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ABOUT THE INSTRUCTOR
About the Instructor:.

Dr. Cardwell C. Nuckols has been described as “one of the most influential clinical trainers
in America”. For over 30 years, he has successfully served the healthcare industry in multiple
capacities as a clinician, supervisor, program director and hospital administrator. Dr Nuckols has
led numerous corporate start-up and reengineering projects including involvement in the
development of three publicly traded companies. One of these corporations is helping to bring to
market new medications to help those suffering from the devastation of AIDS. For his
entrepreneurial efforts, Dunn and Bradstreet nominated Dr. Nuckols to receive placement in the
2004 National Business Registry.

Dr. Nuckols is widely published, having authored more than 50 journal articles, 28 books
and workbooks, 32 DVDs, CDs and videos, and 17 audiotape series. Dr Nuckols first book,
Cocaine: Dependency to Recovery, is a trade best seller, as is, his booklets Quitting Heroin and
Quitting Marijuana (Hazelden). He is the author of the book Healing an Angry Heart (HCI) and
video Chalk Talk on Drugs with Father Martin (Kelly Productions). A series of workbooks on
“Adolescent Disruptive Behavior” and a CD on “Anger Management” has been released by
Hazelden Publications as a part of their Adolescent Co-occurring Disorder Series. Dr Nuckols
recent works include four DVDs entitled The Evidence Based Treatment of Co-occurring
Disorders, A Research Based Approach To The Treatment of Anger, & Aggression In Early
Recovery, Treating Early Life Trauma Related Issues In Early Recovery From Addictive
Disorders and The Science Based Treatment of Addictive Disorders. He has completed a four
part video series entitled “Breaking the Chains” of Addiction; Using Science to Aid Recovery
and is developing a patient education and workbook series entitled “Discovery To Recovery”.
This series will utilize the latest scientific research to assist alcoholics and addicts in their
personal recovery.

During his career he has been awarded national honors including the SECAD, Swinyard and
Gooderham awards, as well as, being recognized for his contributions to The American Society
of Addiction Medicine’s Patient Placement Criteria. Dr. Nuckols is on the review boards of
Counselor Magazine and the Dual Network and is an active member of the American
Association for the Advancement of Science. He writes a column entitled “Pharm Report” for
Counselor Magazine.

Dr. Nuckols’ educational background includes advanced work in medical research,
pharmacology, education and psychology. His practical approach comes from working with
people in various business and clinical settings. Dr Nuckols has consulted with The Central
Labor Council (AFL-CIO), United Auto Workers, Stouffers, Boeing, Dupont, General Motors,
Bechtel-Bettis, Ford Motor Company, United Airlines, and other industries in the area of
enhancing.

— 3 — © 2026 CEU MatrixTreatment of Anger and Aggression in Early Recovery



Anger, Emotion Regulation, and Substance Use: Current Evidence

The relationship between anger and substance use that this course describes has been quantified in
recent meta-analytic research, and the mechanisms linking emotional dysregulation to relapse have
become clearer, strengthening the clinical rationale for anger management as an integrated component of
substance abuse treatment rather than a supplementary add-on. What the current evidence makes clear is
that anger in the context of substance use recovery is not merely a behavioral problem to be managed. It
is a clinical phenomenon with predictable patterns and measurable consequences for treatment
outcomes.

A 2022 systematic review and meta-analysis in the Brazilian Journal of Psychiatry examined anger
levels in substance users versus non-users across twelve studies involving 2,294 substance users and
2,143 controls, all of them male. The finding was unambiguous: users of psychoactive substances had
elevated anger scores compared to non-users, with a standardized mean difference of 2.151 (95 percent
confidence interval 1.166 to 3.134), a large effect, though one accompanied by high heterogeneity across
studies. Neither age nor abstinence duration significantly influenced the anger difference, meaning that
elevated anger persists well into recovery rather than resolving spontaneously as substances clear the
system, and the authors concluded that heightened anger represents a high risk of relapse and
recommended incorporating intensive anger management modules into treatment programs (Laitano et
al., 2022). This validates the core premise of this course: anger is not a peripheral issue in recovery, it is
a treatment target that directly affects outcomes. An effect of this magnitude means the elevation is
substantial rather than subtle, not something clients can simply will away, and the finding that
abstinence duration does not moderate it is equally important for planning, because practitioners cannot
assume anger will resolve once the client has been sober for weeks or months. Anger management must
be built into the treatment plan from the outset and maintained throughout the recovery trajectory,
including during aftercare.

The pathway from emotional dysregulation to relapse was documented in a 2024 one-year follow-up
study of 63 patients with opioid use disorder assessed monthly through self-report and urine screening,
of whom 77.8 percent returned to use. The recurrent group exhibited significantly more difficulties in
emotion regulation than those who maintained remission, while affective temperament, the baseline
emotional disposition, showed no meaningful differences between the groups, suggesting that the
problem is not how clients feel but how they manage what they feel (Zengin İspir et al., 2024). This
finding is clinically actionable: teaching emotion regulation is not about changing the client's
temperament but about building the capacity to respond to intense emotions, including anger, without
returning to substance use. It also supports a reframe that reduces a common barrier to engagement.
Many people in early recovery feel shame about their anger, reading it as evidence of a flawed character,
and the research suggests instead that the intensity of emotional experience is not itself the problem,
since most people experience anger. What differentiates those who relapse from those who maintain
remission is whether they have developed strategies for managing that intensity, which lets clients view
anger management as practical skill-building rather than an attempt to fix something fundamentally
wrong with who they are.

A 2026 review in Nursing Science Quarterly synthesized research on managing anger in persons
with substance use disorders and identified two distinct treatment approaches based on risk level. For
chronic, lower-risk presentations, non-pharmacological interventions serve as first-line treatment,
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including anger management training, cognitive-behavioral treatments, exercise and relaxation, music
therapy, and empathy. For acute, high-risk situations involving a risk of violence, physical restraint and
pharmacological management are the first-line interventions (Kadhim et al., 2026). This two-tier
framework aligns with the assessment and intervention approach this course covers: identifying where a
client falls on the anger-aggression continuum determines which strategy is appropriate. It also carries
an implication for program design, because many programs address anger only when it erupts as a crisis,
missing the larger opportunity. The majority of clients with elevated anger fall into the chronic,
lower-risk category where non-pharmacological intervention is first-line, and integrating anger
management into the standard curriculum rather than reserving it for crises allows programs to address
the elevation documented above before it escalates to the acute level where more intensive intervention
becomes necessary.

Emerging research has explored whether mindfulness-based approaches can address the emotion
regulation deficits underlying both anger and substance use. A 2024 pilot study of Mindfulness-Oriented
Recovery Enhancement enrolled 12 women in residential opioid use disorder treatment, of whom 9
completed all measures, and found that emotion regulation difficulty significantly decreased after the
eight-week program, alongside changes in brain connectivity patterns related to affect processing, while
a single 10-minute guided meditation significantly increased positive mood though it did not
substantially affect opioid craving (Ray et al., 2024). While small, this points to a complementary
approach for the emotion regulation work this course describes, one that appears to modify the
underlying neural patterns of emotional reactivity rather than addressing anger through cognitive
restructuring alone. The suggestion is that mindfulness may reduce baseline emotional reactivity while
cognitive-behavioral anger management provides the specific strategies for when anger does arise, so
that combining the two may produce additive benefit.

The delivery of structured cognitive-behavioral interventions has also been tested in challenging
settings. A 2025 randomized controlled trial of nurse-led cognitive-behavioral therapy with 72
incarcerated young men with methamphetamine use disorder found a 38.5 percent reduction in craving
intensity and a 26.7 percent improvement in stress coping after eight weeks, along with increases in
social support seeking and problem-focused coping (Aslan et al., 2025). For practitioners working with
clients in early recovery, this supports the feasibility of structured anger management and coping-skills
interventions even in resource-limited environments, and it is especially meaningful alongside the
meta-analytic and follow-up data above, because it demonstrates that the anger and emotion regulation
deficits documented in the literature are responsive to structured intervention even in the most
constrained clinical settings. If nurse-led therapy can improve coping in an incarcerated population with
active methamphetamine use disorder, structured anger management is feasible in virtually any
treatment setting.

Anger as a Clinical Target: Why It Predicts Relapse

The strongest argument for treating anger in early recovery is that negative emotional states, anger
prominent among them, are among the most reliable precipitants of relapse, a fact this course's emphasis
on anger reflects and that the research now firmly supports. The influential cognitive-behavioral model
of relapse, reformulated to emphasize the dynamic interaction of multiple risk factors, identifies
negative emotional states as a primary high-risk situation, the kind of internal condition that repeatedly
precedes a return to use (Witkiewitz & Marlatt, 2004). Anger is not incidental to relapse; it is one of the
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emotional states most likely to set the stage for it.

The empirical link runs through craving. A 2023 systematic review and meta-analysis of the
relationship between negative affect and craving, drawing on 30 studies and pooling 14 of them
covering 2,257 subjects, found correlations between negative affect and craving ranging from 0.17 to
0.58, and reported that roughly 90 percent of the studies showed a positive association (Cyr et al., 2023).
Negative emotional states, in other words, reliably intensify the craving that drives use, and anger is
among the most potent of those states because it is activating, action-oriented, and readily channeled
into the impulsive decisions through which relapse occurs. For the client whose substance use has long
served as a way to discharge or numb anger, the arrival of anger in early recovery is not merely
uncomfortable but a direct pull toward the substance that once managed it.

For the practitioner, this evidence establishes anger management as relapse prevention rather than a
separate therapeutic aim. Teaching a client to recognize rising anger, to tolerate it, and to respond to it
without using is the same work as teaching relapse prevention, because anger is one of the specific
high-risk states the client must learn to navigate. Framing anger management this way, as a core
component of staying in recovery rather than as an anger-specific side treatment, both clarifies its
purpose and raises its priority, and it helps the client understand why learning to handle anger is not a
moral improvement project but a practical survival skill for early recovery.

The timing of anger in the recovery trajectory deserves particular clinical attention, because early
recovery is a period of heightened emotional vulnerability layered onto whatever anger the client already
carried. As the substance that once numbed or discharged emotion is removed, feelings that were
chemically suppressed return, often with unaccustomed intensity, and the client who used to reach for a
substance the moment anger rose now experiences that anger without the familiar means of managing it.
This is why anger frequently seems to worsen in early recovery rather than to improve: the anger was
always there, but the substance concealed it, and sobriety reveals it. Understanding this protects both
client and counselor from misreading the emergence of anger as a sign that recovery is failing, when it is
in fact a predictable stage of the process that treatment is designed to help the client move through.

This understanding also shapes how the counselor prepares the client for what recovery will feel
like. A client warned in advance that anger and other difficult emotions may intensify as the substance
clears, and that this intensification is expected and temporary rather than a catastrophe or a personal
failing, is better equipped to weather it without relapsing. Normalizing the emotional turbulence of early
recovery, while simultaneously equipping the client with concrete skills for managing it, converts a
period of high relapse risk into an opportunity to build the very capacities that sustained recovery
requires. The anger that surfaces is not the enemy of recovery but the raw material of the emotional
learning that recovery demands.

There is a further clinical point in the observation that anger is activating and action-oriented, which
distinguishes it from the more inward negative states like sadness or anxiety and makes it especially
dangerous in early recovery. Where sadness tends toward withdrawal and rumination, anger tends
toward action, mobilizing the body and narrowing attention onto the object of the anger and the impulse
to respond, and this action orientation is exactly what makes anger such a direct route to the impulsive
decision that a relapse represents. A client flooded with anger is primed to act, and if the available action
that promises relief is using a substance, the anger delivers the client to the substance quickly, before
slower and more considered judgment can intervene. Understanding this helps the counselor appreciate
why anger, of all the negative emotional states, warrants particular attention in relapse prevention, and
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why the techniques that create a pause between the anger and the action are so central.

This action orientation also explains why anger management works best when it is practiced to the
point of near-automaticity, because the response has to be available faster than the impulse it is meant to
interrupt. A technique the client has to stop and remember will usually lose the race against an anger that
is already propelling them toward action, whereas a technique that has been rehearsed until it arises
almost reflexively has a chance of intervening in time. This is the practical reason behind the emphasis
on repetition and adequate dose throughout the treatment of anger: the goal is not merely for the client to
understand the techniques but for the techniques to be so well practiced that they surface automatically
in the heat of the moment, when understanding alone would arrive too late to matter.

Emotion Dysregulation: The Mechanism Beneath the Anger

Behind the specific problem of anger lies a broader capacity that early recovery frequently reveals to
be impaired: the ability to regulate emotion. A 2023 systematic review and meta-analysis of emotion
regulation in substance use disorders, comparing 1,936 people with a substance use disorder to 1,567
controls across 22 studies, found substantially greater difficulties in emotion regulation in the
substance-using group, with a mean difference of 21.44 points on a standard measure and a large effect
size of Hedges g equal to 1.05, with the largest deficits appearing in the ability to use regulation
strategies and to control impulses (Stellern et al., 2023). This is a large and consistent finding, and it
locates anger within a general difficulty in managing emotional states rather than treating it as an
isolated problem.

The clinical significance is that anger in early recovery is often a symptom of this broader
dysregulation, and treating it in isolation, without building the underlying capacity to regulate emotion
generally, addresses the symptom while leaving the mechanism intact. A client who learns specific
techniques for managing anger but who remains globally unable to tolerate and modulate strong feelings
will find the anger techniques overwhelmed the next time a different intense emotion arises. This is why
the most effective approaches to anger in recovery tend to be those that build emotion regulation
broadly, teaching the client to notice, tolerate, and modulate emotional states of all kinds, with anger as
one important application of a general skill.

The finding that the largest deficits lie in the use of strategies and the control of impulses points
directly at what treatment must build. Many clients in early recovery are not unaware of their emotions
and not indifferent to the consequences of acting on them; they simply lack, or cannot access under
stress, the strategies that would let them respond differently, and they act impulsively before regulation
can intervene. Anger management, understood in this light, is the installation and rehearsal of specific
strategies for exactly the moments when impulse would otherwise win, and the repetition that builds
these strategies into reliable habits is much of what the work consists of.

The distinction between the two subscales where deficits are largest, the use of strategies and the
control of impulses, maps onto two complementary treatment tasks. Building the client's repertoire of
strategies is the more straightforward of the two: it involves teaching specific techniques, from arousal
reduction to cognitive reappraisal to problem-solving, and rehearsing them until the client can deploy
them. Strengthening impulse control is subtler and depends heavily on the arousal-reduction and
mindfulness practices the evidence supports, because impulse control fails most often not from a lack of
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knowledge but from the speed at which emotion converts to action, and the techniques that create even a
brief pause between feeling and acting are precisely what give the client's slower, more considered
judgment a chance to operate. Treatment that addresses only the strategy deficit, teaching techniques
without building the pause in which they can be used, leaves the impulse problem untouched.

There is an encouraging implication in the framing of anger as an emotion regulation problem rather
than a character flaw, and it bears directly on client motivation. Emotion regulation is a learnable skill,
demonstrably improvable through training, whereas a character flaw feels fixed and shameful, so
reframing the client's anger as a regulatory capacity that can be strengthened, rather than as evidence of
a bad temperament, both matches the science and offers the client a more hopeful and more actionable
understanding of their situation. Clients who grasp that their difficulty lies in a set of skills they can
build, rather than in who they fundamentally are, engage the work with less shame and more agency,
and that shift in framing is itself a meaningful therapeutic intervention grounded in what the emotion
regulation research actually shows.

The observation that people with substance use disorders show greater expressive suppression, the
effortful holding-back of emotional expression, alongside their difficulties with other regulation
strategies, adds a further clinical nuance. Suppression is a regulation strategy of sorts, but a costly and
generally ineffective one, because holding an emotion in does not resolve it and tends to leave the
person more physiologically aroused and more prone to a later loss of control. A client who copes with
anger primarily by suppressing it may appear calm while accumulating an internal pressure that
eventually erupts, and the counselor who mistakes the suppression for successful regulation may miss
the building problem. Teaching clients that suppression is not the goal, and that healthy regulation
involves acknowledging and working with an emotion rather than merely stifling its expression, corrects
a common misunderstanding and points toward the more effective strategies the treatment aims to build.

This has particular relevance for the many clients whose upbringing or culture taught them that
certain emotions, or the expression of emotion generally, are unacceptable, and who therefore default to
suppression. For these clients, the work may involve first giving permission to acknowledge the anger at
all, before any technique for managing it can take hold, since a client who believes their anger is
shameful and must be hidden cannot engage in observing and modulating it. The counselor's
non-judgmental acceptance of the client's anger as a normal human emotion, neither condoning its
harmful expression nor treating its existence as a failing, creates the safety in which the client can begin
to work with the emotion rather than against it. This stance, that anger itself is acceptable while its
harmful expression is what treatment addresses, is foundational to the whole endeavor and is often the
first thing a suppressing client needs to hear.

Does Anger Treatment Actually Work?

A practitioner devoting treatment time to anger is entitled to ask whether the effort is justified by
evidence, and the answer is reassuringly clear: psychological treatment for anger works, with effects in
the range clinicians would consider meaningful. A meta-analysis of the psychological treatment of
anger, pooling 96 studies and 139 treatment effects across nine treatment types including
cognitive-behavioral, cognitive, relaxation, and skills-based approaches, found an overall weighted
standardized mean difference of 0.76 (Saini, 2009). An effect of this size means the average treated
person ends up better off than roughly three quarters of untreated comparison individuals, which places
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anger treatment among the genuinely effective psychological interventions rather than among those
whose benefits are marginal.

The same body of research offers guidance on what makes treatment more effective, with the effect
varying by the number of sessions delivered, the use of treatment manuals, and attention to fidelity, all
of which point toward structured, adequately dosed, faithfully delivered intervention rather than
informal or ad hoc attention to anger. This is consistent with the broader lesson that runs through
treatment research generally, that engaged, completed, well-delivered treatment produces the measured
effects while partial or unstructured delivery does not, and it argues for treating anger management as a
genuine curriculum to be delivered properly rather than as a topic to be touched on when a client seems
angry.

For the practitioner, this evidence converts a plausible clinical intuition into an established fact and
provides a foundation for confidence. Anger in early recovery is treatable, the treatments that work are
the structured cognitive-behavioral and skills-based approaches this course teaches, and delivering them
properly produces effects large enough to matter for the client's recovery. The task, then, is not to
wonder whether anger work is worthwhile but to deliver it well, which the following sections address in
more specific terms.

The finding that dose matters, with the effect varying by the number of sessions delivered, argues
against the common practice of addressing anger in a single session or two prompted by a crisis. Anger
management, like other skill-based interventions, requires enough repetition for the skills to become
reliable under stress, which is exactly the condition, high emotional arousal, in which newly learned
skills are hardest to access. A client who has practiced arousal reduction and cognitive techniques many
times in the calm of a session has a chance of retrieving them in the heat of real anger, while a client
who has heard the techniques described once does not, and the difference between these is the difference
between anger work that changes behavior and anger work that produces only intellectual
understanding. Building adequate dose into the treatment plan, rather than hoping a brief exposure will
suffice, is one of the concrete ways the effectiveness evidence should shape practice.

The finding that treatment manuals and fidelity checks improve outcomes points in the same
direction, toward structured, deliberate delivery rather than informal attention. This does not require
rigid adherence to a script at the expense of the therapeutic relationship, but it does argue for using a
coherent, evidence-based anger management curriculum delivered with attention to whether its
components are actually being covered, rather than addressing anger opportunistically whenever it
happens to arise. The counselor who works from a structured framework, ensuring the client receives the
full set of skills in a logical sequence with adequate practice, is delivering the intervention in the form
the evidence shows to be effective, and this discipline is especially valuable in the busy,
interruption-prone reality of substance abuse treatment, where an unstructured approach easily leaves
gaps.
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What Actually Reduces Anger: Calming Down Versus Venting

One of the most useful and counterintuitive contributions of recent research concerns which anger
management activities actually work, because a widespread popular belief, that anger should be vented
or released to dissipate it, turns out to be wrong. A large 2024 meta-analytic review of anger
management activities, spanning 154 studies with 184 independent samples and 10,189 participants,
sorted interventions by whether they increase or decrease physiological arousal. Activities that decrease
arousal, including deep breathing, mindfulness, meditation, and relaxation, reduced both anger and
aggression, with an effect size of Hedges g equal to -0.63, robust across gender, race, age, culture, and
setting. Activities that increase arousal, such as hitting a punching bag or vigorous exercise undertaken
to vent, were essentially ineffective, with an effect size of -0.02 (Kjærvik & Bushman, 2024).

The clinical implication is direct and important, because it corrects a piece of folk wisdom that
clients and even some clinicians hold. The idea that anger builds up like pressure and must be released,
that punching a pillow or venting to a friend or working out one's rage discharges it, is intuitive and
wrong; venting and arousal-increasing activities do not reduce anger and may reinforce it. What works is
the opposite, turning down the physiological arousal that anger involves, through the calming,
arousal-lowering practices that early recovery treatment can readily teach. A practitioner who
understands this can steer clients away from the ineffective catharsis model and toward the
arousal-reduction techniques that the evidence supports.

This finding also unifies much of the anger management repertoire under a single principle. Deep
breathing, progressive muscle relaxation, mindfulness, and the deliberate slowing that
cognitive-behavioral anger management teaches all work in part by lowering arousal, giving the client a
moment of physiological calm in which the impulse to act on anger loses its force and a considered
response becomes possible. Teaching clients this principle, that the goal in the heat of anger is to bring
the body's arousal down rather than to discharge it, gives them a coherent framework for the specific
techniques and corrects the intuition that would otherwise lead them astray.

The venting myth is worth confronting directly with clients because it is so widely held and so
actively harmful. Many people, and many treatment settings, operate on the assumption that anger is like
steam in a pressure cooker, building until it must be released, and that providing safe outlets for release,
whether hitting a pillow, screaming, or vigorous exercise undertaken in anger, prevents a more
dangerous explosion. The evidence contradicts this squarely: activities that increase arousal do not
reduce anger and aggression, and the cathartic release the pressure-cooker model promises does not
occur. Worse, rehearsing aggressive expression may strengthen the association between anger and
aggressive action, making the aggressive response more rather than less likely the next time. A
counselor who understands this can gently dismantle the client's pressure-cooker intuition and replace it
with the more accurate and more useful model of turning arousal down.

This has practical implications for how a treatment program handles anger in its milieu as well. A
program that provides angry clients with punching bags or encourages them to vent their rage is,
however well-intentioned, applying a model the evidence does not support and may be reinforcing the
very responses it hopes to reduce. The evidence-based alternative is to teach and provide space for
arousal-reducing practices, quiet spaces, breathing and relaxation techniques, brief mindfulness
exercises, that actually calm the physiological state anger involves. Redesigning a program's response to
anger around the principle of turning arousal down rather than discharging it aligns the treatment
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environment with what the research shows to work, and it models for clients the same principle they are
learning to apply in their own lives.

