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OVERVIEW

For the clinical practitioner interested in the psychological management of
patients with coronary heart disease (CHD), it is critical to have some grasp of
both developmental characteristics of patients prone to this disorder as well as
knowledge of the acute precipitating influences of recent life stress. Confusion
abounds regarding these two rather distinct areas.‘ Crucial among the
developmental influences‘upon CHD proneness seem to be occupation-education
disparity (“over-achievement"), Type A coronary behavior, and chronic life
dissatisfactions. The best measure of recent life stress is an inventory of the
patient‘s'recent life changes.

Optimal treatment of patients with CHD can be achieved with a knowledge of
both the physical and the bsycho]ogica] aspects of this disease. In addition to
the management of.physical risk factors for this disorder, group ;herapy has
proven to be a successful approach in the rehabilitation of patients recovering

from acute myocardial infarction. Group therapy with these patients should

include medical education, discussion of relevant developmental issues, and recent
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Studies of the influence of psychological factors in the developmepf, onset,
and course of CHD number in the hundreds (Jenkins, 1971). This paper will present
highlights from this area of study, with more detailed presentations of data where
the author has had personal experience. Mentidn will be made of psychosocial
factors in the developmental history of persons who go on to develop CHD. Recent
life change stress surrounding clinical onset of this disease will be dealt with
in some detail. Finally, the use of group therapy in CHD rehabilitatfbh will be
presented.

The reader should be aware that the psychological dimensions presented are not
by'themselves sufficient causes of this illness. Other critical féctors, such as
genetic predisposition, various metabolic diatheses, hyperten§ion,_cigarette

smoking, diet, and lack of physical exercise are not presented here (The Pooling

" Project Res Grp, 1978). It's the combination of psychological and physical

predispositions that lead to greatest vulnerability for this, our number one

health problem.

Developmental Aspects

The importance.of psychological factors in the developmental.history of
persons who go on to experience CHD is difficult to establish with precision.
Most studies have been retrospective investigations conducted with small,
non-representative, samples of patients. Prospective studies require nearly a
generation to achieve a sufficient number of persons who go on to develop CHD
before a proper interpretation of the data can be rendered. None-the-less, widely
scattered information in this area has led to some fascinating suggestions.

Persons prone to develop CHD often come from families of large numbers of
children with parents who tend to have working class backgrounds. Patients'

fathers have frequently set a stern example of the importance of hard work. It is
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not uncommon for CHD patients to have held part-time, or even full-time, jobs

while in their teens. Further, a theme of rebelliousness has been found in the

early life of CHD patients. As teen-agers, occasional truancies from school,
run-ins with their teachers, and troubles with the law are‘reported. Also, CHD
patients Trequently leave their formal schoo]in§ early, much to their regret in
later life. '
Caro]yﬁ Thomas, at Johns Hopkins University, examined by clinical interview
and psychological testing each entering medical student from 1948 to 1964 (Thomas
' & Greenstreet, 1973). She has been able to follow the health of these doctors-as
they later pursued théir medical practices. Twenty of these physicians have
developed acute myocardia1_infarctions (MI) or angina peﬁtoris. As medical
students these persons rgportéd tendencies toward chronic life dissatisfactions
and psychological depression at a significantly higher rate than their classmates.
The development of a hypertrophied work behavior iﬁ persons who are prone to
develop CHD appears to be a prominant psychosocial feature of this group. Work is
taken on with grueling determination, intgnsity, and persistence. Multiple jobs
are common. CHD patients often approach their work in a "bu]lheaded“ fashion
rather than with finese. That is, short cuts are scorned and delegation of work
fo others is rejected for reason§ such as: "By the time I show him (her) how to
do this job right, I might as well doAit myself". Thhs, one reasdn these persons
tend to work such long work hours is their relatively inflexibile and
time-consuming approaches to their jobs.
Another consistent finding is that CHD patients commonly attain levels of job
responsibility that are quite demanding for persons with their limited educational
They then have to compete with coworkers who have substantial

backgrounds.

