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Depression is a serious mental disorder that is most
commonly treated by general practitioners in the
developed world. In Sri Lanka it is poorly detected and
hardly ever treated in primary care practice, despite a
prevalence of 12.9% in primary care (1). Depression is
the commonest cause of suicide, which is the 15th cause
of death in the world and was the 2nd leading cause of
death in the age group 15-29 years, in 2012 (2); but
depression is often not seen as a disorder that needs to
be screened for in all patients. Perhaps the stigma
attached to disorders which bear the prefix ‘‘mental’’
accounts for this reluctance to accept depression as a
real disease that needs active intervention. Anything
‘‘mental’’ is under one’s will power, according Sri Lankan
lay reasoning, shared by the Sri Lankan medical
community. If suicide does not arouse any interest in the
medical community, the findings that 38.9% of those who
have suffered myocardial infarction have depression (3),
and that depression is an independent risk for mortality
in ischaemic heart disease (4), should do so. It has also
been shown that treatment of depression reduces
mortality risk after myocardial infarction by as much as
42% (5).

In this context, the scientific statement on depression
issued recently by the American Heart Association
(AHA), has an important bearing on Sri Lankan medical
practice (6). By emphasizing depression as an important
risk factor for heart disease and mortality related to heart
disease, the AHA has made a case for screening for and
treatment of depression in patients with heart disease.
After a series of studies which showed that depression
is an independent risk factor that caused higher mortality,
the AHA took action in the form of appointing a panel to
review all studies up to 2014 and to come up with
recommendations. The panel reviewed 53 studies and 4
meta analyses that had studied depression and heart
disease. There were 32 studies that reported on
depression and mortality. The review found that 21 out
32 studies reported an increase in overall mortality. 12
studies had reported on mortality specific to heart disease
and of these 8 had found a relationship with depression.
All 4 meta analyses too established a similar relationship.
The review also found that the somatic symptoms,
presence of depression after a myocardial infarction, and
a longer duration of depression resistant to treatment,
carried a higher risk. They were unable to establish the
rank relative to other risk factors for depression, since
depression appeared to influence many other risk factors
such as smoking and inactive life styles.

This panel also declared the need for more work in this
area. Some of the areas that require further study would
be whether depression is a direct risk for heart disease
and how it causes increased mortality. There is also the
possibility of a common genetic basis for diabetes
mellitus, heart disease and depression.

We in psychiatry have reason to salute the interest
shown by American Heart Association, as this is a good
omen for the future of psychiatry. Such recommendations
will lead to better integration with the rest of medicine
and promote the relevance of mental disorders among
the rest of the medical community, thus ending the
isolation that began with the separation of patients and
psychiatrists in mental asylums. More such relationships
between mental and medical disorders need to be
explored in order to promote closer integration.
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