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Abstract: There is increasing awareness of the impact of post-traumatic stress disorder
(PTSD) on physical health, particularly cardiovascular disease. We review the literature on
the role of trauma in the development of cardiovascular risk factors and disease, aftermath
of a cardiac event, and risk for recurrence in cardiac patients. We explore possible
mechanisms to explain these relationships, as well as appropriate assessment and treatment
strategies for this population. Our main conclusion is that screening and referral for
appropriate treatments are important given the high prevalence rates of PTSD in cardiac
populations and the associated impact on morbidity and mortality.
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1. Introduction
Post-traumatic stress disorder (PTSD) is a common psychiatric disorder that can affect individuals
who experience or witness a life-threatening or violent event. Individuals with PTSD experience a
number of distressing symptoms that fall into three main categories: (1) re-experiencing symptoms
such as intrusive thoughts, nightmares or flashbacks; (2) avoiding stimuli or reminders of the event;
and (3) physiological arousal (e.g., hypervigilence, exaggerated startle response). The estimated lifetime
prevalence rate is 4.4% for developed nations [1], however, the Diagnostic and Statistical Manual of
Mental Disorders-5th edition (DSM-5, 2013) reported lifetime prevalence for the United States (US) to
be 8.7%.
Understandably, research on PTSD has focused on psychiatric symptoms, with less emphasis on the
relationship between PTSD and physical functioning. However, there is increasing awareness of the
impact of PTSD on physical health, in particular, cardiovascular disease (CVD). In fact, a US national
epidemiologic survey with almost 35,000 participants revealed that respondents with PTSD were more
likely than non-traumatized respondents to report diagnoses of diabetes mellitus, liver disease, stomach
ulcer, gastritis, HIV, arthritis, angina pectoris, tachycardia, hypercholesterolemia, and other heart
diseases [2]. The risk of developing cardiovascular risk factors (e.g., hypertension, cardiac hyper
reactivity) and coronary artery disease in patients with PTSD has also been established of late [3–5].
For example, a recent meta-analysis [4] showed that PTSD is associated with a 55% increase in risk
for heart disease or cardiac-specific mortality; this relationship remained significant after adjustment
for numerous clinical, demographic, and psychosocial factors, including depression.
As survival rates from myocardial infarction (MI) and cardiac arrest (CA) have increased with
advanced medical technology both in the community (e.g., automated external defibrillator) and
in-hospital [6,7], more people are living to remember these life-threatening events. As a result, the
relationship between cardiac events and subsequent traumatic symptoms is also coming into light [8].
These patients may be prone to develop re-experiencing (e.g., recalling the cardiac event or
defibrillator shocks, dreams of cardiac arrest, flashbacks of medical interventions and surgical
procedures), avoidance (e.g., avoid reminders of the cardiac event such as the location of the event, the
hospital, medication, situations in which heart rate increases such as exercise or sexual activity), and
arousal symptoms (e.g., preoccupation with heart rate or chest pain; insomnia).
Prevalence rates of PTSD vary across cardiac populations: 4%–24% of patients who experience
acute coronary syndrome [8–12], approximately 20% of patients with implantable cardioverter
defibrillators (ICDs; [13]), and 19%–38% of those who suffer a cardiac arrest reported clinically
significant symptoms of post-traumatic stress [8,13,14]. Overall, prevalence rates tend to attenuate
somewhat with time. For example, 24% of MI patients in one investigation met criteria for PTSD in
the first month post-MI and, albeit double the national average, only 15% continued to report these
symptoms at 9 months [12]. Unfortunately, the risk of recurrent acute coronary syndrome (i.e., heart
attack or angina) is double for patients who develop PTSD, as compared to those without this diagnosis [9].
Clearly, the relationship between trauma and cardiovascular disease is complex, both in the
development of CVD and its management. The remainder of this paper consists of a review of the
literature concerning the role of trauma in the development of cardiovascular risk factors and disease,
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aftermath of a cardiac event, risk for recurrence in cardiac patients, possible mechanisms explaining
these relationships, and appropriate assessment and treatment strategies for this population.
2. Trauma and PTSD Increase the Risk of CVD Development
As noted above, a history of PTSD has been associated with risk factors for CVD including
hypertension, dyslipidemia, obesity, and diabetes in veterans and endothelial dysfunction and systemic
inflammation civilian populations [15–17]. Coronary artery calcium (related to atherosclerosis), in
veterans without known coronary artery disease, is also more prevalent among those with PTSD as
compared to non-PTSD patients across all cardiovascular risk categories as measured by the
Framingham risk score [18]. Findings from these and other cross-sectional studies have now been
replicated in prospective studies [19–21], allowing for more causal inferences. For example, data from
the World Trade Center Registry (N = 39,324) revealed that adults exposed to the 9/11 terrorist attack
who developed PTSD had increased risk for heart disease 3 years, on average, after the disaster
(HR = 1.68; 95% CI 1.33-2.1; [20]). Even more compelling was a prospective study that followed
Vietnam-era veteran twins (N = 281 pairs) for a median of 13 years [22]. The incidence of heart
disease was more than double in twins with (22.6%) than those without PTSD (8.9%). Results
remained robust even when analyses were adjusted for lifestyle factors, other CVD risk factors, and
major depression. Objective measures (i.e., cardiac positron emission tomography) provided additional
proof of the reduced cardiac function in the PTSD vs. non-PTSD cohort [22]. Finally, a meta-analysis
of six prospective studies investigating the relationship between PTSD and cardiac disease, including
patients free of CVD at baseline, concluded that PTSD is independently associated with increased risk
for incident CVD without (HR = 1.55; 95% CI 1.34-1.79) and with adjustment for depression
(HR = 1.27; 95% CI 1.08-1.49; [4]). Additional studies supporting the link between PTSD and CVD
continue to be published [23,24].
In addition, a dose-response relationship appears to exist such that those with higher levels of
distress are at considerably greater risk of cardiotoxic effects [21,25]. For example, one prospective
study with 1059 women revealed that those with 5 or more symptoms of PTSD were at 3.21 times the
risk of incident coronary heart disease compared to those with no symptoms [26]. Similar results were
found in 15-year follow-up study of veterans with no history of heart disease at baseline: A 5-point
