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ABSTRACT

Hypertension has been frequently described in the 
literature as being associated with various personality fac
tors and with various types of stress. This study describes 
the use of the MMPI to assess the personalities of hyperten
sives (n = 34) and normotensives (n = 28) in an effort to 
discover possible differences. To assess the amount of life 
stress currently in the lives of hypertensives, the Life 
Change Units (LCUs) (from the Holmes and Rahe Social Readjust
ment Rating Scale) of a group of hypertensives (n = 146) and 
a group of normotensives (n = 106) are compared. A signifi
cant difference in the mean ages of the two groups (hyperten
sives and normotensives) seems to explain most of the 
differences obtained. LCUs for the hypertensives are lower 
than for the normotensives. MMPIs of the females differ 
only on the SI scale; MMPIs. for the males are not interpret-: 
able due to small ns.
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CHAPTER 1

: INTRODUCTION '

Literature Background

Definitions and Description
Although there are many conflicting definitions of 

hypertension, the Joint National Committee on Detection, 
Evaluation, and Treatment of High Blood Pressure in 1977 
proposed that any patient with a diastolic pressure of 105 
mm Hg or higher be treated with drug therapy and that per
sons with diastolic pressure between 90 and 104 mm Hg be 
treated on an individualized basis with consideration given 
to other factors (Joint National Committee on Detection, 
Evaluation, and Treatment of High Blood Pressure, 1977).
The definition of the World Health Organization differs in 
that systolic pressure must be greater than 160 mm Hg and/or 
diastolic must be greater than 95 mm Hg. However, the WHO 
criteria are old and considered too high (see Kaplan, 1978). 
Using actuarial data, Kaplan (1978) defines hypertension 
according to age: for men under 45 blood pressure readings
must be greater than 130/90; for men over 45 readings must 
be .140/95; and for women readings must be greater than 16 0/95. 
Yet he is careful to point out "there is no hypertensive 
level" (p. 7).
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Essential hypertension or primary hypertension is

the existence of hypertension without known cause, and this 
accounts for most diagnoses of hypertension. Strasser (19 79) 
maintains that essential-hypertension accounts for 95% of all 
cases of hypertension, while Kaplan (1978) states that "even 
if one-fourth of the patients now considered to have essential 
hypertension can be moved into another category, 60 to 70% of 
all hypertensives will still be diagnosed as essential" (p.44).

Generally speaking, hypertension* has been found to 
increase with age, to be associated with obesity, to be tol
erated more by women than by men and to,occur at a higher 
prevalence rate among U. S. blacks than among U . S. whites 
(Kannel and Sorlie, 1975; Kaplan, 1978). Also there seems to 
be a good correlation between level of salt intake and fre
quency of hypertension (Dahl, 1972). However, high salt in
take would appear to lead to hypertension only in those 
persons genetically predisposed (Kaplan, 1978). In fact a 
large body of evidence supports the premise that hypertension 
develops only among those who have a genetic predisposition 
(Platt, 1967; Zinner, Levy, and Kass, 1971? Biron, Mongeau, 
and Bertrand, 1975). Yet researchers seem to agree that 
genetic predisposition appears to be a necessary but not

. *Throughout this paper the term "hypertension" will 
be used synonymously with "essential hypertension" unless 
otherwise specified. Thus excluded is any form of hyperten
sion occurring as a manifestation of a known disease (renal 
hypertension, diabetes, etc.).
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sufficient variable in the development of hypertension (Kap
lan, 1978). Two other factors frequently discussed.as asso
ciated with hypertension are stress and personality variables.

Hypertension and Stress
Stress of various kinds has been a known correlate of 

hypertension for some time. Among the early animal studies 
in this area, those of Medoff and Bongiovanni (1945) and 
Yeakel et al. (19 48) produced permanent hypertension in rats 
by exposure to long-term noise levels. Henry, Meehan, and 
Stephens (1967) produced hypertension in rats exposed to 
crowded conditions, and rats with genetic predisposition for 
hypertension develop it when chronically exposed to stress 
(Friedman and Iwai, 1976). In a 1971 literature review, 
Cochrane (1971) stated that the evidence from animal studies 
was quite strong: "The conclusion is inescapable that hyper
tension can be produced in animals as a direct result of 
psychological stress" (p. 65). Drawing on their own studies 
with rats which are predisposed to develop hypertension,
Folkow and his colleagues have proposed the following sequence 
leading to the development of hypertension: Stress — — a
genetically determined autonomic hyperactivity -— inter
mittent rise in blood pressure --- > structural changes in
resistance vessels — — > permanent hypertension (Folkow et 
al. , 1973).
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In an.early study involving humans and environmental 

stress, Graham (1945) found that one-fourth of soldiers with 
long combat experience maintained hypertension for several 
months afterwards. Ruskin, Beard, and Schaffer (1948) found 
that two weeks after an earthquake in Texas City over one- 
half of the survivors had developed, hypertension. In 1973 
Cobb and Rose discovered that air traffic controllers devel
op hypertension at a rate of 5.6 times that of nonprofession
al pilots, and in 1977 Jonsson and Hansson concluded that 
men stressed repeatedly by high levels of noise have signifi
cantly higher blood pressure readings and a greater incidence 
of hypertension than others. In reviewing some of the epid
emiological studies of hypertension, Cassel (1974) found that 
in 22 populations living in small, protected societies, blood 
pressures were generally low and did not tend to rise with 
aging and that often those who migrated to more urbanized 
societies had higher blood pressures which did rise with the 
aging process.

As the Cassel review suggests, various kinds of social 
stress have been postulated as being contributory factors in 
hypertension; however, the evidence seems quite mixed. The 
results of the U. S. National Health Examination Survey in 
the late 19601s lend support to the notion that perhaps lower 
socioeconomic groups have a greater tendency toward hyperten
sion. In summarizing the results, Gordon stated that "So far



■ ' ■ V ' ■ ■ ■as income in concernedthe higher the income the lower the 
; blood pressure.... With respect to education, higher blood 
pressure is found among people with lower education..."
(Gordon, 1967, p. 316). .However,.after studying hypertension
among whites and blacks in Georgia, McDonough, Garrison, and 
Hames (1967) concluded that there were no significant differ
ences in blood pressure between high and low social classes.
In a long study of unemployment and job loss, Kasl and Cobb 
(1970) "suggested that anticipating job loss can lead to hyper
tension. Yet, in a somewhat different study of hypertension 
in a very poor Mississippi county of almost all blacks, such 
factors as housing, household crowding, and employment were 
not significantly associated with blood pressure (Schoenber- 
ger et al., 1975). On the other hand, the results of a re
search project in Detroit indicated that black males living 
in a "high stress" area of the city had significantly higher 
blood pressure levels than black males living in a "low 
stress" area of the city (Harburg et al., 1973).

Although the evidence associating hypertension and 
socioeconomic stress is somewhat contradictory, it may be 
that the stress within a given individual's life would be 
.sufficient to begin a sequence of events ultimately leading 
to hypertension. Stressful life events have been inventoried 
in the 1960's and 1970's with such instruments as the Holmes 

■ and Rahe Schedule of Recent Experience. ' In this instrument



the subject, checks, off those events that-have happened to 
him over a given length of time. Each event is then assigned 
a weight (from the Social Readjustment Rating Scale) and a . 
total score obtained. The instrument has been used particu
larly in studies which attempt to associate life stress and 
the onset of illness (see, for example, Dohrenwend and Dohren- 
wend, 1974). As popular as such instruments have become for 
research purposes, apparently only one study of hypertensives 
incorporates a life events inventory (Wheatley et al., 19 75).
In this study no significant difference was found between the\
scores of life events (occurring within the past 18 months) 
for hypertensives and those for other patients.

