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ABSTRACT

The effects of stress and personality character
istics in patients with angina pectoris and myocardial in- 

. . • ■ ' 
farction were investigated. Eleven angina pectoris subjects,
eight myocardial infarction subjects, and six mucous colitis 
Subjects completed the Schedule of Recent Experience and the 
Minnesota Multiphasic Personality Inventory.

It was hypothesized that differences in personality 
characteristics between the two types of coronary patients 
would be due to variations in age and social class. It was 
found that myocardial infarction subjects had significantly 
higher scale-scores on the Pd and Pa MMPI scales than angina 
pectoris subjects. The differences were attributed to dif
ferences in severity of disease.' It was further hypothesized 
that subjects with psychosomatically related diseases (angina 
pectoris and mucous colitis) would have similar MMPI con
figurations. • It was found that both disease groups had 
similar MMPI configurations.

It was hypothesized that although all subjects 
would have similar stress scores, the relationship between 
stress and personality characteristics would differ between 
subjects with and without psychosomatically related diseases.
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ix
Although inconclusive, there was some Support for this hy
pothesis. The similarities in MMPI configuration and rela
tionships between stress and personality characteristics 
between subjects with psychosomatically related diseases 
were seen as evidence against the disease specificity model.



CHAPTER 1

INTRODUCTION

This study concerns psychosocial factors associated 
with coronary heart.disease. In recent years numerous 
studies have delineated certain psychological, social, and 
behavioral sources of excess stimulation of the central 
nervous system. There has also been a substantial growth 
of evidence that the central nervous system is pathogenically 
involved in the development of atherosclerosis and coronary 
heart disease. Experiments have supported the role of the . 
central nervous system as a regulator of relevant blood 
chemistry and cardiac function and have associated excess 
stimulation of the central nervous system with cardiovascular 
pathology (Myasinkoff 1958, Perez-Cruef and Gantt 1964).

Coronary artery disease can be briefly defined as 
"an abnormal condition of the coronary arteries that inter
feres with the delivery of an adequate supply of blood to the 
structures of the heart" (Griffith 1971, p. 231) . The most 
common of the various causes of coronary heart disease is 
atherosclerosis, or the narrowing or blocking of the coronary 
arteries by masses of fat, or atheromas. The type of illness

1



caused by coronary artery disease fall into three main 
classes or syndromes.

The mildest form of coronary artery disease is angina 
pectoris, a pain arising in the heart after increased heart
work brought on by such factors as physical exertion or- ..

emotional tension. „ The atheroscherosis is partial, allowing 
enough blood flow through the coronary arteries to feed the 
heart muscle for a normal, quiet existence. When the heart 
muscle is required to exert itself, however, and requires 
more blood flow through the coronary arteries, the individual 
with angina pectoris will experience certain specific chest 
pains.

A more severe form of coronary artery disease is 
coronary insufficiency, or myocardial ischemia. The 
atheromatosis is more substantial than in angina pectoris, 
causing an inadequate blood supply and consequent heart 
tissue damage. When such tissue has died from a complete 
blockage of blood flow, a myocardial infarction occurs. A 
myocardial infarction is the most serious form of coronary 
artery disease, entailing permanent loss of tissue in the 
heart muscle (Phibbs 1971).

Historically, theories relating coronary artery di
sease to psychosocial variables have concentrated on person
ality factors. The Dunbar theory of psychosomatic medicine, 
in particular, contended that there are specific and



manifest personalities associated with specific psycho
somatic disorders (Keith 1966). Although Dunbar believed 
that all coronary disease patients represented a clear-cut 
constellation of personality traits, later research following 
the same premise has suggested that the psychological vari
ables associated with angina pectoris are distinct and 
separable from the psychological variables associated with 
myocardial infarction. Despite the quantity of literature 
suggesting differences in psychological variables associated 
with angina pectoris and myocardial infarction, there are 
flaws in the quality of such studies which will be discussed 
later.

Another body of research dealing with psychosocial 
variables associated with coronary artery disease has focused 
on psychosocial variables which increase life stress.. Such 
research investigates the type of lifestyle or set of events 
that increases stress and thereby increases the. probability 
of coronary artery disease. The set of events, regardless of 
personality factors, is seen as the dominant variable. 
Friedman and Rosenman (1971), for example, contend that 
individuals with a hurried lifestyle full of "challenges" 
and "chronic conflicts" are more prone to coronary artery 
disease than individuals with less traumatic lifestyles.

Other research (Rahe, McKean and Arthur 1967; Rahe 
1969; Rahe and Lind 1971; Rahe and Paasikivi 1971) has ■



examined the kind of events which play a precipitating role 
in the onset of coronary artery disease. Observing that any 
life change demands readjustment with accompanying psycho- 
physiological activation, such research attempts to measure 
events involving change or deviations from one's previous 
lifestyle.

Both personality traits and stressful life events, 
then, have been examined as general factors influencing the 
occurrence of coronary artery disease. Although it is often 
initially necessary to isolate single factors in research, 
it is also important to study the effects of combinations Of 
factors. Few factors are powerful enough to be the unique 
cause of a phenomena; factors, instead, usually act in 
combination. It would seem probable that when certain per
sonality types experience increased amounts of stress, one 
can hypothesize that the relationship between stress and 
personality traits would differ for patients with mycardial 
infarction and angina pectoris. (This assumes that there 
are distinct personality constellations for each type of 
coronary artery disease.)

The present study investigated the relationship be
tween personality factors and stress between subjects with 
angina pectoris and myocardial infarction. It also investi
gated reported personality differences between patients with 
myocardial infarction and angina pectoris. Past research



concerning personality differences between patients with 
mycardial infarction and angina pectoris will first be re
viewed. A review of the research concerning recent life 
stress will follow.

Personality Characteristics of Patients with 
Angina Pectoris and Myocardial Infarction

As previously mentioned, there is evidence that 
patients with myocardial infarction have measurably differ
ent psychological characteristics than patients with angina 
pectoris. In a prospective epidemological study, Ostfeld 
et al. (1964) randomly selected 1990 male subjects who were
between 40-55 years of age and free of clinical coronary 
heart disease at the time of their first clinical examination. 
The majority of subjects were in the lower-middle and upper- 
lower social classes, as determined by data on occupation, 
income, house type, and dwelling area. All subjects com
pleted the Minnesota Multiphasic Personality Inventory (MMPI) 
and the Sixteen Personality Factor Questionnaire (16PF) 
at the time of their initial physical examination.

Four years after the initial examination, 50 subjects 
had developed angina pectoris without myocardial infarctions, 
and 38 subjects had myocardial infarctions. Comparing the 
test results of subjects who had suffered myocardial in
farction with those who had angina pectoris only, they found 
that the latter had significantly higher scores on the



Hyponchdndriasis (Hs) and Hysteria (Hy) scales of the MMPI, 
indicating a tendency to respond with somatic complaints to 
emotional conflict; and a significantly lower value on the C 
scale of the 16PF, indicating greater emotional lability.