increase in trauma symptoms was associated with a 20% increase in mortality risk (Boscarino, 2008) [19].
Similarly, Kubzansky and colleagues [25] reported that for each standard deviation increase on the
Mississippi Scale for Combat-Related PTSD, the age-adjusted relative risk for all CVD outcomes (e.g.,
MI, angina) in a cohort of men who served in the military was 1.2 (95 CI 1.05-1.51). Finally, a large
population sample that included over 3000 US adults (2% diagnosed with PTSD and 53% had trauma
symptoms but not PTSD) revealed that those with trauma experiences were at increased risk of angina
and heart failure; the PTSD group’s risk doubled (angina; OR = 2.4) and tripled (heart failure;
OR = 3.4) that of the non-traumatized group [27].
3. PTSD in the Aftermath of a Cardiac Event
Anxiety is a normal response following a major cardiac event (e.g., heart attack, bypass surgery).
However, in its extreme form of PTSD, significant distress, poor function, and detrimental outcomes
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may occur. As outlined above, the rates of PTSD across cardiac populations vary, but clearly surpass
those of the general population. Although studied to a lesser degree than PTSD related to the
development of CVD, it is equally important to understand what factors predict a PTSD diagnosis after
a cardiac event, as well as the potential for increased cardiac morbidity and mortality in these patients.
Previous research has reported numerous predictors of PTSD after a cardiac event including:
(1) cardiac-event factors including perception of threat to life, fear at the time of the event, severity of
chest pain, illness comprehension, prior MI or cardiac hospitalization; (2) dissociation at the time of
hospital admission and intensity of acute stress disorder; (3) psychiatric history such as depressive
symptoms and prior traumatization; (4) personality type including alexithymia, repressive coping style,
and type D personality; (5) sociodemographic factors (e.g., age, female); and (6) lack of social
support [9–12,28,29]. Further, patients who experience cardiac arrest develop PTSD at twice the rate
of those who experience MI [8]. Specific to ICD patients, risk factors for psychological distress
include younger age (>50 years), being female, premorbid psychiatric diagnoses, poor social support
and receiving multiple shocks (>5; [30,31]).
Previous trauma as a risk factor is not surprising. A recent study that investigated lifetime trauma
exposure among 1021 cardiac patients found that 99% had been exposed to at least one traumatic event.
In fact, the average number of traumatic events experienced by these patients was 5.6 [32]. These
researchers reported a 38% greater risk of adverse cardiovascular outcomes (i.e., CVD events and
all-cause mortality) among participants in the highest exposure quartile (adjusted for age, sex, race,
income, education, depression, PTSD, GAD, smoking, physical inactivity and illicit drug use; [32]).
Few studies have investigated PTSD post-cardiac event prospectively. One study recruited 73
patients 6 months post-MI and followed them for one year found that those with elevated PTSD scores
were more likely to be readmitted to hospital for cardiac symptoms [33]. When studied in a larger
sample (n = 297), similar findings were found [34]. Specifically, a 10-point increase in the PTSD score
predicted a 42% increased risk of non-fatal or major CVD-related hospital admission during the
follow-up period (2.8 years on average). Edmondson and colleagues [35] took the measurements one
step further and assessed whether acute coronary syndrome-induced PTSD symptoms increase risk for
major adverse cardiac events (i.e., unstable angina, MI or emergency revascularization) and all-cause
mortality in 247 patients. Results showed a strong relationship in the unadjusted analyses (HR = 2.42;
CI, 1.47-6.12); however, when adjustments were made for demographic, medical and depression
covariates, the strength fell below significance (HR = 1.36; CI, 0.54-3.46). Yet when data from the
above studies were combined in a meta-analysis [9], risk for recurrent cardiac events and mortality for
patients with post-traumatic stress symptoms doubled in the first to second year after their acute
coronary event. Risk appears to be worse still for those with implanted cardiodefibrillators; patients
with PTSD were 3.2 times more likely to die within 5 years as compared to those with none to
moderate symptoms of trauma [13]. To truly understand the risk of recurrence, additional studies with
larger samples and diagnostic interviews to confirm self-reported trauma symptoms are needed.
4. Biological and Behavioural Mechanisms
A number of hypotheses regarding potential biological and behavioural pathways by which PTSD is
related to CVD have been put forth. Various physiological markers, most commonly blood pressure,
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heart rate, and electrodermal activity have been studied in patients with PTSD, and suggest
involvement of the sympathetic nervous system. When a person is faced with challenges such as
infection or danger, the sympathetic nervous system and HPA axis are activated. Typically, these
systems turn off when the threat is removed. This bodily fluctuation in response to these external
elements is called allostatis. Extended or chronic stress leads to increased neural or neuroendocrine
responses, leading to “allostactic load” and adverse effects on the body [36]. Ultimately, this wear and
tear and system over activation may lead to atherosclerosis and cardiovascular system damage.
Neurobiological abnormalities associated with PTSD such as deregulation of the hypothalamicpituitary-adrenal (HPA) axis may increase vulnerability to chronic diseases by weakening the immune
system. PTSD is related to cardiovascular reactivity including chronically elevated pro-inflammatory
activity and endothelial dysfunction, all of which promote the development and exacerbation of heart
disease [37]. Research has shown that people exposed to two or more childhood traumas have elevated
C-reactive protein (an inflammatory marker) in adulthood [38–40]. Similar results have been observed
in trauma occurring in adulthood, albeit with small sample sizes [41,42]. In a large-scale prospective
study with stable CVD patients, O’Donovan and colleagues [43] reported that higher lifetime trauma
exposure was associated with elevated inflammation (as measured by interleukin-6 (IL-6), tumor
necrosis factor-α (TNF-α), C-reactive protein and resistin, which is related to an accelerated rate of
CVD progression.
Another cardiovascular risk factor—hypertension—has been associated with hyperarousal, a
diagnostic symptom and hallmark of PTSD. In fact, systolic and diastolic blood pressure values are
approximately 10mmHg higher [5,44]. One study reported [5] that 34% of their sample of young
veterans had hypertension, a rate much higher than the general population in this age category (11%).
Finally, exaggerated threat perception has been observed in trauma survivors [44,45], and perceived