Hypertension and Personality
For many decades there has existed a literature which 

has associated hypertension with personality factors. Gen
erally these articles focus on problems with anxiety, depres
sion, and difficulties with anger and/or hostility. These 
latter associations can be traced to the formulations of 
Franz Alexander (1939, 1950), a psychoanalyst who postulated 
that the hypertensive tends to handle anger and hostility by 
repressing them. '•

Ultimately this hostility theory of hypertension de
rives from the work of Cannon (1929) , who described the role 
of activating the sympathetic system as preparing, the animal



for immediate emergency .action. ■ Environmental threats, he 
observed,- could provoke.a natural defense reaction which 
included elevation in blood pressure.

Alexander's theory relied on the postulation of emer
gency preparation for fight or flight, a reaction mediated by 
the sympathetic nervous system. When this emergency prepara
tion is not followed by any action, presumably the heightened 
physiological arousal becomes chronic. On this basic sub
stratum, Alexander built his theory of hypertension which pos

" atulated that rage is the central underlying emotion within 
the hypertensive. The hypertensive is unable to handle feel
ings of hostility which then accumulate within him as sup
pressed rage.

The damming up of his hostile impulses will continue 
and will consequently increase in intensity. This 

. will induce the development of stronger defensive 
measures in order to keep pent-up aggressions in 
check .... Because of the marked degree of their 
inhibitions, these patients are less effective in 
their occupational activities and for that reason 
tend to fail in competition with others, so that 
envy is stimulated and their hostile feelings 
are further intensified (Alexander, 1950, p. 150).

Alexander's theory was refined and elaborated upon 
by such writers as Buss (1966), who maintained that the hyper 
tensive is lacking in well developed neurotic defenses with . 
which he would be able to handle his anger. These being 
absent, the hypertensive must rely on suppression at the last 
possible moment--after his physiological state has been
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aroused. Consequently he is left in a prolonged state of
bottled-up anger.

The literature on the Alexandrian theory of hyperten
sion is contradictory and confusing. These studies have some
times been accused of conceptual confusion and of being poorly 
designed (Baile and Gross, 1979). Generally American research 
publication on this topic has been diminishing since 1960. A 
review of the research done until that year concluded that . 
data on the hostility hypothesis are inconclusive (Shapiro, 
1960) .

In Europe and Australia, however, the research on 
personality and hypertension continues unabated. In addition 
to hostility, the emotional factors frequently addressed are 
depression and anxiety. Here, too, the results are generally 
mixed. Often this research also contains methodological or 
design problems• In two studies which supported the hypoth
esis that hypertensives were anxious, for example, no control 
groups were used (Pilowsky et al., 1973; Bulpitt, Hoffbrand, 
and Dollery, 1976). Another study (Whitehead et al., 1977) 
found anxiety was more highly correlated with blood pressure 
than was anger, but again only hypertensives were used.
Using physicians' assessments and patients' symptom check-. 
list, an English study (which did use a control group) found 
that there were no significant differences between hyperten
sives and controls for symptoms of depression, ahger-hostility,



or anxiety, although the incidence of anxiety was greater 
than that of the other emotional states (Wheatley et al., 
1975) . Kids on (1973) using 40 hypertensive., men and. 110 men 
from an industrial organization who were given the 16 PF 
Questionnaire, the Cornell Medical Index and a personality 
inventory, found the hypertensive to be generally more neu
rotic than controls (i.e., more insecure, more tense, more 
depressed, more angry, more conservative and less intelli
gent). Using 1,101 male outpatients who were screened for. 
depression and hypertension, Friedman and Bennet (1977) found 
no correlation between depression and hypertension (however, 
anxiety was significantly associated with both).

Although hostility, anxiety, and depression have been 
hypothesized as having an association with hypertension more 
frequently than other personality characteristics, a wide 
range of other emotional factors has been claimed at one time 
or another as being correlated with high blood pressure.
After a 1952 literature search, Brozek found 75 personality 
traits and emotional reaction patterns being correlated with 
high blood pressure (Brozek, 1952). For this reason, it is 
not unusual to find in the. literature a broad measure, such 
as a personality inventory, being.used to study hyperten
sives .
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Hypertension and Personality 
Inventories

.Among early studies- using personality inventories to 
study blood pressure, Brower (1947) found significant posi
tive correlations between diastolic blood pressure (i.e., 
not hypertensives) and the Depression, Hypochondriasis and 
Psychopathic Deviate scales of the MMPI. Using a scale pat
terned after the MMPI, Brozek (1952) found that hypertensives 
were, among other things, more tense, more easily hurt by 
criticism, more reserved, and less outgoing, but they also 
have more self-confidence than normotensives. (In this study, 
however, there was a 30-year difference in mean ages between 
normotensives and hypertensives.) Lewinsohn (1956) claimed 
that a group of 15 male hypertensives had significantly 
greater mean scores on Hypochondriasis, Depression, Hysteria 
and Psychopathic Deviate scales of the MMPI than a control 
group.

In 1960 Sainsbury generated a renewed interest in the 
whole area when he concluded that persons Suffering from 
various psychosomatic disorders, including hypertension, had 
higher scores on the Maudsley Personality Inventory (i.e., 
were more neurotic) than did controls.• Harburg et al. (cited 
by McGinn et al., 1964) reported positive correlations be
tween measures of "sensitivity" and "submissiveness" on 

Cattell1s 16 PF with consistently high systolic bloOd pres
sure levels. Ten years later another researcher used



Cattell's 16 PF with hypertensives and concluded that they 
were more neurotic generally than a control group (Kidson,
1973). In 1975 a Swedish group, using a Swedish personality 
inventory, found that newly discovered hypertensives had a 
greater need for autonomy than treated hypertensives, who 
had a greater need to be taken care of (Berglund et.al.,
1975). As previously mentioned, two studies using personal
ity inventories (the Edwards Personal Preference Schedule 
and the Middlesex Hospital Questionnaire) found hypertensives 
to be quite anxious (but neither used controls) (Pilowsky 
et al., 19 73; Bulpitt, Hoffbrand, and Dollery, 1976).

Among those who found no differences in personality 
inventories between high and low blood pressure groups are 
Innes, Millar, and Valentine (1959), who reported no differ
ences oh MMPI among the following groups: hypertensive, .
pregnant females; normotensive females after delivery; psy
choneurotic females; and hypertensive females. And Robinson 
(1959) found no relationship of significance between blood 
pressure and scores on the Maudsiey. Personality Inventory 
and the Porteus Mazes. Also, in 1958 Ostfeld and Lebovits 
reported a study in which essential hypertensives were com
pared with renal hypertensives with similar background. Mean 
scale scores on the MMPI did not differ significantly between -. 
the two groups. ,
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Clearly results are mixed. This author'agrees with 

Kasl and Cobb (1970), who believe that the literature on 
psychological;factors and blood pressure allows few firm con
clusions.

