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Depresja a choroba  
niedokrwienna serca

Depression and the ischemic  
heart disease

Streszczenie

Depresja i choroba wieńcowa są coraz częściej współ-
występującymi jednostkami chorobowymi. Zauważono,  
iż osoby u których wystąpił ciężki epizod choroby wieńco-
wej częściej miewają depresję. U osób cierpiących z powodu 
depresji, równocześnie występuje większe ryzyko rozwoju 
choroby wieńcowej. Właściwym czynnikiem prognostycz-
nym przebiegu choroby wieńcowej jest stan psychiczny  
chorego. Elementem kluczowym zapobiegania i lecze-
nia choroby wieńcowej jest właściwy kontakt z pacjentem  
i pełne zrozumienie problemu choroby wieńcowej, co przy 
współwystępowaniu depresji znacząco ją komplikuje. 

Abstract

Depression and coronary heart disease are more and more 
frequently co-occurring illnesses. It is noticed that individu-
als falling to the severe episode of the ischemic heart disease 
are more often struck by depression. Individuals, at whom 
disorders appeared with the depressive background, present 
an increased risk of the ischemic heart disease development. 
An inherent prognostic element in the course of cardio- 
vascular illnesses is a mental state of the sick person. The 
key element of prevention and curing in cardio-vascular  
illnesses is an appropriate contact, full understanding of the 
problem of the ischemic heart disease, which in the course  
of depression are made difficult.
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INTRODUCTION

Deaths due to cardiovascular diseases excluding hyper-
tension, cerebrovascular diseases and chronic rheumatoid 
disease, constituted almost a 30% of all deaths in Poland 
in 2007 in the age group above 35 year of life, but deaths 
due the ischemic heart disease accounted for over 13% of all 
deaths in the same age group [1]. The search of causes of the 
ischemic heart disease resulted in revealing many predispos-
ing factors of cardiovascular diseases. Overweight individu-
als and those with diabetes, arterial hypertension and lipid 
disorders constitute the risk group [2]. According to litera-
ture accessible to the authors, cardiovascular diseases con-
cern mainly elderly people, but also every now and then af-
fect young individuals, physically and professionally active. 

In relation to more and more frequent incidence of car-
diovascular diseases at young individuals, great importance 
is being attached to psychosocial factors predisposing to the 
development of the ischemic heart disease (IHD), among 
others: models of behaviour, personality, living environ-
ment, financial standing, stress, fear and depression [3]. 
Depression constitutes the crucial psychosomatic factor sup-
porting the development of IHD at individuals healthy so far 
[4], and coexisting with already developed cardio-vascular 
system disease, it worsens the prognosis and is increasing 
the risk of heart attack and death [5].

In 2002, depression affected 16-18 % of the whole of the 
Polish society, and in 70% of cases it appeared at individuals 
aged between 18 and 45 [6]. In the face of economic as well 
as social changes of Polish society, depression afflicts larger 
and larger percentage of the population, with the supporting 
role of mounting unemployment, lack of health-promoting 
behaviour, staff reduction in workplaces, as well as more 
and more universal model of a “single” marital status [2].  
The effectiveness of the pharmacotherapy of depression can 
constitute the significant form of IHD prevention, as well  
as the very course of the disease.

Psychic and somatic symptoms of depression
Depression is an affective mental disorder, in the course 

of which constantly lingering feeling of sadness dominates, 
irrespective of the causes [7]. The diagnostics of depression 
can be formulated basing on criteria included in the Interna-
tional Statistical Classification of Diseases and and Health 
problems (ICD-10) or according to the Classification of the 
American Psychiatric Society (DSM-IV) [8]. They describe 
characteristic manifestations of depression i.e. lowering 
the mood lasting all over the day, loss of interest, malaise  
in the morning, the sleeplessness, the increase or the weight 
loss above the 5% in a month, lowered self-esteem, increased 
fatigability, attention deficit disorder, an unfounded sense  
of guilt, and recurring thoughts about the death. One can 
possibly talk about serious depression when the mentioned 
above manifestations persist for at least two weeks [7].

Apart from psychic disturbances, additional complaints 
can appear in the course of depression originating in the 
autonomic nervous system in the form of bradycardia,  
the pressure drop, orthostatic disorders, dizziness and head-
aches, having an adverse impact on the course of treatment 
and prognosing in accompanying illnesses [9]. Depression-
suffering patients tend to use alcohol too much, smoke more 

than other individuals with similar addictions. Depression 
often appears with other chronic diseases, particularly if they 
involve hospitalization, pain and disability. The available lite- 
rature shows the multidirectional relation between depres-
sion and coronary disease [10]. 