Ostfeld et al. (1964) notes that the Hs scale mea
sures the extent to which a person expresses undue concern 
about bodily functions; subjects with high scores on the 
Hs scale often complain of vague symptoms with no evident 
tissue or organ pathology. Persons with high scores on the 
Hy scale, especially when the Hs scale is also elevated, 
tend to develop somatic symptoms as a way of resolving emo
tional conflicts (DalStrom and; Welsh I960) . Low scores on 
Factor C are usually obtained by persons who are described 
as hypochondrical and worrying (Cattell 1957).

Ostfeld infers from the above evidence that subjects 
who developed only angina pectoris, in comparison to subjects 
who had myocardial infarction, had a greater tendency, prior 
to the occurrence of the disease, to complain about symptoms 
of all sorts; to be worried about the state of their health 
in the absence of objective findings, and to be more sug
gestible and emotionally labile.

The Ostfeld study is commendable for its prospective 
nature; the fact that the administration of the psychologi
cal tests preceded the clinical manifestation of the disease 
eliminates the possibility that the subjects1 experiences



with the disease influenced their responses to the question
naires. As the authors note, however, the discovered dif
ferences in personality may be specific to the population 
in the study and may not be generalizable to other popula
tions . In other words, such personality differences may 
only be found in males between 40 and 55 years of age in the 
upper-lower or lower-middle social classes.

Although there has been no direct evidence to support 
the Ostfeld et al. (1964) reservation about the generality
of his findings, there are two studies which offer indirect 
support. Bakker and Levenson (19 67) found that angina 
pectoris is more likely to occur in patients of lower socio- . 
economic status. Comparing 127 patients with anginal symp
toms with 129 patients without angina bn psychosocial 
variables, the authors found a definite trend for anginal 
symptoms to occur in patients under 45 years of age who were 
judged as more psychiatrically disabled than their counter
parts without anginal symptoms.

They also found that subjects with the best work 
records had the lowest incidence of angina pectoris while 
subjects with moderately stable to unstable work records had 
a significantly higher incidence of anginal symptoms. When 
examining the subjects' job categories, they discovered that 
anginal symptoms occurred most frequently among the un
skilled; less frequently among the semiskilled, and still



less frequently among skilled laborers. The job category 
containing the lowest incidence of anginal pectoris was that 
of professions, sales, and business endeavors.

All subjects completed the MMPI during their initial 
visit to the clinic and again six months later. Although 
all subjects initially showed a typical neurotic profile, a 
high elevation of the triad hypochondriasis-depression- 
hysteria, combined with the higher value of R (repression) 
over A (anxiety), the angina patients showed this profile in 
a somewhat more pronounced manner than subjects without 
angina. The second completed MMPI profiles showed a greater 
difference between angina and non-angina subjects, with 
angina subjects obtaining higher scores on the Hypochondriasis 
(HS), Depression (D), Hysteria (Hy), Paranoid (Pa), and Mania 
(Ma) scales.

While the above results suggest that patients with 
angina pectoris are more likely to be of lower socio
economic status and are more likely to be psychologically 
disabled, they do not provide direct proof that the person
ality characteristics of lower socio-economic subjects with 
angina pectoris differ significantly from the characteristics 
of higher socio-economic subjects with angina pectoris. In 
other words, while their results show that the incidence of 
angina pectoris varies, with the socio-economic status of the 
subject and that subjects with angina pectoris are more
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neurotic, as measured by the MMPI and the 16PF, than sub
jects without angina pectoris, their results offered no proof 
that such personality characteristics are more prevalent in 
patients of lower socio-economic status with angina pectoris.

There are other reasons why the Bakker and Levenson 
(1967) study does not offer evidence that is directly rele
vant to the question concerning the generalizability of 
the Ostfeld et al. (1964) findings. Perhaps the most im
portant reason is that of the different definitions of angina 
pectoris. While Ostfeld et al. only included angina patients 
who had not experienced a myocardial infarction in .their 
anginal group, Bakker and Levenson included any anginal 
patient, regardless of whether they had experienced a myo
cardial infarction, in their angina group.

Bakker and Levenson (1967) also failed to note the 
duration of the disease for each subject. Since most patients 
with chronic pain develop similar MMPI profiles after having 
the disease for five months (Timmermans and Sternbach 1974) , 
the differences in MMPI scale elevation that Bakker and 
Levenson report could have been influenced by differences in 
the subjects' varying disease durations.

A later study by Bakker (1967) offers further evi
dence that is relevant to the question of the possible 
specificity of the relationship of certain psychosocial 
variables to angina pectoris. Bakker first selected a sample
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of subjects with arteriosclerotic heart disease and then
divided the subjects into categories according to age, edu
cation level, previous job stability, and job category. All 
subjects completed the 16PF during their initial examination 
and six months later. Bakker compared the personality char
acteristics of patients with angina pectoris with those 
without angina for each socio-economic subgroup.

The results indicated that the personality differ
ences between subjects with and without angina, as measured 
by 16PF of Cattell, were most striking in subjects over 45 
with low education, low job status, and poor work records. 
The results showed that the angina pectoris subjects in the 
above groups were less stable, more conforming, less con
scientious , and more anxious and apprehensive than subjects 
in the non-angina group.

Some of the differences in personality character
istics that Ostfeld et al. found in subjects with angina 
pectoris, then, would appear to be limited to certain 
sub-populations of subjects with angina pectoris. Bakker1s 
findings, however, should be interpreted with some caution. 
In his 1967 study Bakker again included angina pectoris 
patients with and without a previous myocardial infarction 
in his anginal group. Bakker also failed to note the dura
tion of each subject's disease at the time of his initial 
examination, again causing possible confounding effects.
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Finally, although Bakker's 16PF results partially correspond 
to the Ostfeld et al. (1964) 16PF results, Bakker did not
use the MMPI as Ostfeld had done.

Are the personality characteristics that Ostfeld 
identified in subjects with angina pectoris characteristic 
of all subjects with angina pectoris, or are they limited 
to certain sub-populations of subjects with angina pectoris? 
Although there,is evidence, as mentioned above, that such 
distinctive personality characteristics are specific to 
older sub-populations of lower socio-economic status, the 
evidence is by no means conclusive.

As Keith (1966) aptly notes, it is difficult to find 
plausible reasons for behavioral differences between the 
patients with angina pectoris and myocardial infarction since 
both are ordinarily the result of atherosclerotic changes 
and coronary ischemia. Anginal symptoms are frequently, 
although not invariably followed by infarction. Keith 
further notes that it is difficult to relate personality 
patterns to the etiology of coronary heart disease because 
of its widespread prevalence. One report in which the pro
portion of deaths in the community coming to autopsy was 
high, found 25-100 percent atherosclerotic obstruction in 
74 percent of adults (Spickerman et al. 1960) . Epstein 
(1958) has estimated that 30 out of 100 American men will 
manifest coronary heart disease prior to the age of 65.
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Could a single personality configuration be common to such 
large numbers of victims, or is the configuration instead 
characteristic of certain sub-populations?

