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Abstract 

Within the counseling profession, there is a great deal of interaction with 

aggression affecting both clients and the systems affecting clients. Therefore, it is 

vital that counselors be adequately prepared to work with various presentations of 

aggressive behavior. Aggression is defined, categorized based on common 

historical delineations, and summarized from a multi-axis continuum perspective. 

Contextual factors are considered such as the role of hormones, neurotransmitters, 

varying substances, and a wide range of diagnoses. Aggression is then 

conceptualized from a functional lens and explored based upon a need fulfillment 

model. Treatment practices such as building self-esteem, increasing emotional 

regulation, and developing empathy are explored in their efficacy for aggression-

related treatment. Recommendations for practice are discussed. 
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Introduction 

 Violence and aggression create a significant impact on the field of public health 

and safety (Rutherford et. al., 2007; Ferguson & Kilborn, 2009). Violence and some 

forms of aggression are functionally regarded as antisocial and, in various cultures, have 

varying degrees of societal acceptance (Archer, 2006). Aggression might serve a function 

for an individual, especially in early, primitive society, but using aggression as a means 

to various ends largely remains outdated and costly to an individual and others (Walby, 

2013). Despite such a significant impact on various healthcare and societal systems, there 

seems to be a lack of understanding or empathy for those who commit acts of violence 

and aggression. 

Within the animal kingdom, aggression has quite a few functions. It can be useful 

in securing and maintaining territory, resources, or mates (Schaffner & French, 1997; 

Sasahara et. al., 2012). It can aid animals in protecting themselves or their offspring from 

predators or other threats (Wiedenmayer, 2009). Each of these aforementioned outcomes 

would give an animal an adaptive advantage and increase the likelihood of its species’ 

survival. Though many people fear acts of aggression or physical violence from animals, 

they often fail to consider various species’ adeptness in resolving conflicts through the 

communication of threats such as posturing, vocalizations, displays of harm-inducing 

bodily structures, the release of chemicals, or changes in coloration (Petit & Thierry, 

1994).   

Throughout human history, aggression has been a useful, adaptive behavior for 

humans that lived in small, tight-knit groups. Aggression and displays of threats were 

instrumental in mate selection, security of offspring and tribe members, and the overall 
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survival of our species (Buss & Shackleford, 1997). As time progressed and humans 

developed, humans became increasingly socially adept, established clearer manners of 

communication, and developed culture, all of which made survival easier and rendered 

many functions of human aggression obsolete (Walby, 2013). Aggression became less 

advantageous, most notably at the group level. The argument can be made that aggression 

of the social variety plays an adaptive role in socialization and social control (e.g., 

Tedeschi & Felson, 1994); aggression on the violence end of the spectrum remains 

primarily maladaptive. Even when aggressive behavior achieves the intended outcomes, 

it often is only useful in the immediate situation and involves multiple consequences in 

the long term (DeWall et al., 2011). Despite a reduction in the utility of aggression in the 

present age, it persists. Therefore, mental health professionals must understand the 

functions of human aggression, as many of the associated long-term consequences 

coincide with mental health treatment and larger systems. 

 Clinically, aggression and violence are also common symptoms of various mental 

disorders that counselors are frequently required to identify, evaluate, and treat. 

Aggression can present in a variety of psychological disorders such as antisocial and 

borderline personality disorders, attention-deficit hyperactivity disorder, autism, conduct 

and oppositional defiant disorders, intermittent explosive disorder, post-traumatic stress 

disorders, or schizophrenia (Fitzpatrick et., al 2016; Pringsheim et. al., 2015; Dyer et. al., 

2009; Praag, 2001). Aggression also plays a role in other sorts of conditions such as 

dementia or substance abuse (Alcorn et al., 2013: Maniglio, 2017). Each disorder, 

however, tends to exhibit varying unique constellations of aggressive behavior.  
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Aggression can involve a variety of consequences for those exhibiting it. People 

displaying aggression frequently might find it difficult to manage intense emotional 

states, such as anger or sadness. Consistent use of aggression can lead to ruptures in 

relationships, difficulty with social adjustment, or legal consequences. Upon the straining 

or ending of relationships for aggressors, unchecked aggression can lead to increased 

stress and feelings of isolation, which might negatively exacerbate the problems at hand 

(Crick, 1996). In addition, experiencing aggression or violence from friends, family 

members, or partners has detrimental effects on the victims, even when an aggressor does 

not view those experiences as harmful (Williams et al., 2012). 