threat elicits the biological stress responses as discussed above. As such, these patients experienced
prolonged system activation that puts them at risk of further CVD development or exacerbation.
Unhealthy behaviours are also associated with PTSD and are risk factors for cardiovascular disease,
including poor diet and alcohol use, sedentary behaviour and smoking. Data from over 1000 patients in
the Heart and Soul Study [46] revealed that those with PTSD had higher rates of physical inactivity
and greater smoking history (i.e., more pack years). Henrickson and colleagues [32] observed the same
physical inactivity and smoking tendency, while others have shown that PTSD leads to alcohol and
illicit drug use in patients with cardiac disease [47].
Medication non-adherence is especially problematic for those with PTSD, and may contribute to
increased CVD risk [46,48]. For example, in a sample of 724 veterans affairs patients, Kronish et al. [48]
found that those with PTSD (35%) were less likely to take their medication as prescribed (12% vs. 9%),
and were more likely to forget to take medications (41% vs. 29%) and skip dosages (24% vs. 13%).
These associations remained significant after adjusting for demographic factors, medical comorbidities,
social support, depression, and alcohol use (OR = 1.47; 95% CI 1.03-2.10 for not taking as prescribed
and OR = 1.95; 95% CI 1.31-2.91 for skipping medications).
Another possible explanation of worse cardiac outcomes in patients with PTSD may be related to
their tendency to delay presentation to hospital with acute coronary symptoms [49]. In fact, Newman
and colleagues [49] reported that of 241 patients with acute coronary syndrome, those with PTSD
(18%) took 15 hours, on average, longer than the non-PTSD cohort to present to hospital. After
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adjustment for other demographic and clinical variables, the mean pre-hospital delay was 173% longer
for patients with versus without PTSD symptoms. This value is staggering considering that even a
30-minute delay in treatment for acute coronary syndrome is associated with greater morbidity and
mortalityrates [50].
It may be that the symptom overlap between these two conditions (i.e., tachycardia, dyspnea,
diaphoresis) is confusing to patients with PTSD, leading them to discount the possibility of cardiac
problems and subsequently delay medical evaluation. It may also be that the trauma history contributed
to fear and perceived helplessness regarding the event [51], and that these emotions prevented them
from accessing care.
5. Assessment Considerations
The results of the above studies underscore the importance of screening for trauma symptoms in
cardiac patients, however, the question remains as to which assessment measure is most suitable. The
choice of instrument is important as it may influence prevalence rates and treatment decisions. If not
accurately assessed, treatment planning will be misled. To date, rates of PTSD in cardiac patients vary
widely, likely due in part to the differences in measurement and patient population (e.g., MI, cardiac
arrest, ICD; [8,52]).
A number of assessment measures are available and have been employed with cardiac populations.
Self-report questionnaires are often used as they are easy to administer and score, and they save
valuable time for researchers and clinicians. Popular measures include: (1) PTSD-checklist (PCL),
a validated 17-item event-specific scale that inquires about symptoms in the last 30 days [53]; (2) The
Impact of Events Scale—Revised (IES-R; [54]) a 22-item self-report measure with three subscales—
intrusion, avoidance and hyperarousal; (3) Posttraumatic Diagnostic Scale (PDS; [55]), a 48-item
self-report measure with 4 sections that assess all diagnostic criteria for PTSD in DSM-IV; and (4) the
Post-traumatic Symptoms Scale (PTSS-10; [56]), a brief 10-item questionnaire assessing PTSD
symptoms. Another ICD-specific questionnaire, The Florida Shock Anxiety Scale [57], evaluates
patients’ anxiety about their ICD and its functioning.
Alternatively, structured clinical interviews based on the DSM may be conducted by clinicians or
trained research personnel to assess for PTSD symptoms. These measures typically evaluate patients’
PTSD symptoms on 4 categories: (i) experience of a traumatic life-threatening event; (ii) persistent
re-experiencing of the event; (iii) persistent avoidance of associated stimuli; and (iv) persistent
symptoms of increased arousal regarding traumatic events. Previous research with cardiac patients has
included the following: (1) Structured Clinical Interview for the Diagnostic and Statistical Manual [58],
the most widely used criterion against which other measures have been validated; (2) Computerized
Diagnostic Interview Schedule (CDIS; [59]), a validated computer-based standardized psychiatric
interview for DSM-IV administered by trained research personnel; and (3) The World Health
Organization Composite International Diagnostic Interview (CIDI; [60]). The Mini International
Neuropsychiatric Interview (MINI[61]) is another diagnostic interview that has been used to assess
other psychiatric disorders in cardiac patients, and could also be considered for evaluation of PTSD. It
is important to note that the criteria for PSTD have been recently revised in the DSM-V; however, to
our knowledge, no published structured clinical interviews are available to date.
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Although they are more time-consuming, results from three studies [8,28,52] suggest that the “gold
standard” for identifying PTSD in cardiac patients remains the diagnostic interview. To illustrate,
Einsle and colleagues [52] found inflated prevalence rates when questionnaires were used (i.e., IES-R
and PTSS-10) versus the SCID diagnostic interview. Specifically, diagnostic criteria for PTSD were
met by 29% of patients via the PTSS-10, 7.6% with the IES-R, and 4.8% with the SCID. Although
O’Reilly and colleagues [8] found similar prevalence rates of PTSD when using the SCID diagnostic
interview and the PDS self-report questionnaire, relatively poor agreement between the measures was
evident (e.g., only 3 individuals were identified in common). Others have noted that self-report
questionnaires do not discriminate well between negative emotions and do not always map well onto
diagnostic categories, which limits their usefulness [24]. We argue that a screening questionnaire such
as those above or others designed for general medical settings (e.g., Primary Care PTSD Screen; [62])
may be used initially and, if scores surpass clinical cut offs, a full PTSD assessment ought to be carried
out by a qualified clinician. We also advocate for the integration of trauma assessment into the overall
cardiac health assessment conducted by cardiologists and other health professionals, as doing so may
improve detection and lead to essential treatment for trauma symptoms.
6. Treatment Considerations
The initiation of psychological treatment of the cardiac patient with PTSD can occur in the primary
care or cardiac-specific setting. Unfortunately, medical clinics function under incredible time
constraints and typically lack in-house mental health professionals to whom they may refer. Along