To help answer some of the still existing questions 
in this area, the present study examined the personality 
differences, as measured by the MMPI, between subjects with 
angina pectoris and subjects with myocardial infarction. To 
make the study1s results comparable to the Ostfeld et al. 
(1964) results, subjects in the angina group had no myocardi
al infarctions. Each subject's age, sex, and socio-economic 
status were also noted, and the personality characteristics 
of socio-economic sub-populations of angina versus myocardial 
infarction subjects were compared. To rule out the possible 
confounding effect of subjects with varying disease dura
tions in different groups, all subjects were tested within 
two months of the initial onset of their disease.

The reported personality configuration for subjects 
with angina pectoris is also reported to be characteristic 
of subjects with certain other diseases with psychosomatic 
elements. Phillip and Cay (1965) found that subjects with 
mucous colitis had elevated neurotic MMPI scales (Hs, D, and 
Hy). Similarly, Timmermans and Sternbach (1974) describe 
the elevated neurotic triad MMPI configuration as character
istic of patients with chronic pain. To determine whether 
the MMPI configuration for subj ects with angina pectoris is



- ' ■ "■ : ■ " ' 13 specific to such patients or is characteristic of patients
with certain psyehostimatically-related diseases, a control.
group of subjects with mucous colitis was included.

Recent Life Stress and 
Coronary Heart Disease ■

A second area of study in the present study concerns 
the amount of stress, as measured by the Schedule of Recent 
Experience (SRE), that each subject has experienced pre
ceding the onset of coronary heart disease. Assuming that 
any change in life demands readjustment with accompanying 
psychophysical activation, the SRE measures recent stress 
by inquiring about the number and kind of changes that a 
respondent has experienced in a given time period (Rahe and 
Lind 1971). Each reported change is given a weight, called 
a life change unit (LCU), according to its relative signifi
cance when compared to all other life changes in the ques
tionnaire .

A number of studies have administered the SRE to 
patients who have had a myocardial infarction. . After in
vestigating the SRE scores of coronary patients for three 
years preceding their disease onset, several studies have 
reported a significant increase in life change units in the 
six-month period preceding the disease onset when compared 
to an earlier period of equal length.
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While investigating the life change data of subjects 

who had undergone a sudden cardiac death, Rahe and Lind 
(19 71) found that there was a significant increase in sub
jects ' life change units during the final six. months of their 
lives when compared to chronologically similar periods two 
and three years prior to death. Similarly, Rahe et al.
(19 73) reported that subjects with myocardial infarction 
and subjects with abrupt coronary death both exhibited marked 
elevations in magnitude of life changes during the six months 
immediately prior to infarction or death when compared to 
the same time interval one year earlier.

Other studies of the life change data of coronary 
heart disease subjects have focused on the amount of incre-r 
ment in life change units over time. In a pilot study, 
Theorall and Rahe (19 71) investigated the life change data 
of subjects who had recently experienced a myocardial in
farction. After dividing the data into quarter year mean 
life change unit totals for the three years prior to 
hospitalization, they found that a trend of increasing LCU 
totals over time was apparent. The highest LCU total 
occurred during the quarter year in which the infarction 
Occurred. Rahe and Paasikivi (1971) studied the LCU data 
of Outpatients who had experienced their initial episodes of 
myocardial infarction between one and four years prior to 
the study. The subjects uniformly recorded a build-up in
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life change intensity from approximately 20-30 LCU over the 
year and. one—half prior to their infarctions. No appreci
able effect upon LCU reporting seemed to be caused by 
subjects' differing year of infarction experience.

There is, then, substantial evidence that patients 
with myocardial infarction experience a significant increase 
in stress in the period immediately preceding their disease 
onset. There is, however, no similar evidence on patients 
with angina pectoris. Do patients with angina pectoria 
experience comparable stress within the same time period, or 
do they differ in the amount of experienced stress, as they 
are said to differ in personality characteristics?

One could also ask about the relationship between 
recently experienced stress and personality characteristics. 
One would, assume that different personality types would have 
varied reactions to stress. If there are distinct person
ality constellations for each type of subject with coronary 
artery disease, then one could hypothesize that the relation
ship between stress and personality traits would differ for 
subjects with myocardial infarction and angina pectoris„
There is, however, the alternate possibility that a particu
lar relationship between stress and personality factors is 
not unique to patients with angina pectoris but is common to 
individuals who react to stress somatically. For this reason 
the relationship between stress and personality traits was
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also evaluated for subjects with mucous colitis, a disease 
with documented psychosomatic elements (Phillip and Cay 
1965) .

Again, the present study investigated two different 
kinds of variables, personality characteristics and stress, 
that have previously been shown to influence coronary artery 
disease. The study questioned the disease specificity model 
which contends that specific personality configurations are . 
associated with specific psychosomatic disorders. More 
specifically, the model contends that the personality char^ 1 
acteriStics of patients with angina pectoris are significant
ly different than the personality characteristics of patients 
with myocardial infarction. Research supporting the speci
ficity model cites evidence that patients with angina pec
toris have significantly higher elevations on the Hs and Hy 
scales of the MMPI than do patients with myocardial infarction. 
Although inconclusive> both the Bakker (1967) and the Bakker 
and Levenson (1967) studies suggest that the supposed angina 
pectoris personality is primarily limited to angina patients 
over 45 years of age and of lower socio-economic status.

Because of the above findings, it was contended that 
any existing differences between subjects with angina 
pectoris and myocardial infarction would be due to the 
independent, concomitant variables of age and social class. .
It was therefore hypothesized that:



1. There would be significant differences between the 
personality characteristics of subjects with angina 
pectoris and myocardial infarction as evidenced by 
the MEPI scales Hs and Hy. The elevations of the 
Hs and Hy scales would be significantly higher for 
subjects with angina pectoris. It was also pre
dicted that subjects with angina pectoris would have 
a different MMPI peak scale configuration than sub
jects with myocardial infarction-

2. Any significant differences between the MMPI scale- 
scores for subjects with angina pectoris and myo
cardial infarction would be due to the effects of 
the concomitant variables of age and social class.

As mentioned previously, the reported personality 
configuration for subjects with angina pectoris is also 
reported to be characteristic Of subjects with certain other 
diseases with psychosomatic elements. Phillip and Cay (1965) 
found that subjects with mucous colitis had elevated neurotic 
MMPI scales (Hs, D , and Hy). Similarly, Timmermans and 
Sternbach (1974) describe the elevated neurotic triad MMPI 
configuration as characteristic of patients with chronic 
pain. It is therefore hypothesized that:

3. Subjects with mucous colitis and angina pectoris 
would have no significant differences between any 
MMPI scale-scores.
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4. Subjects with angina pectoris and mucous colitis 

would have similar MMFI configurations, i.e., that 
each group would have the same three peak scales 
regardless of the amount of elevation,

Past literature (Rahe 19 69, Rahe et al. 1967) has 
demonstrated that the observed build-up in recent life 
stress prior to disease onset is nonspecific; that is, with
out regard to the type of disease. There is apparently no 
positive relationship between the LCU intensity recorded by 
subjects during the year prior to illness and the severity 
of the subsequent disease. It was hypothesized that:

5. There would be no significant differences among 
subjects in the three disease categories in the 
mean amount of stress experienced.

