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The purpose of this study was to (1) assess the

reliability and validity of anger/hostility measures, (2)

examine the relationship between anger/hostility and other

negative emotions, and (3) examine the relationship between

anger/hostility and health history. Sixty-five subjects

were given the Buss Durkee Hostility Inventory (BDHI), the

State-Trait Anger Expression Inventory (STAXI), the Profile

of Mood States pomsS), the Clinical Analysis Questionnaire

(CAQ), the State-Trait Anxiety Inventory (STAI), the Health

and Wellness Attitude Inventory (HWAI), and a health

questionnaire designed to provide information about past

disease and alcohol/drug use. Overall, the BDHI and POMS

displayed good test-retest reliability. All six of the

global indices of anger/hostility intercorrelated at a

significant level, thus demonstrating good concurrent

validity. The six global measures of anger/hostility also

correlated at a significant level with other negative

emotions.
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ANGER/HOSTILITY: RELIABILITY OF MEASUREMENT AND

CORRELATES OF HEALTH HISTORY

A considerable amount of research has accumulated

implicating psychological factors as contributing to many

health problems. The relationship between psychological

factors and coronary heart disease (CHD) has remained

unclear after nearly a century of speculation and 3 decades

of intensive research (Booth-Kewley & Friedman, 1987). Most

of the research has focused on the role of anger and

hostility in essential hypertension and CHD. For over 50

years it has been postulated that problems with

anger/hostility may predispose an individual to

cardiovascular disorders (Alexander, 1939). However,

research in this area has produced conflicting evidence

(Chesney & Rosenman, 1985).

One of the primary problems in anger/hostility

research has been that work in this area has progressed

without a systematic and comprehensive definition of the

terms. Moreover, in studies where attempts have been made

to measure some aspect of anger, the terms anger,

hostility, and aggression have often been used

interchangeably, suggesting a lack of differentiation

between these constructs (Biaggio & Maiuro, 1985). Anger
and hostility generally refer to feelings and attitudes,
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while aggression implies destructive or punitive behavior

directed towards other persons or objects. The concept of

anger usually refers to an emotional state that consists of

feelings that vary in intensity, from mild irritation or

annoyance to fury and rage. Although hostility usually

involves angry feelings, this concept has the connotation

of a complex set of attitudes that motivate aggressive

behaviors directed toward destroying objects or injuring

other people (Spielberger, 1988).

Much of the objective research studying the

relationship between emotions and hypertension has focused

on anger (Boutelle, Epstein, & Ruddy, 1987). There has been

considerable evidence that hypertensives have tended to

experience more anger than normotensives and that anger has

been an aggravating factor that further increased blood

pressure (Baer, Collings, Bourianoff, & Ketchel,

1979; Whitehead, Blackwell, DeSilva, & Robinson, 1977).

Some studies indicate a relationship between hypertension

and expressed hostility (Mann, 1977; Baer et al., 1979)

while other studies show a relationship between

hypertension and suppression of anger (Rosenman, 1985;

Julius, Schneider, & Egan, 1985; Tennant & Langeluddecke,

1985).

There has been considerably less empirical research

linking anger and hostility to coronary heart disease than

for hypertension, and the research has revealed conflicting
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results (Tennant, Langeluddecke, Fulcher, & Wilby, 1987;

Diamond, 1982). Risk factors for CHD have included

cigarette smoking, essential hypertension, high serum

cholesterol, age, and sex. Recently, psychosocial factors

have been implicated along with the biochemical and

neurogenic factors as important influences in CHD (Diamond,

1982; Friedman & Booth-Kewley, 1987). Williams (1989)

followed a group of 118 lawyers for 25 years who had

undergone hostility testing in college and found the

mortality rate for those who had scored high in hostility

was 4.2 times higher than those who scored low. Those who

scored the very highest on anger scales had a death rate

five times higher than the low-anger-trusting group. In a

group of physicians followed for 25 years, 14% of those

scoring high in anger died, while only 2% of the low anger

group died. The Framingham study suggested that men who

denied displaying anger toward others were at an increased

risk of CHD (Haynes, Feinlab, & Kannel, 1980). Other

studies, using the MMPI, have found hostility to be a

significant predictor of CHD events (Shekelle, Gayle,

Ostfield, & Paul, 1983; Barefoot, Dahlstrom, & Williams,

1983).