educational and social class advantages over themselves. This occupation-

education discrepancy ("over-achievement") makes their work far more demanding

than it is for their more advantaged colleagues. ) -
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CHD is a disease of the 20th Century. Even the writings of famous 19th
Century physicians made scant reference to it. For example, Heberdeen commented
hain]y on angina pectoris--the most benign clinical form of this disease.
Epidemiological studies of the prevalence of CHD over this century noted a steady

rise until very recently, when rates appear to have leveled off and even begun a

slight decline. _Therefore, among important developmental influences for CHD

proneness must be included the psychosocial demands of living during the first

three quarters of the p}esent century.

Coronary Behaviors

Closely ré]ated to developmental influences in persons prone to CHD are a set
of behqvioral'predispositions. These behaviors, apparently learned early in life,
have been assigned labels, such as “Coronary Prone Behavior Pattern" ("Type A")
and “gysiphus Phenomenon.“ Such labeling gives the impression of separateness

while, in truth, these behaviors share some overlap.

Coronary Prone Behavior Pattern was mentioned, in part, early this century by
clinicians such as Osler and Dunbar. However, Type A washbrought to the attention
of modern day clinicians by Friedman and Rosenman in 1959. This Behavior Pattern
includes aggres§ive, competitive, hostile interpersonal characteristics coupled
with intense striving at work and a time-urgent approach to life in general.

These individuals talk fast, eat fast, move fast, and are extreme]y‘impatient when
thwarted or delayed by others. I have published a brief questionnaire which
estihates these dimensions of overwork, striving, and time-urgency. (See Table
1). Although questionnaires are helpful, Rosenman argues effectively for the

. superiority of the structured interview over questionnaire estimates. Many Type A j
persons, for example, lack the necessary insight to recognize these behaviors ir

themselves.
[Place Table 1 about here]
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Sysiphus Phenomenon, proposed by Stewart Wolf and colleagues, derives it's
name from the legendary King of Corinth who was condemned to Hades and given a
task of ceaselessly rolling a large stone up a mountainside. - When the stone
reached the top, it rolled down the other side and sysiphus’ labors began anew.
Thus, behaviors which might be characterized as joy]eﬁs and ceaseless striving
have been labeled the Sysiphus Phenomenon. This coronary behavior appears quite
similar to what Thomas noted in the Johns Hopkins medical students who wert on to
deveiop CHD in their later years. In my coronary behavior questionnaire, 1
included several questions regafding the presence.or absence of life satisfactibns
(Table 1). .

Both Type A and the Sysiphus Phenomenon have beén included as psychological
risk factors in prospective studies of CHD. Type A behavior was second only to
serum cholesterol in its ability to predict new cases of acute MI or sudden
coronary death in Rosenman's stqdies (Brand, Rosenman, and others, 1976).
Sysiphus Phenomenon predicted reinfarction and sudden coronary death in Wolf's
investigations. In féct, Wolf and colleagues found that when Type A and Sysiphus
were both present in an individual;'near-future CHD risk was even‘higher than it
was for patients with one or the other behavior separately (Braﬁn, and others,

1974).

Recent Life Stress

Evidence documenting that a person's recent life circumstances exert a
significant influence upon the onset of clinical manifestations of CHD (angina
pectoris, acute myocardial infarction, and sudden coronary death) is often poorly
presented in the scientific literature. Thus, the author will take the reader
through a step-wise presentaton of his material on this subject.

a. Life Change Questionnaire

First, systematic evaluation of life circumstance requires a research

The one devised by the author (originally entitled the Schedule of

instrument.
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Recent Experienée [SRE]) is the Recent Life Changes Questionnaire (RLCQ). (See