with others [63] we advocate for more cardiac psychologists in health care facilities, but until that time,
we suggest that physicians, cardiologists, and other health care providers create a referral list of mental
health care providers in the community who have experience providing these specialized services.
In general, it is important to reassure cardiac patients that their symptoms are normal and common
reactions to a life-threatening event. Providing psychoeducation regarding PTSD and other psychological
disorders related to cardiac disease is an important first step to help normalize symptoms, and to avoid
exacerbation of symptoms due to avoidance. Initial interventions would include sleep hygiene,
behavioral sleep strategies, and relaxation techniques such as diaphragmatic breathing,
meditation/mindfulness, and progressive muscle relaxation to help regulate high arousal and curb the
often-reported sleep disturbances.
Evidence-based psychological treatments for PTSD such as cognitive-behavioural therapy (CBT)
are likely appropriate for PTSD in cardiac patients [64–66]. However, only two cardiac-specific PTSD
treatments studies have been published to date. The first pilot study (N = 14) offered 4–5 sessions of
trauma-focused cognitive-behavioural therapy to MI patients with PTSD. Results showed improved
PTSD and depression scores and better risk-factor control among patients in the intervention [33].
These researchers followed up with a larger prospective randomized controlled trial (N = 65) that
assigned ACS patients to 3–5 imaginal exposure therapy sessions or 1–3 education sessions only [67].
Although the study was not powered to detect group differences, reductions in PTSD symptoms were
reported, especially for patients with high baseline PTSD symptoms. Importantly, the safety of
engaging in such treatment was proven.
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In addition to CBT, which has garnered substantial empirical support for the treatment of PTSD in
the general population, it is also important to consider other psychotherapeutic approaches that have
shown promise and that target known risk and protective factors for PTSD. For example, the lack of
social support has been long been identified as a principal risk factor for PTSD in the general
population without cardiac disease, even when controlling for personality traits and the intensity of the
traumatic event or events to which people might have been exposed [68]. Conversely, a large body of
research suggests that the perception of the emotional availability and presence of significant others
(e.g., friends, colleagues, romantic partners) acts as a buffer against the development of PTSD and can
play a crucial role in recovery from it [69–71]. Stated simply, people who feel isolated and alone are
more likely to develop PTSD than are people with close connections to others, and they have more
difficulty working through the symptoms of PTSD than do people who perceive high levels of social
support in their lives.
Recent research reaffirms these findings from the general population with cardiac patients. For
example, perceived social isolation has been identified as an important factor predicting PSTD
symptoms in acute coronary syndrome patients [10]. Nachar and colleagues [72] found that
participants’ heart rate reactivity increased during a trauma-related discussion with their significant in
the laboratory if they perceived their partner’s support to be negative (i.e., if they felt misunderstood or
unheard). Another study found that partners were even more susceptible to PTSD than were cardiac
patients themselves [73]. These findings are not surprising given the established link between social
support and recovery from heart disease [74]. In an extensive review of the literature, Uchino [75]
noted that individuals who perceive greater social support in their entourage are more likely to survive
in the years following heart attack than those who perceive less social support, even when controlling
for risk factors such as smoking and disease severity. Greenman, Tasse and Tulloch (in press) also note
that the quality of the marital relationship has a strong link to heart health. It is therefore becoming
increasingly apparent that effective treatments for PTSD in cardiac populations ought to involve
patients’ significant others. The notion of including relationship partners or other significant figures in
patients’ lives into their PTSD treatment makes sense when one considers that PTSD is primarily a
disorder of affect regulation [76], and when people are able to create and maintain safe emotional
connections to others they are better able to modulate and control their strong negative emotions than
when they tend to do so alone [77]. Emotionally Focused Therapy (EFT; [78]), an empirically supported
treatment for couple distress [79] may therefore be an ideal treatment option for patients with cardiac
disease and symptoms of PTSD because its primary aim is to help relationship partners cultivate the
kinds of close emotional bonds that are known to attenuate fear responses in the brain [80–82].
Preliminary evidence suggests that EFT might help reduce symptoms of PTSD in the general
population and in couples in which one partner has a cardiac illness, as indicated in a pilot study of
EFT and couples facing heart disease [80].
In summary, more clinical trials are needed to evaluate the effectiveness of PTSD treatments such
as CBT and EFT applied to cardiac populations, and to determine if the adverse cardiac effects on
overall physical health outcomes may be reduced or reversed if treated successfully. We do not know if
effectively treating PTSD prevents further development of CVD or recurrence of events in those with
established disease. This is an area that is ripe for further research.
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7. Conclusions
Currently available research suggests that cardiac patients experience PTSD at much higher rates
than the general population. It appears that both the chicken and the egg are involved in this
relationship; that is, PTSD may contribute to the development of cardiac disease, and cardiac-related
experiences may lead to trauma symptoms and PTSD. Either way, these patients are a high-risk group
for recurrent cardiac morbidity and mortality via biological and/or behavioral mechanisms. Primary
care and cardiac-specific clinicians need to routinely screen for trauma symptoms and, when elevated,
refer to mental health treatment to prevent detrimental health outcomes. Greater integration of mental
health services in these primary and specialty-care clinics will better serve these high-risk patients,
particularly if they involve members of patients’ social support networks.
Authors Contributions
All authors conceived the review paper idea. Heather Tulloch and Vanessa Tassé completed the
literature search. Heather Tulloch and Paul S. Greenman wrote the paper. All authors reviewed the
content and implications put forth, and commented on and approved of the final manuscript.
Conflicts of Interest
The authors declare no conflict of interest.
References
1.