Much of the research in this area has focused on the

Type A or coronary prone behavior pattern. The Type A

behavior pattern, which has been characterized by extreme

competitiveness, time urgency, hostility, aggressiveness,
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(1985) found that the suppression of anger was related to

the degree of atherosclerosis. Williams et al. (1980)

found a correlation between hostility and the severity of

occlusion of the coronary arteries. Moreover, they

discovered that hostility was more strongly related to

atherosclerosis than was the Type A behavior pattern

(Williams, Haney, Lee, Kong, Blumenthal, & Whalen, 1980).

Research studying the relationship between the Type A

pattern and atherosclerosis has yielded inconsistent

results. Several studies have shown a positive correlation

between the Type A behavior pattern and atherosclerosis

(Zyzanski, Jenkins, Ryan, Flessas, & Everist, 1976; Frank,

Heller, Kornfield, Sporn, & Weiss, 1978; Williams et al.,

1980), while others have failed to support a positive

association (Dimsdale, Hackett, Catanzano, & White 1979;

Scherwitz, McDelvain, Laman, Patterson, Dutton, Solomon,

Lester, Kraft, Rouchelle, & Leachman, 1983; Tennant et al.,

1985).

In summary of the research studying the relationship

between anger/hostility and CHD, Friedman & Booth-Kewley

(1987) performed a meta-analysis or quantitative

integration of the existing data. The technique of

meta-analysis combines the results of independent studies

so that they may be more easily viewed and understood. It

does not provide any new information, but summarizes the

existing information. After combining the results of 16
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and impatience, has been associated retrospectively and

prospectively with CHD incidence (Zyzanski, 1978). The risk

of developing CHD associated with the Type A behavior

pattern has seemed to be equal to or greater than other

risk factors such as smoking, hypertension, and high serum

cholesterol (Brand, 1978; Friedman & Booth-Kewley, 1987).

There are many studies showing a link between the Type A

behavior pattern and CHD (Friedman & Booth-Kewley, 1987),

but there have been several significant failures to

replicate the relationship (Shekelle, Hulley, Neaton,

Billings, Borhani, Gerace, Jacobs, Lasser, Mittlemark, &

Stamler, 1985).

CHD has been closely associated with atherosclerosis,

a disease that involves the forming of fatty plaques in the

arterial walls of the body. When the plaque formation

becomes advanced in the coronary arteries, it prevents

sufficient oxygen from being supplied to the heart which

contributes to angina pectoris (chest pain) or myocardial

infarction (heart attack) (Friedman & Booth-Kewley, 1987).

Tennant et al. (1985) found that suppression of anger

predicted severity of atherosclerosis, but failed to

replicate their findings in a later study (Tennant et al.,

1987). Epidemiological evidence has seemed to support a

relationship between hostility and atherosclerosis

(Diamond, 1982). In a finding consistent with the

Framingham study (Haynes et al., 1980), Tennant et al.
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articles studying the relationship between anger/hostility

and CHD, they reported a correlation of approximately .16

in terms of the correlation coefficient r (Friedman &

Booth-Kewley, 1987). As the authors reported, the magnitude

of this relationship is small when compared to those found

in experimental psychology, but it is moderate or high when

compared to other medical risk factors. For example, the

Framingham (1980) and the Western Collaborative Group

Studies (1977) report that the correlations between

cholesterol and CHD, and between smoking and CHD, were all

under .15 (Friedman & Booth-Kewley, 1987).

Almost all of the research studying the effects of

anger/hostility on physical health has focused on CHD. The

paucity of research that exists on other physical health

areas has been disturbing. In their meta-analysis, Friedman

& Booth-Kewley (1987) found a significant correlation

between asthma and anger/hostility. Other researchers have

studied the effects of anger/hostility on ulcers,

arthritis, and headaches, but either there have been too

few studies or the results have not been significant.

One study examined the correlation between

anger/hostility and somatization and hypochondriasis. They

concluded that hostility was associated with both somatic

symptoms and hypochondriacal attitudes, but that hostility

has not been the main factor (Kellner, Slocumb, Wiggins,

Abbott, Winslow, & Pathak, 1985). Other studies have
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examined this relationship and in some cases found a

significant association, but some of the studies appeared

to have methodological flaws (Harris, 1951; Bianchi, 1971;

Pilowsky & Spence, 1976).

The role of hostility in relation to depression was

first systematically addressed by Abraham (1911/1968).