Although the amount of stress experienced before 
disease onset may not vary with the severity of disease, it 
would seem probable that different personality types would 
have varied reactions to stress. Since patients with angina 
pectoris and mucous colitis have been shown to have similar 
personality characteristics, as measured by the MMPI, one 
would assume that they would have similar reactions to stress. 
Conversely, one would expect different reactions to stress 
from patients with myocardial infarction. It is therefore 
hypothesized that:
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There would be a positive and significant relation
ship between the amount of stress and elevation, on 
the Hs and Hy scales for subjects with mucous 
colitis and angina pectoris. No similar relation
ships were predicted for subjects with myocardial 
infarction.



CHAPTER 2

. METHOD 

Subjects
The study had two study groups and one contrast . ■ ■ ‘ 

group? the study groups consisted of subjects With myocardi
al infarction and subjects with angina pectoris, respec
tively. The contrast group consisted of subjects with 
mucous colitis, a gastrointestinal disease. All of the 24 
subjects in the study had contacted one of the three types 
of disease not more;than two months before their initial 
contact with the examiner. The diagnosis of myocardial in
farction and angina pectoris was made by four physicians 
with specialities in cardiology. Four physicians with 
specialties in gastrointestinal disorders diagnosed subjects 
with mucous colitis.

Angina Pectoris Group
There were four females and seven male subjects with 

angina pectoris (see Table 1 for a description of the demo
graphic characteristics of the subjects). No subject with
in this.disease category had also experienced a myocardial 
infarction. According to the Two Factor Index of Social 
Position developed by Hollingshead and Redlich (1958), two

20
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Table 1. Demographic characteristics of the subject sample.

Demographic
Variables

Angina
Pectoris
Subjects

Myocardial
Infarction
Subjects

Mucous
Colitis
Subjects

Total n 11 8 6

Age:
Mean Age. 57 52 .62 30
Age Range 45-72 31-61 18-53

Sex:
Male 7 7 1
Female 4 1 5

Social Class; /
I 2 , 1 0

II 0 1 3
III 2 1 1
IV 4 1 2
V 2 3 0



subjects were in Class V, a lower class Consisting of un
skilled. and semi-skilled workers of low education; four 
subjects were in Class IV, a class consisting of semi-skilled 
and skilled workers; two subjects were in Class III/ a class 
consisting of owners of small businesses, semi-professionals, 
foremen, and salaried white collar workers; and two subjects 
were in Class I, a class consisting of college graduates, 
business executives and professionals. The age range for 
subjects with angina pectoris was between 45 and 72 years 
of age, with a mean age Of 57.

Myocardial Infarction Group
There were seven males and one female Who had ex

perienced a myocardial infarction. Again, according to the 
Two Factor Index of social Position, three subjects were in 
Class V; one subject was in Class IV; one subject was in 
Class III; One subject was in Class II; and one subject was 
in Class I. (Class II consists of individuals in managerial 
and professional occupations.) The age range for subjects 
with myocardial infarction was between 31 and 61, with a mean 
age of 52.62.

Mucous Colitis Group
There were five female subjects and one male subject 

with mucous colitis. Two subjects were in Class IV; one sub
ject was in Class III; and three subjects were in Class II.
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The age range for subjects with mucous colitis was between 
18 and 53, with a mean age of 30.

Instruments

The Minnesota Multiphasic 
Personality Inventory

The Minnesota Multiphasic Personality Inventory ~ 
(MMPI) is one of two psychometric instruments used in this 
study. It was administered in the booklet form to all sub
jects . The MMPI is a standardized questionnaire consisting 
of 550 statements to which a subject answers "True," or 
"False.” These responses are combined to yield scores on 
four validity Scales: Question (?), Lie (L), Validity (F), 
and K; and, on nine clinical scales: Hypochondriasis (HS), 
Depression (D), Hysteria (Hy), Psychopathic Deviate (Pd), 
Masculinity-femininity (MF), Paranoia (Pa), Psychasthenia 
(Pt), Schizophrenia (Sc), and Hypomania (Ma). Besides the 
standard. MMPI scales, the Barron Ego Strength (ES) scale and 
the Welsh scales for anxiety (A) and repression (R) were 
also employed.

The score on K was applied as a correcting factor 
to the following clinical scales: Hs, Pd, Pt, Sc, and Ma, 
in order to improve their discriminatory powers. It was also 
interpreted as a measure of test^taking attitude. The L, F
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and Question scales were used, primarily as checks on the 
validity of the entire record =

The already mentioned clinical scales were developed 
by comparing the responses of persons drawn from a normal : 
population to the responses of patients in a neuropsychiatric 
hospital. The aim of the authors in constructing the clini
cal scales was the prediction of nosological judgments in a . 
clinical setting. The scales are not independent and do not 
measure unitary traits. Thus, a subject's score on the 
clinical scales reflect the extent to which he has responded 
to the statements in a manner similar to that of persons 
exhibiting certain psychiatric syndromes.

The Schedule of Recent Experience
The Schedule of Recent Experience (SRE) was also 

given to all subjects. The SRE is a paper and pencil ques
tionnaire that attempts to document the presence or absence 
of 42 possible changes in the respondents' psychosocial 
history. It was developed to measure the number and kind of 
changes that one might experience in a given time period.
It asks about possible changes in the respondent's work, 
place of residence, financial status, personal habits, 
marriage, family, community, social relationships, and 
recreation for a period of three years preceding the disease 
onset.
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The questionnaire rests on the assumption that any 

change demands readjustment with accompanying psychophysical 
activation and is consequently stressful. it provided an 
estimate of the amount and intensity of recently occurring 
changes in a person's life. Each documented change is given 
a weight according to its estimated stress-provoking poten
tial . All weights, or life change units (LCU), are then
within a given time period.

There is, unfortunately, no standard, widely distri
buted form of the SHE. The examiner consequently derived a 
questionnaire from the description of questionnaires given in 
studies which have employed the SRE (Rahe and Lind 1971,
Rdhe and Paasikivi 1971) . The derived questionnaire asked 
all Subjects to. document any changes that occurred in the 
three-year period preceding their disease onset. Each year 
was divided into quartile periods. All marked changes on 
the questionnaire were scored according to the weights given 
by Holmes and Rahe (1967) . The weighted scores, or Life 
Change Units, were summed for each quartile period, for each
six-month period, and for the year immediately preceding the
month of disease onset.

Procedure
Eight physicians aided the examiner in the study by 

first gaining initial permission from any potential subject 
and then giving^ the name and telephone number of any
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consenting subject to the examiner. Four of the eight 
physicians were certified, specialists in cardiology; the other 
four were certified specialists in gastrointestinal diseases. 
After each subject had been contacted by the examiner, he 
was informed of the nature and demands of the study and was 
asked to sign a consent form which specified the purpose of 
the study and the. subject1s ethical rights.

After obtaining subject's final consent, examiner 
explained the instructions of both questionnaires to each 
subject. Since the questionnaires required a minimum of 
two hours to complete and since all subjects had recently 
experienced the onset of a potentially serious disease, the 
subjects were not asked to complete the questionnaires 
immediately. They were instead asked to complete the ques
tionnaires as soon as was comfortably possible. After the 
initial explanatory session, it was often necessary to call 
subjects repeatedly, reminding them to complete the question
naires . Two subjects were unable to complete the 
questionnaires because of a recurrence of their disease, 
and six subjects failed to complete the questionnaires.'

