case of Sandra 0., where AFE increased in treatment. In 

the latter case, Stiffness was more frequently reported as 

"better." 

The common factor in both these cases is the direc

tion of slope for PAI, which is an ascending, or positive 

one, indicating a more frequent report of "stronger" in 

Perceived Anger Intensity. The cases are noted in Figure 

50 as data group 3. In these cases, it appears that when 

AFE was reported as increased (in the case of Alice T., an 

increase of the number 0f days on which a minimal anger 

expression was reported) and PAI was reported as "stronger", 

Pain was reported more frequently as "worse." 

In the remaining three cases, when AFE was reported 

as increased and PAI was reported as "less strong", Pain 

was more frequently reported as "better." 

Thus, an inverse relationship between PAI and P 

was strongly suggested in all five cases (data group 1). 

Supplementary Findings 

The following findings were regarded as worthy of 

note: 
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Birth Order and Sex Sequencing Patterns 

For the subjects studied, some interesting patterns 

were observed. 

In Table 9 the birth order and sex sequence is rep-

resented for subjects completing the study. Additionally 

included is the subject who dropped out in the third week 

of treatment. 

In all cases, the subject was followed by a boy. 

This sequence type is noted in the Table as G B. In five of 

the six cases this boy was the last male child born to the 

family. In the sixth case, the boy born after the subject 

was followed by fraternal twins. 

In half the cases, the subject was the youngest of 

three girls followed by a boy who was the last child born 

in the family. This sequence type is noted as G G G B. 

In the remaining cases, the subject was the oldest girl. 

Occurrence of Chronic Illness in 
the Famlly Constellation 

Incidence of chronic illness among family members of 

subjects is reported by birth order and sex sequence in 

Figure 51. 

Comparing the siblings of subjects for the occur-

rence of chronic illness within the family constellation, in 

five of the six families, the youngest or only boy children 

were ~eported to have no chronic'illnesses. In the sixth 



Table 9. Similarities in Subjects' Birth Order and Sex Sequencing Patterns 

Total No. 
Subject Age Siblings 

01 Elaine N. 60 4 

02 Alice T. 42 4 

03 Hannah S. 25 3 

04 Nancy B. 63 4 

05 Sandra O. 31 4 

06 Terry Z. 18 6 

G Fraternal Twins B 
;': Decreased Adult 

Subject 

/ / Deceased Infant 

Birth 
Order Sex Order 

3 G G G B 

1 G B G 
B 

1 G B G 

2 B G B G 
~': ~': 

3 G G G B 

5 B/B/G G G B 

Sequence 
Type 

G G G B G B 

G B 

G B 

G B 

G G G B G B 

G G G B G B 

N 
00 
-J 
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case, all family members were reported to have chronic 

health problems. 

In half'the cases, both parents and at least two 

other siblings had chronic illnesses. 
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Commonly occurring were: allergies, asthma, coli

tis, hypertension, migraine, and ulcers. When occurring in 

the subject, ulcers may be related to medication usage. 

Summary 

This chapter has included a report of five individ

ual studies including the results of hypotheses tested, 

descriptive data, its discussion and interpretation; and a 

summary for each subject. A brief, but detailed clinical 

picture of each subject was presented. Issues in treatment 

were reviewed. Links were made to the hypotheses tested as 

appropriate. Finally, an 'overview of all hypotheses tested 

was presented along with summary results for all sUbjects. 

Supplementary findings worthy of note were introduced and 

discussed. 



CHAPTER 5 

SUMMARY, CONCLUSIONS, DISCUSSION 

AND RECOMMENDATIONS 

Summary 

This study explored the long-argued hypothesis which 

posits an inability to express anger as a contributing fac

tor in the process of Rheumatoid Arthritis in women by 

examinating the effectiveness of Anger Therapy as an adjunct 

to standard medical treatment. The objectives of the study 

were to increase the subject's awareness of and ability to 

express anger and to therby alter her experience of illness. 

In this series of individual studies five women were 

each studied intensively for a period averaging nine weeks, 

in a time-lagged multiple baseline design which was executed 

during the latter half of 1980. 

Anger was measured six different ways. Psychometric 

assessment at the beginning and end of the study provided an 

overall test of whether the subjects responded differently 

to questions related to anger awareness and expression after 

having been treated with Anger Therapy. Instruments used 

for this purpose were the Novaco Anger Inventory and the 

Buss-Durkee Hostility Inventory respectively. 
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Daily assessment examined the subject's evaluation 

of her inner experience as well as her expression of anger. 

These were frequency counts of incidents of internal aware

ness and externally directed expression, a limited integer 

rating scale to evaluate perceived anger intensity, and a 

second measure of inten~ity in which the subject created her 

own scale for estimating magnitude without restriction. 

The subject's experience of illness was measured by 

her rating daily pain and stiffness using both limited and 

subject derived scaling. 

Finally, the subject's overall daily mood was taken 

into consideration without the restrictions of language 

which would identify specific mood states. She was asked to 

rate her mood using the same methods as above. 

Two additional psychometrics were administered be

fore and after the multiple baseline procedure. The 

Marlowe-Crowne Social Desirability Scale assessed the sub

ject's need for approval. The FIRO-B assessed the subject's 

interpersonal style by yielding two scores on each of three 

dimensions. These were Inclusion, Cont~ol and Affection. 

A handout titled, "Taking 'Angry' Lessons", was 

used to solicit female RA patients from selected settings. 

Those volunteers selected were interviewed, completed psy

chometric tests, the Daldrup-Woods Anger Questionnaire, an 

extensive patient history form, agreed to submit to sero

logical testing, and were familiarized with the data 
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gathering procedure. Daily telephone interviews were util

ized throughout the multiple baseline procedure to gather 

the related data qescribed above. This was augmented with 

patient checklists as needed. 

After a baseline period of at least two weeks, the 

treatment was begun with an informational audio tape immedi

ately preceding the first counseling session. A concluding 

interview and p~st-treatment testing took place a maximum of 

one week foJ.lcwing the sixth counseling session. 

The results of each of the series of five individual 

studies is reviewed in Chapter 4 with accompanying clinical 

review, anecdotal data, and summary. 

These results showed that Anger Therapy within this 

procedure did change daily report of anger awareness and/or 

anger expression. Four subjects showed an increase in daily 

reported anger expression while one subject showed a change 

in the distribution of the frequency of anger expression. 

With reference to the experience of illness, the results 

suggested that intense awareness accompanied by expression 

may be related temporarily, on a single-incident basis, to 

the patient experiencing pain as better or improved for a 

limited time. However, increased anger expression did not 

appear to be related to a decrease in the overall experi

ence of pain in any systematic way. A consistent relation

ship over time was noted between the sub4ects' report of the 

intensity of their anger and pain. Subjects who tended to 
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report anger intensity as "stronger ll had a tendency to de

scribe their pain as "worse. 1I Conversely, when subjects 

tended to report their pain as "better ll , anger intensity was 

reported as IIless strong. 1I Where this relationship was not 

initially evident there was a transition by the conclusion 

of treatment. The relationship appeared to hold for stiff

ness as well when stiffness was reported as IIbetter.1I In

creased anger e~pression seemed related to report of 

stiffness as IIbetter." 

Subjects had a tendency to report their overall mood 

as IIbetter ll during treatment. When the subject tended to 

report pain as IIbetter ll , her general coping style was iden

tified as IIsynchronous.1I When pain was more frequently 

reported as IIworsell the subject's coping style was identi

fied as IIparadoxical." Those who were identifed as II para-

doxical ll in coping style were the subject who changed on 

most measures and the subject who changed least. 

All subjects changed in at least one pre-post 

measure. When only need for approval changed, that sub

ject's coping style was paradoxical. She showed a clearly 

different pattern of anger expression in treatment and 

showed least change in her experience of illness that could 

be interpreted as positive. When subjects changed on the 

FIRO-B it was in the dimension of Control. Of those 

subjects who changed in 'at least one psychometric measure of 



anger, all changed in the dimension of wanted control. 

Those subjects changing in both psychometric measures of 

anger showed no increase in need for approval as well. 
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All subjects showed a similar pattern in birth order 

and sex sequencing.. The occurrence of chronic illnesses in 

members of their natal families seemed high, with four out 

of five youngest males born reported as healthy. 

At concluding interview the subjects did not see 

their experience of illness as changed in pain or stiffness, 

saw their attitudes about anger as having changed for the 

better, planned to continue expressing anger and other emo

tions more openly, saw themselves as having changed in other 

personally significant ways, and generally viewed their par

ticipation as a positive experience. 

Statistical analysis of psychometric data was per

formed for each subject's test scores (Hypotheses 1.01, 

1.02, 1.03, 1.04). Alternate hypotheses accepted stated 

that there was a change between expected and actually ob

tained post-treatment scores. A summary of these by sub

ject and test is presented in Table 7. 

A number of observational criteria were used to 

assess change in data accumulated daily (Hypotheses 2.01, 

2.02,2.03, 3.01,4.01, 4.02). The alternate hypotheses 

accepted stated that there was a change as a result of 

treatment. The relationship between pain, stiffness, and 

daily measures of anger was assessed (Hypothesis 5.01). 
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The alternate hypotheses accepted stated that changes in 

Anger Awareness, expression, or intensity were related to 

pain or stiffness, as appropriate to the outcome for indi

vidual subjects. Finally, the relationship between pain and 

mood was assessed (Hypothesis 6.01). Alternate hypotheses 

classified each subject's coping style as synchronous 

(direct) or paradoxical (inverse) relationship.' The alter

nate hypotheses which were accepted for each subject were 

presented in Table 8. 

Conclusions 

The following conclusions can be drawn from the re

sults of this investigation. 

1. This study seems to confirm that there is a 

relationship between anger and pain but neither confirms nor 

disproves that anger therapy is the solution to the problem 

in women with rheumatoid arthritis. 

2. Anger Therapy provided on a weekly basis does 

change the patient's daily report of anger expression. The 

most usual form of this change is an increase. 

3. Temporary pain relief can be reported as an out

come of a therapy session in which intense anger is ex

pressed. However, increased anger expression does not 

appear to produce a durable change in the patient's experi

ence of pain as an overall trend. 
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4. There is a systematic relationship between per

ceived anger intensity (intensity of awareness) and pain 

such that when anger is seen as more intense, pain tends to 

be experienced as worse. Conversely, when anger intensity 

is seen as diminished, pain tends to be experienced as 

better. It is assumed that a treatment focus on anger and 

the design of this research created the conditions for ob

serving this relationship rather than creating the relation

ship. 

5. The synchronous-paradoxical distinction did not 

seem fruitful as a classification of patients for short

term prognosis, though it was readily accomplished from ob

servation of trends in Pain and Mood. Since the paradoxical 

coping style has been associated with poor long-term prog

nosis, a follow-up is appropriate. 

6. The psychometric performance of these five 

women seens to confirm that there is a relationship.between 

changes in need for approval, anger awareness and/or anger 

expression, and control, as measured by the instruments used 

in this study. The changes observed appear to be the result 

of a treatment focus on anger. 

7. Since behavioral, cognitive, and educational 

methods were a part of the procedure within which Gestalt 

Anger Therapy was embedded, it is not possible to conclude 

that it was only Gestalt Anger Therapy that produced the 
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results obtained by administering tests before and after the 

procedure. It can only be concluded that the procedure as 

described produced the results. 

Discussion 

The relationship between anger and the experience of 

physical illness in women who have rheumatoid arthritis ap

pears to be a complex one. The results of this study seem 

to emphasize this point with respect to pain. 

A common assumption has currently been that anger 

expression has a sal·utory effect on the health. Historic

ally, research and theoretical literature have suggested 

that people who have rheumatoid arthritis, particualrly 

women, characteristically suffer from an inability to ex

press anger effectively. It has been reasoned that the 

experience of illness might in some way be affected if the 

woman with rheumatoid arthritis could express her anger 

more. 

In this study there was a treatment focus on anger 

awareness and expression. Five women with rheumatoid ar

thritis were encourage~ to experience their anger more fully 

and intensely and to express it more effectively, both 

verbally and physically. 