As a new counselor, it can be confusing to make sense of aggression. Witnessing 

aggression in session might also create a variety of reactions for new counselors that 

could interfere in the treatment of clients. Experiences of witnessing aggression across 

the lifespan and in multiple settings inspired the author of this work to explore more of 

the nature of aggression and to understand what approaches might be helpful in 

conceptualizing and treating aggression within the context of mental health counseling. It 

is important to understand the underpinnings of aggression before attempting to alter it in 

another by familiarizing oneself with frameworks and tools for responding to aggression 

in work with clients. Well-rounded comprehension can guide constructive and precise 

adjustment in treatment, with considerations of nuance between different variables such 

as setting, population, or approach. 

This work focuses on reviewing the present literature to summarize various 

conceptualizations regarding the identification and formation of aggression. It then 

explores various constructs relating to the function and sustainment of aggressive 
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behaviors and their relationships to various emotional states and self-schemas. Lastly, it 

outlines potential applications to treatment practices and clinical implications.  

 

 Defining Aggression 

 Aggression is a complex and multifaceted phenomenon, which is demonstrated 

through the presence of a variety of associated factors such as motives, intentions, 

emotions, and the recipient (DeWall et al., 2011; Bushman & Anderson, 2001; Darjan et 

al., 2017). Put simply, aggression is defined as “any behavior intended to harm another 

person who does not want to be harmed” (DeWall et al., 2011, p.245). The key 

components of this definition involve the presence of harm towards another who lacks a 

desire to receive harm. This distinction is important when one considers the presence of 

behaviors creating harm that might be consensual or of some benefit to the recipient. 

Harm is not necessarily synonymous with aggression because some behaviors involving 

harm are prosocial (Bushman & Anderson, 2001). For example, pain caused during 

surgery is not considered aggression because the intention is to help, not hurt the 

recipient. Additionally, the recipient is likely consenting to at least some element of the 

harmful behavior.  

 Aggression exists in a variety of forms that can be both physical and nonphysical. 

Violence can be understood as a form of extreme physical aggression in which harm 

manifests as hitting, kicking, or using weapons against someone or something with the 

primary intention to injure or damage (Liu et. al., 2013).  Non-physical forms of 

aggression are characterized by harming behaviors other than physical harm such as 

verbal aggression or relational/social aggression. Verbal aggression pertains to actions 
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such as name-calling, threats, yelling, or screaming. Relational/social aggression pertains 

to harm aimed at social aspects such as the exclusion of someone from a group, 

gossiping, criticism, manipulation of two people against one another, or intentionally 

ignoring another (Liu et. al., 2013; DeWall et al., 2011). Nonphysical aggression tends to 

be more subtle and less readily recognized by observers (University of Minnesota 

Libraries Publishing, 2015). 

In order to adequately conceptualize something, it is often important to also 

distinguish what it is not. One important distinction is between aggression and anger. 

Aggression is a displayed behavior, whereas anger is an experienced emotion (DeWall et 

al., 2011). Often an emotional assumption of anger is inherently assumed by others to be 

indicative of aggressive behavior (Ohbuchi, 1987).  Anger is sometimes mistaken for 

aggression, in that it is aimed at overcoming a target, but not necessarily through harm or 

destruction (American Psychological Association, n.d.). An assumption of coexisting 

anger should not be implied in a definition of aggression due to types of aggression (e.g., 

well-planned acts of revenge) that lack the initial presence of an angry emotional state 

(Liu et. al., 2013). For the purposes of conceptualizing aggression broadly, the 

assumption of the presence of a specific emotional state, like anger, should not be 

imperative in classifying behavior as aggression.  

It is also important to make the distinction between assertiveness and aggression. 

Often in fields of sport or business, the word “aggressive” is used in a desirable context, 

when the idea that is being conveyed would be more appropriately described as assertive 

as it pertains to confidence or direct communication without the intention to do harm 

(DeWall et al., 2011).  In fact, it is important to note that sometimes assertive behavior 
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might be mistaken for social aggression, depending upon one’s subjective experience of 

the behavior. It may also be the case that aggression becomes the presenting behavior 

when an individual seeks to be assertive but lacks the awareness or communication skills 

to express their feelings and needs (Darjan et al., 2017). 

  

Categorization of Aggression 

Impulsive vs. Instrumental 

Aggression has been historically typified and understood along an 

impulsive/instrumental dichotomy. Impulsive aggression is defined by characteristics 

such as abruptness, affectively laden, angry, and reactionary. It is associated with “hot-

headed” responses to provocation or perceived threats. Instrumental aggression is defined 

by characteristics such as being goal-oriented, premeditated, and calculated (Kemp et al., 

2020). It is associated with “cold-blooded” behaviors with specific ends. The primary 

distinguishing differences between these two types of aggression are the extent of thought 

and planning involved, the primary goal of the behavior, and the presence or absence of 

anger (Bushman & Anderson, 2001).  