Freud (1917/1934) and other psychoanalysts further

discussed the function of anger/hostility in depressive

illness and most posited hostility and aggression as

central to depression (Atkinson & Polivy, 1976). Freud

(1917/1934) conceptualized depression as a combination of

grief, distress, anger/hostility, loss of self-esteem, and

feelings of inferiority, guilt, apathy, mental and motor

inhibition, and fear. Other nonpsychoanalytic theorists

such as Izard (1972) described depression as a combination

of fundamental emotions including inwardly and outwardly

directed anger.

Research has seemed to support the idea that

anger/hostility plays a role in depression. Several studies

have shown that depressed patients display more hostile

behavior than nondepressed individuals (Lemaire & Klopton,

1981; Paykel, Weissman, Prusoff, & Tonks, 1971; Weissman,

Klerman, & Paykel, 1971). Other studies have indicated that

depressives may be experiencing greater inwardly directed

or expressed hostility (Biaggio & Godwin, 1987; Lemaire &

Clopton, 1981). These findings have been verified in
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studies which also add that outwardly directed hostility

has been less commonly associated with depression, perhaps

only in those with hysterical personality structures

(Weissman et al., 1971; Klerman & Gershon, 1970; Gershon,

Croner, & Klerman, 1968). Significant correlations have

also been reported between the amount of inward hostility

and the severity of depression (Hayworth, Little, Carter,

Raptopoulos, Priest, & Sandler, 1980; Schless, Mendels,

Kipperman, & Cochrane, 1974). Pilowsky & Spence (1975)

found that the greater a patient's self-rating of anger,

the more likely the patient has been to experience

nonendogenous depression. In studies attempting to produce

depression, many investigators have found anger to be

concomitantly related (Atkinson & Polivy, 1976; Hale &

Strickland, 1976; Roth & Kubal, 1975; Strickland, Hale, &

Anderson, 1975).

The idea that hostility against the self has been a

major psychodynamic factor in suicide has been postulated

since Freud (1917/1934). Yesavage (1983b) described

suicidal acts as "the ultimate measure of hostility

directed against the self." In a study of hospitalized

depressives, Yesavage (1983b) found that suicidal and

self-destructive acts correlated with measures of hostility

and violence. The study specifically found self-reports of

indirect hostility, measured by the Buss Durkee Hostility

Inventory (BDHI), to be correlated with self-destructive
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acts. Yesavage (1983b) further concluded that in patients

with moderate to severe depression, self-destructive acts

in a hospital may be better correlated with feelings of

anger and hostility than with depression itself. The

results of a study of schizophrenic in-patients also

indicated a relationship between measures of hostility and

suicidal and self-destructive acts (Yesavage, 1983a).

Researchers have identified gender differences in

anger and hostility. Males have exhibited more aggression

and hostility than females in several laboratory studies

(Garai, 1970; Phillips, 1969; Simkins, 1961). In one

study male and female subjects were attacked verbally or

apologized to after waiting in an arbitrary setting

(Atkinson & Polivy, 1976) They 'ound that males expressed

more outward hostility t: ,ales following attack. Males

and females reported feeling the same degree of hostility

on a paper and pencil questionnaire, but males seemed more

inclined to externalize their anger. One study reported

different BDHI hostility profiles for men and women (McAnn,

Woolfolk, Lehrer, Schwarcz). Their data suggested that

women are more typified by the anger-in profile than men

and are less likely to engage in aggression or outward

expression of anger. A study of male-female differences in

aggression demonstrated that women are more prone to

experience anxiety and guilt following anger expression

(Frodi, Macaulay, & Thome, 1977). In one study examining
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racial differences in psychiatric patients, researchers

found that blacks had a greater tendency toward negativism

and introjection of anger (Raskin, Crook, & Herman, 1975).

Research has shown a significant positive

relationship between anger and the tendency to hold

irrational beliefs (Zwerdling & Thorpe, 1987). The authors

also discovered that high-anger subjects were more anxious

in general, suspicious, fearful of negative evaluation,

hostile, and critical of themselves and others than those

in the low-anger group. In another study, a group of female

obsessional neurotics displayed a high correlation with

outwardly directed aspects of hostility and anger (Millar,

1983).

The earliest attempts to measure anger and hostility

were based on clinical interviews, behavioral observations

and projective techniques (Spielberger, et al., 1983).

