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Psychiatric Disorders in Cardiac Patients

Basil N. Saeed

ABSTRACT:

BACK GROUND:

Psychiatric disorders and coronary heart disease are not uncommonly seen together in the same patient
especially in association with myocardial infarction these disorders vary from simple anxiety,
depression, posttraumatic stress disorder, adjustment disorder.

OBJECTIVE:

Studying the depressive disorders in the Iraqi cardiac patients and its prevalence after April 2003. and
trying to ascertain any mispractice in management of such patients by ignoring the psychiatric cause.
METHODS:

260 patients admitted to Baghdad teaching hospital medical departments over the period December
2005- October 2007. Those patients were having cither stable angina unstable angina and myocardial
infraction. A uniform questionnaire was used for all patients to find out the prevalence any psychiatric
disorders.

RESULTS:

This study showed the presence of depression during the pre and post cardiac events in 70 cases (27%)
anxiety was also a very common problem in about 60 cases (23%), however the percentage of patients
whom were had psychiatric disorders after an acute events due to un settled security in the country
since 2003 were as follow depression (21% cases 8%) from the total number of cases respectively.
CONCLUSION:

Psychiatric disorders are becoming a common problem in many Iragi cardiac patients because of the
difficulties of their daily life since 2003 and it represents about 50% of the cases of psychiatrics

disorders. This may make it an important issue to use antidepressant drugs in many of those patients.
KEY WORDS: psychiatric disorders, cardiac patients, Irag.

INTRODUCTION:

Depression is prevalent in coronary heart disease
and is consistently underdiagnosed by the
cardiologist and primary care physicians. Studying
psychiatric disorders in cardiac patients started by
the concept of type A personality behavior with
(ambition, time urgency, anger and hostility) have
higher rate of developing coronary heart disease
@17 the prevalence of major depression was found
in 31.5% of cases myocardial infarction while in
the hospital or in the year following the incidence
of myocardial infraction®® however significant
depressive symptoms are found in 40-65% of
patients following myocardial infraction ¢4
Anxiety was found in 15-25% of patients having
acute coronary events . Depression may be
presented in the form of anxiety, hopelessness,
pessimism, anger, rumination © these psychiatric
disorders impose more suffering on cardiac
patients with increased morbidity and mortality
8 interventional cardiology associated
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with depressive symptoms © (i.e. During cardiac
catheterization, angioplasty and coronary bypass
operation)in depression there is increased activity
of autonomic nervous system, increased activity of
hypothalamic pituitary adreno cortical axis and
hypercortisolemia. Also blood pressure will goes
up, hypercreation of norepinephrine with high
heart rate and increased oxygen consumption,
more ischemia and higher incidence of ventricular
tachyarrhythmia.

The cholesterol and free fatly acids increase in
depression with direct effect on the endothelial
cells function. @ All these mechanisms may be
attributable factors for the incidence of sudden
cardiac death in cardiac patients "®. Some studies
upon the patients with myocardial infarction
showed some benefit from using the antidepressant
drugs, like the use of selective serotonin receptor
reuptake inhibitor (SSRI) in reducing the
complication on cardiac outcome. 012,
PATIENTS AND METHODS:

260 patients with acute cardiac event were referred
to Baghdad teaching hospital department of
medicine for the period of December 2005-
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October 2007. they were grouped as (109 cases of
myocardial infarction) (98 cases as unstable
angina) (52 cases as stable) (42%, 38%, 20%
repetitively) uniform questionnaire used for all
patients which included history taking, clinical
examination, presence of the major risk factors
(i.e. diabetes mellitus, smoking, Hypertension,
dyslipidemia) a history of any psychiatric disorder
pre and post cardiac events history of

using antidepressant drugs or others, full list of
routine blood tests, liver function tests, lipid

profile and C- reactive protein in order to exclude
any medical disorder which may mimic any
psychiatric disorder (like depression, anxiety
schizophrenia, adjustment disorder and others by
using the (1.C.D ) in classification of these
psychiatric disorders.