Coexistence of depression and the ischemic heart disease
Severe depressive episode increases the risk of death due 

to cardiovascular diseases [11]. Coronary heart disease can 
also support the developing of the affective polar – or bipo-
lar disorder. Individuals with IHD suffer from depressions 
over twice more frequently. It was noticed that at the 16% 
of sick individuals after a heart attack, out of 222 participat-
ing in the study, within 5-10 days of admitting to hospital, 
symptoms of serious depression appeared [12]. In other trial, 
it was showed that at the 20% of sick individuals with the 
coronary disease, depression appeared in 12% of individuals 
from the control group [13]. Individuals with acute infarc-
tion, at whom depressive disorders appear, are in a group 
of the increased risk of death because of another episode  
of a heart attack.

It seems that at individuals after infarction the most im-
portant factors inducing depressive disorders are stress re-
sulting from fear of illness and anxiety about the own health 
and fate of the close family as for deaths. Current knowledge 
allows for stating that at sick individuals after the episode of 
infarction depressive manifestations have not been associ-
ated with the severity of the clinical course, neither with the 
degree of physical impairment. The part of these sick indi-
viduals had symptoms of depression still before the develop-
ment of the infarction episode. Patients, at whom depression 
has appeared, are more exposed to severity of coexisting 
complications, on account of more rare contact with the doc-
tor, or with the lack of concern with treatment.

Etiology of depression and the ischemic heart disease
In depression there are a few mechanisms supporting 

the development of pathological changes in the cardiovas-
cular system: increase in the activity of the hypothalamic- 
pituitary-adrenal axis (HPA), activation of the catecholamine 
system, over reactivity of immunological system, the path-
ological increase in the activity of the thrombotic system  
as well as damaging the endothelium of vessels. Additional 
risk factors include smoking, lack of the physical activity, 
alcohol abuse, and eating disorders.

Increased activity of the HPA axis system as the reaction 
to the chronic stress, may lead to hypercorticolemia. HPA 
axis is the main object of studies in depression on account 
of the close relationship with mechanisms of stress. In stress 
mechanisms, cortisol and corticoliberin will matter greatly. 
Current studies hold that in obese individuals, suffering 
from depressions, hypercorticolemia is more frequent than, 
in overweight individuals without depressive manifestations 
[1]. According to Weber-Hamann et al. stress factors along 
with the hyperactivity of the HPA axis predispose the obese 
to the formation of arterial hypertension, dyslipidemia, insu-
lin resistance, and type II diabetes [14]. 

Excessive activation of the catecholaminergic system can 
cause hemodynamic disorders i.e. tachycardia, contraction 
of coronary vessels, an increase in arterial pressure. This is 
connected with the high concentration of the noradrenalin.  
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The chronic adrenergic stimulation and the majority of the 
sympathetic nervous system can in consequence lead to 
the lowering the threshold of excitability of myocardium,  
and in consequence lead to the ventricular fibrillation, which 
can increase the risk of the death because of the cardiac  
arrhythmia. Moreover, continuing increased peripheral  
resistance can cause hypertension and in chronic states, may 
contribute indirectly to the hypertrophy of the left ventricle.

Social impact of depression and ischemic heart disease
Individuals struck with IHD with coexisting depression, 

apart from losses in the physical health, also suffer from 
numerous psychosocial and socio-economic consequences. 
The lowered mood associated with depression makes the 
social life impossible for them and causes failures in the 
professional sphere. Such individuals reach more often  
for alcohol and cigarettes; they eat irregularly, causing nu-
trition ailments [12]. The dislike for social contacts can  
consecutively increase depression causing the occurrence of 
the “vicious circle” [4]. Reduced physical activity caused by 
both illnesses will increase IHD manifestations, and worsen 
prognosis for its positive treatment outcomes. Since these 
illnesses are connected with a reduction, or a lack of the oc-
cupational activity of the sick person, the economic situation 
may enforce the interruption of the drug treatment, and in the 
later period may lead to lowering of patient’s socio-economic 
conditions [11].

Prophylaxis
Prevention of depression and ischemic heart disease 

seems essential. One should quit cigarette smoking and abu-
sing alcohol. A standardization of the body weight also is of 
great importance [14]. Equally important are physical activ-
ity and well-organized working day; all of these will spare 
stress situations. As for the pharmacological prevention, the 
appropriate pharmacotherapy of depression will improve  
the quality of the patient’s life and can indirectly improve 
overall prognosis. Some antidepressants from the group of 
inhibitors of the serotonin reuptake can reduce aggrega-
tion of platelets [15]. In the prevention of complications of 
depression in IHD, a proper care of the sick person is also 
important. Here a family and a social welfare play the fun-
damental role. Quality of care at Care homes and Care treat-
ment homes, hospices, has a major impact in curing and pre-
venting depression amongst individuals who stay there.