Design
Different experimental designs were employed for the 

different types of questions asked in the study. To answer 
the question concerning the possibility of distinct person
ality characteristics for subjects with angina pectoris,
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when compared to subjects with myocardial infarction and 
mucous Colitis, a 3 x 1 andva (type of disease x a single 
MfdPI scale) was employed. Separate analyses of variance 
were completed for each dependent measure (each MMFI scale). 
To locate significant differences between pairs of means, 
comparisons were made between pairs of treatment groups means 
with the Tukey Honestly Significant Differences Test (Meyers 
1972). A post-hoc Analysis of Covariance (Meyers 1972) was 
then employed for each of the 3 x 1 anovas to assess the 
possible contribution of the potential covariates of age, 
social class, and sex.

An analysis of variance evaluated the possibility of 
significant differences in mean stress scores between the 
disease categories. To answer the hypothesis concerning the 
relationship between recently experienced stress and person
ality characteristics, a Pearson product-moment correlation 
(Meyers 1972) was completed between the mean stress score 
and each MMPI scale for subjects in each disease category.
An analysis of variance evaluated the possibility of signifi
cant differences in mean stress scores between the disease 
categories.



CHAPTER 3

RESULTS

Personality Differences Between Subjects with 
Angina Pectoris and Myocardial Infarction .

As previously stated. Hypothesis 1 concerned the 
personality characteristics Of subjects with angina pectoris 
and subjects with myocardial infarction. For a summary of 
the mean t-‘-scores for each group and of the analyses of vari
ance performed on the 17 MMPI scales, see Table 2. It was 
found that subjects' MMPI scores differed significantly on 
the Pd and Pa scales (Fs = 3=729 and 5.776; dfs = 2/20; 
ps = .05). Although not significant at the .05 level, the 
Hs scale showed a trend toward a significant variance (F = 
3.273; df = 2/20; p = .059).

Tukey's Honestly Significant Differences Test was 
used to determine specific differences between group means. 
(It was found that the subjects with angina pectoris had 
significantly lower scores on the Pd scale than subjects 
with myocardial infarction.) It was also found that the mean 
Pa scale-score of subjects with angina pectoris was signifi
cantly lower than the mean Pa scale-score of subjects with 
myocardial infarction and of subjects with mucous colitis.

28



Table 2. Mean t-scores of 17 MMPI scales for three disease groups, F-ratio and 
F-probability of significant differences between mean +/- scores for 
three disease groups.

MMPI Scale Angina
Pectoris

Myocardial
Infarction Colitis F-ratio F-probability

? 4.00 1.57 1.16 .847 .443
L 4.00 3.57 2.50 1.393 .271
F 4. 30 6.71 4.00 1.116 .332
K 53.10 49.42 51.33 .417 .665
Hs 67.00 56.14 64.16 3.273 .059
P 63.60 67.42 68.33 .370 .696
Hy 60.90 59.71 67.66 1.9 30 .171
Pd 52.60 68.14 59.66 3.729 .042*
Mf 56.50 4 8.00 51.16 .99 3 .388
Pa 49.60 61.00 61.6 6 5.776 . 010*
Pt 52.90 59.57 60.64 .827 .452
Sc 50.00 57.71 58.00 .705 .506
Ma 53.90 57.14 57.66 .293 . 749
Si 54.60 60.42 54.60 .529 .597
A 13.80 15.42 17.66 .276 .762
Es 39.50 42.42 42.33 : .329 .723
R 16.30 18.85 18.83 1.541 .239

* Significant at the .05 level or greater.
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Thus, although unexpected differences between scale-scores 
were found, the prediction of significant differences be
tween the personality characteristics of subjects with 
angina pectoris and myocardial infarction as evidenced by 
the MMPT scales Hs and Hy was not confirmed.

Figure 1 shows an MMPI full-scale profile for each 
disease group. While subjects with angina pectoris had 
peak scale scores in the neurotic triad (Hs, D, and Hy), 
subjects with myocardial infarction had peak scale scores 
in the Pd, D , and Pa scales. The prediction that subjects 
with angina pectoris would have a different peak scale con
figuration than subjects with myocardial infarction was 
consequently confirmed.

The Effects of the Concomitant Variables
Age, Sex and Social Class

Analyses of covariance were performed to determine 
the possible contribution of the concomitant variables age, 
sex, and social class to the total variance among the three 
types of subjects for each MMPI scale (see Table 3).
Against Hypothesis 2 which stated 'that significant differ
ences between the MMPI scale-scores for subjects with 
angina pectoris and myocardial infarction would be due to 
the effects of the concomitant variables of age and social 
class, the main effect or type of disease accounted for a 
significant amount of the variance for the Pa scale
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Figure 1. MMPI profiles of the three disease groups.
—  Only Mean + - scores are shown for each 
disease group.
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Table 3. Analysis of covariation of the main effect, 

disease, and the concomitant variables.

MMP1
Scale
Score

Sources of Variation Dj1. F Significance of F

7 Covariates: Age . 1 .182 .999
Sex 1 2.100: .16 3
S.C.* - 1 .826 .999

Main Effects=bisease 2 .436 .999
L Covariates: Age 1 4.9 35 .0 38

Sex 1 1.939 .179
S.C. 1 2. 864 .106

Main E f fee t s=D i s e a s e 2 .271 .999
F Covariates; Age 1 .144 .999

Sex 1 1.820 .19 3
S.C. 1 5.020 .037

Main Effects-Disease 1 1.166 .336
K Covariates: Age 1 . 6 32 . 999

Sex 1 1.193 .290
S.C. 1 2.768 .111

Main Effects-Disease 2 .239 .999
Hs Covariates: Age 1 .034 .999

Sex 1 3.839 .064
S.C. 1 .011 .999

Main Effects=Disease 2 2.413 .118
D Covariates: Age 1 4.176 . .054

Sex 1 3.709 .068
S . C . 1 3.709 .068

Main Effects-Disease 2 . 59 8 .999
Hy Covariates: Age 1 2.799 .109

Sex 1 2.148 .158
S.C. 1 .283 .999

Main Effects-Disease 2 .976 .999
Pd Covariates: Age 1 .751 .999

Sex 1 .014 .999
S.C. 1 .840 .999

Main Effects—Disease 2 3.224 . .064
Mf Covariates: Age 1 1.653 .214

Sex 1 .1.507 .235
S.C. 1. 2.445 .133

Main Effects-Disease 2 .655 .999
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Table 3.*-Continued.

