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ABSTRACT 

Cardiovascular diseases (CVDs) are cited as the deadliest of illnesses. Their incidence and prevalence around the 

world are steadily rising. CVDs are the cause of approximately one-third of all deaths in the world. It has been stated in 

empirical studies over the years that poor socioeconomic status, the lack of social support, stress at work and in the family, 

depression, and psychosocial risk factors such as anxiety and feelings of hostility aggravate the risk of developing 

coronary heart disease and also worsen the clinical course and prognosis. Additionally, psychobiological, and behavioral 

mechanisms have been identified in this context. Psychosocial risk factors should be identified in clinical practice and 

medical results shared with individuals with CVDs, who should also be screened for anxiety, stress, and stress 

management, as well as for symptoms of depression. Individuals at risk or who are diagnosed as displaying symptoms of 

anxiety and depression should be referred to psychiatric professionals to ensure that they receive assistance. Cardiac 

rehabilitation may involve psychosocial interventions that include cognitive behavioral therapy, problem-solving therapy, 

and stress management programs, applied on their own or together with other interventions. The aim of this review article 

is to examine CVDs and community mental health, determine which applications may be adopted as standard practice in 

this context, and raise awareness about this topic among the public and especially among health professionals.   

Keywords: cardiovascular diseases; community mental health; community mental health nursing; nursing 

1. Introduction 

CVDs are the leading cause of death worldwide[1–3]. An estimated 17.9 million people died from CVDs 

in 2019, accounting for 32% of all global deaths; 85% of these deaths occurred due to heart attack and stroke. 

Due to this increase in mortality rates, CVDs have been determined to be the deadliest disease[4]. Similarly, the 

rate of heart diseases among total deaths in Turkey tends to increase continuously. It is obvious that CVDs rank 

first among all causes of death with an average of 40% between 2009 and 2016[5]. In addition, in 2017, it was 

determined that 10.5% of people in the 40–69 age group had heart disease or were at a ≥ 30% risk of CVDs[6]. 

According to the Turkish Adult Heart Diseases and Risk Factors (TEKHARF) study, coronary disease 

accounted for 42% of the causes of death in the period between 1990 and 2016 while 12% constituted 

cerebrovascular diseases. Turkey is among the countries with the highest mortality rates from coronary heart 

disease between the ages of 45–74 in Europe[7,8]. More than three-quarters of deaths from CVDs occur in low- 

and middle-income countries. Of the 17 million premature deaths (under 70 years) due to non-communicable 
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diseases (NCDs) in 2019, 38% were due to CVDs. Most CVDs can be prevented by addressing behavioral risk 

factors such as tobacco use, unhealthy diet and obesity, physical inactivity, and the harmful use of alcohol. It 

is important to detect CVDs as early as possible so that counseling and medication can begin[9]. 

It has been stated that the healthcare costs associated with CVDs in Europe amounted to over €210 billion 

in 2017[10]; this cost was approximately $351 billion in the United States between 2014 and 2015. The medical 

costs of coronary heart disease in the USA are expected to double from 2015 to 2030[11]. When the distribution 

of causes of death according to the ICD-10 (International Classification of Diseases) main diagnosis groups is 

examined for Turkey, it can be seen that circulatory system diseases, predominantly CVDs, take first place 

with 39.7%[6]. For this reason, CVDs pose a significant economic burden for the public, leading to the need 

for an effective approach to the prevention of CVDs[12]. In order to reduce morbidity and mortality associated 

with CVDs, risk factors should be identified so that prevention strategies can be created and early intervention 

can be initiated for persons with high and very high CVDs risk[4]. Two basic strategies, primary and secondary, 

are valid and complementary to each other in the prevention of CVDs[13–15]. It is known that stress[16], 

depression[17], anxiety[18], and mental disorders[19] are more common in individuals with CVDs. Evaluating the 

mental health of individuals with CVDs and taking preventive measures is an important issue[19]. From this 

perspective, the aim of this review article was to examine CVDs and community mental health. 

2. Cardiovascular diseases and psychosocial interventions 

Psychological interventions in the prevention of CVDs have not been adequately studied[20]. According 

to clinical guidelines, diagnosis is the first step in preventing psychosocial risk factors, and the core questions 

that should be asked when evaluating the person are listed below. Answering “yes” to one or more of these 

queries reveals increased risk[21]. 