The results of the study suggest that increased 

awareness of anger intensity may be associated with more, 

rather than less pain. It is decreased anger intensity that 
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is actually associated with less pain. This relationship 

appeared to obtain for all subjects regardless of the rela

tionship of other measures of change in the study. 

In attempting an explanation of this result after 

all the literature which has insisted that failure to ex

press anger is in some way related to arthritic symptoms, a 

distinction must be made between temporary relief and on

going experience. The report of immediate relief of pain 

was evidenced in the case of Elaine N. after a particularly 

evocative Anger Therapy session; in the case of Ludwig's 

patient, whose explosive outbrust and subsequent relief of 

pain was documented in 1953; and in the case of the old king 

who arose from the bathtub in his nakedness after being in

sulted in his crippled state, by a wise and crafty Persian 

physician over a thousand years ago (Shaffii, 1973). These 

cases should be contrasted with the tracking of the daily 

experience of pain, stiffness, and anger which occurred for 

nine weeks or more with each subject in this study. 

It was in this ongoing daily report of pain and 

anger intensity that trends appeared which seemed to be con

trary to what would be expected if Anger Therapy were to be 

thought of as instrumental in increasing awareness and ex

pression of anger and reducing pain on more than a 

temporary basis. 

Almost universally, when queried in closing inter

view about their physical experience these subjects stated 
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that they did not feel physically better for the experi

ence, though they could recall isolated incidents of feeling 

better after specific Anger Therapy sessions. 

The following explanation seems an attractive pos

sibility in light of the fact that the relationship between 

pain and anger intensity appeared independent of the direc

tion of movement in other variables and independent of the 

results of the psychological tests--was non-systematic in 

relation to other events. 

The trend of anger intensity and pain increasing and 

decreasing together within the. context of weekly Anger 

Therapy treatment has as its possible explanation the notion 

'of arousal and the interpretation of arousal states which 

was reviewed in Chapter 1. 

In the Schacter and Singer studies (1962) it was 

pointed out that people who had difficulty in dealing with 

anger generally, when presented with an arousal state would 

sieze upon the opportunity presented to label their internal 

feeling (artifically induced biological sensations) as any

thing else but anger. Marlowe and Crowne (1964) echoed this 

with their research in which a confederate was blatantly 

abusive to the subjects who, when classified as high in need 

for approval, found a way to respond with euphoria to a 

situation which provided all the normal social cues for 

anger arousal. 
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The subjects in this study were accustomed to label

ing an uncomfortable bodily state as "pain." All were quite 

uncomfortable with the idea of expressing anger and experi

enced an awareness of anger as uncomfortable. A typical 

example of what can occur when a person struggles to give 

definition to an unacceptable arousal state occurred in the 

case of Hannah where emotional discomfort was explained as 

fatigue or pain. 

All the subjects in the study were raised within 

family structures which did not permit the expression of 

anger. In the case of Alice, crying or apparent emotional 

suffering was permitted, and not anger. In the cases of 

Hannah and Sandra, parental abuses stopped, and more nur

turing and attention was given in the presence of pain. In 

the cases of Elaine and Nancy, being though a "good girl" 

was incompatible with any expression of anger. 

If, in the face of an intense arousal state, these 

subjects may not have been able to clearly differentiate 

pain arousal from anger arousal, the seeming correlation 

between the report of pain as "worse" and the report of 

anger intensity as "stronger" makes somewhat more sense. 

The cognitive labeling of an intense arousal state as "pain" 

can present itself as a more acceptable alternative in daily 

living, given the. training histories of these patients, than 

anger. When daily questions are asked requiring the subject 

to estimate pain intensity and anger intensity separately, 



the difficulty in assigning appropriate values for each 

could emerg$ as the relationships observed in this study. 

This is not to say that the report of pain is a 

spurious one. It is only suggested that the presence of 

rheumatoid arthritis may set the stage for an increased 

focus on symptoms in the presence of a tendency to view 

anger as unacceptable. 
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If the conceptual boundaries defining these inner 

states were permeable or poorly drawn, the results might 

well take the form of the trends observed with these indi

viduals. 

Given these assumptions are correct, then assisting 

the patient in differentiating her inner states should pro

duce a change inthis pattern such that when anger is identi

fied as more intense, the evaluation of pain could be an 

independent one, and might be identified as reduced. 

The cognitive reassessment of the importance of pain 

seems more of an issue in the management of chronic discom

fort than in effecting change in disease course. However, 

the literature has suggested that rheumatoid arthritis pa

tients are more generally deficient in body awareness and 

have a tendency toward overwork and over activity (Weiner, 

1978). This tendency had its examples in this study in the 

cases of Alice T. and Sandra, both of whom seemed to be in

strumental in exacerbating their own illness by driving 
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themselves in overactivity; and by not paying attention to 

body signals including fatigue and pain, until the signs 

were impossible to ignore and flooded their awareness with 

discomfort and incapacity. 

An additional benefit of patients learning to label 

their physical and emotional sensations more accurately 

with reference to pain and anger, might be an increased 

awareness of bodily sensations generally and a consequently 

more appropriate and timely response to fatigue and pain. 

This more appropriate management of the advance warnings 

(sometimes quite subtle ones) of physical stress, are seen 

by the writer as an intervention in the cycles of exacerba

tion and remission that is potentially within the patient's 

control. 

It seems plausible to speculate that the observed 

relationship between perceived anger intensity and pain was 

the result of a process of change from unawareness to aware

ness in which a daily demand was made on the subjects to 

assign cognitive labels to sensations they were not ac

customed to discriminating. In the presence of an arousal 

state both anger and pain would be interpreted as more in

tense (anger intensity rated as "stronger", pain rated as 

"worse") and in a diminished state of arousal both anger and 

pain would be interpreted as less intense (anger intensity 

rated as "less strong", pain rated as "better"). 
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In this model it is not too much of something that 

needs to be discharged in catharsis or dealt with as "un

finished business" as much as it is an awareness in search 

of an appropriate cognition. 

This should be distinguished from the temporary 

alleviation of pain following intense physical and verbal 

anger expression; which may have its biochemical correlates 

similar to those involved in reports of the runner's high, 

the technical climber's unawareness of physical pain or 

injury during ascent, and other similar events. 

An event which occurred subsequent to the conclusion 

of the study seems relevant as a link in the above discus

sion. One of the subjects accompanied the writer on a 

strenuous five day backpack of the inner-gorges of the Grand 

Canyon which began immediately following the conclusion of 

her participation in the study. She agreed to take no pain 

medication so that she could at all times remain completely 

aware of her physical condition and respond to it appropri

ately. 

The route chosen for this adventure was approxi

mately twenty six miles in length and was considered 

difficult for people in normal health and good physical 

condition. It was known in advance that all water to be 

consumed would have to be carried since it was anticipated 

that it would take the group two full days to reach the only 

available source (a distance of over 10 miles). Each member 
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of the party had a chronic musculo-skeletal "disability" and 

each carried between 35 and 50 pounds of equipment and sup

plies. 

By the second day the group was forced to exertion 

at the extreme limits of their physical capacity by the 

vanishing supply of water. In t'his period "normal" pain was 

reported by all. 

However, at the conclusion of the adventure, the 

subject remarked about the puzzling absence of pain during 

the bulk of the five day experience. She reported that 

there was no further discomfort until after her exit from 

the canyon although she had walked another fifteen miles 

over equally challenging terrain. Several hours after 

emerging from the wilderness she noticed an increase in pain 

in her feet . 

. Though her feet had been the parts of her body most 

affected by rheumatoid arthritis, this subsequent increase 

in pain .proved to be transitory. She reported no exacerba

tion of her condition after her return to a more accustomed 

activity level. 

During this five day walk the extreme physical 

stress was interrupted frequently as individuals responded 

to their physical needs by resting. They were encouraged 

to pace themselves by being acutely ware of changes in their 

physical condition. They responded to their "body signals" 
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with rest so that they could go on rather than pushing their 

limits until their bodies made the decision for them and 

they "dropped in their tracks." 

The link that this anecdote provides through the 

participation of Alice T. is in three areas. These are the 

acquisition of body awareness through the discrimination of 

psychophysical correlates, initiation of appropriate and 

timely self-preservatory, response, and the possible bio

chemical changes which permitted extreme exertion without 

pain subsequent to initial physical stressing. The first 

two of these are seen as related to the process initiated in 

the observation of the procedure studied and to the proce

dure itself. The last is seen as related to induced ·anger 

expression and the possible alleviation of pain related to 

Anger Therapy. 

When a person who has not been willing to express 

anger moves through "the impasse" into expression, the bar

rier crossed is a psychophysical one. Changes take place in 

cognition, sensation, values and judgments, and feeling. 

The writer has no doubt that the activity of in

tense anger expression in the directed and physical form 

utilized in the action-oriented parts of Anger Therapy may 

temporarily ameliorate pain and stiffness. However, a view 

of the individual in the process of change has strongly 

suggested that there is an ongoing process worthy of further 
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investigation which may shed more light on the relationship 

between anger and the female RA patient's experience of 

illness. 

The ultimate usefulness of Anger Therapy may lie in 

its position as part of an educational process which is in

strumental in changing the individual's ability to discrim

inate and accurately label arousal states. Further, the 

really significant aspect of a process which includes Anger 

Therapy is in giving the patient permission to accept her 

anger as a worthwhile inner experience, in improving the pa

tient's ability to interpret body signals related to the 

disease in a timely and self-preservative way, and in 

empowering the patient so that she can intervene in the 

cycles of exacerbation and remission which have been such a 

mystifying part of the disease process. 

Recommendations 

The following recommendations for further study are 

the outgrowth of the findings from this investigation: 

1. Additional replication of these individual stud

ies is needed in order to verify the summary findings. 

2. The implementation of an experimental design 

which includes appropriate controls for the effects of the 

telephone interview, as opposed to the educational or 

Gestalt Anger Therapy processes so that the contribution of 

each to p~tient change can be assessed, is recommended. 
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3. A study is needed in which a strong educational 

and cognitive focus is combined with the more experiential 

aspects of Gestalt Anger Therapy for the express purpose of 

increasing the patient's ability to label arousal states and 

differentiate them and to increase general body awareness, 

as well as improving the patient's willingness to respond 

appropriately to body signals. This study should be a long 

term one in which ongoing evaluation is made of the pa

tient's experience of illness. 

4. The durability (reversibility), or long-term 

effects, of specific Anger Therapy sessions should be stud

ied where there is intense arousal and expression followed 

by the report of remission in pain. 

S. The birt'h order and sex sequencing pattern which 

was observed in this study raises the question of whether 

this pattern more frequently occurs in women with rheumatoid 

arthritis than it does in the the general population of 

women. 

6. The family histories of the subjects who had 

arthritis with a juvenile onset suggests that investigation 

of the incidence of psychological or physical abuse in the 

natal families of Juvenile Rheumatoid Arthritis patients may 

be a worthwhile undertaking. 



APPENDIX A 

RAZI AND THE KING: 

AN EARLY CASE HISTORY FROM PERSIA 
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One of the Kings of the Saman Dynasty, Amir Mansur 

ibn Nuh ibn Nasr, had fallen by a sickness which became 

chronic, and he could not move. Physicians were helpless in 

(his) treatment. Amir Mansur sent a (courier) to ask 

Muhammad ibn Zakariyya J Razi to come and treat him. Razi 

came as far as the Oxus River. When he saw the River he 

said, "I am not boarding the ship. Almighty God has said, 

Do not throw yourself to death with your own hand: It is 

not wise to willingly take such risk." 

(During the time) it took the (courier) to return to 

the King in Bukhara, and then come back, Razi wrote a book, 

Kitab-i-Mansuri. When the (courier) returned, Razi gave 

him this book and said, (tell the King) "I am this book. 

From this book you will reach your goal. There is not need 

for me." 

The King felt unhappy when he received the book. He 

(decided) to send one thousand dinar (gold coins) and his 

favorite horse to Razi. He said (to his staff), "Be kind 

and gentle to him. If this does not work, tie up his hands 

and legs and put him aboard the ship to cross (the river)." 