While it is true that many studies either find psy
chological differences between hypertensive patients 
and normotensive subjects, or show some psychological 
correlates of BP levels nevertheless, no overall
coherent and consistent picture emerges. Moreover, 
replication of findings has been difficult, largely 
because of obvious deficiencies in sampling and be
cause of the frequent use of assessment methods of 
unknown validity (Kasl and Cobb, 1970, p. 19).

Goals of the Present Research 
The present study attempts to examine the variables 

of stress and personality in hypertensives in an effort to 
add to the accumulation of evidence in these areas. A global 
measure of personality and a life stress inventory are ad
ministered to outpatients diagnosed as hypertensives.

The specific purposes of this study are (1) to deter
mine whether the life change units of the Holmes and Rahe 
Social Readjustment Rating Scale, as an indirect measure of 
life stress, are greater in persons diagnosed as hyperten
sives than in persons who are normotensive, and (2) to deter
mine whether MMPI scores as measures of personality traits 
are more deviant in persons diagnosed as hypertensives than 
in normotensive persons.

The following null hypotheses are. tested by use of 

the t statistic:
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Ho^ There is no significant•difference between the

Life Change Units of persons diagnosed hyperten
sive and persons considered normotensive.

HO2 There is no significant difference between the
MMPI scores of persons diagnosed hypertensive and 
persons considered normotensive-

Design of the Present Research 
The design of this study is similar to what has been 

called by Campbell and Stanley (1963) the "static-group com
parison" . In this design "a group which has experienced X 
is compared with one which has not ..." (p. 12). In this
instance X represents hypertension. Thus, a group of hyper
tensives was compared to a group of normotensives. This de
sign does not purport to be a true experimental design and 
hence suffers from the attendant limitations V As Campbell 
and Stanley point out, in this design there is no means of 
assuring that the two groups would have been equivalent had it 
not been for X (i.e., hypertension). The design can be useful 
in studies of an exploratory nature, and this was its intent 
here.

In order to assure some degree of similarity, however, 
the following considerations were made:

1. Place. Both groups were selected from the same neigh
borhood health center.
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2. Time. Both groups were administered the question- 
. naires only on Wednesdays from 8:00 AM to 5:00 PM

and Thursdays from 8:00 AM to noon.
3. Environmental Conditions. The control group was 

taken from the waiting room adjacent to the area 
where the hypertensives were administered the ques
tionnaire to assure similar environmental conditions.

4. Investigators. The same investigators were used to
. administer questionnaires to both groups. These con- 
■ sisted of the principal investigator (the author of 
this study) and two undergraduate research aides 
(one Anglo male and one Mexican-American female).

5. Subjects. Only volunteer subjects were used in both 
groups. (Thus, only subjects who Were likely to have 
few pressing obligations would be likely to volunteer 
for the MMPI, for example.)

As will be discussed later, the administration of 
questionnaires to both groups was not done concurrently due 
to limitations in research personnel. Such concurrent admin
istrations would have assured that "time of the year" would 
have been constant for both groups.

Data were gathered from each group until a criterion 
of 35 completed MMPIs was collected from each group. It was 
expected that this would result in many more SREs (Schedule
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of Recent Experience) being gathered than MMPIs since the 
time necessary to complete an SRE is much less than that re
quired for an MMPI.

Limitations of the Design 
The limitations of this design, as delineated by 

Campbell and Stanley, include the following sources of in
validity: selection; mortality; interaction of selection
and maturation, etc.; and interaction of selection bias and 
X. In this particular application of this design mortality 
does not seem to be a problem. Mortality is defined as "dif
ferential drop-out of persons from the groups" (Campbell and 
Stanley, 1963, p. 12), and.it is difficult to see how this 
would occur in this instance. However, interaction of selec
tion and maturation is a possible source of invalidity, as is 
the interaction of selection bias and X (in this case, the . 
requirement of voluntarism and the answers of the question
naires) . Selection is a source of invalidity here since sub
jects were not randomly selected from each population. Rath-, 
er, the criterion used was the first 35 completed MMPIs from 
each group.



CHAPTER 2

METHOD 

The Setting
Although it serves the entire city of Tucson, the 

neighborhood health center used in this study is located in 
a low income area which has a high concentration of minority. 
peoples„ The patient population consists largely of Mexican 
Americans. The ethnic composition of the clinic as a whole 
in 1976 was 78 percent Mexican American, 10 percent Anglo, 
■9.5 percent black and 2.5 percent other groups. In mid-1979 
a total of 37,661 persons were registered with the health 
center (El Rio Santa Cruz Neighborhood Health Center Grant 
Renewal Application, 1979).

The hypertension clinic itself is funded by the state 
and was established for pharmacy intervention and control of 
hypertension. At the close of the year 1978, 451 patients 
were enrolled in the program. The normotensive rate at the 
end of 1978 was 69.84 percent. The ethnic composition of 
the hypertension clinic in September 1978 was 71.5 percent 
Mexican American, 10.0 percent Anglo, 13.3 percent black, 
and 5.5 percent other groups. The number of patient encoun
ters in the hypertension clinic during the time of this 
study was reported as follows: October to December, 1978--

i6 v
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102 per month; January to February, 1979 —  75 per month;
total--456 encounters (El Rio Santa Cruz Neighborhood Health
Center Grant Renewal Application, 1979).

The Instruments 
The instruments used in this research were (1) a demo 

graphic questionnaire (see Appendix A); (2) the short form of
the Minnesota Multiphasic Personality Inventory Form R; and 
(3) the Holmes and Rahe Schedule of Recent Experience (see 
Appendix A).

The- Schedule of Recent Experience purports to be a 
measure of life stress in terms of the changes made in one's 
life. The unit of time commonly used for experiences is one 
year. The SRE is scored in terms of an accumulated number of 
weighted points for each item experienced (the weights being 
taken from the Social Readjustment Rating Scale), and the 
resulting sum is known as the sum of "life change units". If 
the number of life change units sums to 150 or more in one 
year, the individual may be undergoing a life crisis, accord
ing to Holmes' and Masuda (1974) . They define a mild life cri 
sis as the accumulation of 150 to 199 LCDs, a moderate life 
crisis as 200 to 299 LCUs, and a major life crisis as 300 or 
more LCUs (Holmes and Masuda, 1974) .
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The Subjects

Hypertensives
Subjects for the present-study were members of a 

hypertension clinic within a neighborhood health center 
facility. The hypertension clinic was specifically estab
lished to treat and monitor patients of the neighborhood 
health center who had been diagnosed by their physicians as 
hypertensive. In order to qualify for the hypertension 
clinic a patient's pressure must be 140 mm Eg or higher and 
diastolic pressure must be 90 mm or higher on three succes
sive patient encounters. Specific organic causes have typi
cally been previously investigated. All patients were taking 
prescribed medication for.their hypertension and were seen 
in the hypertension clinic by a pharmacist once a month to 
monitor blood pressures, medication and side effects of medi- . 
cation.

The hypertension clinic is held from 8:00 AM to 5:00 
PM every Wednesday and from 8:00 AM to 12:00 noon every Thurs
day. Approximately one week before an appointment each pa
tient was mailed a reminder of his/her appointment, along■ 
with a notice of this study and a request to volunteer. At 
the appointment the patient was approached by one of three 
investigators who explained the purpose of the study and gave 
the patient a short written description of the study. The 
patient was then asked if he would be willing to participate.
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-If the patient said yes he was given first the SRE with 
demographic questionnaire attached> then the MMPI. If the 
patient said that he had insufficient time to fill out the 
forms, he was asked if he had enough time to do the short 
form (the SRE) by itself.