Although these methods can be used to effectively gather

information, they are all highly vulnerable to subjective

interpretation. Objective, self-report questionnaires are

the most common measures of anger/hostility and will be the

focus of this study. In a review of the literature, Biaggio

& Maiuro (1985) found significant problems with many of the

anger/hostility measures. Many of the measures possessed

low reliability and validity scores, while several have

very little research data available.
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The purpose of the present study is to determine the

(1) reliability and concurrent validity of anger/hostility

measures, (2) relationship between anger/hostility and

other negative states-anxiety and depression, and (3)

relationship between anger/hostility and health history.

It is hypothesized that reliable and valid measures of

anger/hostility will be obtained and that positive

relationships will be found between anger/hostility and

anxiety and depression. It is also hypothesized that a

positive relationship will be found between anger/hostility

and poor health history.

METHOD

Subjects

The subjects will be approximately 70 graduate

students, faculty, and staff from the University of North

Texas along with volunteers from outside the university.

The age range will be approximately from 25 to 55. There

will probably be slightly more females than males.

Test Instruments

The Buss Durkee Hostility Inventory (BDHI) (Buss &

Durkee, 1957) is probably the best known and most

frequently used inventory of its kind (Biaggio, 1980). It

is comprised of 75 logically derived true-false items. The

inventory contains eight subscales including Assault,

Indirect Hostility, Irritability, Negativism, Resentment,
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Suspicion, Verbal Hostility, and Guilt. The BDHI thus

attempts a descriptive and quantitative analysis of the

individual's preferred mode of hostility expression

(Biaggio, 1980). Factor analysis produced two factors: (1)

an attitudinal component of hostility (Resentment and

Suspicion subscales) and (2) a "motor" component of

hostility (Assault, Indirect Hostility, Irritability, and

Verbal Hostility subscales) (Buss & Durkee, 1957). The BDHI

appears to possess adequate reliability (Biaggio, Supplee,

& Curtis, 1981) and several studies have demonstrated a

significant negative correlation with social desirability

(Sarason, 1961; Crowne & Marlowe, 1960; Leibowitz, 1968;

Heyman, 1977). Studies also suggest the BDHI possesses some

measure of concurrent validity (Biaggio et al., 1981;

Knott, 1970; Lipetz & Ossorio, 1967; Sarason, 1961).

The State-Trait Anger Expression Inventory (STAXI)

(Spielberger, 1988) is a 44-item questionnaire designed to

measure the experience and expression of anger. The

inventory provides scores on six scales including: (1)

State Anger; (2) Trait Anger [including two subscales: (a)

Angry Temperament and (b) Angry Reaction]; (3) Anger-in;

(4) Anger-out; (5) Anger Control; and (6) Anger Expression.

Individuals rate themselves on four-point scales that

assess either the intensity of their angry feelings or the

frequency that anger is experienced, expressed, suppressed,

or controlled. The Trait-Anger scale appears to be highly
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correlated with other hostility measures while the anger

expression scales possess adequate validity (Spielberger,

1988).

The Profile of Mood States (POMS) (McNair, Lorr &

Droppleman, 1971/1981) is a 65-item, adjective rating scale

designed to measure multiple dimensions of affect. The POMS

has been widely used since its publication in 1971 and has

received consistently favorable reviews (Eichman, 1978;

Weckowicz, 1978). The inventory consists of 65 adjectives

that describe moods or feelings, to which the client

responds on a 5-point scale that ranges from "Not at all"

(0) to "Extremely" (4) (Norcross, Guadagnoli, & Prochaska,

1984). The POMS measures six affective states including:

Tension-Anxiety (T); Depression-Dejection (D);

Anger-Hostility (A); Vigor-Activity (V); Fatigue-Inertia

(F); and Confusion-Bewilderment (C). The POMS also includes

a Friendliness scale, but its validity is considered

statistically weak. Norcross et al. (1984) conclude that

"the POMS appears to be an internally consistent,

multidimensional instrument with a relatively stable factor

structure that accounts for a high percentage of the total

variance."

The Clinical Analysis Questionnaire (CAQ) (Cattell,

1973) consists of 272 items and is divided into two

sections. The 128 items in Part I cover the normal

personality structure while the remaining 144 items in Part



14

II cover pathological traits. The test has 28 scales, 16 of

which are the normal personality traits previously included

in the 16 PF, seven measure various manifestations of

depression, and five were developed to measure

factor-analytically identified traits that were discovered

in the MMPI item pool (Krug, 1980). The examinee is asked

to respond to the statements in the questionnaire by

choosing one of three answers. The middle response is

generally an "in-between" or an "uncertain" category, and

the instructions discourage the use of this choice. The CAQ

appears to possess adequate validity and reliability. The

median test-retest coefficient across all 28 scales is .73,

while the median validity coefficient is approximately .68

(Krug, 1980).