They did (as the King said) but (Razi) would not come. So 

they tied up his hands and his legs and put him abroad the 

ship to cross the river. On the other side, they untied him 

and brought him the horse. He willingly rode the horse to 

Bukhara. They said to Razi, "We were afraid that after we 

crossed the water and you were untied, you would fight us, 
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but you did not nor were you sullen or unhappy." (Razi) 

said, "I know that each year twenty thousand people cross 

the Oxus River, and they do not drown. (Probably) I would 

not drown either,. but it could happen. If I drowned, every

one would say until the resurrection: How stupid a man was 

Muhammad Zakariyya who willingly boarded the ship and then 

drowned! Then I would be among the reproached instead of 

among the excused." 

When (Razi) reached Bukhara, he visited the King to 

begin treatment. He did his best but to no avail. One day, 

he came to the King and said ,. "Tomorrow I will begin another 

treatment. The treatment will cost such and such horse and 

mule." These two animals were famous (for speed). They 

could go forty farsang (approximately 150 miles) a day. 

The next day, Razi took the King to. .(the 

public) bath away from the (palace). The horse and mule 

were held ready by Razi's servant outside the bath. He did 

not allow anyone in the bath. Then, he sat the King in the 

middle of the bath, and he continuously poured hot water 

over him (the King) and gave h~m a syrup to drink, until the 

humors (referring to the four humors of the body--blood, 

phlegm, yellow bile, and black bile) in the joints became 

ripe and ready. 

Then Razi went and put on his clothes and came and 

stood before the King. He shouted and swore at the King, 
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"You so and so! You order them to tie me up and to throw 

me on the ship, you risked my life! In revenge if I don't 

ta]<e your life, I am not the son of Zakariyya." The King 

became extremely angry, and he got up on his knees. Razi 

pulled a knife and his shoutings reached a crescendo. The 

King from rage and from fear stood up completely. When Razi 

saw the King standing up, he turned around and left the 

bath. 

Razi and his servant jumped on the horse and mule 

and rode toward the Oxus River. The next prayer time, they 

crossed the river, and they did not stop until they reached 

the city of Marv. 

There Razi wrote a letter to the King saying, "Long 

live the King in health and power! Your servant began 

treatment trying everything possible. Your instinctual 

anger and heat were extremely weak (inhibited). Naturalis

tic treatment would take a very long time. I brought (you) 

to the warm bath and gave you medicine until your humors 

became warm and ready. Then I provoked you,the King, until 

your instinctual anger and heat appeared and increased and 

that resolved the ripened humor in your joints. Following 

this is would not be wise for me to be near the King. 

(Meanwhile) after Razi left the bath, the King sat 

down and then lost consciousness. When he regained a~"are

ness, he walked out and called to her servants, lll:Jhere is 

the physician?" They answered, "He came out of the bath 
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and jumped on to the horse. His servant jumped on the mule, 

and they rode away." The King realized the purpose. He 

walked out of the bath by himself. 

The news spread throughout the town. The King held 

an audience for the people. His court and the public were 

jubilant. They gave money to the poor, they sacrificed 

(animals), and they participated in many festivities. They 

searched for the physician but could not find him. 

On the seventh day, Razi's servant rode into town on 

the mule leading the horse. He presented (Razi's) letter to 

the King. The King read the letter with astonishment and 

admiration. He honored the servant with a reception and 

with many riches. . He decreed that every year from the 

villages of Ray, two thousand gold dinar and two hundred 

Kharwar (approximately 66 tons) of grain be given to Razi. 

He then sent this written decree to Razi in Marv by a well

known person. 

The King recovered fully and Razi returned home hav

ing achieved his goal. 
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Arthritis and Anger: 
An Application of Anger Therapy 
as a Gestalt Counseling Strategy 
With Rheumatoid Arthritic Women 
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You are being asked to participate in a study con
ducted through the University of Arizona Counseling and 
Guidance Department which is designed to find out whether 
counseling specifically focused on the expression of anger 
is effective in changing a person's experience of and re
sponse to physical illness. 

Specifically, the goal of this study is to examine 
a counseling procedure which may have value in helping to 

.alleviate some of the consequences of rheumatoid arthritis 
when used in conjunction with currently accepted forms of 
medical treatment. 

Our objectives are to assist subjects in evaluating 
their response to anger, stress, and pain, and to train them 
in recognizing and expressing angry feelings. 

Since rheumatoid arthritis is three times as pre
valent in women, it has been decided to select only women as 
subjects for the study. Your participation is invited be
cause you are a woman who has rheumatoid arthritis" and 
because you have stated that you are willing to be medically 
supervised for the duration of the study. This medical 
supervision will be in addition to that which is currently 
being provided by your personal physician and will be at no 
cost to you. 

The medical supervision which will be provided as a 
part cf the study will consist of an initial rheumatological 
evaluation by a qualified physician. You will also be re
quired to have a blood sample drawn at the beginning and at 
the end of the study to help us evaluate your condition. 
At the end of the study, you will again be medically evalu
ated. Your cooperation and that of your personal physician 
will be required in the form of making no changes in the 
type of medications you are taking for the duration of the 
study. In other words, you will be continuing with whatever 
form of treatment which is going on at present. You must 
also agree to take no tranquilizers or mood-altering drugs 
for the duration of the study since these might interfere 
with the possible benefits you could derive from participa
tion. 
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The plan for your participation will be divided into 
four parts. First, you will be asked to complete a ques
tionnaire dealing with basic personal information about your 
life and family, and information about your experience of 
anger, life stresses, and pain. You will also be asked for 
information about your medical history and about the medi
cines and treatment you are now receiving. You will be 
required to complete several standardized tests which will 
be asking you questions related to anger, social situations, 
relationships, and stresses. Finally, you will be inter
viewed and examined by a physician cooperating in this 
stu9Y, anq a blood sample will be drawn. 

In the second phase of your participation, you will 
be contacted daily by telephone for a period of no less than 
two weeks. Each telephone contact will usually take less 
than five minutes and will involve your answering several 
questions. In order to do this in a manner that will be 
helpful to you and to the researcher, it will be necessary 
that you keep an accurate record of your feelings, behavior, 
and the amount of medicine you took for that day. You will 
receive simple to follow instructions at the time we begin. 
The successful completion of this phase of your participa
tion as instructed will be a condition for your continuing 
as a participant in the counseling phase of the study. 
Since the daily telephone contact and record keeping will be 
continuing during the weeks you receive counseling, and 
since the information provided by you daily is vital to the 
research, only those persons who demonstrate that they can 
be relied upon to cooperate fully will be included for the 
third phase. 

In phase 3, you will receive six to eight one hour 
per week counseling sessions which will focus on the expres
sion of anger and resentment. You will continue to partici
pate in daily five minute telephone interviews for the 
duration of this phase. 

The last phase of this research will involve your 
helping the researcher assess the results of the procedure 
by participating in an evaluation and exit interview. At 
this time you will be asked to provide additional informa
tion by completing questionnaires and standardized tests 
similar to those completed in phase 1, and by giving your 
impressions of what has occurred and its impact on you. You 
will again be seen by a physician and a blood sample will be 
drawn. 
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The estimated time required for your participation 
is a total of approximately 20 hours distributed over a ten 
week period. When you make a commitment to be a subject in 
this study, you are agreeing to be available for ten con
secutive weeks. 

During the times of counseling and interview you may 
be recorded on video and/or audio cassette tape. The pur
pose of this is to assist in gaining information about the 
effectiveness of the procedure, to aid in keeping accurate 
records, and to help us in learning about the procedure's 
helpfulness to you. 

Of possible benefit to you through your participation 
in this study are an improved awareness of your physical and 
emotional responses to pain, to events, and to persons, and 
an alteration in your reaction to your illness. Additional 
sources of possible benefit are an increased ability to ap
propriately express your feelings and a change in your ex
perience of physical symptoms. 

It's important for you to understand that during the 
counseling process you may experience some emotional dis
comfort and possibly some temporary physical discomfort due 
to unaccustomed physical movement and emotional expression. 
The risk of any lasting discomfort is seen as minimal. You 
will be closely supervised by daily telephone contact and 
through the weekly counseling sessions and you will be ex
pected to maintain whatever level of contact you have had in 
the past with your personal physician. 

You will be required to sign a release of medical 
information form to provide us with past and current treat
ment information and to allow the researcher to consult 
directly with your physician. 

The services provided you in the form of counseling 
and psychological testing, and medical evaluation are free 
of charge. Transportation to and from the appointment will 
be at your own expense. You will, of course, assume the 
financial responsibility for your regular medical treatment. 

Any questions you may have about the study at the 
present time or at any time during the course of your par
ticipation should be asked as soon as they come up so that 
you can be given a prompt and clear answer. 
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If at any time during the course of the study you 
want to withdraw your participation because you feel that 
you are receiving insufficient benefits, you are invited to 
contact the researcher and arrange for concluding interview. 
Your cooperation in this will help us in evaluating our 
procedure, and will assure us that you are leaving the study 
under circumstances which will be maximally helpful to you. 

All records in written or tape form will be kept 
strictly confidential. Your name will be known only to the 
people directly involved in working with you during this 
study. Your personal data will be available to you and your 
physician 'at your written request. Information about you . 
will otherwise be recorded under a numerical code designed 
to conceal your identity in the event the results of the 
study are published at some future date. You will be pro
vided with a summary of the results upon request. 

I have read the above "Information and Consent" 
sheets. The nature, demands, risks, and possible benefits 
of the project have been explained to me. I understand what 
my participation involves. Furthermore, I understand that I 
am free to withdraw from the project at any time without in
curring ill will. I also understand that this consent form 
will be filed in an area designated by the Human Subjects 
Committee with access restricted to the principal investiga
tor or authorized representatives of the Counseling and 
Guidance De~artment. 

Subject's Signature Date 

Witness' Signature Date 

I have carefully explained to the subject the nature of the 
above project. I hereby certify that to the best of my 
knowledge, the subject signing this consent form understands 
clearly the nature, demands, possible benefits, and risks 
involved in participating in this study. 

Investigator Date 
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Siblings (By Birth Order) 
Subject Spouse Mother Father 3 ~ 

(ll SOr.',e College 
Secretarial School 3 Years College 5th Grade Hebrew School No Information 

(2) H.S.W. Ph.D. 4th Grade 12 Years College B.A. (16) (14) B.A.(l6) 

(3) B.S. NIA B.S. 12 College College 
Senior Sophomore 

(4 ) 2 Years College L.L.D. 12 12. 12 12 12 
Business School Business School 

(5 ) College Senior Some College 8th Grade Law Oegree College 14 13 
Senior 

(6 ) College fresh.'TIen ilIA 12 12 Some Deceased Business R.ll. in High School 
College Child School Progress in Progress 

Tbc above table lists the educational background of subjects, as compared to their spouses, parents, siblings. It will be noted 
that as compared to their mothers, all but one achieved a higher educational status regardless of age group and none failed to 
match the mother's educational level. Where daughter and rr:.other matched educational levels, mother's educational status was most 
discrepant with that of father l s , exceeding it by four years. In the remaining cases , father's educational level matched or 
exceeded motherc. 

Other subject characteristics of general interest such as employment. income level, other income sources 1 and marital status are 
1 isted on the following page. 
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Employment and Income Level 
Subject 

01 Self-employed, 
Partnership with 
Spouse 
Lapidary Sales 

(2) Social Worker 

(3) 

«/ ) 

(5 ) 

(6 ) 

Dietician 

Retired 
Administrator 

Student 
Univ. of Arizona 

Student 
Univ. of Arizona 

(0) 

0) 

(3) 

0) 

0) 

(2 ) 
Trust 
Fund 

0) 

Spouse 

Retired 
Investments 
(5)' 

Se lf -employed 
Professional 
(2) • 

None 

Disabled 
0)' 

DK 

(1;) Income Level Codes (Approximate) 

0) less than $10,000 
(2) $11,000 - $20,000 
(3) $21,000 - $30,000 
(4) $31,000 - $40,000 
(5) $41,000 and over 

Mother 

Homemaker 

Institutional 
Care 
0)' 

Homemaker 
0)· 

DK 

Social 
Security 
(1). 

