














Table 4

Effects of Demographic Variables on STAXI Scale Scores

Scale F (Model) Sig. Adj.R® Predictor Beta
T-Anger 3.494*¢ 011 .110 Age -.139
Race/Ethnicity  -.234*
Education -.132
Referral Source -247*
S-Anger  3.366* 014 105 Age 236*
Race/Ethnicity  -.184
Education -.032
Referral Source -.120
AX/In 2.257 071 058 Age -.127
Race/Ethnicity  -.237*
Education -.183
Referral Source -.099
AX/Out  3.163* 018 016 Age -.182
Race/Ethnicity  -.149
Education -.086
Referral Source  -.301*
AXiCon 1322 269 ~ Age 103
Race/Ethnicity  .190
Education 103

Referral Source  .102

Note. The nominal variables Race/Ethnicity and Referral Source were automatically
recoded by SPSS as follows: White = 1, Non-White = 2; Voluntary = 1, Mandated = 2.
*p<.05
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was in the opposite direction from that predicted; while a negative correlation was
predicted, older participants had higher State Anger scores. As discussed in Chapter V,
this may be related to the lower mean age of the court-ordered participants (M = 29.38,

SD = 9.36) compared with the voluntary participants (M = 35.80, SD = 12.11). Asa

result, the individuals most likely to respond in a socially desirable manner were also

younger.

Race/ethnicity. Because of a lack of existing research on the impact of race and
ethnicity on STAXI scores, this variable was evaluated for each STAXI scale against the
null hypothesis that race and ethnicity would have no effect on scale scores. The null
hypothesis was supported for State Anger, Anger-Out, and Anger Control,
Race/Ethnicity was found to have a significant negative relationship to Trait Anger;
because of the way this variable was coded, this indicates that non-White participants
reported lower levels of Trait Anger than did White participants. Race/ethnicity was also
negatively related to Anger-In, indicating that non-White participants reported lower
levels of Anger-In. Because a larger percentage of court ordered participants than
voluntary participants were non-White (34% vs. 17%), it is possible that this finding is
influenced by a stronger tendency for court-ordered participants toward socially desirable
responding. However, it should be noted that Race/Ethnicity did contribute unique
variability to this scale, in addition to Referral Source. This is discussed further in

Chapter V.

Educational level. As with race and ethnicity, this variable was evaluated for
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each STAXI scale against the null hypothesis. As the participants’ level of education
had no significant effect on any STAXI scale, the nuil hypothesis was supported for all
scales. This is contrary to the results of the only two previous studies examining this
variable, both of which were with non-clinicat samples of incarcerated males (Dalton,
Blain, & Bezier, 1998; Silverman & Vega, 1995). It is possible that these results are
related to the characteristics of the sample in the present study. This is discussed in

Chapter V.

Referral source. Because of evidence that court-mandated clients have higher
levels of socially desirable responding, Hypothesis 6d predicted that court-mandated
status will have a moderate negative correlation with all scales expect AX/Con, which
would have a moderate positive correlation with court-mandated status. As predicted,
court-mandated participants reported significantly lower levels of Trait Anger and Anger-
Out. However, this variable had no significant effect on any other scale. While the Trait
Anger and Anger Out scaies are clearly related to the reason for referral of these
participants, it was expected that Anger Control would also be affected, particularly since
the scale intercorrelations indicate that individuals who denied high levels of anger
expression reported more frequent attempits to control their anger. Chapter V discusses

this further.

Supplemental Analyses
As discussed above, the Trait Anger scale was ineffective as a screening variable,

identifying only 51% of the participants as meeting the screening criterion, despite the




finding that its mean was significantly higher than that for the normative group. This

raised two further questions. First, given that the Trait Anger scale is a composite of two
subscales, Trait Anger/Temperament (T-Ang/T) and Trait Anger/Reaction (T-Ang/R), the

data were further examined to determine if this result was due to one or the other of these

two subscales. As discussed in Chapter I, the T-Ang/T scale includes 4 items indicating
general tendency to become angry, independent of specific provocation, such as “I have
fiery temper.” For this sﬁbscale, 57% met the screening criterion. The T-Ang/R scale
consists of the following specific situations: “I feel infuriated when I do a good job and
get a poor evaluation,” “It makes me furious when I am criticized in front of others,” “]
feet annoyed when I am not given recognition for doing good work,” and “I get angry
when ['m slowed down by others’ mistakes.” For this subscale, only 18% met the
screening criterion, It is possible that these items, while refevant for achievement-
oriented college students, were not relevant for this population. This would be an area
for further stdy. However, neither of these two subscales identified an acceptable
proportion of this population to be effective as a screening tool.

