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Differences in emotional personality traits and stress
between sustained hypertension and normotension
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Perhaps the oldest problem in the field of
psychosomatic medicine concerns the

relationship between personality and blood
pressure. Freud hypothesized, in the 1930s,
that persons who tend to repress their
anger—to hold it in—would have higher
blood pressure than those who were able to
express their anger,1 and, indeed, this ques-
tion was the subject of what are considered
the first papers published in this field.2,3 It is
now some 80 years later, and still, we have
only a rudimentary understanding of the
role of personality in the development of
hypertension.
One factor that is implicated in obscuring

the relationships between personality traits
and blood pressure is the quality of the
blood pressure measurements on which the
analyses are based. As with any measurement
(including that of personality variables), mea-
surements can be of poorer or better quality,
defined in terms of their reliability and valid-
ity. When based on measurements with poor
reliability and/or validity, relationships that
might truly hold in the population will
necessarily be obscured. Thus, it is vital to
understand the role of the measurement
biases if we are to better understand the
role that personality traits may have in hyper-
tension.
Professor Garcı́a-Vera and her colleagues

have, in the accompanying manuscript,
studied differences in anxiety, depression
and stress between persons diagnosed as
normotensive and those diagnosed as hyper-

tensive.4 This is a hugely important focus, as
it has the potential to contribute, ultimately,
to the development of non-pharmacological
interventions to reduce blood pressure in
hypertensive patients.
Typically, diagnosis of hypertension is

based solely on blood pressure measurements
obtained in the physician’s office. However, as
the authors point out, 20–30% of such diag-
noses typically include persons who present
with elevated office blood pressures only
when in the physician’s office, but, outside
the office, are normotensive. This has been
referred to as ‘isolated office hypertension’ or
‘white coat hypertension’, and much testing
has shown that the prognosis for patients
given this diagnosis is no worse than that
for those diagnosed as normotensive.5 One
result of this ‘white coat’ bias is that the
determinants of ‘true’ hypertension (defined
here as hypertensive-range blood pressure
values assessed both inside and outside of
the physician’s office) will be diluted to the
extent that the diagnosis includes ‘not true’
(that is, ‘white coat’) hypertensives. Thus, the
inclusion of up to 30% white coat hyperten-
sives in what is thought to be a ‘true’ hyper-
tensive sample would add heterogeneity, and,
therefore, will introduce error in the mean,
thus making it difficult to observe systematic
relationships with other outcomes. Based on
this, the authors measured blood pressure
both in the doctor’s office, and had the
participants measure their blood pressure at
home and at work, using home blood pres-

sure monitors. This allowed them to obtain a
‘purer’ sample of both ‘true hypertensives’, by
excluding those with normal home pressures,
and normotensives, by excluding those with
elevated home blood pressures. In theory,
this procedure should allow relationships
between the blood pressure and other mea-
sures—depression, anxiety and stress, in this
instance—to emerge.
In fact, in what is often a confusing litera-

ture that abounds with ambiguous results,
Garcı́a-Vera et al.4 have obtained clear,
hypothesis-driven results that make an impor-
tant contribution to this literature. The role of
depression, especially, has been neglected in
this area. Moreover, and of equal significance,
the authors have laid out a foundation for
how blood pressure measurements should be
collected for purposes of diagnosis.
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