Forms for both the SRE and the MMPI were available 
in Spanish for those more comfortable with Spanish. One of 
the research aides and the secretary of the hypertension 
clinic were fluent in Spanish and were available to explain 
and help those patients who spoke only Spanish.

Members of the hypertension clinic were approached 
until 35 MMPIs were collected. As a result, researchers col
lected data at the hypertension clinic for a four-month 
period from October 197 8 to February 1979 on a weekly basis. - 
There were 294 hypertensive patients approached individually 
at the clinic.

Normotensives
The normotensive subjects used were waiting-room out

patients at the same neighborhood health center referred to 
above. Again, patients were volunteers and were approached 
by the researchers only on Wednesdays and Thursdays during 
the same hours scheduled for the hypertension clinic. These 
patients were at the clinic for a wide range of problems, the 
waiting room (which was adjacent to the hypertension clinic)
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serving triage, obstetrics-gynecdlogy, audiology, opthalmol- 
ogy, optometry, podiatry, and family planning.

Before any patients in the control group were ap
proached for this study, a notice about the study and asking 
for volunteers was placed in the monthly newsletter sent to 
all members of the neighborhood health center. In part this 
was done to balance the effect of sending individual notices 
to members of the hypertension clinic.

When waiting-room patients were approached,, they were 
first asked if they had high blood pressure. If they said 
no, they were told about the study and asked to volunteer.
On the demographic sheet questions were also asked about 
blood pressure— -when the patient last had his or her pressure 
taken; was it high, normal, or low at that time; had he or 
she ever had high blood pressure. If, from the answers to 
these questions, it was decided that the patient had high 
blood pressure at one time or had high blood pressure the 
last time his or her pressure was checked, then that patient's 
results were eliminated from the final tabulations.

Essentially the same procedure and forms were used 
for this group as for the hypertensive group (i.e., when pa
tients claimed that their time was limited, they were asked 
if they had time to do just the SRE). The same criterion of 
35 MMPIs was used for this group. Again Spanish forms and 
Spanish speakers were available for those more familiar with
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that language. Data were collected for this group on a 
weekly basis for four months from February 1979 to May 1979. 
There were 310 of these patients approached individually.



CHAPTER 3

RESULTS

Although a criterion of 35 MMPIs was set for each 
group, the number of persons able to complete the demographic 
questionnaire and the Schedule of Recent Experiences was, of 
course, much larger than those completing the MMPT since less 
time was involved. Thus, of the 294 hypertensives approached, 
150 were able to complete the demographic form and the recent 
experience questionnaire. However, four of the events forms 
were eliminated from final tabulations because the results 
were incomplete or erratic. And, although 35 MMPIs were com
pleted, one was rejected because the results indicated that 
the subject was confused. This left a final total of 150 
demographic questionnaires, 146.SREs, and 34 MMPIs for the 
hypertensive group.

In the normo.tensive group 310 persons were approached, 
and 110 demographic forms were completed. Of the 110 events 
forms completed, four were rejected for being incomplete or 
having erratic or confused results. Of the 35 MMPIs collected 
seven were rejected for having erratic or confused results. 
Consequently, the final totals for the normotensive group 
were 110 demographic questionnaires, 106. recent experiences 
questionnaires, and 28 MMPIs.

22
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Demographic Factors 

An analysis of demographic factors revealed a major
ity of approximately two-thirds of both groups, belonged to 
the Mexican.American ethnic group. Table 1 presents the dis
tribution of the five, ethnic classifications. Computation 
of chi square revealed an association between ethiiic status 
and blood pressure (chi square =10.19; df =4; p = .04). 
Anglos were the only ethnic group who had a greater frequency 
of normotensives than hypertensives. However, partitioning 
the chi square table reveals that Anglos do not have a sig
nificantly greater association with higher blood pressure 
than Mexican Americans (chi square = 1.89; df = 1; p = >.10). 
[Blacks would seem to account for the association, since, for 
example, an independent comparison done between Mexican Ameri
cans and blacks resulted in a significantly greater associa
tion between being black and having hypertension than being 
Mexican American and having hypertension (chi square = 5.85; 
df - 1; p =  <.025).]

The distribution of gender in the two groups reveals 
a majority of females (73 percent) in both the hypertensive 
and normotensive groups, with both groups being divided by 
sex almost equally (see Table 2). Computation of chi squared 
revealed no association between blood pressure status and sex 
(chi square = 0.000; elf = 1; p = .99).



Table 1. Distribution of ethnicity.
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Ethnic Group
Hypertensive 
Frequency % .

Normotensive 
Frequency %

Percent of 
Total

Mexican
Ame'rican 94 64.8 . 74 67.3 65.9

Anglo 21 14.5 26 23.6 18.4
Indian 6 4.1 2 1.8 3.1
Black 19 13.1 4 3.6 9.0
Other 5 3.4 4 3.6 3.5

Total 145 100.0 110 100.0 100.0

chi square = 10.19, df = 4; p = .04.

Table 2. Distribution of sex.

Sex
Hypertensive 
Frequency %

Normotensive 
Frequency %

Percent of 
Total

Male 41 27 .3 29 26.7 27.0
Female 10 9 72. 7 80 73.4 - 73.0

Total 150 100.0 109 100.0 100.0
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The ages of the two groups.did differ, .however. The 

mean age for the hypertensives was 59.88 years; the mean age 
for the normotensives was 34.42. The breakdown by age group 
is presented in Table 3 for both the hypertensives and normo
tensives. The age range for hypertensives was 28 to 83; for 
normotensives the age range was 15 to 81. This was a highly 
significant association (chi square = 99.34; df = 2; £ = .00). 
with the hypertensives being obviously older as a group than 
the normotensives.

In terms of years of education, the mean number of 
years for the hypertensive group was 8.96, while for the nor- 
motensive group the mean number of years of education com
pleted was 10.74. This was also a significant difference.
The t value here equals -4.08 (df = 244; p = .000) .

Table 3. Distribution of age groups.

Age Group Hypertensive Normotensive
. Frequency % Frequency %

Under 31 2 1.4 54 49.5
31 to 60 - 64 43.2 42 38.5
61 to 90 82 55.4 13 11.9

Total 148 100.0 109 100.0

chi square = 99.34; df = 2; p = .000.
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The hypertensive group also had fewer people in their 

households. The mean number of persons living in the hyper
tensives' households was 2.98, while the mean number living 
in the normotensives1 households was 4.24. Computation of 
the t value yielded t = -5.09 (df = 243? p = .000). Addi
tionally the hypertensives tended to be heads of their house
holds more often than did the normotensives: 6 2.9 percent of 
them were heads of their households compared to 42.1 percent 
of the normotensives (chi square = 9.74; df = 1; £ = .002) .

In terms of employment the hypertensives tended to be 
currently unemployed to a greater extent than normotensives.
Of 150 hypertensives, 112, or 78.3, percent said they were 
not currently employed.. This compares with 67 of 110 normo
tensives, or 61.5 percent, who said they were not currently 
employed (chi square = 7.74; df = 1; p = .005) .