The second question was whether another scale would be more effective for
screening with this population. Therefore, two additional scales were evaluated.
Because Anger Management programs typically focus on the outward expression and
control of anger, and because the mean scores for Trait Anger, AX/Out, and AX/Con
scales were significantly different from the normative group, the analyses performed on

the Trait Anger Scale were repeated for these scales. Cornell, Peterson and Richards
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(1999) found that their ability to predict violent behavior in incarcerated adolescents was

improved slightly by using a combination of these three scales. Table 5 summarizes the
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results for the percentages of participants meeting the criteria for the two additionat
scales and their Chi-Square tests. Note that the criterion for Anger-Out was the 75"
percentile, indicating extremely high levels of outwardly directed anger expression, while
for Anger Contro! the criterion was the 25% percentile, indicating extremely low levels of

anger control,

Table 5

Percentage of Participants Meeting Screening Criterion Based on

AX/Out and AX/Con Scales
Scale Percent Meeting Criterion X Sig.
AX/Out 77 23.610 0001
AX/Con 22 25.805 0001

The hit rate for AX/Out (77%) was consistent with the significantly higher mean
for this scale. However, the hit rate for AX/Con (22%) was much lower than expected.
The Chi-Square for the Anger Control scale indicated results significantly different from
chance, but in the opposite direction from expected and in a direction inconsistent with
the significantly lower mean score for the study group on this scale in comparison with

the STAXI normative group.

Summary
The results of this study are mixed in the degree to which they are consistent with

the predictions of State-Trait Anger theory. As predicted, the means for the Trait Anger,
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AX/Out, and AX/Con scales were significantly different from the normative group at
the .0001 level, and the differences were in the expected directions. Further, the
intercorrelations of the Trait Anger scale and the other four scales were all significant at
the .01 level, were of the predicted magnitude, and the relationships were in the predicted
directions. While there was no significant mean difference between the normative group
and the study group on the State Anger scale, this scale was significantly skewed as
predicted, with the majority of scores in the non-angry range.

In several cases, however, the results were contrary to the predictions of State-
Trait Anger theory. In particular, the 75 percentile screening criterion for the Trait
Anger scale was not effective in detecting individuals with anger-management problems.
Further analysis determined that the Anger-Out scale had a better hit rate than did the
Trait Anger scale, with this .population.

Finally, the results of the largely exploratory analysis of demographic variables
showed small significant effects on some STAXI scales for this population. However, no
variable impacted all scales. Further, in no case did the full set of variables account for
greater than 11% of the variability of any scale. While age is clearly related to STAXI
scores in the normative group, this variable had minimal effect on scores for the study
group. Only the State Anger scale was significantly affected by age, and contrary to
predictions, this effect was positive. For this sample, older participants expressed higher
levels of current anger, which is in the og;posite direction from the effect of age on the
normative group. Race/ethnicity significantly affected scores on both Trait Anger and
Anger-In, with non-White participants scoring lower on both scales. Educational level

had no significant effect on any scale. Finally, referral source was significantly refated to
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both Trait Anger and to Anger Out, with court mandated clients scoring lower on both
measures.

The practical significance of these results and suggestions for further research are

discussed in Chapter V.




CHAPTER V
Discussion

As discussed in Chapter 1, the State-Trait Anger Expression Inventory (STAXI)
has been recommended as a tool for screening, outcome evaluation, and treatment
planning in an anger management population, While this instrument has been shown to
perform as predicted by State-Trait Anger theory in undergraduate populations, it has not
been evaluated with individuals who are more characteristic of anger-management clients
in clinical settings. The purpose of this study, therefore, was to evaluate the utility of the
STAXI with a clinical population. Beyond determining the degree to which scores in this
population were consistent with the predictions of State-Trait Anger theory, additional
analyses were focused on determining the relative effect of a set of demographic
variables on these scores.

As described in Chapter IV, the performance of this instrument based on the
predictions of State-Trait Anger theory are mixed. In general, the effects of demographic
variables were small. This chapter reviews the results for each hypothesis and their
implication for the clinical utility of the STAXI. Following this is a brief discussion of
changes introduced in the September, 1999 release of the STAXI-2, and suggestions for

future research.

