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Abstract 

Diseases of the heart and blood vessels in the brain are among the top causes of death and disability globally. 

Anxiety and depression are two of the leading causes of disability across the world, and both are major public health 

concerns on a worldwide scale. Because of their widely acknowledged but poorly understood interaction, the rising 

combined burden of cardiovascular disease and mental illnesses is of special relevance. 
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Introduction 

Meta-analyses have identified high heterogeneity across studies and consistency in conclusions regarding the 

association between common mental illnesses like anxiety and depression, or measures of their signs and symptoms, 

with an elevated risk of cardiovascular heart disease and stroke. The possibility for residual confounding is a 

repeated critique of previous research, which has contributed to the ongoing debate over whether or not prevalent 

mental illnesses or their signs and symptoms play a separate etiological role in the onset of CVD. Those who sought 

or had access to mental health treatment are more likely to be included in studies using a clinical diagnosis of 

depression or anxiety.  

Measuring self-reported mental health issues is another option, and is often employed in community-based 

epidemiological research since it may help decrease selection bias and increase generalizability of results to the 

overall population. Others, like the (K10) scale, assess generic psychological distress with an emphasis on sadness 

and anxiety, while others, like the Centre for Epidemiological Studies sadness scale, strive to evaluate depressive 

symptoms alone.  

Few studies have looked at the link between mental anguish and cardiovascular disease, and most of those that have 

focused on mortality rather than incidence. Small sample sizes, insufficient adjustment for possible confounders, 

conflicting results, and a lack of standardisation in measures of psychological distress plague the existing research 

that reported on CVD incidence. Moreover, research very seldom reveal gender differences in connections. In 

women, fluctuating hormone levels over the lifespan may have a more significant etiological role in the 

pathophysiology of emotional discomfort than in males. In addition, there may be gender-based disparities in the 
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relationships between CVD risk and the seeking of and response to therapy for psychological distress. It is also 

unknown if the link between mental anguish and cardiovascular disease risk remains constant throughout age 

ranges. Therefore, when connecting psychological indicators to physical illness, it is useful to study differential 

demographic impacts. 

In order to fill these gaps, researchers in this large retrospective cohort study analysed the gender and age-specific 

relationship between emotional distress and the occurrence of MI and stroke. 

Psychological Distress Among Women 

Both men and women, but especially women, are more likely to have a heart attack or a stroke if they are 

experiencing psychological distress. There were hints that the sexes could be different. Supra-additive association 

mental health issues and male gender on MI risk was seen among people aged 45–79 years (i.e. the combined impact 

of psychological stress and male sex and MI risk was larger than what would be expected).  

Psychological strain showed to have a larger impact on stroke in women than on MI. In addition, when accounting 

for other potential confounding variables, most relationships remained. This research includes more than four times 

as many MIs and twice as many strokes than any other study on the topic that has been published to date, making it 

the biggest study of its kind. It's also one of the few research that look at whether or not the impact of mental 

anguish varies with age and gender. 

The results of this research provide credence to the idea that certain lifestyle choices may contribute to mental health 

problems, but they also leave room for the possibility that other processes are at play. Changes in the the 

neuroendocrine system's p. 43-pituitary-adrenal axis, activation of inflammatory mechanisms (e.g., through the 

production of inflammatory interleukins), platelet inattention, and endothelial dysfunction have all been linked to 

mood and anxiety disorders. Increased amygdalar activity from psychological stress has been related to an elevated 

likelihood of cardiovascular events (such as stroke) via mechanisms including increased blood vessel activity (and 

the production of pro-inflammatory cells) and vascular inflammation. 

Evidence linking psychological discomfort to both ischemic and hemorrhagic stroke raises the possibility that 

similar pathophysiologic alterations are caused by the underlying mechanism(s). Furthermore, similar to several 

other research, it seems that males are more vulnerable to the effects of psychological strain on their risk of MI. 

Although women experience higher rates of common mental diseases and psychological discomfort than males, they 

are more likely to seek health care for their mental (and physical) health. This suggests that women, unlike males, 

may be better able to manage their mental health issues in a healthy way, thus mitigating the negative effects of 

emotional strain on physical health.  