The impulsive vs instrumental dichotomy is limited in distinguishing distinct 

motives to either type of aggression. In many scenarios, the exact same motive can be the 

driver for either type of aggression, different motives can drive the same aggressive 

behavior, and aggressive behaviors can be composed of varying concoctions of 

characteristically instrumental or hostile aggression features (Geen, 1995).  In the clinical 

realm, aggressive qualities of negative affect and impulsivity are more common, whereas 
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aggression with premeditated and instrumental nature is often witnessed in the forensic 

setting (Rosell & Siever, 2015). 

Automatic vs. Controlled 

There are some who believe that this dichotomy between impulsive aggression 

and instrumental aggression is incomplete, due to the presence of confounding examples 

of aggression that have multiple motives and varying degrees of automatic and controlled 

features (Bushman & Anderson, 2001). This is exemplified by situations in which the 

same motives can motivate both types of aggression, different motives result in the same 

aggressive behavior, and singular examples of aggressive behavior involve both hostile 

and instrumental aggression (Geen, 1995). Thereby, a more expansive categorization is 

needed to be precise in defining aggression.  

Thanks to insights into automatic and controlled information processing, it is 

somewhat easier to categorize the key features of a controlled process. Those 4 key 

features are “(a) conscious intention of what the control will accomplish, (b) a sense or 

feeling of control, (c) an expenditure of effort in the control action, and (d) a (closed-

loop) monitoring of the control output” (Wegner & Bargh, 1998, p. 463). Wegner and 

Bargh (1998) also articulated that an automatic process is not the exact opposite of a 

controlled one. Therefore, any existing process without all four aforementioned features 

would be, in part, an automatic process. A fully automatic process lacks all four of those 

features and is instead characterized by three other features: (a) autonomy (e.g., runs by 

itself without constant monitoring), (b) quickness, and (c) efficiency (e.g., requires 

minimal attention capacity). Therefore, one can conceptualize automatic vs-controlled 

processes along a continuum, which adds another dimensional criterion for classifying 
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aggression (Bushman & Anderson, 2001). The presences of automatic and controlled 

processes confound the original dichotomy of impulsive and instrumental forms of 

aggression by the presence of examples such as hostile aggression with controlled 

features and instrumental aggression with automatic features (Bushman & Anderson, 

2001).  

There is still a continued need for exploration into the nuances of the 

classification of aggression for the purposes of deeper understanding and resolution of 

conflicting conceptualizations. Given the widely varied conceptions of aggression and the 

several diverse characteristics and considerations of category, it might be beneficial for 

counselors to consider aggression not through binary categories but rather as endpoints 

on a continuum of behavior that considers a variety of factors such as how a behavior is 

exhibited, to what end, by what it was motivated by (Bushman & Anderson, 2001). The 

new counselor might also benefit from knowing various factors that have been associated 

with aggression. In understanding such relationships, a new counselor would benefit from 

better unifying their conceptualization of their client’s aggression. In the next session, a 

variety of contributors to aggression are examined. 

 

Contributors to Aggression 

 Now that aggression can be understood as existing along multifaceted continua, it 

is important to acknowledge a set of documented contributing factors and other 

correlations before beginning to therapeutically conceptualize and treat aggression. This 

section of the work examines various facets of biopsychosocial context for the purposes 

of acclimating counselors to currently understood relationships and trends. 
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Biological Components 

Hormones have been linked to having interactions with the facilitation of 

aggression. Higher levels of cortisol and testosterone influence aggression and related 

factors such as psychopathy in an interdependent manner; however, this relationship is 

complex, and likely depends on factors such as age, gender, and degree of trait 

aggression and psychopathy (Rosell & Siever, 2015). Additionally, it has been 

demonstrated that women receiving testosterone have been shown to begin exhibiting 

aggressive behaviors (Kuepper et. al., 2010). 

A few neurotransmitters have been linked to aggressive behavior, typically when 

they are excessive or deficient. Serotonin levels in both excess and deficiency have been 

correlated with aggression. Too much serotonin has been shown to inhibit Monoamine 

Oxidase Inhibitors (MAOs) causing them to continue metabolizing excessive levels of 

serotonin. This can lead to continued overproduction of serotonin, which can create 

altered mental states (Godar et al., 2016).  Low serotonin has been demonstrated to be 

correlated with depression, violence, and suicide (da CunahBang et.al., 2016). 