Socioeconomic status was determined by occupation and 
education. In this instance the occupation of the head of 
the household and the number of years of education of the re
spondent were classified and weighted according to the Hol- 
lingshead and Redlich (1957) formula. (This determination, 
however, differs to some degree from their formula in that 
Hollingshead and Redlich use the occupation and education of 
the head of the household, rather than education of the re
spondent. Since 59 percent of the hypertensive respondents 
and 41 percent of the normotensive respondents were also 
head of their households, the result would have been identical
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in their cases.) The distribution of socioeconomic class 
levels reveals that both groups were predominantly of lower 
socioeconomic status (see Table 4). Eighty-two percent of 
the normotensives were in class levels 4 and 5, while 93 per
cent of the hypertensives were in those class levels. The 
mean class level for the hypertensive group was 4.57, while 
the mean class level for the normotensive group was 4.22.
SES was also significantly associated with blood pressure 
status (chi square = 16.93; df = 4; £ = .002). Partition
ing the chi square table by means of an orthogonal comparison 
reveals that a significant difference exists between social 
class levels 4 and 5 (chi square = 7.34; df = 1; £ = < . 01) , 
but this does not obtain between SES levels 3 and 4 (chi 
square = 1.3; df_ = 1; £=.25).

Among other variables, the language of the form 
(Spanish and English) used was not associated with blood pres
sure status (chi square - .51; df = 1; £ = .47). However, 
whether or not a patient had been told by a doctor to lose 
weight was significantly associated with whether or not a 
patient was hypertensive (chi square = 48.97; df = 1;
£ = .000).

Life Change Units
For the hypertensives/the range of life change units 

of the SREs was 15 to 999. The mean number of units for the 
hypertensives was 220.096, the median was 191.5 and the modal



Table 4. Distribution Of socioeconomic class levels. .
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Socioeconomic Hypertensive Normotensive
class level Frequency % Frequency %

1 2 2.1 0 0
2 1 1.1 4 4.3
3 4 4.2 13 14.1
4 22 23.2 34 37.0
5 66 69.5 41 44.6

Total 95 100.0 92 100.0

chi square = 16.93; df II ii .002.

score was 146. For normotensives the range of life change 
units was 13 to 886. The mean number of units for this 
group was 266.850, the median was 58.1, and the modal score 
was 184. In terms of mean life change units there exists a 
significant difference between the means of the groups 
(t = -2.37; df = 251; £ = .019); however, this was in the 
direction opposite to that predicted (see Fig. 1).

. In the hypertensive group, of 146 valid cases only 
one item was reported by over 40 percent of the respondents 
. (major change in eating habits during the past year) . In 
the normotensive group, of 107 valid cases, three items were 
reported by over 40 percent of the respondents (major change
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in eating habits; major change in amount of money you have; 
and major change in your sleeping habits). '

The five most frequently checked items for each group 
are reported in Table 5. As the table shows, the same items 
fill the first and second positions for both groups. These 
are: a major change in eating habits (top ranked in both
groups) and a major change in the amount of money you have. 
Items number. 2 and 18 which appear in the top five of both 
groups ask about a major change in your sleeping habits and 
a major change in the health or behavior of a family member, 
respectively. Item, number 23, the only item of the top five 
of the hypertensive group.which does not appear in the top 
five of the normotensives, asks if the respondent married 
during the year. The five least frequently checked items 
for both groups are reported in Table 6.

MMPI
The mean MMPI profiles of the males in both groups 

are presented in Fig. 2, and the mean profiles of the females 
of both groups are presented in Fig. 3. Tables 7 and 8 pre
sent the mean T-scores for each group. As the tables indi
cate, the only significant differences between the groups 
were a higher social introversion score for hypertensive fe
males than for normotensive females (t =2.40; £ = <.05), 
and a higher depression score for hypertensive males than for 
normotensive males (t = 2.16; p = < .05) . (In the latter
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Table 5. Five most frequently checked items of SRE.

Rank , Hypertensive (n==146) Normotensive (h=10 7)
■ Item Nov Frequency .. % . :Item No. • Frequency %

1 3 76 52.1 3 65 60.7
2 9 54. 36.9 9 57 53.3
3 23 53. 36.3 2 48 44.8
4 . 2 50 34.2 6,18 39 36.4
5 18 •47 32.2 4.8 38 35.5

Table 6. Five least frequently checked items of SRE.

Rank Hypertensive (n=146) Normotensive (n=10 7)
Item No. Frequency % Item No. Frequency %

42 20,38 0 0 20 ■ 1 0
41 41 2 1.3 15,36 3 2.8
40 36,42 . 3 2.0 ; 31 6 5.6
39 31 4 2.7 41 7 6.5
38 34 5 3.4 21,22

27
,24, 10 9.3
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Male

-80

-70
-60
-50

40-

30-

20-

-40
-30
-20

T-Score H 51-7 64 9 50-8 71.4 77.1 62.7 63.1 57.7 60.6 66.2 71.7 eo.i 62.8

T-Score N 56-7 64-2 55-6 64.2 6I .6 60.7 59.1 60.1 59.9 60.8 70.1 54 1 55.2

H =e— e(n = 11) 
N = •——e(n = 8)

Fig. 2. Mean profiles of hypertensive and normotensive males.
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.Female 
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H = ... -• (n = 23) 
N =• e(n = 20) 

Fig. 3. Mean profilesof hypertensive and normo
tensive females. 
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Table 7. Mean T-scores on the MMPI for hypertensive and 

normotensive males.

Males
MMPI. Scale Hypertensive Normotensive 

(n=ll) (n=8)
t value 
df = 17

L. Scale 51.72 56.75 -1.06
F Scale 64.91 64.25 .09
K Scale 50.82 55.62 —. .98
Scale 1
Hypochondriasis 71.45 64.25 .83
Scale 2 
Depression 77.09 61.62 2.16*
Scale 3 
Hysteria 62.73 60.75 .39
Scale 4
Psychopathic Deviate 63.09 59.12 .60
Scale 5
Masculinity/Femininity 57.73 60.12 - .59
Scale 6 
Paranoia 60.64 59.88 .12
Scale 7 
Psychasthenia 66.18 60.75 .76
Scale 8 
Schizophrenia 71.72 70.12 . 15
Scale 9 
Hypomania 60.09 54.12 .99
Scale 0
Social Introversion 62.80 55.25 1.88

*p = <=05
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Table 8. Mean T-scores on the MMPI for hypertensive and 

normotensive females.

Females
MMPI Scale Hypertensive Normotensive . 

(n=2 3) (n=20)
t value 
df = 41

L Scale 55.96 50.89 1.90
F Scale 60.48 60.20 .08
K Scale 51.39 50.25 .40
Scale 1
Hypochondriasis 65.39 63.50 .55
Scale 2 
Depression 6 3.30 59.00 1.45
Scale 3 
Hysteria 63.17 62.70 . 16
Scale 4
Psychopathic Deviate 61.52 60.70 .23
Scale 5
Masculinity/Femininity 55.39 49.79 1.96
Scale 6 
Paranoia 56.22 60.40 -1.17
Scale 7 
Psychasthenia 60.17 59.40 .22
Scale 8 
Schizophrenia 62.83 6 3.55 - .17 .
Scale 9 
Hypomania 57.13 60.05 — .84
Scale O'
Social Introversion 60.09 51.35 2.40*

*p = <.05
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instance, however, the n of both groups was small: 11 for
the hypertensive male group and 8 for the normotensive male
group.)