2.

3.
4.
5.
6.

7.

8.

Kessler, R.C.; Ormel, J.; Petukhova, M.; McLaughlin, K.A.; Green, J.G.; Russo, L.J.; Stein, D.J.;
Zaslavsky, A.M.; Aguilar-Gaxiola, S.; Alonso, J.; et al. Development of lifetime comorbidity in
the world health organization world mental health surveys. Arch. Gen. Psychiatry 2011, 68, 90–100.
Pietrzak, R.H.; Goldstein, R.B.; Southwick, S.M.; Grant, B.F. Medical comorbidity of full and
partial posttraumatic stress disorder in us adults: Results from wave 2 of the national
epidemiologic survey on alcohol and related conditions. Psychosom. Med. 2011, 73, 697–707.
Bedi, U.S.; Arora, R. Cardiovascular manifestations of posttraumatic stress disorder. J. Natl. Med.
Assoc. 2007, 99, 642–649.
Edmondson, D.; Kronish, I.M.; Shaffer, J.A.; Falzon, L.; Burg, M.M. Posttraumatic stress disorder
and risk for coronary heart disease: A meta-analytic review. Am. Heart J. 2013, 166, 806–814.
Paulus, E.J.; Argo, T.R.; Egge, J.A. The impact of posttraumatic stress disorder on blood pressure
and heart rate in a veteran population. J. Trauma. Stress 2013, 26, 169–172.
Fugate, J.E.; Brinjikji, W.; Mandrekar, J.N.; Cloft, H.J.; White, R.D.; Wijdicks, E.F.M.;
Rabinstein, A.A. Post-cardiac arrest mortality is declining: A study of the us national inpatient
sample 2001 to 2009. Circulation 2012, 126, 546–550.
Reinikainen, M.; Oksanen, T.; Leppänen, P.; Torppa, T.; Niskanen, M.; Kurola, J. Mortality in
out-of-hospital cardiac arrest patients has decreased in the era of therapeutic hypothermia.
Acta Anaesthesiol. Scand. 2012, 56, 110–115.
O’Reilly, S.M.; Grubb, N.; O’Carroll, R.E. Long-term emotional consequences of in-hospital
cardiac arrest and myocardial infarction. Br. J. Clin. Psychol. 2004, 43, 83–95.

Behav. Sci. 2015, 5
9.

10.
11.
12.
13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

36

Edmondson, D.; Richardson, S.; Falzon, L.; Davidson, K.W.; Mills, M.A.; Neria, Y.
Posttraumatic stress disorder prevalence and risk of recurrence in acute coronary syndrome patients:
A meta-analytic review. PLoS One 2012, 7, e38915.
Marke, V.; Bennett, P. Predicting post-traumatic stress disorder following first onset acute
coronary syndrome: Testing a theoretical model. Br. J. Clin. Psychol. 2013, 52, 70–81.
Roberge, M.-A.; Dupuis, G.; Marchand, A. Post-traumatic stress disorder following myocardial
infarction: Prevalence and risk factors. Can. J. Cardiol. 2010, 26, e170–e175.
Spindler, H.; Pedersen, S.S. Posttraumatic stress disorder in the wake of heart disease: Prevalence,
risk factors, and future research directions. Psychosom. Med. 2005, 67, 715–723.
Ladwig, K.-H.; Baumert, J.; Marten-Mittag, B.; Kolb, C.; Zrenner, B.; Schmitt, C. Posttraumatic stress
symptoms and predicted mortality in patients with implantable cardioverter-defibrillators: Results
from the prospective living with an implanted cardioverter-defibrillator study. Arch. Gen. Psychiatry
2008, 65, 1324–1330.
Gamper, G.; Willeit, M.; Sterz, F.; Herkner, H.; Zoufaly, A.; Hornik, K.; Havel, C.; Laggner, A.N.
Life after death: Posttraumatic stress disorder in survivors of cardiac arrest—Prevalence,
associated factors, and the influence of sedation and analgesia. Crit. Care Med. 2004, 32, 378–383.
Cohen, B.E.; Marmar, C.; Ren, L.; Bertenthal, D.; Seal, K.H. Association of cardiovascular risk
factors with mental health diagnoses in iraq and afghanistan war veterans using va health care.
JAMA 2009, 302, 489–492.
Von Känel, R.; Hepp, U.; Kraemer, B.; Traber, R.; Keel, M.; Mica, L.; Schnyder, U. Evidence for
low-grade systemic proinflammatory activity in patients with posttraumatic stress disorder.
J. Psychiatr. Res. 2007, 41, 744–752.
Von Känel, R.; Hepp, U.; Traber, R.; Kraemer, B.; Mica, L.; Keel, M.; Mausbach, B.T.; Schnyder,
U. Measures of endothelial dysfunction in plasma of patients with posttraumatic stress disorder.
Psychiatry Res. 2008, 158, 363–373.
Ahmadi, N.; Hajsadeghi, F.; Mirshkarlo, H.B.; Budoff, M.; Yehuda, R.; Ebrahimi, R.
Post-traumatic stress disorder, coronary atherosclerosis, and mortality. Am. J. Cardiol. 2011, 108,
29–33.
Boscarino, J.A. A prospective study of PTSD and early-age heart disease mortality among
Vietnam veterans: Implications for surveillance and prevention. Psychosom. Med. 2008, 70,
668–676.
Jordan, H.T.; Miller-Archie, S.A.; Cone, J.E.; Morabia, A.; Stellman, S.D. Heart disease among
adults exposed to the september 11, 2001 world trade center disaster: Results from the world trade
center health registry. Prev. Med. 2011, 53, 370–376.
Kubzansky, L.D.; Koenen, K.C.; Jones, C.; Eaton, W.W. A prospective study of posttraumatic
stress disorder symptoms and coronary heart disease in women. Health Psychol. 2009, 28,
125–130.
Vaccarino, V.; Goldberg, J.; Rooks, C.; Shah, A.J.; Veledar, E.; Faber, T.L.; Votaw, J.R.;
Forsberg, C.W.; Bremner, J.D. Post-traumatic stress disorder and incidence of coronary heart
disease: A twin study. J. Am. Coll. Cardiol. 2013, 62, 970–978.
May-Ling, J.; Loxton, D.; McLaughlin, D. Trauma exposure and the subsequent risk of coronary
heart disease among mid-aged women. J. Behav. Med. 2014, 1–9, doi:10.1007/s10865-014-9577-2.