MMPI
Scale
Score

Sources of variation . Df F Significance of F

Pa Covafiates: Age 1 2.490 .130
Sex 1 .006 .999
S.C. 1 .153 .999

Main Effects=Disease 2 3.983 , .037
Pt Covariates: Age 1 2.0 31 .169

Sex 1 .265 .999
S.C. 1 .020 .999

Main Effects=Disease 2 .627 .999
Sc Covariates: Age 1 .791 .999

Sex 1 .001 .999
S.C. 1 .229 .999

Main Effects==Disease 2 .321 .999
Ma Covariates: Age . 1 . 622 .999

Sex 1 . 334 .999
S.C. 1 2.701 .115

Main Effects=Disease 2 .4 30 . 999
Si Covariates: Age 1 1.043 .323

Sex 1 . 831 .999
S.C. 1 6.117 .023

Main Effects=Disease 2 1.107 .354
A Covariates: Age 1 2.292 .145

Sex 1 .261 .999
S.C. 1 2.366 .139

Main Effects—Disease 2 .122 .999
ES Covariates: Age ' 1 .584 . 999

Sex ; ■ . 1 .242 .999
S.C. 1 6.028 . 024

Main Effects-Disease 2 1.358 .284
R Covariates: Age 1 .683 .999

Sex 1 . 332 .999
S.C. 1 3.511 .075

Main Effects=Disease 2 1.672 .216

* Social Class.



(F =3.983; significance of F = .03^). Although not sig
nificant at the .05 level, the main effect showed a trend 
toward significance for the Pd scale (F = 3.224; signifi
cance of F - .064) .

The main effect did not account for a significant 
amount of the variance for any other MMPI scales. In 
support of the study's prediction that any significant 
differences between the MMPI scale-scores for subjects 
with angina pectoris and myocardial infarction would be 
due to the effects Of the concomitant variables of age and 
social class, the covariate of age accounted for a 
significant amount Of the variance for the L scale (F =
4.935; significance of F - .038), and the covariate of social 
class accounted for a significant amount of the variance for 
the F scale (F = 5.020; significance of F = .037); for the 
Si scale (F = 6.117; significance of F = .023); and for the 
Es scale (F = 6.028; significance of F = .024) . The co
variate of sex showed a trend toward significance for the 
Hs scale (F = 3.839; significance of F - .064) .

Personality Differences between Subjects with
Mucous Colitis and Subjects with 

Angina Pectoris
As mentioned previously, separate analyses of vari

ance were completed for each MMPI scale across the three 
types of subjects. Comparisons between pairs of treatment 
means were made with the Tukey Honestly Significant
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Differences Test. Against Hypothesis 3 which stated that 
there would be ho significant differences between any MMPI 
seale-scoreS for subjects with mucous colitis and angina 
pectoris, it was found that subjects with mucous colitis, 
had significantly higher Pa scale scores than subjects 
with angina pectoris (see Table 2).

Figure 1 shows an MMPI full-scale profile for each 
disease group. While subjects with angina pectoris had 
peak scale scores of Hs, D, and Hy, subjects with mucous 
colitis had peak scale scores Of D, Hy, and Hs (in order of 
highest elevation). Although not in the same hierarchical 
order, the two groups do have the same three peak scale 
scores, supporting the study's prediction that subjects 
with angina pectoris and mucous colitis would have similar 
MMPI configurations»

Mean Stress Scores for Three 
Groups 0f Subjects

To assess possible differences in the amount of 
stress experienced by subjects in the three disease cate
gories (Hypothesis 4), an analysis of variance compared the 
mean stress scores of the year preceding the disease onset 
for subjects in the three disease categories.

In support of the study1s prediction that there 
would be no significant differences in the mean amount of 
stress experienced by subjects in any of the three disease
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categories, no significant difference was found (F = .019;
p — . 981) . See Table 4.

Table 4. Mean stress scores for subjects i 
categories.

n three disease

Disease
Group Mean Stress Score F Ratio F Probability

Angina
Pectoris
Myocardial
Infarction
Mucous
Colitis

83.72 .019

85.28

89.083

.981

The Relationship Between Personality•Characteristics 
and Recent Life Stress for the 

Three Disease Categories
A Pearson product-moment correlation assessed the 

relationship between the niean stress score for the year 
preceding the disease onset and each of the 17 MMPI scales. 
The correlation was performed separately for subjects in 
each disease category (see Table 5). A significant positive
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Table 5 - : MMPI mean scale scores and year mean stress score 

for each, disease group..

MMPI
Scales

Angina Pectoris 
Group

Myocardial
Infarction

Group
"Mucous Colitis 

Group
r s r s_ r s

? .1565 .323 .2435 .281 .1100 . 418
L .9975 .001 -.8049 .008 .5478 .130
F .6944 .009 .5262 .090 -.3449 . 252
K .0098 .489 -.0194 .482 -.0179 .487
Hs *.1728 .306 -.1777 .337 -.7017 .060
D .3878 .119 .3923 .168 -.0042 .49 7
Hy .64 83 .015 .0748 .430 -.6113 .099
Pd -.1570 .322 -.1749 .339 -.1070 .420
Mf -.2220 .257 .0520 .451 .6176 .096
Pa .7985 .002 .1538 .358 .6232 .089
Pt .5906 .028 .5609 .074 -.0195 .485
Sc .1698 .310 .5273 .090 -.2659 .305
Ma -.3718 .130 .39 77 .165 -.4949 .157
Si -.8026 .001 .1408 .370 - i1459 .391
A -.4211 .099 .5550 .077 -.3223 .267
Es -.6143 .022 -.0977 .414 .1524 .387
R -.6047 .024 -.0587 .445 -.7024 .060
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relationship was found between the mean stress score and 
the L, Ff Hy, Pa, and Pt scale-scores for subjects with 
angina pectoris. A significant negative relationship was 
found between the mean stress score and the Si, is, and R 
scale-scores for the same subjects. There was consequently 
no support for Hypothesis 6 which stated that there would 
be a positive and significant relationship between the 
amount of stress and evaluation on the HS scale for subjects 
with angina pectoris.

There were no significant relationships between the 
mean stress scores'and any MMPI scale-scores fdr Subjects 
with mucous colitis, contradicting the study's prediction 
that there would be a positive and significant relationship 
between the amount of stress and elevation on the Hs and Hy 
scales for subjects with mucous colitis. There was, however, 
a trend toward significance between the mean stress scores 
and the Hs scale for the same subjects.

In support of the study's hypothesis that there 
would be no significant relationships between the amount of 
stress and the •elevation on the Hs and Hy scales for sub
jects with myocardial infarction, there were no significant 
relationships between the mean stress scores and any MMPI 
scale-scores for subjects with myocardial infarction. There 
was, however, a trend toward a significant positive
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relationship between the mean stress score and the L and Pt 
scale scores for subjects with myocardial infarction.



CHAPTER 4 

DISCUSSION

Personality Differences Between Subjects with 
Angina Pectoris and.Myocardial Infarction

A central question of the present study concerned 
the reported personality differences between patients with 
angina pectoris and patients with myocardial infarction.
As mentioned previously, a number of studies have found 
patients with angina pectoris to be more hypochondrical, 
hysterical^, and emotionally labile than patients with myo
cardial infarction (Ostfeld et al. 1964, Bakker and 
Levenson 1967, Bakker 19 67). The present study, however, 
did not find the same differences between subjects with 
myocardial infarction and angina pectoris.