⚫ Is your schooling higher than the compulsory education level (primary education)? Are you employed as 

a worker? (reveals low socioeconomic status) 

⚫ Do you lack control in meeting demands at work? Is your reward not in line with your effort? Are there 

any major problems in your relationship with your spouse? (reveals work and family stress) 

⚫ Do you live alone? Do you feel the lack of a close confidant, or do you lack confidence? Do you feel the 

lack of anyone who can help you in case of illness? (reveals social isolation and lack of social support) 

⚫ Do you feel depressed, depressive, hopeless? Do you feel a loss of interest and pleasure in your life? 

(reveals depression) 

⚫ Do you often feel angry about little things? Are you often disturbed by other people's habits? (reveals 

anger and hostility) 

⚫ Do you often feel anxious, worried, distressed, or tense? Do you often have trouble controlling or stopping 

your anxiety? (reveals anxiety) 

⚫ Do you usually feel depressed, anxious, irritable? Do you find it difficult to share your feelings and 

thoughts with other individuals? (reveals type D personality-type D personality is characterized by a 

tendency to experience negative emotions and inhibiting these emotions by avoiding social relationships) 

Telephone interventions, face-to-face or web-based counseling, peer support, self-management programs, 

stress reduction methods, cognitive behavioral therapy, and psychodynamic therapy methods are used to reduce 

cardiovascular risk. These practices affect mental health and lifestyle positively, but there is insufficient 

evidence about their effectiveness in reducing cardiac risk[20,21]. Practices such as reducing risky health 

behaviors and improving health, the early recognition and treatment of depression, which is a public health 

problem, should be prioritized in health services. Addressing the psychological reactions of people living with 

CVDs, meeting their psychosocial needs, and treating psychiatric disorders are essential to achieving the goal 
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of both holistic care and increasing the quality of life. This goal can be achieved with the cooperation of the 

cardiology and consultation-liaison psychiatry team. Psychosocial interventions that the primary treatment 

team can apply include biopsychosocial assessment, screening for depression and anxiety in all individuals, 

the therapeutic relationship, personal information, activating social support systems, and directing individuals 

at high risk of psychological problems (distress) to seek professional mental health help. Stress management, 

motivational interviews, psychoeducation, problem-solving therapy, cognitive behavioral and interpersonal 

psychotherapy, and psychotropic drug therapy, if necessary, are used in the psychological treatment and care 

of the referred individuals[22,23]. These initiatives can be implemented individually or as a group. They may 

also be part of comprehensive cardiac rehabilitation or they can be performed separately from the components 

of rehabilitation therapy. In a study examining the effectiveness of psychological interventions, it was found 

that mild-to-moderate reductions in depression and anxiety and reductions in cardiac mortality could be 

achieved. However, it was found that there was no reduction in MI, the need for cardiac surgery, or in the 

overall mortality rate[24]. 

The importance of cardiac rehabilitation in reducing risk factors and preventing cardiac mortality and 

morbidity in these individuals is obvious. According to the guide prepared by the British Cardiovascular 

Society in 2012, Persons participating in a cardiac rehabilitation program have a wide range of emotional 

problems, and therefore a comprehensive, holistic review is essential in order to achieve the desired results. 

When anxiety and depression are not well managed or treated, cardiac rehabilitation can fail. The guide 

recommends examining anxiety and depression with an appropriate measurement tool, examining other related 

psychological factors, including self-efficacy and illness perceptions for health behavior change, and also 

reviewing quality of life with an appropriate measurement tool. It is stated that those with clinical depression, 

anxiety, or chronic psychiatric disorders should be appropriately referred to mental health services[25]. In the 

two-year study by Child et al.[26] which integrated cardiac rehabilitation with the progressive care model 

developed with the aim of providing individuals more accessible and acceptable psychological care, thus 

improving mental health findings, 108 individuals were examined. It was reported that anxiety decreased by 

19% and depression by 13% at the conclusion of the research[26]. In the research, interventions presented in the 

progressive care model included: 

⚫ Psycho-educational sessions: These are sessions in which risky behavior and compliance issues related 

to all individuals in the cardiac rehabilitation environment are discussed. 

