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Abstract

Depression is a common mental illness and Hypertension is a chronic disease. Due to negligence depression in hypertension may accelerate

the progression of cardiovascular disease. Compared to the general population, people with depression had a higher incidence of hypertension.

Aim to investigate the research on the relationship between lifestyle factors and the co-occurrence of depression and hypertension. The

database collected from such as sciencedirect, researchgate, pubmed, Scopus, and Google Scholar were searched. Control of blood pressure

may be difficult in patients with hypertension who are depressed. Screening patients with hypertension for depression is an easy and affordable

method that could lead to better results. A key factor in the management of both conditions is lifestyle choices.
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Introduction

Depression and hypertension are recognized chronic illnesses that
have a significant global impact.'? The burdens include physiological
restriction, psychological stress, and an increased risk of suicide.*
Lifestyle factors have been linked to stress, worry, and mental strain,
which can raise blood pressure and lead to other chronic diseases.’

Hypertension is termed when the blood pressure of the arteries
elevates, as the systolic blood pressure starts to rise to 130-139 mmHg
and the diastolic blood pressure rises 80-89 mmHg.® Several studies
suggest that individuals experiencing depression are at high risk for
developing hypertension, as well as being predisposed to stroke and
ischemic heart disease.”®

Although depression is a prevalent mental condition that may be
treated, doctors frequently fail to identify it when treating people
with chronic illnesses.” The National Institute of Mental Health
(NIMH) states that depression is a serious medical illness.Instead
of experiencing transitory sadness, one may experience weeks-long
feelings of being “down,” “low,” and/or “hopeless” This usually
has a detrimental effect on the patient’s mental health, which could
influence how well they adhere to the treatment plan for a chronic
illness.'

Corresponding author

Hypertension anddepression arepathophysiologically related, as both
conditions haveelevated sympathetic tone,and increased release of
cortisol and adrenocorticotropic hormone.”'! The antihypertensive
properties of dopamine and related neurotransmitters have led to
the usage of dopamine receptor agonists such as bromocriptine and
fenoldopam in the treatment of hypertension.”> Depression and/
or elevated blood pressure may result from dopamine deficiency
at specific brain locations.”” Moreover, people with hypertension
may be more susceptible to depression due to the ischemic and
cerebrovascular alterations in the brain that are induced by high blood
pressure.' Additionally, the risk of incident cardiovascular disease
and the rate at which the disease progresses are increased by both
hypertension and depression.'>'¢

Despite its widespread incidence and severity, depression frequently
goes undetected by primary care doctors, and patients rarely receive
proper treatment. This can hurt patients’ quality of life as well as
it interfere with the management and prognosis of other chronic
illnesses.”'” Therapy and prevention of hypertension may benefit from
improving patients’ psychological well-being.'®

Furthermore, several variables, including the existence of risky
behaviours (such as smoking or alcohol consumption), physical activity,
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body mass index (BMI), and other comorbid conditions (such as
dyslipidemia, diabetes, insulin resistance, and inflammation), may
complicate the relationship between blood pressure and depression."

Since the significant prevalence of both depression and hypertension,
itis critical to comprehend their interaction better.

Depression in Hypertensive

Depression in patients with hypertension is linked to worse health
outcomes, such as worse life quality more medical sources a lower
rate of treatment adherence and even a higher risk of death.*>® A
person’s inability to accomplish social and professional roles may be
a sign of depression.?® For hypertension patients who are depressed,
it is faster for their symptoms to worsen. While depression and
hypertension together may have additional negative effects on
patients’ quality of life and physical function, there is currently
insufficient evidence to support the idea that screening for depression
in hypertensive patients can improve their physical health and reduce
their clinical symptoms.***”** It has also been reported that people
with hypertension have a higher prevalence of depression, patients
receiving hypertension treatment had a three-fold increased incidence
of serious depression.”” One potential risk factor for poorly managed
blood pressure in hypertensive patients seems to be the presence of
depression.** Depression and hypertension have a similar mechanism,
therefore it makes sense to think about depression in patients who
have high blood pressure (and hypertension in patients who have
depression).>!