The State-Trait Anxiety Inventory (STAI)

(Spielberger, Gorsuch, & Lushene, 1970) was designed to

provide an empirical measure of the anxiety level of

adults. State anxiety can be defined as an emotional state

that is transitory in nature and subject to fluctuation.

Trait anxiety refers to a relatively stable predisposition

to perceive certain situations as anxiety-provoking.

Metzger (1976) reported that the STAI has good

discriminating ability and also appears highly reliable.

Another study reports the STAI has been researched

extensively and possesses satisfactory reliability and

validity (Dreger & Brabham, 1987).
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The Bender Visual Motor Gestalt Test (Bender-Gestalt)

(Bender, 1938) is one of the most widely used psychological

tests and certainly the most popular visual-motor test

(Lubin, Wallis, & Paine, 1971). The Bender-Gestalt is a

paper-and-pencil test that contains nine geometric figures

drawn on 4x6 inch cards. The cards are presented one at a

time, and the individual is asked to copy the designs on a

blank sheet of paper. Tests will be scored by the

Embree/Butler technique which possesses reliability of .97

and validity for brain dysfunction at the .01 level.

The Health and Wellness Attitude Inventory (HWAI) was

developed to assess an individuals attitude about their

health. Individuals are asked to report on a scale from

1-10 on how they are feeling.

A health questionnaire has been designed to provide

information about past disease, current habits related to

health, perception of stress and serves as a screen for

alcohol and drug use.

Procedure

All subjects will be given all tests and the health

questionnaire in groups of 5-7 individuals. The tests will

be administered according to standardized procedures. All

subjects will be retested approximately 5 days later. Time

of administration will be held constant to the morning

hours.



16

RESULTS

All data were subjected to Pearson Product Moment

Correlations. The correlation matrix and significance

levels of all anger measures are presented in Table 1.

Intercorrelations between all total measures of anger (BDHI

Total, STAXI State, STAXI Trait, POMS Anger, and HWAI

Anger) were significant at the .001 level. Significant

correlations between BDHI Total Hostility and all BDHI

subscales were obtained at the .001 level. The STAXI State

Anger measure correlated significantly (p <.01) with all

other anger measures except STAXI T/T and STAXI T/R. The

STAXI Trait Anger also demonstrated .01 significance level

correlations with all anger measures except BDHI Indirect,

STAXI AX/In, and STAXI AX/Control. Both the POMS Anger

scale and the HWAI Anger scale correlated significantly

with all other anger measures except BDHI Irritability,

BDHI Suspicion, and STAXI T/R at the .01 level.

Significant correlations were also obtained for the

following anger/hostility scales and subscales, all

significant at the .01 level: BDHI Verbal with all BDHI

scales; BDHI Assault with BDHI Resentment; BDHI Indirect

with BDHI Negativism and BDHI Resentment; BDHI Irritability

with BDHI Negativism and BDHI Suspicion; BDHI Negativism

with BDHI Resentment and BDHI Suspicion; STAXI AX/In with

all anger measures except BDHI Assault, BDHI Verbal, and
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Table 1
Anger and Hostility Measures: Correlational Matrix

Measure 1 2 3 4 5 6 7 8

1. BDHI Assault

2. BDHI Indir. .08

3. BDHI Irrit. -.01 -.17

4. BDHI Negat. .11 .33** .35**

5. BDHI Resent. .29** .27** .01 .35**

6. BDHI Suspic. .07 -.09 .88** .41** .05

7. BDHI Verbal .43** .31** .26** .43** .27** .31**

8. BDHI Total .49** .53** .34** .68** .62** .42** .76**

9. STAXI State .32** .26** .33** .37** .45** .45** .41** .56**
10. STAXI Trait .32** .18 .37** .35** .40** .50** .31** .52**
11. STAXI T/T .20* .07 .20* .16 .20* .27** .16 .27**

