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Abstract

Background: The attention given to anger and aggression in psychiatric patients pales in comparison to the attention given to depression
and anxiety. Most studies have focused on a limited number of psychiatric disorders, and results have been inconsistent. The present report
from the Rhode Island Methods to Improve Diagnostic Assessment and Services (MIDAS) project sought to replicate and extend prior
findings examining which psychiatric disorders and demographic characteristics were independently associated with elevated levels of anger
and aggression.
Method: 3800 individuals presenting to the Rhode Island Hospital Department of Psychiatry outpatient practice underwent a semi-structured
interview to determine current Axis I (N = 3800) and Axis II (N = 2151) pathology. Severity of subjective anger and overt aggression within
the past week were also assessed for each patient, and odds ratios were determined for each disorder. Multiple regression analyses were
conducted to determine which diagnoses independently contributed to increased levels of anger and aggression.
Results: Almost half of the sample reported moderate-to-severe levels of current subjective anger, and more than 20% endorsed moderate-to-
severe levels of current overt aggression. The frequency of anger was similar to the frequencies of depressed mood and psychic anxiety.
Anger and aggression were elevated across all diagnoses except adjustment disorder. Anger and aggression were most elevated in patients
with major depressive disorder, panic disorder with agoraphobia, post-traumatic stress disorder, intermittent explosive disorder, and cluster B
personality disorders.
Conclusions: Anger is as common as depressed mood and psychic anxiety amongst psychiatric outpatients, and problems with anger cut
across diagnostic categories. Given the high prevalence of problems with anger in psychiatric patients, more research should be directed
towards its effective treatment.
© 2016 Elsevier Inc. All rights reserved.

1. Introduction

Of the three most common affective disturbances –
depression, anxiety, and anger – anger has received the least
research attention. Despite concerns about violence and
aggression in our society, comparatively little research has
looked at the association between anger and psychiatric
diagnosis. Undeniably, many studies have looked at the
relationship between anger and mood and substance
disorders, but inconsistent findings and a relative lack of
research investigating the relationship between anger and
other types of psychiatric disorders beg further clarification.

More than a decade ago, research from the Rhode Island
Methods to Improve Diagnostic Assessment and Services

(MIDAS) project examined the frequency of subjective
anger and overt aggression in 1300 patients presenting to an
outpatient practice [1]. The study found that major
depressive disorder (MDD), bipolar I disorder, intermittent
explosive disorder (IED), and cluster B personality disorders
independently contributed to elevated anger and aggression
independently of age, gender, and comorbid Axis I and II
disorders. Posttraumatic stress disorder (PTSD) and specific
phobia were also found to independently contribute to
increased anger, and generalized anxiety disorder (GAD)
and drug abuse/dependence were found to contribute to
increased aggression.

Studies of anger and aggression across psychiatric
diagnoses since 2001 have consistently found elevated
rates of anger, irritability, and hostility amongst depressed
patients [2–4], in addition to increased lifetime aggressive
[5] and twelve-month violent behavior [6]. Studies of bipolar
disorder have also found elevated levels of anger [4] and
consistently reported increased aggressive behavior [5–9].
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However, the picture is more complicated with the anxiety
disorders. GAD has been characterized by a higher incidence
of violence within the past 12 months [6], higher anger and
aggression measure scores [10], and greater 30-day anger
expression-related impairment [11], although Pulay et al.
found that there was no significant relationship between a
diagnosis of GAD and increased violence since age fifteen
[9]. Inconsistent findings have also been found for PTSD
[6,11], obsessive–compulsive disorder (OCD) [4,6,12],
social phobia [4,6,9,11,12], panic disorder [4,6,9,11,12],
and specific phobia [6,9,11,12].

Only a couple of studies have examined a variety of
personality disorders and anger/aggression. The British
Household Survey found an association between antisocial
personality disorder and non-lethal violence [13], and the
National Epidemiologic Survey on Alcohol and Related
Conditions (NESARC) found that paranoid, schizoid,
histrionic, and obsessive–compulsive disorders – but neither
avoidant nor dependent personality disorder – were
associated with increased lifetime violence since fifteen
years of age [9].

