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Abstract 

Background: The large-scale changes in cardiac rehabilitation (CR) programme delivery in response to COVID-19 has 
led to diminished provision. The influence of these service changes on the depression symptoms of patients in CR 
programmes is unknown. Our study investigated the extent of depressive symptoms prior to and during the COVID-
19 periods in patients with a previous history of depression at the start of CR.

Methods: Use of Registry routine practice data, National Audit of Cardiac Rehabilitation (NACR), from COVID-19 
period Feb 2020 and Jan 2021, as well as pre COVID-19 period Feb 2019 and Jan 2020, was extracted. Depressive 
symptoms were defined according to Hospital Anxiety and Depression Score ≥ 8. Chi-square tests and independent 
samples t-tests were used to investigate baseline characteristics. Additionally, a binary logistic regression to examine 
the factors associated with high levels of depressive symptoms.

Results: In total 3661 patients with a history of depression were included in the analysis. Patients attending CR 
during COVID-19 were found to be 11% more likely to have high levels of acute depressive symptoms compared to 
patients attending CR prior to COVID-19. Physical inactivity, increased anxiety, a higher total number of comorbidities, 
increased weight, and living in the most deprived areas were statistically significant factors associated with high levels 
of acute depressive symptoms at the start of CR following multivariate adjustments.

Conclusion: Our research suggests that following a cardiac event patients with prior history of depression have 
high levels of acute depressive symptoms at CR baseline assessment. This finding exists in both the pre Covid-19 and 
Covid-19 periods in patients with a history of depression.

Keywords: COVID-19, Cardiovascular disease, Cardiac rehabilitation, Acute depressive symptoms, History of 
depression, Observational study
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Background
Depression is associated with increased mortality and 
cardiac morbidity in cardiovascular disease (CVD) 
patients which is well evidenced in previous studies [1, 
2] and recommended to be accepted as a risk factor for 
mortality and worse cardiac outcomes [3]. Depression 
is common in cardiac patients, with a prevalence of 20% 
[4], and linked to increased health care costs [5]. CR is 
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a multi-component programme that aims for the com-
prehensive management of CR patients and provides 
secondary prevention [6]. Recent clinical guidelines view 
depression as a risk factor associated with poor cardiac 
prognosis and outcomes and these authors recommend 
assessment and management of depression as part of 
core CR [3, 6–8].

On 11 March 2020, a pandemic was declared by the 
World Health Organisation due to coronavirus disease 
(COVID-19) [9]. COVID-19 creates multiple challenges 
for public health and medical communities due to the 
rapid increase in the number of cases of this infectious 
disease caused by severe acute respiratory syndrome [10]. 
Several serious public health measures were embraced by 
local governments to reduce the impact of the disease 
and the risks; for example, work-from-home arrange-
ments, the shutdown of non-essential services, school 
suspensions, and quarantines for people who are coming 
back from overseas.

Depression is sensitive to traumatic events and pre-
ceding studies, investigating the impact of epidemics or 
disasters, have shown that traumatic events are associ-
ated with increased depression levels in the populations 
that are affected by the events [11]. SARS outbreak and 
Ebola virus were other epidemics after which an increase 
in depressive symptoms was recorded [12, 13]. Prelimi-
nary findings of recently published studies have shown 
the association of COVID-19 with depression in health 
care workers [14], and in the general population [15, 
16]. However, there is scarce evidence investigating the 
impact of attending CR during the COVID-19 period on 
the levels of depressive symptoms in patients with car-
diovascular disease. To the best of our knowledge, no 
previous studies have investigated levels of depressive 
symptoms by applying HADS measurements in patients 
with a history of depression at the commencement of CR 
during the COVID-19 pandemic. Although a recent study 
has employed HADS to investigate new-onset depres-
sive symptoms by excluding patients with prior history 
of depression in the cardiac population [17], this study 
was not inclusive of COVID-19 data, and also examining 
the patients with a history of depression remains rele-
vant. Furthermore, the assessment of patients’ depressive 
symptoms is still not at the desired levels [18], so more 
research is needed to expand on specific patient popula-
tions as the current study aims to do.

The current research aimed to investigate the per-
centage of depressive symptoms in UK CR patients 
during the COVID-19 pandemic and examined the 
factors associated with high levels of acute depressive 
symptoms based on HADS score (HADS ≥ 8) before 
and during COVID-19 in patients with a prior history 
of depression. This study also investigated the impact of 

variables that are potentially influential factors such as 
age, the total number of comorbidities, HADS anxiety, 
gender, comorbidity anxiety, physical activity, smok-
ing, and Index of Multiple Deprivation (IMD), marital 
status, and attending CR during the COVID-19 period. 
Knowing the potential factors linked with a high risk of 
having acute depressive symptoms may enable CR pro-
viders to tailor the intervention to the specific needs of 
the patients with a history of depression.

