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Abstract: Depression and Clinical Anxiety predict a worse prognosis for Cardiovascular Disease (CVD). Recent studies 
warn of high rates of clinical depression and anxiety in patients with CVD. The reported percentages range over a wide 
range. In order to provide new data on the prevalence of Depression and Clinical Anxiety in CVD, the psychological state 
of 70 Argentine adults attending a Cardiovascular Rehabilitation Program was surveyed. Two psychological scales were 
administered: the Beck Anxiety Inventory and the Beck Depression Inventory II. It was observed a 17.1% of participants 
with probable Major Depressive Disorder and a 27.1% with probable Clinical Anxiety. The results of the current study are 
in accordance with the percentages reported by previous studies. A significant number of patients presented comorbidity 
between Clinical Depression and Anxiety. No differences were found by gender. It is recommended that health 
professionals take into consideration the high prevalence of Clinical Depression and Anxiety in patients with CVD. 
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1. INTRODUCTION 

1.1. Cardiovascular Disease and Negative Emotions 

Cardiovascular Disease (CVD) is the main cause of 
death in the world. In 2013 almost a third of all deaths 
in the world were consequences of the CVD [1]. CVD is 
the result of the expression of a series of traditional risk 
factors, among them, diabetes, hypertension, 
hypercholesterolemia, smoking and obesity [2]. In the 
past decades there has been an increase in the 
interest on non traditional cardiovascular risk factors, 
assigning special importance to emotions. We must to 
remember that emotions are an ensemble of 
psychophysiological reaction of an experience during 
relevant situations from the adaptative point of view, for 
example menace episodes, changes, lost, success or 
harm [3]. Emotions are classified in two big groups, the 
positive and negative emotions, among these last 
ones, the reaction of anger, fear, anxiety, sadness and 
depression. Negative emotions are reactions which are 
characterized by an unpleasant affective experience 
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that have high physiological activation [4]. It is 
important to clarify that even though negative emotions 
play an adaptative role, their imbalance, can result in 
psychopathology, for example the Depression and 
Clinical Anxiety. Additionally, Depression and Clinical 
Anxiety have an impact on the CVD favoring not only 
the outbreak of the first cardiac event [5, 6], but also 
causing a worst evolution of the CVD [7-9], in an 
independent way to the traditional cardiovascular risk 
factors. 

2. Prevalence of Depression in the CVD 

Depression or Major Depressive Disorder (MDD) is 
a mental disorder characterized, among other 
manifestations, by a noticeable decrease mood, loss of 
ability to feel pleasure, sleep problems, lack of 
concentration, eating disorders, psychomotor agitation 
or psychomotor slowness, feelings of despair, 
culpability and/or thoughts about death [10]. It is 
estimated that the patient with CVD is especially 
vulnerable to Depression. It was informed that between 
the 17% and 27% of the patients with Coronary Artery 
Disease (CAD) suffer MDD, and that an even larger 
percentage, show subsyndromal symptomatic 
depression [11]. A systematic review [12] informed that 



72      Journal of Psychology and Psychotherapy Research,  2017   Vol. 4,   No. 2 Martino et al. 

the 19.8% of the patients with Acute Myocardial 
Infarction (AMI) show MDD criteria (1 of every 5 
patients), this has been shown after being evaluated 
through structured interviews, while the prevalence of 
significative depressive symptoms rise up to 31.3% 
(considering values ≥ 10 points in Beck’s Depression 
Inventory). As seen, the Depression can be three times 
more frequent in patients who have experienced AMI in 
comparison with the general population [12]. At the 
same time, estimations of Depression in hospitalized 
patients for unstable angina, angioplasty, bypass 
surgery and valve surgery, are similar to patients with 
AMI, showing slightly elevated levels in patients with 
Congestive Heart Failure diagnosis [13, 14]. 