Mindfulness and the Regulation of Anger

The arousal-reduction principle points toward mindfulness as a particularly well-supported
approach, and the specific evidence on mindfulness for anger is now substantial. A 2025 meta-analytic
review of mindfulness and anger, drawing on 118 studies, found that dispositional mindfulness was
inversely related to both trait anger, at a correlation of -0.23, and trait aggression, at -0.19, and that
mindfulness-based interventions produced lower anger, with an effect size of -0.48, and lower
aggression, at -0.61, compared to control conditions, with effects comparable across clinical, forensic,
and general populations (O'Dean et al., 2025). Mindfulness, in short, reliably reduces both the
disposition toward anger and its behavioral expression, and it does so across the kinds of populations a
substance abuse counselor serves.

The mechanism fits the emotion regulation picture described earlier. Mindfulness trains the capacity
to observe an emotional state, including anger, without immediately acting on it, creating a space
between the feeling and the response in which regulation becomes possible, and it does this by
cultivating exactly the non-reactive, arousal-lowering awareness that the anger research identifies as
effective. For a client whose difficulty is not the presence of anger but the impulsive move from anger to
action, mindfulness addresses the precise link that needs to be interrupted.

Mindfulness-based interventions designed specifically for addiction reinforce the point. A
meta-analysis of Mindfulness-Oriented Recovery Enhancement, pooling eight randomized controlled
trials with 816 participants, found favorable effects on addictive behaviors, with a standardized mean
change of -0.54, and on craving, at -0.42, along with reductions in psychiatric symptoms (Parisi et al.,
2022). This approach, which combines mindfulness with training in reappraisal and savoring, targets the
emotion regulation deficits that underlie both anger and substance use, and its benefits for craving and
psychiatric symptoms suggest it reaches the shared mechanism rather than either problem in isolation.
For the practitioner, the accumulating evidence supports integrating brief, structured mindfulness
practices into anger management work, not as a vague relaxation add-on but as a specific,
evidence-based method for building the regulatory capacity that early recovery requires.

A practical strength of mindfulness for this population is that it can be delivered briefly and does not
require extensive training to begin, which matters in real treatment settings where time and specialist
expertise are limited. Short, guided practices of a few minutes, of the kind that produced measurable
mood improvement even in a single session in the pilot work described earlier, can be integrated into
ordinary sessions and taught to clients as portable tools they can use on their own when anger rises. The
goal is not to turn the client into a dedicated meditator but to give them a concrete, repeatable practice
that lowers arousal and creates the pause in which a considered response becomes possible, and the
accessibility of brief mindfulness makes it realistic to deliver even in constrained programs.

It is worth being honest that mindfulness is not a cure and that its effects, while reliable, are
moderate rather than dramatic, so it belongs within a broader treatment approach rather than as a
stand-alone solution. Combined with the cognitive-behavioral anger management that has its own strong
evidence base, and with attention to the trauma and dysregulation that often underlie anger, mindfulness
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contributes a specific and valuable component, the cultivation of non-reactive awareness, that
complements the other elements. The most defensible clinical stance is therefore an integrative one,
using mindfulness for what it does well, building regulatory capacity and lowering reactivity, while
relying on cognitive and behavioral techniques for the specific situational skills and on trauma treatment
where trauma is present. Presenting mindfulness to clients in these realistic terms, as a useful and
evidence-based practice rather than a panacea, sets appropriate expectations and positions it correctly
within the larger work.

Alcohol, Aggression, and the Disinhibition of Anger

Because this course addresses aggression as well as anger, the specific relationship between alcohol
and aggression deserves attention, since it is both clinically important and frequently misunderstood.
Experimental research, in which alcohol is administered under controlled conditions, establishes that
alcohol causally increases aggression rather than merely accompanying it. A meta-analytic review of the
proximal effects of acute alcohol consumption on male-to-female aggression, pooling 22 experimental
studies, found an overall effect of alcohol on aggression of d equal to 0.36, with comparable effects for
sexual aggression at 0.32 and a larger effect for intimate partner aggression at 0.45 (Crane et al., 2016).
Because these are experimental studies, the finding is causal: giving people alcohol makes them behave
more aggressively, and the effect is meaningful in size.

The mechanism matters for how a counselor understands and explains the alcohol-aggression link.
Alcohol does not create anger where none existed; it disinhibits the expression of anger and impairs the
cognitive control that would otherwise restrain aggressive impulses, narrowing attention to immediate
provocations and weakening the consideration of consequences. This is why a person who manages
anger adequately when sober may become aggressive when drinking, and why the combination of
unmanaged anger and alcohol use is particularly dangerous. For the client in early recovery from alcohol
use disorder, this understanding reframes sobriety itself as part of aggression management, because
removing the disinhibiting substance restores the cognitive control that keeps anger from becoming
aggression.

For the practitioner, the alcohol-aggression evidence has several applications. It supports assessing
aggression history in the context of substance use, since aggression that occurred only while intoxicated
carries a different meaning and prognosis than aggression that persists during sobriety. It cautions that
early recovery, particularly with its heightened anger and emotional dysregulation, is a period requiring
attention to aggression risk. And it offers the client a hopeful and accurate message, that much of their
past aggression may have been substance-facilitated and that sobriety, combined with anger
management skills, substantially reduces the risk of its recurrence.

The alcohol-aggression evidence also warrants specific attention to safety, because the combination
of unmanaged anger and alcohol is a genuine risk to others as well as to the client. The larger effect of
alcohol on intimate partner aggression than on general aggression is particularly relevant, since it
identifies the domestic context as one of heightened danger, and a counselor working with a client who
has a history of alcohol-related partner violence must take that history seriously in both the risk
assessment and the treatment plan. This is not a reason to treat every drinking client as dangerous, but it
is a reason to assess the intersection of alcohol use and aggression carefully, to attend to the safety of
partners and family, and to recognize that for some clients the achievement of sobriety is not only a
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recovery goal but a safety intervention for the people around them.

The disinhibition model also clarifies why anger management skills learned in sobriety may not
transfer automatically to situations involving alcohol, which matters for clients who are not fully
abstinent or who are at risk of return to use. Skills that depend on cognitive control, pausing,
reappraising, considering consequences, are precisely the capacities alcohol impairs, so a client who can
manage anger well when sober may find those same skills unavailable after drinking. This is a further
argument for the centrality of sobriety to aggression management, and it is important information for the
client, who should understand that drinking does not merely risk relapse but specifically undermines the
anger management capacities they are working to build. For clients with a history of alcohol-facilitated
aggression, this connection makes the case for abstinence in terms the client can feel: staying sober is
not only about the substance but about remaining the person who can manage their anger rather than the
person alcohol makes them.

The relationship between other substances and aggression deserves brief mention alongside alcohol,
because the pattern is not uniform across drugs. Stimulants such as methamphetamine and cocaine can
produce agitation, paranoia, and aggression through their direct effects, particularly during heavy use or
in the crash that follows, and the anger and aggression associated with stimulant use may have a
different quality and course than the disinhibited aggression of alcohol. Opioids, by contrast, are
generally sedating and less directly associated with aggression during intoxication, though the irritability
of opioid withdrawal and the desperation of seeking the drug can drive their own conflicts. The
counselor benefits from understanding that the substance involved shapes the relationship between use
and aggression, and that assessing aggression in a substance-using client therefore requires attention to
which substances are involved and in what phase of use, withdrawal, or recovery the aggression tends to
occur.

This substance-specific understanding refines the message the counselor gives the client about what
sobriety will and will not change. For the client whose aggression was closely tied to alcohol's
disinhibition or to stimulant-induced agitation, sobriety may substantially reduce the aggression, and the
counselor can offer that realistic hope. For the client whose anger and aggression persist across
substances and across periods of sobriety, the aggression is less a substance effect than a standing
problem that sobriety alone will not resolve, and honesty about this distinction serves the client better
than a blanket promise that getting sober will fix the anger. Tailoring the message to the specific
substance and the specific pattern, rather than offering a generic account, gives the client an accurate
expectation and directs the treatment toward what will actually be required.

Trauma Beneath the Anger

For many clients in early recovery, anger is not a free-standing problem but the surface expression of
an underlying trauma history, and recognizing this changes both the understanding and the treatment of
the anger. The association between trauma, particularly post-traumatic stress disorder, and anger is
strong and well documented. A meta-analysis of anger, hostility, and post-traumatic stress disorder in
trauma-exposed adults, drawing on 39 studies, found a large association between post-traumatic stress
and anger-hostility, with a weighted correlation of 0.48, and an even stronger association with anger
held in, at 0.53 (Orth & Wieland, 2006). Anger is not incidental to trauma; it is one of its characteristic
emotional legacies, and for the substantial share of substance-using clients with trauma histories, the
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anger that surfaces in recovery is frequently bound up with unresolved trauma.

The direction of influence runs toward substance use as well. A large longitudinal study of 151,567
military personnel found that among the symptoms of post-traumatic stress disorder, irritability and
anger predicted the subsequent initiation of problem drinking, with a relative risk of 1.12, identifying
anger specifically, out of the full range of trauma symptoms, as a driver of later problematic alcohol use
(Bensley et al., 2018). This closes a loop that the counselor should recognize: trauma produces anger,
anger drives substance use, and substance use compounds the trauma and the anger, a self-reinforcing
cycle that treatment must interrupt at more than one point.

For the practitioner, the trauma-anger connection argues for screening for trauma in clients whose
anger is prominent, and for approaching that anger with an understanding of its possible roots. Anger
that springs from trauma may not fully resolve with anger management techniques alone if the
underlying trauma remains unaddressed, and a client whose irritability is a symptom of post-traumatic
stress may need trauma-focused treatment alongside anger management. This does not mean every
angry client has a trauma disorder, but it does mean the counselor should hold the possibility in view,
treat anger with an awareness of what may lie beneath it, and be prepared to address the trauma rather
than only its angry expression.

The particular finding that anger held in, rather than only anger expressed outward, is strongly
associated with trauma has a clinical subtlety worth noting. Not all trauma-related anger manifests as
visible outbursts; much of it is turned inward, experienced as chronic irritability, resentment,
self-directed hostility, and a simmering anger that the client may not even label as anger. A counselor
attuned only to explosive, outwardly directed anger may miss the quieter, inwardly held anger that is
equally a legacy of trauma and equally a driver of substance use, and that may in fact be more common
in clients who have learned that outward expression is dangerous. Asking about the internal experience
of anger, the resentment and irritability the client carries rather than only the outbursts others witness,
surfaces a dimension of the problem that a focus on behavior alone would miss.

The sequencing of trauma and anger treatment is a genuine clinical question without a single right
answer, and the counselor should hold it thoughtfully. For some clients, building anger management and
emotion regulation skills first provides the stability needed to later approach the trauma safely, since
trauma work can itself intensify difficult emotions. For others, the trauma is so central that the anger will
not yield until it is addressed. The general principle, consistent with trauma-informed care broadly, is to
establish safety and stabilization, including emotion regulation skills, before undertaking intensive
trauma processing, while remaining aware that the anger and the trauma are connected and that neither
can be fully resolved in isolation from the other. Recognizing when a client's anger requires
trauma-focused treatment beyond the counselor's scope, and making an appropriate referral, is itself part
of competent care.

The bidirectional loop the evidence describes, in which trauma produces anger, anger drives
substance use, and substance use compounds both, offers the counselor multiple points of intervention
rather than a single bottleneck. Even where the underlying trauma cannot be immediately or fully
addressed, teaching the client to manage the anger reduces one driver of the substance use, and reducing
the substance use in turn lessens the compounding of the trauma and the anger. This is encouraging,
because it means the counselor need not resolve the trauma before making progress on the anger and the
substance use, and can work on the accessible links in the chain while the trauma is addressed over a
longer horizon or by another provider. Progress at any point in the loop tends to relieve pressure
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elsewhere, which is a hopeful counter to the sense of an intractable tangle that clients with trauma,
anger, and substance use can present.

Trauma-informed anger work also shapes the manner of the treatment, not only its content. A client
whose anger is rooted in trauma may experience a confrontational or authoritarian approach to their
anger as a re-enactment of the very dynamics that produced the trauma, provoking exactly the defensive
anger the treatment aims to reduce. An approach that is collaborative, that respects the client's
autonomy, that explains rather than commands, and that treats the client's anger as understandable given
their history is more likely to engage such a client and less likely to trigger the trauma responses that
derail the work. This is the same trauma-informed stance that good practice requires across all treatment
of justice-involved and trauma-affected clients, applied here specifically to the delicate task of helping a
client work with anger that is bound up with their deepest wounds.

When Anger Is a Disorder: Intermittent Explosive Disorder

While most anger in early recovery is a treatable emotional and behavioral problem rather than a
distinct psychiatric disorder, a subset of clients meet criteria for intermittent explosive disorder, a
condition of recurrent, impulsive aggressive outbursts disproportionate to their provocation, and
recognizing it matters for treatment. Intermittent explosive disorder is more common than often
assumed. The national epidemiological survey that established its prevalence, covering 9,282 adults,
found a lifetime prevalence of 7.3 percent and a 12-month prevalence of 3.9 percent, and reported that it
was significantly comorbid with substance use disorders, yet that only 28.8 percent of those affected had
ever received treatment for their anger (Kessler et al., 2006). A more recent global meta-analysis of 29
studies covering 182,112 people put the pooled lifetime prevalence at 5.1 percent and identified
substance use disorders among the robust comorbidities and risk factors (Liu & Yin, 2025).

These figures carry two lessons for the substance abuse counselor. First, given the elevated
comorbidity of intermittent explosive disorder with substance use disorders, a counselor working with
substance-using clients will encounter it more often than its general-population prevalence would
suggest, and should be able to recognize the pattern of recurrent, impulsive, disproportionate aggressive
outbursts as potentially a distinct disorder rather than simply as bad behavior or ordinary anger. Second,
the striking treatment gap, with fewer than a third of affected people ever receiving anger treatment,
means that many clients carry this condition unrecognized and untreated, and that the substance abuse
treatment encounter may be the first opportunity for it to be identified and addressed.

For the practitioner, distinguishing intermittent explosive disorder from the more common elevated
anger of early recovery has practical value. The disorder involves discrete, impulsive outbursts rather
than a generally elevated anger level, it predates and persists independent of the substance use rather
than being primarily a feature of early recovery, and it may warrant more intensive or specialized
intervention, potentially including pharmacological treatment, than standard anger management
provides. Recognizing when a client's anger crosses from the common elevation this course addresses
into a distinct disorder, and adjusting the treatment accordingly, is part of the assessment competency
the course builds.

The treatment gap the epidemiology reveals, with fewer than a third of people with intermittent
explosive disorder ever receiving treatment for their anger, gives the substance abuse counselor an
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unusual opportunity and responsibility. Because these clients are entering treatment for their substance
use, the counselor may be the first professional ever positioned to recognize the anger disorder and to
name it, and simply identifying the pattern, helping the client understand that their explosive outbursts
are a recognized and treatable condition rather than an unchangeable character trait, can be a significant
intervention in itself. Many people with this disorder have spent their lives believing they are simply
bad-tempered or violent by nature, accumulating shame and damaged relationships without ever being
told that what they experience is a condition with a name and a treatment, and the recognition alone can
open the door to change.

The comorbidity between intermittent explosive disorder and substance use also has a bidirectional
clinical significance that the counselor should hold in view. The anger disorder may drive substance use,
as the person uses substances to manage or dampen their explosive tendencies, and the substance use
may worsen the anger disorder, as intoxication further disinhibits the aggressive outbursts, creating a
reinforcing cycle. Treating the substance use without recognizing the underlying anger disorder
addresses only one side of this cycle, and the client whose explosive outbursts continue unaddressed
remains at high risk of returning to the substance that helped them cope. This is why recognizing the
disorder matters not only for the anger but for the substance use outcome the counselor is primarily
charged with improving, and why the assessment of anger belongs squarely within substance abuse
treatment rather than being seen as a separate concern.

When a distinct anger disorder is present, the treatment implications differ from those for the
common elevated anger of early recovery, and the counselor should understand the difference even
where the more specialized treatment falls outside their own role. Intermittent explosive disorder
involves a genuine impulse-control problem with a neurobiological dimension, and it may respond to
pharmacological treatment, with certain medications having evidence for reducing the frequency and
intensity of aggressive outbursts, as well as to cognitive-behavioral approaches specifically targeting the
impulsive aggression. A counselor who recognizes the disorder can ensure the client is referred for the
psychiatric evaluation that may lead to appropriate medication, while continuing to provide the
behavioral skills and the substance use treatment within their own scope. The recognition, in other
words, does not require the counselor to treat the disorder single-handedly but to identify it and mobilize
the appropriate resources, which is a realistic and valuable contribution.

It is also worth holding the distinction between the disorder and ordinary anger without
over-pathologizing, since not every client with a temper has intermittent explosive disorder, and
applying the label loosely would be as much an error as missing it where it is present. The disorder is
defined by recurrent, impulsive outbursts that are grossly disproportionate to their provocation and not
better explained by another condition, and it is this pattern of disproportionate, impulsive aggression,
distinct from anger that is understandable given its circumstances or that serves an instrumental purpose,
that marks the disorder. The counselor's task is the discerning one of recognizing the genuine disorder
where it exists while treating the far more common ordinary elevated anger as the learnable regulation
problem it is, and this discrimination, neither missing the disorder nor manufacturing it, is exactly the
clinical judgment that careful assessment supports.
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Emotion-Regulation-Focused and Dialectical Treatment

For clients whose anger is embedded in severe, pervasive emotion dysregulation, particularly those
with co-occurring borderline personality features, the standard anger management repertoire may need
to be supplemented by treatments designed specifically for emotion regulation. Dialectical behavior
therapy, developed for exactly this kind of pervasive dysregulation, has the strongest evidence base
among such treatments for co-occurring substance use and personality pathology. A systematic review
of interventions for co-occurring substance use and borderline personality disorder found that dialectical
behavior therapy produced reductions in substance use and in suicidal and self-harming behavior,
improved treatment retention, and improved global and social functioning, leading the reviewers to
identify it as the preferred option given its comparatively strong evidence, particularly for women (Lee
et al., 2015).

Honesty about the state of this evidence serves practitioners well. The reviewers noted that the
studies are few and small, and there is no large meta-analysis of dialectical behavior therapy specifically
for substance use disorder with pooled effect sizes, so the appropriate framing is that
emotion-regulation-focused treatments such as dialectical behavior therapy are promising and preferred
for the most dysregulated clients rather than definitively established across the board. The core skills
these treatments teach, distress tolerance, emotion regulation, and mindfulness, overlap substantially
with the anger management repertoire this course describes, which means that many clients benefit from
these skills whether delivered in a full dialectical program or integrated into standard treatment.

For the practitioner, the applied lesson is a matter of matching intensity to need. Most clients in early
recovery respond to the structured cognitive-behavioral anger management this course teaches,
supplemented by the arousal-reduction and mindfulness practices the evidence supports. A subset,
whose emotion dysregulation is severe and pervasive and often accompanied by self-harm and
relationship instability, may need the more intensive, specialized approach that dialectical behavior
therapy provides. Recognizing which clients fall into which group, and directing the more intensive
resources toward those who need them, is the same stepped-care logic that governs good treatment
generally, applied here to the treatment of anger.

The overlap between the skills taught in dialectical and mindfulness-based treatments and those in
standard anger management is itself clinically useful, because it means a counselor need not choose
between entirely separate treatment systems but can draw on a coherent set of skills that appear across
them. Distress tolerance, the capacity to endure a painful emotional state without acting to escape it, is
central both to managing anger and to preventing relapse, since the impulse to discharge anger and the
impulse to use a substance are both attempts to escape an intolerable internal state. Emotion regulation
skills, the ability to influence which emotions one has and how one experiences and expresses them,
underlie the management of anger as they do the management of craving. And mindfulness, the
non-reactive awareness of present experience, creates the pause that both anger management and relapse
prevention require. Teaching these overlapping skills serves multiple treatment goals at once, which is
an efficiency the counselor can exploit in settings where time is scarce.

This convergence reflects a deeper truth that runs through the evidence assembled here: anger in
early recovery, craving, emotional dysregulation, and the impulse to relapse are not separate problems
requiring separate treatments but interrelated expressions of a common underlying difficulty in
tolerating and regulating internal states. The client who learns to sit with anger without acting on it is
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building the same capacity they need to sit with craving without using, and the treatment that builds
emotion regulation broadly therefore serves the whole of recovery rather than only its angry moments.
Understanding this unity allows the counselor to present anger management to the client not as one more
thing to work on but as central to the core task of recovery, which is learning to experience the full range
of human emotion, including its most difficult forms, without returning to the substance that once made
that experience bearable.

Assessing Anger in Early Recovery

Effective treatment of anger begins with adequate assessment, and the evidence reviewed here points
toward what a competent assessment should capture. It should establish where the client falls on the
continuum from generally elevated anger to discrete explosive outbursts, since the common elevation of
early recovery and the distinct pattern of intermittent explosive disorder call for different responses. It
should assess the client's broader emotion regulation capacity, since anger is often one expression of a
general difficulty that treatment must address as a whole. It should explore the relationship between the
client's anger and their substance use, both the extent to which substances have served to manage anger
and the extent to which anger drives craving and relapse. And it should screen for the trauma that so
frequently underlies prominent anger, because anger rooted in unresolved trauma may require treatment
that reaches the trauma as well.

Assessment should also capture the behavioral history, particularly any history of aggression, and
should distinguish aggression that occurred only in the context of intoxication from aggression that
persists during sobriety, since the two carry different meanings and prognoses. The alcohol-aggression
evidence makes clear that substance-facilitated aggression may substantially resolve with sobriety, while
aggression that occurs when sober signals a problem that treatment must address directly. Understanding
this distinction helps the counselor calibrate both the risk assessment and the treatment plan, and it
allows the counselor to offer the client an accurate account of what sobriety alone is likely to change and
what will require additional work.

For the practitioner, the goal of assessment is to individualize the treatment of anger rather than
applying a uniform approach, matching the intensity and focus of the intervention to the client's
particular presentation. A client with mild elevated anger and good general regulation needs a different
plan than one with severe dysregulation, a trauma history, and a pattern of explosive outbursts, and the
assessment is what reveals which client is in the room. The competencies this course teaches are
exercised first in this assessment, which turns the general evidence about anger in recovery into a
specific understanding of this person's anger and what will help it.

Standardized anger measures have a place in this assessment, providing a structured, quantifiable
picture that complements the clinical interview and establishes a baseline against which progress can be
measured. Because anger, unlike a positive drug test, is not directly observable, a validated self-report
measure gives the counselor a consistent way to gauge its severity, to compare the client to normative
data, and to track change over the course of treatment, and the same measure readministered periodically
reveals whether the intervention is working in a way that clinical impression alone cannot. The research
reviewed here relied on exactly such measures to document the elevated anger of substance users and its
response to treatment, and the instruments that served the research are available to the clinician for the
same purpose. Using them turns anger from a vague clinical impression into a measurable target, which
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supports both individual treatment planning and the honest evaluation of whether the anger work is
producing results.

