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Introduction

INTRODUCTION

Cardiovascular disease is the leading cause of death in the
United States and in third-world countries. According to World
Health Organization’s estimate, depression and cardiovascular
disease will be the two major causes of disability-adjusted life
years by the year 2030 (Murray and Lopez, 1996).

Egypt bears a heavy burden from cardiovascular disease.
The Egyptian National Hypertension Project found an adjusted
overall prevalence of coronary heart disease of 8.3%, and a
prevalence of heart failure of 13.3% among the hypertensive
cohort and 5.8% among the normotensive cohort (Sharraf et al.,
2003; Almahmeed et al., 2012). The prevalence of coronary
heart disease is promoted in turn by a high prevalence of
cardiovascular risk factors, particularly smoking, hypertension,
dyslipidemia, diabetes, and sedentary lifestyles (Ibrahim et al.,
2001). The death rates resulting from ischemic heart disease in
Egypt reached 21% of total deaths (World Health Organization,
2004).

Despite the high prevalence of depression in
cardiovascular populations (18.5% according to Van Melle et al.,
2006), depression often remains underdiagnosed and thus
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Introduction

undertreated due to following reasons. First, depression is often
regarded as a normal, understandable and expected reaction to
physical illness that does not require further investigation or
attention. Moreover, healthcare providers are reluctant to
communicate the diagnosis of depression to patients due to the
social stigma associated with psychiatric disorder. Second,
depression is underdiagnosed due to lack of knowledge of
healthcare providers regarding its diagnosis, screening and
treatment options (Hirschfeld et al., 1997).

Yet the diagnosis of depression in these patients is of
extreme importance as depression has a major impact on
mortality, morbidity and functional recovery in patients with
cardiovascular diseases (Carney et al., 2004). Seventeen percent
of the depressed patients had died 6 months post-infarct,
compared to only 3% of the non-depressed, a relative hazard 3.5
times higher for depressed patients compared to non-depressed
after correction for other cardiovascular risk factors (Frasure-
Smith et al., 1993). Patients who showed depressive
symptomatology in the absence of major depressive disorder did
not show an elevated mortality risk at 6 months, yet, mortality
rates were significantly higher at 12 months compared to non-
depressed patients and, at 18 months, mortality rates of patients
with depressed symptomatology did not significantly differ from
mortality rates of those diagnosed with depressive disorder
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