Methods
To report the current study, the strengthening of the 
reporting of observational studies in epidemiology 
(STROBE) checklist was utilized [19].

Data collection
The study population and data were from the National 
Audit of Cardiac Rehabilitation (NACR). Patient-
level data were extracted and analysed. Using rou-
tinely collected NACR data an observational study was 
conducted. The NACR aims to monitor UK CR pro-
grammes and thereby advance the quality of service 
delivery and outcome in CR centres. Individual patient 
data are collected under section  251 of the NHS Act 
2006 and are entered by clinicians onto the NHS Digi-
tal data storage system. Due to the exemption, it is not 
required for the audit to collect consent to be included 
in the audit. In addition, it is within the 251 exemp-
tion and purpose of the audit that research which is 
performed for the purpose of service improvement is 
permitted. Due to these factors, ethical approval was 
not required for the performance and submission of 
this study. The CR program staff distributes the ques-
tionnaires in their services to the patients, receives the 
responses, and enters the data into the database. NHS 
Digital has approval that enables collecting patient 
identifiable data that is anonymised afterward to be 
made available for NACR; as such it was not necessary 
to gain individual consent from each patient. Due to 
the use of anonymised patient data and the data gov-
ernance agreements between NHS Digital and NACR, 
there was no need for separate ethical approval. The 
total number of CR programmes available for NACR in 
the UK is 233 including centres from England, North-
ern Ireland, and Whales, and 83% of them, 194 pro-
grammes have electronic NACR registration for data 
entry which enables greater audit coverage [20]. Patient 
demographics, treatment, medication, and risk factors 
were included in the data for those who attend CR in 
the UK. A detailed description of NACR can be found 
in the recent NACR report [20].
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Participants
NACR data was used for the analysis and the data was 
extracted from the NACR between 01 February 2019 
and 31 January 2020 for the preCOVID-19 period and 
01 February 2020 to 31 January 2021 during the COVID-
19 period. The patients with myocardial infarction (MI), 
heart failure (HF), and who receive the percutaneous 
coronary intervention (PCI) and coronary artery bypass 
graft (CABG) treatment were included in the study pop-
ulation due to being recommended in the clinical guide-
lines [21, 22]. Once the data were extracted between 01 
February 2019 and 31 January 2021 including both the 
preCOVID-19 and during the COVID-19 period, there 
were a total of 97,208 participants. Afterward, all the eli-
gible patients with baseline HADS measures recorded 
were selected which was N = 47,035. As the primary aim 
of the study was to investigate the extent of acute depres-
sive symptoms in patients with a prior history of depres-
sion, this specific patient group was selected leading to 
N = 3661 patients. Of these patients, 2713 patients have 
attended CR programmes prior to the COVID-19 period 
and 948 patients during the COVID-19 period as can be 
seen in Fig. 1. The sample is nationally representative and 
all attempts to reduce bias were undertaken.

Measures
Patients with a prior history of depression and valid pre-
CR HADS measurements were selected from the NACR 
data set and an eligible patient population was desig-
nated with this approach for the study sample. History of 

depression is confirmed by CR practitioners with a case 
note review by looking at the patient’s medical record to 
confirm pre-diagnosis of depression.

Hospital Anxiety and Depression Scale
The HADS is used for screening depressive symptoms in 
clinical practice, and it is an assessment tool employed 
as a self-answered questionnaire. The HADS is a recom-
mended tool for the assessment of psychosocial health in 
a CR setting to provide patients with a tailored CR inter-
vention according to patients’ needs [6]. There are 14 
items included in HADS, 7 items cover anxiety symptoms 
and 7 depressive symptoms. Each item is assigned with a 
score of 0–3, based on this minimum of 0 and a maxi-
mum of 21 can be received separately for anxiety and 
depression scores, higher scores relate to worse symp-
toms. The HADS is recommended to use with cardiac 
patients as it is found to be a reliable and valid measure 
for the assessment of anxiety and depression symptoms 
[23–25]. The clinical cut of point of 8 was set to appoint 
patients into categories, < 8 indicates patients with low 
levels of depressive symptoms and ≥ 8 with high levels 
of depressive symptoms. A systematic review has shown 
that for the HADS assessment tool, the optimal balance 
between sensitivity and specificity is constantly achieved 
at the cut-off score of 8 (sensitivity and specificity for 
both scales roughly 0.80) for both anxiety and depression 
[24]. The current study analysis compared patients with 
HADS < 8 and HADS ≥ 8 in a subgroup of patients with 
a history of depression and made comparisons between 
patients attending CR during the COVID-19 period and 
prior to the COVID-19 period. Additionally, baseline 
HADS anxiety scores which are routinely reported as 
parts of HADS were used to see if it was associated with 
high levels of depressive symptoms at the start of CR.