 Table 2). This qqestionnaire samples recent alterations in a person’s work,

family, social, interpersonal, religious, and financial life (Réhe, 1975). The ‘
rationale which led to assessment of recent life change events as one index of
life stress is based on the physiological modeﬁ of homeostasis. That is, change
in one's recent life circumstance requires adaptation on the part of the
jndividual. Processes of adaptation are associated, among other dimensions, with
physiological arousal. The more intense the psychosocial demands the hére intense
are the physiological ramifications. Severe and/or prolonged psychophysiological
arousal can lead to dysfunction in vital body systems with eventuai precipitation
of disease processes to which an individual is already predispo§ed to developing.
Therefore, recent life change stress may precipitate clinical onset of CHO; this.
only occuré, however, in those individuals with requisite predisposiiions to
develop for this disorder in the first place. .

Table 2 presents the list of recent life change events included in the RLCQ as
well as scaled intensity values for these events (determined for senior U.S. Navy
enlisted men). In most of the studies using the RLCQ (or the'parent
jnstrument--the SRE) scaled intensity values for each life change event are used.
These values, called Life Change Units, or LCU, add a dimension of quantification
to the life change instrument. However, valuable information can still be
obtained by simply counting the number of life changes recently experienced by a
person as indicated from the RLCQ list and comparing these counts to baseline
estimates.

[Plare Table 2 about here]

b. Baseline Estimates

To establish whether a person's life setting prior to CHD onset is

characterised by more recent life changes than expected to occur, "baseline”
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_influenced the observed peak. (Theorell and Rahe, 1971)

estimates of recent life change should be carried out. Baseline LCU values vary

depending upon the age of persons studied as well as the culture from which they
are drawn; Baseline estimates also provide informatidn on the ups and.downs of
recent life change which occur secondary to societal or economic forces. For
example, we carried out a baseline estimate on healthy.persons in Stockholm,
Sweden. A peak in recent 1ife change, calculated for quarter-year intervals over
a three-year period, is seen in late 1967 (Figure 1). At this time a major |
agricultural reform was introduced which caused many small farmers to sell their !
land and move to the city. Also, a political decision to change from left-hand to

right-hand driving was enacted that year. These societal changes may have

| [Place Figure 1 about here]

Base]%ne 1ife change estimates can also help answer the question whether or
not a fall-off in life change reporting is noted as a person remembers further
back in time. In other words, is there a "forgetting éurve"? Figure 1 does not
show much evidence of forgetting more and more 1ife changes over three years'
time. We also tested for possible forgetting by asking patients who experienced a
MI two to three years in the past to report their life changes over the past four
years. Forty seven patients so studied recalled a build-up in life changes, from
a baseline level of 20-25 LCU per quarter-year to nearly twice that level at the
time of MI. Then they reported a gradual return to baseline levels over their
period of recover& up to the time of study. Their most recent life change levels
were at the same baseline levels recalled four years previously. Thus, they

remembered an increase in events at the time of MI, even though it was three to

No “forgetting curve" was seen. (Rahe and Paasikivi, 1971)

four years ago.

[Place Figure 2 about here)
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c. Life Change Build-up

It is particularly instructive to compare CHD patients pre-MI LCU levels to
their own LCU baseline determinations. That is, LCU levels for the six months
immediately prior to MI should be compared to LCU values for a similar time

interval one year earlier. As showﬁ in Figure 3, when this was done for 27

patients who developed an acute MI, who had no previous history of heart disease,
the amount of 1ife change seen in the six months time immediately before MI was
significantly greater (nearly a two-fold increase) than that seen for the -
;hronologidajly"idenfica] six-month interval one year before. (Theorell and Rahe,
1971) |

| M[Place Figure 3 about.here]

Recent 1ife change profiles tor acute MI patients with a history of heart

diéease ma; not show the LCU'buijd-up evidenced in Figure 3. The recent life

change pattern for 27 patients with a prior history of CHD who then developed an

acute MI is shown in Figure 4. Very likely these patients had been in the state

of elevated 1ife change partially due to their illness over the three years prior
to their MI. (Theorell and Rahe, 1971)
- [Place Figure 4 about here]