Overproduction of dopamine has been demonstrated to be involved in aggression such as 

in persons with schizophrenia. Low dopamine levels are commonplace in patients with 

Parkinson's whose treatment is targeted with the use of dopamine-enhancing medications 

(Bruno et.al., 2016). Further research is necessary to establish the complex relationships 

between various chemical messengers and their role in aggression. 
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Substance Interaction 

A wide variety of substances can lead to aggression or violence. More often than 

not with substance usage, the inciting contributors to aggression are the pharmacological 

effects of consuming substances. However, for some, withdrawal symptoms incite 

aggression motivated by obtaining a substance or coping with unpleasant withdrawal 

symptoms (Alcorn et al., 2013). Alcohol is a common initiator of aggression as it can 

lower repressive barriers of typically controlled emotions, including rage (Maniglio, 

2017). Hallucinogens from substances such as mescaline, peyote, 3,4-

methylenedioxymethamphetamine, or ecstasy, and lysergic acid diethylamide (LSD) can 

precipitate terrifying, commanding, and frightening experiences that result in aggressive 

or violent behavior. Phencyclidine (PCP) not only makes the user feel invincible and 

impervious to pain but also can cause powerful, violent behaviors as severe as homicide 

(Thiessen et al., 2018). Anabolic steroids, commonly used for physical enhancement, 

may induce aggressive rage (Gannon & Cadet, 2019).  

Even prescribed medications can generate aggressive responses as a side effect. 

Antidepressants, especially for children, have an increasingly documented body of 

research suggesting they might have a correlation to contributing to suicidal and 

homicidal behavior (Healy et. al., 2006). Prescriptions used to treat Parkinson's disease, 

like carbidopa-levodopa, can increase dopamine to excess, resulting in patients 

developing paranoia and aggression (Wise, 2016). It is crucial that counselors get a sense 

of what medications might interplay within a client’s system, especially given the breadth 

of substances that interact with aggression. 
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Psychological Diagnoses 

There are a variety of specific DSM-5 diagnoses that have violent behavior as one 

of their distinguishing features. These include diagnoses such as bipolar affective 

disorder, schizophrenia, dementia-related disorders, post-traumatic stress disorder 

(PTSD), and acute stress disorder. Other disorders associated with childhood and 

adolescence, intellectual deficiencies, personality disorders, and intermittent explosive 

disorder are often associated with aggression or violence (Fitzpatrick et., al 2016; 

Pringsheim et. al., 2015; Dyer et. al., 2009; Praag, 2001).  It is crucial to remember that 

aggression can be the product of comorbid combinations of several conditions. For 

example, someone with a substance use disorder and post-traumatic stress may behave 

aggressively as a result of alcohol consumption (Soreff et. al., 2022).  

Patients with bipolar affective disorder may become excessively agitated and 

aggressive, especially during a manic phase. Grandiose delusions often inflate self-view 

while also making the individual overly demanding of others and combative to those not 

confirming their self-perceived greatness (Ballester et. al., 2012).  Patients with 

schizophrenia might exhibit aggression when responding to perceived hallucinations 

ordering them to harm others. Various forms of dementia, such as Alzheimer's disease, 

have both memory deficiencies and executive function loss. Reduced executive functions 

make it increasingly difficult to maintain good judgment and inhibit unacceptable 

impulses (Lyketsos et al., 1999). This deficit accounts for some of the aggression and 

violence seen in long-term care facilities and in working with patients with traumatic 

brain injuries (Soreff et. al., 2022). 
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Overwhelming stress can also be an inciting event for certain individuals to 

become aggressive. Those with PTSD struggle through a host of symptoms that can 

promote potential aggression. These symptoms can include hypervigilance, flashbacks, 

and nightmares, often evolving to aggression. Females exposed to trauma have been 

shown to have higher levels of PTSD symptoms thereby increasing the risk for several 

indices of aggressive behavior (Wamser-Nanney, et. al., 2021).  

In addition, various childhood diagnoses, such as conduct disorder or attention-

deficit/hyperactivity disorder (ADHD), have the potential to result in aggressive 

behavior. Disorders along the autism spectrum also may have aggressive features, 

typically due to communication difficulties, impulsiveness, and low tolerance of 

frustration (Saylor & Amonn, 2016). Some persons with intellectual disabilities may 

resort to aggression or violence when confronting difficult tasks and situations (Davies & 

Oliver, 2016). Ultimately, there is a wide variety of aggression that may be related to a 

multitude of various diagnoses, which illuminates the need to ensure familiarity with the 

characteristics of disorders that can involve aggression. 