⚫ Brief personal therapy: This is cardiac-focused personal therapy in the form of sessions (1–6 times) that 

is applied to individuals with serious psychiatric disorders. 

⚫ Personal therapy using cognitive behavioral methods: This therapy is aimed at facilitating the adaptation 

to depression, anxiety, and difficult life conditions; 4–26 sessions are held according to the needs of the 

individuals. 

⚫ Brief personal therapy for individuals with significant psychiatric disorders: This therapy consists of 1 to 

6 sessions and focuses on cardiac issues and reducing risk and stress levels. 

⚫ Group work: This involves a small group of 3-8 individuals; 8 sessions are held[26]. 

Cognitive Behavioral Therapy is accepted as a short-term, effective psychosocial treatment for depression 

that focuses on identifying dysfunctional thoughts, improving self-efficacy, while introducing alternative 

behavioral skills[27]. In a systematic review of nine randomized controlled studies that include individual or 

group behavioral self-management techniques, it was determined that there was improvement in angina 

symptoms, physical limitations, and depression scores[28]. A study including social cognitive-based 

interventions given by telephone in Australia revealed that individuals’ quality of life, physical activity levels, 

body mass index, and alcohol consumption findings improved[29]. It was found in a randomized controlled 
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study conducted by Yousefy et al.[30] with coronary artery patients that individuals who participated in the 

Cognitive Behavioral Therapy program, which was applied for eight sessions, each for two hours, significantly 

decreased anxiety and increased the participants’ quality of life[30]. The techniques applied to individuals in the 

Cognitive Behavioral Therapy program in the research were as follows: 

⚫ Informing individuals about the symptoms of anxiety and its underlying causes, 

⚫ Explaining to individuals the rationale behind Cognitive Behavioral Therapy, 

⚫ Helping to identify negative thoughts in individuals, 

⚫ Replacing logical thoughts with negative automatic thoughts, 

⚫ Teaching relaxation techniques, 

⚫ Teaching effective communication techniques, 

⚫ Teaching systematic desensitization techniques to deal with stressful situations, 

⚫ Teaching the timing of activities and assertiveness techniques, 

⚫ Explaining the relationship between moods and thoughts, 

⚫ Stopping negative thoughts[30]. 

Problem-Solving Therapy has been applied both in the prevention of psychiatric disorders and in 

therapeutic programs since the 1970s. Studies have revealed that the problem-solving ability of the individual 

has a mediating role in the relationship between negative life events and depression[31]. According to the 

findings of Nezu, people with high stress levels and effective problem-solving skills have much less depressive 

symptoms than those with the same stress level but with ineffective problem-solving skills[32]. It was found in 

the finding of a meta-analysis study in which 21 studies were examined that the effect of Problem-Solving 

Therapy was equal to the impact of other psychotherapies and medical treatments in reducing depressive 

symptoms, and it was also significantly more effective than in the control group whose participants did not 

receive treatment but were supported through interviews[33]. In the research in which Gellis and Bruce applied 

Problem-Solving Therapy to people with CVDs and sub-threshold depression in homecare, it was determined 

that depressive symptoms decreased and that the quality-of-life subgroups of mental health and emotional role 

functions increased[34]. In another study on home care, an integrated telehealth initiative was applied to elderly 

individuals with noncommunicable diseases (chronic obstructive pulmonary disease and heart failure) and 

depression in home care. Interventions implemented by the tele-health nurse included the daily monitoring of 

individuals’ symptoms, body weight, drug use as well as 8 sessions of Problem-Solving Therapy. As a result, 

it was found that the depression scores of the individuals decreased by 50%, their problem-solving skills and 

self-efficacy skills in managing the medical condition increased significantly and, meanwhile, the number of 

emergency visits decreased[35]. 

Stress management programs are traditionally based on relaxation training. Full relaxation training, seen 

as a form of stress management, helps individuals cope with stress and tension. A systematic review of the 

efficacy of relaxation therapy included 27 studies. According to the physiological findings of the systematic 

review study, it was determined that there was a decrease in resting heart rate, an increase in exercise tolerance, 

HDL (High-Density Lipoprotein) cholesterol levels, and heart rate variability. According to the psychological 

findings, it was determined that relaxation therapy reduced state depression and anxiety but did not have an 

impact on trait anxiety. When cardiac effects were examined, it was found that there were decreases in 

arrhythmia, exercise-induced ischemia, and angina pectoris. There was also an increase in return-to-work 

rates[36].  