RESULTS:

This study showed that 70 cases (27%) of the 260
cases had of depression, also 60 cases (23%) were
suffering from anxiety no one of those 260 cases
where having schizophrenia as shown in Table I.

Table I: The number of psychiatric disorder in 260 cases of cardiac disorders.

Depression‘ Anxiety ‘ Schizophrpria

70(27%)

60(23%)

Chi- square= 0.890 p=0.345 p.>0.05

In those 260 cases risk factors were reviewed for
their importance and their burden on the patients

to induce these psychiatric disorders an shown in
table II.

Table I1. Distribution of psychiatric disorder according to risk factors

Risk factors

Depression

Anxiety

Chi- square  p- value Significant

Diabetes 20 (29%) | 10 (6%) 2-282 0-048 Significant
mellitus
Hypertension 24 (17%) 20 (12%) 0-118 0-371 Non significant
Smoking 30 (21%) 15 (9%) 9-696 0-002 Significant
Dyslipidemia 6 (4%) 20 (21%) 10-904 0-001 Significant
Total 80 (33%) 65 (25%)

Of total chi- square= 14.843 p=0.002 p<0.05 significant

Those people admitted to this study were having
good social support (being married, having
friends and good socioeconomic status) though
they have such a psychiatric disorders because of
the life strain after 2003. The assessment for all
patients done by psychiatrist using semistructured
psychiatric interview depending on their
classification by the world health organization for
the psychiatric disorders (10" edition) (ICD-10).

A drug history for those 260 cases demonstrated
that only 8 cases from the group of depression
disorder (70 cases) were taking antidepressant
drug (6cases) (2%) on tricylic antidepressant, 2

cases (1%) on selective serotonin reuptake
inhibitor (SSR1)** while 52 cases (20%) of cases
of the 60 cases of anxiety patients group were
using anxiolytic agents on irregular bases (mainly
diazepam) 2-10mg daily. This showed that the
use antidepressant in cardiac patients disorders is
limited while the used of anxiolytic agents are
more commonly used on irregular bases.

This study showed that the females have more
depression than male and this probably related to
the type of patients admitted in this study and
reflect the presence of sociodemographic factor
and increased in Iragi women a shown in table I11.

Table I11: Psychiatric disorder gender association
Gender ‘ Depression

Female ‘

45(64%)

Anxicty
40(67%)

Male 25(36%) | 20(33%)
Wl 70(27%) | 60(23%)

of total chi square= 0.081 p=0.776 p>0.05 no significant
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Echocardiogram has been requested and ejection
fraction has been measured in all patiens in the
depression group. It ranged from 5073% while in
the anxiety group it ranged from 52-655.

Those 70 cases of depression were divided into
two groups those of precardiac event and
precardiac event was seen in 30% of the cases

(25% of cases due to post-traumatic stress
disorder and adjustment disorder in lraq after
2003 like kidnapping, murdering or internal
migration to another place). The remaining 50%
is not related to the above mentioned problems
70% of the cases of depression seen as post Ml
depression as shown in table V.

Table 1V: Distribution of depression n myocardial infarction patients

No. of pre- myocardial infarction depression |
21(30.0%)

No. of post- myocardial infarction depression
49(70%)

Total =70

Chi- square= 26.485 p= 0.000 p<0.001 highly significant

This table shows that a significant number of
patients having a precardiac event depression.
Those patients stayed in the hospital between 1-2
weeks and followed up for 30 days at the
outpatient unit and the non invasive cardiac unit

at Baghdad teaching hospital regardless for
theearly acute event arrhythmia. There was no
difference in incidence of arrhythmia between
depressed cardiac patients as shown in the
following table V.

Table V: Incidence of arrhythmia in myocardial infraction patients with or without depression

Myocardial
infraction with

Type of arrhthymia

depression

Ventricular ectopics

Myocardial
infraction
without
__depression

Significance

Chi=
square=3.026
P=0.038
Significant

Atrial fibrillation
Supraventricular
tachycardia
Ventricular 1
tachycardia

N o

A~ Wb

This table shows the significant correlation
between these two groups. Again with regard to
mortality as shown in VI there were two deaths in
patients of MI and depression and three deaths in
patients of MI with out depression.