12. STAXI T/R .08 -. 03 .12 .07 .09 .18 -. 06 .09
13. STAXI AX/In .11 .49** .36** .41** .42** .50** .25* .55**
14. STAXI AX/Out .44** .24* .34** .36** .39** .47** .52** .61**
15. STAXI AX/Cn. -.33** -.28** -.30** -.47** -.31** -.35** -.66** -.61**
16. STAXI AX/EX .37** .37** .44** .50** .43** .55** .53** .70**
17. PcMS Anger .43** .29** .17 .33** .58** .23* .49** .70**
18. HWAI Anger .34** .32** .15 .40** .38** .20 .36** .59**

Measure 9 10 11 12 13 14 15 16 17

9. STAXI State

10. STAXI Trait .28**

11. STAXI T/T .04 .91**

12. STAXI T/R -.07 .83** .93**

13. STAXI AX/In .43** .10 -.13 -.22*

14. STAXI AX/Out .34** .89** .82** .69** .11
15. STAXI AX/Cn. -.47** -.22* .01 .21* -.37** -.40**
16. STAXI AX/EX .39** .81** .68** .54** .45** .88** -. 59**
17. POMS Anger .77** .49** .25* .10 .55** .53** -.54** .63**
18. HWAI Anger .59** .51** .34** .21* .48** .49** -.35** .59** .46**

*2 <.05.

**p <.01.
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STAXI AX/Out; STAXI AX/Out with all anger measures except

BDHI Indirect, and the STAXI AX/EX measure with all other

anger measures (see Table 1). Significant negative

correlations were obtained between STAXI AX/Control and all

other measures of anger/hostility.

As Table 2 indicates, the six global anger measures

(BDHI Total, STAXI Trait, STAXI State, STAXI AX/EX, POMS

Anger, HWAI Anger) correlated significantly with the STAI

State, STAI Trait, POMS Tension, POMS Depression, CAQ Low

Energy Depression (D5), CAQ Guilt & Resentment (D6), HWAI

Depression, HWAI Anxiety, at the .01 level. The six global

measures of anger, with the exception of the STAXI Trait,

Table 2
Anger and Hostility Measures: Correlational
Matrix with Other Negative Emotions

BDHI STAXI STAXI STAXI POMS HWAI
Scale TOTAL TRAIT STATE AX/EX ANGER ANGER

STAI State .66** .46** .60** .61** .79** .67**
STAI Trait .72** .49** .54** .66** .74** .64**
POMS Tension .65** .41** .56** .59** .74** .59**
POMS Depression .67** .51** .70** .60** .82** .63**
CAQ C (Emotional Stab.) -. 46** -. 20 -. 10 -. 38** -. 38** -. 39**
CAQ Q4 (Tension) .53** .28* .33** .48** .45** .48**
CAQ D3 (Agitation) .13 .06 .11 .08 .06 .08
CAQ D4 (Anx. Dep.) .30** .15 .32** .41** .42** .38**
CAQ D5 (Low Energy Dep.) .46** .30** .43** .47** .54** .59**
CAQ D6 (Guilt/Resent.) .58** .32** .49** .53** .55** .47**
CAQ D7 (Boredom) .37** .22* .47** .35** .62** .56**
HWAI Depression .42** .31** .60** .46** .67** .64**
BWAI Anxiety .47** .33** .52** .44** .51** .54**

*p <.05.

**E <.01.
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also correlated with CAQ Tension (Q4), CAQ Anxious

Depression (D4) and CAQ Boredom (D7) at a significance

level of .01. The STAXI Trait did correlate at the .05

level with the CAQ Tension and CAQ Boredom scale, but no

significant correlation was found with the CAQ Anxious

Depression scale. A significant negative correlation was

obtained between the CAQ (C) Emotional Stability scale and

the BDHI Total, STAXI AX/EX, POMS Anger, and HWAI Anger

scales (p <.001).

Test-retest reliability coefficients for the BDHI

scales and three POMS scales are presented in Table 3.

All of the scales displayed test-retest reliability

significant at the .001 level, with the exception of the

BDHI Irritability and Suspicion subscales.

Table 3
Buss Durkee HostilityInventory (BDHI) and Profile of Mood
States (POMS) Scales: Test-retest Reliability Coefficients

Scale Correlation Significance
Level

BDHI Assault .68 .00BDHI Indirect .62 .00BDHI Irritability .10 .45BDHI Negativism .67 .00BDHI Resentment .53 .00BDHI Suspicion .25 .07BDHI Verbal .75 .00BDHI Total .77 .00POMS Anger .61 .00POMS Tension .69 .00POMS Depression .76 .00
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The correlational matrix for anger/hostility measures

and health history variables is presented in Table 4.