There are various programs that target stress management. One of them is the Freeze-Frame stress 

management program, which is a technique of refocusing on positive emotions, applied in five steps in stressful 

situations in daily life. It provides an instant intervention for people to protect and greatly reduce the stress 
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caused by unconstructive or inappropriate emotional reactions. It has three main components: modification 

(shifting attention to the area of the heart), activating (positive emotions), and perception (seeking the best 

perspective or attitude for the situation)[37]. 

Luskin et al.[16] who applied eight sessions of the Freeze-Frame stress management program to older 

adults with heart failure reported a significant improvement in perceived stress, emotional distress, and 

depression levels as well as in the 6-minute walk test. They also noted increases in emotional coping and 

functional skills[16]. Relaxation therapy based on mindfulness is another stress management program. 

Achieving mindfulness involves focusing one’s attention, and without judgment, concentrating on the present. 

This is a method of developing conscious attentiveness. The practice of mindfulness involves understanding, 

becoming open and nonjudgmental, and developing curiosity. The basic principle of mindfulness is accepting 

everything perceived as it is, without trying to change anything[38]. Sullivan et al.[39] conducted a mindfulness-

based psychoeducation intervention for individuals with heart failure to assess its impact on quality of life, 

depression, and clinical findings. The program was applied to participants for eight weeks, each session taking 

2–2.5 h. The interventions included coping skills training, mindfulness-based stress reduction techniques, and 

support group discussions. The findings showed that the interventional program significantly reduced 

depression and anxiety and had a positive effect, compared to the control group, on heart failure symptoms 

and quality of life[39]. 

Despite the fact that risk factors have been identified, acute events are promptly and appropriately handled 

with more advanced medical treatments at this time, causing a significant drop in CVDs rates, CVDs continues 

to be a leading cause of death on a global scale. New risk factors and modifications regarding the development 

and progression of this condition should be examined. Stress has been singled out as an important risk factor 

that triggers the acceleration of atherosclerosis and acute CVDs events. In the last ten years, evidence has built 

up pointing to the biological, neuroanatomic, and neurophysiological effects of stress and to the benefits of 

developing endurance. The pathophysiology of stress is complex and together with related metabolic, 

inflammatory, and hemostatic anomalies, involves the brain, the autonomic nervous system, and the endocrine 

system. Most application manuals accept the importance of screening for stress as part of preventing primary 

and secondary CVDs. There are however a limited number of broad, measurable and affordable approaches to 

stress intervention. There are two potential stress-reducing strategies: population-based strategies and 

strategies with narrower targets for clinical practice[40].  

Increasing evidence points to the relationship between CVDs and psychosocial stress. In the last decade, 

a small number of studies have revealed that stress plays a major role in the progression of CVDs and in the 

emergence of CVDs events. Pooling the results of smaller studies has made it possible to assess more 

accurately the correlation between stress and CVDs and other cardiac conditions such as arrhythmias[41]. 

Differing from other risk factors, by its nature, psychosocial stress is heterogeneous and can be directly or 

indirectly associated with interpersonal relationships, previous trauma, financial limitations, problems with 

employment, neighborhood, community and societal issues, political issues, racial discrimination, gender 

inequality and other inequities[42,43]. The shortage of recognized effective and measurable interventions to 

explore the correlation between CVDs and stress in clinical practice still continues[40].  

In general, data related to stress as a trigger for events such as myocardial infarction are more robust than 

data associated with stress as a risk factor for developing CVDs. Many studies have examined acute mental 

stress, angina, acute myocardial infarction, arrhythmias and sudden cardiac death as triggers for CVDs[44–47].  

Different types of stress are associated with different degrees of CVDs outcomes. Work stress is more 

likely to be associated with physical inactivity and smoking[48]. In the British Whitehall II study, it was found 
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that the likelihood that individuals experiencing long-term stress would conform to a healthy diet was lower[49]. 