Behav. Sci. 2015, 5

37

24. Scott, K.M.; de Jonge, P.; Alonso, J.; Viana, M.C.; Liu, Z.; O’Neill, S.; Aguilar-Gaxiola, S.;
Bruffaerts, R.; Caldas-de-Almeida, J.M.; Stein, D.J.; et al. Associations between DSM-IV mental
disorders and subsequent heart disease onset: Beyond depression. Int. J. Cardiol. 2013, 168,
5293–5299.
25. Kubzansky, L.D.; Koenen, K.C.; Spiro, A.; Vokonas, P.S.; Sparrow, D. Prospective study of
posttraumatic stress disorder symptoms and coronary heart disease in the normative aging study.
Arch. Gen. Psychiatry 2007, 64, 109–116.
26. Kubzansky, L.D.; Koenen, K.C. Is posttraumatic stress disorder related to development of heart
disease? An update. Clevel. Clin. J. Med. 2009, 76, S60–S65.
27. Spitzer, C.; Barnow, S.; Völzke, H.; John, U.; Freyberger, H.J.; Grabe, H.J. Trauma, posttraumatic
stress disorder, and physical illness: Findings from the general population. Psychosom. Med. 2009,
71, 1012–1017.
28. Guler, E.; Schmid, J.-P.; Wiedemar, L.; Saner, H.; Schnyder, U.; Känel, R.V. Clinical diagnosis of
posttraumatic stress disorder after myocardial infarction. Clin. Cardiol. 2009, 32, 125–129.
29. Wikman, A.; Messerli-Bürgy, N.; Molloy, G.; Randall, G.; Perkins-Porras, L.; Steptoe, A.
Symptom experience during acute coronary syndrome and the development of posttraumatic
stress symptoms. J. Behav. Med. 2012, 35, 420–430.
30. Pedersen, S.S.; den Broek, K.C.V.; Theuns, D.A.M.J.; Erdman, R.A.M.; Alings, M.; Meijer, A.;
Jordaens, L.; Denollet, J. Risk of chronic anxiety in implantable defibrillator patients: A
multi-center study. Int. J. Cardiol. 2011, 147, 420–423.
31. Sears, S.E., Jr.; Conti, J.B. Understanding implantable cardioverter defibrillator shocks and storms:
Medical and psychosocial considerations for research and clinical care. Clin. Cardiol. 2003, 26,
107–111.
32. Hendrickson, C.M.; Neylan, T.C.; Na, B.; Regan, M.; Zhang, Q.; Cohen, B.E. Lifetime trauma
exposure and prospective cardiovascular events and all-cause mortality: Findings from the heart
and soul study. Psychosom. Med. 2013, 75, 849–855.
33. Shemesh, E.; Koren-Michowitz, M.; Yehuda, R.; Milo-Cotter, O.; Murdock, E.; Vered, Z.;
Shneider, B.L.; Gorman, J.M.; Cotter, G. Symptoms of posttraumatic stress disorder in patients
who have had a myocardial infarction. Psychosomatics 2006, 47, 231–239.
34. Von Känel, R.; Hari, R.; Schmid, J.P.; Wiedemar, L.; Guler, E.; Barth, J.; Saner, H.; Schnyder, U.;
Begré, S. Non-fatal cardiovascular outcome in patients with posttraumatic stress symptoms caused
by myocardial infarction. J. Cardiol. 2011, 58, 61–68.
35. Edmondson, D.; Rieckmann, N.; Shaffer, J.A.; Schwartz, J.E.; Burg, M.M.; Davidson, K.W.;
Clemow, L.; Shimbo, D.; Kronish, I.M. Posttraumatic stress due to an acute coronary syndrome
increases risk of 42-month major adverse cardiac events and all-cause mortality. J. Psychiatr. Res.
2011, 45, 1621–1626.
36. McEwen, B.S.; Stellar, E. Stress and the individual: Mechanisms leading to disease. Arch. Intern. Med.
1993, 153, 2093–2101.
37. Spitzer, C.; Barnow, S.; Völzke, H.; Wallaschofski, H.; John, U.; Freyberger, H.J.; Löwe, B.;
Grabe, H.J. Association of posttraumatic stress disorder with low-grade elevation of c-reactive
protein: Evidence from the general population. J. Psychiatr. Res. 2010, 44, 15–21.

