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The third category of individuals that appears to be at 
risk for the development of PTSD or panic disorder 
comprises patients with automatic implantable 
cardioverter defibrillators, in whom unexpected firing 
of the defibrillator has been reported to lead to the 
full spectrum of PTSD symptoms [15,16] or panic 
disorder [17].

In addition to panic disorder associated with automatic 
implantable cardioverter defibrillators, some patients 
develop repeated, unexpected panic attacks after 
experiencing a myocardial infarction [18]. These panic 
attacks are frequently triggered by palpitations or other 
physical symptoms that the patient experienced during 
the original heart attack. As with idiopathic panic 
disorder, patients frequently develop agoraphobia and 
avoidance of activities that they associate with cardiac 
symptoms (e.g. exercise). As exercise is a fundamental 
part of cardiac rehabilitation, the development of 
panic disorder can impede progress toward recovery, 
in addition to reducing the quality of life (QoL). 
Treatment of postmyocardial infarction panic should 

Review of literature
Depression and anxiety are associated with adverse 
cardiovascular outcomes in patients with recent acute 
cardiac events [1]. Links between the heart and emotion 
have been postulated for centuries. However, data 
supporting this connection have only become available 
recently. A growing body of evidence now suggests that 
negative affective states, including anxiety, lead to an 
increased risk for cardiovascular disease [2–6] and that 
the presence of negative affective states is associated 
with poor long-term prognosis [7–10]. Serious cardiac 
events are traumatic and life threatening. Some patients 
develop intrusive thoughts, memories, or nightmares 
about their cardiac event; they avoid situations that 
remind them of the event, and have disturbed sleep 
(e.g. irritability, insomnia) [11]. Certain patients 
with cardiac disease may be at particularly high risk 
for the development of post traumatic stress disorder 
(PTSD). For example, a recent study [12] found the 
prevalence of PTSD in cardiac arrest survivors to be 
27% after more than 2 years following the incident, a 
significantly higher rate than would be expected given 
that the lifetime prevalence of PTSD is 7.8% [13]. In 
another study involving pediatric patients aged 5–12 
years who underwent cardiac surgery [14] 12% met 
the criteria for PTSD and 23% had increases in PTSD 
symptomatology 4–8 weeks after surgery.
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include psychoeducation, cognitive behavioral therapy 
(CBT), and, in some cases, treatment with an selective 
serotonine reuptake inhibitors (SSRI).

Aim of the study
The study aims to detect psychiatric morbidity and 
QoL in cardiac patients.

Background
Cardiac patients have increased rates of psychiatric 
morbidity and unsatisfactory QoL.

Study design
This is an observational, analytical, cross-sectional field 
study.

Participants and methods
Thirty patients were recruited from the cardiac clinics, 
wards, and critical care units of three hospitals (10 
from Ain Shams University Hospital, 10 from Kasr Al 
Ainy University Hospital, and 10 from Misr University 
Hospital). Patients were assessed using the ICD-10 
criteria, the Egyptian version of the Suicide Probability 
Scale, and the Arabic version of the World Health 
Organization Quality of Life Questionnaire.

Results
Descriptive
Figure 1 shows the distribution of ICD-10 diagnosis 
among the cardiac patients: 37% (n = 11) of the 
patients were suffering from a depression disorder and 
27% (n = 8) were suffering from generalized anxiety 
disorder or adjustment disorder.

Figure 2 shows the distribution of the overall domain 
results of the QoL 100 questionnaire among cardiac 
patients: 77% (n = 23) of the cardiac patients described 
their overall QoL to be poor.

Figure 3 shows the results of suicidal probability among 
cardiac patients: 30% (n = 9) of the cardiac patients expressed 
mild suicidal probability and none of the patients who 
participated in the study showed high suicidal probability.

Comparative analysis
A comparison of patient sociodemographic data with the 
results of the questionnaires used revealed the following:

There was a significant relationship (P < 0.05) between 
marital status and suicidal probability: 100% (n = 2) 
of cardiac patients who were single at the time of the 

Cardiac patients have increased rates of psychiatric morbidity.

Figure 1

Cardiac patients have increased rates of unsatisfactory QoL.

Figure 2

Cardiac patients have increased suicide probability.

Figure 3
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study showed mild suicidal probability, whereas only 
33.3% (n = 7) of the cardiac patients who were married 
showed mild suicidal probability (Table 1).