Homemaker 

Father 

Tailor 
(1)" 

Social Security 
Medicaid 
(U* 

Businessman 
(4)" 

DK 

Businessman 
(5) " 

DK 

Other Income 

Husband's 
Investments 

Private Practice 

Family Assistance 
as needed 

Pension t Plus 
Trust Fund from 
Husband IS Family 

Family 

Family and 
Educational 
Grants 

Activity Level 
(Subjective) 

Mc.rital 
History 

Moderately Married 
Socially Active 
(Not disabled) 

High Level Divorced 
Volunteer Work 
D~ting 
Outdoor Activities 

Low to Moderate 

Low - Restricted 
Due to Responsi
bility for 
Chronically III 
Husband 

High Social 
Activity 

Hoderate Social 
Activity 

Single 

Married 

Divorced 

Single 

Activi tx Level Judgments were based on the subject I s descriptions of their lives. Rating of high indicates a value judgment 
by the experimental' of excessive activity without proper atl'entian to disease management. Rating of low suggests 
social withdrawal 

OK Didn It know or didn It recall 

W 
N 
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Anger Inventory 

For each of.the following items, please rate the degree to 
which the incident d~9cribed by the item would anger or 
provoke you by using the following scale: 

1 2 
not at all a little 

3 
some-not much 

4 
much 

5 
very much 

Use the same scale for all of the items. Please score your 
responses to the items on the answer sheet provided. Try 
to imagine the incident actually happening to you, and then 
indicate the extent to which it would have made you angry 
by scoring the answer sheet. 

1. On your way to go somewhere, you discover that you 
have lost the keys to your car. 

2. Going for a haircut and getting more cut off than you 
wanted. 

3. Being overcharged by a repairman who has you over a 
barrel. 

4. Being singled out for correction, when the actions of 
others go unnoticed. 

5. You are walking along, minding your own business, when 
someone comes rushing past, knocking you out of his 
way. 

6. Being called a liar. 

7. You are in the midst of a dispute, and the other person 
calls you a "stupid jerk." 

8. Hearing that a person has been deprived of his consti
tutional rights. 

9. Someone borrows your car, consumes one-third of a tank 
of gas, and doesn't r'eplace it or compensate you for 
it. 

10. People who think that they are always right. 

11. You unpack an appliance_that you have just bought, plug 
it in, and discover that ~t doesn't work. 
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12. You are waiting to be served at a restaurant. Fifteen 
minutes have gone by, and you still haven't even re
ceived a glass of water. 

13. Struggling to carry four cups of coffee to your table 
at a cafeteria, someone bumps into you, spilling the 
coffee. 

14. Getting your car stuck in the mud or snow. 

15. You are typing a term paper, hurrying to make the 
deadline, and the typewriter jams. 

16. Employers who take advantage of their employees' need 
for work by demanding more than they have a right to. 

17. Watching someone bully another person who is physically 
smaller than he is. 

18. Professors who refuse to listen to your point of view. 

19. You have hung up your clothes, but someone knocks them 
to the floor and fails to pick them up. 

20. Being stood-up for a date. 

21. Someone sneaks into your room and takes your wallet. 

22. You are driving to pick up a fried at the airport and 
are forced to wait for a long freight train. 

23. You are driving along at 45 mph, and the guy behind you 
is right on your bumper. 

24. You are talking to someone, and he doesn't answer you. 

25. Hitting your finger with a hammer. 

26. Newspapers slanting the news against a man in political 
office to make him look bad to the public. 

27. You have made arrangements to go somewhere with a 
person who backs off at the last minute and leaves you 
hanging. 

28. People asking personal questions of you just for their 
own curiosity. 

29. Your car is stalled at a traffic light, and the guy 
behind you keeps blowing his hor~. 
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30. Watching someone berate another person to excess. 

31. Being pushed or shoved by someone in an argument. 

32. You accidentally make the wrong kind of a turn in a 
parking lot. As you get out of your car someone yells 
at you, "Where did you learn to drive?" 

33. Someone who pretends to be something that he is not. 

34. You walk out to the parking lot, and you discover that 
your car has been towed away by the campus police. 

35. Working hard on a project and getting a poor grade. 

36. Someone makes a mistake and blames it on you. 

37. You get in your car to drive to work, and the car 
won't start. 

38. Being h,ounded by a salesman from the moment that you 
walk into a store. 

39. Being given an unnecessarily difficult exam when you 
need a good grade. 

40. You are deprived of a promotion to which you are en
titled because you haven't played up enough to the 
right people. 

41. Someone who tries to make you feel guilty. 

42. Yo~ are trying to concentrate, and a person near you 
is tapping his foot. 

43. Someone else's dog routinely defecating in your front 
yard. 

44. When you are criticized in front of others for some
thing that you have done. 

45. You lend someone an important book and they fail to 
return it. 

46. In the parking lot where you have left your car, the 
person whose car is next to yours swings open his door, 
chipping the paint from your car. 

47. Getting cold soup or vegetables in a restaurant. 
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48. Someone who is always trying to get "one-up" on you. 

49. It's a cold morning and you have an 8 o'clock class. 
Begrudgingly, you get there on time, but the prof 
arrives 15 minutes late and announces that he is can
celling the class. 

50. You are sitting next to someone who is smoking, and he 
is letting the smoke drift right into your face. 

51. People who constantly brag about themselves. 

52. Being thrown into a swimming pool with your clothes on. 

53. Being joked about or teased. 

54. Banging your shins against a piece of furniture. 

55. Being on the receiving end of a practical joke. 

56. Being forced to do something that you don't want to do. 

57. You are in a discussion with someone who persists in 
arguing about a topic he knows very little about. 

58. Losing a game that you wanted to win. 

59. Being told to "go to hell." 

60. Someone making fun of the clothes that you are wearing. 

61. Someone sticking their nose into an argument between 
you and someone else. 

62. Being forced to participate in psychological experi
ments. 

63. You are walking along on a rainy day, and a car drives 
past, splashing you with water from the street. 

64. Acts of prejudice against a minority or ethnic group. 

65. Someone spits at you. 

66. You need to get somewhere quickly but the car in front 
of you is going 25 mph in a 40 mph zone, and you can't 
pass. 

67. Being talked about behind your back. 

68. Stepping on a gob of chewing gum. 



69. Hearing that a very wealthy man has paid zero income 
tax. 
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70. You have just cleared up an area and organized the 
things in it, but someone comes along and messes it up. 

71. Getting hit in the back of the head with a snowball. 

72. You are involved in watching a TV program, and someone 
comes along and switches the channel. 

73. Being tqld by an employer or professor that you have 
done poor work. 

74. You are in a ball game, and one of your opponents is 
unnecessarily rough. 

75. Being mocked by a small group of people as you pass 
them. 

76. Acts of economic exploitation whereby businessmen take 
advantage of need and demand an excessive profit. 

77. Being punished for saying what you really believe. 

78. You are in a theater ticket line, and someone cuts in 
front of you. 

79. Being forced to do something in a way that someone else 
thinks that it should be done. 

80. You use your last 10¢ to make a phone call, and you are 
disconnected before you finish dialing. 

81. In a hurry to get somewhere, you tear a good pair of 
slacks on a sharp object. 

82. Being misled or deceived by a man holding political 
office. 

83. You are out on a date with someone who subtly or indir
ectly conveys to you that you just don't measure up to 
their standards. 

84. You are at a shopping center, and two evangelistic 
people stop you and want to convert you to their re
ligious ideas. 

85. While washing your favorite cup, you drop it and it 
breaks. 
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86. Getting punched in the mouth. 

87. Being falsely accused of cheating. 

88. Someone ripping off your automobile antenna. 

89. Discovering that you were deliberately sold defective 
merchandise. 

90. People who are cruel to animals. 
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INSTRUCTIONS: Listed on the following pages are a number 
of statements. Read each item and decide 
whether the statement is true or false as 
it pertains to you personally. Clrcle the 
letter T or F appearing at the right of the 
statement. 

1. I am always patient with others 

2. I sometimes pout when I don't get 
my own way 

3. I commonly wonder what hidden reason 
another person may have for doing 
something nice for me 

4. I demand that people respect my 
rights 

5. I am irritated a great deal more 
than people are aware of 

6. When people are bossy, I take my 
time just to show them 

7. I generally cover up my poor 
opinion of others 

8. I would rather concede a point than 
get into an argument about it 

9. I never get mad enough to throw 
things 

10. I don't know any people that I 
downright hate 

11. It makes my blood boil to have 
somebody make fun of me 

12. I can remember being so angry that 
I picked up the nearest thing and 
broke it 

13. When somebody makes a rule I don't 
like, I am tempted to break it 

True False 

F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 



14. When people yell at me, I yell 
back 

15. Failure gives me a feeling of 
remorse 

16. If I have to resort to physical 
violence to defend my rights, I will 

17. The few times I have cheated, I have 
suffered unbearable feelings of 
remorse 

18. If I let people see the way I feel, 
I'd be considered a hard person to 
get along with 

19. I do many things that make me feel 
remorseful afterwards 

20. If somebody hits me first, I let 
him have it 

21. I am concerned about being forgiven 
for my sins 

22. I could not put someone in his 
place, even if he needed it 

23. When someone is bossy, I do the 
opposite of what he asks 

24. Sometimes people bother me just by 
being around 

25. I tend to be on my guard with 
people who are somewhat more friendly 
than I expected 

26. I sometimes show my anger by banging 
on the table 

27. Other people always seem to get the 
breaks 

28. When I really lose my temper, I am 
capable of slapping someone 
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True False 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 



29. I sometimes have bad thoughts 
which make me feel ashamed of 
myself 

30. I often find myself disagreeing 
with people 

31. There are a number of people who 
seem to be jealous of me 

32. Occasionally when I am mad at 
someone I will give him the 
"silent treatment" 

33. When I look back on what's happened 
to me, I can't help feeling mildly 
resentful 

34. I don't seem to get what's coming 
to me 

35. I can't help getting into argu
ments when people disagree with me 

36.' I have known people who pushed me 
so far that we came to blows 

37. I often feel like a powder key 
ready to explode 

38. Almost every week I see someone 
I dislike 

39. I lose my temper easily but get 
over it quickly 

40. I seldom feel that people are 
trying to anger or insult me 

41. I sometimes have the feeling that 
others are laughing at me 

42. I often make threats I don't really 
mean to carry out 

43. It depresses me that I did not do 
more for my parents 
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True False 

T F 

T F 

T F 

T F 

T F 

·T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 



44. Although I don't show it, I am 
sometimes eaten up with jealousy 

45. I sometimes spread gossip about 
people I don't like 

46. Unless somebody asks me in a 
nice way, I won't do what they 
want 

47. When I get mad, I say nasty things 

48. I used to think that most people 
told the truth but now I know 
otherwise 

49. Since the age of ten, I have never 
had a temper tantrum 

50. I never play practical jokes 

51. When I do wrong, my conscience 
punishes me severely 

52. When I am mad, I sometimes slam 
doors 

53. I don't let alot of unimportant 
things irritate me 

54. Even when my anger is aroused, I 
don't use "strong language" 

55. I seldom strike back, even if 
someone hits me first 

56. Once in a while I cannot control 
my urge to harm others 

57. When arguing, I tend to raise my 
voice 

58. If somebody annoys me, I am apt to 
tell him what I think of him 

59. I know that people tend to talk 
about me behind my back 
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True False 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 



60. When I disapprove of my friends' 
behavior I let them know it 

61. My motto is "Never trust 
strangers" 

62. I can't help being a little rude 
to people I don't like 

63. Lately, I have been kind of 
grouchy 

64. People who continually pester you 
are asking for a punch in the nose 

65. At times I feel I get a raw deal 
out of life 

66. I sometimes carry a chip on my 
shoulder 

67. People who shirk on the job must 
feel very guilty 

68. There are a number of people who 
seem to dislike me very much 

69. I get into fights about as often 
as the next person 

70. When I am angry I sometimes sulk 

71. I often feel that I have not lived 
the right kind of life 

72. If someone doesn't treat me right, 
I don't let it annoy me 

73. Whoever insults me or my family 
is asking for a fight 

74. I can think of no reason for ever 
hitting anyone 

75. I have no enemies who really wish 
to harm me 
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True False 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 
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T F 

T F 
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INSTRUCTIONS: On the following pages are a number of state
ments concerning personal attitudes and 
traits. Read each item and decide whether 
the statement is true or false as it pertains 
to you personally~ircle the letter T or F 
appearing to the right of the statement. 