Mental stress-based myocardial ischemia is associated with doubling the total mortality risk[50]. In individuals 

with stable coronary heart disease, moderate or more intense permanent psychological stress is significantly 

associated with higher rates of cardiovascular risk (hazard risk [HR] = 3.94; 95% CI, 2.05–7.56; P < 0.001) 

and mortality due to all causes (HR = 2.85; 95% CI, 1.74−4.66; P < 0.001)[51]. It appears that an increase in 

different types and levels of stress contributes to poorer CVDs outcomes. The INTERHEART study examined 

the relationship between psychosocial factors and myocardial infarction in 24,767 individuals in 52 

countries[52]. Types of stress have been identified as psychosocial stress, stress at home, stress over financial 

matters and major life events in the previous year. Individuals experiencing myocardial infarction display a 

higher prevalence of the four stress factors compared to controls (P < 0.001). A 27-year follow-up of 136,637 

individuals recorded in the Swedish National Patient Register reports a hazard ratio of HR 1.64 (95% CI, 1.45–

1.84) for any CVDs for the first year after the diagnosis of an event related to stress[53]. 

Arrhythmias such as atrial fibrillation and ventricular tachycardias can be associated with psychological 

stress. In patients with a cardioverter defibrillator, a significant increase was seen in ventricular 

tachyarrhythmia after terror attacks[54]. The perception of intense stress and anger experienced by individuals 

suffering from heart failure is associated with worsening functionality[55]. More than half of patients presenting 

with stress cardiomyopathy have more neurological and psychiatric disorders than those with acute coronary 

syndromes[56]. 

Mental illness is also significantly associated with CVDs[57]. Schizophrenia, bipolar disorder, major 

depressive disorder, anxiety, disorders, continuous or intensive stress or post-traumatic stress disorders are 

independently associated with increased CVDs risk. Conversely, these conditions are prevalent among 

individuals with CVDs and may contribute to an increased morbidity and mortality risk. About 20% of 

individuals with coronary acute coronary syndrome have acute stress disorder that can potentially turn into 

post-traumatic stress disorder[58,59]. 

Moreover, stress has an indirect effect on CVDs through the adaptation of inappropriate lifestyles, by 

delays in seeking treatment for the symptoms of acute cardiac events, poor personal care, reduced compliance 

with drugs taken for heart failure, and a lower propensity to making lifestyle changes. Successfully 

participating in cardiac rehabilitation practices[41] may lead to positive outcomes. 

3. Relationship between cardiovascular diseases and psychiatric disorders 

Experiencing CVDs leads to various psychological reactions. Although people are aware that they are 

mortal beings, they still want to believe that “nothing will happen to me”. Death denial becomes difficult 

however after CVDs, which is probably the most fundamental difficulty people have to face. In addition, 

concerns about control, autonomy, dependency, loss of energy, self-worth, loss of life, and sexuality often come 

to the fore. It may be that heart patients initially choose a path of denial, downplay their cardiac condition 

(naming it as only “a minor attack”), or attribute their symptoms to a non-cardiac cause (as gas pain). This 

response is part of the acceptance process, but there is an urgent need for action if denial prevents individuals 

from seeking and continuing treatment. On the other hand, some people may be overly preoccupied with minor 

physical symptoms, they may be avoiding physical activity, and rates of emergency admissions may be 

increasing[60]. In some clinical situations, however, mental and cardiac symptoms coexist, and it can be 

challenging trying to distinguish whether the resulting condition is related to a mental or cardiological 

condition[61,62]. 

Depression is common and its incidence is reported to be 15%–20% in individuals with acute MI, 

coronary disease, and unstable angina pectoris[60,63]. The prevalence of depression in inpatients is between 
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17%–27%[64], and in a study conducted in Turkey, 35.3% of individuals with CVDs are at risk of depression[17]. 

Negative psychological states are common in individuals with CVDs. Given its high prevalence and 

association with poor heart health, particularly in patients who have had a major cardiac event such as acute 

coronary syndrome, depression has so far received the most attention in this population. However, recently, 

anxiety has emerged as another important psychological construct that is quite common, often co-occurring 

with depression, and may inhibit response to depression treatment and ultimately affect the course of 

cardiovascular disease independent of depression[18]. After MI (Myocardial Infarction), one in five individuals 

matches the diagnostic criteria for major depressive disorder[19], which is three times this rate in the general 

population[65]. In a systematic review finding that depression negatively affects disease progression, 52 studies 

and 4 meta-analyses were examined, and it was revealed that there was a strong correlation between depression 

and negative clinical findings[66]. The presence of depressive disorder after MI is three times more associated 

with the risk of death, independent of standard risk factors[67]. 