 Context is key when working with aggression in clients. As this work previously 

discussed, there is a wide variety of potential contributing factors across many domains 

that play varying roles in the evocation of aggression. Given that a definition for 

aggression has been established, it is important to begin to formulate a systematic method 

to conceptualize and treat clients as they work toward their goals.  
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Conceptual Considerations for Aggression 

 In summarizing some of the literature on the conceptualization and treatment of 

aggression, this work begins by elaborating on the functional components of aggression 

in conceptualization. Next, the relationship between self-esteem and aggression is 

investigated, acknowledging commonly believed causes of aggression. Emotional 

regulation is proposed as a potential component contributing to aggression. Lastly, this 

section touches on empathy and its relationship to aggression.  

Functional Aspects 

It may be beneficial to treatment to conceptualize human actions and behaviors as 

intended toward fulfilling a need, or in service of accomplishing a goal. Such needs are 

crucially important for human development and an individual’s instinctual drive to satisfy 

them should be taken into account (Alstot & Alstot, 2015). It is of the utmost importance 

to identify the functions of behavior so that counselors might make more efficient 

educational and interventionist decisions (Darjan et al., 2017).  From this lens, aggression 

is an attempt to fulfill a need or attain a goal. Educators and therapists are charged with 

identifying the function of aggressive behaviors and aiding their clients in replacing the 

maladaptive behaviors with appropriate, socially acceptable ones (Long et al., 2014). 

From a survival standpoint, aggressive behaviors keep an individual safe if there 

is a present threat of danger. Typical behavioral responses might include threats or 

engagement of violence via self-defense or preemptive strike (Long et al., 2014). 

Identifying situational characteristics that might signal and/or be assessed as potentially 

dangerous to a person are of vital importance to survival. This skillset, when maladaptive, 

has also been shown to be an important determinant in automated types of aggression 
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behaviors (Crick & Dodge, 1996). These moments of perceived imminent danger or 

threat signal the human body to resort to an automatic, unconscious, and predictable 

response, generating the body's well-known types of responses to stress: fight, flight, or 

freeze (Kunimatsu & Marsee, 2012).   

There are a variety of interpersonal and intrapersonal functions for aggression 

from a functional perspective. Four categorizations of functions: Avoidance/Escape, 

Power, Punishment/Revenge, and Social Identity Protection, have been proposed and 

have gained some traction within the aggression literature (Ohbuchi, 1987; Long et al., 

2014). They connect the previously stated stress reactions of fight, flight, or freeze to 

correspond to the four categories of specific needs. Freeze and flight enable escape or 

avoidance of stimuli, while flight might serve various functions: the pursuit of attention, 

the affirmation of power, or the seeking of revenge (Long et al., 2014).  

Aggression can be generated as an avoidance response to an aversive internal 

stimulus. Stimuli examples include uncomfortable emotional states such as frustration, 

annoyance, pain, and so on. Typically, the extent of the response corresponds to the 

perceived severity of the stimulus (Carver et. al., 2008). Aggression can also be used as a 

means of coercion. If an individual lacks alternative means or perspective by which they 

might encourage another towards their desired end (i.e., bartering or persuasion), they 

might utilize aggression as a means to a specific end (Ohbuchi, 1987).  

Aggression might also be functional as punishment if directed toward a 

transgressor. In this functional form, aggression is motivated by the restoration of social 

justice and the compensatory action of revenge. This form of aggression’s extent and 

intensity are determined by the perceived moral wrongdoing of the transgressor. This 
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function of aggression might be perceived as socially appropriate depending upon the 

identified role of the person delivering the retribution and the social value of the 

infraction committed. In this form, some believe that aggression is justified as sanctioned 

conduct against the immoral (Ohbuchi, 1987). It might also be the case that aggression 

can be evoked when someone's social identity is threatened. This form of aggression is 

also mediated by social cognition, such as an attribution of intent to a harm-doer. 

(Ohbuchi, 1987). Suttom and colleagues (1999) suggested that impression management 

motives might be involved in some cases of aggression because the presence of an 

audience or the acknowledgment of one has been shown to contribute to retaliative 

aggression.  