Assessment of anger should also attend to the client's own understanding of and motivation to
address their anger, because these shape what is possible. Some clients readily recognize their anger as a
problem and want help with it, while others minimize it, externalize it as entirely the fault of provoking
circumstances, or do not see it as connected to their substance use at all, and the counselor's approach
must meet the client where they are. For the client who does not yet see the anger as a problem, the
initial work may be motivational, helping the client notice the costs the anger has imposed and the link
between the anger and the substance use they do want to address, rather than proceeding directly to
skill-building the client is not yet ready to engage. Reading the client's stage of readiness with respect to
their anger, and calibrating the intervention accordingly, is part of what distinguishes an assessment that
leads to engagement from one that provokes defensiveness.

Integrating Anger Work into Treatment and the Counselor's Stance

The consistent implication of the evidence assembled here is that anger management belongs woven
into substance abuse treatment from the beginning rather than added as a separate or later concern,
because anger is bound up with the emotion dysregulation, the craving, the relapse risk, and often the
trauma that treatment already addresses. Integrating anger work means teaching emotion regulation
broadly rather than only anger-specific techniques, framing the work as relapse prevention rather than a
separate anger project, using the arousal-reduction and mindfulness methods the evidence supports
rather than the ineffective catharsis model, and remaining alert to the trauma and the occasional distinct
disorder that may lie beneath prominent anger. Delivered this way, anger management is not a module
bolted onto treatment but a thread running through it.

The group setting, common in substance abuse treatment, offers particular advantages for anger
work that the counselor can exploit. A group provides a safe arena in which clients can practice
recognizing and managing anger as it arises in real interpersonal interactions, rather than only rehearsing
techniques in the abstract, and it allows members to witness one another's progress and to learn from the
ways their peers handle provocation. The interpersonal friction that inevitably arises in a group, which a
facilitator might be tempted to suppress, is in fact material for the very learning the treatment aims to
produce, provided the facilitator can keep it safe and turn it toward reflection rather than escalation. A
skilled group facilitator uses the naturally occurring moments of irritation and conflict within the group
as opportunities to practice, in vivo, the arousal reduction and considered response that the didactic
content teaches, which gives the skills a reality that classroom-style instruction alone cannot.

The group setting does require the facilitator to manage the risk that one member's anger will
escalate or that the group will reinforce rather than reduce aggressive expression, which returns to the
venting principle discussed earlier. A group that becomes a venue for members to vent their rage,
encouraging and validating angry outbursts, applies the disproven catharsis model and may worsen
rather than help, while a group oriented toward noticing anger, lowering arousal, and responding
thoughtfully applies the evidence-based approach. The facilitator's task is to shape the group's norms
toward the latter, establishing that the group is a place to practice managing anger rather than a place to
discharge it, and this framing, set early and maintained consistently, largely determines whether the
group setting helps or harms the anger work.
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The counselor's own stance toward an angry client matters as much as the techniques, because anger
in the treatment setting can provoke a counselor's own reactivity, and a counselor who responds to a
client's anger with defensiveness or counter-anger models exactly the escalation the treatment aims to
prevent. The evidence that arousal reduction, not discharge, calms anger applies to the clinical encounter
itself: a counselor who stays regulated, who does not take the client's anger personally, and who
responds with steady calm rather than matching the client's arousal both de-escalates the immediate
situation and models the regulation the client is learning. This is a skill the counselor develops, and it is
among the more valuable things the counselor brings to work with this population.

Finally, the evidence supports an attitude of realistic hope. Anger in early recovery is common, it is
treatable, and the treatments that work are available and deliverable in ordinary settings, yet it is also
persistent, bound up with deep-seated dysregulation and sometimes with trauma, and it does not resolve
on its own with time sober. Holding both truths, that the problem is real and serious and that it responds
to structured, well-delivered treatment, allows the counselor to take a client's anger seriously without
being discouraged by it, and to offer the client the same balanced message: that the anger is
understandable and manageable, that managing it is central to staying in recovery, and that the skills to
manage it can be learned. That combination of seriousness and hope, grounded in the evidence gathered
here, is the ground on which effective treatment of anger in early recovery is built.

A final integrating point concerns the place of anger work within the larger arc of recovery. Early
recovery is when anger is most acute and most dangerous, as the substance that managed emotion is
removed and the underlying dysregulation is exposed, but the emotional learning that anger management
represents continues well beyond the early period into sustained recovery. The client who learns in early
recovery to recognize, tolerate, and modulate anger is acquiring a capacity that will serve them for years,
through the provocations and disappointments that life continues to deliver long after the acute crisis of
early sobriety has passed. Framing anger management not as a problem to be solved once but as a
durable life skill to be developed and maintained aligns it with the understanding of recovery as a long
process rather than an event, and it gives the client a realistic expectation that the work, while most
urgent early on, is part of a lasting change in how they meet their own emotions.

Seen in this light, the treatment of anger in early recovery is not a narrow technical task but a central
part of the emotional maturation that recovery makes possible. Many people who develop substance use
disorders never learned, or lost through the course of their addiction, the ordinary human capacity to sit
with difficult feelings and respond to them thoughtfully, and recovery offers the opportunity to build or
rebuild that capacity. Anger, as one of the most difficult feelings and one most closely tied to relapse, is
a natural focus for this learning, and the counselor who helps a client learn to meet their anger
differently is helping them learn to meet the whole of their emotional life differently. That is work of
real consequence, extending well beyond the management of a single emotion into the foundations of a
sustainable recovery and a more livable life, and it is among the most valuable contributions a counselor
can make.
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The Treatment of Anger and Aggression in 
Early Recovery 

 
Part 1 

 
I want to thank you for spending your valuable time with me today.  We’re 
going to talk about a research-based approach to the treatment of anger and 
aggression in early recovery from addictive disorders.  We’re not going to 
spend a lot of time talking about the psychiatric part of anger.  We really don’t 
have a lot to say there anyway because DSM-IV has beautiful chapters on 
affective disorders and depressions and wonderful material on anxiety 
disorders, but has absolutely nothing on anger.  Anger and violence are often 
secondary or symptomatic to multiple psychiatric disorders.  We’ll talk about a 
differential diagnosis of what these types of disorders might be; but I think that 
we want to spend most of our time talking about how anger is learned.   
 
It’s learned in a home.  It’s learned by watching others who are angry, and it’s 
perceived as a way to control.  If a young man, for example an 8-year-old, 
sees his dad physically abusing his mom, what has he learned from that 
experience?  He learns that this is what a man is.  He learns that this is how a 
man establishes control; and he learns that anytime someone goes against 
you, this is the way you get them back in line.  This is the way you manage 
life, this is the way you push people away, and this is the way you get them to 
do what you need them to do.  Anger solves a lot of things that are very, very 
positive for the individual at the moment.   
 
Anger is a dominant emotion.  It is not submissive.  People learn how to turn it 
on and turn it off.  If you’ve been in a business, for example, you may have 
noticed a coworker is extremely angry at another worker, then all of a sudden 
the supervisor shows up, and that anger seems to go and that person can talk 
very cogently with the supervisor.  We know in many, many different ways 
that anger can be used from a learned perspective.   
 
It is a dominant emotion.  This is going to be the thrust of what we talk about 
– more of a learned coping survival skill. 
 
I want to read something to you – this is from Gerry Spence.  I don’t know if 
you’re familiar with Gerry Spence, but he is the trial lawyer who wrote the 
book about how to negotiate and win or how to argue and win.  He has a 
website called www.gerryspence.com if you want to look up his material, but 
he talks about being afraid, and this is sort of a self piece that he does.  He 
says: 
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“I’ve always been afraid.  It’s a painful feeling, fear.  It sits down on the 
bottom part of the belly and hurts, but it is the energy of survival.  I 
have always been afraid of fear and, at the same time, grateful for it – 
afraid of its pain and grateful that because of the pain I can take steps 
to eradicate it by overcoming what frightens me.  One who is afraid 
reacts to it as an animal.  If one is a rabbit, one runs into one’s hole 
and hides.  If one is a turtle, one pulls back into one’s shell.  Some, 
wrongfully, call people like this ‘cowards’.  Never reach your hand 
down into a rabbit’s hole and try to pull the rabbit out.  You’ll only 
extract a bloody finger.  But some people, me included, react to fear 
like a lion.  We get angry.  It is easier to be angry than to be afraid.  It 
is less painful.  The frightened lion attacks whatever frightens him.  So 
does the grizzly.  So do I.  But it is fear, nevertheless, that motivates 
the attack, and our fear generates fear in others, which may not always 
be what we hope for.”   

 
I think that what Gerry Spence talked about is almost thematic of what we 
want to talk about today.  That we learn to do these things.  We learn many 
different ways to react to stress in our life.  Some of us run away.  We’re 
depressed.  Others of us hurt ourselves.  Some of us put other people down 
to feel good.  Some of us use alcohol and drugs.  There are multiple ways.  
Others get angry, get hostile, and get violent.  There are many ways that we 
learn to manage life at an early age.  These are modus operandi that we carry 
with us into the future unless we take some time and some understanding 
and possibly therapy to make some changes in those old patterns.  We also 
want to talk about, ‘What is available to us out there?  What can we use? 
What types of therapies have been empirically proven through research to be 
effective with people who are angry and aggressive?”  So this will be, I guess, 
the menu for this session, if you will.   
 
Let’s also talk about just some thoughts that people have had – Dr. Bruce 
Perry, for example.  I’m not sure if you’re familiar with him.  He is a very 
interesting man.  He’s out of Houston and has the Child Trauma Center, and 
he does a lot of work around neglect with kids.  One of things he said is that 
most of the violence against men is committed by men.  Watch the flow of 
this, if you will, from strong to weak.  Most violence against women is 
committed by men.  Most violence against children is committed by women.  
Isn’t that interesting?   
 
I don’t know if you’d have guessed that.  I wouldn’t have.  Most violence 
against pets is committed by children.  When you start to look at that, there is 
a hierarchy here, isn’t there?  The stronger to the weaker.  Somehow this 
anger, this rage, and this hurt tend to work just in that way.   
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“Most Violence Against Men Is Committed By Men. Most Violence 
Against Women Is Committed By Men. Most Violence Against 
Children Is Committed By Women. Most Violence Against Pets Is 
Committed By Children.”…..Bruce Perry, MD 
 
 
Now, if we look at hurt, anger, violence – these things are very, very difficult 
to come to grips with.  What is anger?  How do we define violence?  Can 
words be violent?  I think they can.  I remember working with a large industry 
once, and we spent two days trying to define what violence was in the 
workplace.  All the way down to angry words intended to hurt – is that 
violence?  I think we agreed that it was.  But, maybe the worst violence is not 
the type that causes physical pain, but the psychological violence that breaks 
both mind and soul.   

Maybe the Worst Violence Is Not the Type That Causes 
Physical Pain But the Psychological Violence That Breaks 
Both The Mind And The Soul 

 
When you have a child, for example, growing up in a family where there is 
neglect, where there is hurt, where there is total chaos, where things are 
unpredictable, where a 5-year-old has to be concerned about his 3-year-old 
sister because his mother who’s a heroin addict, may or may not be home to 
feed her.  When you start to look at these sorts of things, and you start to look 
at the hurt inflicted upon children, there is a horrible price paid for that; and 
we’ll certainly look at that price.   
 
Now, if you look at the effects of abuse on a toddler, and this is a very old 
study – this is one of the seminal studies – in looking at children and how they 
respond to trauma.  This study was done by Maine and George, and it was, 
published in 1979 in a journal called Child Development.  In this particular 
study, they took 20 toddlers.  In these toddlers, they matched them up so that 
10 of toddlers were abuse victims.  They had had a history of being physically 
hurt, emotionally hurt, or sexually hurt.  The other 10 were non-trauma 
survivors.   
 
 

Effects of Abuse on Toddler Behavior 

 20 toddlers (1/2 with abuse history) 
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 Classmate cries 

 Without abuse history 
o Showed concern 
o Tried to help 

 With trauma history 
o Angry and threatening 

o Physically aggressive 
 
They had a matched set, and they contrived the situation.  If you’ve ever seen 
situations like this where you have a room and you have kids and then 
something happens in that room – a contrived situation.  Well, what they did 
was they brought another kid into that room, and that kid sat on the floor and 
started screaming and yelling.  Now what they watched was how the other 
kids reacted.  They wanted to know how these other kids reacted to this child 
sitting in the middle of the room screaming and yelling his head off.  What 
they found was the ones without an abuse history tried to console the child.  
They really tried to help.  Actually, some of the kids cried themselves.   
 
But when you start to look at the children who had a trauma history, you see 
quite a different type of expression - quite a different type of physical 
behavior.  What we saw in these children – the abused ones – was that they 
themselves became angry and threatening and even physically aggressive, 
actually hitting that child trying to make it quit.  This is a very old study and it’s 
not a complicated one, but it says bunches, doesn’t it?  It tells us that when 
we hurt kids, kids learn to hurt others.   
 
When we start to look at a lot of anger and violence, we can treat the kid, we 
can treat the adolescent; but if we don’t treat the family and get into the 
community, then how successful are we really going to be?  We can bring 
anybody who’s angry and addicted, for example, into a treatment program 
and do an exceptional job of working with the addiction and working with the 
anger issues.  But put them back into the same home, put them back into the 
same craziness from which they came, and what we’ll see are the same 
problems because the anger often is something that they’ve learned to use to 
help them survive.  This simple experiment by George and Maine, I think,  
gives us something to think about here.  Right from the start, we are seeing 
how early in life kids are really influenced by what their families do.  I mean, 
into mother-father as well as to mother-father-child.  So as we look at these 
things, it gives us something to think about. 

 
Let’s look at a case study for a moment and see if we can make some sense 
out of this.   
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Case Study 

29 year old male (Marcus) was physically abused by his father. 
When his father was drunk he would hit Marcus with a belt. At age 
12 Marcus made a decision to never let anyone hurt him again. 
From that point on whenever he felt threatened by a male authority 
figure he would “get in their face”. 

 
When Marcus was 12, he was in his room one Friday when his dad came 
home from work.  Dad was pretty drunk, and it was payday, and he could 
hear dad’s heavy work shoes on the stairs as he walked up those stairs.  He 
knew his father had a belt with him, and he was going to hit him with it.   
 
Remember at this point in time, Marcus is not 29, he is 12 – he is 12 years 
old.  He said to himself in some way, “I’m never going to let anybody every 
hurt me again.”  When his father came into the room, he attacked him.  His 
dad beat the crap out of him; but from that moment on, anybody who tries to 
get into Marcus’ face, Marcus lets them have it.   
 
Now, let me tell you a little bit more about Marcus.  Marcus came into 
treatment with 20 good drinking buddies – 20 guys he called his friends and 
he drank with – but he could not get along with police officers, supervisors, 
and male therapists.  For years and years, he has had problems with male 
authority figures.  But we see where that comes from.  That relationship with 
his dad set up almost a modus operandi for life.   
 
Now, the problem with this is that we see something in Marcus – it’s a learned 
coping survival skill.  This is at age 12.  Often what we’ll see is that kids 
between the ages of 8 and 14, maybe 8 and 16, will make a conscious 
decision never to let anybody hurt them again.  This is interesting because 
look at what you’re doing from a developmental perspective.  As a child 
matures and gets into that 10-, 12-, 14-year range, they’re developmentally 
changing.  The world does not revolve around them anymore.  Now they’re 
looking at the world, and they’re a part of it.  Their friends become more 
important, for example.  As they look outside at that world when they mature, 
they start to see that, ‘Hey!  I’m getting screwed over.  This isn’t right, and I’m 
going to make it right.  I’m going to try to do whatever I can to make it right.  
I’m going to run away from home.  I’m going to fight.  I’m going to drink.  I’m 
going to do whatever I have to just to survive. You know?  And along the way 
if I can cause my parents some pain, that’s a darn good thing!’  There’s a 
vindictiveness about it sometimes that is quite obvious.   
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Case Study 

 27 year old female (Gina) would listen to her parents scream 
obscenities and hit each other. One day when she was 11 years 
old, she decided that she would no longer put up with the situation. 
Every time her parents would fight and scream at each other, she 
would run away from home. 

 
Let me tell you about another scenario.  I had a client whose name was Gina.  
When she came into treatment she was 27 years old.  She came in with 
multiple diagnoses, some type of affective disorder.  She had been labeled 
bipolar.  I think depression probably fit fairly nicely for her.  Depression may 
be fear induced in many ways, but let’s look at her story for a moment.   
 
Gina would listen to her parents scream and yell.  They lived in a single story 
house, and Gina was in a back room.  They had sort of a living room area, 
and late at night as mom and dad drank and got a little more drunk, they 
would start to get on each other.  It would start with the screaming and foul 
language.  Sometimes it actually led to fisticuffs and blood, emergency room 
visits.  When Gina was 11, she decided not to listen to the fights anymore.   
 
How do I know this?  I asked both of these clients this question in Group, “Tell 
me when you made a decision never to let anybody ever hurt you again?”  I 
am amazed how many people could tell you that the precise moment in their 
lives when this event took place.   
 
In this particular situation with Gina, she listened to this all of her life.  At age 
11, she just said, “I’m not going to put up with this anymore,” and every time 
her mom and dad would get into it, Gina would sneak out the window of her 
room and run away from home - as often as she could.  They tried nailing the 
windows shut and all sorts of different things, and Gina found different routes 
of egress.   
 
But in looking at this, now Gina is 27 and if something happens around her 
that in any way reminds her of that old hurt, what does she do?  She takes 
off.  She acts likes a turtle in a shell sometimes.  She actually depresses it 
very, very well.  She is one of those clients who can depress so well that if 
you ever try to confront them, the rest of the patients kind of take up for them.  
Have you ever seen that?  You know, she is very interesting; she is a very 
talented lady.   
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If you put Marcus and Gina in a group with several other alcoholics and 
addicts with different levels of problems, and you suddenly turn the heat up 
on group just a little, you’d notice that Marcus would probably just stare you 
right in the eyes, and he would dare you to come at him.  Now, what would 
Gina do?   
 
Have you ever seen a group, where after it’s all over where you have chairs 
that are 18 to 24 inches out of group?  She would literally take her heels and 
dig them in and move those chairs right out of group over and over again, 
every group.  As soon as it got too heavy, she was trying to get out of there 
as best she could.  She’d have one foot behind her, one trying to get out the 
door, but that’s her modus operandi.  So the question that we have to think 
about is do Marcus and Gina have any chance of having a good relationship, 
really getting along well on the job, really being totally happy with themselves, 
having an opportunity to be a wonderful mother and father?   
 
What we probably have in both cases is a multigenerational phenomenon.  
I’m sure if we looked at Marcus, his dad was probably whipped by his father; 
and I’m sure some of the stuff that we’re seeing in Gina’s family could go 
back multiple generations.  As we look at this in therapy, we’re often trying to 
interrupt multigenerational, very deep-seated ways of dealing with life and 
managing reality.  This creates a pretty big problem.   
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Now, look at where all of this comes from.  I talked to you earlier about the 
concept of learned coping and survival skills.   
 

Learned Coping and Survival Skills 

 Fear or threat (real or perceived) of being out of control 
leads to: 

o Withdrawal 
o Attack of others 
o Avoidance 
o Attack of self 

 “Freeze, Flight or Fight” 
 
 
Instead of saying that Marcus and Gina are psychiatrically impaired or saying 
they’re bad people because they get angry or they do this or they do that, 
what if we looked at them developmentally, and we started to appreciate the 
fact that what Marcus and Gina did was what I would have done, what you 
would have done if you were in the same situation.  Because at 8, 10, 12 
years of age, we don’t have marvelous coping styles.  We don’t have great 
support groups.  It’s not like we could just say, ‘Hey! I’m leaving!’  You know, 
‘I’m going to get my own apartment, get a job, and to heck with you folks!’   
 
What we’ve got is a person with limited resources, limited support, and 
developmentally limited ways of coping.  They can run away; they can fight; 
they can do a few other things; they can learn a few other things as they go 
along, and they can start to cut.  Many of your cutters, for example your 
borderline alcohol/drug-addicted trauma survivors, will cut and actually get 
pleasure from that.  They actually get dopamine released in their brain that 
creates pleasure.   
 
As we look at learned coping / survival skills, we’re looking at them from an 
entirely different perspective.  We’re asking the question here, which is more 
in the tradition of family therapy.  When we start to ask this question, it is not 
to see this behavior as negative; but to ask the question, “What did this 
behavior solve for the individual?”  Now, as we look at it, what is it not 
allowing them to get from the world that they want, that they require?   
 
So I think in looking at it this way, unless we have someone who truly is 
bipolar or schizophrenic or having other psychiatric problems, it means that 
we could have someone that came from this type of environment who was 
also bipolar.  They’re not one or the other.  They can be mutual.   
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But in looking at it in this way, I started to notice that clients seemed to have 
about 4 different ways that they would generally react, especially around 10-, 
12-year-old, give or take a few years: they would withdraw like Gina or attack.  
They might withdraw inside of themselves, become depressed or run away.  
Some would attack others, not necessarily physically attack them, but 
sometimes use words to put others down.  Because if you can make 
somebody else seem small in your eyes, it can make you feel bigger.   
 
When we start to look at this, and we talk about bullying and concepts similar 
to this, we start talking about attacking others to elevate one’s esteem.  We 
can look at avoidance.  People can avoid: alcohol and drugs are a pretty good 
way to avoid.  You know, we learned that and we practice it very well.  Many 
alcoholics and addicts know that better than anyone.  The other thing we can 
do is we can attack ourselves.  We can actually cut ourselves, we can burn 
ourselves, and we can do self-injurious types of things.   
 
As we start to look at this, it goes along the lines of a freeze, fight, or flight 
phenomenon.  The more avoidance styles of withdrawal, depression, and 
running away are often more of a freeze.  We may see a freeze very early in 
life.  We’re talking about it here as more numbing or altered association in this 
type of individual, which is an opiate-induced response.  Or we might see the 
old fight or flight.  Remember what Walter B. Cannon described.  This is the 
norepinephrine that’s kicked out of the locus ceruleus in the base of her brain 
all through the brain, causing us to react as the caveman would react to a 
saber tooth tiger.   
 