The prior research harbors inconsistencies because of
variations in research design — the studies show significant
heterogeneity in the populations from which they draw their
subjects, the treatment settings, the psychological constructs
and time frames assessed, the measures used to assess the
chosen constructs, the factors and covariates they choose to
control for, and the use of controls. As current symptoms are
of the greatest interest to clinicians, the current investigation
examined subjective feelings of anger and overt expression
of aggressive behavior as symptoms during the week
preceding the initial psychiatric evaluation in an outpatient
setting.

Recently, Cassiello-Robbins and Barlow published a
review examining the relationship between anger and
emotional disorders in the literature [14]. They studied
affective disorders, anxiety disorders, borderline personality
disorder, and IED, and concluded that each of the disorders
of interest was significantly associated with anger. Their
findings are not only consistent with our earlier report from
the MIDAS Project, but also important in informing the
hypotheses of the current study.

The prior report from the MIDAS project examined the
prevalence of anger and aggression as symptoms in the
patient population at Rhode Island Hospital's outpatient
psychiatry practice, and studied the association between age,
gender, and Axis I and II pathology and anger and
aggression [1]. In the present report from the MIDAS
project, we revisit the issue and extend the prior findings
with a significantly larger sample size, increased from 1300
to 3800 patients, and examine a greater variety of
demographic factors, including race, education, and rela-
tionship status. In non-psychiatric samples, divorced or
separated relationship status [13], minority racial status [15]
and lower level of education [16,17] have been associated
with higher levels of self-reported violence, anger expression

and subjective feelings of anger, respectively. We therefore
predicted that these factors would be relevant to the
frequency of anger and aggression in psychiatric samples
as well. Furthermore, we also hypothesized that male gender
would be associated with increased anger and aggression
because this association was observed in the prior report
from the MIDAS Project [1].

Given the results of the previous investigation, in addition
to findings from the literature with emphasis on recent
conclusions drawn by Cassiello-Robbins and Barlow [14],
we predicted that MDD, bipolar I disorder, IED, cluster B
personality disorders, male gender, widowed or divorced
status, non-White racial status, and lower educational level
would independently contribute to elevated anger and
aggression.

2. Methods

Three thousand eight hundred patients were evaluated at
the outpatient practice of the Rhode Island Hospital
Department of Psychiatry in Providence, RI. This practice
group predominantly treats patients with medical insurance
(including Medicare but not Medicaid) on a fee-for-service
basis and is distinct from the hospital's residency training
clinic. All patients were interviewed with the Structured
Clinical Interview for DSM-IV (SCID) [18] at the time of
their first visit. Only current diagnoses were analyzed, while
diagnoses that met criteria in the past or were in partial
remission were excluded. Further details of the baseline
evaluation are presented elsewhere [19]. The Rhode Island
Hospital Institutional Review Board approved the research
protocol, and all patients provided written informed consent.

The SCID was supplemented by several items drawn
from the Schedule for Affective Disorders and Schizophre-
nia (SADS) [20]. Two of the items were used to assess levels
of subjective anger and overt expression during the
preceding week. The anchor points and frequency distribu-
tions for each of the items are displayed in Table 1. In
analyzing the results, we transformed these ratings into
dichotomous variables. Consistent with our prior analysis
[1], subjective anger was defined as present if the
corresponding SADS item was rated 4 or 5, and overt
aggression was defined as present if the corresponding
SADS item was rated 3 or greater. Cutoff scores were
determined using the frequency distributions of ratings
shown in Table 1. Data were not analyzed using any other
cutoff scores. Interrater reliability ratings were obtained from
48 joint interviews. Kappa values for subjective anger and
overt aggression were 0.61 and 0.65, respectively, indicating
good interrater reliability. The reliability of psychiatric
diagnoses is presented elsewhere [19].

We compared the frequency of subjective anger with the
frequencies of depressed mood and psychic anxiety using the
corresponding SADS items, all three of which have
comparable rating scales and anchor points in the SADS.
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