CONCLUSIONS

Increasing pace of life, excess of stress factors result  
in the fact that depression more and more often appears 
among the Polish population and practically covers all age 
groups. The pace of the life contributes to the development 
of cardiovascular diseases. The excessive mental strain leads 
to the development of depression, and next, through disor-
ders of hemostasis, and hemodynamics, leads to the devel-
opment of heart disease. If depression accompanies already 
existing IHD, the prognoses are worse as well as are the 
therapeutic effects of treatment, which altogether may bring  
the risk of the death as consequence of a heart attack.  
Numerous research studies confirm the relationship between 
the development of depression and coronary heart disease. 

The treatment of depression consists not only in the improve-
ment of living conditions amongst the affected individuals, 
but also in the improvement of prognosis in the IHD course 
and getting the best therapeutic effects possibly. Without any 
doubt prevention of depression plays an important role both 
in the primary as well as secondary prevention of cardio-
vascular diseases, therefore, an early detection of depression  
is very important and necessary for its curing, particularly 
at sick individuals after the episode of a heart attack experi-
enced in the past.

REFERENCES

1.	 GUS. Rocznik statystyczny; 2009.
2.	 Gil K, Radziwiłłowicz P, Zdrojewski T, et al. Depresja jako czynnik ry-

zyka chorób układu sercowo-naczyniowego. Kardiol Pol. 2006;64:526-
31.

3.	 Appels A. Depression and coronary heart disease: observations  
and questions. J Psychosom Res. 1997;5:443-52.

4.	 Rugulies R. Depression as a predictor for coronary heart disease: A re-
view and meta-analysis. Am J Prev Med. 2002;23:51-61.

5.	 Heymann-Szlachcińska A, Rybakowski J. Rola depresji w patogen-
ezie choroby niedokrwiennej serca. Psychiatr Prakt Ogólnolek. 2004;4 
(3):95-101.

6.	 Kiejna A, Faluta T, Czech M, et al. Depresja – skutki ekonomiczne  
i społeczne. Dyskusje o depresji. 2002;18:2-5.

7.	 Pużyński S. Choroby afektywne. In: A. Bilikiewicz. Psychiatria. 
Podręcznik dla studentów. Warszawa: PZWL; 2004. p. 327-401.

8.	 Wciórka J. Kryteria diagnostyczne według DSM-IV-TR. Warszawa:  
Elsevier; 2008.

9.	 Moryś J, Frankiewicz A, Rynkiewicz A. Depresja jako czynnik ryzyka 
choroby wieńcowej. Terapia. 2009;9:230

10.	Zellweger MJ, Osterwalder RH, Langewitz W, Pfisterer ME. Coronary 
artery disease and depression, Eur Heart J. 2004;1:3-9.

11.	Wulsin LR, Vaillant GE, Wells VE. A systematic review of the mortality 
of depression. Psychosom Med. 1999;61:6-17.

12.	Frasuse-Smith N, Lesperance F, Talajic M. Depression following 
myocardial infarction. Impact on 6-month survival. J Am Med Assoc. 
1993;270:1819-25 .

13.	Hippisley-Cox JK, Fielding K, Pringle M. Depression as a risk factor 
for ischaemic heart disease in men: Population based case-control study.  
Br Med J. 1998;316:1714-9.

14.	Weber-Hamann B, Hentschel F, Kniest A, et al. Hypercortisolemic de-
pression is associated with increased intra-abdominal fat. Psychosom 
Med. 2002;64:274-7.

15.	Serebruany VL, Gurbel PA, O’Connor CM. Platelet inhibition by certa-
line and N-desmethylimipramine: A possible missing link between de-
pression, coronary evens and mortality benefits of selective serotonine 
reuptake inhibitors. Pharmacol Res. 2001;43:453-62.

Informacje o Autorach 
Dr n. med. Grzegorz Opielak – adiunkt, Katedra i Zakład Anatomii 
Prawidłowej Człowieka, Uniwersytet Medyczny w Lublinie; lek. Mykola 
Tsyganok, Jakub Piotrkowicz, Łukasz Szeszko – Studenckie Koło Naukowe 
przy Katedrze i Zakładzie Anatomii Prawidłowej Człowieka, Uniwersytet 
Medyczny w Lublinie; prof. dr hab. n. med. Ryszard Maciejewski – 
kierownik, Katedra i Zakład Anatomii Prawidłowej Człowieka, Uniwersytet 
Medyczny w Lublinie; kierownik, Katedra Ratownictwa Medycznego 
WSIZ w Rzeszowie; lek. Wojciech Dworzański – asystent, Katedra i Zakład 
Anatomii Prawidłowej Człowieka, Uniwersytet Medyczny w Lublinie.

Adres do korespondencji
Dr n. med. Grzegorz Opielak
Katedra i Zakład Anatomii Prawidłowej Człowieka,
Uniwersytet Medyczny w Lublinie
ul. Jaczewskiego 4, 20-090 Lublin
E-mail: opielak@wp.pl