1.3. Prevalence of Clinical Anxiety in the CVD 

Clinical anxiety (or Anxiety disorder) is 
characterized by the presence of exacerbated fear, and 
a state of apprehension and concern that can seriously 
limit the daily life. Among the people with CVD, the 
Clinical Anxiety is common, even more than 
Depression [15]. Around a 20% of the patients with 
CAD present some Anxiety Disorder [16-19], being the 
generalized Anxiety Disorder the most frequent one, 
with a prevalence of even 12% [20]. At the same time, 
in those studies where it was informed the presence of 
anxiety symptoms with some degree of clinical 
relevance through self-report questionnaires, the 
values of prevalence climbed considerably. For 
example, 40% of the patients who suffer AMI, showed 
relevant anxiety symptoms [21], while among the 
patients with heart failure, those values can raise even 
to a higher percentage [22]. 

1.4. Depression and Clinical Anxiety in CVD. 
Differences between genders 

The prevalence of Depression and Clinical Anxiety 
change regarding the gender. In regard, women show 
higher risk of Depression than men in a 2:1 proportion 
[23, 24], as well as a higher risk in Anxiety Disorders in 
any of its varieties, such as Generalized Anxiety 
Disorder, Social Phobia, Posttraumatic Stress Disorder, 
Specific Phobias, Panic Disorder and Obsessive 
Compulsive Disorder [25]. These differences among 
sexes endure in CVD patients.  

Is important to explore gender differences in Clinical 
Depression and Anxiety after AMI, because we know 
previously that women would constitute a significant 
risk group. A meta analysis reported that the 
prevalence of MDD in the CVD is two times higher 
among female patients than among men [26]. At the 

same time, in regard to coronary event women show 
more anxiety than men [15]. As we can see, some 
researchers report that women are more anxious and 
depressed after an AMI, but other studies, could not 
find gender differences in Depression and Post AMI 
Anxiety.  

The main objective of the present study consists in 
identify the prevalence of Depression and Clinical 
Anxiety in patients with CVD, with the intention of 
provide precision to the extensive and diffuse range of 
previously reported percentages.  

As a secondary objective, it was to study 
differences of Depression and Clinical Anxiety between 
both  sexes. 

2. MATERIALS AND METHODS 
2.1. Design 

Descriptive and cross-sectional study. 

2.2. Sample 

The sample was formed by 70 adults of both sexes 
with CVD diagnosis, attendants of Cardiovascular 
Rehabilitation Program, University Hospital Favaloro 
Foundation, city of Buenos Aires, Argentina. 

2.3. Evaluation Tools 

2.3.1. Beck Depression Inventory - BDI II [27, 28] 

BDI II is a tool of self report, which offers a 
measurement of the presence and severity of 
depression. It is formed by 21 indicative items of 
depression symptoms such as sadness, pleasure loss, 
failure feelings, guilt, crying, thought or desire of 
suicide and pessimism. These symptoms match the 
diagnostic criteria for the Depressive Disorders 
gathered up in the DSM-IV and ICD-10. Each item offer 
an answer options of Lickert scale of 4 points regarding 
the severity symptoms; being 0 a “depression 
absence”, 1 a “mild depression”, 2= “moderate 
depression” and 3= “severe depression”. The final 
punctuation oscillates between a minimum of 0 and a 
maximum of 63 points. It is considered the higher 
punctuation as an indicative of higher depression. For 
its interpretation regarding gravity levels, it has been 
considered the cut off-point recommended by Sanz, 
Gutierrez, Gesteira and García-Vera [29]: from 0 to 13 
points –minimum depression- ; from 14 to 18 -mild 
depression-; from 19 to 27 points -moderate 
depression-; and from 28 to 63 points  –severe 
depression-. As an instrument of screening for the 
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detection of possible MDD, it has been suggested 
values equal or higher to 18 [30]. The test presents 
good internal consistency, showing a alpha coefficient 
of 0,87 and appropriate validity rates [28]. 