Self Esteem 

The literature regarding the relationship between self-esteem and violence has 

been a topic of debate for the last 50 years. Oftentimes, conventional wisdom suggests 

that low self-esteem is an important cause of violence (Sprott & Doob, 2000). Contrary to 

that conventional perspective, the opposing view that aggression might have more to do 

with over-inflated self-esteem has become increasingly evident (Tice, 1993). A common 

assumption is that aggression and violence are used as tools to enhance one’s self-esteem 

through outwardly harmful means such as domination, slander, or manipulation. This is 

demonstrated in child-adult interactions in which, after a child experiences bullying, an 

adult responds to a child’s distress with “they are just jealous of you” or “they just have 

low self-esteem.” Embedded within this assumption is the idea that people with low self-

esteem are “strongly oriented toward self-enhancement because they want to gain more 

of what they lack'' (Baumeister et al., 1996, p.13).  
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In reality, strong orientations toward self-enhancement or maintenance of self-

esteem is characteristic of people with high levels of self-esteem (Baumeister et al., 1989) 

Additionally, those with low self-esteem tended to demonstrate weak or non-existent 

motivation to increase their self-esteem (Tice, 1993). Those with low self-esteem seem to 

be ambivalent about the alteration of their self-esteem and have been known to avoid 

circumstances that might raise their self-esteem (De La Ronde & Swann, 1993). This 

avoidance of alteration might stand for a few reasons. These people seek to protect 

themselves from negative feedback (Baumeister et al., 1989). They do not enjoy nor trust 

flattering or enhancing feedback (Swann, 1987). Or, lastly, they lack the motivation to 

acquire accurate feedback (Sedikides, 1993).  

Resistance to improving self-esteem as a defense mechanism preserves the status-

quo by defending one’s irrational beliefs, thereby maintaining an impression of 

predictability and controllability of events. Each instance of verified low self-worth 

naturally exemplifies an unconscious self-experiment to reality test self-beliefs (Darjan et 

al., 2017). By acting in accordance with an expected outcome, the anticipated unpleasant 

event is provoked, ceasing the anticipatory anxiety, and confirming and reinforcing the 

expectancies and behaviors for further negative outcomes. Therein lies a counselor’s 

opportunity for intervention: interrupting the cyclical pattern, changing a client’s 

expectations, and inviting them into new ways of being (Long, Wood, & Fecser, 2001).  

A person with a highly favorable opinion of themselves, however, will be inclined 

to seek out risky situations to prove his or her merit. Acts such as seeking out fights with 

dangerous individuals serve as a dubious strategy for gaining or reinforcing esteem, and 

is likely to appeal only to individuals with irrationally high confidence. (Donnellan et. al., 
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2005). This claim is bolstered by an interdisciplinary review of aggression, crime, and 

violence that further contradicted the view that low self-esteem is an important cause. 

Threatened egotism, or inflated, favorable views of oneself, under threat, however, has 

shown to be a contributing factor in retaliatory aggression. It is proposed that the 

disputing of a person’s self-concept by another person or circumstance is incredibly 

distressing for someone with very high or inflated self-esteem (Baumeister et. al., 1996). 

In order to cope with their distress, they choose not to engage with challenging ideas of 

self-concept and instead direct anger and aggression outward as a way of avoiding a 

downward alteration of the self-concept. By and large, people with inflated, unstable, or 

tentative beliefs about their superiority are often the most prone to engaging with threats 

and thereby evolving into violence (Baumeister et. al., 1996). Treatment on this end of 

the self-esteem continuum is similar to treating low self-esteem in that a counselor might 

assess the client’s perception and interpretation of the events (Tice, 1993). Then, the 

counselor can identify the function of the behavior and the underlying need. Lastly, the 

counselor should also focus on strengthening the fragile self-esteem of clients with 

egoistic tendencies (Bosson et. al., 2008). 

  

Emotional Regulation 

An individual’s self-control failures frequently predict aggression and, 

conversely, building self-control decreases aggression. (Kemp et al., 2020). A study has 

shown that the act of rumination following an anger-inducing provocation reduces self-

control and increases aggression (Denson et al., 2011).  Efficacy for this treatment focus 

is also supported by a finding articulating that neural mechanisms involved in emotion 
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regulation and cognitive control mediate the relationship between self-control and 

aggression (Denson et al., 2012).  

In the continued practice of regulating emotion, it is important that the extent to 

which one regulates is taken into account. Both under- and over-regulated emotion has 

been linked to an increased likelihood of aggression (Roberton et al., 2012). 

Consequences of emotions that are under-regulated often involve the subsequent 

impediment to achieving a person’s goal, whereas consequences of emotions that are 

over-regulated involve the depletion of an individual's resources for coping with ongoing 

internal and external stressors (Roberton et al., 2012). 