However, the effect estimates for women were unquestionably bigger for stroke than MI, suggesting that there may 

be distinct connections between mental anguish and the various CVDs that affect women. These results might also 

be explained by differences in the preventive effects of the hormones on the risk of coronary heart disease and 

cerebrovascular disease in women. 39  

There may be more of a survival bias than a genuine counteraction of risk by older age, explaining the apparent 

moderating impact of older age on the link between emotional stress and CVD risk in males. There may be a select 

resilient subset of men who live into their the eighties (and show signs of psychological suffering). Finally, the 

common soil theory proposes that mental illness and CVD both result from the same underlying process, with the 

former often appearing first. Studies in both humans and animals have linked prolonged mental and physical health 

problems to stress. 

It is well-established that being alone increases one's chance of dying.34–36 According to the findings, isolation is a 

significant factor in the development of psychological problems. However, few research have examined heart failure 

patients' social networks. Among elderly hospitalised patients with heart failure, Krumholz et al. discovered that a 

lack of emotional support was a substantial, independent indicator of fatal cardiac outcomes. 
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Baseline levels of psychological discomfort, emotional issues (MLHQ), lack of social support, and NYHA 

categorization all predicted follow-up distress, here defined as depression and/or anxiety. High social support helped 

patients who were anxious or depressed at the start of the study feel better, and couples who didn't have any major 

emotional issues (like insomnia or giving up hobbies) were less likely to experience any long-term psychological 

distress. When logistic regression analysis was conducted on the entire research population, the NYHA 

classification was a significant predictor of anxiety or depression, even if it did not predict discomfort in subgroup 

analyses. 

Emotional, psychological in nature and social health all contribute to a person's total mental health. How we feel, 

think, behave, and make decisions all contribute to our overall mental health. 

A person's mood, behaviour, thinking, and capacity to connect to others may all be negatively impacted by mental 

health illnesses, which can range from temporary to chronic. Numerous studies have demonstrated the physiological 

effects of stress, trauma, depression, and anxiety, particularly on the cardiovascular system. 

The following are examples of mental health illnesses that have been linked to cardiovascular disease or associated 

risk factors in several studies: 

✓ Mood Disorders 

✓ Anxiety Disorders 

✓ Post-Traumatic Stress Disorder (PTSD) 

✓ Chronic Stress 

Connection Between Mental Health Disorders and Heart Disease 

Before and during treatment for mental health disorders, there is a strong and rising body of evidence showing that 

one's mental health is linked to cardiovascular disease risk factors. Both direct and indirect biological processes and 

unhealthy lifestyle choices may contribute to these outcomes. 

Heart rate and blood pressure may increase, blood may pool away from the heart, and cortisol levels may rise in 

those with long-term mental health problems such depression, anxiety, stress, or post-traumatic stress disorder 

(PTSD). These physiological changes have been linked to the development of atherosclerosis, metabolic disorders, 

and cardiovascular disease. Depression, anxiety, and post-traumatic stress disorder (PTSD) have all been linked to 

cardiac events such as coronary artery disease, and heart attack. Pain, dread of death or incapacity, and financial 

difficulties are all potential triggers for these diseases following a cardiac arrest. The risk of cardiovascular and 

metabolic diseases may be affected by medications used to treat disorders of the mind, according to certain studies. 

Obesity, resistance to insulin, diabetes, heart attack, ventricular fibrillation, stroke, and mortality have all been 

linked to the usage of some antipsychotic medicines. 

Anxiety and depression are two mental health conditions that have been linked to risky lifestyle choices, including 

smoking, inactivity, and medication noncompliance. This is because it might be more challenging for persons with 

mental health disorders to adopt the healthy lifestyle choices that minimise their risk for coronary artery disease 

since they may have less appropriate coping methods for stressful circumstances. 

Heart disease is more prevalent in some groups of people because of underlying mental health issues. 

✓ Veterans 

✓ Women 

✓ Couples with someone who has PTSD 

✓ Racial and ethnic minorities 



 

 

 
 

 

125 

Journal for Re Attach Therapy and Developmental Diversities 

eISSN: 2589-7799 
2023 April; 6 (4s): 122-130 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://jrtdd.com 

People suffering from mental health disorders 

Heart disease risk may be lowered through early intervention in the form of access to resources and support for 

improving healthful lifestyle choices (including more exercise, better nutrition, and less smoking). 