Other variables
Age, gender, The English Index of Multiple Deprivation 
(IMD) [26] and marital status (single/partnered) were 
patient demographics used in the analysis. IMD was used 
as a dichotomous variable in the analysis (most deprived 
quintile/less deprived quintiles), a methodology previ-
ously described in detail [27]. Baseline smoking measure-
ments (Pre-CR) are categorised as to whether the patient 
was a current smoker or non-smoker. Moderate physical 
activity (150 min. a week), weight (in kilogrammes), and 
comorbid anxiety were other variables included in the 
study. The total number of comorbidities represents the 
sum of the number of comorbidities that patients pos-
sessed including emphysema, diabetes, stroke, and others 
including 18 different comorbidities in total. Comorbidi-
ties are defined in the NACR data as the medical history 
of conditions which is confirmed with case note review Fig. 1 Flow diagram for study sampling
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by CR providers by looking at patient’s medical records. 
A variable was constructed based on whether the patient 
undergoes the CR prior to the COVID-19 period or dur-
ing the COVID-19 period and used in the regression 
model to investigate if COVID-19 is associated with 
high levels of acute depressive symptoms for CR attend-
ers. Attending CR prior to or during COVID-19 was 
defined based on the date of the spread of the COVID-19 
has been confirmed in the UK which is the end of Janu-
ary. Therefore, 01 February 2019 to 31 January 2020 was 
defined as pre covid, and the following year after the 
spread of the disease 01 February 2020 to 31 January 2021 
was defined as patients attending during the COVID-19 
period. The variables included in the current paper have 
been chosen in line with the literature and baseline clini-
cal variables that were carried out by CR providers which 
were explained in detail in previous publications [27–29].

Statistical analysis
The IBM statistical package for social sciences (SPSS) sta-
tistics software V-26 (New York, USA) was used to apply 
the data analyses. The statistical significance level was set 
to 5%. Percentages, means, and standard deviations were 
used to present summary statistics. Using the CR attend-
ance date, a binary variable was constructed, 01.02.2019–
31.01.2020 for patients attending CR prior to COVID-19 
and 01.02.2020–31.01.2021 for patients attending during 
the COVID-19 period. Using this variable, baseline char-
acteristics of patients were compared between attend-
ing CR during the COVID-19 period and before the 
COVID-19 period. Baseline characteristics of patients 
were also compared based on having high and low lev-
els of acute depressive symptoms under the attending CR 
pre COVID-19 period and during the COVID-19 period. 

These were using a chi-square test for categorical vari-
ables and t-tests for continuous variables. The Cohen’s 
d effect size was calculated for continuous variables and 
for categorical variables phi effect size was reported. 
Finally, in the multivariate analysis, all the variables that 
have been found to be associated with high levels of 
acute depressive symptoms at baseline and also based on 
the previous literature were used adding the attending 
CR date variable to investigate whether patients attend-
ing CR during the COVID-19 period were more likely to 
have acute depressive symptoms.

Results
There were 3661 patients with a history of depres-
sion who had started CR with valid pre-HADS assess-
ments. 2713 (74.1%) participants with a comorbid 
history of depression attended CR pre COVID-19 period 
(01.02.2019–31.01.2020) and 948 (25.9%) participants 
during the COVID-19 period (01.02.2020–31.01.2021). 
Patients presented with high levels of acute depressive 
symptoms pre COVID-19 period was 50.8% (HADS ≥ 8) 
and this was 48.4% during the COVID-19 period. Figure 1 
shows the total population within the study period and 
the flow diagram shows the different periods and rates 
of depressive symptoms. In Table  1, the baseline char-
acteristics of patients were compared based on attend-
ing CR pre COVID-19 period and during the COVID-19 
period. Based on HADS levels, baseline characteristics 
of patients have been presented in Table 2. Data in these 
tables include a comparison between the pre COVID-19 
period and during the COVID-19 period in these tables.