There was, however, a trend towards a significantly 
higher mean score on the Ets scale for subjects with angina 
pectoris when compared to subjects with myocardial infarc
tion . Since the two disease groups differed in number 
(angina pectoris n - 11; myocardial infarction n = 8); in 
sex (angina pectoris group contained seven males and four 
females; myocardial infarction group contained seven males 
and one female), and in social class (angina pectoris group

40
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contained five members in the I, II, and III social classes 
and six in the IV and V social classes; myocardial in
farction group contained three members in the I, II, and 
III social classes and five members in the IV and V social 
classes), it is possible that the present study would have 
replicated the past findings if the N had been larger and 
the groups had been less heterogenous.

Also in support of the above conjecture# - an examina
tion of the full scale MMPI pattern for subjects with angina 
pectoris and myocardial infarction shows that subjects with 
angina pectoris had peak scale scores on the Hs, D, and Hy 
scales while subjects with myocardial infarction had peak 
scale-scores on the Pd, D, and Pa scales.

Unlike earlier studies the present study found sig
nificant differences between the scores of subjects with 
angina pectoris and myocardial infarction on the Pd and Pa 
MMPI scales. An examination of the kinds of items contained 
in the Pd and Pa scales might help to evaluate the signifi
cance of these findings.

At first glance the Pd scale would not seem to 
accurately describe a heterogenous group of premorbidly 
well-adjusted subjects. The criterion group for the scale 
has been described as "a group of classical psychopathic 
deviates . . . amoral and asocial, but not necessarily 
antisocial and criminal"(Caldwell and 0 'Hare 1975, p.32).



The scale, however, is factorially impure. Besides the 
items measuring a lack of social consciousness, the scale 
also measures alienation from one's family, one's sense of 
personal limitations, poor morale, generalized hostility, 
and sexual difficulties (Caldwell and 0 1Hare 1975). Descrip
tions of respondents with high Pd scores include such ad
jectives as "tense, moody, nervous, and resentful"
(Dahlstrom, Welsh and Dahlstfom 1973, p. 201) „

The Pa scale was developed to evaluate the clinical 
pattern of paranoia which has traditionally involved a set 
of delusional beliefs, frequently including delusions of 
reference, influence, and grandeur (Dahlstrom et al. 1973) . 
Although the specific groups'Of patients used in deriving 
the Pa scale were not described in any detail, it is probable 
that descriptions of the criterion group would be inappli
cable to the present study. The group mean of subjects 
with myocardial infarction for the Pa scale was 61,00, 
nine points below the level of significant elevation. As 
Dahlstrom et al. (1973) point out, correlates of the Pa scale 
change markedly in character as the elevation shifts from 
moderate values to higher range values.

Descriptions of patients with combined peak scores 
on the Pd and Pa scales, however, would seem more applicable 
to the present study1s sample of subjects with myocardial 
infarction. In a study of medical patients with this
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pattern, Guthrie (1949) reported a high incidence of asthma, 
hay fever, and hypertension which tie related to instances of 
repressed hostility. In other reported psychiatric cases 
the Pd and Pa pattern is related to irritability and suspi
ciousness combined with depression, nervousness, and intro
version. Neurotic conditions associated with this pattern . 
seem to have neither somatization features nor anxieties 
or obsessions stemming from deep inner conflicts. Rather 
neuroticism seems to be related to situational conditions 
or to circumstances arising out of judgmental defects.

Combining the applicable correlates of the Pd scale 
with the Pd and Pa configuration, one qould describe the 
myocardial subjects as being irritable, nervous, alienated, 
and painfully aware of their own limitations. They also 
would seem to be filled with a pervasive yet guarded ' 
hostility.

There would seem to be two possible interpretations 
of such personality characteristics. They could either 
describe the subjects with myocardial infarction in their 
pre-morbid state, or they could describe the reaction of 
subjects with myocardial infarction to their new and serious 
disease. If the first interpretation is correct, then one 
could speculate that the personality characteristics might 
have in some way influenced the occurrence of myocardial 
infarction. Repressed hostility, for example, is reported 
to have deleterious somatic effects (Salter 1949) .
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There are, however, several factors weighing against 

the first interpretation. The prospective study of Ostfeld 
et al."(1964) did hot find that subjects who later ex
perienced a myocardial infarction had higher SealS-scdfes ; 
on the Pd and Pa scales than subjects who later experienced 
angina pectoris. The stated personality characteristics 
for myocardial infarction subjects are also similar to 
descriptions of patients who have recently discovered that 
they have a serious and life-threatening disease. There is 
a similar sense of irritability, withdrawal, and generalized 
hostility toward one's fate.

Since all patients with myocardial infarction in the 
present study completed the MMPI within two months after 
their disease onset, one would expect them still to be 
psychologically jarred. One can easily imagine them as 
"tense, moody, nervous, and resentful." Since a patient 
who has recently experienced a myocardial infarction is 
standardly warned by his physician to curtail his sexual 
activities, a patient with a recent myocardial infarction 
would consequently be acutely aware of bis own limitations 
and would report that he had sexual difficulties.

Since a myocardial infarction is a more serious and 
life-threatening disease than angina pectoris, one would 
guess that a subject who had experienced a myocardial 
infarction would suffer more psychological disturbance than
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would a subject who had recently been diagnosed as having 
angina pectoris. Although both diseases are serious and 
limiting, myocardial infarction is far more so than angina 
pectoris =

No other study has reported that patients with myo
cardial infarction have significantly higher Scores on the 
Pd and Pa scales than patients with abgina pectoris. This 
discrepancy may be explainable in terms of the timing of the 
administration of the MMPI. As mentioned earlier, the 
present study administered the MMPI and the SRE to all 
subjects within two months of their disease onset. None of 
the studies examined in the introduction administered the 
MMPI within this time period. While the Ostfeld et al.
(19 64) study administered the MMPI to all subjects before 
they contacted coronary artery disease, the Bakker and 
Levenson (1967) study administered the MMPI on a "six-month 
follow-up examination." While an individual may have re
gained his premorbid psychological equilibrium six months 
after experiencing a myocardial infarction it is more doubt
ful that one would have fully recovered within two months 
after experiencing a myocardial infarction.

The Effects of the Concomitant Variables 
Age, Sex and Social Class

Again, the study hypothesized that significant 
differences between the MMPI scale scores Hs and Hy would be



due to the effects of the concomitant variables of age and 
social class. This prediction was not supported by the 
results. None of the three designated covariates of sex, 
age, or social class accounted for a significant portion of 
the covariance for either of the Hs or Hy scales. The 
covariate of sex tended to account for a significant portion 
of the total variance.

One can ask whether the covariate of sex accounted 
for any reported significant differences between subjects 
with myocardial infarction and angina pectoris in the past 
literature. An examination of the samples in past studies, 
however, shows that females were not included in any subject 
populations. That the covariates of age and social class 
failed to account for the variance between disease groups 
for the Hs scale seemingly contradicts the author's conten
tion that differences in MMPI scale scores are limited to 
specific and limited subpopulations with coronary artery 
disease. Since the present study found no significant 
differences between subjects with myocardial infarction and 
angina pectoris on the Hy scale, it is impossible to either 
confirm or deny the study1s prediction that any significant 
differences on the Hy scale would be due to the concomitant 
variables of age or social class.