Choices are a little different today.  We’re not trying to figure out whether 
we’re going to run or fight the saber tooth tiger.  Today, most of what we deal 
with is ambiguous, right?  Six of one - half dozen of the other.  This is where 
anxiety comes from. 
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Anger, Aggression and the Brain 

 Hierarchy of functions 
o Brainstem 
o Diencephalons 
o Limbic System 
o Neocortex 

 Modulation ratio 
o Excitation 
o Inhibition 

 Frontal Cortex 
 
 
If you start to look at it, anxiety comes from the ambiguity of life.  As we start 
to look at anger and aggression in the brain, there’s a lot of hierarchy of 
functions here.  This is a very important thing to understand – to understand 
why some people have more difficulty with anger than others.   
 
The bottom line is that we use a lot of terms for this.  We use the term 
stabilization.  We talk a lot about stabilization.  To me, stabilization is getting 
the frontal cortical part of the brain in charge.  If we wanted to talk about it a 
little differently, we could use the term modulation ratio, which we’re going to 
talk about.  Or if we want to go back to Father Martin in Chalk Talk, we could 
say ‘I over E, and E over I.’ When I have intellect over emotion, I make good 
judgments.  I’m working from intellect.  I’m relatively stable.  But when I have 
emotion over intellect, I have poor judgment.  I make poor choices.  I end up 
suffering from those choices quite often, whether it’s relapse or getting into a 
fight or whatever.   
 
Now, let’s look at the hierarchy of functions.  We know that our brain is 
developed from the bottom up.  In utero, the brainstem starts.  The brainstem 
and the lower parts of the brain often called the diencephalons, which are 
very low parts of the brain, are the first to develop.  This is where all your 
survival stuff is.  This is also your breathing, heart rate – this is staying alive, 
okay?  So if you think about that for a minute, what we have in this fetus and 
in this toddler as they grow up, in this very young child, is a very well-
developed brain stem and mid brain.   
 
As we get older, we start to see the other areas of the brain.  The limbic 
system and neocortex – especially the frontal cortex – start to develop.  Now 
think about this frontal cortex.  Have you ever noticed in an ape that they may 
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have a forehead that kind of goes in and a snout that goes out?  If you were 
just to take your fist and hit that ape right in the nose - knocked that nose in 
and jut the forehead out - what you would see is a space that sort of looks like 
the back of a U-Haul trailer, you know?  With the little compartment up there.  
This is where a frontal cortex is, and this is what separates us from all other 
forms of animal – the development of this frontal cortex.  We’re going to look 
at that because this is important.   
 
When we have a client who is in control, who is stabilized, whose frontal 
cortex is working well, they can use all the cool stuff you taught them in group 
and in individual sessions about how to deal with life and how to deal with 
what’s going on in their life.  As we look at this, we understand also that in 
many of the clients that we look at because of abuse, because of other 
problems in their life, what may have been more developed is not the frontal 
cortex, but the lower part of the brain.  
  
 

Modulation Ratio 

 IN ORDER TO USE THE COGNITIVE AND BEHAVIORAL 
RECOVERY STRAEGIES TAUGHT IN TREATMENT AND 
SELF-HELP WANT CLIENT TO HAVE: 

 
                     INHIBITION 
                    EXCITATION 
 
 
Let’s take a look at how this works if we can.  Modulation ratio is a term that’s 
often used to describe this.  Let me go back – stabilization – I over E, E over 
I.  In this case, what we’re talking about is inhibition over excitation.  So we’ve 
got another formula here.  All of these things are the same, though.  They’re 
very, very similar, so no matter what your education or experience is, we can 
all understand this in one way or another.  But in order to use the good stuff 
that we give them in treatment, we have to have a client who can exercise 
inhibition over excitation.   
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Modulation Ratio 

THREAT                  HYPERAROUSAL 

EXCITATION    
INHIBITION          ANGER AND AGGRESSION 
                       
 
As we talk about modulation ratio, let’s imagine that we have a young child 
who was neglected or hurt early in life.  Let’s imagine – and we call this 
transference as another name for the phenomenon we’re talking about now – 
that they’re out in the world.  Maybe they’re in treatment, maybe they’re at a 
grocery store, maybe they meet somebody, and maybe they’re in a certain 
part of town in the city someplace.   
 
When this happens, something reminds them of the old hurt, right?  That’s the 
transference.  All of a sudden they’re now back to age 6 or 7, and what they 
do is they can hyperarouse.  Now, when we talked more about your trauma 
survivors, we’ll see they hyperarouse and they numb off or dissociate, but 
we’re just going to talk about hyperarousal because this is where the anger 
tends to come from more often.   
 
So we look at that hyperarousal.  That is your fight or flight, right?  Now, what 
happens here is we have excitation now over inhibition, which leads us to 
anger and aggression.  Anytime we have a formula where the survival part of 
the brain – the old brain stem - diencephalons if you will, midbrain – is in 
control over the higher brain areas of the limbic and cortex, we have a person 
who is not reacting from reason right now.  They’re reacting in a survival 
mode.  The more they were hurt as kids, the more that lower part of the brain 
developed.   
 
In other words, with the brain, the more you use it – whatever area of the 
brain you use – the more you use, the better developed it gets.  We have this 
kid who’s in constant chaos, around trauma all the time, so what part of their 
brain becomes more dominant?  Yeah, that lower part of the brain.  It takes 
less for that individual to have excitation over inhibition, as opposed to 
someone who grew up in a home where they were taught how to problem 
solve.  Where there was a bit of fairness and consistency in the home.  This 
person is going to take a lot more to get excitation over inhibition because the 
top part of the brain is well developed.  When the cortex and limbic system 
are well developed; it’s going to take a lot more time and a lot more stress to 
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get that excitation over the inhibition.  That’s the important thing we want to 
remember in people who are angry.  You know, we have some people who 
because of abuse, because of other things in their life, just fly off the handle.   
 
Now, if we look at what changes this ratio –that if you have a child and this 
child is starting to develop and mature – what in life can change this 
modulation ratio and increase the risk of them acting out angrily or 
behaviorally?   
 
 

What Changes Modulation Ratio and Increases Risk of Anger 
and Aggression? 

 Anything that     excitation in the lowers areas of the brain 
(brainstem and diencephalons) 

 
 Anything that     inhibition in the areas of higher brain function 

(neocortex and limbic system) 
 

 
Now, let’s think about this for awhile.  Anything that increases excitation in the 
lower areas of the brain – that brain stem and diencephalons, right? – is going 
to cause a greater chance for anger and acting out.  Anything that inhibits the 
higher brain function can lead to more acting out.   
 
There are a lot of things that can cause this.  When you look at this, I want to 
first show the areas of the brain we’re talking about.   
 

— 33 — © 2026 CEU MatrixTreatment of Anger and Aggression in Early Recovery



Treatment of Anger and Aggression in Early Recovery 

18 

 
 
 
If you look at the picture, you can see this lower area of the brain.  You see 
the brain stem, for example, the midbrain area.  As we look at this, this is the 
part that is developed early on.  Okay?  It’s not until about age 20 that the 
frontal cortex is fully developed.  When we’re talking about adolescence and 
acting out, they don’t have a fully developed frontal cortex.  Adolescents are 
not little adults.  I sometimes ask my son when he does something kind of 
stupid, “Son, why’d you do that?”  He just looks at me, and he says, “I dunno.”  
And I think sometimes he’s telling the truth.  He just kind of does it, you 
know?  And that’s the way adolescents are.  They don’t always think about it 
because this part of their brain is not that well developed.   
 
Now, women develop their frontal cortex at about age 20, us guys often 22, 
23, or 24.  So you see, we have a developmental reason for taking our 
adolescence well into our 20s.  I think most of the women have seen this – 
that a lot of times it takes us a few more years to get our frontal cortex 
together, so college sort of lasts up until about 24, for example.  This is just 
the way it is.   
 
What we’ve got – especially in adolescence – is almost a developmental 
vulnerability here, don’t we?  In these days and times, we have adolescents 
who are dealing with adult issues on a day-to-day basis without the brain 

— 34 — © 2026 CEU MatrixTreatment of Anger and Aggression in Early Recovery



© 2010 CEUMatrix 

 19 

development to handle it.  In and of itself that is a statement that slows me 
down a bit when I start to look at a lot of the things that happen out there.  But 
let’s go back to this issue of what can cause the upper part of the brain to be 
inhibited or what can cause the lower part of the brain to be more excited and 
to cause more angry acting out.   
 
 

         

 Excitation in Lower Brain 

 A child growing-up in a traumatic environment will develop 
an exceedingly active brainstem and midbrain 

 The majority of stress response systems (locus ceruleus) 
reside in these areas 

 Leads to more anxiety, impulsivity and potential rage 
 
 
Increased excitation in the lower brain - a child growing up in a traumatic 
environment will develop an exceedingly active brain stem, diencephalons if 
you will – midbrain.  This part of the brain is about kicking out adrenaline, 
norepinephrine like crazy.  It’s about fight or flight.  It’s about staying alive.  
This part of the brain causes your heart to beat rapidly, your blood to be 
shunted to the brain and to the big muscles so that you are able to fight a 
friend.  We call this fight or flight – as part of the reticular activating system.   
 
For example, if you had a wonderful meal and let’s say after the meal is over 
you’re walking down an alley way and you’re just talking about how nice the 
meal was and you’re feeling very nice – it was a very pleasant evening – and 
right behind you somebody kicks a trashcan.  What are you going to do?  
What happens to your body?  This is involuntary – you don’t have to think 
about it.  All of a sudden, you’re just not too concerned about digestion, are 
you?  Now, elimination’s another matter, but digestion we’re not so concerned 
about.  Now, if you think about that for a minute, what has happened is that 
the brain has told your body to get ready to run or fight, just like what the 
caveman had to deal with the saber tooth tiger. 
 
Now, most things in our life, as I’ve mentioned, are not all or nothing.  Most 
things are ambiguous and, again, this is where we have a lot of anxiety mixed 
in with anger, for example.  If you look at the area of the brain, the majority of 
stress response systems are in this area called the locus ceruleus.  Locus 
ceruleus is a part of the brain that if you look at alcohol, heroin – any 
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withdrawal – that’s what causes all the symptoms in alcohol withdrawal.  It 
puts out norepinephrine, pupils dilate; all of a sudden the heart rate goes up, 
blood pressure goes up, you get a little tremulous, you start to sweat a little 
bit, and pupils dilate – the same thing that happens when you’re angry, the 
same thing that happens when you’re frightened.   
 
Remember when I first started to talk about fear? I think that beneath most 
anger is fear – fear of being hurt maybe, fear of being out of control, fear of 
not being good enough, and fear of powerlessness (which is an interesting 
issue in early recovery from addiction).  I believe that every alcoholic and 
addict comes into the treatment center with fear.  The way they manifest that 
fear has a lot to do with this modus operandi.  Some of them will get angry at 
you, some of them will go hide, and some of them are so depressed they 
can’t get out of their beds when it’s time for group.  You know, we see it all 
playing out right in front of us – it’s like a theater on a daily basis.   
 
This leads to more anxiety, impulsivity, and potential rage.  Anxiety, 
impulsivity, potential rage, potential anger.  Impulsivity is one of the most 
difficult things in the world to deal with.  If we have people who get angry and 
they build up to it, we have all sorts of points along here to intervene, right?  
When we have someone who all of a sudden something happens, they’re 
very impulsive and kaboom! – they go off – there are not many places to put 
an intervention in between there.  That causes a lot of problems, so people 
who are impulsively aggressive are sometimes one of the more difficult types 
of clients to treat.   
 
Many times, though, what we see is that someone may look impulsive, but it 
has been building up for hours and hours and days and days; and even on a 
treatment unit, often we do not deal with the issue very well.  I want to talk to 
you later about our part in this. When we deal with angry clients or clients who 
are traumatized, it does something to us, doesn’t it?  It’s very frightening.  It 
causes a lot of subjective distress.  A lot of us don’t want to have anything to 
do with that, so we have to look at where we come from in this too.  We’ve got 
a client who brings all this stuff in, but we may not react appropriately to it 
because maybe we grew up in a home where mom and dad argued just a 
little bit too much – like my home.   
 
It was a hard thing for me to overcome because my first response was, “I’m 
going to take a break!”  You know?  “Let me get out of here.”  Because I had 
so much subjective distress that I had to master to be effective with people 
who are angry and potentially violent.  When someone says to you, “I’m going 
to kill you,” there are not a whole lot of cool options anyway at that point in 
time if you think about it.  You know, I usually just say, “I understand that you 
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can,” and then switch into something behavioral, “but how about your 
urinalysis?” – you know, just get him out of there as quick as possible.   
 
Now let’s get back to this issue of increased excitation in the lower brain.  
What if we know that trauma, abuse, neglect (neglect is equally as 
devastating for a child, you know, as sexual, physical, emotional trauma), but 
what if we looked at the higher brain – this limbic and frontal cortical areas – 
and what could reduce the dominance of that?  What could reduce the 
amount of inhibition?   
 
 

      

 Inhibition in Higher Brain 

 Neglect (emotional and cognitive) and other forms of 
trauma lead to an underdevelopment limbic and cortical 
areas 

 Leads to problems with empathy, problem solving, and 
the ability to abstract and conceptualize 

 Adding alcohol and drugs further decreases the ability of 
the higher brain to control the excitatory brain 

 

 
Inhibition would kind of put a clamp on the lower brain’s desire to hit you in 
the face.  It’s the upper brain that says, “No, let’s not do that.  Let’s walk 
away.”  Neglect (emotional or cognitive) and other forms of trauma lead to an 
underdeveloped limbic and cortical system.  When we have someone who’s 
in chaos all through their early life, this part of their brain does not develop 
well.  I could show you pictures of 3-year-olds brains where one had been 
neglected and the other had been nurtured very well, and you will be amazed 
at the size of the brains.  The neglected brain may be significantly smaller in 
size.  We’re not seeing this brain grow.  We’re not seeing the density.  We’re 
not seeing the connections in the brain that are important.   
 
What happens is that this neglect and other forms of trauma can lead to 
problems with empathy, for example.  We can see problems with problem 
solving, the ability to abstract and conceptualize.  We look at these kids and 
young adults today, and we say, “They don’t have a conscience.”  How many 
books have you seen about kids without a conscience?  Well this is where it 
usually comes from.  These kids don’t have a conscience.  They’ve been hurt.  
The part of the brain that develops universal ethical principal in the frontal 
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cortex is not being developed very well, and so they just don’t have a 
conscience.  They go out, and it’s not that they’re an antisocial personality 
who is disordered all the time; it’s just that developmentally they lag behind.  
And when we add alcohol and drugs, we totally knock out this frontal cortex.  
If you get drunk, you can actually create what is called a frontal cortical 
syndrome, which means you knock out your seat of reasoning.  This is your 
executive functioning, the seat of reasoning, frontal cortex – we have a lot of 
names for it – but when we knock that out, what we’re left with is whatever 
our lower brain wants to do whether it’s ride down the road at 100 miles an 
hour or smack somebody around.  There’s absolutely no override on it.  This 
is why we see alcoholics’ and addicts’  behave in a way that is just something 
they would have never done in a sober or drug-free state.  This inhibition of 
the higher brain can be caused by alcohol and drugs as well as the 
developmental issues of neglect and other forms of trauma.   
 
 

Case Study 

35 year old male (James) was a husband and a father to his 7 
year old step-daughter. One day his wife came home to find 
James in a compromising position with the young girl. 4 months 
prior to this incident James was in a serious car accident and had 
surgery to remove blood clots and reduce swelling in the frontal 
cortical area. What happened to James? 

Now, let me give you another case study.  This particular case is pretty 
interesting in a lot of different ways.  It takes us into the area of 
neuropsychology.  One day – well, let me give you a little history.  It seems 
that James was a very good husband, a very good provider, and he was a 
very good man.  One day his wife came home from work in the evening, and 
James was on the couch with his 7-year-old stepdaughter in a compromising 
position.  James gets thrown into jail.   
 
When you start to look at the history of James, about 3 or 4 months prior to 
this incident, James was in a serious car accident.  James himself was not 
alcoholic or drug addicted; he was hit by a drunk driver.  James had problems 
in his left and right frontal cortex.  He had bleeding and swelling.  He was 
taken to the emergency room and immediately into surgery to reduce the 
pressure, to the stop the hemorrhage; and when James was finished, he 
looked fine.  He seemed to react well.  He seemed to be coming back and 
working and doing okay.  Then all of a sudden this incident happened.   
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If you talk to James a little more, James would tell you something like this.  
He would say, “You know, when I was young, I was abused as a child.  I have 
had these fantasies of abusing other children all of my life.  I’ve never done it 
before, and I don’t know why it happened this time.”   
 
But you understand why it happened.  When you start to knock out that frontal 
cortex and injure it, all of a sudden that inhibition is lower.  I mean, it takes a 
really intact brain to negotiate this world, it really does.  When your cortical 
areas are not working well, you’re going to end up with problems.  You’re 
going to have a lot of problems in the world.  You know, you’re going to have 
problems with empathy.  I mean, we can actually – I can show you – just by 
knocking out frontal cortex in a kid, I can mimic conduct disorder, ADHD, 
oppositional defiant disorder, all sorts of different psychiatric problems in 
childhood.  A lot of what we understand now about ADHD, for example, is that 
it is probably a delayed development of the frontal cortex in some kids.  
They’re just a little slower getting to that point where the inhibition is there – 
how to keep them from acting out.   
 
 

Alcohol and Drugs 

 Self medication 

 Alcohol 
o Reduces Serotonin levels 

 Stimulants 
o Elevates Dopamine 

 Intoxication can mimic frontal damage 

 Alcohol makes angry people more at risk for aggression 
 
 
Now, let’s look at alcohol and drugs for a few minutes.  We know about self-
medication, that sometimes people use alcohol and drugs to medicate 
pathology.  We medicate emotional problems, but what about alcohol?  
Alcohol in and of itself reduces serotonin levels, especially when you get 
into…  Well, let me start by telling you this.  Really in the initial use, you might 
actually have elevated serotonin, but as one gets into the chronic stages of 
the disease, serotonin goes down.  What happens when serotonin goes 
down?  Impulsivity goes up, right?  When we have people who are 
impulsively aggressive, a lot of times you might see selective serotonin 
reuptake inhibitor or lithium or something like that used to help them.   
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But when serotonin goes down, all of those little things that irritated you – 
which you used to be able to handle – all of a sudden now they’re breaking 
through.  What we start to see is that alcoholics lose more and more control, 
especially emotionally – acting out more and more, not being able to contain 
themselves.  This is something that we notice in our alcoholics.   
 
In our stimulant addicts, a lot of times when they’re using we see this increase 
in dopamine.  Now, dopamine increase we know causes extreme paranoia.  
When you start having people who are paranoid, basically what you’re going 
to see in this individual is someone who is going to start to act out based on 
that paranoia.  Especially a stimulant addict or methamphetamine 
addict/cocaine addict. When they do more and more meth, more and more 
cocaine, their dopamine starts to rise.  What we start to see at first is what I 
would call a paranoia that is context appropriate.   
 
You’ve got your cocaine addict sitting on a couch.  Every sound is a police 
officer, so they’re running back and forth looking out the peep hole of their 
door.  We also know that if they continue to use, they’re going to cross over 
into a place that we could call delusional paranoid disorder.  There’s nobody 
at the wheel.  When you look in their eyes, there’s just nobody home.   
 
When we look at stimulants, we can see problems with anger and violence 
that are caused just because of extreme paranoia.  If you look in DSM-IV 
under delusional paranoid disorder, you’ll see that there are multiple types of 
paranoia.  For example, there’s persecutory paranoia – someone’s out to get 
me, so I better get them first.  There’s jealous paranoia that contributes to 
domestic violence; for example, accusing a boyfriend/girlfriend/lover/spouse 
of cheating.  They beat the person up.  We have seen multiple cases of that.  
We know that intoxication from alcohol can mimic frontal damage.  We also 
know that the people who are angry and who use alcohol are probably more 
at risk for aggression at that point in time. 
 
 

Case Study 

Mark was a 59 year old chronic alcoholic who had been having 
increasing problems with loss of emotional control leading, at 
times, to aggressive acts. He had no prior history of violence. 
During early recovery he continued to have difficulty controlling his 
emotions and actions. He was placed on Lithium with good results. 
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Let’s think again about a case study.  Mark was a 59-year-old chronic 
alcoholic who had been having increasing problems with loss of emotional 
control.  This led at times to aggressive acts.  We talked a bit about this a few 
moments ago.  No prior history of violence.  During early recovery, he had 
some difficulty controlling his emotions and actions, and he was placed on 
lithium with good results.   
 
Basically what lithium can do is elevate that serotonin level and some of the 
research out of the University of Chicago, for example, strongly suggests that 
the use of lithium for people who are very impulsively aggressive can be quite 
helpful.  This impulsivity causes problems when we want to put in an 
intervention. Interventions work if there’s some latency period between point 
of threat and action.  It gives them time to use what we teach them, but if 
point of threat and the action are too close together, then all of the stuff we 
teach cannot be utilized, it happens too fast.  Sometimes we might think of a 
medication in that particular situation because it may be much more effective.   
 
 

Four Factors That Increase Likelihood of  
Anger, Aggression And Violence 

 Abuse 

 Brain damage 

 Paranoid/Affective Disorders 

 Alcohol and drugs 
 
 
Let’s spend just a minute talking about factors that can lead to anger, 
aggression – especially violence.  When you’ve got somebody who’s 
extremely violent, they’re just about always going to have a history of abuse, 
some form of brain damage (often in the frontal cortex).  Often they will have 
some sort of paranoia or affective disorders.  When you put paranoia in there, 
in and of itself, it makes all these things worse.  Then when you add alcohol 
and drugs to this, we have the perfect person for death row; the perfect 
person that would fit the scenario of a violent, impulsive killer.  According to 
some of the literature, about 90% of people on death row have these 
dynamics or had these dynamics at the time of the crime.  This gives us a 
little bit more context about people who are extremely violent.   

 
Let’s go back to the start.  I mentioned to you that I was going to spend some 
time talking about some of the psychiatric problems and what I call a 
differential diagnostic process.  I am going to go through this with you.  I don’t 
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want to spend a lot of time with it, but I want you to know that these are some 
of the types of problems that we can see where anger and violence can tend 
to cause a lot of difficulty for us.   
 
 

Differential Diagnosis 

 Neurological Dysfunction 
o ADHD 
o Autism 
o Dementia 

 Brain Damage and Injury 
o Frontal lobe injury 
o Exposure to toxins 
o Maternal alcohol/ drug usage 

 
 
There can be neurological dysfunction; e.g., attention deficit disorder, autism, 
dementia, or there can be brain damage and injury; e.g., frontal lobe injury 
(which we’ve talked about), exposure to toxins (I imagine lead and others 
would fit into that), maternal alcohol/drug use - in utero types of problems.   
 