Like coronary arterial disease, anxiety is frequently seen in individuals with CVDs. Twenty to thirty 

percent of patients experience high levels of anxiety after suffering acute coronary syndrome[68,69]. While 

anxiety can be a temporary experience for some individuals after acute coronary syndrome, half of the cases 

live through anxiety up until a year after the event[68], suggesting that this state may be a chronic condition for 

may with heart disease. A study conducted on this subject revealed similar prevalence rates in individuals with 

coronary arterial disease who were awaiting coronary artery bypass grafting surgery. In this population, 25% 

of patients experience a high level of anxiety prior to the procedure and in many, symptoms diminish in the 

months following surgery[70]. Anxiety is also prevalent among individuals suffering from other forms of heart 

disease. A recent meta-analysis by Easton et al. that included 38 studies reveals an estimate that 32% of 

individuals with heart failure experience anxiety and 13% meet the criteria for anxiety disorder[71]. Anxiety 

also affects about 20% of individuals with more advanced heart failure who need left ventricular assist device 

implantation[72,73]. Anxiety can also be found in about 20% – 40% of individuals who have had an implantable 

cardioverter defibrillator implanted to prevent the development of fatal arrhythmias[74].  

The relationship between anxiety and cardiovascular health is a complex one. Anxiety may be a normal 

reaction to a stressful situation such as an acute cardiac event, and if it leads the individual into increased 

participation in healthy actions (e.g., regular exercise, compliance with medicinal regime), anxiety may 

actually be beneficial. On the other hand, when the stress is excessive or continues for an extreme length of 

time, it is accepted that anxiety will be detrimental to both psychiatric and general health (Figure 1)[75,76]. 

 
Figure 1. Potential mechanisms mediating the relationships between anxiety and heart health[18]. 
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The relationship between anxiety and cardiac outcomes in individuals with cardiac dysfunction is 

relatively weak. Four prospective studies on the relationship between anxiety and heart health in individuals 

with heart failure[77–80] and another prospective study on 153 adults who received outpatient care for heart 

failure reported in unadjusted analyses that there is a marginal relationship between anxiety and mortality. 

However, when the common variables were examined, it was found that this relationship was insignificant[77]. 

Another study with 643 individuals with heart dysfunction followed up on individuals for an average of three 

years in order to examine the prospective relationship between psychological distress (a combination of 

depression and anxiety) and mortality. A marginal relationship was found between depression/anxiety and 

mortality in the unadjusted analyses, but an examination of this relationship revealed only a negligible 

correlation[80]. In two other studies, no significant relationship was found between anxiety and heart health in 

either adjusted or unadjusted analyses[81,82]. Similarly, while anxiety was found to be a good indicator of 

negative findings in individuals with cardiac dysfunction in other studies conducted with individuals with 

coronary arterial disease, the actual relationship between anxiety and outcomes can sometimes be explained 

by other factors[83,84]. 

4. Cardiovascular diseases and community mental health nursing 

Nursing services do not only encompass achieving clinical outcomes but also deal with ensuring mental 

health and psychological care. Because of this, it is of vital importance in healthcare services that the mental 

health of older adults, especially those with cardiovascular diseases, is evaluated[85,86]. The mental health of 

individuals with CVDs admitted to hospitals is at risk and complications such as anxiety and depression may 

arise as a result of their hospitalization[87]. Additionally, anxiety and depression are commonly observed as 

complications of heart disease, and they are outcomes that may be triggered or exacerbated by the medical 

team[88]. Hospitalization can be the cause of stress and anxiety that lead to anxiety[89]. Anxiety and depression 

increase the heart rate, blood pressure, cause hemodynamic imbalance, also raising cortisol levels[90,91].  

