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Abstract
Background and Objectives—Longitudinal studies have found evidence of associations
between coronary heart disease and clinical depression. We sought to understand older patients' views
regarding relationships between depression and heart disease to facilitate patient-provider
communication about heart disease and depression and to lay the groundwork for designing
interventions.

Methods—The design was a qualitative study using semi-structured interviews. In all, 33 primary
care patients 65 years and over with dysphoria, anhedonia, hopelessness, worthlessness, or sleep
disturbance who were taking at least one medication targeting cardiovascular risk factors were
interviewed in the office of their primary care clinician. Participants were asked open-ended questions
about depression and heart disease and their treatment. A multidisciplinary research team coded the
transcripts and identified key themes.

Results—Participants gave clear descriptions of how heart disease can lead to depression and
depression can lead to heart disease. Participants supported treating depression immediately in the
context of heart disease and generally preferred integrated care.

Conclusions—Depression treatment may be more acceptable if discussed in terms of overall
cardiovascular risk. Our results support the integration of depression management with management
for risk factors for cardiovascular disease.

Cardiovascular disease is associated with clinical depression, and clinical depression is an
independent risk factor for cardiovascular disease.1,2 Given the associations between
cardiovascular disease and depression and the prevalence of both in the primary care setting,
3 researchers have called for the development of integrated interventions targeting both
depression and cardiovascular disease risk in primary care.4,5 To develop an integrated
intervention that will be acceptable to patients, we need to understand the ways in which
patients conceptualize relationships between depression and heart disease. Evidence suggests
that interventions that take into account patient understandings of illness and appropriate
treatment may lead to improved outcomes.6,7 Indeed, patients' beliefs have been found to
predict help-seeking behavior, evaluation of treatment suitability, treatment choices, and
engagement and adherence to depression treatment.8,9 Causal attributions for coronary heart
disease are associated with self-ratings of adherence to medical recommendations for behavior
change.10
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In this qualitative study, we explored patient beliefs about the relationship between depression
and heart disease and preferences for treatment. Our study differs from prior work on three
levels. First, most prior studies focused either on patients' and family members' beliefs about
causes of coronary heart disease11-17 or the causal attributions of depression18-21 and do not
comment on the coexistence of the conditions. We were interested in the patients' views
regarding the relationship between depression and heart disease. Second, many previous
studies examining the identification of depression and coronary heart disease were carried out
in hospitals,12, 13,15,16 research institutes, day centers, social clubs,20 or classrooms11,14,20,
21 but not in primary care settings. The primary health care setting is pivotal for initial
identification and management of depression among older adults.22 Third, previous research
has focused on causal attributions for heart disease and outcomes such as adherence,10,23-25

recurrence of myocardial infarction,15,26 functioning,13 and mortality15 but not on how
patients' causal attributions are related to suggestions for depression management.

We sought to understand older patients' perspectives regarding the relationship between
depression and heart disease to facilitate patient-provider communication and to lay the
groundwork for designing integrated interventions. We focused on older patients at risk for
cardiovascular disease who were early in the course of depression, since they are representative
of older adults who are commonly seen in primary care and of patients at whom an integrated
intervention would likely be targeted.

Methods
Sampling Strategy

Patients were recruited from a community-based primary care practice in Philadelphia.
Seventy-six patients ages 65 and older with upcoming medical appointments between
November 2004 and January 2006 were contacted by telephone and administered a brief
screener questionnaire. The screener asked about the presence of dysphoria, anhedonia,
hopelessness, worthlessness, and sleep disturbance within 6 months of the interview (these
items are associated with suicidal ideation27). Patients with one screening item present who
were taking one or more medications targeting a cardiovascular risk factor (eg, a medication
for hypertension, hyperlipidemia, or diabetes) were invited to participate in the study. In all,
53 older persons were invited, and 33 (62.3%) agreed to participate in interviews. The research
protocols were approved by the University of Pennsylvania Institutional Review Board.

Interview Procedures
We conducted semi-structured interviews with each participant. Interviews were held in the
primary care practice and designed to elicit participants' thoughts on depression and heart
disease and possible relationships between the conditions. Interviews lasted approximately 60
minutes. Saturation for the themes presented in the results was achieved after 18 interviews.
Because we continued to conduct interviews to investigate other themes, we identified
additional examples of the themes among the remaining interviews. In total, 30 (90%) of the
33 interviews contained a variant of the themes about particular pathways between depression
and heart disease presented. All interviews were taperecorded, transcribed, and entered into
QSR N6 text management software for coding and analysis.28

Measurements
We used standard questions to obtain information from participants on age, gender, self-
reported ethnicity, education, marital status, and living arrangements. Depression was
measured using the Center for Epidemiologic Studies Depression Scale (CES-D), developed
by the National Institute of Mental Health for use in studies of depression in community
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samples.29-35 Information about chronic medical conditions and medications were obtained
by self-report.