Trait Anger as a Screening Variable

As discussed in Chapter 1, Spielberger (1996), Deffenbacher et al. (1996), and
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Sharkin {1996) have all recommended the use of the 75" percentile cutoff on the Trait

Anger scale to indicate individuals for whom anger is most likely to be a serious problem
in their lives. Based on their clinical presentation, 100% of the study sample had

significant problems with anger management, and therefore an effective screening tool

would have identified close to 100% of these individuals as requiring intervention.
However, although the mean for the Trait Anger scale was significantly higher than for
the normative group, the 75" percentile screening criterion for this scale was no more
effective for screening than random assignment, Further, the finding that a substantial
proportion of individuals scored in or near the range used by Deffenbacher and associates
(1996) to define a “non-angry” population suggests that denial of anger may have been a
factor in the responses of at least some of these individuals. Further examination of the
data indicated that of the 15 individuals who scored at or below the 29" percentile, 13
were court mandated. While these numbers are too small to perform meaningful
significance tests, the finding that the majority of individuals who appeared to be denying
their anger is consistent with previous findings of increased socially desirable or
deceptive responding with offender populations (Comell, Peterson, & Richards. 1999)
and with the negative correlation between the Trait Anger scale and the Eysenck
Personality Inventory Lie Scale (Spielberger & Sydeman, 1994). In addition,
examination of scores for the subscales T-Ang/T and T-Ang/R indicated that, while
neither identified an acceptable proportion of this sample, only 15% of participants met
the screening criterion based on specific situations. While this could indicate a higher
level of denial for this subscale, it is also quite possible that the situations selected may

not have been relevant for this population. Future research might focus on developing an




expanded item pool for this subscale and validating it in a more diverse population.

Since these individuals had generally been referred because of problems with
anger expression, two additional anger expression scales were examined in supplemental
analyses to determine if they were more effective as screening tools. The AX/Con scale,
scored against a criterion of 25™ percentile for reported attempts to control anger,
performed even worse than the Trait Anger scale, correctly classifying only 22% of the
subjects as having low enough levels of anger control to require intervention. It is
possible that although from a behavioral perspective these individuals are frequently not
successful in their attempts to control their anger, they perceive themselves as frequently
making an attempt to do so. Despite the theoretically unpredicted results for the Trait
Anger and AX/Con scales, 77% of the participants did meet the screening criterion for
the AX/Qut scale. Therefore, in this population, a large percentage of individuals did not
report high levels of anger experience, and many reported that when they were angry they
often attempted to control their anger. However, many of them also reported frequent
outward expressions of their anger despite their attempts to control it.

These findings may indicate a high degree of denial of frequent or intense anger
experience (Spietherger, 1996, 1999). On the other hand, it may be that for this
population, their experience of anger is viewed as normative. If this is the case, when
answering questions such as “I have a fiery temper,” some individuals in this population
may compare themselves to others in their peer group and may formulate their response
from the perspective of not viewing themselves as having an worse temper than anyone
else.

The contrast of a lower hit rate for Trait Anger (including both Trait Anger
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subscales) and a higher one for AX/Out may indicate that given the normative behavior

of their peer group, outward expression of anger may occur at a lower threshold of anger
experience, Alternatively, it may be that outward expression of anger is viewed as a
positive behavior in this group. As discussed in Chapter I1, studies of the subculture of
violence hypothesis have indicated that violent behavior is linked to low socioeconomic
status, and the participants in these groups were almost uniformly of a low SES. Follow-
up interviews with similar individuals after they complete the STAXI may provide
insight into their thought process in responding.

Diagnostic instruments are often evaluated in terms of their sensitivity, or their
ability to detect individuals who actually have a particular disorder, and their specificity,
or their ability to exclude individuals who do not have the disorder. The sensitivity of the
Trait Anger scale in this sample was 51%, and the sensitivity of the AX/Out scale was
77%. While the AX/Out scale may be a better screening measure, it would have
nonetheless missed 23% of individuals in need of ¢linical intervention. Further, no study
has yet evaluated the specificity, which is related to the “false positive” rate for any
STAXI scale. Pending additional study, it is recommended that the STAXI not be used
as a screening tool, particularly to the exclusion of clinical judgment. Further, to the
extent that this population may be motivated to provide misleading answers, it may be
appropriate to incorporate some form of validity scale when the STAXI is used with

involuntary clients, as recommended by Dalton, Blain, and Bezier (1998).