The following are some suggestions for improving heart disease prevention and mental health that may be 

implemented by systems of healthcare, health care providers, people, and researchers. The following are examples 

of potential safety measures: 

a) Create groups consisting of specialists in both mental health and cardiovascular illness. 

b) Use tools like electronic health records or clinical decision support to coordinate patient care. 

c) Engage in conversation with your patients on the link between mental wellness and cardiovascular disease. 

d) Care for patients with catastrophic cardiac events and chronic diseases should include mental health 

assessment and therapy. 

e) After a heart attack, it's important to keep the patient and their loved ones updated and involved in 

treatment decisions. 

f) While weighing the therapeutic advantages and possible adverse effects, you may choose to prescribe or 

move a patient to a psychiatric drug that has a reduced risk for heart disease. 

g) Think about the possibility of drug interactions between your cardiac medication and your psychiatric 

medication. 

h) Keep an eye on cardiac outcomes especially risk factors, and make any necessary adjustments to 

medications for heart disease. 

i) Learn to identify the signs of mental health issues and cardiovascular disease. 

j) Consult your doctor or cardiologist about the link between your mental health condition and cardiac 

problems and the best course of therapy for you. 

k) Keep in mind that your risk for cardiovascular disease may be affected by family history and genetic 

variables. 

l) Learn to recognise the warning signs of cardiac problems.  

m) Keep up a healthy routine. 

Heart failure (HF) is a chronic & progressive illness that results from any of many different heart disorders. Patients 

with HF often suffer from psychological problems, including emotional discomfort like despair and anxiety. Several 

studies have looked specifically at depression's function and shown that it may be a risk factor for poor outcomes in 

HF patients. Patients with HF have a reported 15-40% prevalence of depression, and this condition is independently 

related with poor outcomes. Patients with HF have been shown to have elevated rates of clinically significant 

depression, and a meta-analysis confirmed these findings. 

Another study found that the prevalence of anxiety symptoms was greater in HF patients compared to healthy 

controls. Nonetheless, opinions on this matter continue to be divided. Anxiety symptoms have not been linked to 

worse cardiac outcomes in several investigations of HF patients. Patients with implanted cardioverter defibrillators 

(ICDs) who suffer from anxiety and have a Type D personality are at a higher risk of ventricular arrhythmia, as was 

shown in a recent study by van den Broek et al., who examined the effect of clustering psychological risk factors on 

clinical results in ICD patients. 

Although both sadness and anxiety are recognised as distinct mental health issues, they often occur together in a 



 

 

 
 

 

126 

Journal for Re Attach Therapy and Developmental Diversities 

eISSN: 2589-7799 
2023 April; 6 (4s): 122-130 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://jrtdd.com 

single patient. Anxiety symptoms often coexist with depressive symptoms, suggesting a possible shared 

pathophysiological basis for HF between the two diseases. Clusters of sadness and anxiety have been linked to 

poorer health outcomes for people recovering from a myocardial infarction or PCI, according to some research. 

Clusters of depressive and anxious symptoms may thus be useful as a clinical sign of patients' psychological 

suffering in HF. 

Twenty percent of HF patients who were hospitalised suffered from a combination of sadness and anxiety, according 

to this research. Depressive and anxious individuals had a higher risk of the key composite outcome, which included 

mortality from any cause, readmission to the hospital because of worsening HF, and refractory arrhythmia. Finally, 

it was shown that depression and anxiety that occurred together in a cluster were independently related with worse 

clinical outcomes than depression or anxiety that occurred separately. 

Illness is only one of many pressures that may cause the temporary mental or emotional state of "state anxiety." 

Some consider it to be a natural response from hospitalised patients and an unavoidable consequence of their stay. 

Anxiety has been observed to be independently related with rehospitalization in outpatients with stable HF owing to 

exacerbated HF, according to a study conducted in Japan. However, studies have not consistently linked anxiety to 

increased mortality or worse cardiac outcomes in HF patients.  