As previously stated, the results showed that the 
significant differences between subjects with myocardial



infarction and angina pectoris on the Pd and Pa MMPI scales 
were due to the main effect of disease rather than the con
comitant variables of age, sex, or social class. Since the 
Ostfeld et al. (1964) prospective study did not find that 
subjects who later experienced a myocardial infarction had 
higher scale scores on the Pd and Pa scales than subjects 
who later experienced angina pectoris, one can assume that 
such differences developed after the disease onset. This 
evidence would seemingly support the earlier contention that 
the differences on the MMPI scales were due to the differ
ences in severity of disease.

Personality Differences Between Subjects with 
Mucous Colitis and Subjects with 

Angina Pectoris
The mean Pa seale-score for subjects with mucous 

colitis Was significantly higher than the mean Pa scale- 
score for subjects with angina pectoris. This finding 
contradicts the study1s hypothesis that there would be no 
significant differences between any MMPI scale-scores for 
subjects with mucous colitis and angina pectoris. The 
difference was also due to the main effect of disease rather 
than the concomitant variables of age, sex, and social class „ 
It is important to note, however, that the two groups. 
differed in size. It would seem possible that extreme 
scores in the mucous colitis group could have created the 
significant difference.
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Despite the significant difference on the Pa scale, 

both groups had the same three peak scale-scores. (The two. 
groups did not, however, have the same hierarchical order 
of peak scale scores.) This finding, in part, supports the 
study’s prediction that subjects with angina pectoris and 
mucous colitis would have similar MMPI configurations.
It also supports the hypothesis that certain personality 
characteristics are shared by patients with psychosomatic 
cally related diseases and would seem to contradict the 
disease specificity model.

Mean Stress Scores for the Three 
Groups of Subjects

The lack of significant difference between .the mean 
stress scores for the three groups of subjects supports 
earlier findings that the intensity of recent life stress 
does not vary with the severity of disease.

The Relationship Between Personality Characteristics 
and Recent Life Stress, for the Three Disease Groups

Again, there was a significant positive relationship 
between the MMP1 scales Hy, Pa,' and p't and the mean stress 
scores for subjects with angina pectoris. There was a sig^ 
nificant negative relationship between the MMPI scales Si,
Es,. and R and the mean stress scores for the same subjects. 
Such findings suggest that subjects with angina pectoris
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become more hysterical, suspicious, and ruminative and have 
less repression and ego strength under stress.

There was only partial support for the study's 
hypothesis that subjects with mucous colitis and angina 
pectoris would share a significant positive relationship 
between the MMPI scales Hs and Hy and the amount of stress 
reported. . While there was a significant positive relation^ 
ship between the Hy scale and the amount of Stress for sub
jects With angina pectoris, there was no similar re
lationship for subjects with mucous colitis.

If one disregards the level of significance, however, 
and examines the degree of relationship between personality 
characteristics and recent life stress, there are more 
similarities between subjects with mucous colitis and angina 
pectoris. Both have positive relationships on the Pa and 
R scales and have negative, relationships oh the Hs scale. 
There were no similarities in relationships between subjects 
with mucous colitis and myocardial infarction. Subjects 
with myocardial infarction and angina pectoris both had 
positive relationships between stress and the Pt scale.

The above findings suggest that subjects with the 
two types of psychosomatically related diseases have greater 
similarities in their reactions to stress than either 
group did with myocardial infarction. This, in turn, 
suggests that recent life stress inflates similar personali
ty traits for certain categories of diseases.
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It is important to note, however, that although 

certain personality characteristics were inflated by stress, 
the stress inflated scales were not necessarily the most 
elevated MMPI scale-scores. While subjects with angina 
pectoris had peak scale-scores on the Hs, D, and By scales, 
they had significant positive relationships between stress 
and the following MMPI scales: L, By, Pa, and Pt„

There would seem to be two possible interpretations 
of the inflation of certain.MMPI scale-scores by recent life 
stress. One could argue that the relationship between 
recent life stress and MMPI scales suggests that the person
ality dimensions measured by the MMPI are situationally 
determined rather than being long-lasting, almost permanent
personality traits. Even if this interpretation is correct, 

- . . ' 
it is important to note that there was only one positive
relationship between stress and MMPI scales for any of the
peaked scales for all three disease groups. (There was a
positive and significant relationship stress and the By
scale for subjects with angina pectoris.)

The second interpretation of the inflation of cer
tain MMPI scale-scores by recent life stress would be that 
the personality characteristics measured by the MMPI scales 
existed premorbidly but only appear under stress. Further 
research that examines the premofbid personality
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characteristics of patients in the three disease groups 
would be necessary to give more definite support to either 
interpretation.

In summary the present study investigated the rela
tive effects of recent life stress and personality character
istics in medical patients with angina pectoris and 
myocardial infarction. The study initially questioned the 
disease specificity model which claims that patients with 
angina pectoris are significantly more hypochondriacal and 
hysterical than patients with myocardial infarction. The 
study instead suggested that such reported differences were 
due to the independent, concomitant variables of age and 
social class. Since the study did not replicate earlier 
findings, however, it is difficult to either support or 
contradict those same findings.

Although not conclusively contradictive, the study's 
other results do not support the disease specificity model. 
The myocardial infarction subjects' significantly higher 
scores on the Pd and Pa scales was viewed as a function of 
difference in the severity of disease; one might expect to 
find similar differences between patients with diseases that 
had similar differences in severity. In other words the 
differences would not be unique to patients with angina 
pectoris and myocardial infarction.
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Although not identical: subjects, with , angina pectoris 

and mucous colitis had similar MMPI configurations and had 
similar personality reactions to recent life stress. While 
such findings were not definitive, they do suggest that 
individuals with psychdsomatieally related diseases have 
similar personality characteristics and similar reactions to 
stress. This hypothesis would again contradict the disease 
specificity model.

A primary criticism of the present study concerns 
the low number of subjects. A better comparison between 
disease groups would have been possible if there had been 
an equal number of subjects in each group. Wide discrepant 
cies in age and social class within and between groups also 
weakened the study. The process of obtaining subjects from 
private practitioners; however, was time consuming. This 
problem was exacerbated by the study1s criteria for sub
jects, i.e., the requirement that each subject have experi
enced the initial onset of his disease within two months of 
the administration of the questionnaires.

Future research might focus on personality changes 
that occur as a reaction to the onset of myocardial infarc
tion. Although difficult to administer, a pre-morbid, post
onset comparison of the personality characteristics of 
patients with myocardial infarction might provide more 
definite evidence concerning personality changes following
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the onset of myocardial infarction. Such information might 
be clinically useful? depression, for example, has been 
shown to occur with a significantly greater frequency in 
non-surviving myocardial infarction patients than in myo
cardial infarction patients who survived for seven years 
after their initial attack (Bruhn, Chandler and Wolf 1969). 
It is possible that both the initial and continued existence 
of certain personality traits might have a deliterious 
effect on the health of myocardial infarction patients.
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