Autonomic Dysfunction

Autonomic dysfunction is associated with depression and common
types of cardiovascular disease (CVD),*? which may increase the risk
of adverse cardiovascular events. Depression is consequently linked to
hypertension, reduced heart rate variability, and resting tachycardia.
These factors may be the cause of the left ventricular hypertrophy,
endothelial dysfunction, and myocardial supply/demand mismatch

that are also associated with depression.**3*

Heart rate variability and autonomic balance are altered in depressive
patients, favouring an elevated sympathetic tone. The increased
cardiac morbidity and mortality rates in patients with significant
depression may be attributed to either low or high cardiovagal
activity or sympathetic activity.*® Patients with significant depression
experience malfunction in their parasympathetic nervous system as
a result of their mental state. Lower heart rate variability indices are
a reflection of changes in autonomic nervous system function that
encourage vagal withdrawal.

Neuroendocrine Imbalance

Depression is accompanied by hyperactivity of
the hypothalamic-pituitary-adrenal axis, and the resulting
hypercortisolemia may be a molecular link to chronic cardiometabolic
disorders, including cardiovascular disease.”” Elevated levels of cortisol
have been linked to prothrombotic effects, early atherosclerosis,
hypertension, and an increased risk of developing diabetes mellitus.

frequently

Inflammation

Patients who are depressed have increased levels of adhesion
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molecules, acute phase proteins, inflammatory cytokines, and tumour
necrosis factor-alpha. These factors may be linked to cardiovascular
events and hypertension.*®

Screening of Depression

The PHQ-2 was used for the initial depression screen; PHQ-9 or
other measures of depressed symptoms should be used to assess the
entire degree of depressive symptoms.* Psychosocial risk factors
that raise cardiovascular risk, such as socioeconomic status, stressful
life circumstances, social isolation, hostility/irritability, and other
psychiatric disorders, should also be evaluated for those who screen
positive for depression.*

Similar recommendations for routine screening are made by the
European Society of Cardiology for patients suffering from heart

failure.3>#42

Lifestyle Management and Treatment
1.  Stress Management

Stress is a normal response to the pressures of our constantly shifting
environment. Stress levels are directly impacted by how people
interpret both internal and external changes, even though people are

continually faced with demands and changes.***

Stress Management Strategies**’

e Attitude: Itis normal for people to desire to get excited. The mind
is a formidable tool; make the most of it.

e  Laugh: Engage in enjoyable activities, take up a hobby, hang out
with friends, and discover how to have a good balance in life.

e Avoid alcohol and smoking: This is just a band-aid solution. Once
the chemicals leave individual body, the individual will likely feel
even worse than the individual did before, irritated all over again.

®  Healthy eating: Eating a nutritious diet can help individual to
obtain the necessary nutrients. Eat at least one hot meal prepared
at home each day.

e  Sleep: Individual require at least 7 hours of sleep per night for
optimal brain and body performance. Steer clear of naps that
extend beyond an hour.

2. Dietary Management

The Dietary Approaches to Stop Hypertension (DASH) diet
was created to prevent and treat hypertension through dietary
management. The DASH diet calls for eating more fruits, vegetables,
whole grains, low-fat dairy, chicken, fish, and nuts while consuming
less red meat and sugar-sweetened foods and beverages. Compared
to the average western diet, the DASH diet usually has lower levels
of cholesterol and saturated fat and higher levels of potassium,
calcium, magnesium, dietary fibre, and protein.*® Additional blood
pressure reduction occurs when the DASH diet is combined with salt
restriction at the nationally recommended level (2300 mg/day) or at
an even lower level (1150 mg/day).