Data Analysis
Interviews were discussed at weekly meetings with an interdisciplinary team including a
medical anthropologist, a geriatrician, and a family physician. Three of the authors read
transcripts independently to code for themes about relationships or contrasts between heart
disease and depression. We used the constant comparative method,36 taking one piece of data
(eg, one theme) and comparing it with all others to identify similarities and differences across
transcripts and connections between themes. Through the constant comparative method and
discussion among authors, we arrived at consensus and established that the themes presented
are representative of transcripts. The pathways between depression and heart disease described
in the results reflect these main themes that emerged from the transcripts.

Results
Sample Characteristics

Participants ranged from 65 to 85 years, with an average age of 73 years. Twenty (61%) of the
33 participants were women. Twenty-five (76%) participants self-identified as African
American, and eight (24%) self-identified as white. Sociodemographic characteristics of the
participants are summarized in Table 1. The mean CES-D score was 11.1 with a standard
deviation of 8.8, indicating mild to moderate depressive symptoms.

Pathways Between Depression and Heart Disease
Heart Disease Leads to Depression—Participants said that heart disease could cause
depression through several pathways (Figure 1). Most participants emphasized that heart
disease diagnosis could lead directly to depression: “If you been told heart disease…I think it
occurs almost immediately.” “You've got this condition [heart disease] and maybe there's no
cure…that can cause depression.” Many older adults said that learning they had heart disease
led to feelings of doubt, fear of death, loss of control, and helplessness: “…a person with heart
disease is going to…experience doubt about whether they are going to live forever.”

Heart disease can limit daily activities, and participants said such limitations could also lead
to depression: “I'm afraid…of being an invalid…not doing the things I want to do.” Participants
said that lifestyle changes were most difficult when they threatened independence and ability
to engage in personally important activities: “I wouldn't like that [heart disease] too well
because I do everything for myself. I cook, I wash, I clean, I go to church and everything.”

Participants said patients should be prepared for side effects from heart medications that can
cause depression, and they should manage side effects with their doctors: “I've noticed when
I first started taking it [heart medication], they had me on a tablet and a half…they were making
me feel down a lot. So I explained that to my doctor and he cut me down to one.” One
participant's interactions with the health care system for heart disease contributed to his distress:
“The voice mail is a horror. When it's 10 o'clock at night and all of a sudden your blood pressure
is going up to 190/110 and you try to call and can't get anybody.” This participant tied his
experiences of seeking care for heart disease with a broader sense of losing control, which he
and other participants experienced when diagnosed.

Depression Leads to Heart Disease—Older adults described depression as adding a
weight to the body (Figure 2) that can lead to heart disease. Participants described depression
as a “weight,” as “weighing the body down,” causing a “heavy heart,” “putting too much strain
on your heart,” and as a “burden.” Participants understood lasting distressing emotions as
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leading to increased heart rate and blood pressure: “Don't let it hang on, ‘cause that will cause
a heart attack—too much strain on your heart.” Participants also felt that acute episodes of
heightened emotion could cause a heart attack: “[Heart disease] has a lot to do with your blood
pressure and your emotions running high sometime. Getting excited…could be [cause] a heart
attack.”

Older adults also described emotions as affecting their physical health through the mind's
control over the body: “…your mind is the controller and if your mind is not functioning as
well as it should be or could be, then other things in your body might not function.” Another
participant stated “I believe that a person who is constantly depressed—that's a very easy case
for the heart to go down…If you're happy, your heart is happy” and warned if you got “too
depressed” the brain would be sending the “bad, wrong signals to the heart” that could cause
a heart attack.

Treatment of Depression and Heart Disease
Participants suggested intervening at particular junctures in the pathways between depression
and heart disease (Figures 1 and 2). Participants suggested finding ways to adjust to life with
heart disease to prevent depression (Figure 1). Participants said that physicians treating heart
disease could help the patient anticipate and ameliorate depression when facing heart problems:
“As soon as they find out they have heart disease. If they don't have depression and they find
out they have heart disease, someone should start counseling them about it. Don't worry, don't
think about it.” A support group helped one participant adjust to a diagnosis of heart disease:
“I think being part of a group who shared common experiences in both the way they were
treating it and what they were doing. It was very, very useful.”

Other participants emphasized regulating emotions to prevent distress from leading to the
constant pressure in the body that could lead to heart disease (Figure 2): “When you are
depressed, you are sad. It don't take anything too much to start your heart pumping faster—so
I try to be calm.” Many participants talked about personally regulating depressed feelings,
while others emphasized the need for people to talk with their physician about depression: “…
you've got to open up with the physician, you got to let him know what's going on and how
you feel and then he can take it from there.” Participants felt depression should be treated
immediately in the context of heart disease: “I believe you should be treated immediately [for
depression] if you have heart disease…because treating the heart disease and leaving the
depression not treated or wait for a while, that could backfire.”