Behav. Sci. 2015, 5

38

38. Carpenter, L.L.; Gawuga, C.E.; Tyrka, A.R.; Lee, J.K.; Anderson, G.M.; Price, L.H. Association
between plasma il-6 response to acute stress and early-life adversity in healthy adults.
Neuropsychopharmacology 2010, 35, 2617–2623.
39. Danese, A.; Pariante, C.M.; Caspi, A.; Taylor, A.; Poulton, R. Childhood maltreatment predicts
adult inflammation in a life-course study. Proc. Natl. Acad. Sci. 2007, 104, 1319–1324.
40. Kiecolt-Glaser, J.K.; Gouin, J.-P.; Weng, N.-P.; Malarkey, W.B.; Beversdorf, D.Q.; Glaser, R.
Childhood adversity heightens the impact of later-life caregiving stress on telomere length and
inflammation. Psychosom. Med. 2011, 73, 16–22.
41. Dekaris, D.; Sabioncello, A.; Mažuran, R.; Rabatić, S.; Svoboda-Beusan, I.; Racunica, N.L.;
Tomasić, J. Multiple changes of immunologic parameters in prisoners of war: Assessments after
release from a camp in manjača, bosnia. JAMA 1993, 270, 595–599.
42. Woods, A.; Page, G.; O’Campo, P.; Pugh, L.; Ford, D.; Campbell, J. The mediation effect of
posttraumatic stress disorder symptoms on the relationship of intimate partner violence and ifn-γ
levels. Am. J. Community Psychol. 2005, 36, 159–175.
43. O’Donovan, A.; Neylan, T.C.; Metzler, T.; Cohen, B.E. Lifetime exposure to traumatic
psychological stress is associated with elevated inflammation in the heart and soul study. Brain
Behav. Immun. 2012, 26, 642–649.
44. Pole, N. The psychophysiology of posttraumatic stress disorder: A meta-analysis. Psychol. Bull.
2007, 133, 725–746.
45. Lindstrom, K.M.; Mandell, D.J.; Musa, G.J.; Britton, J.C.; Sankin, L.S.; Mogg, K.; Bradley, B.P.;
Ernst, M.; Doan, T.; Bar-Haim, Y. Attention orientation in parents exposed to the 9/11 terrorist
attacks and their children. Psychiatry Res. 2011, 187, 261–266.
46. Zen, A.L.; Whooley, M.A.; Zhao, S.; Cohen, B.E. Post-traumatic stress disorder is associated with
poor health behaviors: Findings from the heart and soul study. Health Psychol. 2012, 31, 194–201.
47. Waldrop, A.E.; Cohen, B.E. Trauma exposure predicts alcohol, nicotine, and drug problems
beyond the contribution of PTSD and depression in patients with cardiovascular disease: Data
from the heart and soul study. Am. J. Addict. 2014, 23, 53–61.
48. Kronish, I.M.; Edmondson, D.; Li, Y.; Cohen, B.E. Post-traumatic stress disorder and medication
adherence: Results from the mind your heart study. J. Psychiatr. Res. 2012, 46, 1595–1599.
49. Newman, J.D.; Muntner, P.; Shimbo, D.; Davidson, K.W.; Shaffer, J.A.; Edmondson, D.
Post-traumatic stress disorder (PTSD) symptoms predict delay to hospital in patients with acute
coronary syndrome. PLoS One 2011, 6, e27640.
50. De Luca, G.; Suryapranata, H.; Ottervanger, J.P.; Antman, E.M. Time delay to treatment and
mortality in primary angioplasty for acute myocardial infarction every minute of delay counts.
Circulation 2004, 109, 1223–1225.
51. Boyer, B.A.; Matour, S.J.; Crittenden, K.B.; Larson, K.A.; Cox, J.M.; Link, D.D. Appraisals of
fear, helplessness, and perceived life-threat during emergent cardiac surgery: Relationship to
pre-surgical depression, trauma history, and posttraumatic stress. J. Clin. Psychol. Med. Settings 2013,
20, 173–185.
52. Einsle, F.; Kraft, D.; Köllner, V. Post-traumatic stress disorder (PTSD) in cardiology and
oncology—which diagnostic tools should be used? J. Psychosom. Res. 2012, 72, 434–438.