Anger/hostility scores of individuals who reported being

exposed to chemicals were significant at the p <.01 level

on the BDHI Total, STAXI Trait, STAXI AX/EX, HWAI Anger,

and significant at the p <.05 on the POMS Anger. Those

individuals who reported an extensive history of disease

scored at the p <.05 level on the BDHI Total and STAXI

Trait scales. A significant correlation was not found

between anger/hostility measures and amount of exercise or

alcohol/drug use.

Table 4
Anger and Hostility Measures:
Correlational Matrix with Health History

BDHI STAXI STAXI STAXI POMS HWAI
Health Inventory (HI) TOTAL TRAIT STATE AX/EX ANGER ANGER

HI Disease History .29* .29* .11 .15 .09 .08

HI Chemical Exposure .43** .67** .18 .51** .29* .32**

HI Exercise -.17 -.12 .07 -.09 .02 .00

HI Alcohol/Drug Use .04 -.05 .01 -.04 -.03 -.18

*2 <.05

**p <.01
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DISCUSSION

The results provide strong support for the

hypotheses in the present study except for determination of

more inclusive correlation between anger/hostility and

health history. The concept of anger as defined by the

various scales can be reliably measured. The six global

indices correlate strongly with each other indicating high

concurrent validity and suggesting that the dimensions of

anger being assessed are similar but by no means identical.

Since the one-dimensional self-report of anger correlated

significantly with the many itemized (subscaled) measures,

it seems probable that while anger/hostility is a complex,

multifaceted, multiphasic emotional condition; it can also

be expressed as an overall feeling tone. The high

intercorrelations between subscales, with limited

exception, illustrates the difficulty in separating the

various components of anger, if, in fact, they exist as

different entities within the emotional condition of

anger/hostility. It is then no wonder that a self-report of

anger, the feeling tone, correlates so highly with the more

sophisticated subdivided measures of anger.

To further confound the measure of anger, the six

global indices of anger/hostility were found to correlate

significantly with other negative emotions such as anxiety,

tension, depression, and emotional stability. Thus strongly
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supporting another primary hypothesis of this study.

In terms of anxiety and tension, it may be that the

angry/hostile individual is more apprehensive, worried,

troubled, tense, driven, overwrought, impatient, restless,

fretful, frustrated, and conflictual than the average

person. It may be further considered that the angry

individual has more difficulty relaxing and letting go of

problems or vexing situations as well as a greater

probability of engaging in problematic relationships. A

lessened sense of security with decreased self-confidence

might also be expected in the angry/hostile person. It

seems likely that such individuals overreact to

environmental situations they find frustrating, leading to

agitation and difficulty relaxing. Anger/hostility and

anxiety/tension appear to often find mutual expression of a

negative emotional condition. Regardless of the source,

further psychological and physical consequences would seem

very likely.

Depression, another highly negative emotion, is

found to be associated significantly with anger/hostility.

High correlations exist among almost all measures of

depression with anger/hostility. Most probable concomitants

of anger/depression are disappointment, discouragement,

difficulty in coping with sudden demands or changing

conditions, low energy, feeling tired, sadness,

criticalness - including being self-critical, reproachful,
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resentful, withdrawal, reduced expectations about people

and events, decreased healthful interaction resulting in

social and emotional distancing and alienation. Other

associated behavior along an anger/depression continuum may

be misperception, restricted affect, and low mood with

anger and negativity. Thus, a measurement or self-report of

anger should indicate a high probability of these behaviors

descriptive of depression.

Further disruptive negative emotional conditions

associated with anger/hostility involve emotional

instability. Expected behavioral sequences associated with

a high anger individual would be: upset easily, often

frustrated with what is perceived as unsatisfactory or

changing conditions, may be easily offended or feel

slighted, reduced resiliency, frequently annoyed, may use

anger to avoid responsibility, strong dislike for

restrictions, very quick in emotional response of anger,

depression, or fear so that lability of affect is a clearly

expected part of the repertoire of the high-anger person.

This research leaves a perplexing question

concerning the differentiation of negative emotional

conditions, traits, states, feelings, experiences, and

behaviors. Perhaps there is no real need for

differentiation beyond the need for descriptive labeling.

It may be that the real need is to know and explain the

basis of negative emotions. Maybe new constructs should be
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developed from the logical base of fear as the primary

negative emotion.
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