Distribution of the State Anger Scale

As predicted, the majority of participants reported current levels of anger at the
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lower limit of the State Anger scale, causing the distribution on this scale to be positively

skewed, as it is in the normative groups of adults. This finding is consistent with State-
Trait Anger theory, which says that the state of anger arousal is transient and different
from the tendency to experience frequent anger arousal as a trait. In evaluating the
clinical utility of the State Anger scale, these findings are considered in relation to the
results of the comparison of means between the normative group and the study sample,

which are discussed under “Tests of Means,” below.

Scale Intercorrelations

As predicted by State-Trait Anger Theory, participants with high Trait Anger
scores also scored higher in Anger-Out and lower in Anger Control. This is consistent
with the reason_for referral for the participants in this study, who have had frequent
difficulty controlling their outward expression of anger. |

Further, participants with high Trait Anger scores tended to report greater levels
of Anger-In, although as with other studies (Deffenbacher et al., 1996; Spielberger,
1996), this relationship was not as strong as it was with the other scales. This supports
the position of State-Trait Anger theory that individuals who experience frequent anger
do not exclusively express it in an inward or outward direction.

Overall, the scale intercorrelations were consistent with the predictions of State-
Trait anger theory. This suggests that at least for clients who answer the questions in a
non-defensive manner, the relationships between the scales are similar in a clinical and
normative population. Therefore, the interpretations presented in the manual for high and

low scores may assist with individual treatment planning and self-awareness for clients in




treatment. Further, these findings suggest that participants who may have been motivated

to under-report their experience and expression of anger did so in a consistent rather than
random manner, This could be confirmed in a farger sample, in which it would be
possible to determine whether the factor structure of the STAXI is maintained with a

clinical population.

Tests of Means
The following discussion addresses differences in scale means for which

hypotheses were formulated.

State Anger

Contrary to predictions, the mean for this scale was not significantly different
than it was for the normative group. It is likely that the lack of significant findings is at
least in part a result of the skewed distribution of the scale scores. The lack of a
significant difference in this study also suggests, however, that indicating current anger is
not something anyone does easily, particularly in a non-anonymous setting. Dalton,
Blain, and Bezier (1998) did find a higher mean for the State Anger scale with their
sample of adult male sex offenders. However, these individuals may not have viewed an
anger scale as directly related to their incarceration or potential release. By contrast,
anger-management clients who were court-mandated or who were urged to attend by a
spouse or family member may have more of a stake in appearing to be calm and rational
at all times. Therefore, social desirability may have played a role in these results. This is

consistent with observed behavior of anger management group members in session,
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during which they often discussed outside anger incidents but rarely expressed anger
directed at either the therapists or other group members.

Further investigation may focus on the possibility that social desirability may
affect the results of the State Anger scale. However, the findings of such an investigation
may be of limited practical value. Even if the skew of the scale did not make it difficult
to distinguish between scores at the low end, the State Anger scale is largely situation-
dependent and does not provide meaningful information that would help distinguish
between individuals. Therefore, this scale appears to be of more value in research
settings involving anger provocation than it wquld be in a clinical setting where the goals
are to both identify and change pattems of behavior. If it were used in clinical practice, it
may be used to measure response to provocation before and after treatment. However,
for the provocation exercises to be meaningful for each individual, it would be advisable
to construct these for each client, using a process similar to that used in creating anxiety

hierarchies for systematic desensitization (e.g., O’Leary & Wilson, 1987).

Anger-In

Contrary to predictions of State-Trait Anger Theory, participants in the present
study did not report significantly higher levels of Anger-In than did the adults in the
normative sample. This may be related to the characteristics of the study sample, who
were referred primarity for problems with the outward expression of anger. Although
Deffenbacher, et. al. (1996) found that their “high anger” sample scored higher in both
Anger-In and Anger-Out, the sample for the present study was selected based not on their

Trait Anger scores but rather on their actual behavior. As discussed above under “Scale
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Intercorrelations,” those participants in the present study who scored high in Trait Anger
also tended to have higher scores on Anger-In. This suggests that if the study sample
with this population had been selected using the Trait Anger scale, the findings would
have been consistent with Deffenbacher’s findings. However, the practical implication of
these findings is that, contrary to theory, anger-management clients as a group may not

have higher levels of inward anger expression.

Anger-Out

As predicted, participants in this study reported significantly higher levels of
Anger-Out than did the normative group. This is consistent with their reason for referral.
As discussed above under “Trait Anger as a Screening Variable,” the Anger-Out scale
was the only one for which the 75™ percentile screening criterion identified a significant
proportion of the sample as requiring anger management intervention. These findings
suggest that individuals in this group not only have higher mean levels of outward anger
expression in comparison to the normative group, but also that a greater percentage of
participants were willing to report high levels of outward anger expression in comparison

with the other scales.