 

Differential Diagnosis 

 Personality traits and disorders 
o Antisocial traits or ASPD 
o Paranoid traits or PPD 
o Borderline traits or BPD 

 Neurotransmitters and hormones 
o Serotonin 

 Many anti-aggression meds work thru this 
system 

o Testosterone 
 
 
We know that there can be personality traits and disorders.  Personality 
disorders are your borderlines, your antisocials, and your paranoids.  We see 
a little bit more of the anger, the acting out than we would generally see in the 
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population, so these are other psychiatric problems where we might see more 
acting out.   
 
Then we have neurotransmitters and hormones, serotonin for example.  
Remember when we said that when it was really low, it led to impulsivity and 
acting out.  We know that testosterone has often been looked on in this way, 
and there’s actually some new interesting research on that.  Females with 
high testosterone levels may be a little more aggressive.  That’s been around 
for a long, long time.   
 
 

Differential Diagnosis 

 Mental Illness 
o With paranoid symptoms 

 Panic Disorder 
 Schizophrenia 
 Mania 
 Depressive Disorder 
 Drug Intoxication and withdrawal 

o Mental Retardation 
o Oppositional Defiant Disorder 
o Conduct Disorder 
o Posttraumatic Stress Disorder 

 
 
If you look at other mental illnesses, we can have those with paranoid 
symptoms like panic disorder, schizophrenia, mania, depressive disorder, 
drug intoxication and withdrawal.  We can see some acting out in mental 
retardation, oppositional defiant disorder, and conduct disorder.  We can see 
this in posttraumatic stress disorder.  Certainly we can see someone, for 
example, who is having a flashback and may act out in a very violent way.   
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Differential Diagnosis 

 Medical Diseases 
o Encephalitis 
o Alzheimer's Disease 
o Cerebrovascular Accident 
o Seizure disorders 

 
 
 
Medical diseases contribute to this, encephalitis, Alzheimer disease.  
Cerebrovascular accident, for example, can lead to more aggression/acting 
out.  Even in seizure disorders in the preictal, ictal, and postictal state, we can 
see a little bit more aggression.   
 
These are a number of the different types of disorders.  It is not all 
consuming, there is more than this, but these are some of the types of 
disorders we might see where anger/acting out as a symptom.  What I’m 
saying is that if we have these disorders, our goal would be to treat this 
disorder, right? – whether it’s a medication or otherwise – hoping that the 
anger would go away because it is a symptom of an underlying disorder.  
When we start talking more about this learned coping survival skill, we start 
talking more about – instead of using a lot of medications – a 
psychotherapeutic approach along with medications if necessary.   
 
Lastly, let’s look at the medication piece of this.  This will give us, I think, a 
nice place to start in terms of looking at anger and aggression from a learned 
coping survival perspective, but let’s just go over the medications.   
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Medication 

 Aggressive Episode 

 Oral 
o Risperidone 2mg oral solution & Lorazepam 2mg 
o Benzodiazepines 
o Atypical Antipsychotics 

 IM 
o Lorazepam 2mg 
o Diazepam and chlordiazepoxide are absorbed 

slowly and erratically 

o Pts abusing stimulants are more conducive to 
seizures and EPS 

 
 
This is reasonably state of the art.  For example, when someone in an 
aggressive episode is really acting out – you can give him an oral medication 
– the risperidone 2 mg oral solution and lorazepam 2 mg work pretty well.  
We can use a different benzodiazepine, but usually lorazepam is the way to 
go or something like an atypical antipsychotic, which is what risperidone, is.   
 
This would be an oral approach.  If the person was very aggressive and there 
was a take-down involved or we had to give him an IM injection, lorazepam 2 
mg – and, again, this is one of the benzodiazepines – the reason lorazepam 
is preferred is because drugs like diazepam, chlordiazepoxide (which is 
Valium and Librium) are not as absorbed nearly as quickly.  They seem to be 
more erratic - the absorption is slower and more erratic.  Lorazepam gives a 
much better response more quickly, and you get control of the client in a 
much more predictable fashion.  Patient’s using stimulants are more 
conducive to seizures, you know?  So again, the use of a diazepam might be 
very helpful because it can also reduce the potential for seizures.   
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Medication 

 Haloperidol 5mg & Lorazepam 2mg 

 IM Atypical Antipsychotics 
o Olanzapine (Zyprexa) 

 Agitation associated with schizophrenia, bipolar 
mania and dementia 

o Ziprasidone (Geodon) 
 Agitation associated with schizophrenia and 

schizoaffective disorder 

 FDA approved a long-acting form of injected risperidone 
called Risperdal Consta 

 
 
 
Just looking at medications, we can look at Haldol 5 mg, lorazepam 2 mg IM, 
atypical antipsychotics again in this situation work. Zyprexa, for example – 
especially with agitation associated with schizophrenia, bipolar disorder, 
mania, and dementia – works fairly nicely.  Geodon, which has been out there 
awhile now, works very well with agitation associated with schizophrenia, 
schizoaffective disorders.  The FDA has approved long-acting forms of 
injectable medications.  An example is  Risperdal Consta, so we have more of 
a long-term medication, which allows for much better control and compliance.   
 
We’ve looked at theory, we’ve looked at the brain, we’ve looked at 
development, we’ve looked a little bit psychiatrically, we’ve looked at some of 
the medications, and what I want to start to do now is to look at anger and 
aggression as a learned coping survival skill. 
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The Treatment of Anger and Aggression in 
Early Recovery 

Part II 
 

We’re now talking about this issue of learned coping survival.  What I want to 
start out by doing is just talking about brief assessments and looking at our 
own responses and then talking about some of the empirically proven 
psychotherapeutic strategies are available to us.  If you read the research, the 
research says that in many areas, in many different disorders, there are 
empirically proven psychotherapeutic strategies.   
 
What that means is, they’ve been proven to be effective, but there has not 
been that bridge built between the research and the front line clinician, so 
many of the clinicians do not have that information.  As you might think,  as 
we talk about someone who’s emotionally out of control / angry, we would 
think more about cognitive therapy, behavioral therapy, maybe relaxation, 
and, in fact, these are the ones that have been proven to be most effective.   
 
 

MEDICATION 
 

 History of Impulsivity 
o SSRIs 
o Lithium 

 History of mood swings 
o Mood stabilizers 

 Lithium 
 Tegretol 
 Depakote 

 

 
Earlier we talked about medication management.  We could use different 
medications; for example, Tegretol or Depakote to stabilize an individual who 
is just having a lot of difficulty with angry acting out, and we can’t seem to get 
it under control.  If you’ve got a client who’s just not profiting from group, 
who’s continuously acting out, who does not seem to be able to implement 
the strategies you’re trying to give them, that’s a perfect candidate to put on a 
mood stabilizing type of drug because this would allow them to go into group, 
this would allow them to participate in individual therapy.   
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One of the problems that we have with some of these clients is that we put 
them in individual and group, but they can’t use the things we’re giving them.  
They just seem to be so impulsive in their acting out that mood stabilizers, 
lithium, and maybe some of the selective serotonin reuptake inhibitors may do 
a very good job of evening them out enough so that they can utilize some of 
the strategies that we would teach them in individual or group.   
 
It is important to think about different treatment settings and use of different 
medications.  For example, when we talked about the use of the atypical 
neuroleptics, that’s going to be in more of an emergency situation – the IM 
use – when you have somebody out of control.  If you have someone on an 
outpatient basis, we may use more of the oral medications, but certainly with 
the alcohol and drug population, we want to stay away from the 
benzodiazepines.  Lorazepam may work very well in an acute situation here 
for us, but whenever possible, we want to stay away from the use of any 
benzodiazepines in an addicted population.   
 
 

Brief Assessment 

 Information about past and current behavior 
o Client/Patient 
o Friends and family 

 Review of past treatment 
o Successful 
o Unsuccessful 

 Clinical evaluation over time 
o Medical 
o Psychosocial 

 
 
When we want to do a brief assessment of an individual who has come into 
our office, there is generally an intake form that people use.  A lot of times the 
intake form has a suicide assessment, but I don’t always see a violence 
assessment.  A violence assessment should be right there, somewhere 
anyway, but probably right with that suicide assessment.  They can be kind of 
opposite sides of the same door, if you will, but you need to ask people, “Do 
you have a history of violence?  Tell me about it.  Did you use weapons?”  
You want to know these things.   
 
Sometimes a client will tell you about the people they have killed, the people 
they have hurt.  They’ll do it, and it’s like they’re getting off on a drug.  Have 
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you ever heard of clients like that?  You’re dealing with a sociopath, a 
psychopath, okay?  When you hear that, shut it down.  You don’t need to 
know anymore, alright?  You know, you don’t want to listen to someone tell 
you about the five people that s/he killed and at the end of that little diatribe 
say to you that, “If any of this ever gets outside the room, I’m going to kill 
you.”  I mean, you don’t want to be put in those types of positions, so you’ve 
heard all you need to know.  You’ve got someone who is probably very 
psychopathic.  The studies would show, especially some of the work of Hare, 
that we have not been successful in treating that population.  We manage 
them.  We try to keep them within boundaries, but we have been very 
unsuccessful in treating them.  As a matter of fact, Hare’s work shows if we 
use cognitive behavioral insight-oriented treatment with some of these 
severely antisocial personality disordered individuals, where probably 
genetics is a good factor – a big factor in that – what happens is they end up 
back in jail more quickly than if you don’t treat them.  They use all this stuff 
that they get from the clinician to enhance their rationalizations about their 
ability to beat the system.  When you start to look at it, there are some people 
out there who we just don’t seem to have the key to open the lock with.   
 
If someone’s coming into your office, it’s nice to have a little bit of information 
prior to seeing them.  Certainly, common sense should be the way of the day.  
If you have someone who has a past history of violent behavior, the first time 
they’re in, for goodness sakes, don’t be the only clinician in an outpatient 
setting at 9 o’clock at night.  Let your other staff members know you’ve got 
someone with a violent history.  Think about keeping the door open the first 
time.  Let people know that you have some concerns about this client.  Try to 
use good common sense.  Your office, your clinic needs to have a way of 
handling a client who comes in and acts out violently.  We use little phone 
trees because when staff gets chaotic, we can’t remember a thing.  Next to 
the phones in the therapist’s office or at the nursing station, we have a 
hierarchy of who gets called first, what’s the number, second, third, fourth, 
fifth because it’s sometimes imperative that we get police, we get a rescue 
squad there, the quicker the better.  We could be talking about saving lives.  
So, again, let’s just use good common sense about how we approach this.   
 
Information that we would certainly like to know is about past and current 
behavior.  A lot of times, we want to get that information from the client, from 
the patient.  Now, as I mentioned earlier, if this patient says to you, “You 
know, I’ve killed these people and I’ve ….,” and I’ve heard several of those 
over my career - shut it down.  You pretty much know what you’ve got.  But I 
always ask questions about history of violence.  “Tell me about some of 
things that happened.  Did you use weapons?  Tell me about the way you do 
things.”  I want to know this.  I’ve got to be in individual sessions with this 
person, I’ve got to be in group with this person, and I’d like to know a little bit 
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of the history of this.  If I’ve got a guy coming in who likes to beat up on police 
officers and male supervisors, I like to know about that, you know?  It’s going 
to give us a lot of data as to how we can predict that person might act out.   
 
If you’ve got someone with a short fuse versus someone who’s more 
antisocial/predatory - who doesn’t get mad (they get even), you may have 
someone that will erupt in group and you can manage that.  The other one 
may not say much to you.  They don’t get mad, they get even.  They may split 
your tires or something along that line, so we want to know as much as we 
can going in.   
 
I think the other thing that is important here is to get collateral evidence, get 
collateral documentation.  If there are family members or close friends 
around, try to get information that will either support or not support your 
client’s history.  Make sure that they’re a good historian whenever possible.   
 
On review of past treatment, one of the things I’m going to ask is this:  “Have 
you been in treatment before?”  If they say ‘yes’, which often is the case, I ask 
them, “What is your experience?  What was your experience in treatment?”  If 
they said to me, “Well, it was a terrible experience. You know, I ended up in 
this emergency room.  They put me in a psych unit.  Before I knew it, I had 
one of these gowns on with my butt hanging out.  You know, and these 
people never told me anything.  It was a really crappy experience.”  My 
response to this person, who is a little bit angry – and I know from that 
response he’s not a real happy guy or lady sitting in front of me now and is 
not too excited about treatment – so my response is going to be, “Well, this is 
going to be nothing like what happened to you the last time.  I’m going to stop 
every few minutes and allow you to ask questions.  I’m going to let you see 
what I’m writing down if I write down something.”  I try to never write anything 
down if possible.  I try to sit with them in chairs and not write because they 
open up so much better if they’re not concerned about what you’re writing on 
a piece of paper, especially those who’ve had criminal justice experience.  
We’ll know that they’re going to try to shape the story to be of greatest 
assistance to them, and we understand that.  But if they had a situation in 
treatment where they came in to a particular treatment agency – for example, 
there was a therapist there named Anna who was a wonderful person who 
they said answered all of their questions, was really helpful, wonderful, I’d 
say, “I’m going to be just like Anna.  I’m going to do everything she did.  I’m 
going to stop every so often.  I’m going to allow you to ask questions.”  So 
either way this goes, I’ve got a way to answer this.   
 
What I’m trying to do is establish a good place to start to work from.  If I don’t 
get to this issue first of all, it’s going to cloud this whole session.  I need to get 
to “How do they see me?  What are they looking at this thing as?  Are they 
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looking at this as a bad experience about to happen or are they looking at this 
as something that might be more reasonable?”  If I’ve got that data, in the 
clinical evaluation I want to ask them a series of questions about medical 
problems.  “Have you had medical problems over the years?  Current medical 
problems?”  Because some of these medical problems could have a lot to do 
with their acting out, with their behavior.   
 
For example, if you’ve got someone who’s hypoglycemic or someone with an 
adrenal gland problem, if these things aren’t managed correctly, you may 
have a person who is going to have difficulty emotionally controlling 
themselves.  So again, this is important.   
 
Psychosocial evaluation – I want to know about the family, the living situation, 
the community.  I want to know as much as I can about this client and how 
they got here as possible because this is going to help me help them.  I also 
want to know, are they on any medications as well as the alcohol/drug 
assessment that we’re going to use here.   
 
For example, we have certain types of medications that can cause people to 
have an entirely different response so that they are very aggravated and 
aggressive.  We’ve had people who’ve gone on Librium rage.  When they 
take Librium, they go into a rage.  When you start to look at this, we want all 
this data because sometimes some of this other stuff may be very, very 
important.  I want to know about the Axis III issues, the medical issues.  Have 
you just been diagnosed with HIV?  I want to know that because the stress of 
that is going to make everything else worse.  That is one of the Axis III types 
of medical disorders that are going to make Axis I and Axis II worse, at least 
initially.  We want to know these things because these are things we’re going 
to need to work on and work with.  
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Now, in terms of non-pharmacological management, we talked awhile back 
about using various types of substances from atypical antipsychotics to 
benzodiazepines to mood stabilizing drugs.  Let’s just look at it from a clinical 
perspective.   
 
You have probably had clients who are angry or have a history of anger and 
aggression, and who will just try to get your goat.  They just try to get you 
angry.  They just try to use you for their own entertainment.  They are also 
testing you.  Can I push you off with a little anger?  
  
 

Non-Pharmacological Management 

 Don’t Personalize 

 Understand your personal reaction to anger 

 Assess the environment for potential danger 

 Know where the client is at all times 

 Keep an appropriate distance 
 
 
 
They’re pretty good at this.  They’ve learned ways to skate the issue when 
you get too close. They can push you off.  They can use anger in this way.  
Don’t personalize any of this.  One of the greatest problems we have is when 
a clinician personalizes the anger; clients may be very brutal using personal 
attacks about your mother, about yourself, about your family.  Don’t 
personalize it.   
 
The way I look at clients in general is that they all do their job.  They all act 
just the way they’re supposed to.  Years ago, I would have consultations 
where I would have to go into hospitals or clinics because the crack addicts or 
the borderlines or whatever were just causing chaos in the unit.  The one 
thing I noticed very quickly when I walked into the unit was that for the most 
part the clients are acting just the way they’re supposed to.  They’re doing 
their job.  It’s mostly staff problems that we find in those situations.   
 
Remember that sometimes staff can be a problem.  We have a lot of 
clinicians – and I understand it personally – who find anger really creates a 
very negative subjective experience, and a lot of us just kind of want to get 
away from it.  I remember my mom and dad.  My dad was an alcoholic 
cardiologist who died when I was fairly young, and I can remember him and 
my mother late at night arguing over his alcoholism.  I don’t believe there was 
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ever fisticuffs or anything physical, but there was some pretty vile language.  I 
remember sitting up in my little bedroom in the dark, and a lot of times I’d sit 
on the floor and I’d listen to this.   
 
In the darkness in the bedroom, there was a certain safety with the lights out 
and everything.  I remember when I first got into the field, and I was dealing 
with angry clients.  My feeling every time was, “Let’s go back to that dark 
space.  Let’s just get the heck out of here!” because it was raising old issues 
in me.   
 
We don’t have to work out all our issues.  All of us are a little neurotic.  I 
mean, my goodness, if we got into this field to retire early, we made a very 
poor career decision, didn’t we?  We all have personal issues, and you don’t 
have to work everything out.  You just have to understand it.  Understand how 
these things might get in the way.   Don’t personalize it.  Understand your 
personal reaction to anger.  If I say one thing that I believe is more important 
than any other today, it is understand how you react to anger.  Understand 
what happens inside of you when you’re around angry clients, and look at 
your behavior.  What do you do?   

 
There’s another part of this that is more difficult to explain, and it is what we 
bring to the dance.  It is who we are on the inside.  I’ve noticed over the years 
that certain staff members can walk into a group of patients who are acting 
out and, without saying a word, can immediately calm them down.  I’ve found 
other staff members who could walk into that same situation, not say a word, 
and all heck breaks loose.  Why is that?   
 
It’s about who we are, isn’t it?  It’s about our self-care, our self-development.  
Being a clinician is lifelong self-development, lifelong self-discovery.  That is 
what we have to do to be good at what we do.  We have to be open to what 
happened to us in our past.  We have to learn from these things.  We have to 
understand them.   
 
Therapy is a very good thing for people who are clinicians.  Being on the 
other side of the couch, if you will, is very good practice.  I’ve used clinicians 
over the years.  I go into any town I live in, I’ll ask around, “Who do you think 
is the best therapist here for these particular issues?”  When I hear the same 
name coming up 3 or 4 times, I’d go to see him.  Sometimes I would go to see 
him because I had some things I needed to work out that were personal and 
other times I would go to see him because I had a case that I might have 
gotten a little too close to.  I don’t get to go away from things.   
 
If I have a problem, I get too close.  Then I take on the client’s confusion.  I 
had to have an outside person to help me.  Especially when I was in private 
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practice by myself and I didn’t have colleagues around me to help, I would go 
to see the therapist sometimes with a case, and we would just do a case 
review.  I deducted it on my taxes as a clinical consultation, and I thought it 
was fair enough, but it really helped me.  It helped me grow.  It helped me get 
other sets of glasses in terms of particular cases I was working on.  I really 
recommend it.   
 
Some of the best things I have ever had in terms of clinical teaching was 
going to a clinical school, actually operating in a psych hospital when I was 
learning about schizophrenia and bipolar disorder.  I had one year in National 
Training Lab, which is a process-oriented closed group, for a year, which was 
brutal.  I have been to a number of different therapists over time, and I think 
that has probably helped me more in terms of understanding myself and 
keeping myself out of what the client is delivering.   
 
In other words, we’re talking about counter-transference here.  If I can keep 
myself out of this, if I can truly listen to that client – now, you can’t totally do 
that as it’s impossible – but the more you can, the better off you’re going to 
be.  My job is to understand where the client is, where they’re coming from.  
My job also is to start where that client is.  Change starts where they are, not 
where I think they should be.   
 
The other thing with this is that I want a treatment plan from strength, so I 
have to be tuned into that client.  I have to hear where they’re coming from, 
what they’re all about, what their strengths and weaknesses are.  If I’m 
coming from my own stuff, all I’m doing is using a shotgun approach that may 
hit or miss.  It may make them worse, it may make them better, it may have 
no effect at all, but I don’t know.   
 
So, again, I think it’s so important – and I want to stress this part because to 
me it’s critical – know thyself.  Know yourself; know how you react around 
this.  If you have problems managing anger, there is no shame in it.  A lot of 
us do.  Go talk to somebody.  Understand it, but make sure that you deal with 
it to the point where you’re not personalizing it.  When it is personalized, we 
get into a lot of projective identification and a lot of other problems.  For 
example, the client does something or says something bad to us, and we turn 
around and we get angry at them.  That client has probably been neglected or 
hurt along the way, so what that does is that just says to them, “I knew I was 
right.  I couldn’t trust this individual.”  Now what we’ve got here is a real neat 
situation for the next clinician who sees this client because they’re going to be 
even angrier and tougher to work with.  Take this into your heart, take it into 
your mind and think about it, because it’s very, very important.   
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Always look at the environment.  Is there anything in this environment that 
can be hurtful or harmful?  It depends upon the type of clientele I’m working 
with.  When I worked with a lot more criminal justice clientele (I was getting 
more referrals from parole officers) for example, the way I did things was 
very, very different.  I actually wore a lot of clip-on ties.  I had nothing about 
my family in the room.  It was a very sterile environment.   
 
When I’m doing a general outpatient practice with people – husbands and 
wives and adolescents and people who are having trouble in their lives with 
alcohol, drugs, or their marriage or whatever – I try to create a more homey 
environment in that particular situation.  But, you know, I don’t want to put a 
lot of things around me that someone who is maybe intent on hurting me, 
someone who might be  a little psychopathic, could see my family, could 
know more about me than I want them to.  So, I think in that way, I’d be very 
careful.   
 
I want to know where the client is at all times.  If they’re on a milieu, if they’re 
coming into a group room, if they’re coming into my office, if I have a client 
who’s acting out in a room – and I’ll tell you kind of, for lack of a better word, a 
strange story.  We had a Vietnam veteran, and this was probably in the early 
‘80s who was high on PCP.  He was in an intake room.  This was a very nice 
intake room with the couches and the lamps and, you know, it’s supposed to 
be very comfortable and homey.  The guy is in there, and he’s just tearing the 
place up.  The staff is running in and out, and it was almost comedic to watch.  
A staffer would run in and say, “If you don’t cut this out, we’re calling security, 
we’re going to…”.  Then he’d throw something at them, and they’d run out the 
door.  It was just back and forth.   
 
I said, “Let me give it a try.”  So I walked in and I knew exactly where the door 
was, and I knew where he was, so I’m not going to allow him to get between 
me and the door.  As soon as I got inside the door, I fell right on the floor.  
How non-threatening can you be?  This guy’s probably looking at me like, you 
know, “Who’s this spastic jerk?”  You know?  I’m just lying on the floor, and 
I’m looking a little dazed, and I look up at this guy and he’s still pretty angry, 
and I said, “You know, they told me there was someone in here kind of 
tearing up the place.  Have you seen him?”   
 