2.3.2. Beck Anxiety Inventory - BAI [31; 32] 

BAI is an instrument of self report which offers a 
measure of the presence and severity of anxiety. It is 
formed by 21 indicative items of anxiety symptoms 
(such as shivering, nervousness, distress feelings, 
tachycardia, digestive pain and fear of losing control). 
Each item offers four options of answers in Lickert 
format in regard the severity of the symptoms, 
corresponding punctuation 0 to “minimum anxiety”, 1 to 
“mild anxiety”, 2 to “moderate anxiety” and 3 to “severe 
anxiety”. The severity of anxiety depends of the total 
score of the addition of each item which forms de 
inventory. The final punctuation oscillates between a 
minimum of 0 and a maximum of 63 points. The higher 
punctuation represents higher anxiety level. For its 
interpretation as a qualitative variable it has been 
suggested the values of the original manual [31], 
assumed in the subsequent Spanish adaptation [32], 
for which from 0 to 7 points is indicative of a minimum 
level of anxiety; from 8 to 15 points (mild anxiety), from 
16 to 25 points (moderate anxiety) and from 26 to 63 
points (severe anxiety). At the same time, the BAI can 
be useful as an instrument of screening for the 
identification of persons with probable Anxiety 
Disorder, which are people with clinical Anxiety. For 
that it is suggested a punctuation equal or higher to 12 
as indicative of Anxiety Disorder. The diagnostic 
performance tests report that this cut-off point predicts 
up to 81% de presence of Anxiety Disorders [33]. The 
tests have a high internal consistence and good rates 
of validation in clinical samples as well as in non 
clinical ones [32]. 

2.4. Procedure for the Recollection of Data 

During 2013 and 2014 coronary patients which 
assisted the Cardiovascular Rehabilitation Program 

University Hospital Favaloro Foundation were 
contacted. After joining the program, each patient was 
interviewed and asked for their voluntary participation 
in the investigation. The characteristics of the study 
were explained as well as the implication of their 
involvement in it. After informing the consent, two 
psychological scales were administrated: the BAI and 
the BDI II. On the other hand, through the access to 
clinical records, it was found information of 
sociodemographic variables and of traditional 
cardiovascular risk factors.  

2.5. Data Analysis 

The data was filled and processed through a 
computerized program. It was obtained the statistical 
descriptive for the sociodemographic (sex and age) 
variables, traditional cardiovascular risk factors, 
depression and anxiety. In regard to the quantitative 
variables it were obtained scales of central tendencies 
and dispersion, while for the qualitative variables 
(categorical) it were obtain percentages and 
frequencies. With the intent of defining the differences 
of Depression and Clinical Anxiety prevalence for each 
sex, there were applied mean comparisons. For which, 
it was analyzed the normality distribution of the 
punctuation of the BAI and BDI II in men and women. 
Considering that the punctuations were not normally 
distributed, it was chosen to compare medians through 
the application of a non parametric test (Mann Whitney 
U test). At the same time there were analyzed possible 
associations between Depression and Clinical Anxiety 
through contingency tables and chi squared tests. The 
level of significance was defined in a value of <0.05  

3. RESULTS 

In the Table 1 can be seen the descriptive statistical 
for age, sex, and presence or absence of arterial 
hypertension, dyslipidemia, smoking and diabetes.  

Table 1: Characteristics of the Sample. Sociodemographic Variables and Traditional Cardiovascular Risk Factors 

Gender AH DSL SMK DBT 
 

women men 
Age 

No Yes No Yes No Yes No Yes 

% 15.7 84.3  45.7 54.3 41.4 58.6 97.1  2.9 78.6 21.4 

Mean   60.1         

SD   10.1         

AH=Arterial Hypertension;  
DSL=Dyslipidemia;  
SMK=Smoking;  
DBT=Diabetes. 
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In the Table 2 are shown the raw scores of BDI II 
and of BAI, as well as their severity levels. Furthermore 
it can be seen the percentages depending on the cut-
off point compatibles with Depression (BDI II ≥18) and 
Clinical Anxiety (BAI ≥ 12). 

Regarding Table 3, the presence of Depression in 
the CVD, would correspond with the presence of 
Clinical Anxiety. In the Table 4 be confirm a significant 
association between Depression and Clinical Anxiety. 

As can be seen in Table 5, no differences were 
found in the scores of Depression and Anxiety between 
women and men.  

Table 5: Mann Whitney U Test. Comparison of Raw 
Scores of Depression and Anxiety in Patients 
with CVD by Gender 

 Depression Anxiety 

U de Mann-Whitney 322,000 226,000 

W de Wilcoxon 388,000 1996,000 

Z -0.040 -1,596 

Asymptotic Significance 
(bilateral) 0.968 0.111 

a Grouping variable: Gender. 