1. Before voting I thoroughly in
vestigate the qualifications of 
all the candidates 

2. I never hesitate to go out of my 
way to help someone in trouble 

3. It is sometimes hard for me to go 
on with my work if I am not 
encouraged 

4. I have never int~nsely disliked 
anyone 

5. On occasion I have had doubts about 
my ability to succeed in life 

6. I sometimes feel resentful when I 
don't get my way 

7. I am always careful about my manner 
of dress 

8. My table manners at home are as 
good as when I eat out in a 
restaurant 

9. If I could get into a movie without 
paying and be sure I was not seen I 
would probably do it 

10. On a few occasions, I have given up 
doing something because I thought 
too little of my ability 

11. I like to gossip at times 

12. There have been times when I felt 
like rebelling against people in 
authority even though I knew they 
were right 

True False 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 



13. No matter who I'm talking to, I'm 
always a good listener 

14. I can remember "playing sick" to 
get out of something 

15. There have been occasions when I 
took advantage of someone 

16. I'm always willing to admit it 
when I make a mistake 

17. I always try to practice what I 
preach 

18. I don't find it particularly dif
ficult to get along with loud 
mouthed, obnoxious people 

19. I sometimes try to get even 
rather than forgive and forget 

20. When I don't know something I 
don't at all mind admitting it 

21. I am always courteous, even to 
people who are disagreeable 

22. At times I have really insisted 
on having things my own way 

23. There have been occasions when I 
felt like smashing things 

24. I would never think of letting 
someone else be punished for my 
wrongdoings 

25. I never resent being asked to 
return a favor 

26. I have never been irked when 
people expressed ideas very 
different from my own 

27. I never make a long trip without 
checking the safety of my car 
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True False 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 

T F 



28. There have been times when I was 
quite jealous of the good fortune 
of others 

29. I have almost never felt the urge 
to tell someone off 

30. I am sometimes irritated by people 
who ask favors of me 

31. I have never felt that I was 
punished without cause 

32. I sometimes think when people have 
a misfortune they only got what 
they deserved 

33. I have never deliberately said 
something that hurt someone's 
feelings 
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True False 

T F 

T F 
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(*) Reproduced by permission. Consulting Psychologists 
Press, Palo Alto, California, 1967. 
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For each statement below, decide which of the following answers best applies to you. Place the 

number oflhe anmer In Ihe box allhe len of Ihe slalemenl. Please be as honesl as you can. 

I. ne'er 2. rarely 3. occasionally 4. somelimes S. onen 6. usually 

o 
o 
o 
o 
o 
o 
o 
D 

I. I ICy 10 be wilh people. 

2. I let other people decide what to do. 

3. I join ~oci;d groups. 

4. I try 10 havc c10sc relalion~hips with 
people. 

5. 1 tend to join social organizations 
when I have an opporlUnily. 

6. I let other people strongly inlluence 
myac1ions. 

7. I try 10 be included in informal social 
aClivitie~. 

8. I Iry (0 have clo~e, personal relation
ships with people. 

o 9. Iry to i.,c1ude Dlher people in my 
plans. 

o 
o 
o 
o 
o 

10. I let other people control my actions. 

II. I try to have people around me. 

12. I try to get close and personal with 
people. 

13. When people arc doing things togelher 
I lend to join Ihem. 

14. I am easily led by people. 

o 15. I try to avoid being alone. 

o 16. I try to participate in group activities. 

For each of the next group of statements, choose one of the following answers: 

1. nobody 2. one or two 3. a few 4. s!Jme 5. many 6. mosl 
people 

o 
o 
D 
o 
o 
o 

people people people people 

17. I try 10 be friendly to people. 

18. I let other people decide what to do. 

19. My pc "anal relations with people are 
cool and distant. 

20. I let other people take charge of 
things. 

21. 1 try to have close relationships with 
people. 

22. I let other people strongly influence 
my actions. 

0 23
. 

Iry to get close and personal with 
people. 

o 24. I lei other people control my actions. 

D 25. I act cool and dbtant with people. 

D 26. I am easily led by people. 

0 27
. 

I Iry to have close, personal relation· 
ships with people. 

For each or the next group 0; statements, choose one of the following answers: 

/. nobody 2. one or two 3. a rew 4. some S. many 6. must 
people people people people people 

o 28. I like people to invite me 10 thing'. 
o 35. I like people to act cl}ol illlJ di,lanl 

towaro mc. o 29. I like people 10 act close and personal 
with me. o 36. , Iry to have other people un thing ... 

the way I wanl them done. o 30. I try 10 influence strongly other peo-
plc's actions. o 37. I like people to il\k me III participate o 31. I like people 10 invite me 10 join in 

in their di~cussions. 

their activities. 

o 32. I like people to act clo~c toward mc. 

o 33. I like people 10 acl friendly toward 
me. 

o 33. I try 10 take charge of things when I 
am with people. 

D 39. 1 like people 10 invite me to piutki-
pate in their activities. 

o 34. I lik~ people to include. me in their 
actlvltles, o 40. I like people to act dbt'lOt toward lI1e. 

For each of the next group of statements, choose one of the follo\oting answers: 

J. never 2. rarely 3. occasionally ..a. sometimes S. oRen 6. usually 

o 41. I try to be the dominant person when 
I am with people. 

o 48. I like people to include me in their 
acllvlllCs. 

o 42. I like people to invite me to things. 
o 49. I like people to act close and pCN'nal 

wilhmc. 

o 43. I like people to act close toward me. 
o St). llry to take charge of things when rm 

with people. 

D 44. I Iry 10 have olher people do things I 
want done. 

o 51. I like people to invite mc to partiei-
pale in Iheir activities. 

o 45. llik~ ~eople to invite me 10 join their 
acllVlllcs. D 52. I like people to act di~lanl 10w;lru I11l' 

o 46. I like people 10 "CI cool and di>!ant 
loward me. 

D 53. I try to have other people do thing' 
the way I w"ntthem done. 

o 47. I try 10 influence strongly other peo-
pic's actions. 

o 54. I take charge of thing' when I'm with 
people. 

w 
W 
1O 
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Date: ------Age: 
Sex: 
Class: ------

INSTRUCTIONS: For each of the items on the following pages, 
please rate the degree to which the incident 
described by the item would ange~ or provoke 
you by using the following scale: 

1 2 
not at all a little 

3 
some-not much 

4 
much 

5 
very much 

1-

2. 

3. 

4. 

5. 

The same scale is used for all of the items. 
Please score your responses to the items by 
circling the number which most closely ap
proximates your feeling. Try to imagine the 
incident actually happening to you, and then 
indicate the extent to which it would have 
made you angry. 

..c: 
C) 
;:1 

..-l S 

..-l ..c: 
rU ill +> C) 

..-l 0 ;:1 
+> +> c S 
rU +> I 

"M ill ..c: >. 
+> ..-l S C) H 
0 0 ;:1 ill 
C rU Ul S > 

Someone reading while you are 
trying to talk to them 1 2 3 4 5 

You are expecting company, 
hurrying to get the house clean, 
and the vacuum cleaner stops 
working 1 2 3 4 5 

Having to listen shile someone 
abuses you verbally 1 2 3 4 5 

You discover that your house has 
been burglarized 1 2 3 4 5 

You prepare a good meal and no-
body shows up for dinner 1 2 3 4 5 
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,.c:: 
() 
;j 

rI S 
rI ,.c:: 
rt1 OJ fJ () 

rI 0 ;j 
fJ fJ ~ S 
rt1 fJ I 

·ri OJ ,.c:: >. 
fJ rI S () H 
0 0 ;j OJ 
~ rt1 CJl S > 

6. Doing someone a favor and getting 
no thanks 1 2 3 4 5 

7. People who express anger in loud 
or explosive ways 1 2 3 4 5 

8. Being told that you don't have 
the skills to handle the family 
finances 1 2 3 4 5 

9. Family members who expect you to 
wait on them hand and foot 1 2 3 4 5 

10. Your children are away and they 
never, or almost never, call or 
write 1 2 3 4 5 

ll. Someone noticing that you are 
losing weight when, in fact, you 
have gained five pounds 1 2 3 4 5 

12. Your parents disapprove of your 
marriage 1 2 3 4 5 

13. Your inlaws disapprove of your 
marriage 1 2 3 4 5 

14. Being asked to do a task in an 
unreasonably short time 1 2 3 4 5 

15. Doing a good job and getting no 
recognition 1 2 3 4 5 

16. You're in a group of people and 
you notice that you are not being 
included in the conversation 1 2 3 4 5 

17. . People who are constantly critical 1 2 3 4 5 



18. You are struggling valiantly to 
appear on time for a doctor's ap
pointment and when you arrive on 
time, have to wait for an hour 
for the doctor to see you 

19. Trying to reach someone by 
telephone and finding yourself 
repeatedly diverted by his/her 
secretary 

20. Being told that what you want 
isn't important 

21. Someone disparaging your appear
ance generally 

22. Your spOllse gives the children 
permission to do something for 
which you have already denied 
permission 

23. Your spouse makes a social 
engagement for both of you 
without asking you if you want 
to go 

24. Your spouse makes a major ex
penditure without consulting you 

25. Your spouse devoting more time to 
other relatives than s/he does to 
you 

26. Not being invited to a party to 
which people you know are going 

27. Someone criticizes your spouse 

28. Your spouse abruptly leaves you 

..c: 
() 
;::l 
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1 2 3 4 5 

1 2 345 

1 2 345 

1 2 345 

1 2 345 

1 2 345 

1 2 345 

1 2 345 

1 2 3 4 5 

1 2 345 

1 2 345 
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29. Being misled or deceived by a 
friend 1 2 3 4 5 

30. People who are lazy 1 2 3 4 5 

3l. People who are cruel to children 1 2 3 4 5 

32. Relatives who are inconsiderate 1 2 3 4 5 

© Doris Woods, 1983 



APPENDIX I 

DALDRUP-WOODS ANGER QUESTIONNAIRE 

345 



346 

Name ----------------------------------

1. How do you usually handle your anger? ____________________ _ 

2. When was the last time you got angry? ____________________ _ 

Describe the situation ---------------------------------------

3. In what other situations do you get angry? ---------------

4. How would someone know when you are angry? ______________ _ 

5. How does/did your dad handle his anger? ________________ __ 
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&. In what situations does/did he get angry? 

7. How do/did you know that he is/was angry? ______________ _ 

8. How does/did your mom handle her anger? ------------------

9. In what situations does/did she get angry? ____________ __ 

10. How do/did you know that she is/was angry? ____________ __ 

11. How did you express anger when you were little? --------
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12. What did mom do and say when you got angry? --------------

13. What did dad do and say when you got angry? --------------

14. What conclusion did you reach about anger, hostility, 
resentment, when you were young? ________________________ ___ 

15. What did you decide to do about it in your own life? 

16. Who in your family of origin expresses anger differ-
ently than you? ____________________________________________ __ 
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17. Who in your present family expresses anger differently 
than you? ------------------------------------------------------

18. Who else do you know who expresses anger the same way 
you do? --------------------------------------------------------

19. How do you feel when you see someone else express 
anger, hostility or resentment? ----------------------------

What do you hear? __________________________________________ __ 

What do you see? ____________________________________________ _ 

What do you think? ________________________________________ __ 
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What do you smell or taste? ---------------------------------

What do you experience in your body? ----------------------

20. Imagine yourself being very angry and expressing your 
anger fully and completely to the person(s) you are 
angry at. 

Describe the scene ----------------------------------------

What would happen? For example, what would you do and 
say, think and feel? How would the other person react? 

© 1980 
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Anger Research on Rheumatoid Arthritis 

Basic Data 

Name: ----------------------------------------
Address: -------------------------------------

Phone: ---------------------------------------
Date of Birth: ------------------------------

Family History 

Number of Siblings ______ __ 

Birth Order 1. 

2. 

3. 

Marital History 

Single ________ __ 

Married Date 

4. 

5. 

6. 

--------- ----------
Separated Date -----------
Divorced Date -----------
Widowed Date -----------
Number of Children: M ---

Educational History 

Highest Level: 1. Patient 

2. Spouse 

F __ __ 

3. Parents (Mother) 

7. 

8. 