Although our previous studies had indicated that recent 1ife change levels are
higher in persons experiencing severe illnesses (some resulting in death) than in
persons with minor disease, we were still surprised to observe the dramatic
build-up in 1ife change events prior to sudden coronary death (Rahe and Lind,
1971). Next-of-kin of 37 Stockholm residents who died suddenly from their
(autopsy verified) CHD reported a two- to three-fold life change build-up in these
victims' lives. This LCU build-up was apparent both in the lives of 27 persons
with prior histories of CHD (Figure 5) as well as for the 10 individuals who were.
in apparent good health until the time of their fatal event (Figure 6).

[Plaxe Figures 5 and 6 about here]
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d. Replication )
i

Findings reported above take on added reliability when they are replicated.
The Swedish studies were replicated in a study of 279 Finnish person§ experiencing
Ml and 226 victims of sudden coronarj death in Helsinki. The findings from these
Finnish studies were virtually iaentical to those from the earlier Swedish
investigations. Recent life change build-up in individuals surviving a MI was
nearly two-fold over the six months immediately prior to jnfarction compared to
the same chronological time interval one year earlier while life change Suild-up
was nearly three-fold in victims df'abrupt coronary death (Rahe, and others,

1974). Spouses of MI survivbrs reported recent life changes data for their mates

in these studies to examine whether spouse reporting (utiiized in cases of sudden

ey

coronary death) resulted in an inflated LCU report compared to reports from MI

o oy

survivors themselves. No evidence for LCU inflation in spousé reports was found.

W e e vy

] " . e. Prediction

Difficulties in predicting new episodes of CHD in populations of healthy
persons are formidable. 'THousands of persons must be followed a decade or longer
in order to obserQe sufficient numbers of new cases of CHD for accurate
statistical analyses. Further, recent life change elevations are associated with

many different i]lnesées.' Therefore, high life change levels predict illness in

general-not CHD in particular.

It is far more feasible to predict recurrences of acute episodes of CHD in

e o B gtrt sl S

samples of persons who have already shown their propensities to develop this

e e 4

illness. Here, the predictive task is one of attempting to identify those persons

7Y vy

most 1ikely to experience reinfarction, or sudden coronary death, in a group of

individuals who have recovered from their first MI.

Two such studies have been carried out utilizing 1ife change information along

. with the conventional medical "risk factors" (cigareete smoking, blood pressure,

-
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serum cholesterol, and So forth). The first study was performed by Stewart Wolf

and associates at the University of Oklahoma over an eight-year interval (Theorell

and Rahe, 1975). The second study was conducted by Tores Theorell in Stockholm,

Sweden (Theorell and others, 1972). _

In the first study, 36 patients who had recovered from their first MI were

followed until nearly half of them suffered a second MI or became a victim of

abrupt coronary death. The utility of recent life change data in predicting '

patients who would ultimately suffer CHD recurrences is shown in Figure 7. Mean

LCU Tevels remained quite constant over time in the group that remained healthy;

however, a markedly significant increase in mean LCU level was observed to occcur

! " in the 12 to 18 month interval prior to reinfarction or coronary death in the

afflicted group. The life changes were gathered by interview, not by

" questionnaire in this study. As the number of recent life changes reported could

have beén influenced by the number of times patients came to visit the follow-up

“clinic (more opportunities to report possible changes), clinic visits are also

; plotted in the figure. Even controlling for clinic visits, the life change

; build-up seen prior to reinfarction or sudden death remained significant. Of

major interest was the finding that the recent 1ife change build-up was seen to

- occur months prior to the appearance of any physical evidence of_incipient cardiac

decompensation.