There is a much more apparent relationship between under-regulated emotion and 

aggression. “Emotional under-regulation refers to when an individual fails to contain 

difficult emotional experiences sufficiently to continue to engage in goal-directed 

behaviors or inhibit impulsive behaviors” (Roberton et al., 2012, p. 74). During under-

regulation of emotions, when a behavior that occurs in response to an emotion occurs, the 

response to that behavior is often experienced by the client as inseparable from their 

present emotion and a client might fail to employ the emotion regulation strategies 

necessary to easily control future behaviors (Gratz & Tull, 2010). 

Over-regulating emotions involves an individual using emotion regulation 

strategies in an effort to consistently stop an emotional experience from occurring 

(Greenberg & Bolger, 2001). This often consists of someone avoiding certain emotional 

experiences via remaining unwilling to engage with particular private experiences (e.g., 

thoughts that activate distressing emotions) or taking steps to change the form or 

frequency of these experiences or the situations that bring them about (Roberton et al., 
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2012). A person might also over-regulate emotions by way of the suppression of 

emotional expression. This entails actively attempting to inhibit ongoing emotionally 

expressive behavior (e.g., an individual attempting to hide signs of anger when resolving 

interpersonal conflict or someone trying not to show anxiety when attending a job 

interview) (Gross & Levenson, 1993). Overregulation of emotions might also lead to 

compromising decision-making processes by expending available cognitive resources 

(Dillon et al., 2007) or by diminishing the quality of interpersonal relationships 

experienced by the aggressor (Henry et al., 2008). 

When considering how a counselor might build a balanced, hardy skillset of 

emotional regulation, one key is to ensure thorough comprehension and coverage of 

emotional regulation. Three particular domains have been proposed to comprise a 

complete and deliberate conception of emotion regulation: emotional awareness, 

emotional acceptance, and proficiency in a variety of emotion regulation strategies 

(Roberton et al., 2012).  

“Effective emotion regulation requires awareness, understanding and clarity of 

emotional responses. Emotion states have high information value, particularly when they 

can be clearly differentiated from other emotion states” (Barrett et. al., 2007, p. 375). 

Uncomfortable or painful emotions serve to provide important information about one’s 

values, goals, and needs (Greenberg & Bolger, 2001). Having an awareness of what an 

emotion is signaling can help empower people to meet their needs in a way that feels 

appropriate for them (e.g., a person who is aware of feeling sad is better able to get access 

to their need to grieve. Someone whose only awareness of themselves is a general global 

feeling of bad might lack the knowledge to know their need or the knowledge to know 
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how to helpfully utilize their emotion (Greenberg & Pascual-Leone, 2006). Greenberg 

and Bolger (2001) go as far as to suggest that “an inability to differentiate between 

emotions may be just as maladaptive as difficulties attenuating and modulating emotion 

experience and expression” (p.199). 

Sustainable emotion regulation also requires an acceptance of emotional 

experiences (Berking & Znoj, 2008; Gratz & Roemer, 2004). Emotional acceptance 

entails nonjudgmentally encountering all emotions without expressing negative reactions 

to any particular emotion (Chambers, Gullone, & Allen, 2009). Willingness and a lack of 

hesitancy to experience both positive and negative emotions is a crucial component of 

effective emotion regulation as it allows the body’s natural processes to enable emotions 

to take their course (Whelton, 2004). Accepting emotions can be difficult. Due to lived 

experiences, people come to “associate particular emotions with experiences such as 

memories, evaluations, judgments and social rules” (Greenberg, 2004, Hayes et al., 

1996). Individuals may be more inclined to rely on aggression as a means of repairing or 

terminating difficult emotional experiences when emotion acceptance is difficult, 

Alternatively, someone who has difficulty accepting emotions might avoid or suppress 

their emotional experience and/or expression entirely (Chambers et al., 2009), which may 

also lead to a greater likelihood of aggressive behavior, as discussed earlier. 

Lastly, effective emotion regulation should incorporate both internal experience 

and external behavior (Roberton et al., 2012). Variety in strategy gives an individual the 

tools to contain overwhelming emotional experiences in a manner that is appropriate for 

balancing situational demands and the attainment of long-term goals. Two key emotional 

regulation strategies include cognitive reappraisal and expressive suppression (Roberton 
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et al., 2012; Gross, 2002). Cognitive reappraisal operates primarily before an emotion is 

fully formed and involves the interpretation of emotionally-relevant stimuli in 

unemotional terms, altering automatic undesired meanings and messages attached to the 

situation (e.g., reducing feelings of anger about job termination by focusing on a job as an 

opportunity for a ‘new start’) (Sieverding, 2009).  Expressive suppression operates after 

the emotional response has been generated and involves the inhibition of emotion-

expressive behavior (e.g., hiding signs of anxiety about an upcoming exam from other 

students in the class) (Roberton et al., 2012). Both cognitive reappraisal and balanced 

expressive suppression are key skill sets to the development of maintaining a balance 

regarding boundaries and setting work hours. 