3. Weight Management

Weight loss techniques significantly improved the patients’ ability to
lower their blood pressure and/or reduce their body weight in obese
hypertension patients.*’
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Calorie burning and stress relief are two benefits of physical activity.
Exercise is one way to reduce tension. The suggested amount of
exercise is thirty minutes three times a week. To help the mind and
body relax, take a few deep breaths.’® It has been demonstrated that
increasing physical exercise improves cardiovascular outcomes and
depressed symptoms.*!

Overweight and hypertension are directly correlated, to the point that
it has been estimated that reducing obesity may remove 48% of white
people’s hypertension.*

4.  Smoking

Smoking or tobacco use continues to be one of the leading global
causes of morbidity and mortality. Smokers are exposed to at least fifty
more harmful compounds in addition to nicotine, tobacco, tar, and
carbon monoxide. Long-term cigarette smoking raises oxidative stress,
reduces nitric oxide bioavailability, induces endothelial dysfunction,

andcardiac remodeling.****

S.  Alcohol

Among populations from many different geographic regions, such
as North America, Europe, and Asia, alcohol intake is one of the
most significant modifiable risk factors for hypertension.**Even after
controlling for significant confounders including age, body mass,
smoking, exercise, and salt and potassium intake, there is typically
still a positive correlation between blood pressure and alcohol
consumption. Because research participants continuously adjust to
the depressing effects of alcohol withdrawal, it has been hypothesized
that the blood pressure-lowering benefit of a lower alcohol intake is
less pronounced in the long-term than in short-term intervention

trials.5%¢

6. Medication

Prescription medications known as antidepressants can alter the
chemistry of the brain that underlies depression.””

In the 1950s, antidepressants were developed. Subsequently, scientists
have created other variations of the medication.

There are a number of varieties (categories) of antidepressants, such
as:

e  Selective serotonin reuptake inhibitors (SSRIs). These are the
antidepressants that are prescribed the most frequently.

e  Serotonin/norepinephrine reuptake inhibitors (SNRIs).

e Tricyclic antidepressants (TCAs): due to their higher incidence
of side effects, TCAs are an older family of antidepressants that
are frequently saved for cases of anxiety and depression that do
not respond to treatment.

e  Atypical antidepressants.
e  Serotonin modulators.

e Monoamine oxidase inhibitors (MAOIs). They are the most
traditional antidepressants. Despite their great efficacy, they’re
often reserved for treatment-resistant depression and anxiety.
This is because using an MAIO necessitates changing one’s diet
to prevent hypertensive reactions brought on by interactions
with tyramine, an amino acid that can be found in foods at high
concentrations.
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N-methyl-D-aspartate (NMDA) antagonists.

1. Psychotherapy: The process of psychotherapy, often known as
talk therapy, entails speaking with a mental health specialist.
Counsellors assist in recognizing and altering negative feelings,
ideas, and actions. While there exist other forms of psychotherapy,
the most widely used one is cognitive behavioural therapy.

3. Complementary medicine: This refers to medical interventions
that can be administered in addition to conventional modern
medicine. Biofeedback, acupuncture, massage, hypnosis, and
other therapies can help people who are suffering from persistent
symptoms of mild depression or enhance their overall well-being.

4. Brain stimulation therapy: Individuals with severe depression
or depression coupled with psychosis may benefit from brain
stimulation therapy. Vagus nerve stimulation (VNS), transcranial
magnetic stimulation (TMS), and electroconvulsive therapy
(ECT) are a few forms of brain stimulation therapy.*®

Conclusion

This study included a broad overview of the treatment and
management therapies. Translational research on hypertension and
depression, which are widespread in chronic illnesses, may also shed
light on potential new therapeutic targets. Addressing psychological
and lifestyle factors, including stress, food, and weight control, may
be crucial in the treatment of depression and hypertension. To
improve blood pressure control in individuals with hypertension,
healthcare professionals should think about screening for anxiety
and depression. In addition, the management of depression and
hypertension may depend on the implementation of interventions to
address psychological lifestyle variables.
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