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INTRODUCTION

Depression and coronary artery disease have a
bidirectional relationship, i.e., coronary artery disease can
cause depression and depression is an independent risk factor
for coronary artery disease and its complications; depression
may not only contribute to unhealthy lifestyle and poor
adherence to treatment, but also increases all causes of

cardiac mortality (Kuller et al., 2006) .

The World Health Organization estimates that
cardiovascular disease and depression are currently the two
most common causes of disability in high-income countries
(Sipotz et al.,2013).

CAD continues to be a major focus of clinical and
epidemiological research, where non-modifiable
cardiovascular risk factors, such as age, gender, family
history, and race, as well as modifiable risk factors, such as
hypertension, weight, smoking, sedentary lifestyle, abnormal
lipid profiles, inflammatory markers, diabetes, metabolic
syndrome, and subclinical CAD, are associated with

increased cardiovascular risk (Almdal et al., 2004).
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Despite these findings, typically measured risk factor
do not fully account for all the variation in outcomes .A
number of psychological states and traits, such as depression,
anxiety, anger, and stress, have also been implicated as
potential risk factors for CAD (Baumeister etal., 2015).

One study found that even mild symptoms of
depression can predict mortality, morbidity and poorer
clinical outcomes in those with myocardial infarction

(Lespérance et al., 2007).

Depression is associated with endothelial dysfunction,
which in turn can cause or worsen a coronary artery event.
(Davidson et al .,2006).

In CVD patients who are depressed, hyperactivity of
the noradrenergic system is one important possible
mechanism that may explain the association between
depression and CAD .Sympathetic outflow is increased in
depressed patients as compared to non-depressed patients
through negative stress effects of catecholamine on the heart,

blood vessels, and platelets (Angela et al., 2009) .

Treating depression is critical in patients with CAD

for several reasons. Reducing emotional distress in the short-




L Fntroduetion

term may improve long-term mortality in patients with CHD
(Denollet and Brutsaert., 2001).

Liaison  between  psychiatrists and  general
practitioners, where psychiatrists give advice to the general
practitioners, was helpful in reducing the depressive
symptoms of patients with CVVD (Gilbody et al., 2007).

Consequently, treating depression in the context of
CVD is important. There are many benefits associated with
treating depression including improved quality of life,
improved adherence to other therapies and, potentially,
improved CVD outcomes (Gulliksson et al., 2011; Goldstein
.,2013).
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AM OF THE WORK

The prevalence of Depression in Egyptian patients
with documented CAD (post primary PCI) undergoing
cardiac rehabilitation program. And describe the demographic
and clinical characteristics of the patients attending the
Cardiac Rehabilitation Clinic - Ain Shams hospital as out

patients.




Chapter (1) Myocardial infaretion (MF)

Chapter (1)
Myocardial Infarction (MI)

The definition of MI requires cardiac myocyte
necrosis with an increase and/or a decrease in plasma of
cardiac troponin (cTn). At least one cTn measurement should
be greater than the 99th percentile normal reference limit
during: (1) symptoms of myocardial ischemia; (2) new (or
presumably new) significant ECG ST-segment/T-wave
changes or left bundle branch block; (3) the development of
pathological electrocardiographic (ECG) Q waves; (4) new
loss of viable myocardium or regional wall motion
abnormality identified by an imaging procedure; or (5)
identification of intracoronary thrombus by angiography or
autopsy (Alpert et al., 2012)

Types of Ml

The Joint ESC/ACCF/AHA/WHF Task Force further
classified Ml into 5 types on cause (Jaffe., 2013)

e Type 1 (spontaneous MI): Related to atherosclerotic
plaque rupture, ulceration, fissuring, erosion, or dissection

with intraluminal thrombus in one or more of the coronary
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arteries, leading to decreased myocardial blood flow or
distal platelet emboli and thereby resulting in myocyte
necrosis. The patient may or may not have underlying

obstructive coronary artery disease (CAD).

e Type 2 (Ml secondary to an ischemic imbalance): Ml
consequent to increased oxygen demand or a decreased
supply (eg, coronary endothelial dysfunction, coronary
artery spasm, coronary artery embolus, tachyarrhythmia/
Brady arrhythmias, anemia, respiratory failure,

hypertension, or hypotension).

e Type 3 (MI resulting in death when biomarker values
are unavailable): Sudden, unexpected cardiac death
before blood samples for biomarkers could be drawn or

before their appearance in the circulation.

e Type 4a (Ml related to percutaneous coronary
intervention [PCI]): Elevation of biomarker values (cTn
is preferred) to more than 5 times in patients with normal
baseline values or a rise of values over 20% if the baseline
values are elevated but stable or falling. In addition, any of
the following are required: (1) symptoms suggestive of
myocardial ischemia; (2) new ischemic ECG changes or

new BBB; (3) angiographic loss of patency of a major
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