9. 
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------------------------
(Father) _____________________ _ 

4. Siblings ___________________________ __ 
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Employment History 

Parents 
Patient Spouse Mother Father 

Job Title 

Approximate income: 
Less than $10,000 

$10,000 - 20,000 

$21,000 - 30,000 

$31,000 - 40,000 

$41,000 and over 

Longest continuous period of employment in past. 10 years: 

(give dates) ---------------------------- ----------------------------
Best liked job and title ------------------------------------------
Least liked job and title -----------------------------------------
Number of jobs held in past 10 years ----------------------------

Homemaking History 

Number of times married If more than once give 
number of years for each marriage. -----------------------------

Ages of children ---------------------------------------------------
How many curre nt 1 y 1 i v e wit h you ? ______________________________ _ 

How many children live within 150 miles of you? 
In Tucson? Out-of-state? --------------

Are your parents living? Mother Father 
If one or both are deceased, give date(s) -------

---------------------
Best liked duties as homemaker -----------------------------------
Least liked duties as homemaker ----------------------------------
Current educational status of children --------------------------
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Hobbies, interests and activities to which you donate time 
(volunteer services) -----------------------------------------

Illness History (Give date of onset wherever possible) 

Parents 
Disease Patient Mother Father Siblings Spouse Child 

Cancer 

Hyperten-
sion (High 
Blood 
Pressure 

Respiratory 

Allergies 

Ulcers 

Colitis 

Arthritis 

Diabetes 

Migraine 

Other 
Chronic 



Other Physical Data 

Alcohol Consumption 
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How often do you drink? Daily Several times per week 
Once a week Less frequently ____ Never __ __ 

How much do you drink? -------------------------------------------
Is there a change in your drinking habits from past to 
present? If so, describe -----------------------------------

Smoking Habits 

How often do you smoke? Daily Several times per week 
Once a week Less frequently ____ Never __ __ 

How much do you smoke? -------------------------------------------
Is there a change in your smoking habits from past to 
present? If so, describe -----------------------------------

Recreational Chemicals and Mood-Altering Drugs 

Check those which you have tried or used in past regardless 
of duration of use (even if only tried once) 

Vallium 

Librium 

Other tranquilizers __ _ 

Marijuana __ _ 

Harshish 

Opium __ 

Percodan 

Other Pain Killers 

Sedatives and Hypnotics __ 

Amphetamines 

Diet pills __ 

Cocaine 

LSD 

Heroin 

Barbi turates' 
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List prescribed and non-prescribed mood-altering drugs, 
pain killers and recreational chemicals currently in use: 

amount frequency --------------------------- -------------
amount frequency --------------------------- ----------- ------------
amount frequency --------------------------- -------------
amount frequency --------------------------- -------------

Medicines (prescribed and over-the-counter) 

Give name and amount taken per day 

Current -------------------------------------------------------------

Medicines used in the past (name only) -------------------------

Current Medical Treatment Regimen in Addition to Above 

Name of Physician -------------------------------------------------
Treatment -----------------------------------------------------------

Other current psychological or physical treatment -----------
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Original Daily Report Form 

INSTRUCTIONS: Complete this form each evening at about the 
same time. Find a quiet place where you can 
be with yourself without distraction and re
view your day. It's very important that this 
form be completed daily. The information 
will be useless if you save forms up and try 
to do them all at once. Always respond to 
the. questions relating to the quality of your 
experience (i.e., better, same, worse) with 
your first impression. You may find that 
sometimes your answers will not appear logi
calor consistent. Don't try to make them 
logical or consistent. We already know you 
can do that. If your answers turn out to 
appear logical, that's fine, and if they 
don't seem to make sense to you, that's okay 
too. Remember that this is an experiment and 
that there are no right or wrong answers. 

1. Focus on your mood and emotions. 
Are they better, the same, or 
worse as compared to yesterday? 

On the basis of how you felt 
today, how would you predict 
you will be feeling tomorrow? 

How do you predict you will be 
feeling a month from now? 

2. Focus on your experience of pain. 
Did you feel better, the same or 
worse as compared to yesterday? 

3. Focus on your experience of stiff
ness. ·Was your stiffness better, 
the same, or worse as compared to 
yesterday? 

On the basis of pain and stiffness 
you felt today, how would you 
predict you will feel tomorrow? 

How do you predict you will be 
feeling a month from now? 

Better Same Worse 
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4. Focus on your experience of anger. How many times did 
you feel angry today? ----------

What was the longest period of time you felt angry? -----
How much total time would you say you were angry 

today? ____ _ 

How many times did you express your anger? -----
5. Focus on the intensity of your anger. Were the feelings 

stronger, the same, or less strong than yesterday? 

How many times did you get the response from another 
pe~son that you wanted? ________________ __ 

6. Medications: List the name and amount of the medicines 
you took today __________________________________________ ___ 

7. Generally speaking, on the basis of how you felt today, 
how would you predict you will be feeling tomorrow?" 
Better Same Worse -----

8~ Generally speaking, on the basis of how you felt today, 
how would you predict you will be feeling a month from 
now? Better Same Worse ------ ------
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Expanded Version of Daily Report Form 

Better Same Worse 

1. Focus on your mood and emotions. 
Are they better, the same, or 
worse as compared to yesterday? 

If yesterday was a zero, what 
number would you assign to the 
better, same, worse of today? 

If today is a zero what number 
would you assign to the predic
tion you have made for tomorrow? 

How do you predict you will be 
feeling a month from now? 

2. Focus on your experience of pain. 
Did you feel better, the same or 
worse as compared to yesterday? 

If yesterday was a zero, what 
number would you assign to the 
better, same, worse of today? 

3. Focus on your experience of stiff
ness. Was your stiffness better, 
the same, or worse as compared to 
yesterday? 

If yesterday was a zero, what 
number would you assign to the 
bettei', same, worse of today? 

If today is a zero what number 
would you assign to the predic
tion you have made for tomorrow? 

How do you predict you will be 
feeling a month from now? 

4. Focus on your experience of anger. How many times did 
you feel angry yesterday? -----------

What was the longest period of time you felt angry? 

How much total time would you say you were angry 
yesterday? ' ---------

How many times did you express your anger? --------

-----
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5. Focus on the intensity of your anger. Were the feelings 
stronger, the same, or less strong than yesterday? 

How many times did you get the response from another 
person that you wanted? ------------------

6. Medications: List the name and amount of the medicines 
you took yesterday --------------------------------------

7; Generally speaking, on the basis of how you felt yester
day, how would you predict you will be feeling 
tomorrow? Better Same Worse -----

8. Generally speaking, on the basis of how you felt yester
day, how would you predict you will be feeling a month 
from now? Better Same Worse -----
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Subject Recruitment Handout 
Taking "Angry" Lessons:': 
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Gestalt Therapy will be used as part of the proce
dure in which you will be participating. 

Gestalt Therapy is a method of counseling used with 
basically normal people who, as a part of their growth pro
cess, want to change their experience of daily living and 
their feelings about themselves. 

It is based on the idea that all of us see and react 
to the world in terms of what we already know. In fact, we 
build our "personality" from the time we are very little to 
the present. We base our behavior and feelings, decisions 
and reactions--the way we react to people and events in our 
lives--on what we have experienced in the past. 

Most frequently we do this so automatically that we 
aren't even aware that we are doing it. We just react! 

Because we are unaware of how we are using past 
events and experiences to lnfluence present reactions, we 
become limited in our choice of how we react emotionally 
and behave toward others and ourselves. We use the past 
to help us predict wha~ will happen in the future and we 
react in the present (from moment to moment) as if our pre
dictions are very likely to occur. 

In the case of anger, a person who has difficulty in 
expressing anger may be predicting <without awareness) that 
disasterous or even catastrophic consequences would occur if 
they expressed their rage openly. The person is probably not 
aware of how s/he arrived at that conclusiori or how it is 
currently restricting choice in behavior and feelings. 

When such a prediction is firmly established the 
individual does not see alternatives or choices in how to 
behave but reacts automatically. Usually this reaction is 
a failure to express feelings so that "the issue can be re
solved. 

\,.7hen this happens, a person soon develops a "garbage 
pail" of toxic experiences which have never been resolved. 
Sometimes the "garbage pail" can be filled with "angry
stuff" that has remained unresolved for decades. 

We call this stored up angry-stuff "unfinished 
business." 

"@ Doris Woods, 1980 
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As you can imagine, unfinished business, by being 
unresolved leads to more of the same because the person 
never experiences a different way of handling things. Once 
we get in the habit of storing angry-stuff, we get used to 
dealing with new situations the same way and soon develop 
the belief that we don't have a choice. Unfinished business 
sometimes interferes with current wants and needs by main
taining old ideas about self and others which interfere with 
creative living. Imagine an artist who is stuck in the rut 
of painting the same picture over and over again. This 
happens because slhe keeps looking at the problem in the 
same way instead of approaching it from a different perspec
tive. 

Our ability to respond to new people and new situa
tions in the wide variety of which human beings are capable, 
becomes very limited. Because we respond in the same way, 
automatically, we actually become less responsible for our 
feelings, thoughts, and actions. We fail to see that we 
have a choioe. 

As you think back over your life, you may notice 
certain emotional events which have occurred over and over 
again. You may have told yourself that these were "bad 
luck" or "just part of my personality" or "just part of hisl 
her personality." This occurs for each of us when therE: is 
a "garbage pail" of·unfinished business, frequently angry
stuff, which restricts our ability to meet new situations 
with a choice of responses. Sometimes this can even inter
fere in situations which don't really have anything to do 
with being angry now. 

So, the most important points for you to remember 
about Gestalt Therapy which focuses on anger are that we 
will be working on: (1) awareness of emotions and physical 
feelings; (2) predictions of catastrophic events that might 
occur if you behave differently; (3) expression of anger and 
(4) unfinished business--the stored up angry-stuff which has 
never been ad~quately dea:t with. 

Coming for an Anger Therapy Session 

When you come for an Anger Therapy session you will 
probably experience a number of different activities de
signed to heighten your awareness of your angry feelings and 
to help you find alternatives (choices) which you haven't 
had before. 
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You can expect to be asked to engage in fantasy. 
For example, imagining a person who you haven't seen for a 
long time or someone who is not physically present in the 
room. 

You may be asked to picture this person as sitting 
in an empty chair in the room and saying the same things 
they usually said, having the same attitudes they usually 
had, and behaving toward you the way they usually did. 

Most people feel a bit embarrassed when they are 
asked to actually talk to the person in the empty chair, but 
they usually get over that fairly quickly. In fact, you may 
find it an exciting experience. 

When we've stored up angry-stuff for years and 
years, the result is an internal emotional pressure which 
steadily builds. In fact it requires such an investment of 
emergy to "keep the lid on" that we can feel tired, de
pressed, and drained. This can create muscle tension that 
we become so used to that we are hardly even aware of it. 

Imagine all that energy in a pressure cooker just 
waiting for the steam to be released! The initial explosion 
could be terrific. Maybe even frightening to imagine. 

It's when that pressure is released and some of the 
stored up angry-stuff is out in the open--expressed--that we 
begin to have choices in how we will deal with anger, irri
tation, hostility, resentment, aggravation, frustration, and 
all the other names we call angry-stuff. We beome more 
responsible because we can see choices other than throwing 
angry-stuff in our garbage pail for storage. 

If we develop these alternatives, then we can ex
perience more free energy for daily living with a vitality 
that we didn't know we had. Relationships have the poten
tial for being more positive, creative, and direct. And 
once that is experienced, it becomes more and more difficult 
to return to the old system of storing up angry-stuff and 
investing energy in "keeping the lid on" ever again. 
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I hope that you will be joining us as a participant 
in this research. 

Please feel free to call me at 795-7198 if you have 
further questions or want to set up.an appointment for a 
preliminary interview. 

Sincerely, 

Doris Woods, M.A. 



Pre-Session Educational Tape 
Script: Aneer Information 
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Anger has gotten a bad name in the world. If we 
were to assemble 100 people and ask them all to give one 
word which described anger for each of them, my guess is 
that about 85 to 90% of them would pick a word that's not 
very flattering of this emotion. We would hear words such 
as destructive, bad, unladylike, unkind, ugly, irrational, 
violent, not nice, and many, many other words. 