He looks at me, and he says, “No.”  I said, “Well, why don’t we go get a cup of 
coffee while housekeeping cleans it up?” and he walks right out the door with 
me.  Now, I’m not recommending that as a strategy, but from a stimulus 
response perspective, it was a pretty neat one.  Certainly, it broke the tension 
in the air.  But I came in totally – instead of threatening – I came in totally 
submissive, I mean, to a point where I’m on the floor.  As ridiculous as that 
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sounds, sometimes things like this can be effective.  This is Skinner’s 
stimulus response.   
 
In looking at this, if the client is very, very angry, another thing that I’ll tend to 
do if they’re in an area like a milieu or an office is that I’ll want to know where 
the door is so I can get out.  Get out of the room.  Don’t get hurt.   
 
My sense is that I try to do things to break eye contact.  I’ll walk and I’ll move 
around and I’ll do little moves and I’m talking to the client all the time, and if 
they’re not following my hands and they’re keeping their eyes directly into my 
eyes, I’m getting worried now.  I might ask them at that point, “Do you plan to 
hurt me?”  Based upon their decision, I’m going to try to take appropriate 
action.   
 
If I’m doing this, though, one thing I’m doing is I’m keeping an appropriate 
distance.  It’s very important when you’ve got someone who’s worked up – 
when you’re first coming into the scene – to try to figure it out, make sure you 
stay further away than a step and a punch or a step and a kick because that’s 
where you’re going to get hurt.  One step and a kick, one step and a punch.  I 
want to stay further away, maybe 3, 4, 5, 6 steps away.   
 
I want to talk to them.  I want to see how they make eye contact.  I’m going to 
ask them questions.  I’m going to see how this thing goes.  I might try asking 
a focus question, which is giving them control, “Would you rather go out and 
have a cup of coffee, or would you rather go out in the back here and sit on 
the picnic table and smoke a cigarette, or would you rather go over in that 
room over there?”   
 
What I’ve done is I’ve given the illusion of being in control, right?  I don’t care 
what they do; I want to get them out of where they are, especially if they’ve 
got their peers around because if there are peers around, they’ve got to save 
face.  I’m going to allow them to save face by giving the illusion of being in 
control.  They’re going to reply like, “Well, I’m going to go over there and do 
this, and I’ll sit down over here, and that’s where I’m going.”  Now they’ve 
saved face.  You know, they’ve won.   
 
In their minds, they’ve gotten away from the rest of the milieu.  I’ve got a 
person out here.  Now I can do something with them.  I can sit down.  I can 
talk to them.  We’ll also talk about some things to say in these situations 
because it’s very, very important.   
 
If you have to be close to this type of client, what you want to be is right 
beside them – very much beside them.  You can dance and not get hurt 
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nearly as badly as if you’re standing right in front of them.  These are just 
some things to think about, very common sense things to think about.   
 
 

Non-Pharmacological Management 

 Validate the client 

 Shift from Emotional to Cognitive or Behavioral Stance 
o What lead up to you feeling this way? 

 Give the client a sense of being in control 

 Clear the area of other clients or move client to safe place 
 
 
 
If we start to look at a client, I believe in validating clients.  Validation to me 
works very, very well.  Let me give you a scenario.  One of my clients and I 
did a type of therapy that was sort of interesting.  We wrote it up, and we 
called it the Coliseum Model.  It was a multifamily type of arrangement that I 
had two Whitaker-trained man/woman therapists working with me.  If you’ve 
ever seen Whitaker and Whitaker-trained therapists, they can get your heart 
beating in a minute.  They can irritate you quicker than any other therapist I 
know.   
 
What we had were certain rules.  There were two rooms for people to use, 
and there was a working area – the arena.  Usually the new people would 
come in and sit in the second room and then kind of move forward – anybody 
could walk into the group and ask anybody else from that whole room to 
come into the arena and work with them.  You know who they’re choosing, 
right?  Moms and dads and brothers – and this is all family stuff for the most 
part.   
 
I was in the group, and there was a patient there who was relatively new.  He 
was about 6’ 2”, about 220 and, I don’t come very close to either of those 
measurements.  He was looking at me.  He went out and he got into the 
working area –the parents and family and clients are all in there around us – 
and he looks at me and he says, “I want you down here,” and this guy is a 
little scary.  When I walk down, I’m on the other side of the arena from him, so 
to speak, and he says, “I’m going to break your (and you can fill in the blank) 
head.”  Okay?   
 
Now, I’d never met this person.  Why is he mad at me?  Basically, what I 
know now and what I guessed at the time was that as director of the 
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treatment program, I was the father, you know, and maybe grandfather  
figure, that male authority figure.  This guy had been hurt by his dad, really 
physically hurt badly by his dad.  He still had a lot of marks on him.  He had 
been burned.  This guy is looking at me, and I’m dad right now.  He’s 
probably somewhere around 8 years old.  I mean, he was in his 20s.  I recall 
this situation because he looks at me and he says, “I’m going to break your 
‘you-know-what’-ing head!”   
 
Do you have a good response to that?  I don’t.  I mean, if you think about it, 
what are you going to say?  “If you break my head, they’ll put you in jail.”  “I’ll 
call my attorney.”  “They’ll kick you out of here.”  I mean, there are no cool 
things to say, you know?  As much as I’d like to have a cool thing to say then, 
I don’t have one.   
 
What I do is I validate the client.  I believe that in these clients, they believe 
that what they’re doing is exactly the right thing, and I believe that this type of 
behavior – this angry acting out – has worked for them before and worked for 
them on numerous occasions so that they got their way.  They may have 
learned it, just like Marcus did, when his dad was coming up the stairs with 
that belt and was going to hit him.   
 
My thought about this at this point in time is if I say, “Cut that out or we’ll kick 
you out of there,” what’s going to happen?  I’ve just replicated every failure 
that has ever happened in that young man’s life.  What he’s going to do to me 
is say, “I knew I couldn’t trust you.”  It’s going to validate him, you know?  
Now what he’s going to do is he’s going to get more aggressive, isn’t he?   
 
What I say is – I believe in being congruent with clients – and all of you have 
things that you say like, “Maybe if I was in your position, I’d feel the same 
way,” or any offshoot of that –and it is a very effective thing, I say, “Whatever 
you do, don’t change the way you’re behaving right now because you know 
and I know it’s saved your life, didn’t it?”  You can kind of use a little pacing 
with the way I said that too.  What I did was I totally validated him.  I said, “I 
know you’ve got a good reason for being angry and that it has probably saved 
your life.  Don’t give it up.”   
 
The second thing that I’m going to say is, “Tell me about that part of you that 
made a decision never to let anybody ever hurt you again, ever get close.”  
What you’ll notice, unless a person’s a psychopath, is that the client’s 
shoulders will drop.  I get a lot of them to cry because I am no threat to them.  
I’m totally congruent.  You may be the first person who ever was.  The first 
person who ever told them they were okay because everybody else in their 
history – policemen, family, everybody else – has told them they were no 
good.  You know, “Why are you angry all the time?  Why are you hurting 
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people?  What’s wrong with you?”  I’m the first person who has ever 
acknowledged him.   
 
Then what I could say in that situation if I wanted to move them out of that 
context was, “What would you like to do now?  Would you like to go over to 
the picnic table?”  I could go through that focus question, give him the control 
of the scenario, or we could sit down and we could work it right in group, 
which would be my preference.  You know, based upon where we are right 
now, “Tell me, when did this first happen to you?  When did this happen?  
When did you make this decision?  What led to this happening right now?”  If 
that person starts to talk, they’re going to talk about something that happened 
to him years ago, but it’s going to be very vivid to them, very vivid.   
 
When you start to look at it, you’ve also got the alcohol/drug problem with 
this, which is making all of this worse, right?  We’re trying to treat the 
alcohol/drug problem, but we realize that this person’s anger is going to take 
him back to the alcohol and drugs if we don’t treat it because of the powerful 
relapse indicator that it is.  If we just treat this person for alcohol/drug 
addiction and don’t address this anger, then we’ve got a client who just got 
half the treatment.  You know, you want to take care of everything and it’s 
hard to do, but the anger is a very important issue.  If we can’t do it, for 
example, on inpatient detox, let’s try to make sure we get him to a therapist 
who understands that working with anger can help him and who also 
understands addiction.   
 
What I might say to that person after they say this to me is something along 
the lines of , “The way that you’ve been acting, you know, in group here didn’t 
really get over, did it?  It just didn’t really work the way you wanted it to.  
Would you be willing to try something different right now, with me, in group?”   
 
What we actually do is a little role playing.  Let’s try something different.  We 
start talking about how he could approach me.  How we can talk about this.  
Maybe we say that, “Let’s talk about one thing you can do differently,” and 
make it an exercise for him while he’s in treatment.  That “every time you feel 
angry, before you blow, you try this, especially if there’s a little time to work 
with”.  We give them a couple things to work with, maybe a couple quick 
behavioral things, and we’ll talk about a few of those later on.   
 
If you look at this, when people are angry, when they come to us, for 
example, in the hallway and they’re angry and they want to talk, one thing I 
might do is I might shift the emotion to something behavioral.  It’s a quick 
intervention, and it’s very handy.  I found it very good with staff members who 
are upset.  What I would do is – they’ll come and they’re angry – and I’ll say, 
“I know how important this is to you, but I really gotta go to the bathroom.”  
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You know?  “I’ll meet you in my office in 10 minutes because I really do want 
to talk to you about it.”  In 10 minutes they’ve usually displaced all the anger 
and by the time they get to the office, we sit down and we just talk about 
what’s going on.  I actually had one staff member one day look at me and 
say, “What’re you trying to do?  You’re just trying to show me how foolish I 
am?”  And I said, “No, that’s just part of it.”  But what just happened?  What 
just transpired?  Or I might say to someone – a client who’s kind of angry at 
me – I’ll say, “Jeesh!  You know, I can hear that anger in your voice, but tell 
me, how’re you doing in your urinalysis?”  I’m actually just flipping him from 
one part of their brain to another.   
 
In this way I’m not engaging the emotion right now, I’m just flipping them over 
to something; probably behavioral is the best way to do it.  Have you been 
doing this?  Have you been going to your meetings?  Have you been doing 
that?  Now, there’s a part of that that works, but a part of it that bothers me 
because what I want to be able to do is deal with the client where they’re at.  
Now, it may be better to take that client into an office when they’re calmed 
down, and say to them, “Tell me, like a newspaper report, what led up to you 
being angry?”  You can find this a lot with your borderlines, for example, and 
others when they’re at the point of killing themselves and all of this.   
 
I call it elaboration therapy.  It’s like a newspaper reporter, so I’m getting into 
a cognitive part of their brain.  I’m asking them to tell me a story.  What often 
happens is you can find during their day one or two slights or a couple 
problems or something happened with another human that they have totally 
blown way out of proportion, and the whole world stinks now, and they’re 
angry as heck. If you can problem solve that little inner personal slider, 
something with them, often you just move right through it.  You give them a 
way to problem solve.  You give them a different way to understand it, and 
you can kind of move on.   
 
That would be a preferred way of handling something like this because then 
we could start talking about the dynamics of it, the history and patterns.  
Then, what are we going to do to make sure you can interrupt that history and 
pattern. What strategies do we have that might work for you?   
 
If we look at just trying to deal with the moment, if you will, these are some 
things that I would say to you that I think are very, very important.  You know, 
a big part of this is to be safe.  You know?  Be safe.  Don’t put yourself in a 
bad position.  A lot of therapists have been threatened.  A lot of therapists, 
more than you’d expect, have been followed.  They’ve been a victim of 
someone who is maybe a little erotomanic or something like this or who 
stalked them.   
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We as therapists have a lot of difficulty talking about this.  Often we keep it 
inside.  We don’t even tell anybody else if we have a client who scared the 
heck out of us, threatened us.  We need to talk about these things.  We’re not 
perfect.  If you were self-actualized, you’d be bored.  I mean, who the heck 
would you talk with?  There would be nobody out there to hang out with.  
We’re kind of all in this together, and the way that we deal with these fears 
and our ability to be open – if we can’t do this, how do we expect the client in 
front of us to do that?  I mean, if we can’t model these behaviors or these 
aren’t part of us, unless you have a healing part inside of yourself, you’re not 
going to be able to constellate that healing role inside of your client.  So we 
have to be true to ourselves in that way and to our own personal growth.   
 

Case Study 

Larry was a 23 year old alcoholic and addict. His therapy group 
had a new therapist and before he even met the therapist he 
looked at him and said, “I’m going to break your_______ head.” 

What would you do in this situation? 

 
 
I think also when we start to look at managing anger, we should go back to a 
case study because sometimes there is an effective way of doing this.  This is 
the case study of the individual who was going to break my ‘you-know-
what’ing head, but I wanted to tell you a little bit more about him.  Larry was 
23.  I told you about his measurements; 6’2”, 220.  A very strong-looking guy.  
Alcoholic and addict.  In the therapy group he had a new therapist and before 
he even met the therapist, he looked at him and said, “I’m going to break your 
head.”   
 
The thing that I didn’t know about Larry at that time was that he had been 
abused.  Also, that his mother drank extensively while he was in utero, and he 
had anger about that.  We had a guy who had a lot of trauma issues and a lot 
of anger issues who was one of those guys who had 20 drinking buddies, but 
just couldn’t deal with authority.  I call him an authority theme.  We see a lot of 
the old developmental themes.  We see abandonment themes, we see 
sexuality themes, and we see authority themes. 
 
This person is having difficulty dealing with a male or female person in power 
based upon a relationship that had to do with his early life.  We’re talking 
about the basis of transference – hopes, wishes, and fears that occurred at a 
certain point in his life that are being brought to the forefront at this particular 
time.   
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Once we got to know who he was and where he came from, Larry’s behavior 
became a lot more predictable and a lot more manageable.  I think that in 
looking at a case like this, the history becomes so important; but I find that 
sometimes people just walk into the office, and they just blow right off.  You 
see?  It has nothing to do with you, even if it’s directed at you.  It’s coming 
from some place else.  If you can be congruent, sit them down, get them to 
talk about it, “Where did this come from?  Tell me what happened?  Let’s start 
with this morning building up to you feeling so angry.”   
 
You may want to start by being congruent, by saying, “Jeesh!  I really can 
appreciate the level of anger you have today, and I know how much you need 
to talk to me about this.  Tell me what happened today.  Let’s start this 
morning.”  You know, something like that might really pay you a lot of 
dividends and very quickly kind of stabilize that person.  We’re trying to get 
the frontal cortex back in control, remember?  It’s called stabilization.  We’re 
using a cognitive-type of maneuver here, and your cognitive-behavioral stuff 
really helps get this part of the brain back in control.   
 
All that we’re doing is going back to what we talked about with the modulation 
ratio – we’re trying to take the excitation over inhibition and convert it into 
inhibition over excitation so we have a rational individual.  Because when 
we’ve got someone who is emotionally out of control, what are you going to 
be able to do with them?  You’re really not going to be able to do a whole lot, 
so our goal here is to stabilize, to get this part of the brain working again.   
 

Dialogue between client and clinician 

 Larry: “I’m going to break your________ head.” 
 Therapist: “Whatever you do, don’t stop behaving the way 

you are now because you know and I know that it saved 
your life - didn’t it? 

 Therapist: “I’d like to talk to that part of you that made a 
conscious decision to never let anyone hurt you again.” 

 
 
 
I think in looking at this, the dialog, just to go back over it for you, Larry said to 
me, “I’m going to break your ‘you-know-what’-ing head.”  And I replied by 
saying, “Whatever you do, don’t stop behaving the way that you are because 
it probably saved your life at some point, didn’t it?”  Then I might follow that 
with something like, “I’d like to talk to that part of you that made a conscious 
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decision to never let anybody ever hurt you again.”  Now, what we would 
hope, as I mentioned earlier, is that we would have a patient or client who has 
calmed down considerably; who might now be able to sit down and do some 
significant work.   
 
 

Anger and Relapse 

 Most relapse is associated with… 
o Anger and Frustration 

 “If life is this bad..” 
 “If no one else cares, why should I” 

o Social pressure 
o Interpersonal Temptation 

 Being around old patterns of use can increase anger and 
frustration 

o Cues actually cause release of dopamine in nucleus 
accumbens 

  
 
Let’s look at this issue of anger and relapse.  I’ve mentioned two or three 
times today the problem with anger is that it involves relapse.  When you start 
to look at most relapse, it is associated with anger and frustration to some 
level.  Even when we’re talking about people, places, and things, there can be 
anger and frustration in that.  The mere act of being around people, wanting 
my former lover cocaine, and I can’t do it right now is going to cause me to 
feel frustrated and angry.  It’s part of recovery.  You’ve got to get through that.  
The best thing to do is not go into that room with those people using cocaine, 
right?  So we would use a behavioral type of intervention that I call changing 
people, places, and things.   
 
If you start to look at anger and frustration, you may hear things like this:  “If 
life is this bad – you know? – if no one else cares, why should I?”  In the first 
year of recovery, you know, everything’s supposed to be perfect, but it’s not.  
There are several scenarios that we might see.  We might see anger in 
response to social pressure.  We could it in terms of interpersonal temptation, 
some of the sexual issues in early recovery and similar issues can be 
problematic.   
 
Being around the old patterns of use can increase anger and frustration.  I’ll 
give you an example.  Have you ever chewed aluminum foil on a cavity or 
had someone take your fingernails and rake it down a chalkboard?  This is a 
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kinesthetic feeling.  It’s a horrible feeling.  You just want to make it go away.  
In some ways, this is very much like a craving.  All of a sudden you get 
around a group of people who are using a drug you used to be very intimate 
with, it’s like running into an old lover who’s with someone else now, you 
know?  The first thing you think of was how good it was, and then a couple 
minutes later you’re saying, “Oh, that SOB!”  You know?   
 
Now what we’re doing is the same thing with the drug.  Because a lot of 
people anthropomorphize this stuff – they make it human.  It was a true 
relationship, and they’d do anything to keep it.  What we might see is that 
when they’re around the cues, the old patterns of use, it might actually 
increase anger and frustration.   
 
What you’ll also see is it might increase a little dopamine too.  They may feel 
like they’re getting off, but the problem is that it’s a tease.  Then we start to 
see the anger and the frustration.  You know, “Why can’t I use this?”  Or, “I 
bet if I just used a little bit, then I would be okay.”  All the stories we’ve told to 
ourselves as alcoholics and addicts during our entire career of use, one of 
them may come right back up at that particular situation.   
 
 

Anger and Aggression in Early Recovery 

 Secondary to life situations 

 As part of a grief process 

 Mood swings secondary to altered neurotransmitters 
o Acamprosate 
o SSRI’s 

 Crisis building to manage subjective distress 

 Anger secondary to early life issues 
 
 
We know that anger and relapse are a very big piece of early recovery.  We 
know that anger and aggression in early recovery can be secondary to life 
situations.  I try not to invite any defenses when talking with a client  who 
comes in, for example, to an after care on outpatient basis.  I may say 
something like this, “Well, how’s it going?”  You know?  “What’s up?  How’s it 
going?”  And I watch how they respond.  If they go, “Yeah, man, this was a 
great week,” (with head down and eyes diverted) or “Man!  This was the best 
week I’ve ever had, I think!” (with head up, smile, look of elation)  Now there’s 
something wrong with what they’re telling me and they way they’re acting.  
There’s an incongruence.  Some of you may remember if you studied NLP, 

— 64 — © 2026 CEU MatrixTreatment of Anger and Aggression in Early Recovery



© 2010 CEUMatrix 

 49 

you might have picked up some of this.  What I’m looking at is a person who’s 
saying one thing, but acting in a different way.  The meta message is the 
behavior.   
 
At that point I want to go back to their treatment plan, and I’m going to ask 
them, “Have you been going to group?  Have you been going to self-help?  
Have you been talking to your sponsor?  Have you been doing everything you 
need to do?”  A lot of times, what you’re going to find is they’ve been slip-
sliding a little bit.  My issue in this particular session is to get them grounded 
and back on track.   
 
Now, another thing that they may do in this scenario is create a crisis for you.  
They may even seem a little paranoid.  “Why is the world out to get me?  It’s 
not fair!”  You know?  It sounds like my son.  “It’s not fair!”  You know?  The 
world isn’t fair.   
 
A lady who came in said, “You know, I just don’t think I can stay sober.”  She 
was angry and said, “It’s my son.  He’s smoking that marijuana.”  I asked her 
what I thought was a reasonable question.  I asked, “Well, how long has your 
son been smoking pot?”  And she says, “Ten years.”  Now, something tells 
me that that’s not the issue at all, but when we feel angry and upset on the 
inside, our brain looks outside to try to explain it.  “Why is my supervisor doing 
this?”  Or, “Why is this happening to me?  It’s not happening to other people.”  
A lot of times what we come in with is this alcoholic who has created this 
angry crisis.  What’s happening is it may even be depression – a subjective 
experience inside that’s projected outwards.  It could actually be depression 
projected outwards as paranoia.  We could see a lot of these dynamics taking 
place, but our goal is to get back in, right?  What we say to that person is, 
“Jeesh!  I understand how upsetting this must be about your son, but tell me 
how you feel about this?”  Which is the old standard when you don’t know 
what you’re doing, you just say, “How do you feel about this?”  In that 
particular scenario, it’s probably the right thing to do.   
 
If we look at an alcoholic and addict coming into treatment – and I notice this 
a lot with adolescents – that after a certain period of time, they may start to 
get angry in treatment.  The staff sees that as a bad thing quite often.  That’s 
actually a progression when this person starts to emote and get angry based 
upon the isolation and the “I don’t want to have anything to do with this stuff!”   
 
When they get angry and start to express that anger – that’s a positive thing 
sometimes in treatment because it’s part of the grief process, right?  Any time 
we deal with any chronic illness whether it’s addiction or AIDS, we’re going to 
go through this.  A person’s going to go through the anger and the denial and 
the bargaining – all the different pieces – and so anger sometimes can be 
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looked at as part of a grief process and may be seen as very positive.  
Instead of wanting to say to this new person, “You’re a bad person” or “Cut 
that crap out!” getting them in group might be the best place to go with 
something like that.   
 
Mood swings can be secondary to altered neurotransmitters, for example.  If 
you look at the neurotransmitter alterations of alcoholics/addicts, what you 
see is a lot of norepinephrine, serotonin, and dopamine totally skewed in early 
recovery.  When we have these neurotransmitters out of whack, we can see 
anger, depression, impulsivity, any number of problematic types of feelings 
translated into behaviors that we need to look at.  Again, we can see anger 
secondary to early life issues.  This is a lot of what we’ve talked about today – 
secondary to early life hurts, if you will.   
 