 

Table 2: Beck Depression Inventory and Beck Anxiety Inventory in Patients with CVD 

 % Mean SD Minimum Maximum 

BDI II Raw Score  8.53 7.15  0 30 

 Minimum  75.7%     

 Mild  12.9%     

 Moderated 10%     

 Severe  1.4%     

≥18 points 17.1%     

BAI Raw Score  8.49 9.25  0  43 

 Minimum 58.6%     

 Mild 
 Moderated 

 Severe 

21.4% 
12.9% 
7.1% 

    

≥12 points  27.1%     

 
Table 3: Clinical Depression and Anxiety. Contingency Table 

 Depression  

 Without Depression With Depression Total 

Anxiety Without Clinical Anxiety 47 4 51 

 With Clinical Anxiety 11 8 19 

    Total 58 12 70 

 
Table 4: Association between Depression and Clinical Anxiety. Chi-Squared Tests 

 Value gl 
Asymptotic 
Significance 

(Bilateral) 

Exact 
Significance 

(Bilateral) 
Exact Sig. 
(Unilateral) 

Chi-squared de Pearson 11.440(b) 1 0.001   

Correction for continuity  9.155 1 0.002   

Reason for verosimilitude 10.234 1 0.001   

Exact statistics of Fisher    0.002 0.002 

Linear association by linear 11.277 1 0.001   

Number of valid cases 70     

a Calculated only for a table of 2x2. 
b 1 boxes (25.0%) have an expected frequency of less than 5. The minimum expected frequency is 3.26. 
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4. DISCUSSIONS 

We have strong evidence that Depression and 
Clinical Anxiety contribute to CVD in different ways, but 
their important role in the prevention, diagnosis and 
treatment is often underestimated or ignored, despite 
that paradoxically having effective psychopharma-
cological and behavioral treatments for these 
conditions. In this context, it is important to have 
actualized and more precise data about the prevalence 
in Depression and Clinical Anxiety in such kind of 
patients. 

Regarding Depression, is important to remind that 
its prevalence in the CVD was previously informed 
within a large oscillating rank between the 17% and the 
30% [11-14]. In the present work, the 17.1% of the 
CVD patients showed Depression scores compatible 
with the MDD. We define as probable presence of 
MDD, the obtainment of equal or superior scores to 18 
points of the BDI II, according to the recommendations 
of Sanz, Navarro and Vazquez [30]. When comparing 
the obtained Depression percentages in the actual 
study (17.1%) with the obtained results by previous 
investigations, our prevalence values are located in the 
expected rank of variability (between the 17% and the 
30%), to be more exact in its inferior limit. If we 
compare our data with works that have also used the 
BDI II, it is shown a considerable difference. Following 
the systematic revision of Thombs [12] those works 
that adopted the BDI II, obtained a 31.3% of 
Depression. These values are superior to our results. 
We propose that the main difference lies in the fact that 
these studies were focused in the detection of 
depressive symptoms with some minimum degree of 
clinical relevance (values ≥ to the 10 point of Beck). On 
the other hand, our cut-off point was of ≥ 18 points of 
Beck, increasing the probability of measuring MDD. 
Precisely the differences in the cut-off point of Beck 
between the actual work and previous studies would 
help to understand the different Depression prevalence 
informed. 

On the other hand, it is well known that women 
show more Depression and Clinical Anxiety than men 
[23, 24]. That asymmetry, would maintain in the CVD, 
suggesting as well a higher presence of MDD and 
Anxiety Disorders in women in regard to men [15, 26]. 
Nevertheless, the results of our study didn’t show 
differences regarding sexes.  

We will first take into account that the sample 
women low percentage (15,7%; n=11) could be 
masking the differences reported by previous studies, 

but is needed to consider other possibilities that are 
intervening.  

The two main findings of this article are the high 
prevalence of Depression and Anxiety, and the loss of 
the asymmetry observed in women with CVD 
prevalence. 