[Place Figure 7 about here)

The second prospective study was a pilot investigation of 21 patients who had

! recove 1 their first MI who reported back to the hospital clinic once a week

over two to three months' time. At each clinic visit they completed the RLCQ for

the past week as well as brought with them a 24-hour urine sample collected over

the previous day. Urine samples were analyzed for catecholamine excretion. Serum

! cholesterol also was also measured. Most patients did well following their MI but

One example is shown in Figure 8.

a few had exacerbations of angina pectoris.

10




A 49-year old, married foreman mechanic reported some difficulties at work and

personal strains in his life during the first week of follow-up. The next week

his mother was discovered to have cancer. Further personal problems occurred

during the third week. The patient's urinary catecholamines were seen to build to
a peak over these first weeks. The next crescendo of life events was seen during
his seventh follow-up, when he had difficulties with his wife and a close friend

develop an MI. The next week his mother underwent cancer surgery. In addition,

he had further personal, work, and family problems over this as well as the

following week. Concomitant with this build-up of 1ife events, he experienced his

most pronounced catechoamine'éxcretion. It was in this séttingiof life change
;vi build-up, with some feelings of dépression, that he reportéd a séQére bout of
angina pectoris. Life chaﬁges, catecholamines, and symptoms gradually abated over
- the last two weeks of follow-up. Serum cholesterol appeared to vary inversely
with catecholamine excretion. |
[Place Figure 8 about here] '

| Group Therapy in MI Rehabilitation
- Rehabilitation efforts should ideally begin shortly after a patient's

admission to the coronary care unit. At the University of California at Los
Angeles we established an educational program for.patients, and their spouses,
during the first and second wéeks of hospitalization (Rahe, and others, 1975).
These programs operated.under severe time-constraints due to the current trend to
discharge patients as early as possible following an uncomplicated MI. Thus, only

a beginning could be made in such programs in the hospital. For long-term

. N b i’ il B
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success, rehabilitation must combine early educational approaches with follow-up
outpatient treatment over the first few weeks to months following hospital

a discnarge.

The author carried out an experimental program over five years' time of adding

k| group therapy to the standard medical outpatient care of patients surviving their

11
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first MI (Rahe, 1979). Since developmental influences, coronary behaviors, and
the influence of recent life change upon clinical evente had been shown to be
important in the predisposition and the precipitation of this disease. Treatment
for these psychological influences were combined with standard medical éreatmehf
approaches. A controlled trial, with random assignment of patients to either the
group therapy plus medical treatment or to medical treatment alone (control g}oep
was carried out. This pilot investigation was conducted with 44 patients-ZZ

assigned to each group. Subsequently, another 17 patients received group therapy

in a "replication" experiment.

All three groups of _patients were compared in terms of past medical history,
demographic characteristics, severity of infarct, and DrOgnOSIS (Norris index).
No significant differences were found betwaen the groups for any of these
dimensions; Al groups received the same medical follow-up care, including

counseling regarding diet, information concerning physical exercise, periodic

checks on blood pressure and cardiac function, along with requisite medicinal

prescriptions. In addition, patients in the group therapy program attended six,
one and oﬁe-half hour group sessions. The first session was during their second
to third week in the hospital and the remaining five sessions were continued over

the first two to three months following discharge.

Group therapy sessions were roughly as follows. Between 4 and 12 patients

comprised a group and were seen together throughout the six sessions. The first
session usually dealt with 1ife stresses associated with onset of MI, as well as
an individual risk factor analysis for each patient. The second session dealt .
with developmental aspects, both medical and psychological, of this disorder. The
third session ;sually focused on problems patients might be having regarding
compliance with attempts to modify their risk factors. The fourth session usually

centered around home problems--especially diet and exercise. Modification

12
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1 attempts of patients coronary behaviors were frequently examined, along with .
aspects of returning to work, during the fidal two group sessions. :
Follow-up over three to four years post MI showed the expected 5% per year
reinfarction rate as well as the expected 3 to 5% per year mortality rate from
this disease in our control group. However, ng reinfarctions and no coronary

deaths were seen in both treatment groups over follow-up. The differences between