Ex Post Facto Results 
■ Since age differences are significant between the two 

groups and since hypertensive rates increase rapidly with age 
(U. S..Department of Health, Education and Welfare, 1977), 
those over 60 were eliminated to ascertain whether or not 
being over 60 per se had influenced results. This analysis 
also revealed a significant association between blood pres
sure and age (chi square = 46.65; df = 1; £ = .00) . Inter
estingly, the difference between the mean life change units 
in the two groups was no longer significant although ECU for 
normotensives was still larger (t = -.78; df = 156; p = .43): 
ECU for hypertensives = 257.80; ECU for normotensives = 279.34.

Other significant associations when those over 60 are 
eliminated from both groups include: head of household (chi
square = 5.14; df = 1; p = .027; ethnic status (chi square = 
10.09; df = 4; £ = .04); and told by a doctor to lose weight 
(chi square = 28.9; elf = 1; £ = .00).

The mean MMPI T-scores for women when those.over 60 
are removed are significantly different only for two scales: 
Depression (t = 2.36; df - 28; £ =-. .025) , and Social Introver
sion (t = 2.71; df = 28; £ = .011). The mean MMPI T-scores 
for men are significantly different only for Depression
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(t =3.39; df = 6; p = .015); however, ns were very small 
for these groups of men (hypertensive = 3; normotens!ve = 5).



CHAPTER 4

. DISCUSSION

The significant difference in age between these two 
groups (hypertensives and normotensives), with the hyperten
sives being,. as a group, older, would seem to account for many 
of the obtained results. Of the demographic variables, for 
example, being 60 years old as opposed to 34, could easily 
account for having only 9 years of education rather than 11.
It could also account for having fewer people in the home 
(i.e., older people commonly live in smaller households), and 
thus increasing the chances of one's being the head of the 
household. Similarly, a group which has a mean age of 60 
would include more retired persons, and hence this group 
would have a greater number who were hot currently employed.•

In terms of life events it would seem reasonable to 
presume that older people would have fewer life changes than 
would younger people. In this regard this study supports 
Markush and Favero (19 74) , Holmes and Masuda (1974) and Luera 
(1975), all of whom found that LCUs were higher among younger 
age groups.

That the ex post facto results also show a signifi
cant association between blood, pressure and age should not

as : ; ■ - v  -
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be-surprising since this relationship has been previously 
established. (While it might have been helpful to this 
study to have matched subjects on the basis of age and other 
variables, this was not done because it would have necessi
tated access to medical records which would have required 
written consents, because obtaining test results from specifi 
voluntary individuals seemed prohibitive in terms of time and 
resources, and because of the general undesirability of match 
ing as a means of control [see Campbell and Stanley, 1963].)

Relative to other studies, the life change units for 
these groups seem high. The mean scores for both groups fell 
in the moderate life crisis range, as delineated by Holmes 
and Masuda (1974). When compared to Luera's (1975) results, 
these scores also appear quite high. (Using a similar popu
lation, he obtained a mean score of 314.5 for a two-year 
period. Converted to a yearly score, this results in a score 
of 157.3, as compared to scores of 220.1 and 266.8 obtained 
in this study for hypertensives and normotensives, respec
tively.)

An interesting result, is the association of blood 
pressure status with SES (as measured by education and occu
pation) . SES level 5 is the only level which has a greater ■ 
percentage of hypertensives' than normotensives (with the 
exception of level 1 which contains only two cases). Al
though age may be a factor here as well, it seems odd that
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hypertension is associated with SES level 5 but not with SES 
levels 4 or 3.

It would seem from the results that if one were in 
the lowest extreme socioeconomic class level that one's 
chances of being hypertensive are high. Over 69 percent of 
the hypertensives here were in SES level 5 while only 44.6 
percent of the normotensives were in this level. This find
ing would tend to lend support to the findings of Harburg 
et al. (1973) as well as to the Health and Nutrition Examina
tion Survey (U. S. Department of Health, Education and Wel
fare, 1977) and the National Health Exam Survey (Gordon,
1967), which generally found socioeconomic factors, such as 
income, associated with either hypertension or higher blood 
pressure. (However, this finding would tend to dispute the 
conclusions of such studies as McDonough, Garrison, and 
Hames [1967], who found no differences in blood pressure 
between high and low social classes.)

It may seem paradoxical that this finding obtained 
when hypertensives had significantly lower scores on the life 
change units of the Schedule of Recent Experience. One would 
think that perhaps psychological stress would be a common 
denominator uniting the two. However, this study suggests 
that this is not the case. Life change units would seem to 
measure simply life change, not life stress. To the extent 
that the extreme social class endures psychological stress
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it would seem that measures such as schedules of recent 
events may not measure that stress at all... A long-term 
hardship, such as very low income or difficult occupation 
over a period of years> may not necessarily be associated 
with many changes in one's life but may be the kind of stress 
associated with hypertension. Such an association between 
long-term stress and hypertension is intimated by the Cassel 
(1974) review, which concluded that blood pressures of small, 
protected societies did not tend to rise with aging. Thus, 
although hypertension is associated with aging in our society 
it also seems to be associated with income and socioeconomic 
factors as well. This is indicated by the Health Interview 
Survey (U. S. Department of Health, Education and Welfare, 
1977), which found.that of those persons interviewed 64 years 
and older the highest hypertension.rates were found for those 
whose incomes were under $5,000. Further work may yield more 
conclusive results in this area.

In terms of the MMPI results, it might be allowable 
to speculate that older women are more likely to be intro
verted than younger women and hence this would account for 
the higher social introversion scores among the hypertensive . 
women. If one further assumes that the older women would be 
more traditional in terms of the Mexican-American subculture, 
then perhaps the difference would be even more comprehensible 
In any event, even with age differences, no other personality
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difference on the MMPI was found, thus lending support to 
the growing body of data against the hypertensive personality 
hypotheses. . .

Two final points: (1) To some degree both the results
of the MMPI and the life change units may have been, affected

- ' ' ' ' '

by antihypertensive medication. All of the hypertensives 
were on medication of varying kinds, and it would be diffi
cult to judge whether or not an effect was present here.
(2) An extremely high number of the hypertensives had been 
told by their doctors to lose weight (75.9 percent as com
pared to 30.9 percent of the normotensives). In all likeli
hood a greater number of the hypertensives were overweight, 
but since hypertension is associated with obesity, there would 
be a tendency for physicians to tell their hypertensive pa
tients to lose weight.