Katon et al. hypothesised that individuals with chronic medical disease are more likely to have poor treatment 

compliance and an increase in medical consequences if they also suffer from depression and anxiety. It is unclear 

how anxiety and depression, two distinct diseases, may combine to increase the risk of cardiac events or even 

mortality. However, in the actual world, people may exhibit clustering of psychological elements that increases the 

likelihood of later medical occurrences. Anxiety and depression may be co-morbid, selecting for people with more 

severe psychological discomfort. 

Patients with both anxiety and depressive disorders had a considerably greater risk of HF than those with either 

depression or anxiety alone or no symptoms at all, and HF was the leading cause of mortality in this research. 

Psychological distress may influence the treatment adherence behaviour of patients with HF, however the 

pathophysiologic processes behind this association are not well understood. Patients with HF who do not comply to 

their treatment plan are at higher risk for complications and death. When it comes to hospitalised patients with HF, 

depression and anxiety that occur together are more indicative of a bad prognosis than depression alone. It's possible 

that this cluster is a useful indicator of psychological discomfort, especially in HF patients who are hospitalised. 

An increasingly pressing concern in public health is the association between psychological and physiological stress 

and CVD. Several prospective cohort investigations have linked the presence of emotional distress to incident CVD; 

the effect sizes of these associations are comparable to those of more traditional risk factors like obesity, high blood 

pressure, and physical inactivity. As a result, clinical and research efforts in CVD have focused heavily on the 

efficacy of treating psychological distress utilising many modalities. The link between mental anguish and 

cardiovascular disease risk is widely documented, but the underlying processes remain unclear. As a possible 

adaptation and coping response to mental anguish, changes in behaviour including increased smoking, decreased 

physical activity, and bad food habits might be crucial intermediary elements in disease processes.  

Pathophysiological processes, such as inflammation, haemorrhage and altered metabolic and cardiovascular 

autonomic regulation, may be triggered by psychosocial stress due to its primary activation of the hypothalamus 

hypothalamic adrenocortical axis and the sympathetic nervous system. Understanding and treating mental anguish 

with the goal of lowering CVD risk requires an appreciation of the behavioural and neurobiological mechanisms at 

play between psychological distress and occurrences of CVD. Clinical and scientific efforts that presuppose that 

psychological distress might enhance CVD risk should include these factors as the "causes of the cause." Given the 

complexity of the intervening factors, it is crucial to identify the relative importance of behavioural and 

pathophysiological mechanisms in explaining the association between emotional distress and cardiovascular disease. 

Given the vast differences in approach to treatment that result from emphasising either kind of activity, such as 

behavioural modification vs pharmaceutical intervention, this is especially important. With this information, health 

care and study funding priorities might be better determined.  
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Few studies have drawn parallels between behavioural and pathophysiological mechanisms. The link between 

psychological distress and incidence CHD was not explained by conventional or new CVD risk indicators, 

according to recent data from the British Whitehall II cohort. It is important to duplicate this type of study in large, 

accurate, community-based samples of adults who are asymptomatic because the findings will have broad 

implications for initiatives aimed to reduce the burden of CVD linked to psychological distress, even though the 

results from this professional cohort cannot be generalised to the wider population. 

This study provides more evidence for the strong correlation between mental anguish and cardiovascular disease risk 

found in prior research. Although we found comparable relationships across men and women, we did find lower 

connections in older individuals (>65 years old), which may indicate a larger prevalence of other age-related CVD 

risk factors that buffer the effects of psychological distress. Given the limited research on this topic, the primary 

goal of the current investigation was to quantify the contribution of behavioural and pathophysiological components 

in explaining the connection between emotional distress and CVD events. According to the findings, CRP and 

hypertension contribute very little to the increased risk, but smoking and physical activity seem to have had a far 

larger impact. After controlling for behavioural risk factors, pathophysiological variables accounted for a much 

smaller fraction of the variation. This finding suggests that there is some overlap in the variance between the two 

sets of variables.  