 

Case Study 

A 36 year old female (Monique) had been clean and sober for 6 
weeks . She had a history of alcohol and benzodiazepine 
addiction. One day she came into her therapist’s office and said, “I 
am so angry at my son I think I am going to drink. He is smoking 
dope.” The therapist asked how long her son had been smoking 
and she replied, “10 years.” 
 
This is the case we just talked about.   Let’s look at this in a little different way 
and talk about Monique.  Well, upon that, asking the situation, “Well, how 
does that make you feel?  What’s going on?  Let’s go over your entire 
recovery plan.  Let’s see if you’re upholding that plan.  Let’s shore up your 
recovery program.”   
 
By doing that particular type of intervention, the anger was gone, we had a 
person now who was starting to think about recovery again, behave like a 
recovery person, and that’s how you’d recover, right?  By thinking and acting 
like a recovering person.  They say, “Fake it till you make it,” or whatever, but 
you act that way and that also helps the frontal cortex.  The frontal cortex, if 
you keep doing it over and over, can actually repair the old injured cells and 
can actually grow new ones.  That’s something in the last decade we’ve 
learned – that various areas of the brain can grow new cells.  We just keep 
practicing over and over and over again, and we get this part of brain to start 
to think about recovery  and we start acting like we’re in recovery, and then – 
voila! – it becomes us, doesn’t it?  It actually becomes us in time.   
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This picture is one I know you will recognize from the movie “Anger 
Management,” and I don’t know how to really comment on the effectiveness 
of Jack Nicholson’s technique, but I think I would have done anything after 
about 10 minutes just to get out from under the torture, if you will.  But, let’s 
look at anger and let’s look now clinically look at it in a different way.  We’ve 
talked about managing someone who comes in to your venue who is angry, 
dealing with the moment.  Once we’ve got a person stabilized, and we’re 
working on the anger issues in group or individual therapy, what types of 
therapies have been proven to be effective with these people?   
 
 

Empirically Proven Approaches 

 Relaxation 
o Reduce physiological and emotional arousal 

 Cognitive 
o Reduce anger inducing information processing 
o Increase problem-solving ability 

 Behavioral 
o Teach adaptive behaviors 
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Actually, there are three types of therapies.  Relaxation therapy can reduce 
the arousal, the physiological emotional arousal.  Relaxation techniques are 
very good.  Other techniques that have been proven to be effective are 
cognitive techniques.  Cognitive techniques work with the preconscious things 
we say to ourselves that cause us to behave and feel and to react 
physiologically in a negative way.   
 
In cognitive therapy we’re trying to reduce anger-inducing information 
processing.  Okay, so, what we might have is an old issue and an old thought 
pattern.  Anytime we’re in a certain situation, that old tape plays and we act in 
that old way.  We get angry, we act out, and we do whatever.  As we think 
about this, let’s look at cognitive therapy and look at it as a way to reduce the 
information that’s being fed in the brain.   
 
The preconscious negative self-talk, you can call it “stinking thinking,” or 
dysfunctional thought if you’re a cognitive therapist.  We want to increase 
problem solving ability.  How do we get a person to understand the dialog, 
and then how do we get them to change and do something differently?   
 
Along with that comes the behavioral techniques, and we often see cognitive-
behavioral techniques used together.  Sort of like in AA – take the body and 
the mind shall follow is a very nice cognitive therapy technique.  But in 
behavioral therapy, we’re really looking to teach adaptive behaviors.  
Repeating positive behaviors, going to meetings, going to church, doing those 
things one needs to do over and over again until it becomes who you are.   
 
In the same way, that when you’re an addict and you used and you thought 
like an addict, you became an addict.  Now we’re trying to get rid of some of 
that stuff, even some of the old deep-seated beliefs that we hold.  We want a 
person to regard themselves more positively. 
  
Think about why someone who’s angry would change.  You listen to angry 
people.  I do, you do.  We see it on TV.  We see it in our practices on the 
milieus.  One of the things I always notice, it is never their fault.  You ever 
notice that?  I don’t have angry people come and say, “I’m really pissed off 
and it’s all my fault!”  It’s not the way they do it.  “I’m really mad, and it’s all 
Richard’s fault!”  Then the object is a worthless ‘you-know-what.’   
 
So all of a sudden, it’s somebody else’s problem.  “If it’s not my problem, why 
are you trying to get me to change?  What you should be doing is out there 
dealing with Richard!  That jerk’s the one that needs some therapy!”  You 
know what I mean?  The thing that is so interesting about it is that angry 
people often have God on their side.   “I’m really angry at Richard.  He’s a 
worthless ‘you know what’ and God knows I’m right!”   
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Why Change ? 

 Responsibility and blame 

 Other condemnation 

 Self-righteousness 

 Cathartic expression 

 Short-term reinforcement 
 
 
 
You ever hear things like that?  I mean, that’s just the way it kind of comes 
out sometimes.  We’re seeing someone who doesn’t have any responsibility.  
They’re blaming the other person.  That other person is absolutely useless, 
and God knows they’re right!  There’s a self-righteousness about this, isn’t 
there?  When it’s not my problem, why am I going to change?  So this gives 
us a little bit of a hurdle, but if you work with alcoholics and addicts, it’s not so 
different, is it?  I mean not all of them come in and say, “Jeesh!  I’m a 
hopeless alcoholic and addict, and I need to get into some of those highly 
confrontational group meetings you have and some of those Triple-A 
meetings might be just the thing for me!”  They’re usually coming in and we’re 
dragging them screaming and yelling that they don’t have a problem.  So 
there are some similarities between our work with addicts and our work with 
people who are angry and potentially aggressive.   
 
Over the years, there has been a lot of talk about cathartic things.  You know, 
really cathartic, getting it all out.  Remember the old Bob Newhart Show?   
Remember Mr. Carlin?  That guy got mad for like 10 years!  He never got 
better, did he?  I mean, the problem that I have with cathartic stuff is that #1, it 
doesn’t work.  If you have a person cathart, and you put them into therapy 
that’s more cognitive-behavioral for a period of time and you deal with it and 
you teach them all the stuff, then that’s okay.  But you really didn’t need the 
catharsis to do that.   
 
But if you get someone who’s in alcoholic/drug treatment – and I’ve seen this 
happen – and they’re in a group and they’re doing a role play and they’re 
taken back to the womb, because their mom was using drugs while she was 
pregnant with the patient.  This person is angry and they’re breaking out, and 
the clients are holding him in with all of the Styrofoam.  You may have seen 
some of these types of things.  They’re not necessarily bad at all.  I mean, 
some of it can be very good, but you have to have great follow-up if you’re 
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going to do that.  If you’re going to open that up, you better have explicit 
follow-up because think about this – this guy was in his last day of inpatient 
treatment.  They did this role play.  He got angry.  I mean, he was sweating.  
His shirt was all ripped.  After it was over, the therapist that I was observing 
and all the patients got around him, and they sat on the floor and they told 
him how wonderful it was he got in touch with his anger, with his rage.   
 
To me, that’s just practicing to go home and beat the heck out of his wife 
again because he was in here for domestic violence and alcoholism.  Now, 
how could you do something like that?  That’s malpractice to me.  I mean, 
actually its basic rehearsal for being angrier.   
 
I would say to you also, that if you ever see a book Ten Quick Steps to 
Getting Rid of Your Anger, don’t ever waste your money on it.  This is too 
complex.  This is just too complex.  It really is.  Everybody is so different.  We 
have to know where they’re coming from, who they are.  Ten steps are nice, 
but they don’t work.  I mean, if it was all that easy, life would be so simple, 
wouldn’t it?  Now, 10 Steps to Getting Rid of Schizophrenia and 10 Steps to 
Getting Rid of something else.  You know, it might be good to think through 
and if it suggests different things you can do, it can be helpful.  Often with the 
clientele we work with, it doesn’t account for all those old belief systems and 
all that other stuff that’s not always conscious.   
 
 

Therapeutic Relationship 

THE ESSENCE OF A RELATIONSHIP OCCURS IN A MOMENT. 
THE DEPTH OF THE RELATIONSHIP TAKES TIME.  WHY IS IT 
THAT ONE STAFF MEMBER CAN WALK INTO A ROOM AND 
THE CLIENTS IMMEDIATELY CALM DOWN WHILE ANOTHER 
STAFF MEMBER WALKS IN THE ROOM AND ALL HECK 
BREAKS LOOSE? THE ESTABLISHMENT OF THE 
RELATIONSHIP IS A PRELUDE TO CLINICAL 
EFFECTIVENESS. 
 
I think that it behooves us to again be client focused.  You know, listen to the 
client as we talked about at first.  The assessment.  Get the information, listen 
to the client, and be congruent.  The treatment plan.  You can be the best 
cognitive therapist, best behaviorist, best whatever, but without the ability to 
establish a relationship, how well does it work?  It really doesn’t, does it?  
Historically, actually in 50 years of research, the only thing we know is that 
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the therapeutic relationship is the one thing that has the highest predictor of 
positive outcome.   
 
Again, we go right back to what you bring to the dance – right? – ‘who you 
are’ is the most important feature here.  The essence of a relationship, I 
believe, occurs in a moment.  A lot of people say, “Oh, it takes a long time to 
develop a relationship”; but you develop an initial impression just like that, 
don’t you?  You go to the dentist or the doctor.  You probably get an initial 
impression of everybody you meet.   
 
Let’s talk about relaxation therapy and how we would want to implement it.  
Now, in relaxation therapy, the following is probably something we want to do 
very, very early.  Because later on in group or in individual when we do role 
plays, we want them to practice this.  We’re going to work with relaxation 
stuff, maybe some cognitive strategies, behavioral strategies, and then we’d 
like to put them into groups, role plays or different scenarios and allow them 
to practice these things in a manageable situation – a safe place like group to 
get some practice in.   
 
 

Relaxation Therapy 

 Start early  

 Techniques include: 
o Control breathing 
o Voice tone and tempo 
o Progressive relaxation 
o Caution with mental imagery 

 

 
This is something we would start early, and there are a lot of techniques that 
you can use.  The one thing I would stay away from is mental imagery until 
you really know your client because you can take a person to the wrong 
place, or they’ll end up in a bad place.  I’ve seen this done with Vietnam 
veterans and others.  I would stay away from anything along that line.  I’d 
work mostly with breathing control  –  the deep breaths from the stomach.  
You know, if you just try that yourself, three deep breaths, breathing in 
through the nose and out through the mouth, you can actually change your 
experience.  You can alter your experience.   
 
There are a lot of ways to alter experience.  If you cross your eyes over your 
nose, you can get a weird phenomenon.  People who are kinesthetic tend to 
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do that when you ask them questions, and our feeling people will often do 
that, they look down across their nose.  If you just try it, you’ll get a weird 
feeling sensation from it.   
 
Controlling breathing, voice tone and tempo.  Try to get people to slow down 
their talk.  For example, if it’s chatter in their head, slow it down.  Or when 
they notice themselves talking, make a conscious effort to say things just a 
little bit more slowly.  When they start to slow down the tempo as well as alter 
the tone on the voice, it has almost a hypnotic quality.  Even with voice sorts 
of things, we can help people make some changes.  We use progressive 
relaxation a lot, mostly muscle relaxation.  What I found is with a client, you’ve 
got to deal with this stuff on the fly.  You can’t say to your boss, “Sorry, I’ve 
got to go over and play my 60-minute relaxation tape.”  You know, that 
doesn’t work, does it?  Right in the middle of something in a relationship, that 
doesn’t work.  So we have to give him very portable interventions.   
 
What I find is that the lower legs and the toes seem to be effective for some 
people.  Just scrunching them, releasing them, scrunching them up, and 
releasing that several times may be very helpful.  Also, if you can help a 
person to understand where they harbor stress  –  in their stomach, up in their 
shoulders, in their neck, etc.  For example, I can reach behind my back with 
my hands and flex while talking to you.  You might think, “Jeesh!  This guy’s a 
little strange.  Maybe he has some sort of neuromuscular disorder.”  I can 
literally do these things and carry on a conversation.  It kind of helps me to 
break the dynamic.  A lot of times, the physical response may trigger the 
cognitive response.   
 
If we look at progressive relaxation, another thing that I found that works with 
adolescents and not quite as well with adults, but is pretty good.  Imagine 
taking all the anger and moving it to your body and having that anger in one 
of your hands and just getting that hand tighter and tighter and tighter and 
feeling all that anger going to it., and just let it go.  You’ll have a marvelous 
kinesthetic experience.  It’s a whole body experience.  It’s very nice.   
 
We can teach little things like this. I try to identify and teach three or four 
different things.  Ask them which ones they think works the best because if 
they believe it works, it’s probably going to work, right?  Then take those two 
things they believe that are going to work the best and really work on 
practicing those and honing those skills.  Relaxation can work for us in this 
way.   
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Case Study 
 
Samantha was a 17 year old female who smoked marijuana 
because it helped her to “mellow-out”. In early recovery she was 
having problems with anxiety and anger. Her therapist taught her 
several strategies that involved tensing and relaxing muscles 
along with cognitive and behavioral techniques. 
 
I’ll give you a case; Samantha, a 17-year-old female, who smoked marijuana 
because it helped her mellow out.  When you listen to people who smoke 
dope, they talk about “let’s go mellow out,” “let’s go chill.”  Kids got it right, 
“let’s go get stupid.”  You know?  But in early recovery, she was having 
problems with anxiety and anger.  Her therapist taught her several strategies 
involving tensing and relaxing muscles along with cognitive and behavioral 
technique.   
 
Now, I’m going to talk to you about the behavioral and cognitive technique 
here in a minute, but there’s one thing about Samantha that I really want to 
address here, and that is marijuana.  With many of your marijuana clients, 
you’re going to find that beneath it is anger  –  lots of anger and sometimes a 
lot of anxiety.  But when a person uses marijuana, it seems to reduce anxiety 
and anger.  Even in the schizophrenics who smoke marijuana, I think they get 
sort of a reduction in anxiety, and that’s one of the reasons that I think they 
use it.   
 
I think that Samantha  is a young lady who has a lot of anxiety and anger, and 
when she smokes it often goes away.  Now she’s not smoking dope, and 
she’s got all the anxiety and anger, so we’ve got to help her with that.  If we 
don’t, she’s going to end up smoking dope again.  So, if we look at this, what 
might we do if we looked at cognitive types of strategies?   
 
Let’s briefly talk about what cognitive therapy is.  Cognitive therapy has a few 
things in it that I think are nice.  One is that it is somewhat regressive in the 
way that it looks at development.  It understands that the automatic thoughts 
that cause you to behave in a self-destructive way often come from old belief 
systems that were established in the past.  And I think that is a good piece of 
what cognitive therapy is about.  It’s not totally here and now.   
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COGNITIVE THERAPY 
  
SITUATION    →      AUTOMATIC   →    BEHAVIORS,  

THOUGHT   EMOTIONS, PHYSIOLOGY 
 
 
 
As we look at this, what a cognitive therapist would say is that there are 
situations that trigger an automatic thought.  This automatic thought causes 
behavior and emotions and physiology to change.  If you’re a cognitive 
therapist, what you believe is that you have a client and they have “stinking-
thinking” or some unconscious negative self-talk, depending upon your  
orientation  –  negative self-talk.  What happens is that this self-talk triggers 
and precedes the behavior.  The behavior may be doing something 
aggressive.  The emotion may be the anger and rage.  The physiology may 
be the changes that are happening in the brain in the amygdala and other 
areas of the brain.   
 
If you’re a cognitive therapist, you’re thinking  –  thinking first and then 
behavior, physiology, and emotion.  Now, if you’re a behaviorist, you could 
probably put behavior where automatic thought is and say what happens first 
is the behavior and that causes you to think in a bad way and feel in a bad 
way and causes your physiology to change.   
 
The thing that’s so important to remember is they’re all connected.  If we’ve 
got someone who’s angry  –  whether we’re coming at them from a cognitive 
perspective, a behavioral perspective, and/or relaxation perspective – we’re 
automatically dealing with everything else:  thoughts, behaviors, physiology – 
all of these things work together.  We have to choose where we want to start.  
 
The best way to choose that is to let the client tell you.  If they come in and 
they have a lot of “stinking-thinking” and they’re going, “Jeesh!  You know, I’ll 
never make it.  I always screw everything up.  I’d be better off if I was dead,” 
that might be a place where a little cognitive therapy might be pretty good.  If 
you had a client who went in and relapsed and their behaviors were that they 
just totally wouldn’t get into a recovery or any behavior at all, and they didn’t 
follow through on any of their behavioral plans.  Maybe the first thing to 
address is the behavior and what’s holding them back from doing that, which 
is probably the fact that they’re in precontemplation or contemplation and not 
ready to make the change yet. This might be one good way of understanding 
why they’re there.   
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But, you see, it depends upon our orientation.  I would think that it’s best to 
have all of these orientations and to have a pretty good kit bag of things to 
use here.  We haven’t mentioned insight-oriented therapy.  With some of the 
real old issues – the old hurt issues – we may actually have to go back and 
work with some of those things, and there are many things that can do that 
from Gestalt to psychodrama to dynamic therapy to Adlerian therapy.  There 
are a lot of ways that we can do that.  We can do it with art therapy.  There 
are so many different ways.   
 
If we were a cognitive therapist working with automatic thoughts, what we’d 
want to do is get the client to start to keep a little log of their automatic 
thoughts of things they say to themselves, and it’s a good thing to do to 
practice that for a week or so.  Just keep a little log with you and anytime you  
start to have a thought in your head that you’re sitting there saying to yourself, 
write it down and try to look at which ones are positive for you and which ones 
are negative for you.  You can actually change them.   
 
I remember years ago (probably 20 years ago) I was doing a lot of workshops 
on the road and I would get tired.  I would say, “Jeesh!  I feel so tired.”  It’s 
like my whole body would crumble.  But instead of that when I said, “Jeesh!  
This is a lot of fun!  We just have a little while to go!  Let’s have a good time 
with it,” I got energized, I felt good.  My whole posture changed.  I think we 
can change so much just by changing our thoughts.  
  
 

Cognitive Therapy-Dysfunctional Thought Record 
 

SITUATION AUTOMATIC  
THOUGHT 

  EMOTION ALTERNATE 
RESPONSES 

  OUTCOME 

SAMANTHA 
MET A NEW 
FRIEND 
WHO SAID 
HE WOULD 
CALL HER 
AND DID 
NOT  

“HE REALLY 
DOESN’T 
LIKE ME” 
 
“WHY DO 
PEOPLE 
ALWAYS LIE 
TO ME” 

ANGRY 
HURT 

“MAYBE HE IS 
BUSY” 
“MAYBE HE 
WILL CALL IN 
THE NEXT 
TWO DAYS  
IF HE DOESN’T 
I WILL CALL 
HIM 

HER FRIEND 
DIDN’T CALL SO 
SAMANTHA 
CALLED HIM,HE 
WAS GLAD TO 
HEAR FROM 
HERE AND THEY 
ARE GOING OUT 
ON SATURDAY 
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If we look at it from a cognitive therapy perspective, let’s go back to the case 
of Samantha.  Let’s look at something that happened to her in her early 
recovery.  Samantha met a new friend who said he would call her, and he did 
not.  She’d been in recovery maybe 6 months and really not looking for any 
heavy relationships, but she was trying to develop friendships and meet 
people.  She had a date with this young man, and they seemed to hit it off 
very well.  She thought they both had a great time, and she really was looking 
forward to him calling again.  When he didn’t call, her automatic thought – the 
old self-defeating thought – was, “He really doesn’t like me.  Why do people 
always do this to me?  Why are people always screwing me over like this?  
Why are people always lying to me?”  This is the old general negative self-talk 
pattern.   
 
When we have that type of self-talk, there are a wide range of emotions that 
we might experience. Anger and hurt are very logical, and that was the 
experience with Samantha.  She felt very angry, very hurt, and in terms of the 
therapist’s role here, we would look at alternate responses.  How else could 
she conceptualize this – using a good thought word, conceptualize – how 
could she conceptualize this situation in a way that’s much more productive 
for her and helps her emotionally?   
 
For example, with the help of a therapist, maybe we can come up with a lot of 
different things.  Maybe he’s busy.  Maybe he just hasn’t had time to call.  
Maybe you should call him.  Maybe you should wait a couple days and see if 
he calls.  Then if he doesn’t call, why don’t you give him a call?   
 
In this situation a strategy that was comfortable for Samantha was that she 
was going to wait a couple days.  If he didn’t call, she was going to call him.  
In fact, that’s what happened.  When she talked to the young man, the 
outcome was a positive one.  They got back together.   
 
Now, what if it was, “I never want to see you again.”  I mean, a  possible 
outcome is also the worse case scenario, right?  What if it doesn’t work out?  
Is this the worst thing that ever happened to you?  This is not the end of the 
world.  Life will go on.  You’ll meet other people.  Try to get a person from this 
negative, generalized, sort of self-defeating perspective.  When we do this 
and we help a person grow in this way – by going through this and solving 
this problem on their own and coming out of it with a different problem-solving 
strategy, we’ve given them a gift.  We’ve used their utility.  Things that they 
had inherent in them, but we’ve helped them understand how to make it work 
a little bit better on the inside.   
 
We can see this, for example, around one year in the program.  At one year in 
the program, a person thought everything was going to be wonderful.  At one 
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year they still had screwy relationships, things weren’t very good.  So what 
happened?  They started to think, “If this is what recovery is all about, I might 
as well get drunk!”  And so they’re feeling frustrated and angry, and so that 
alternative response might be, “Well, let’s look at early recovery.  Tell me 
about when you came into treatment.  Let’s go back to that picture.  Who you 
were, all the problems you had.  Now let’s look at the picture of you today.  
What do you look like today?  Do you believe that today you’re much better 
off than you were a year ago?”  It doesn’t take a rocket scientist to figure out 
that generally that’s pretty true.  In that case, what we’re looking for is an 
outcome that would be more along the lines of gratitude.  So, again, a way of 
thinking. 
 
 

Cognitive Therapy – Reframes 
 

 CT: “My mother is always angry at me.” 
 TH: “Let’s see you are 15 yo and have been around you 

mom for 5475 days. In all of these days she has always 
been angry at you?” 

 CT: “Well no-not everyday” 
 TH: “Tell me about one of the days that you really had fun 

together.” 
 
 
Now, there are a lot of different types of strategies.  Some of my favorites are 
reframes – cognitive reframes.  When you’ve got someone coming in, in 
absolutes, who is angry, you can’t work with it.  You know?  For example, “My 
mother is always angry at me.”  I mean, what do you do with that?  You see, 
we act as salespersons.  I think that more than anything else, we try to get a 
client to see something in a brighter way, in a different way, in a more positive 
way, a more recovery oriented way.  In this situation – my mother is always 
angry at me – I might respond by saying, “Well, how old are you?  Fifteen 
years old.”  And I might multiply 15 times 365 days in a year and come up 
with a number about 5,475 days.  I’m doing this and saying, “Jeesh!  Let me 
figure this out.  Fifteen years (I’m very serious about this) times 365.  You 
know, 5,475 days that you’ve been with your mother since you were born, 
and you mean to tell me every moment of those 4000 plus days your mother 
has been angry at you all the time?”   
 