Anger Control

As predicted, on average, individuals in the study sample reported fewer attempts
to control their anger than did individuals in the normative group. Given that the
participants in this study were referred for behavioral problems with anger control, this

finding is consistent not only with theory but with intuition. It is also consistent with the




strong negative correlation between the Anger Control and Anger-Out scales. However,
as discussed previously, this did not result in a large proportion of individuals meeting a
screening criterion based on Anger Control scores at or below the 25" percentile for the
normative group. This may be because individuals who experience a very high level of
anger are unlikely to express all of it, and to the extent that these individuals work to
control their anger expression they may raise their scores above the theoretical screening
threshold. It is possible, based on studies cited by Deffenbacher (1999), for individuals
to have extremely high levels of both anger control and outward anger expression, and
these individuals have found to be at significantly increased risk for cardiovascular

disease.

Effects of Demographic Variables

The factors discussed above refer to the overall performance of the STAXI for
this sample as a group. The results above are compared with the predictions of State-
Trait Anger theory and with previous studies, most of which have not considered the
effects of demographic variables on STAXI scores. Beyond determining the performance
of the overall group, the present study asked whether the scores varied by demographic
subgroups.

This study evaluated effects of the following demographic variables: age,
race/ethnicity, educational level, and referral source. As discussed in Chapter [V, the
overall effects of this set of demographic variables were small, While the overall models
were significant for Tr;ait Anger, State Anger, and Anger-Out, the full set of demographic

variables accounted for no more than 11% of the variability on any scale. The scale most
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strongly related to the set of variables evaluated was Trait Anger. However, within this
model, onty Race/Ethnicity and Referral Source made significant unique contributions to
the Trait Anger scores. No significant relationship for any demographic variable was
found for the AX/Con scale.

The following is a discussion of the effects of each demographic variable

evaluated.

Age

Both anger experience and anger expression scores were expected to decrease
with age, while anger control was expected to increase. However, contrary to
predictions, age was significantly related only to S-Anger. Further, this relationship was
in the opposite direction from that predicted; while a negative correlation was predicted,
older participants had higher State Anger scores. This is contrary to the age effect shown
by the normative group (Spielberger, 1996).

It is possible that the lack of an age effect in this population is related to the
younger mean age of the court-ordered participants. Given that the younger participants
in this study were more likely to be court-ordered, they may have had a greater stake in
looking calm and thus countered any age effect. Further, the lower mean age of the
court-mandated participants in this study is consistent with crime statistics showing
decreased numbérs of arrests in older individuals (Federal Bureau of Investigations,
1998). Therefore, the initial selection process into an anger-management group (arrest
followed by court mandate) would have eliminated many of those individuals for whom

age had decreased their levels of overall anger.
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Race/Ethnicity

While Race/Ethnicity had no significant effect on State Anger, Anger-Out, or
Anger Contro}, this variable did affect the Trait Anger and Anger-In scales. Non-White
participants reported significantly lower levels of both Trait Anger and Anger-In than did
White participants. As discussed in Chapter [V, this may be related to the higher
proportion of non-White participants in the court-ordered subgroup, whose scores
appeared to be affected by social desirability or denial on both the Trait Anger and
Anger-Out scales. However, the results of the multiple regression analysis indicate that
Race/Ethnicity and Referral Source both contributed significant unique variance to the
Trait Anger scale. Further, Referral Source was not significant for z.snger-ln, while
Race/Ethnicity was significant for this scale.

As discussed in Chapter II, no previous research has found race or ethnicity to be
a factor in socially desirable responding. However, it may be that the results are not
indicative of denial but rather, as suggested by Sharkin (1996), there may be a different
perception of what defines a higher than average level of anger. Phelps et al. (1991)
found that when Black and White undergraduates were presented with scenarios
representing verbal aggression between two women of varying racial combinations,
White students viewed all scenarios as more aggressive than did Black students,
regardless of the race of the identified aggressor or victim.