In order to explain the possible origins for both 
situations, is useful to consider two DSM V categories 
[34]. Both psychological conditions would be framed in 
the "Depressive Disorder Due to Another Medical 
Condition" or Anxiety Disorder Due to Another Medical 
Condition” categories.  

This diagnosis describes a significant disturbance in 
the mood or anxiety directly related to a medical 
condition capable of producing those, as long as the 
symptoms are not included in other categories of Mood 
or Anxiety Disorders. In this case, the 
psychopathological symptoms would be result of the 
physiological effects of the CVD itself, like the cerebral 
or physical (neuroendocrine, metabolic, symphatetic, or 
immune) dysregulation that accompany some cardiac 
pathologies, especially cerebrovascular diseases.  

Another possibility to consider is that Depression 
and Anxiety in patients with CVD falls in "Adjustment 
Disorder" DSM V category. In the Adajustment 
Disorders the emotional and / or behavioral symptoms 
emerge in response to an identifiable psychological 
stressor, and this deserves a mention in the context of 
CVD. The symptoms must be developed within 3 
months after the onset of the stress factors and must 
be resolved within 6 months of the termination of the 
stressor. Here, the stress triggered by the cardiac 
event would be responsible for depression and anxiety 
in this population. 

Returning to the data collected in the present study, 
it has been shown a high correspondence between 
Depression and Anxiety, that is, both mental sufferings 
be present at the same time. This comorbidity is no 
surprise, since it has been hugely documented in 
scientific literature, but our results contribute to the 
confirmation of comorbidity between Depression and 
the Clinical Anxiety in population with CVD. 

As for methodological limitations of the study, its 
worth to clarify that the BAI and BDI II did not were 
designed for the diagnosis of Anxiety Disorders and 
MDD. However, the information provided by the 
referred instruments, can help to identify Anxiety 
Disorders and/or MDD, although with posterior 
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diagnosis confirmation through structured interviews. 
Definitely, it must be clear that the percentages of 
Depression and Clinical Anxiety prevalence informed in 
the present investigation, are the result of a screening 
and not from strict clinical procedures. 

CONCLUSIONS 

Depression and the Clinical Anxiety are frequent 
mental diseases in patients with CVD. However, the 
percentages of the prevalence are not clear, since in 
previous studies the values oscillate within a wide 
range. After administrating two psychological scales to 
individuals with CVD, we have detected a 27,1% of 
participants with probable Clinical Anxiety and a 17.1% 
of participants with probable Major Depressive 
Disorder. Depression y Clinical Anxiety were presented 
in comorbidity. Other important issue is the prevalence 
of these psychopathologies in women with CVD, 
because we haven’t find differences between both 
sexes. It is suggested to the health professionals 
involved in the CVD treatment to be careful of the 
emotional state of their patients. 

ACKNOWLEDGEMENTS 

We would like to express our gratitude to the 
Cardiac Rehabilitation Service of the Favaloro 
Foundation. Without their collaboration the present 
study would not have been possible. 

REFERENCES 
[1] American Psychiatric Association. Diagnostic and statistic 

manual of mental disorders: DSM IV-TR (4th edition). 
Barcelona: MASSON 2002. 

[2] American Psychiatric Association. Diagnostic and statistical 
manual of mental disorders (5th ed.). Arlington, VA: 
American Psychiatric Publishing 2013. 

[3] Beck AT and Steer RA. Manual for the Beck Anxiety 
Inventory. San Antonio, TX: The Psychological Corporation 
1993. 

[4] Beck AT and Steer RA. Manual for the Beck Anxiety 
Inventory (Spanish adaption of Sanz J.). Madrid: Pearson 
Education 2011. 

[5] Beck AT, Steer RA and Brown GK. Manual for the Beck 
Depression Inventory–II. San Antonio, TX: Psychological 
Corporation 1996. 

[6] Cano-Vindel A and Miguel-Tobal JJ. Emociones y salud. 
Estrés y ansiedad 2001; 7(2-3): 111-121.  