What are the words that you use to describe anger in 
an unflattering way. Think for moment, and come up with 
five words which describe anger for you (time elapse) 

But what about the other few people who might have 
something positive to say about anger. What are the posi
tive words they might come up with? For example, creative, 
energizing, assertive, clear-the-air, healthy, expressive, 
honest, satisfying. You may be able to think of a few of 
your own. 

As you experiment with anger in the next few ses
sions, you may find positive meanings for anger that are 
special for you. 

Anger may have a relationship to our daily mood. 
More specifically, not expressing anger may have a relation
ship to our daily feeling of depression, guilt, and general 
feelings of fatigue and tiredness. 

Imagine yourself as a very energetic person who is 
really afraid to let anyone know that sometimes you get 
angry. Now imagine yourself investing most of your energy 
in keeping anybody from finding out just how angry you are. 

Anger is such a powerful emotion that a person would 
have to be pretty strong and invest alot of energy to keep 
those feelings from coming out. 

Imagine now, that in our fantasies anger includes 
the impulse to actually strike out physically at another 
person. In this case, we might have to invest a whole lot 
of effort to keep ourselves from striking out. This energy 
can be invested in teaching our muscles to hold back the 
anger. 

Now picture yourself as holding a very heavy weight, 
and lif~ing it, and carrying it around for hours and hours, 



days and days, and never putting it down. Imagine the 
feelings of fatigue you would get from doing this! 
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In our civilized world, we learn as litt12 children, 
not to express anger. Most especially, not to express it 
violently. Frequently we find that our greatest fear is 
that we won't be able to hold back our anger and that we 
will act on our impulses and actually strike out to hurt 
another person. We may fear to strike out verbally, or 
physically. 

If we compare ourselves as civilized beings with the 
animal world, an interesting bit of information emerges. 
For example, let's pretend that for animals anger and ag
gression are similar emotions. In humans, aggression is 
merely the expression of anger by doing something. 

Aggression in animals is a survival instinct. With 
it comes physiological changes which are necessary to the 
preservation of the species. These are changes in heart 
rate, blood pressure, the temperature of the extremities, 
changes in eyesight, digestive processes, and the tension 
in the musculature of the body. The uses of these changes· 
in the body in the animal world are self-defense, protecting 
territory and family, finding food, finding safe shelter, 
finding and keeping a mate, and with some species, estab
lishing social relationships between members of the same 
group. 

In the civilized human world many of these functions 
are disguised by the higher form of activities than human 
beings have developed to protect their species. For exam
ple, we certainly don't have to go out in the woods and run 
down a rabbit in order to get our dinner. All these things 
are available packaged at the supermarket. The only form of 
direct food getting activity which is left, is to get up the 
energy to get into our car, to drive the car to the super
market, and finally to do our shopping and pay the bill at 
the cash register. An indirect aggressive activity includes 
going out and earning a living. And, as in the animal king
dom, the extent to which we are monitarily rewarded for em
ployment, determines the bill of fare at our table. 

In our civilized society we very infrequently, if at 
all, find ourselves in situations where we actually have to 
defend ourselves physically against attack, or, against some 
form of danger. However, much as in the animal kingdom, 
there is evidence that under extreme and immediate situa
tions of stress and crisis, the human body can perform in 
extraordinary ways. In a situation of extreme fright or 
danger a person may find that they can run much faster than 
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they would be able to if they were merely setting themselves 
the task in a normal every day situation, of running as 
exercise. This tells us that human beings have similar 
mechanisms to those observed in the animal kingdom for self
preservatory activity--changes in blood pressure, heart 
rate, and all of the other physical reactions which occur 
when we are stressed in some way. However, most of our 
stresses are interpersonal. 

Our bodies are built to perform admirably in moments 
of extreme stress. Generally speaking, following the reso
lution of the stress situation, our bodies return to normal 
functioning. Imagine now that the stress never finds a 
resolution. Imagine that you are ready for a fight, for 
your own survival but that you have learned from living in 
society that it's bad to express this. The result may be a 
situation of constant alert that has been going on for so 
long that we're not even aware of it. 

The fact is that that is a very unnatural situation. 
And, some researchers believe that it's very unhealthy for 
the body and may contribute to all kinds of physical ail
ments. Remember now, that we have learned when we were 
little not to express our anger by hauling off and punching 
someone. And for some of us our greatest fear will be that 
we'll lose control of these angry feelings and the aggres
sive reaction in our bodies and actually do that. 

The key to all this is that we have learned not to 
express anger. And in being good children, if we've 
learned this well, we've also overdone it just a little bit. 

Expressing anger does not mean losing control and 
turning into a monster that is likely as not to hit somebody 
or break things, or any of the terrible things that you 
might imagine happening if you let this force loose within 
yourself. 

If in examining yourself, you have found that you 
really don't express anger in any way that is satisfying and 
that people may not even know when you are angry, then you 
are a person who has learned your childhood lessons all too 
well. You are no longer in control of the creative, self
preservatory, constuctive force within you. A force that 
can be used for your own health and happiness. 

To be in control one must have choice. Choice in
volves having the experience of expressing anger and feel
ing free to express it without fear. 



Our task in the next few weeks will be to relearn 
how to express our feelings of rage and anger that we 
learned to suppress long ago. 

Your job is to throwaway your inhibitions and to 
express your angry feelings in ways you haven't allowed 
yourself to in many, many, many years. 
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:Because you were trained to believe that anger is a 
bad thing, you may find, in the course of these experiments, 
that fear is the companion of anger. You may find yourself 
imagining that all sorts of catastrophic consequences will 
occur if you express you anger and rage. 

If you continue with your experiment in these times, 
you may find that these feelings intensify and then vanish 
as you continue leaving you with some new feelings which you 
will be asked to identify at the close of our session. 

Congratulations on being chosen as a subject for 
this study and for doing all the necessary preparatory work 
to bring you to this point of new beginning. 



APPENDIX M 

EXCERPTS FROM TRANSCRIPTS OF CLOSING INTERVIEWS 

371 



Relevant Material From Subjects' 
Concluding Interviews 

. The following exerpted comments and interactions 
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have been drawn from the transcripts of the subjects' con
cluding interviews. Where counselor's remarks were rele
vant to their comments, these are also included. A single 
horizontal line has been used to indicate changes in con
text. 

Subject 01: Elaine N. 
Anger Expression 

Counselor: So, expressing anger openly and violently in 
here was really a new experience for you. 

Elaine: It was new and I didn't find it pleasant al
though I was amazed on one or two occasions 
when I was able to completely lose myself and 
"go to town", so to speak. I didn't think I 
was capable--I almost felt like an actress, 
but I couldn't control it, it was just coming 
out. Not every time, but several times. Too 
specifically, I admit. . 

Counselor: So one of the things you noticed in doing this 
was that the things that were coming out were 
old stuff that was just in there festering 
around or buried. 

Elaine: But I was aware of it then. It gave me many 
sleepless nights and arguments. I mean, to the 
point where--I was--I was going to leave Sam. 

Counselor: How do you feel about that now? 

Elaine: We had a pretty good week! (smiles and laughter) 
No, I don't think I will. I guess I never 
will. . (smiles in a relaxed way) 

Counselor: What do you think now about anger? Do you feel 
the same way about it as you did when you 
started the study? 

Elaine: No. When I started I felt that anger was a 
nasty thing. That an adult in control didn't 
get angry. Now I get angry, and I belch at 



everything else. And I don't feel guilty 
about getting angry. 
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Elaine: I do get angry now but, I would say I don't 
get guilty, feel guilty when I get angry. If 
I'm annoyed, so I'm annoyed! You know, our 
culture says we're not allowed to get angry. 
It isn't ladylike, and that sort of thing, and 
so you keep it in. Now I don't feel I have to 
keep it. (laughs) 

Counselor: In fact, it might be wise for you not to keep 
it. 

Elaine: I don't. I, uh, say what I think. In fact, 
I've learned too. At (my business) I've learned 
to use curse words I would never be caught dead 
using. 

Acceptance of Others 

Elaine: I'm accepting a lot of things. That people are 
out there--that hippies, that pe9ple--all kinds 
of people who were never a part of my life, 
middle class,--everyone I know is like me, and 
uh, I'm learning to accept it like that. And, 
uh, that was a bit thing, too, anger. 

Counselor: Then it's okay to express anger? 

Elaine: To express anger and to accept people for being 
very different. I don't mean culturally dif-
ferent. People from other countries--that was 
great. That was very exciting. But just 
American people that are different. 1 .. 1 .. 1' 
was trying to see if I would express this while 
I was working, if someone annoyed me. But I 
never could find anyone that annoyed me! 

Self-Acceptance and Integration 

Counselor: Is there anything that stands out in your mind 
that you didn't expect to happen? 

Elaine: Well, many things, which I didn't know what 
Gestalt meant. That's the first thing. I never 
was complete. I knew nothing about 
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Gestalt. I thought it was just alot of--a lot 
of disgusting things that you do. The 
thing that surprised me was that I was able 
to--while I was sitting there with the bataca, 
uh, you know you see pictures in the movies of 
people and the soul or their body leaves them 
and they become, you know, they float around. 
Well, that's what happened to me. I was sitting 
there, and this other person was taking over. 
The time with my mother--I was talking and cry
ing and, which made me feel like an actress but 
I had no control over it. It just--I just-
left myself and became, you know. 

Counselor: You just, it just kind of poured out. 

Elaine: Yeah, and I became somebody else. Yeah, and I 
couldn't control it. That was a very uplifting 
thing because I came completely out of myself--. 
Having the role originally of a very shy, quiet, 
introverted person. Not now! But I was. 

Counselor: You know, what's talked about in Gestalt termi
nology is more like coming to yourself, instead 
of coming out of yourself. -rt's like reowning 
a part of you that you've left behind somewhere, 
and all of a sudden that part was there. 
and letting that part of you be--exist--which is 
what you did. --

Elaine: Yeah, I well, I thought in terms of the movie. 
You know, when your shadow or your soul comes 
out of your body. It does things that you 
wouldn't normally do or say or act. And 
what I thought I could never do. 'Cause I know 
I was president of organizations and things and, 
I would hold a meeting in my living room but I 
could never get on a platform and speak. I know 
what I did, I always had a speaker's bureau. I 
was very smart at making bureaus and committees 
that I wouldn't have to--I mean I could always 
do the brain work and I could do the organizing 
on the telephone. .but I couldn't get up on 
the stage. I mean not even to walk on the 
stage; forget about getting up on the stage to 
speak. .I was in the background. But this 
time I actually was able to lose myself com
pletely--and this is the biggest thing. I was 
amazed that. 
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Counselor: Let's just back up a minute. Instead of saying 
that this time I was able to lose myself com
pletely, could you repeat that and say that 
this time I was able to find myself completely. 

Elaine: (In chorus with the counselor) .... find myself 
completely! And this is good too--for what I 
did at the time and I think, in the future, I 
would, I might be able to get up on the stage 
and speak. I think it gave me confidence. I 
know that wasn't the purpose but it did give me 
confidence--that I'm able to do things I thought 
I couldn't do before. 

Counselor: Or maybe it's what you thought you shouldn't do 
before. 

Elaine: I shouldn't do before--Well, now, maybe I can 
sit in (my business) and look around and not 
think that everybody's looking at me! I'm able 
to eat or scratch my head or fix my girdle or 
whatever I want and not worry about people walk-
ing by and looking at me. .1 was always 
sort of stiff while they're looking at me. But 
I don't feel that way anymore. 

If they don't like when I'm scratching my head 
or fixing my girdle or fixing the steels in my 
bra, 1--1 just fix 'em! That's all. .if I'm 
fat and I have shorts on, so what! 

Counselor: What are you doing with your hair? 

Elaine: This is another thing I'm doing. I've been 
coloring it since my son was thirteen. He's 

Counselor: 

Elaine: 

now thirty-five. .and I never looked like--
knew what my hair looked like underneath. 

(Whispering) You're letting it grow out? 