There was a significant relationship between the 
occupation of cardiac patients and the results of the 
psychological domain of the QoL 100 questionnaire: 
all cardiac patients who were unemployed, who 
were working as skilled workers (n = 4), and those 
in professional jobs (n = 3) had poor scores on the 
psychological domain, whereas 60% (n = 6) of the 
employed cardiac patients and 36% (n = 4) of the 
cardiac patients working in unskilled jobs had poor 
scores on the psychological domain (Table 2).

There was a significant relationship between the 
residence of cardiac patients and the results of the 
psychological domain of the QoL 100 questionnaire: 
72% (n = 18) of the cardiac patients who were living 
in urban areas showed poor results in the psychological 
domain, compared with only 20% (n = 1) of the cardiac 
patients living in rural areas (Table 3).

There was a significant relationship between the 
residence of the cardiac patient and the results of the 
overall QoL of the QoL 100 questionnaire: 84% (n = 
21) of the cardiac patients living in urban areas showed 
poor results as regards the overall QoL domain, 
compared with 40% (n = 5) of the cardiac patients 
living in urban areas (Table 4).

As regards the effect of the medical condition of the 
cardiac patient on the parameters of the study we 
found the following.

All cardiac patients suffering from infective endocarditis 
(n = 3) and the only patient suffering from heart failure 
showed mild suicidal probability, whereas 33.3% (n = 3) 
of the cardiac patients suffering from ischemic heart 
disease (IHD) had mild suicidal probability. The least 
suicidal probability in the sample was among patients 
with rheumatic heart diseases (11.1%, n = 1) (Table 5).

There was a significant relationship between 
comorbidity and the results of suicidal probability: 47% 
(n = 8) of the cardiac patients suffering from comorbid 
medical conditions showed mild probability for suicide, 
in contrast to only 7.6% (n = 1) of cardiac patients not 
suffering from comorbid conditions (Table 6).

Comorbidity was also significantly associated with the 
ICD-10 diagnosis.

There was significant relationship between the presence 
of comorbid medical conditions and presence of ICD-
10 diagnosis among cardiac patient who shared in the 
study, where 52.9% (n = 9) of the cardiac patients with 

a positive history of comorbid medical conditions were 
suffering from depression, 29% (n = 5) were suffering 

Table 1 Associating Qol and occupation
P = 0.05 
(Monte 
Carlo)

Occupation Total
Unemployed Worker Skilled 

worker
Employed Professional

QoL 100 psychological domain 
Bad 2 4 4 6 3 19
Good 0 7 0 4 0 11

Total 2 11 4 10 3 30

QoL, quality of life.

Table 2 Associating marital state and suicidality
P = 0.02 
(c2-test)

Marital status Total
Single Married

Suicidality
No 0 21 21
Mild 2 7 9

Total 2 28 30

Table 3 Associating psychological QoL and residence
P = 0.02 
(c2-test)

Residence Total
Rural Urban

QoL 100 psychological domain
Bad 1 18 19
Good 4 7 11

Total 5 25 30

QoL, quality of life.

Table 4 Associating overall QoL and residence
P = 0.03 
(c2-test)

Residence Total
Rural Urban

QoL 100 overall domain
Bad 2 21 23
Good 3 4 7

Total 5 25 30

QoL, quality of life.

Table 5 Associating type of cardiac disease and suicidality
P = 0.008 
(c2-test)

Type of cardiac disease Total
IHD RHD Infective 

endocarditis
Heart 
failure

Suicidal probability
No 12 8 0 0 20
Mild 3 1 3 1 8

Total 15 9 3 1 28

RHD, rheumatic heart disease.

Table 6 Associating comorbidity and suicidality
P = 0.02 
(c2-test)

Other medical conditions Total
No 

comorbidity
Positive for 
comorbidity

Suicidal probability
No 12 9 21
Mild 1 8 9

Total 13 17 30
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disabilities in patients, reducing their QoL [19,20]. 
There exists many ways to promote QoL in patients. 
Interventions in life and habits may create constant 
changes in QoL. Another study [21] showed that 
there exists a significant relationship between QoL 
and participation in rehabilitation programs. Meyer 
and Laederach-Hofmann [22] suggested that in 
patients with stable chronic heart failure significant 
improvements in both generic and disease-specific 
QoL related to improved exercise tolerance can 
be achieved within 12 weeks of comprehensive 
rehabilitation.

Moreover, progress in physical and mental dimensions 
is seen in myocardial infarction patients after 
rehabilitation [21].

Conclusion
There is increased psychiatric morbidity and suicidality 
and decreased quality of life among cardiac patients.

Recommendations
Psychiatric screening and care should be routinely 
offered to cardiac patients.
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