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ANGER EXPERIENCE AND EXPRESSION IN
| RELATION TO CARDIAC STATUS

A bslracl ‘

The intensity of anger expression and the, direction of its expression among group ¢ of
Cardiac Patients and non- Cardzuc controls have been investigated in this theory. The
Anger expression Scale of szelberger and cardiac status evaluations were used as tools
for the study. One’ way, Analyszs of Varience on a sample o[ 252 subjects revealed significant
difference between the cardzac cases and controls with reference to the intensity of anger .
experienced and lhe dlrectzon of its’ expre.sslon Age and occupatlon of the group did not
contribute stgmf gqntly 10'this Regative emotion, however, the' riales and females do differ

in their expréSsive&ess of Anger.

NTRODUCTION Lo

R

The hnk- between heart and
emotions are well accepted in the Indian
Medxca] tradltxons Charaka the anc1ent

}ayurvedlc Valdya descrlbes the close”

relationship. of the emotlons to heart.
Charaka Samh}ta a classxcal text on
Indian Medicine by Acharya Charaka
describes the pathological changes in the
heart due to emotions. He says that
sudden accession-of. desire, anger, fear-
greed, infatuation, excitement, grief]
anxiety stmulate humors to occlude the
channels of heart and the sense organs.
These men fall into . the attacks of
Apasmara (Charaka samhlta I - 8/4).

Modern Medrcal literature has
been trymg to establish scientifically
this link between emotional stages and
heart diseases. This is one of the key
issues in the field- of- psycholow and
coronary health. There are many vari-
ables that mediate the relatxonshxp be-
tween personality factors and heart

deseases. The Epidemological surveys

‘on physiological and life style factors

have strongly supported that cigarette
smoki‘ngﬂ,' h'igh blood pressure and ele-
vated cholesterol are definite contribu-
tors to the coronary Héart. diseases
(CHD). However, there is still a great
need for” supportive evidence linking
personality traits and stressors to CHD.

" The pionering efforts of

Sanfrancisco cardiologists Friedman and
Rosenman have contributed the concept

of coronary prone behaviour termed as -

type A behaviour as significant risk for
CHD. Researchers following this hy-
potheses have been both supportive of
type. A. components such' as speed,
impatience, hositility and aggression as
precyrsors for CHD. (Williams, et,al,
1985, Dembroski, 1985). Similarly stud-
ies relating to anger supression Gently,
et, al, (1981/82) Johnson (1987),

Engebreston (1992), have been support- -

ing the negative emotions and their

- impact on health.
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rature also reveals the effect of

“emotions on the life styles of
Qlyidual_s. Studies demonstrate poor
health habits such as smoking, drinking,
ove
Jostility  group. High cholesterol and

r ;ating and obesity among high

y"weight are found to be related to
otional states. Booth - Kewley, et, al,
1987), did a quantitative rev '
érsbhality variables studied in relation
o CHD. The strongest associations were
““found for Type A,

; éi{gér, ‘hostility, aggressi

iew on the

behaviour and also for
on and anxity.
The picture of ‘coronary proneriess re-
l ot one of-a
but in-

~ stead is one of a person with one or

_vealed by this review is n
;‘ hurried, impatient workoholic,
more
'negaﬁve emotions.

_ The possibility of looking at a
- negative or disease prone personality
- characterise
iy ‘dotonary disease is the basis for this
Costudy. '

" METHOD :

d by anger as ‘the root of

. -+ In order to realise this explor-
“ative objective, the
‘expression  styles
“were studied. The clinical cases were

anger experience and
of cardiac patients

i Age

SE M SD
-Cardiac

g “Group 49.44 8.05
Control 45.32 9.84
| - Group

e

“Table 1 Sample Characteristics (n:252)

selected from the private and govern-
ment hospitals from Madras. The non-
clinical controls, were selected from the
general population accompanied by the

patients.

The Criterion for Selection : A
definite diagnosis of CHD, was the main
criterion for including in the group. The
s free from coro-

and high blood
f the study.
Cardiac cases with multiple

non-clinical group wa
nary events, ‘diabetes
pressure during the time 0

: clinical
conditions were excluded from the study..

TOOLS

The'detai\eci case history, cardi-
ac status examination, semistructured
interview schedule and spielberger’s
anger expression scale (\979) were the

assessment tools used for the study.

The subjects were met individ-
ually - and were administred the test
followed by the case history and inter-
viéw schedule.

RESUTLS :

One way analysis of varience and mul-
tiple regression analysi
to statistially summarise the findings.

-
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df F. value

250 3.00

__‘_—__,.___——-MM
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The cardiac sample in this study
belonged to higher age group than the
control group. Typxcally, the age is a
major risk factor for coronary disease

and thus greater representation of older
subjects.

’\/len and women do not dlﬁtl
significantly with reference to the mnten-
sity of anger experience. However, when
provoked, men tend to react more, either
by mtemallsmg or e\temahsmg than
women. This difference can be attribut-
ed to the fact that women in our culture
are trained to tolerate frustratlom better
than men. On the other hand men are
provided Oppurtunities to be more vocal
and expressive physrca!ly in showing
their. feelmgs and emotlons

Anger-in Anger-out

Table 2 Showing the Anger Scores of Males and Females

Table 3 Showing Anger ‘expressions among cardfa’cy and control groups

EN

It is mterestnw to note that men
have scored hlgh on aunger control
responsiveness than females. Anger con-
trol in true sense may also reflect a
pathological suppression of anger and a
social desirability set. There is a thin line
differentiating between anger
internalisation and anger control. This
highlights the importance of anger man-
agement, where anger control does not
signify its suppression or expression.
Efficient management of anger involves

an ability to be proactive and not

reactive. Anger control score should
reflect the proactive behaviour but n

this: group of males it denotes a high
reactmty

Anger-control Anger-expression .

Males Mean SD Mean SD Mean ~SD Mean SD
N=169 14.06 5.40 14.8] 5.90 19.42 7388 2410 10.8
Females v

‘N=88 - 8.20 7.37 8.65 7.90 ‘ " 11.39' 10.38 2442 102

Anger-in~ Anger-out x‘ A}lgér:COntrol Anger-exp

Mean Sb Mean SD- . i\:/!Iéaxf SD " Mean 'SD
Cardiac 14.10 4-‘14 16.15 4.95»_‘: v __1.8;88 5. 77 27.13 972
Group : o L .
Control . - 1134 736 1161 760 1597 1059 22 53,11 70
Group ' IR
F Ratio 7.52 18.98 432 ' 6‘.__(,,),5,‘;:';,:
Sig 007 .00 03 - 0.~
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. The cardiac cases were signifi-
cantly higher on anger experience (F:6.05

. p>0.01 leveD). The scores obtained in

this study 18 much higher than the mean
score of 19.35 obtained by Spielberger

: ‘and his colleagues (1 979) on a sample of
- 364 adults. Anger internalisation and

outward expression of feelings and
‘thoughts are higher among cardiac cas-
es. They were also found to be high on
anger control. Though this high score
reflects an effort on the part of cases to
manage anger, sometimes it can also

Further, when the anger expres-
sion scores of the total sample was
correlated with the somatic complaints,
the intensity of Anger experience was
found to be modestly yet reliably asso-
ciated bith the clinical symptoms. Thus,
there findings revealed that whenever a
person experiences negative emotions
and expresses it, then he is at a risk for
disease.

o .

Anger is a normal emotion, but
to discharge it in a-manner which will
not.affect the internal body system is an

reflect a pathological supression of an-
ver. The overlapping of anger
internalisation of behaviour and anger
control can be found in this sample.

important issue for health psychologists
to tackle.
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