treatment and control groups achieved significantly higher return to work
percentage (between 85% and 94%) than did the controls (50%). Thus, in terms of
crucial medical and social indicators, our treatment groups fared significantly
better than did the controls. The control group did no worse, however, thaﬁ:

control groups in large, randomly allocated, drug studies carried out in this

country. )
It was difficult to explain fu]ly the rehabilitation advantage seen for our

group therapy patients. They did indicate a significant reduction in number of

hours-per-week spent at work, minutes-per-day allowed for lunch, as wé]] as number
of vacation days taken per year (overwork measures). Alsb,vin the controlled ' iﬂ
- trial, group therapy patients reported a significant reduction in their time’

urgency levels compared to controls. However, no differences in life satisfaction

were noted between groups over time and, if anything, controls showed better
compliance with physf;al risk factor modifications (diet, bouy weight, exercise,

and cessation of cigarette smoking) than treatment groups.

Aside from some achievements in coronary behavior modication we felt our major

accomplishment was in providing crucial emotional support for these patients

L oaa
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during their early period of cardiac healing. The coping advantage these patients

achieved from group discussions of their disease and its management, although not
precisely measured, appeared to be immensely helpful. Therefore, the judicious ..
and knowledgeable use of information concerning the psychological aspects of CHD !
appears to add a significant rehabi}itétive advantage to the lives of patients

3‘ recovering from this, our most prevalent life-threatening disease.
13
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RECENT LIFE CHANGES QUESTIONNAIRE

Lcu
A MEALTH 25. aseparation from spouse:
. 1. an illness of injury which: {a) duetowork? . . . . . . . . . . 49
i {a) kept you in bed a week or more, or (b) due to marital problems? . . . . . . 5B
100k you to the hospital? . . . . . 42 26. areconciliationwithspouse? . . . . . . 42
{b) was less serious than described above? . 25 27. adivorce? . . . . . e« s s . . 62.
; 2 a ma;or changeineatinghabits? - . . . . . 29 28. a gain of 2 new family member. )
) 3. » major change in sleeping habits?. . . . . 31 . (a) birthofachild? . . . . . . . . . 49
' 4. a change in your usual type and/or amount (b) adoptionofachild? . . . . . . . . 45
ofrecreation? . . . . . . « . - - . 30 . {c) a'relative moving in with you?. . . . 57
5. majordentalwork . . . . . . . - . . 40 29. wife beginning or ceasing work outside the
: home? . ., . . . <
‘, B. WORK 30. wife becoming pregnant? e e« - . ... BO
. 6. changed toanewtypeofwork? . . . . . 38 31. a child leaving home:
i 7. changed your work hours or conditions? . . 33 (a) duetomarriage? . . . . . . . . . 30
' 8. had a change in your responsibilities at work: (b) 1o attendcollege?. . . . . . .-. . 28
‘ (a) more responsibilities? - . . . . . . . 31 (c) forotherreasons? : . . . . . . . . 29
: (b) less responsibilities? . . . . . . . . 29 32. ‘wife having a mistarriage or abortion? . . . 53
i (c) promotion?. . . . . . . . . . . 3 33. birthofagrandchild? . . . . . . . . . 31
(ddemotion? . . . . . . o« - « . . 57
{e) wansfer?, . . . . . -« - « . . 38 " D. PERSONAL AND SOCIAL _
] 9. experienced troubles at work. 34. a major personal achievement? . . . . . . 33
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! (b) withco-workers? . . . . . . . . . 35 dress, friends, tifestyle,etc.)? . . . . . . 3
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Figure 5. 27 victims of sudden coronary death who had long term histories

of heart disease. Quarter year life changes data over the

antecedant 3 years.
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18 long term survivors who remained in good health over a four-year
recovery period following myocardial infarction (survivors) 18 victims

of coronary death, or severe re-infarction, which occurred during

their post infarction recovery period (CD Group).

Quarter-year life

change data, and clinic visits, collected prospectively up until the

time of recurrent diseasea.