This does not mean that depression is having
protective value because the morbidity and

Myocardial infarction with depression

Number of deaths
Number of cases
and %

Table VI: Myocardial infarction depression morality association
| Myocardial infarction without depression

Number of cases

mortality in ischemic heart disease depending on
many factors (ie severity, metabolic syndrome,
other risk factors, type medication, post events
cardiac complication) this has been shown in
table VI.

p.value <0.001
highly signification

Number of deaths
and %

70 (27%) 2 (3%)

39 (15%)

3 (8%)

Chi= square= 9.346 p= <0.001 highly significant

Myocardial infarction as any pathological process
associated with variation in the measurement of
C-reaction protein this study measured the C-
reactive protein in patients with myocardial

infraction in which (the mean value of C- reactive
protein in the group of myocardial infarction with
depression was 606, mg/l while in the group of
myocardial infarction without depresstion was 5-
3 my il) p value was (0-315) as shown in table

$
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Table VII: The mean value of C- reactive protein in the two groups of myocardial infarction and in

Level of reactive protein with depression

c- reactive protein mg/I

Myocardial infarction

Myocardial infarction
without depression

All patients the
study

1. p value between the myocardial infarction groups (0.325) non significant
2. P value between each group and whole study (0-224) non significant

Precardiac event psychiatric disorder group was
17.5% of the 70 cases of depression group (i.e 2

cases) this group was distributed in table VIII
according of the types.

Table VIII: Precardiac events psychiatric disorder sin some IRAQI cardiac patients

(Adjustment .
el (Greif) (PTSD) \
ignapping | ‘O
Number of Loss of | (posttramatic P
Transfer to (post
cases loved stress )
other place . tramatic
person disorder B- stress
PTSD) disorder
10 6 1 5=22

DISCUSSION:

This study showed that psychatric disorder is not
rare in Iragi cardiac patients. They are usually
underestimated depression seen in around 27% of
cases and this fit with the results of many
international studies in which around 19% of
cases of survivors of myocardial infraction have
depression as in Jansuzzi JI et al, Lesperance
Fransure et al, Van Melle J.P et al, & 2 % %3,
Considering risk factors especially the modifale
ones it was found in this study that they are
present in most our patients and highly significant
in patient of whom are smokers and they have
abnormal lipid disorder. This result fit with the
study by Lee Te et al*®, who found that smoking
have a common phenomena in people whom are
psychologically — abnormal and  sometime
homeless while other risk factors not prevenatl.
The cognitive activates also affected by patients
whom are having depression with coronary heart
fitting with the study of Mckhann GM et al,
study® regarding the gender it was found that
around 45% of cases of depression wit
myocardial infarction were women. This result fit
with Nag Vi TZ study in while depression in
women with MI >50% higher than men mortality
in not uncommon in patient whom are having
mycardial infaction with depression 3% the
mortality in ischemia heart disease related to
more than factor in addition to depression
however the result here fit with the study done by
Frasur smith et al, Glassman et al, “ =°.

L
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Regarding the C- reactive protein it was found to

be higher than normal this result correlate with
the study done by ladwing Ktl et al?® in which he
found that high c- reactive protein will lead to
higher incidence of coronary heart disease if there
is diabetes mellitus together in the same patients
some of the results of this study were more
specific to our lIragi cardiac patients. However
most of the international studies emphasize the
effect of stressful environmental situation on the
incidence of coronary heart disease and hyscktis
disorder at the same time 10

Lastly by having good psychiatric intervention
with the possibility of using antidepressant drugs
especially the selective serotonin receptor
reuptake inhibitors in cardiac patients with
psychiatric disorders may reduce the morbidty
?7n98)mortality in such group of people % 4 1516

RECOMMENDATION:

1. Psychiatric disorder must be considered as an
essential part of the whole medical treatment
and doctors must take it in consideration.