Hypertension, which is partially responsible for the increased risk of CVD events, was shown to be positively 

correlated with psychological distress. Previous research has linked negative emotions like anger, anxiety, and 

despair to an increased risk of hypertension, and studies have shown that exposure to sudden, traumatic events like 

terrorist attacks or natural disasters may cause significant and long-lasting spikes in blood pressure. Since 

hypertension is a strong risk factor for CVD, it is reasonable to assume that this risk factor mediates at least some of 

the link between psychological distress and CVD.  

In addition to stimulating the sympathetic nervous system, acute stress has been found to stimulate nuclear factor 

kappa B in mononuclear cells in the peripheral bloodstream, which in turn activates the gene expression and protein 

synthesis of many inflammatory cytokines. Why behavioural variables seemed to account for a much bigger portion 

of the link between distress and CVD risk than biological factors may be due to the validity of various 

measurements. Specifically, blood-based biological parameters like inflammatory markers are often assessed from a 

single sample, which may be vulnerable to significant measurement error and may not represent chronic values. 

Because of their shared epidemiology, heart attacks and emotional illnesses may share underlying mechanisms. The 

research is increasingly pointing to the role of psychological factors in somatic disorders. The development of 

cardiovascular disease may be influenced by a variety of factors, including a patient's socioeconomic status, 

personality characteristics, health-related behaviours, and even molecular pathways. Sudden cardiac episodes might 

be terrifying for those who aren't prepared for them. The writers of this review article use a pathophysiological 

approach to the basic pathways connecting the brain and the heart in order to answer the issue of the 

psychobiological processes of stress. Several possible etiological pathways are discussed, including those involving 

psychology, biology, and genetics. 

The holistic nature of cardiac rehabilitation makes it an ideal setting in which to identify and treat conditions like 

depression and anxiety, as well as teach patients how to better handle stressful situations. Cardiopulmonary 

rehabilitation seems to be a critical step in improving patients' results in this area by educating them on the impact of 

psychobiological risk factors and equipping them with tools to cope with everyday stress. 

Conclusion 

The impact of psychological variables on health, and particularly on cardio-metabolic pathways, is increasingly seen 

as crucial. Heart disease may be triggered by or an independent factor impacting the biological, psychological, and 

cognitive response to chronic stress. It is time to account for this psychobiological interaction, since there is now 

much credible scientific data to support this concept. Patients with heart disease may benefit from treatment for 

mental health issues during cardiac rehabilitation to lessen the toll that stress is taking on their bodies and minds. 

More research is needed to determine whether or whether people with heart disease benefit from psychological 
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treatment. 

Both males and females show a robust, dose-dependent, positive correlation between psychological distress and 

CVD risk; however, any sex differences need additional exploration and replication in future research. While it's 

doubtful that confounding factors are responsible for the observed relationships, further study is required to establish 

causality and understand the processes at play. Patients with heart failure often suffer from depression and anxiety. 

Patients with heart failure have been shown to have a higher than average prevalence of depression (15-36%) 

compared to the general population (13%). Patients with heart failure are 295–45%6 more likely to experience 

anxiety. Anxiety and sadness are more common among those who suffer from chronic conditions. When dealing 

with physical issues, this may easily be overlooked. General practitioners (GPs) should be aware of the 

psychological distress associated with chronic illnesses as part of a holistic approach to patient treatment. Heart 

failure patients may benefit from this article in terms of monitoring for signs of anxiety and sadness. 

Since anxiety and depression are closely connected and reflect diverse expressions of psychosocial distress, and 

since HADS was utilised as a global indicator of distress, these conditions were chosen as the primary outcome of 

the research. Recent study has demonstrated that a clustering of negative affect is more significantly associated to 

cardiovascular disease outcomes than particular affects alone, even though anxiety and depression could have 

relatively distinct impacts on cardiac prognosis. When a group of researchers looked at how each individual 

personality trait affected the risk of incident coronary heart disease in a group of adult men, they found that the 

shared variation across hostility, anxiety, sadness, and anger was the best predictor of illness. Baseline anxiety was 

higher in 13.1% of patients, and 23.7% of patients had clinically significant depression (follow-up anxiety was 

13.4%, and depression was 26.1%). Anxiety disorders had a prevalence of 19.5% and depressive episodes of 14.3%, 

according to recent research done in a primary care context. 
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