As discussed in Chapter II, Harburg, Blakelock, and Roeper (1979) found no
racial difference in the use of anger-in, anger-out, or reflection as a habitual coping style.
However, in advocating for additional consideration of cultural factors in anger

measurement, Sharkin (1996) pointed out that a study of 27 African-American college




students found that blood pressure significantly increased in response to racist

provocation situations, but not to non-racist situations. Therefore, while self-reported
anger in these situations was similar, the experience was clearly different. The STAXI
does not differentiate between different causes of anger, and it may be that additional
focus on situational determinants of anger would contribute to the value of this
instrument in non-White populations,

It is important to note that there is insufficient information available from the
present study to support any of the above hypotheses, and therefore the explanation of
racial/ethnic differences remains a question for future study. It is further important to
reiterate that, while the effect of this variable was significant, the amount of variability

accounted for was small.

Educational Level

As with race and ethnicity, this variable was evaluated for each STAXI scale
against the null hypothesis. As the participants’ level of education did not even approach
significance on any STAXI scale, the null hypothesis was supported for all scales. This
was true both for the multiple regression analysis and for the zero-order comelations. As

_ discussed in Chapter II, the only two studies to address the relationship of educational

level and STAXI scores found a very small significant negative relationship, with more
highly educated participants scoring higher on Anger Control and lower on Trait Anger
and the other anger expression scales (Dalton, Blain, & Bezier, 1998; Silverman & Vega,
1990). However, while participants in both of these studies were prison inmates, they

had not been specifically identified as either angry or violent. In a clinical population,




other factors may be more important. For example, it is possible that educational level in
other samples, as a correlate of socioeconomic status, may have been related to residence

in less violent environments. Almost all of the individuals in the present study, on the

other hand, lived in low-income neighborhoods within a very small radius of the hospital.

Therefore, while the range of educational levels in the present study is equal to or greater
than that of the two studies mentioned above, their social environment may have been a

stronger determinant of their attitudes and behavior.

Referral Source

As predicted, court-mandated status was negatively related to Trait Anger and to
Anger-Out. This is consistent with previous findings that court-ordered clients had
higher levels of socially desirable responding. However, this variable did not contribute
unique variability to any other scale. As discussed with regard to differences in scale
means and the Anger Control scale as a screening variable, while the mean score for
Anger Control was lower than in the normative group, a large percentage of individuals
in this study did not report extremely low levels of anger control.

Also discussed previously was the finding that court-mandated participants were
younger than were the voluntary clients, and they were also more likely to be non-White.
It is interesting to note that the zero-order correlation between State Anger and Referral
Source was small but significant (r = -.136, p = .022). In the presence of the other
demographic variables the impact of this variable on the State Anger scale did not

approach significance.
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Implications of Scale Revisions Introduced in the STAXI-II

The September, 1§99 release of the STAXI-II (Spielberger, 1999) resulted in
significant modifications to the State Anger and Anger-Control scales. Minor
modifications were made to individual items in other scales, while the Trait Anger scale
remained "nchanged.

The changes to the State Anger scale reflected recent research discussed in
Chapter I1, conceming the factor structure of this scale. Two new subscales were added
to address the factor labeled “Feel Like Expressing Anger.” The “Feel Like Expressing
Anger Verbally” scale includes items such as “] feel like yelling at somebody,” while the
‘“Feel Like Expressing Anger Physically” includes items such as “I feel like hitting
someone” and “] feel like breaking things.” While the manual does not include a table of
scale intercorrelations, it may be intuitively expected that individuals who express high
levels of feeling like expressing anger may also have higher scores on Anger-In. As
discussed previously, the additional information available on the State Anger scale may
be of greater interest in research and for measuring response to real-time anget
provocation than for working with clients on modifying recurring patterns of anger
experience and expression.

The Anger-Control scale was modified to provide separate measures of attempts
to control outwardly directed anger (Anger-Control-Out) and inwardly directed anger
(Anger-Control-In). In the case of the present study, it may have been useful to
distinguish between these two variables, given the somewhat inconsistent findings with

the Anger-In and Anger Control scales.
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Limitations of the Present Study

As discussed in Chapter [, because the data for this study were drawn from
existing records, several desirable measures could not be included. First, it would have
been useful to obtain behavioral observations from families or significant others involved
with the study participants to verify the assumption that the participants did, in fact have
problems with anger control. Further, while the study did find that a substantial
proportion of individuals appeared to be minimizing their anger problems, it is not
possible to determine the reasons for this. A personality measure such as the Minnesota
Multiphasic Personality Inventory (MMPI-2) may have provided useful information in
this area, particularly since this instrument also incorporates a well-validated lie scale and
scales to evaluate different forms of response bias. In addition to this, an instrument such
as the Marlowe-Crowne Social Desirability Scale could have provided data to support the
assumption that the negative relationship between Referral Source and anger scores was
based on al socially desirable response style. A prospective study would have allowed the
use of such an instrument.