In Table 1, the baseline characteristics of patients were 
similar between pre COVID-19 period group and during 

Table 1 Baseline characteristics for pre COVID-19 period and during COVID-19 period groups

HADS Hospital Anxiety and Depression Scale, SD standard deviation

Variables Pre COVID-19 period (n = 2713) During COVID-19 period 
(n = 948)

P Effect size

n Mean + SD n Mean + SD

Age 2713 61.77 ± 10.98 948 61.73 ± 11.01 0.926 0.00

Total comorbidities 2713 4.84 ± 2.21 948 4.78 ± 2.22 0.514 0.03

Weight 2591 86.60 ± 20.09 876 85.62 ± 19.96 0.212 0.05

HADS anxiety score measurement 2711 9.24 ± 4.79 947 8.79 ± 4.78 0.013 0.09

% %

Gender female % 987 36.3 347 36.8 0.758 0.01

Comorbid anxiety (yes) % 1482 54.6 497 52.4 0.242 0.02

150 min. physical activity a week (yes) % 1019 40.8 339 39.8 0.612 0.01

Smoking (yes) % 377 14.2 130 14.3 0.927 0.00

Partnered % 1445 65.7 478 63.1 0.197 0.02

IMD (most deprived) % 461 21.9 172 22.6 0.698 0.01
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the COVID-19 period group with no statistically signifi-
cant difference between most of the characteristics.

Investigating the baseline characteristics participants 
with high levels of acute post-cardiac event depressive 
symptoms were younger, have increased weight, higher 
total number of comorbidities, and had more anxiety 
compared to patients with low levels of depressive symp-
toms. And this was similar in both pre COVID-19 period 
and during the COVID-19 period in Table 2. Moreover, 
patients with a comorbid history of depression and high 
levels of acute depressive symptoms at the start of CR 
were less likely to be physically active, more likely to be 
smoking, have comorbid anxiety, be single, and be areas 
of higher social deprivation. This was again similar in 
pre COVID-19 group and during the COVID-19 period 
group. Chi-square test findings are also shown in Table 2.

A logistic regression model aimed to test whether 
attending CR during COVID-19 had an impact on having 
high levels of acute depressive symptoms and investigate 

which factors influenced this. The logistic regression 
model was statistically significant,  X2(11) = 855.522, 
p < 0.001. The model correctly classified 77.4% of the 
cases. The model was a good fit based on Hosmer and 
Lemeshow test (p = 0.447). Of the eleven variables, six 
were statistically significant, HADS anxiety measure-
ment and physical activity, comorbid anxiety, weight, the 
total number of comorbidities, and IMD (The regression 
model shown in Table 3).

Although patients attending the CR during the 
COVID-19 period were 11% more likely to have high 
levels of acute depressive symptoms, this did not reach 
statistical significance (OR 1.114, 95%CI 0.858, 1.447). 
The analysis has also adjusted for age, gender, smoking, 
and marital status. Increased HADS anxiety score meas-
urement was associated with an increase in the odds of 
having high levels of acute depressive symptoms com-
pared to low levels of acute depressive symptoms with an 
odds ratio of 1.433 (95%CI 1.383, 1.484). Being physically 

Table 2 Baseline characteristics comparing patients with high and low levels of acute depressive symptoms

Cohen’s d effect size for continuous variables and phi effect size for categorical variables were reported

Pre COVID-19 period COVID-19 period

Variables HADS < 8 
group 
(n = 1334)

HADS ≥ 8 
group 
(n = 1379)

P Effect size HADS < 8 
group 
(n = 489)

HADS ≥ 8 
group 
(n = 459)

P Effect size

Mean (SD) Mean (SD) Mean (SD) Mean (SD)

Age 63.12 (11.00) 60.47 (10.80) < 0.001 0.24 63.63 (10.56) 59.70 (11.12) < 0.001 0.36

Total comorbidities 4.55 (2.13) 5.12 (2.26) < 0.001 0.26 4.54 (2.16) 5.04 (2.25) = 0.001 0.23

Weight (kg) 85.25 (18.71) 87.94 (21.30) = 0.001 0.13 83.95 (19.36) 87.38 (20.45) = 0.011 0.17

HADS anxiety score measurement 6.48 (3.81) 11.92 (4.06) < 0.001 1.38 6.18 (3.64) 11.58 (4.25) < 0.001 1.37

% % % %

Female % 36.1 36.4 0.849 0.00 34.2 39.6 0.087 0.05

Comorbid anxiety (yes) % 48.9 60.2 < 0.001 0.11 47.9 57.3 0.004 0.10

150 min. physical activity a week (yes) % 52.5 29.2 < 0.001 0.24 48.7 30.0 < 0.001 0.19