In conclusion, while the research described herein 
failed to demonstrate the hypotheses, it nevertheless re
vealed some interesting sidelights and certainly will be use
ful in the clinic in which it was gathered as descriptive of 
its patient population. • Some of these results lend support 
to previous findings— that older persons tend to have a high
er rate of hypertension, that some association may exist 
between hypertension and the lowest socioeconomic levels, 
that hypertensives do not necessarily differ from normoten
sives on personality inventories, that LCUs tend to decrease
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with age and, assuming a relationship between hypertension
and some kinds of psychological stress, LCUs may be an inap
propriate measure to measure, that stress. . To this extent, 
then, it is hoped that some of these results may contribute 
in a backhanded way to the growing data base on hypertension.
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INSTRUMENTS■OF THE RESEARCH
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CONSENTIMIENTO: Estudio sobre Hipertension

. Estoy pidiendo su participacion volimtaria para llenar unos cuestion- 

arios. Los'cuestibnarios' son parte de un estudio que estoy haciendo para 

saber mas acerca de la alta presion y de la gente que la padece. Algunos 

estudios ban mostrado que la personlidad y/o el ambiente que rodea a la 

persona afectan la presion sanguinea. El proposito de este estudio es 

para ayudar a determinar si esto es verdad o no. Estoy particularmente 

interesado en ver si personas con alta presion ban tenido diferentes ex- 

periencias recientemente cuando se les compara con personas sin padecer 

alta presion. Tambien estoy observando la personalidad de la gente con 

alta presion.

El primer cuestionario es acerca de eventos en.su vida; el. segundo le 

bace preguntas acerca de Ud. como persona. Si Ud. puede tomarse tiempo 

para contestarlos estare grandemente agradecido. Le tomara aproximada- 

mente una bora u bora y media para contestar los dos cuestionarios.

Si decide Ud. participarf por favor conteste tantas preguntas como le 

sea posible. No tiene que contestar todas las preguntas. El completar 

cuestionario indicara su consentimiento voluntario para participar en 

este estudio. Toda informacion recivida sera guardada en forma anonima, 

y confidencial. Ningun nombre sera usado en mi reports y la informacion 

que reuna sera guardada bajo Have en una oficina en la Universidad de 

Arizona. Ud. puede salirse del programa cuando Ud. lo desee, sin ningun 

rencor o mala voluntad por nuestra parte que afecte su cuidado medico. 

Gracias por su cooperacion.

John Spaulding, M.A.
Departamento de Psicologia 
Universidad de Arizona 
626-2921
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SUBJECT'S CONSENT: Hypertension Study

I am requesting your voluntary participation in the completion of 

some questionnaires. The questionnaires are part of a study I am doing 

to find out more about high blood pressure and the people who have it.

Some studies have shown that personality and/or environment have some 

affect on blood pressure, The purpose of this study is to help deter

mine whether or not that is true. I am particularly interested in seeing 

whether or not people with high blood pressure have had different expe

riences recently when compared to people without high blood pressure, but 

I am also looking at the personalities of people with high blood pressure. 

The first questionnaire is concerned with the events in your life; the 

second ask questions about you as a person. If you can spare the time 

for this, it will be greatly appreciated. It will take about an hour or 

an hour and a half to answer both questionnaires.

If you decide to participate, please answer as many of the questions

as you can. You do not have to answer all the questions.' Completion of

this questionnaire will indicate your consent as a willing participant in 

this study. All information received will be treated with anonymity and 

confidentiality: no names will be used in my report, and the information

I gather will be locked up in an office at the University of Arizona.

You are free to withdraw from the study at any time without incurring ill

will or in any way affecting your medical care. Thank you for your 

cooperation.

John Spaulding, M.A.
Psychology Department 
University of Arizona 
626-2921
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Cuestionario demografico.. (Escriba, o encierre en un circulo. la

respuesta apropiada.)

1. <L Cuantas personas hay en la casa?
2. <LEs Ud. el jefe de la familia? si no
3. eEsta Ud. trabajando?
4. iCu&l es su ocupacion? .
5. cCual es su grupo etnico?

Mexicano-Americano Anglo Indio . Negro Otro _______
6. <;Cual es su sexo? masculino femenino
7. e.Cuantos ah os de educacion ha tenido?

0 1 2 3 4 5 6 7 8 9 10 11 12. 13 14 15 mas de 15
8. I Cual es la ocupacion del jefe de la familia?
9. Por cuanto tiempo ha tenido alta pres ion? (De una idea aproximada)
10. . i Cuandole dijeron por primera vez que tenia alta presiSn?

(aproximadamente)
11. i Ha habido casos de alta presion en su familia? si no
12. i Race ejercicio con regularidad? si no
13. i Esta actualmente en programa de entrenamiento para aprender

relajarse? si no
14'. i Le ha dicho su doctor que deberia de bajar de peso? . si no
15. i Ha eliminado o reducido la cantidad de sal en sus comidas?

si no
16. i Esta Ud. tomando medicinas para su alta presion? si no
17. i Esta tratando de perder peso? si no
18. i Esta tomando tranqulizantes como Valium, etc.? si no
19. Por cuanto tiempo ha participado en el programa de alta presion? 

(Encierre en un circulo la respuesta apropiada.)
3 meses 6 meses 9 meses 12 meses 15 meses

18 meses 21 meses 24 meses No participa en la clfnica
20. (Conteste si es apropiado) Esta Ud. satisfecho con la ayuda que

le han dado en el programa? /-si no
21. (Conteste si es apropiado) Cree Ud. que su participacion en el

programa le ha ayudado?

22. iTiene Ud. sugerencias para como mejorar el programa?
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Lista de Experiencia Reciente

Instruediones; Cada articulo representa un resultado que puedo o no

haherle ocurrido a usted. For favor lea cada articulo cuidadosamente
*

y decida si usted ha tenido esta experiencia dentro de un aho pasado.

Si le ha pasado a usted dentro de un aho pasado, marque "Si". Si no le 

ha pasado marque "No". Cuando tenga una duda marque "Si". No deje 

ningun espacio bianco. Si quiere cambiar su repuesta or comete un 

error, borre la repuesta incorrecta y marque la repuesta correcta.



RESULTADOS EXPEBENCIADOS DENTRO DE UN ANO PASADO

1. Sea mucho mas o menos dificultad con el jefe

2. Un cambio mayor en costumbres de dormir (duerme
mucho mas o menos, o cambio en parte del dia 
cuando duerme)

3. . Un cambio mayor en costumbres de comer (come
mucho mas o menos comida que antes, o hay un 
‘cambio en horas de comer o ambiente)

4. Una revision en sus costumbres personales 
(vestir, conducta, asociaciones, etc.)

5. Un cambio mayor en cantidad y/o tipo de diversion

6. Un cambio mayor en sus actividades sociales (clubs,
bailes, cine, de visita/ etc.)

7. Un cambio mayor en activadades de la iglesia , . 
(mucho mas o menos que lo usual)

8. Un cambio mayor en el numero de tiempos que se
rejunta la famila (mucho mas or menos que lo usual)

9. Un cambio mayor en su estado economico (peor o
mejor que lo usual)

10. Dificultades con los suegros y/o cunados

11. Un cambio mayor en el numero de argumentos con
esposo o esposa (soa mas o menos que lo usual con 
respecto a la crianza del nino, costumbres person- 
ales, etc.)

12. Dificultades sexuales

13. Mayor lastimadura personal o enfermedad 1 .

14. Muerte de algun familiar sercano (distinto de su 
esposa)



15.

16.

17.

18.

19.

20. 
21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Muerte de su esposa o esposo 

Muerte de un amigo sercano

Adquirio un miembro de familia nuevo (nacido, 
adopt ado, anciano se movio con us'ted, etc.)

Un cambio mayor en la salud o en el portamiento 
de algun miembro de la familia

Cambio de dormicilio

Encierro en la carcel o otro instituto

Lo encontraron culpable de violacion menores de la 
ley (infraccion de transito, violacion de cruzar 
caminos al caminar, perturbar la paz, etc.)