Wle the present study was able to evaluate the gensitivity of the STAXI, orits
ability to detect individuals whose anger is sufficiently problematic to require anger
management intervention, it did not evaluate the “false positive” rate with an alternative
sample from group known to have minimal problems with anger. If the specificity of this
instrument is sufficiently poor, its value as a screening tool would be poorer than what is
reported in the present study.

Also, as discussed in Chapter I, the nature of the sample affects its external

validity. Although annual income was not reliably available from chart records, clients in




this community mental health center are primarily from a low-income population. Few
have completed more than two years of college, and many have not finished high school.
Further, the participants are mate, which does not permit analysis by gender, and a
significant proportion have a history of substance abuse problems. Although this sample
is representative of a clinical anger management groups in a forensic population, it
probably is significantly different from individuals who are seeking treatment because of
anger-related medical problems.

While this study began to explore factors related to race and ethnicity, the number
of participants from different racial/ethnic groups did not permit separate analysis by
group. However, a recent series of focus groups with Puerto Rican adults revealed
unique components of anger experience, some of which are not parallel with the structure
of the STAXI (Malgady, Rogler, & Cortés, 1996). Further, the study did not consider
possible differences related to gender.

Finally, the size of the study sample does not allow a factor analysis, which may
have provided additional useful information concemning the relevance of this instrument

to a clinical population.

Recommendations for Future Research
While this study found that a large proportion of individuals did not report anger
experience or expression at the levels predicted by State-Trait Anger theory, further study
is necessary to distinguish among the possible reasons for this result. To determine
whether these individuals responded to the STAXI based on a social comparison with a

violent peer group, qualitative study such as focus group interviews following the
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administration of the STAXI may help to determine the thought process behind their
responses. Such studies should include meaningful numbers of individuals from a variety
of racial and ethnic groups and from women. Such qualitative studies would not onty
provide insight into how different groups of individuals respond to the current STAXI
item pool, but they may also reveal additional culturally relevant subscales that may
contribute to future revisions of this instrument. For example, based on their focus group
research, Malgady, Rogler, and Cortés (1996) suggest that evaluation of the personality
characteristic of vindictiveness would be useful in understanding symptomatology in a
Puerto Rican population. Further, because there was only one Asian American
participant in the present study, no consideration was given to the differences in
conceptualization of anger in an Asian or Asian American population. However, Leifer
(1999) has outlined a conceptualization of anger from a Buddhist perspective that is
clearly in contrast to that of most Western cultures. Therefore, expanding the study of
anger to cultures other than those represented in the present study would entich the
knowledge base from which individuals may be evaluated and treated. This may result in
the addition of more culturally reevant situational items to the Trait Anger scale, in
addition to items relevant to those in lower socioeconomic groups. As in the initial
development of the STAXI, any scale modifications resulting from these studies would
follow the normal development and validation process with large non-clinical samples
before being evaluated with individuals from a clinical population.

In addition to increasing the focus on racial and ethnic diversity, randomized
experimental studies could be constructed incorporating independent personality

measures and scale validity indicators, such as a lie scale. These would contribute to the
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understanding of low scores with individuals whose reported behavior indicates high
levels of anger. A useful approach to such studies would be to compare clinical samples
from individuals with independently validated anger problems with clinical samples of
individuals whose problems do not involve anger. These studies would obtain both
behavioral measures from independent observers and the results of objective instruments,
in addition to scores for each STAXI scale. Such studies would provide additional data
that may improve or help the understanding of how STAXI scores relate to actual levels
of difficulty with anger management, and thef also would allow an evaluation of the

number of non-angry individuals who may have elevated STAXI scores.

Summary and Conclusions
Based on extensive study and validation with non-clinical populations, the STAXI
has been recommended as a tool for screening, outcome assessment, and treatment
planning in an anger management populatioﬁ. The purpose of the present study was to
evaluate the utility of the STAXI with a clinical population. The following discussion

reviews the findings relative to each of the recommendations for clinical use.