2. All psychiatric disorders may be given the
right treatment even at precardic or
postcardic events with the good evaluation.

3. Psychiatric education for the medical and
paramedical staff to understand clearly the
value of sychiatric disorder.
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The international medical societies must be put in
the picture fo the scffering of Iragi people from
increased incidence of psychiatric disorders in
general after 2003.

REFERENCES:

1.

Jansuzzi JI et al the influence of anxiety and
depression on out come in patients with
coronary artery disease Arch int med
2000;160, 1913- 1925.

Lesperance Fransure- Smith N. Talajic M:
Major depression before and after myocardial
infarction its nature and consequence
psychosome med 1996, 58, 99-110.

Frasure Smith N. Lesperance F. Talajic M:
Depresion follwing Myocardial infraction
impact on 6 months survival JAMA 1993;
270, 1829-1835.

Giassman All, Bigger JT, Antipsychotic
drugs. Prolonged QTC interval Torasade
depoints and sudden death. Amj psychiatry
2001;158, 1774-1778.

Lesperance F. Frasure Smith N, Talajic M, et
al: five years risk of cardiac mortality |
nrealtion to initial severity and one year
changes in depression symptoms after
myocardial infraction. Circulation 202. 105:
1049-1053.

Callacher Je. Yarnell JW. Sweatnam palatal
anger and incident heart disese in caerphilly
study psychosone med 1999;61, 446-454..
Penninx Bwijh. et al; depression and cardiac
mortality results from community based
longitudinal study, Arch Gen psychiatry
2001;58, 224-227.

Office report for national statistic (Death by
age, sex and underlying) cause London 2004.
McKhann GM et al; Depression and
Gognitive decline following coronary artery
by pass grafting. Lancet 1996;349, 1282-
1284,

10. Arthur J. Barsky psychiatric relevance and

THE IRAQI POSTGRADUATE MEDICAL JOURNAL 89

behavioral aspect of cardiovascular disease.
Braunwald.  Heart  Disease  Chapter
2005;84,2129- 2144,

11

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

. Sauce wif et al, selective serotonin cerotonin
reuptake inhibitor and myocardial infarction
circulation 2001;140, 1897-1898.

Danicl, H Gorper et al, Acute in patient care
Washington manual of medical therapeutic
department of medicine  Washington
university school of medicine 2007;1,4.
Glassman AH. Oconner SM, Catiff RM et
al; sertaline treatment of major deoression in
patients with MI or unstable angina. MAMA
200, 288: 701-7009.

Nelson JC: Safety and tolerability of the new
antidepressant (review) journal of clinical
psychiatry 1997,926-31.

Ades PA: cardiac rehabilitation and
secondary prevention of coronary heart
disease. N Eng Journal Med, 2001;245, 892-
902.

Ruglies R: Depression as a predicator for
coronary heart disease: A review of
metaanalysis. AMJ. Prev. Med. 2001;23, 51-
61.

Ziegelestin RC: Depression
recovering from myocardial
JAMA, 2001;286, 1625- 1627.
Taylor CB et al, effect of antidepressant
medication on mortality and morbidity in
depressed patient after myocardial infarction.
Department of psychiatry and behavioral
sciences, Stanfard Medical Center Stanford
university school of medicine, Stanford C.A
USA 90, 4305- 5722; (PMID 15599702).
Van Mell JB et al, prognostic association of
depression following myocardial infarction
(PMID 15564344); 2007.

Leetc et al, St Michael's hospital, Toronto,
Canada PMID 2007;1589743.

Nag vi TZ, Depression more in women with
MI, division of cardiology Sinai research
institute, California University, Los Angles,
USA (PMID). 2007,1593795.

Ladwing KH et al, CRP- depression,
Coronroy heart disease, Germany (PMID)
1993,1612671.

in patients
infarction.

VOL.1, NO. 1, 2009