Behav. Sci. 2015, 5

39

53. Blanchard, E.B.; Jones-Alexander, J.; Buckley, T.C.; Forneris, C.A. Psychometric properties of
the PTSD checklist (pcl). Behav. Res. Ther. 1996, 34, 669–673.
54. Weiss, D.S. The impact of event scale: Revised. In Cross-Cultural Assessment of Psychological
Trauma and PTSD; Springer: Berlin, Germany, 2007; pp. 219–238.
55. Foa, E.B. The posttraumatic diagnostic scale (pds) manual. In Minneapolis, MN: National
Computer Systems; National Computer Systems: Minneapolis, MN, USA, 1995.
56. Holen, A.; Sund, A.; Weisaeth, L. Ptss-10: Questionnaire for screening disaster victims. In The
Alexander L. Kielland Disaster March 27, 1980: Psychological Reactions among the Survivors;
Division for Disaster Psychiatry, University of Oslo: Oslo, Norway, 1983.
57. Kuhl, E.A.; Dixit, N.K.; Walker, R.L.; Conti, J.B.; Sears, S.F. Measurement of patient fears about
implantable cardioverter defibrillator shock: An initial evaluation of the florida shock anxiety
scale. Pacing Clin. Electrophysiol. 2006, 29, 614–618.
58. First, M.B.; Spitzer, R.L.; Gibbon, M.; Williams, J.B.W. Structured Clinical Interview for
DSM-IV Axis I Disorders, Patient Edition, January 1995 Final; SCID-I/P Version 2.0; Biometrics
Research Department, New York State Psychiatric Institute: New York, NY, USA, 1995.
59. Robins, L.N.; Helzer, J.E.; Croughan, J.; Ratcliff, K.S. National institute of mental health
diagnostic interview schedule: Its history, characteristics, and validity. Arch. Gen. Psychiatry 1981, 38,
381–389.
60. Wittchen, H.-U. Reliability and validity studies of the who-composite international diagnostic
interview (cidi): A critical review. J. Psychiatr. Res. 1994, 28, 57–84.
61. Sheehan, D.V.; Lecrubier, Y.; Sheehan, K.H.; Amorim, P.; Janavs, J.; Weiller, E.; Hergueta, T.;
Baker, R.; Dunbar, G.C. The mini-international neuropsychiatric interview (mini): The development
and validation of a structured diagnostic psychiatric interview for DSM-IV and ICD-10. J. Clin.
Psychiatry 1998, 59, 22–33.
62. Prins, A.; Ouimette, P.; Kimerling, R.; Camerond, R.P.; Hugelshofer, D.S.; Shaw-Hegwer, J.;
Thrailkill, A.; Gusman, F.D.; Sheikh, J.I. The primary care PTSD screen (pc-PTSD):
Development and operating characteristics. Int. J. Psychiatry Clin. Pract. 2004, 9, 9–14.
63. Sears, S.F.; Hauf, J.D.; Kirian, K.; Hazelton, G.; Conti, J.B. Posttraumatic stress and the
implantable cardioverter-defibrillator patient: What the electrophysiologist needs to know. Circ.
Arrhythm. Electrophysiol. 2011, 4, 242–250.
64. Bradley, R.; Greene, J.; Russ, E.; Dutra, L.; Westen, D. A multidimensional meta-analysis of
psychotherapy for PTSD. Am. J. Psychiatry 2005, 162, 214–227.
65. Nemeroff, C.B.; Bremner, J.D.; Foa, E.B.; Mayberg, H.S.; North, C.S.; Stein, M.B. Posttraumatic
stress disorder: A state-of-the-science review. J. Psychiatr. Res. 2006, 40, 1–21.
66. Zantvoord, J.B.; Diehle, J.; Lindauer, R.J.L. Using neurobiological measures to predict and assess
treatment outcome of psychotherapy in posttraumatic stress disorder: Systematic review.
Psychother. Psychosom. 2013, 82, 142–151.
67. Shemesh, E.; Annunziato, R.A.; Weatherley, B.D.; Cotter, G.; Feaganes, J.R.; Santra, M.; Yehuda, R.;
Rubinstein, D. A randomized controlled trial of the safety and promise of cognitive-behavioral
therapy using imaginal exposure in patients with posttraumatic stress disorder resulting from
cardiovascular illness. J. Clin. Psychiatry 2011, 72, 168–174.

Behav. Sci. 2015, 5

40

68. Herman, J.L. Complex PTSD: A syndrome in survivors of prolonged and repeated trauma.
J. Trauma. Stress 1992, 5, 377–391.
69. Brewin, C.R.; Andrews, B.; Valentine, J.D. Meta-analysis of risk factors for posttraumatic stress
disorder in trauma-exposed adults. J. Consult. Clin. Psychol. 2000, 68, 748–766.
70. Greenman, P.S.; Johnson, S.M. United we stand: Emotionally focused therapy for couples in the
treatment of posttraumatic stress disorder. J. Clin. Psychol. 2012, 68, 561–569.
71. Guay, S.; Beaulieu-Prévost, D.; Beaudoin, C.; St-Jean-Trudel, É.; Nachar, N.; Marchand, A.;
O’Connor, K.P. How do social interactions with a significant other affect PTSD symptoms?
An empirical investigation with a clinical sample. J. Aggress. Maltreatment Trauma 2011, 20,
280–303.
72. Nachar, N.; Lavoie, M.E.; Marchand, A.; O’Connor, K.P.; Guay, S. The effect of talking about
psychological trauma with a significant other on heart rate reactivity in individuals with
posttraumatic stress disorder. Psychiatry Res. 2014, 219, 171–176.
73. Bunzel, B.; Roethy, W.; Znoj, H.; Laederach-Hofmann, K. Psychological consequences of
life-saving cardiac surgery in patients and partners: Measurement of emotional stress by the
impact of event scale. Stress Health 2008, 24, 351–363.
74. King, K.B. Psychologic and social aspects of cardiovascular disease. Ann. Behav. Med. 1997, 19,
264–270.
75. Uchino, B.N. Social support and health: A review of physiological processes potentially
underlying links to disease outcomes. J. Behav. Med. 2006, 29, 377–387.
76. Van der Kolk, B.A.; Roth, S.; Pelcovitz, D.; Sunday, S.; Spinazzola, J. Disorders of extreme stress:
The empirical foundation of a complex adaptation to trauma. J. Trauma. Stress 2005, 18, 389–399.
77. Gillath, O.; Bunge, S.A.; Shaver, P.R.; Wendelken, C.; Mikulincer, M. Attachment-style
differences in the ability to suppress negative thoughts: Exploring the neural correlates.
Neuroimage 2005, 28, 835–847.
78. Johnson, S.M.; Greenman, P.S. The path to a secure bond: Emotionally focused couple therapy.
J. Clin. Psychol. 2006, 62, 597–609.
79. Snyder, D.K.; Castellani, A.M.; Whisman, M.A. Current status and future directions in couple
therapy. Annu. Rev. Psychol. 2006, 57, 317–344.
80. Greenman, P.S.; Johnson, S.M. Process research on emotionally focused therapy (EFT) for
couples: Linking theory to practice. Fam. Process 2013, 52, 46–61.
81. Johnson, S.M.; Moser, M.B.; Beckes, L.; Smith, A.; Dalgleish, T.; Halchuk, R.; Hasselmo, K.;
Greenman, P.S.; Merali, Z.; Coan, J.A. Soothing the threatened brain: Leveraging contact comfort
with emotionally focused therapy. PLoS One 2013, 8, e79314.
82. Johnson, S.M.; Best, M. A systemic approach to restructuring adult attachment: The EFT model
of couples therapy. In Attachment and Family Systems: Conceptual, Empirical, and Therapeutic
Relatedness; Springer: Berlin, Germany, 2003; pp. 165–189.
© 2014 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article
distributed under the terms and conditions of the Creative Commons Attribution license
(http://creativecommons.org/licenses/by/4.0/).