A descriptive, cross-sectional, correlational study conducted with 250 individuals with CVDs in Iran 

reveals that most of the participants felt they received the desired quality of nursing care. All of the individuals 

displayed low levels of hospital anxiety and depression. An inverse relationship was reported in the study 

between hospital anxiety and the quality of nursing care[92]. The results of this study are consistent with other 

studies that assess the quality of nursing care at the hospitals[87,93,94]. Findings from the same study are also 

consistent with the results of other studies[88,89] that reveal an increase in anxiety and depression among older 

adults being treated in the Coronary Care Unit. The differences between studies can be originating from the 

anxiety and depression measurements taken by units of hospitals under poor clinical governance. There are 

opportunities to make improvements in the safety and quality of clinical practices through clinical governance 

at the hospitals[95]. Ensuring clinical governance is one of the most important strides taken in healthcare systems. 

The concept of clinical governance refers to providing high quality care on the part of all healthcare 

professionals and offering the performance of services at suitable costs[96]. Hospital anxiety and depression 

may have an adverse effect on the health issues (such as hemodynamic instability) patients may have during 

their stay at the hospital. The level of anxiety among individuals with CVDs is relatively high and therefore it 

is important to evaluate older adults with CVDs in terms of their mental health[97]. It is for this reason that 

action must be taken to reduce anxiety and depression at the hospitals[92]. Public health and community 

psychiatric nurses shoulder an important role in this context. The findings of this study also indicated that older 

adult females had higher levels of anxiety and depression than their male counterparts. Psychological disorders 

are a risk factor for CVDs, a finding that has been confirmed by the studies of Polikandrioti et al.[87], Khan et 

al.[88] and Orujlu et al.[94]. Bastani et al.[92] reported low levels of anxiety and depression among the participants 

in their study. The main reason for this could have been the positive clinical governance and elderly-friendly 
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environment at the hospitals[89,90]. Studies conducted in the future should concentrate on qualitative approaches 

to the adoption of new health policies as well as on the quality of care provided to older adults and the impact 

of this care on mental health[98]. To make the shift from routine practices to innovative approaches, health 

professionals must make clinical governance a priority[99,100] showed in their study in Iran that nurses were 

suitably equipped to provide care at the hospital and that this was a factor that could bring patients satisfaction 

and a positive hospital experience. Public mental health nurses have an important role in the prevention and 

management of anxiety and depression, both prevalent complications of CVDs. 

Chronic heart failure is one of the most common physical problems in the elderly. This disease causes 

numerous disabilities and is also one of the leading reasons for the elderly to apply to medical centers. In 

general, exposure to the medical setting in addition to chronic heart failure and its complications can exacerbate 

the condition. Feeling psychological pressures, including depression and anxiety, has been shown to increase 

an individual’s heart rate and the patient’s desire to continue treatment, which are among the negative 

consequences of hospitalization. Furthermore, depression and anxiety are the most common complications of 

heart disease. These complications can be life-threatening in the elderly who are hospitalized in coronary care 

units. The attention shown to psychological and physical health and to the psychological and physical needs 

of individuals reduces their dissatisfaction and problems such as depression and anxiety during their 

hospitalization. From past to present, individuals have been considered the customers of the health system and 

therefore evaluating their opinions is an important factor in improving services. Ultimately, this technique may 

result in faster recovery and shorter hospital stays[90]. 

Chronic heart failure findings, consequences, complications, and the psychological pressures felt by 

individuals can affect the treatment environment. Being unwilling to comply with treatment, which can be an 

outcome of the treatment process, intensifies anxiety, excitement and depression, and the effects of all of these 

pose a danger to the heart and vascular system, and are manifested by an increased load on the heart, a rise in 

death rates, or a decrease in performance[87]. Hospitalization is undesirable. Cardiac health is a life-threatening 

factor, especially among the elderly hospitalized in cardiac care services, and anxiety and depression are the 

most common complications of CVDs[88]. The hospital environment is a stressor, and there is an increased 

incidence of anxiety and depression, which can lead to psychological reactions. There are different aspects to 

areas of human life, and situations such as hospitalization can lead to an individual’s restlessness and a negative 

outcome. Conditions sometimes worsen[101] and may even manifest themselves during an individual’s cardiac 

rehabilitation. 

Depression and anxiety are prevalent and chronic among individuals with heart failure[102]. Like 

depression and anxiety, psychiatric morbidities are also prevalent among individuals suffering from heart 

failure[103]. For decades, clinicians have been aware of the incidence of anxiety and depression in patients 

suffering from heart problems such as heart attacks, heart failure and systemic hypertension, especially among 

those hospitalized in the coronary care unit[103–106]. Up until 2020, it had been estimated that ischemic heart 

disease and depression would be the primary and secondary factors contributing to poor health and death 

around the world[107]. According to a study summary of the World Health Organization (WHO), the prevalence 

of global anxiety and depression displayed a significant rise of 25% in the first year of the COVID-19 pandemic. 