Most participants said that treating one condition required treating the other: “…once you get
that [depression treatment] then you can deal with the heart problems…as long as you got the
depression you are always going to have the heart problem.” Participants warned of
consequences of depression in people with heart disease: “I think you're going to die from
depression quicker than you die from the heart because your depression is going to drive your
heart even worse.” Similarly, when the main cause of depression is the heart disease diagnosis,
managing the heart disease may in fact ameliorate the depression: “I think if someone had a
bad heart and then found out their heart is OK, that might change the depression.” Several
participants discussed the advantages of integrating treatment of depression and heart disease:
“The tendency for the cardiologist to do his job and the therapist to do her job—I ran into that
just this past week in the treatment I'm getting.” Another participant said “…older people…
really deserve one stop shopping.”

Discussion
Participants described clear pathways linking depression and heart disease. Participants said
that heart disease could cause depression because the diagnosis is frightening, having heart
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disease can limit daily activities, medications can cause depressed feelings, and navigating the
health system can reinforce a sense of loss of control. They suggested metaphorically that
depression could cause heart disease by adding pressure to the body and creating an unhealthy
environment for the body. Participants described the importance of their primary care physician
and integrating depression treatment with heart disease prevention and management.

Before discussing the implications of our results, we wish to review the limitations. First, our
results were obtained from patients who receive care at one primary care site that might not be
representative of most primary care practices. Second, patients' remarks reflected their
perceptions of the relationship between depression and heart disease and might not reflect their
actual behavior, including adherence to medications for the treatment of the two conditions.
Third, data on medical conditions and medications are based on self-reports and are subject to
recall and response bias. Lastly, because we did not have a sample of patients who had other
medical conditions such as arthritis or cancer, we could not determine whether patients' views
regarding the relationship between depression and heart disease generalize to other medical
conditions.

Despite those limitations, our findings have practice implications for primary care clinicians
managing depression in the context of cardiovascular risk or heart disease. Consistent with
research in other settings, many older primary care patients with risk factors for heart disease
and symptoms of depression perceive a clear relationship between heart disease and depression.
Patients emphasized trying to regulate their thoughts and emotions to prevent depression and
cope with heart disease. However, when depression was thought of in terms of heart risk,
patients described depression as more serious and warranting clinical attention. Older patients
felt that a diagnosis of heart disease could be overwhelming and cause a sense of losing control.
One man felt that joining a support group was essential to his adjustment to living with heart
disease, and other participants wished their physicians had warned them about difficulties
patients may have adjusting to living with heart disease. They suggested physician support in
the form of listening, offering support groups or counseling, and being available for questions.
Older patients emphasized the importance of recognizing depression and negotiating a
treatment plan in the context of heart disease. These and other clinical actions may help patients
regain some sense of power when dealing with heart disease.

Our results support the integration of depression management with management for risk factors
for cardiovascular disease. Patients in our study supported the idea that depression should be
treated immediately in the context of other cardiovascular risk factors and discussed integrating
the care for both conditions. An integrated intervention may increase implementation and
sustainability in real world practices with limited resources and competing demands.
Addressing depression and cardiovascular risk simultaneously may be more acceptable to
patients. An integrated intervention would need to improve adequacy of treatment and
adherence as well as acknowledging competing influences. Future research should explore
whether older adults are more likely to discuss depressive symptoms or consider interventions
for depression if their primary care providers incorporate an explanation of the role of negative
emotions in the context of overall cardiovascular risk. This message may be persuasive for
patients who believe that negative emotions and life difficulties can contribute to the
development of heart disease or exacerbation of heart disease or that physical symptoms are
necessary for a clinical visit and treatment.
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Figure 1.
Summary of Older Adults' Descriptions of How Heart Disease Can Lead to Depression
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Figure 2.
Summary of Older Adults' Descriptions of How Depression Can Lead to Heart Disease
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Table 1

Characteristics of Persons Participating in Semi-structured Interviews (n=33)

Sociodemographic Characteristics

Age, mean (SD) 72.6 (5.2)

Women, n (%) 20 (60.6%)

African American, n (%) 25 (75.8%)

Education less than high school, n (%) 12 (36.4%)

Married, n (%) 13 (39.4%)

Lives alone, n (%) 15 (45.5%)

Psychological Status

CES-D (depression) score, mean (SD) 11.1 (8.8)

Taking an antidepressant, n (%) 5 (15.2%)

Medical Comorbidity and Physician Visits

Number of medical conditions, mean (SD) 4.5 (1.7)

Total number of medications, mean (SD) 6.4 (3.7)

Number of medical visits within 6 months, mean (SD) 2.7 (2.5)

Risk Factors for Cardiovascular Disease

Hypertension, n (%) 25 (75.8%)

Hypercholesterolemia, n (%) 23 (69.7%)

Diabetes/high blood sugar, n (%) 15 (45.5%)

SD—standard deviation

CES-D—Center for Epidemiologic Studies Depression Scale
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