.and I wanted to see ... that's another 
thing. I'm gonna see what it looks like. I may 
not like it. But I'm ... I'm gonna see what I 
look like. I don't care what anybody thinks of 
how it looks, what my hair looks like. Of what 
I look like. I'm gonna see what I look like. 
I'm not worried that it looks funny ... 1 don't 
care. .1 never would have had the nerve be-
fore! Or the strength. My girlfriend 
says, "Oh, you look so nice with blonde hair." 
And I said, "No, this is how it grows." But 
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I think this is giving me a certain amount of 
courage--to do what I what to do. It just seems 
a little bit of rebellion someplace in me is 
doing this! I look in the mirror and I don't 
feel offended--especially when it's wet and I 
see that it's real grey and brown and very 
little blonde. .. It's given me the confi
cence, I think, too. It's crazy that a little 
thing like that can do it! I haven't told the 
children yet. I meant to. I haven't gotten 
around to it. I don't know if that indicates 
anything. 

Control (Business and Relationship Context) 

Elaine: .1 got up and went across the street to see 

Physical 

Elaine: 

the woman who was interested in (renting from 
me). I didn't tell Sam what I was going to do. 
I felt in control. I thought, "Let him think 
about what I'm gonna do." (Then going back to 
discuss with her husband). I went back to Sam 
and I was in control and I liked being in con
trol. I liked being the boss, and I said to 
him, "this is what I did." . I like to be in 
complete control and do as I please, when I 
please, and how I please. (Subject also related 
how she had stopped being fearful and trying to 
hide her long distance telephone calls to her 
children so her husband wouldn't find out.) "I 
took to make the decision and I think (Sam) was 
pleased with it because he was very affectionate 
that night after we got home. 

.1 know for a fact that, from my own feeling 
of what happens to me, that, when I get upset, I 
hurt. And I. .when I get angry, and I can't 
express it, my wrists get swollen, you know. 
But that can be a temporary thing because when I 
calm down a day or two later, I don't hurt as 
much. 
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Subject 02: Alice T. 
Anger Expression 

Counselor: I am interested in knowing whether you see your
self as actively continuing to express anger 
differently. 

Alice: That's difficult. I was certainly aware of it 
at the beginning. But I really think that 
focusing on anger in therapy and dealing with 
alot of issues that were underlying. .some of 
the anger that I was expressing or some of the 
anger that was coming to the surface--that I've 
just dealt with things differently so that--I 
haven't been as irritable. Does that make 
sense? As I, as I quieted down, --things just 
didn't get to mean as much. And so there have 
been fewer situations I have felt angry about-
because I am in a better place--I don't think 
that's a €OP-out (laughs) I don't know. 

Alice: (Refers to a specific person). .the fact, 
well, I just didn't, don't like being around 
him. And then, for a while there, it vvas okay. 
And then he started bugging me again, or I 
started letting him get to ~e again. Where we 
are now is that he's getting so he can't say 
anything to me for fear I'll come back on him 
and that's fine with me. The more distance he 
keeps the better I like it. I just don't.want 
to be bothered with him. -

Alice: .1 think focusing on the anger was--is--
interesting in terms of the amount of the--the-
increase in the amount of anger. And it got 
noticed in myself. 

Awareness of Anger as Therapist 

Alice: I think I pick up people's anger a whole lot 
faster. . and even when it's not there, I 
ask about it. And I identify or point out 
things that people say that probably indicate 
feelings of anger even if they're not expres-
sing it. .thenlsay, "I bet you were feel-
ing really mad." . or I might say, "You 
know, if it were happening to me, I'd be really 
pissed. (Long pause) Somet imes it works and 
sometimes it doesn't. 



Physical 

Alice: 

Social 

Alice: 
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.I'm planning my life differently. If I 
know I'm going to go out, then I stay home the 
night before and make sure I go to bed early. 
I've cut down a lot on the drinking, which makes 
a difference. I'm less tired. I'm less de
pressed. Whether that related to the drinking 
or not, I'm not sure, but I suspect it does . 

. just generally I've been feeling so much 
better. Unfortunately, I don't think it's done 
as much for my physical condition as I would 
have hoped, but I may have to keep working at 
it. .1 think that I was just in a frenzy of 
activity, and that I pushed myself into a flare, 
and I appreciate that--knowing, seeing that 
cycle ... and whether I'm getting the anger out 
with it and whether--if the timing had been dif
ferent whether it would have made a difference. 
I don't know. .but I certainly think that I 
feel much more satsified with myself and my 
life. 

It's such a relief, really such a relief, not 
to be in that place (feel like something's mis
sing from her life.) Like that party I went to 
last night. Six weeks or so ago I would have 
been looking, looking, looking the whole time I 
was there for, "Mr. It." I had a great time and 
I know a lot of people and I had a nice time 
with a lot of people. And I didn't come away 
feeling depressed because I didn't meet anybody. 



Subject 03: Hannah S. 
Awareness of Inner-Experience 
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Counselor: What has it been like for you to go through this 
experience? 

Hannah: I learned things about myself. .I learned to 
(pause) to be aware of how I feel about things. 
And I learned that it's okay to express how I 
feel to other people and I've learned to--I've 
tried doing it more than· I would have before. 
I think I know more about myself now, but it's 
going to take longer to practice everything. I 
have to keep reminding.myself to do certain 
things. 

Counselor: Like what? 

Hannah: To, to be aware of how I feel. 

Counselor: Is that enjoyable for you? 

Hannah: Mn-hmm, yeah. It's like, it is, it's like 
experimenting with myself. 

Counselor: You look like you're enjoying that. 

Hannah: Yeah? (With what looks like shy delight) 

Anger, General Expression, and Self-Disclosure 

Counselor: What was hardest for you about the experience? 

Hannah: Being angry. .I think expressing my anger is 
still hard for me to do, if I'm not provoked. 

Counselor: .is it the same amount of hard as it was 
before (the treatment) or is it different? Do 
you feel the same way about doing it as you did 
before? 

Hannah: I think I feel more like I should do it and if 
the opportunity comes up, I have an obligation 
to express how I feel to a person or otherwise 
I would just be, just not say anything. Maybe 
not even realize how I feel, until later, after 
I thought about it. 
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Realizing how you feel and then telling them how 
you really feel. Even just realizing how you 
feel is hard, I mean, for me. Until, you know, 
right at that moment. 

Counselor: I don't understand exactly what you mean when 
you say you have an obligation to the other per
son to express .. 

Hannah: Not to the other person, to myself. I just 
should, I mean, I have to tell them how I feel. 

Counselor: Why? 

Hannah: Why! (laughs) Because I'd be lying if I didn't. 
They really wouldn't know the real me if I 
didn't. 
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Subject 04: Nancy B. 
Anger 

Nancy: (referring to anger inventory) I found myself 
very definitely putting alot more angries down, 
alot more intense, sort of. I'm feeling that 
it's alright if I'm angry. 

Counselor: You felt a lot more willing to rate higher, you 
think? 

Nancy: That's right. (long pause) What I do ~ith it 
is important, but it's alright if I feel angry. 

One thing that I am aware of, very aware of, is 
that I can be angry but don't be frustrated by 
it. Acknowledge it and figure out what you can 
do about it rather than sitting in the same stew 
and ... resenting it. It takes practice, but I 
(long pause) am a good problem solver, and if I 
can recognize it as a problem then I can solve 
it instead of leaving it there. 

Counselor: So you recognize that your handling of anger has 
been a problem and you can see that it's worth 
dealing with. 

Nancy: Right, right. Instead of just being angry, 
mostly resenting it, but not honestly showing 

Being Human 

it. .and I've been angry for a long time. 
But there are other ways rather than just pre
tending that it doesn't exist; because it does 
exist. There are always other ways ~ 
deal with problems whatever they are. But my 
own personal problems, I had had a sort of con
ditioned reaction and I didn't see my way out of 
it. I just kept on doing it. 

Nancy: I was not one to talk about my troubles. I 
listened to other people talk about theirs. 
There's this nasty thing that one learns early 
of what the neighbors would think. So you 
always put this smile on and march out the door 
with a smile. 

Counselor: What do you think about that now? 



Nancy: 
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That nobody who isn't in the position has any 
business jUdging. It's none of their business 
anyway. Not that I'm going to go running 
around as some people do, jabbering mindlessly 
away about personal business which is nobody 
else's business and it's only boring to hear 
about it. But, on the other hand, I do not feel 
that"it is absolutely necessary at all times 
that I do (pause) what is expected of me. Be
cause, who is going to determine what is ex
pected of me, but me! 

See, I've built a very big wall all the way 
around me and, as you know, very few people are 
allowed inside that wall. I can open the door 
and let them in. 

Counselor: You can chip out a brick here and there. 

Nancy: And if I want to say I agree or even if I want 
to say I disagre~, I practice. 

More Emotional, Less Impersonal 

Counselor: So you're evaluating the situation now as one 
where maybe you could let go of a little 
(control) and allow yourself to show more of 
the emotional side of you--what you feel. 

Nancy: Yes. I did it the other day. Surprised to no 
end, and surprised the other person to no end, 
but I don't think it was unpleasant. 

One day within the last week I had an appoint
ment to go down and see my lawyer. He's an 
older, very proper person and all that. He 
gave me the name of some people and as he was 
seeing me to the door, I shook hands with him. 
I leaned over and gave him a kiss on the cheek, 
just like that, saying, "I like you, you're a 
nice person." Hell, I think he could've just 
dropped right down through the floor. 

Counselor: You probably made his day. 

Nancy: Which is, to hell with what the neighbors think 
or say. This was just an expression of. 
like. 



Counselor: That's out of your old character, that's for 
sure. 

Nancy: That's correct. 

Counselor: I'm so delighted. Did you enjoy it? 
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Nancy: Yes, I did. 
" Let it go." 
back and. 

The feeling came along and I said, 
You don't always have to stand 

Counselor: Be very proper. 

Nancy: That's right! 
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Subject 05: Sandra O. 
Anger Awareness and Expression 

Sandra: I think I'm more aware of a different perspec
tive for anger--when it exists and when it 
doesn't. Anger before, always meant ANGER (in a 
loud voice), not just irritation or frustration 
or any other form. Realizing that has (given 
her the perspective) that it exists in alot of 
different forms. I think I'm more aware of the 
need to directly express it, not that I've 
necessarily done it. Maybe a little bit. 

Sandra: .anger in some forms, of course, is accept-
able. It's acceptable because you're going to 
get irritated and frustrated over lots of dif
ferent things. 

Counselor: Are you saying that it seems more acceptable 
generally as a category of emotion than it did 
before? 

Sandra: (Pause) Anger does not mean violence. 

The Social Front (Inappropriate Laughter, Being 
Interesting, Intelligence, and the Need for Approval) 

Sandra: Once I'mtold something I can't block it out. 
the inappropriate laughter now. .when I laugh 
and I try to catch myself from doing it, like 
I'll do a half-laugh as opposed to the whole 
thing. .it always seems like it comes in the 
middle of the conversation and it's like stop
ping in the middle of the conversation and 
analyzing; and I mean, it's difficult to do. 
It's something I would say I needed to work on. 

Sandra: For years I had (tried) to get help from differ
ent people. I knew that problems existed, and 
alot of (the problems) I already knew. And 
when ever I expressed. .how much I already 
knew, they always felt that I was very well ad
justed, for being aware of so much and they 
never tried to look past that. 

Counselor: So they responded more to your being very bright 
and intelligent and in tune with the things that 
you felt were. 
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Sandra: But sometimes the brightness and intelligence 
is one of your problems. .that you're covering 
up (by) using it inappropriately. As in over
analyzing as opposed to feeling. Maybe one of 
these days I'll learn to feel. .1 don't know. 

Counselor: Maybe you don't have to be interesting all the 
time. 

Sandra: What's so different besides interesting! Bor
ing! I (know I) see it as black or white. 

Sandra: There are times when too much boredom is going 
to turn people off. Well, I guess, I'd rather 
be interesting because I'd rather be around in
teresting people. 

Counselor: .You don't have to be interesting all the 
time. 

Sandra: (Interrupts) I've really decided, like I'd do 
anything for people to like me, right (laughs) 

Sandra: (When I experimented with) cutting out flip com
ments people didn't think I was as interesting. 
Which way shall I look at that? That, I don't 
mind making flip comments, if the flip comments 
are more interesting to people then maybe I 
should just go ahead and do it. 
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