[7] Easton K, Coventry P, Lovell K, Carter L and Deaton Ch. 
Prevalence and measurement of anxiety in samples of 
patients with heart failure. J Cardiovasc Nurs 2016; 31(4): 
367-379. 
https://doi.org/10.1097/JCN.0000000000000265 

[8] Frasure-Smith N and Lespérance F. Recent evidence linking 
coronary heart disease and depression. Can J Psychiatry 
2006; 51: 730-737. doi: 10.1177 / 070674370605101202 

[9] Frasure-Smith N and Lespérance F. Depression and anxiety 
as predictors of 2-year cardiac events in patients with stable 

coronary artery disease. Arch Gen Psychiatry 2008; 65: 62-
71. doi: 10.1001 / archgenpsychiatry.2007.4. 

[10] Frasure-Smith N, Lesperance F and Talajic M. Depression 
and 18-month prognosis after myocardial infarction. 
Circulation 1995; 91(4): 999-1005. 
https://doi.org/10.1161/01.CIR.91.4.999 

[11] Global Burden of Disease Study. Mortality and causes of 
death collaborators (2015). Global, regional, and national 
age–sex specific all-cause and cause-specific mortality for 
240 causes of death, 1990-2013: a systematic analysis for 
the Global Burden of Disease Study 2013; 385: 117-71. 

[12] Kessler RC. Epidemiology of women and depression. J 
Affect Disord 2003; 74: 5-13. 
https://doi.org/10.1016/S0165-0327(02)00426-3 

[13] Kuehner C. Gender differences in unipolar depression: an 
update of epidemiological findings and possible explanations. 
Acta Psychiatr Scand 2003; 108(3): 163-74. 
https://doi.org/10.1034/j.1600-0447.2003.00204.x 

[14] Lane D, Carroll D, Ring C, Beevers D and Lip G. The 
prevalence and persistence of depression and anxiety 
following myocardial infarction. Br J Health Psychol 2002; 
7(1): 11-21. 
https://doi.org/10.1348/135910702169321 

[15] Lesperance MD, Frasure-Smith N, Talajic M and Bourassa 
MG. Five-year risk of cardiac mortality in relation to initial 
severity and one-year changes in depression symptoms after 
myocardial infarction. Circulation 2002; 105: 1049-1053. 
https://doi.org/10.1161/hc0902.104707 

[16] Li C, Ford E, Mokdad A, Balluz L, Brown D, et al. Clustering 
of cardiovascular disease risk factors and health-related 
quality of life among US adults. Value in Health 2008; 11(4): 
689-699. 
https://doi.org/10.1111/j.1524-4733.2007.00307.x 

[17] Martens EJ, de Jonge P, Na B, Cohen BE, Lett H, et al. 
Scared to death? Generalized anxiety disorder and 
cardiovascular events in patients with stable coronary heart 
disease: The Heart and Soul Study. Arch Gen Psychiatry 
2010; 67: 750-758. 
https://doi.org/10.1001/archgenpsychiatry.2010.74 

[18] Moser D. The Rust of life: Impact of anxiety on cardiac 
patients. Am J Crit Care 2007; 16(4): 361-369. 

[19] Parker GB, Owen CA, Brotchie HL and Hyett MP. The impact 
of differing anxiety disorders on outcome following an acute 
coronary syndrome: time to start worrying? Depress Anxiety 
2010; 27(3): 302-309. 
https://doi.org/10.1002/da.20602 

[20] Pigott TA. Anxiety disorders in women. Psychiatr Clin North 
Am 2003; 26(3): 621-72. 
https://doi.org/10.1016/S0193-953X(03)00040-6 

[21] Piqueras-Rodriguez JA, Ramos-Linares V, Martinez-
Gonzalez AE and Oblitas-Guadalupe LA. Emociones 
negativas y su impacto en la salud mental y física. Suma 
Psicológica 2009; 16(2): 85-112. 