Now, I don’t think it’s possible for a person to be angry that long consistently.  
The client’s going to naturally say, “No, not all the time.”  Now, I’m right where 
I want to be because my response is, “Tell me about one of those times when 
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you and your mother really got along.”  Now that’s where we can work, right?  
Because our follow-up to that is, “How could we create a situation where you 
and your mother can have better days, and you wouldn’t feel hassled all the 
time,  and feel like your mother’s always looking over your shoulders and you 
could have a little more freedom?  And you’d do better and your mom would 
do better.”   

That’s what we can do.  We can help people change in that positive way, but 
to sit there and argue, “She’s not really angry all the time, is she?”  “Yes, she 
is!”  “No, she’s not.”  “Yes, she is.”  I mean, this is stupid.  I’ve seen clinicians 
try to do that – convince a client that mother wasn’t always angry.  You’ve got 
to take an angle with that, and that’s why I’m talking about reframe.  That’s 
what a salesperson does.  You know, the same way with a car, right?  They 
want to get you to see that car just the way they do  with those leather seats 
and that panel that looks like a 747.  It’s a hook, isn’t it?  It’s a nice hook, but 
it’s getting you to see that product they way they do.  Not seeing it as 
something you can’t afford.  So if we look at this, we can use different types of 
reframes to be helpful cognitively.   

Cognitive Therapy – Reframes 

 CT: “I get so mad when my husband says,' Are you going
out to another meeting’?”

 TH: “You have been clean and sober for over 90 days now
and you average 4 meetings a week…so that’s 48 meetings.
So your husband has said this to you approximately 48
times.

 CT: “Yes”
 TH: “Why does this still surprise you.”

Let’s look at another one.  “I get so mad when my husband says, ‘Are you 
going out to another meeting?’”  We need a little couples’ therapy here – but 
we’ve got a husband who is seeing his wife who used to go out drinking and 
drugging, now she’s going out to these meetings.  What’s the difference?  
You know what I mean?  When we look at something like that, we’ll go it just 
a different way, and this technique is one where no matter how they respond, 
you’ve got a nice out, okay?  I would like to say to her, “You’ve been clean 
and sober for over 90 days now, and you go to 4 meetings a week, so that’s 
about 48 meetings.  You mean to tell me that for all these 48 meetings, every 
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time you went out, your husband was angry?  And that you were angry 
because your husband was angry at you - because you’re always going out.”   
 
What if she says, “Yeah.”?  Then my response is going to be, “Well, why does 
it still surprise you?”  You know, if you think about it, we’ve got ways that we 
can deal with this that are therapeutic no matter what type of response we get 
here.  These are some of the cognitive things that we might do.   
 
 

Behavior Therapy 
 

STIMULUS  →  RESPONSE 
 

 Setting Limits 
 
 
Now, behavioral therapy is basic stimulus response, okay?  If we have an old 
stimuli, we have the same response.  It’s like an alcoholic walking past their 
old watering hole.  Sometimes come in and say, “Well, Jeesh, I wasn’t 
planning on drinking, but before I knew it I was sitting there, you know, 
ordering a shot and a beer.”  When we understand how all of these little 
anchors and situations, the old stimuli are stored in the brain, we can be 
aware of the pattern.  Once we introduce that person to it, especially in early 
recovery, basically there’s a pattern that happens every time they do that, 
right?  It’s like a trance.  I can say that it is almost similar.  Have you ever 
driven home and not quite remembered getting home, or you were going to 
go some place else, but you ended up going home?  It’s almost like a trance, 
isn’t it?  It’s almost like your executive functioning is working, but you’re some 
place else for awhile.  It’s an interesting thing to think about.  The old 
response is the old way we do things.  You know, if we always go home this 
way and we’re going that way, we don’t always even remember it anymore.  
We’ve just got parts of us that are in charge, thank goodness.   

 
We could also talk about setting limits as a behavioral strategy.  Let’s look at 
some of the things we might do.  But first, I’ll show a picture of a fellow, Lyle.  
I actually had a guy who looked exactly like this guy in treatment, and I’m 
going to tell you about him a little bit later, but he was quite a character.   
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Behavior Therapy – Changing the Response 

57 yo male (Lyle) came to treatment with his wife. She said, “My 
husband gets mad at other drivers, starts to curse and gives them 
obscene gestures. He is going to get us killed.” Lyle said, “I cannot 
help it. Those idiots on the highway really make me nuts.” His wife 
stated, “We drive a VW and last week the driver of a large truck 
chased us off of an exit ramp.” 

Lyle is a 57-year-old male, who came to treatment with his wife.  His wife got 
him to treatment, and she said, “My husband gets mad at other drivers.”  This 
was sort of a typical road rage scenario.  “And he starts to curse and gives 
them obscene gestures, and, you know, he’s going to get us killed.”  Lyle is 
there saying, “Well, you know, I can’t help it, you know?  They really irritate 
me.  They’re such jerks out there.”  Lyle’s an interesting guy.  He was an old 
Vietnam vet.  He was a good guy.  You know?  He was just having a few 
problems.   

Right before they came to see me, he was going down an Interstate and he 
was flipping the bird to this truck driver, and the truck driver actually went off 
the exit after him.  Lyle and his wife drive a Volkswagen, which is not exactly 
the ideal road rage car, you know?  A tank may be better.  If we looked at this 
particular scenario, Lyle would be a difficult person to work with, wouldn’t you 
think?  He’s dead set on the fact that what he’s doing is exactly right.  But 
he’s come in, and I’m only going to get one shot at him.   

When I listen to him, I try to understand where he’s coming from.  I said, 
“Look.  Lyle, I know you don’t want to be here, and I understand that – and 
that’s okay with me – but I appreciate you coming in.  Let’s do this.  I’m going 
to ask you to do one thing this week – just one thing.  Change one behavior 
this week.  When you come in next week to see me, if this has not been 
helpful and if your wife’s not more satisfied and you’re putting your family in 
less danger – if that’s not happening – you know, you can try another 
therapist or do what you want.  But if this works, I want you to sign a contract 
with me that you’re going to work on this issue.”  In a contract, I might make it 
closed ended or open ended or whatever, probably closed ended in 5 or 6 
sessions, and then renegotiate if there’s probably a better way to do it.   
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 I said, “When you’re riding down the highway and somebody really makes 
you mad – like a truck driver or something like that – I want you to feel it.  I 
want you to really feel it.  I want you to feel that anger with that brain you’ve 
got, and instead of flipping him the bird, I want you to flip him a peace sign.”  
This guy’s from the 60s, you know, a peace sign.  So, it was really interesting.  
He’s going down the road, and he’s doing this to truck drivers and others, and 
what they’re doing is they’re blowing their horn and giving him the peace sign 
back.  So the next week he comes in.  His wife’s ecstatic.  No one had 
chased them off an exit.  This guy still had big problems, right?  But in using a 
little behavioral strategy, I just changed the feedback, the loop so to speak.  
He then signed on for about 6 sessions, and we were able to look at where 
some of this anger came from.   

This is basically stimulus response, right?  We’ve changed the stimuli from 
flipping the bird to flipping the peace sign, and it actually worked.  I’m not 
saying these are wonderful techniques you should try on a lot of people, but 
in that situation, it was one understanding he was from the 60s and other 
things that were going on with him.  It was one I thought would work because 
of the response he would get.  I knew when he shot peace signs to people, 
they would not get angry at a peace sign.  They would either shoot one back 
or ignore him.  His wife was a whole lot happier about that, and he was happy 
that his wife wasn’t always on his back.  So we did get a little bit of positive 
out of this.   

Behavior Therapy – Changing the Response 

CT: “When I talk to my sister on the phone, she keeps telling me 
that I am not an alcoholic.” She says, "With will power you 
can control your drinking.” 

TH: “How does that make you feel.” 
CT: “Angry and Frustrated. She just cannot admit that alcoholism 

runs in our family.” 
TH: “For right now, why don’t you email your sister instead of 

speaking with her on the phone.” 

Now, in terms of behavioral therapy, we can change the response.  When 
families are in chaos, or let’s say mom or dad dies and they’re fighting over 
inheritance, or sisters who can’t get along and all these things we run into 
sometimes.  Every time they get on the phone with each other, like someone 
in early recovery trying to talk to their parents, they always get angry at each 
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other, and it always ends up very poorly.  For example, a client says, “When I 
talk to my sister on the phone, she keeps telling me that I’m not an alcoholic.  
She says, ‘With will power, you can control your drinking.’”  This happens a lot 
in families.  They don’t want to admit that there’s alcohol addiction in the 
family, so they say, “Well, maybe you had a little problem with the drug, but 
you can still drink, can’t you?” or something like this.   

We’ve got a situation and every time they get on the phone with each other or 
talk personally, this is one of those little hot points, and as soon as that 
happens, everything goes sour.  They walk away mad at each other.  At this 
point I said, “Well, how does this make you feel?”  And the response is, 
“Angry and frustrated.  She just cannot admit that alcoholism runs in our 
family.”  I told her, “For right now, why don’t you just e-mail your sister?  Send 
her e-mails, send her letters.”  I’ve had clients who’ve worked through family 
disputes where they couldn’t get on the phone actually e-mail and write 
letters.  I mean, even in the e-mail they can throw a little something in there, 
but they just can’t do it the way they can do it when they’re in person or on the 
phone.  I try to keep it a lot less subjective, more objective in trying to work 
things out.  I think that these are simple things that we might think about.  Just 
trying again – changing the pattern, change what we’re doing.  Sometimes 
the simple ones are the best. 

Behavioral Exposure 

 CT: “I am afraid to go home for Christmas because everyone
will be drinking.”

 PLAN:
o Use group role play to provide hypothetical exposure
o Incorporate relaxation and cognitive techniques
o Limit “in vivo” exposure
o Create a safety plan

Another one.  “I’m afraid to go home for Christmas because everybody will be 
drinking.”  The person is in early recovery, and we’ve got to help them out 
with this.  There’s a part of them that really wants to go home and see the 
kids and be a part of Christmas, and it’s an important thing for them to do – to 
come back into the family.  So as we look at this, we can come up with a plan. 
We could use role play as a behavioral exposure technique to create just 
practice.  Now, we could also, in this practice, have them use the relaxation 
stuff, the cognitive things they’ve learned.  We want them to use all of these 
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things when we put them under the gun in something like a little behavioral 
exposure technique.  So we might have the group role play to provide the 
exposure, and then we want to incorporate relaxation and cognitive 
interventions into what we’re doing and right now we’re limiting the in vivo 
exposure.  We’re trying to keep her a little bit away from the family – maybe 
e-mailing or doing whatever – but when we do this, we practice in having the
patients take on various roles, and we try to help her come up with a
behavioral safety plan.

Safety Plan 

 On a 3x5 index card
o If things get too heavy at home during Christmas I will:

 Call my sponsor
 Find a meeting to attend
 Practice my relaxation technique
 Use the cognitive strategies I have learned in

treatment
 If I need to, I can always leave

In this case, the safety plan was very, very simple.  Often I do these on 3 x 5 
index cards.  What it might say is, “If things get too heavy at home during 
Christmas, I will ___.”  Okay?  So remember, when excitation takes over 
inhibition, or E over I, we lose stabilization, the frontal cortex isn’t in charge. 
We want is something that pulls it right back, gets the intellect back over the 
emotion, and gets our frontal cortex to be the one that’s in charge.  We also 
had her go early in the morning, spend the day with the family, and in the late 
afternoon, she left.  The reason for that is the drinking started in the late 
afternoon, and that’s when things would probably be worse.  In the safety 
plan – call a sponsor, find a meeting to attend, practice your relaxation/your 
cognitive strategies.  If you need to, you can always leave.  Give them 
therapeutic injunction to walk away if they need to.  Right now their recovery 
is going to be more important than what might happen in terms of trying to 
convince this family that alcohol runs in it.  When we start to look at this, a 
safety plan may be something that’s valuable to us.   
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Use of Humor 

 CT: “My supervisor is a “flaming asshole” and every time I
am around him I get angry.”

 TH: “I’ve never seen a flaming asshole, can you draw me a
picture of one?”

 CT DRAWS A PICTURE

 TH: “Every time you see your supervisor, think of this
picture.”

Lastly, I just want to talk about the use of humor.  Sometimes humor is sort of 
a helpful side door that we can use with certain clients.  For example, I had a 
patient once who came in and said, “My supervisor’s a flaming asshole.”  
Now, I’ve never seen a flaming asshole before.  I don’t know what one looks 
like.  So I actually got him a piece of paper and said, “Well, show me what a 
flaming asshole looks like.”  His butt wasn’t so good, but the flames were 
exquisite.  I’m talking about nice yellows and oranges and reds, and he did a 
great job.  He drew the picture, and I said to him, “From now on, every time 
you see your supervisor, you see this flaming asshole.”  He came back the 
next week, and he was so happy.  He said, “When I see my supervisor, I 
smile at him or I laugh.  He doesn’t know what’s going on, you know?”  But 
they’re not getting into arguments.  I’m buying a little time, okay?  I know this 
guy needs a lot more than that, but I’m buying him a little bit of time.   

I think that sometimes we can use various strategies that can be helpful.  I 
think that the combination of relaxation, humor, cognitive behavioral 
strategies, sometimes medications if there are more psychiatric problems – 
use of the appropriate medication – I think that there are a lot of ways we 
could approach this clientele, and especially in early recovery.   

Anger is an issue that I would always want to look at.  I think that it’s one that 
if we can help them get under control and give them some different ways to 
manage it, we can give them a lot of things that can help them to have a 
much more rewarding recovery. 
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Appendix A: Post Test and Evaluation  for Treatment of 
Anger and Aggression in Early Recovery  

Directions:  To receive credits for this course, you are required to take a post 
test and receive a passing score.  We have set a minimum standard of 80% as 
the passing score to assure the highest standard of knowledge retention and 
understanding.  The test is comprised of multiple choice and/or true/false 
questions that will investigate your knowledge and understanding of the materials 
found in this CEU Matrix – The Institute for Addiction and Criminal Justice 
distance learning course.   

After you complete your reading and review of this material, you will need to 
answer each of the test questions. Then, submit your test to us for processing. 
This can be done in the following manner:

Submit your test via the Internet. All of our tests are posted electronically,
allowing immediate test results and quicker processing. First, you may want
to answer your post test questions found at the end of this appendix. Then,
return to your browser and go to the Student Center located at:

http://www.ceumatrix.com/studentcenter 

Once there, log in as a Returning Customer using your Email 
Address and Password. Then click on ‘View Lesson Quiz’ and you 
will be presented with the electronic exam.

To take the exam, simply select from the choices of "a" through "e" 
for each multiple choice question. For true/false questions, select 
either "a" for true, or "b" for false. Once you are done, simply click 
on the submit button at the bottom of the page. Your exam will be 
graded and you will receive your results immediately. If your score is 
80% or greater, you will receive a link to the course evaluation. You 
will also receive a link to the Certificate of Completion. This is the 
final step in the process, and you may save and / or print your 
Certificate of Completion.

If, however, you do not achieve a passing score of at least 80%, you 
will need to review the course material and return to the Student 
Center to resubmit your answers.

NOTE: THE EXAM QUESTIONS AND /OR ANSWERS MAY BE IN A
DIFFERENT ORDER IN THE ONLINE EXAM 
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Answer the following questions by selecting the most appropriate 
response.   

1. The number one cause of death for those addicted to stimulant drugs is:

a. car accidents.
b. violence.
c. heart attacks.
d. strokes.
e. gun shot wounds.

2. Anything that  _________ higher brain function often leads to acting out.

a. increases
b. promotes
c. inhibits
d. stimulates
e. intensifies

3. Research from the University of Chicago, suggests that for people who are
very impulsively aggressive, the use of which of the following chemicals can
be helpful to them?

a. Valium
b. Iron
c. Salt
d. Lithium
e. Alcohol

4. “Elaboration therapy” seeks to get the client to function from this part of the
brain.

a. Cognitive
b. Emotive
c. Lower
d. Middle
e. Auditory

5. Anger sometimes can be looked at as a part of the grief process.

a. True
b. False
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6. Which of the following techniques does Nuckols suggest should be avoided
until the counselor really knows the client?

a. Relaxation training
b. Assigning homework
c. Mental imagery
d. Role playing
e. Expressing strong emotions

7. When a person uses marijuana, it seems to reduce:

a. automatic thoughts.
b. blood sugar levels.
c. irrational spending.
d. sexual expression.
e. anxiety and anger.

8. Behavioral therapy is based on the simple phenomenon of:

a. stimulus response.
b. anticipatory response.
c. automatic response.
d. reward and punishment response.
e. delayed response.

9. During the later stages of dependence, alcohol can cause a decrease in this
neurotransmitter.

a. Dopamine
b. Norepinephrine
c. Anabolic steroids
d. Lithium
e. Serotonin

10. If you are a cognitive therapist you would call “stinking thinking:”

a. irrational.
b. dysfunctional thought.
c. self-defeating.
d. childlike behavior.
e. of no importance in therapy.
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11. Controlled breathing, voice tone and tempo are techniques commonly used
in:

a. Gestalt Therapy.
b. Regression Therapy.
c. Psychodrama Therapy.
d. Family Therapy.
e. Relaxation Therapy.

12. According to some of the literature about _______ of people on death row
have a history of violence and drug use:

a. 50%
b. 60%
c. 70%
d. 80%
e. 90%

13. Research indicates that the brain is developed from:

a. the bottom up.
b. the top down.
c. the middle upward.
d. the middle downward.
e. trial and error.

14. In order to use the cognitive and behavioral recovery strategies taught in
treatment, Nuckols suggests we help the client increase:

a. excitation over inhibition.
b. inhibition over excitement.
c. stabilization of the frontal cortex.
d. stabilization of the mid brain.
e. emotion over intelligence.

15. Most violence against children is committed by

a. men.
b. children.
c. adults.
d. women.
e. All of the above
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16. One of the main principles Nuckols suggests in this course is that violence
is:

a. encouraged in contact sports.
b. learned with video games.
c. learned early in school.
d. learned at home.
e. often disregarded by legal authorities.

17. The highest predictor of a positive outcome in therapy is:

a. for the counselor to be in recovery.
b. for the counselor to be the same sex as the client.
c. a strong therapeutic relationship.
d. a long term counseling relationship.
e. consistent use of behavioral therapy techniques.

18. Which of the following dynamics is characteristic of Cognitive Therapy?

a. Situation; automatic thought; behaviors
b. Emotions; thoughts; behaviors
c. Thoughts; behaviors, situation
d. Situation; emotions; thoughts
e. Thoughts; behaviors; emotions

19. In the case history example with Lyle, Nuckols contracted for how many
counseling sessions?

a. 12
b. 3
c. 18
d. 10
e. 6

20. When excitation takes over inhibition we lose:

a. control.
b. stabilization.
c. intensity.
d. personal power.
e. sobriety.
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21. Nuckols asserts that beneath most anger is:

a. anxiety.
b. hate.
c. sadness.
d. mental illness.
e. fear.

22. The majority of stress response related systems are located in this area of
the brain.

a. Locus ceruleus
b. Frontal cortex
c. Midbrain
d. Limbic system
e. Hypothalamus

23. Which of the following techniques is NOT a common practice in cognitive-
behavioral therapy?

a. Reframing
b. Setting limits
c. Homework assignments
d. Practice expressing strong emotions
e. Developing a safety plan

24. Which of these terms refers to the escalation of the dose of steroids?

a. Ranking
b. Plastering
c. Pyramiding
d. Pouring
e. Peeling

25. Most violence against men is committed by:

a. women.
b. law enforcement officers.
c. men.
d. adolescents.
e. older adults.
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26. In research conducted by Maine and George, toddlers without an abuse
history responded to the crying of the child in which of the following ways?

a. Ignored the child
b. Hurt the child
c. Asked an adult to help stop the child from crying
d. Continued to play with their toys
e. Tried to console the child

27. In Father Martin’s “Chalk Talk”, “I over E” refers to:

a. instinct over extroversion.
b. introverts over extroverts.
c. intelligence over emotion.
d. intelligence over extroversion.
e. introversion over emotion.

28. The frontal cortex is typically fully developed in women by age:

a. 20.
b. 17.
c. 24.
d. 12.
e. 28.

29. A child growing up in a traumatic environment will develop an exceedingly
active:

a. frontal lobe.
b. brainstem and midbrain.
c. intelligence.
d. motor skills.
e. need for risk taking behaviors.

30. In the case history example of James, the primary reason for his
inappropriate behavior with his 7 year old step-daughter was:

a. alcohol intoxication.
b. drug addiction.
c. stimulant abuse.
d. frontal cortical surgery.
e. delayed sexual addiction.
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31. In order to be an effective clinician, Nuckols recommends lifelong:

a. self denial.
b. self discovery.
c. self promotion.
d. therapy.
e. self discipline.

32. Nuckols suggests that relapse is most often associated with:

a. anger and frustration.
b. anger and drug use.
c. anger and broken relationships.
d. anger and depression.
e. anger and isolation.

33. In the case history of Monique, Monique had a history of:

a. simple alcohol dependency.
b. sexual abuse.
c. alcohol and benzodiazepine addiction.
d. stimulant abuse.
e. None of the above

34. “Various areas of the brain can grow new cells.”

a. True
b. False

35. Nuckols explains that at the present time there are three empirically proven
psychotherapeutic approaches to managing anger and aggressive behavior.
Which of the following three combinations does he suggest?

a. Cognitive, emotive, psychodrama
b. Cognitive, behavioral, relaxation
c. Relaxation, bibliotherapy, journaling
d. Psychodrama, relaxation, behavioral
e. Stress reduction, behavioral,  relaxation

36. One of Nuckols primary beliefs is that anger is:
a. often not treated effectively.
b. a secondary emotion.
c. often misunderstood in society.
d. a threat to clinicians.
e. a learned coping survival skill.
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37. The case study of Marcus illustrates the common decision of physically
abused children:

a. to never to let anyone hurt them again.
b. to get even with the source of their abuse.
c. to withdraw and protect themselves.
d. to never let their emotions control their lives.
e. to always be in control.

38. There is a greater chance for anger and acting out behaviors when:

a. individuals believe they have no control of their lives.
b. offenders are cornered by police authorities.
c. there is increased excitation in the lower parts of the brain.
d. there is decreased excitation in the lower parts of the brain.
e. there is increased functioning of the upper parts of the brain.

39. Which of the following medications works well as a long-acting form of
injectable medication used to manage agitation?

a. Geodon
b. Zyresxa
c. Risperdal Consta
d. Lorazepam
e. Diazepam

40. A safety plan is a cognitive intervention designed to limit “in vivo” exposure
to life problems.

a. True
b. False
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