Finances

Personal
& Other

Epinephrine

(day)

Cholesterol

Symptoms

Time (week)

Figure 8. A case example of an outpatient who followed every week over the
first few months following myocardial infarction. Weekly life changes
data are presented along with urinary catecholamine excretion,
serum cholesterol levels, and presence or absence of angina pectoris
(symptoms) .

FIGURL 8




B S R S

4
§:cumrv CLASSIFICATION OF THIS PAGE (When Date Entered)

L

REPORT DOCUMENTATION PAGE

READ INSTRUCTIONS
BEFORE COMPLETING FORM

. REPORY NUMBER 2. GOVT ACCESSION NO.

79-48 Qr’f?’/ /( /7

3. RECIPIENT'S CATALOG NUMBER

)

4. TITLE (and Subdtitle)

(U) Psychological Aspects of Coronary Heart

8. TYPE OF REPORT & PERIOD COVERED
Interim

Disease

6. PERFORMING ORG. REPORT NUMBER

7. AUTHOR(s)

Richard H. Rahe, M.D.

8. CONTRACT OR GRANT NUMBDEN(s)

9. PERFORMING ORGANIZATION NAME AND ADDRESS
Naval Health Research Center
P.0. Box 85122
San Diego, CA 92138

10. PROGRAM ELE
AREA A W

BM51.524.002-5020

1. CONTROLLING OFFICE NAME AND ADDRESS
Naval Medical R&D Command

12. REPORT DATE
December 1979

National Naval Medical Center
LMD 20014

13. NUMBER OF PAGES

25

4. MONITORING AGENCY NAME & ADDRESS(/f dilferent from Controlling Office)

Bureau of Medicine & Surgery

15. SECURITY CLASS. (of this report)

Unclassified

Washington, DC 20372

18a. DECLASSIFICATION/ DOWNGRADING
SCHEDULE

16. DISTRIBUTION STATEMENT (of thia Report)

Approved for public release; distribution unlimited.

-

7. DISTRIBUTION STATEMENT (of the abatract entered in Block 20, i1 different from Report)

Approved for public release; distribution unlimited.

8. SUPPLEMENTARY NOTES

19. XEY WORDS (Continue on reverge eide if neceessary and identify by biock number)

Type A
Recent Life Change
Coronary Heart Disease

20. ABSTRACT (Continue on reveras side 1f necessary and identity by block number)

abounds regarding these two rather distinct areas.

-For the clinician interested in the psychological management of patients
with coronary heart disease (CHD), it is critical to have some grasp of both
developmental characteristics of patients prone to this disorder as well as
knowledge of the acute precipitating influence of life stress. Confusion

Crucial among the develop-

mental influences upon CHD proneness seem to be occupation-education disparity
("over-achievement"), Type A coronary behavior, and chronic life

(Cont.)

DD "J‘g:‘;, 1473 €otTiON OF 1 NOV 685 1S OBSOLETE
S/N 6102-LF-014-6£01

Unclassified

SECURITY CLASSIFICATION OF THIS PAGE (When Date EBntered)




—

P Unclassified

SECURITY CLASSIFICATYION OF THIS PAGE (When Dets Entered)

™

-

dissatisfactions. One measure of life stress, recent life changes, appears
to exert a marked influence upon clinical onset of CHD.

Optimal treatment of patients with CHD can be achieved with a knowledge

of both the physical and the psychological aspects of this disease. In additiop

to the management of physical risk factors for this disorder, group therapy

has proven to be a successful approach in the rehabilitation of patients

N recovering from acute myocardial infarction. Group therapy is an approach
which can combine education regarding heart disease and its management with

discussion of relevant developmental and recent life stress issues.

3 e m——— -

o~ .
‘M&‘ Al e

S
- —

Ea i ol

Unclassified 4

SECURITY CLASSIFICATION OF“THIS PAGEMWhen Date Entered)

3
|
'