[22] Roest AM, Martens EJ, de Jonge P and Denollet J. Anxiety 
and risk ofincident coronary heart disease: a meta-analysis. J 
Am Coll Cardiol 2010; 56(1): 38-46. 
https://doi.org/10.1016/j.jacc.2010.03.034 

[23] Roest AM, Martens EJ, Denollet J and de Jonge P. 
Prognostic association of anxiety post myocardial infarction 
with mortality and new cardiac events: A meta-analysis. 
Psychosom Med 2010; 72: 563-569. 
https://doi.org/10.1097/PSY.0b013e3181dbff97 

[24] Roest AM, Zuidersma M and de Jonge P. Myocardial 
infarction and generalized anxiety disorder: 10-year follow-
up. Br J Psychiatry 2012; 200(4): 324-329. 
https://doi.org/10.1192/bjp.bp.111.103549 

[25] Rudisch B and Nemeroff ChB. Epidemiology of comorbid 
coronary artery diseases and depression. Biological 
Psychiatry 2003; 54(3): 227-40. 
https://doi.org/10.1016/S0006-3223(03)00587-0 



Prevalence of Depression and Clinical Anxiety in Patients Journal of Psychology and Psychotherapy Research,  2017   Vol. 4,   No. 2     77 

[26] Rugulies R. Depression as a predictor for coronary heart 
disease. A review and meta-nalysis.Am J Prev Med 2002; 
23(1): 51-61. 
https://doi.org/10.1016/S0749-3797(02)00439-7 

[27] Rutledge T, Reis VA, Linke SE, Greenberg BH and Mills PJ. 
Depression in heart failure a meta-analytic review of 
prevalence, intervention effects, and associations with 
clinical outcomes. J Am Coll Cardiol 2006; 48: 1527-1537. 
https://doi.org/10.1016/j.jacc.2006.06.055 

[28] Sanz J. Recomendaciones para la utilización de la 
adaptación espa-ola del Inventario de Ansiedad de Beck 
(BAI) en la práctica clínica. CLÍNICA Y SALUD 2014; 25(1): 
39-48. 
https://doi.org/10.1016/S1130-5274(14)70025-8 

[29] Sanz J, Gutiérrez S, Gesteira C and García-Vera MP. 
Criterios y baremos para interpretar el "Inventario de 
depresión de Beck II" (BDI II). BEHAVIORAL 
PSYCHOLOGY/PSICOLOGÍA CONDUCTUAL 2014; 22(1): 
37-59. 

 
 

[30] Sanz J, Navarro ME and Vázquez C. Adaptación espa-ola 
del Inventario para la Depresión de Beck-II (BDI-II): 1. 
Propiedades psicométricas en estudiantes universitarios. 
Análisis y notificación de conducta 2003; 29: 239-288. 

[31] Sanz J, Perdigón A and Vázquez C. Adaptación espa-ola del 
Inventario para la Depression de Beck-II (BDI-II): 2. 
Propiedades psicométricas en población general. Clínica y 
Salud 2003; 14: 249-280. 

[32] Shanmugasegaram S, Russell KL, Kovacs AH, Stewart DE 
and Gracia SL. Gender and sex differences in prevalence of 
major depression in coronary artery disease patients: A 
meta-analysis. Maturitas 2012; 73(4): 305-11. 
https://doi.org/10.1016/j.maturitas.2012.09.005 

[33] Thombs BD, Bass EB, Ford DE, Stewart KJ, Tsilidis KK, et 
al. Prevalence of Depression in survivors of Acute Myocardial 
Infarction. J Gen Int Med 2006; 21(1): 30-38. 
https://doi.org/10.1111/j.1525-1497.2005.00269.x 

[34] Tully PJ and Penninx BW. Depression and anxiety among 
coronary heart disease patients: Can affect dimensions and 
theory inform diagnostic disorder-based screening? J Clin 
Psychol 2012; 68(4): 448-61. doi: 10.1002 / jclp.21828 

 
Received on 06-06-2017 Accepted on 20-08-2017 Published on 31-12-2017 

 
DOI: https://doi.org/10.12974/2313-1047.2017.04.02.2 

© 2017 Martino, et al.; Licensee Savvy Science Publisher. 
This is an open access article licensed under the terms of the Creative Commons Attribution Non-Commercial License 
(http://creativecommons.org/licenses/by-nc/3.0/) which permits unrestricted, non-commercial use, distribution and reproduction in 
any medium, provided the work is properly cited. 
 