Empathy 

There has been some efficacy shown for the development of the client’s affective 

empathy in the reduction of the client’s desire to inflict harm and hurt others (Eisenberg 

et. al., 2010). Affective empathy serves as a moderating variable to the desire to inflict 

harm and pain on others. In addition to developing affective empathy, it might seem 

fitting that also improving one's general social intelligence would also be an appropriate 

and effective strategy for treating aggression. However, it is also important to note an 

important nuance. Social intelligence alone does not have the same positive effect as 

empathy (Björkqvist et al., 2000). The presence of empathy acts to mitigate aggression. 

But, when empathy is factored out, correlations between social intelligence and all types 

of aggression increase, while correlations between social intelligence and peaceful 

conflict resolution decrease (Björkqvist et al., 2000). Therefore, it is crucial that the focus 

of any social intelligence-building interventions include empathy, as higher social 
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intelligence is also linked to higher rates of indirect, social forms of aggression 

(Kaukiainen et. al., 1999). Specific goals for developing empathy might aim toward 

increasing attention to cues, reinforcing gathering more information in ambiguous 

situations, rethinking goals to reflect values response, expanding client’s repertoire of 

alternatives, and changing the evaluation process of their decisions (Eisenberg et. al., 

2010). More research is needed in order to better understand the relationship empathy has 

in moderating aggression.  

Recommendations 

As counselors grow and develop, it is crucial that they continually deepen their 

understanding of various presentations of human behavior in order to continue to 

ethically provide the best care that they can. As a new counselor, it can be initially 

difficult to get a clear sense of some of the components driving and contributing to a 

client’s constellation of symptoms. More research and exploration are needed 

surrounding the extensive relationships and facets of aggression. However, these 

recommendations might benefit counselors by enabling them to approach aggression in a 

slightly more manageable way in practice.  

The first recommendation is to consider aggressive behavior along a spectrum 

that includes characteristics such as impulsivity to instrumentalism and automatic to 

controlled processing. In knowing the varying dimensions and classifications of 

aggression, a counselor can better contextualize aggressive behavior in a client’s life. In 

diagnosis, a counselor can better differentiate between diagnoses by having a stronger 

understanding of types of aggression and how they do and do not interplay with different 

diagnoses.  
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 Secondly, when a counselor is conceptualizing aggression in a client’s life, they 

might benefit from acclimating themselves to various biological, pharmacological, and 

psychological markers of aggressive behavior. Considering such factors might help new 

counselors to paint a clearer picture for the motivation and sustainment of aggressive 

behavior within a client’s life. Understanding these will enable counselors to accurately 

diagnose, keeping in mind considerations for the potential of a dual diagnosis with 

substance abuse or other medical disorders (Scott et. al., 1998).   

Next, when observing and working with aggression across a variety of 

populations, a counselor can arm themselves with a functional framework. Counselors 

are encouraged to consider functions of aggression for their clients and invite their clients 

to be curious about themselves from this lens. In understanding functions and needs in a 

client’s life, a counselor can build a client's awareness of function, assess needs being 

met through aggressive behavior, and provide clients with alternative strategies to meet 

their needs.  

Counselors are recommended take into consideration how a client’s self-esteem 

might interplay with the usage of aggression and consider strengthening self-esteem 

through realistic self-appraisals. It is also important to note over-inflated self-esteem or 

inauthentic appraisals of the self might be contributing to aggressive behavior. 

Additionally, in working to decrease instances of aggression, a counselor might consider 

bolstering an appropriate balance of emotional regulation in order to appeal to clients 

who might be more prone to impulsive, affectively ladened forms of aggression. Lastly, 

counselors might benefit their clients by helping to strengthen their client’s ability to 

empathize as a protective factor in engaging with maladaptive aggression.  
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Though the focus of this work was conceptual in nature, it was intended to serve 

as a launching point for both new and old counselors to take into consideration varying 

aspects and factors of aggression in the hope that they might have directions to explore 

with client’s aggression. Self-esteem, emotional regulation, and empathy are all concepts 

present across a variety of client presentations Future considerations might include 

narrowing focuses on various developmental ages or other population characteristics in 

order to ascertain more specific nuances of aggression across various groups. 

Additionally, more exploration into aggression and its relationship to varying cultures 

regarding moral appropriateness or function might highlight nuances of a client’s 

surrounding systems.  
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