Although there was improvement in this respect by the end of 2021, many people are still unable to access the 

care and assistance they need to deal with the psychiatric problems they lived with prior to the pandemic or 

with those developing afterwards[108]. 

Anxiety is a natural and expected reaction towards the experience of a heart attack or living with a chronic 

disease. Continuous or intensive anxiety, however, is not normal and impacts individuals in various important 

ways[104,109–111]. It has been demonstrated that identifying and treating a psychiatric condition (anxiety or 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9302201/#B7
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depression) in individuals with coronary arterial disease increases survival rates and life expectancy[106]. 

Individuals who are being treated for depression and anxiety have been shown to be the best able to comply 

with plans drawn up to create an awareness of potential risks, follow a prescribed drug regimen, and abide by 

programs for improvement[112]. 

In essence, major depressive disorder where depression is the dominating factor is a commonly diagnosed 

psychiatric condition affecting more than 300 million people worldwide and is associated with increased risk 

of coronary heart disease[113]. It has been found that the prevalence of depression among individuals with CVDs 

is about 15%–30%[113], a rate that is two or three percentage points above the mean rate in any general 

population. Moreover, because only less than 15% of heart patients have been diagnosed and are being treated, 

healthcare systems are not performing at the desired level[114]. Depression can lead to poor medication 

compliance and the consequences of poor compliance can lead to a poor prognosis in terms of cardiovascular 

outcomes. Individuals known to have coronary arterial disease and a psychiatric condition should be 

evaluated[101]. This may increase the psychological health benefits of individuals with cardiovascular disease 

or who are at a risk of developing the condition[102]. 

In some societies, psychological problems are stigmatized[115]. In low-income countries that include 

Bangladesh, the incidence of anxiety and depression is known to be minimal[116]. A worldwide study has 

uncovered the fact that mental health problems are rampant in Bangladesh but mental health facilities are 

insufficient[117]. Despite the rise of the incidence rate in Bangladesh, individuals with psychiatric conditions 

are not diagnosed, evaluated or treated, and CVDs still remains the primary cause of death. Unmet mental 

health needs may be a significant obstacle to achieving optimal management of heart disease[118–121]. 

5. Depression and cardiovascular diseases 

Epidemiological studies evaluating the relationship between depression and CVDs consistently show a 

significant prospective relationship between the incidence of cardiac events and major depressive episodes[122]. 

Two findings are also noted in the studies. First, even if major depression does not meet the diagnostic criteria, 

cardiac risk increases in the presence of depressive symptoms[123]. Secondly, studies have associated the 

severity of depression with the risk of experiencing a cardiac condition in the future[123,124]. The effect of 

depression on cardiac diseases is explained by psychophysiological mechanisms including platelet activity, 

imbalance in hypothalamic-pituitary-adrenal axis function, abnormal autonomic nervous system function, 

changes in immune functions and inflammation, and biobehavioral mechanisms including risky health 

behaviors[122]. Loss of hope, an important symptom of depression, requires special attention. Hopelessness has 

been linked to sudden death in both observational and prospective studies and in animal models. In one study, 

the risk of CVDs was found to be twice as high in those who answered “yes” to the question, “Have you felt 

sad, disappointed, hopeless (in the last month)?”[123]. 

6. Lack of social support/isolation-low socioeconomic status and 

cardiovascular diseases 

Social factors such as a low education level or income level, working in a low-status job, living in a poor 

area, poverty, lack of social and health insurance, and living alone are related to the inadequacy of support 

systems. Social support refers to the emotional, informational, and instrumental assistance provided by trusted 

individuals in the person’s social environment, such as the spouse, family, friends, and neighbors[125,126]. Social 

support can function as a buffer against stress and the effects of depression. It can reduce symptoms and 

contribute to coping with the disease and to treatment compliance. Studies have shown that people with 
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cardiovascular disease who receive social support have positive physical health outcomes and a reduced risk 

of disease[126,127]. 
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