Un re aj us tamiento mayor de negocio (unirse, 
vuelga, bancarrota, etc.)

Se caso

Se divorcio

Separation de su esposa o esposo

Tuvo una excelente realizacion personal

Hijo o hija salio de casa (se caso, esta 
asistiendo colegio, etc.)

Retirado de trabajo

Cambio mayor en horas de trabajo o condiciones

Cambio mayor en, responsabilidades en.su trabajo 
(promocion, democion, trasladar lateral, etc.)

Lo ban despedido de su trabajo

Cambio mayor en sus condiciones de vivir 
(construcioh de casa nueva, modelar, deterioracion 
de su hogar, o de su vecindad)
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• SI NO

33. . Esposa empezo o dejo de trabajar afuera de la casa_________________

. 34. Tomo un pres tamo mas de $10 ,000_____________________________________

35. Tomo un pres tamo men os de $10,000__________________________________ _

36. Usted experiencio un embargo de un prestamo _________

37.- Tomo vacaciones____________________________________________ __._______ _

38. Cambio a diferente escuela________________________________ ___________

39. Cambio a diferente linea de trabajo______________________ ___________

40. Empezo o dejo la escuela formal ' ____

: 41. Tuvo un ajuste marital con su esposa o e s p o s o ___________

. 42. Tuvo un embarazo ^  _____

• MUCHAS GRACIAS FOR SU COOPERACION

Tal vez usted quedra discutir conmigo algunos de los reslutados que 
usted ha experiensado. Yo estoy dispuesto
encontrarme con usted para hablar cerca de esos resultados que siembre 
son dificil explicar en unas cuantas palabras en papel. Si usted desea
reunirse conmigo aqui en la clinica, marque "Si" abajo. Si no desea
reunirse conmigo, marque "NO". Yo me pondre en contacto con usted en
los siguiente 2 o 3 dias si usted si desea verme.

Otra vez, muchas gracias

(Name)
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Demographic Questionnaire (Circle the answer or write it in

• as necessary)

1. How many people are. there in your household?
2. Are you the head of your household? yes no
3. Are you currently employed: yes no
4. What is your occupation?
5. What is your ethnic background:

Mexican-American Anglo Indian Black Other ______
6.. What is your sex? male female
7. How.many years of education have you had?

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 more than 15
8. What is the occupation of the head of your household?
9. How long have you had high blood pressure? (give approximate time)
10. When were you first told that you had high blood pressure?

(give approximate date)
11. Is there.a history of high blood pressure in your family?

yes . no
12. Do you exercise regularly? yes no
13. Are you in relaxation training now? . yes no
14. Have you been told by your doctor to lose weight? yes no
15. Have you cut down or eliminated salt from your food? yes no
16. Are you currently taking medication for your blood pressure?

yes no
17. Are you. trying to lose weight how? yes .no
18. Are you currently taking tranquilizers (Valium/.etc.)? yes no
19. How long have you participated in the high blood pressure clinic?

(circle appropriate answer)
3 months 6 months 9 months 12 months 15 months

18 months • . 21 months 24 months I do not participate
in. the clinic

20. (Answer if appropriate) Are you satisfied with the kind of help
you have been given at the clinic? yes no

21. (Answer if appropriate) Do you feel your participation in the ■ 
clinic has helped you? yes no

22. Do you have any suggestions for improvement of the clinic?
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SOCIAL READJUSTMENT RATING SCALE 
(SCHEDULE OF RECENT EXPERIENCES)

INSTRUCTIONS: Each item below describes an event which may or may not
have occurred to you. Please read each item carefully and decide whether 
or not you have had that experience within the past year. If it has hap
pened to you within the past year, check "YES". If it has not, check "NO". 
When in doubt, check "YES". Do not leave any blanks if you can avoid it.
If you change your mind or make a mistake, erase the incorrect answer and 
check the correct one.

EVENTS YOU HAVE EXPERIENCED WITHIN THE PAST YEAR: YES NO

1. A lot more or a lot less trouble with your boss_________ ___  ___

2. A major change in your sleeping habits (sleeping 
a lot more or a lot less or changing the part
of the day when you sleep, etc.) ___  ___

3. A major change in your eating habits, (a lot more
or a lot less food eaten; changing meal times etc.) ___  ___

4. A change in your personal habits (dress, manner,
associations, etc.) ___  ___

5. A major change in your usual type of or amount of
recreation (sports or other activities) ___  ___

6. A major change in your social activities
■ (dancing, movies, visiting friends, etc.) __ ___

7. A.major change in your church activities (a lot
more or less than usual) ___  ___

i 8. A major change in the number of family get-
. togethers (a lot more or less than usual) . . ___  ___

9. A major change in the amount of money you have
(a lot worse off or better than usual)___________________ ___ ___

10. Troubles with your in-laws________________________________ ___  ___

11. A major change in the number of arguments with
your spouse (a lot more or a lot less than usual) ____ ___



54
page 2 

YES NO

12. Sexual difficulties

13. A major personal injury or illness_______________________ __ _ __ _

14. Loss of a close family member (other than spouse
by death_______________________________________________________  ___

15 o The death of your spouse__________________________________ ___  ____

16. The death of a close friend ____ ■____

17. The addition of a new family member (e.g., through
birth, adoption, older person moving in, etc.) . __ ___

18. A major change in the health or behavior of a
family member______________________________________________ ___  ___

19. Changed your home ___  ___

20. Spent time in jail or other similar institution ___  ___

21. Found guilty of minor violations of the law 
(traffic tickets, jay walking, disturbing the
peace/, etc.) ___  ___

22. A major change in the company you work for (strike, 
reorganization, bankruptcy, reorganization, selling
out to another company, etc.)_____________________________ __ ___

23. Married ___  ___

24. Divorced ___  ___

25. Separated from your spouse ___ ___

26. Received or accomplished an important personal goal ,____ ___

27. Son or daughter left home (because of marriage,
joining the armed services, attending college, etc.) ___  ____

28. Retired from work ___

29. A major change in working conditions or working hours ___  ___
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YES NO

30. A major change in your responsibilities at work
(promotion, demotion, transfer, etc.)____________________ __ ___

31. Fired from work ___  ___

32. A major change in your living conditions (building 
a new home, remodeling, deterioration of home or
neighborhood) ___ ___

33. Female member of couple began or stopped working
outside the home ____ ___

34. Took on a loan or credit"account greater than
$10,000 (buying a home, business, etc.) ___  ___

35. Took on a loan or credit account of less than
$10,000 (buying a car, TV, washing machine,

.. furniture, etc.) 1 ,______ ____

36. Experienced a foreclosure on a mortgage or loan ___  ___

37. Took a vacation ___ ___

38. Changed to a new school ____ ___

39. Changed to a different line of work ' .___

40. Started or stopped attending school ___ _ ___

41. Got back together with your husband or wife .  ___ ___

42. Became pregnant ___ ___

THANK YOU FOR. YOUR COOPERATION

If you would like to discuss some of the events that you have experienced 
during the past year, I would be willing to meet with you to talk about • 
those events that might be hard to explain with just a few words. If you 
would like to talk to me or someone else about any of these events, 
please write "YES" on the line below and give your name and phone number.
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