Screening

The scale recommended by Deffenbacher and associates (1996) and Sharkin
(1996) for use as a screening tool was Trait Anger. Previous studies with non-clinical
populations have indicated that individuals scoting at or above the 75 percentile on the
Trait Anger scale had significantly greater difficulty related to anger management than

did those who scored below the 25™ percentile. The present study evaluated this from the
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opposite perspective, asking how many individuals with identified difficulty in anger
management would meet the screening criterion. For the Trait Anger scale, about half of
the participants scored above the 75" percentile. Further, 18% of the sample, most of
whom were court-mandated, scored below the 29™ percentile. This suggests that denial
of anger played a role in these results and should be taken into account when interpreting
STAXI scores with an offender population. Further, given that the 75 percentile
criterion for the T-Ang/R subscale identified only 18% of the participants, the relevance
of the anger-provoking situations on this scale is questionable and would be an area for
further study.

While the Anger-Out scale performed somewhat better, it still missed 23% of the
sample. The Trait Anger and Anger-Out scales are unchanged in the STAXI-IL.
Therefore, it is recommended that the STAXI not be used as a screening tool unless it is

given concurrently with a validity indicator or until one is incorporate into the scale.

Outcome Assessment

As discussed in Chapter I, the use of an instrament for outcome assessment
requires that both the baseline and post-treatment measures are accurate and that the test-
retest reliability be acceptable. While this study did not evaluate test-retest reliability,
previous studies have supported this quality. However, in this population, the concurrent
validity of the STAXI with observations of clinically significant anger management
problems was inadequate. Given that the mean scores of this group were generally
consistent with State-Trait Anger theory, it may be that the mean scores of a group would

change significantly over time and therefore the STAXI may be somewhat useful as an

109




110
aggregate group measure. However, given that denial appears to be a significant problem

in this population, it is conceivable that an initial goal for at least some group members
would be to increase their scores on some scales, given that admitting a problem is
essential to addressing it in a constructive manner. For some individuals, therefore, goals
for change in the STAXI over time cannot be simply defined. Thus, this instrument

appears to have limited value as an outcome measure for clinical purposes.

Treatme

As discussed in Chapter I, a tool for treatment planning should provide insight
into the anger profile of a specific individual, in relation to applicable normative data.
Further, the scores must be related to each other in a predictable manner and interpretable
based on a valid theory of personality and/or behavior. Studies with non-clinical
populations have determined that this instrument has adequate psychometric properties,
including both convergent and discriminant validi_ty, internal consistency, and a stable
factor structure.

With this population, as discussed above, the results were mixed in their
consistency with the predictions of State-Trait Anger theory. All scale intercorrelations
were as expected, indicating that based on the overall group the STAXI scores are related
to each other in a predictable manner. The differences in means were consistent with the
predictions of State-Trait Anger theory for the Trait Anger scale, Anger-Out, and Anger-
Control. While the results were contrary to predictions for the State Anger and Anger-In
scales, these findings are not of serious concern given that they are not related to the

presenting problem with the present sample. However, findings based on differences in




means and scale intercorrelations do not fully address the utility of this instrument in
providing helpful information for the treatment of an individual, It is common, as
recommended for the STAXI, for personality instruments to define the 70" or 75™
percentile level as indicative of clinically significant problems. Based on this criterion,
the concurrent validity with independently observed anger management problems is not
adequate.

With regard to demographic variables, the age effects seen in the normative
sample were not observed with this sample. While this sample included a wide range of
ages, as noted previously, because these individuals were referred based on difficulty
with anger management they fepresent the subgroup who had not “mellowed with age.”
The implication of this for clinical practice is that while individuals in this population
may appear more pathological as they are compared with progressively older normative
groups, their levels of anger experience and expression may be relatively unchanged
since adolescence.

Another demographic variable that may be considered in practice is
race/ethnicity. While the results of this analysis should be considered preliminary, in the
present study, non-White clients scored lower on the Trait Anger and Anger-In scales.
Clinicians working with similar populations may supplement the STAXI with follow-up
interview on specific items with non-White clients to provide additional qualitative
information, particularly concerning the situational items on the Trait Anger scale.

Finally, court-mandated clients scored significantly lower on both the Trait Anger
and Anger-Out scales, which are most clearly related to their reason for referral.

Therefore, clinicians working with couri-mandated clients should be aware that denial

111




112

may affect the responses of these individuals.

In conclusion, the results of the STAXI alone are unlikely to provide information
superior to what could be obtained in a clinical interview. However, as a supplemental
tool, it might be instructive to note the individual’s response style, to the extent that this -
may indicate his or her willingness to admit to and address a problem in therapy. Further
study may provide additional insight into the differences observed between this sample
and the normative group and may contribute to further revisions that may increase the

utility of the STAXI with more diverse populations.
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