Smoking (Yyes) % 8.4 19.9 < 0.001 0.16 11.3 17.7 0.006 0.09

Partnered % 69.0 62.3 0.001 0.07 67.6 58.3 0.008 0.10

IMD (most deprived) % 15.9 28.1 < 0.001 0.15 16.2 29.8 < 0.001 0.16

Table 3 Multivariable adjusted odds ratios for having high levels of acute depressive symptoms

B regression coefficient, SE standard error, CI confidence interval for odds ratio, IMD Index of multiple deprivation; the analysis adjusted for age, gender, smoking, and 
marital status

Variable B SE Odds ratio Lower 95% CI Upper 95% CI

HADS anxiety score measurement .360 0.018 1.433 1.383 1.484

150 min. a week physical activity (No) 0.780 0.118 2.181 1.730 2.748

Total number of comorbidities 0.102 0.029 1.107 1.045 1.172

IMD (most deprived) 0.292 0.147 1.339 1.004 1.787

Comorbid anxiety − 0.339 0.129 0.712 0.553 0.917

Weight 0.009 0.003 1.009 1.002 1.015

Year (COVID-19 period) 0.108 0.133 1.114 0.858 1.447
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inactive had 118% increased odds of having high levels of 
acute depressive symptoms at the start of CR (OR 2.181, 
95%CI 1.730, 2.748). In addition, patients from most 
deprived areas were 34% more likely to have high levels 
of acute depressive symptoms (OR 1.339, 95%CI 1.004, 
1.787). However, having a comorbid history of anxiety 
was associated with a reduced likelihood of having high 
HADS depressive symptom levels.

Discussion
The current study is the first nationally representative 
study that investigated the characteristics of patients 
with a history of depression and compares those char-
acteristics prior to and during the COVID-19 period in 
UK CR patients. Previous studies explored the impact 
of COVID-19 on depressive symptoms in the general 
population often using online questionnaires [15, 16]. 
However, there is no prior study investigating the impact 
of COVID-19 on acute depressive symptoms of cardiac 
patients in the CR setting, particularly in patients with a 
prior history of depression. The present study also exam-
ined the factors associated with acute depressive symp-
toms at the start of CR and particularly whether attending 
CR during COVID-19 had an impact on their depressive 
symptoms. We found that factors that are statistically sig-
nificantly associated with high levels of acute depressive 
symptoms in multivariate analysis were physical inactiv-
ity, high HADS anxiety symptoms, a higher total number 
of comorbidities, increased weight, and being from areas 
of higher social deprivation. Although patients attending 
CR during COVID-19 were more likely to have high lev-
els of acute depressive symptoms based on HADS meas-
urement, this was not statistically significant.

The prevalence of having higher levels of acute depres-
sive symptoms was similar in pre COVID-19 period at 
50.8% (HADS ≥ 8) and during the COVID-19 period 
(HADS ≥ 8) at 48.4% among patients with a prior history 
of depression. Although a previous study reported that, 
in the general population of 1470 individuals from the 
USA, the prevalence of depressive symptoms was found 
to be threefold higher than in the preCOVID-19 period 
during the COVID-19 crisis with 27.8% [16], in the cur-
rent study the prevalence of high levels of acute depres-
sive symptoms remained similar to the preCOVID-19 
period. The reason for this could be that Ettman et  al. 
[16] study only recruited individuals from 31 March 2020 
to 13 April 2020 at the start of the COVID-19 pandemic. 
Whereas our study recruited patients from 01 Febru-
ary 2020 to 31 January 2021 which is a whole year from 
the commencement of COVID-19 disease in the UK. 
Therefore, higher levels of depressive symptoms might 
have been attenuated during a whole year. Furthermore, 
Ettman et  al. [16] applied an online questionnaire for a 

short period which may lead to selection bias due to only 
a selection of individuals choosing to participate in their 
study and they could have different characteristics than 
the rest of the population. Whereas in the current reg-
istry-based study a greater coverage of UK CR patients 
was recruited over a longer period. Another US-based 
study recruited 3904 individuals from a general popula-
tion during a wider period—from June 2020 to January 
2021—than the previously stated study using an online 
questionnaire and found a similar prevalence of high 
levels of depressive symptoms similar to our study dur-
ing the COVID-19 period with 52.4%, however, they have 
used PHQ-9 assessment tool for screening depressive 
symptoms instead of HADS as in our study [15]. Another 
reason why the prevalence of high levels of depressive 
symptoms remained similar pre and during the COVID 
period in our study could be that patients with a his-
tory of depression could have high levels of depressive 
symptoms based on their specific condition and their 
depression might be harder to treat compared to patients 
without the history of depression. Therefore, they may 
remain with high levels of acute depressive symptoms 
pre and during COVID-19. Furthermore, patients with 
a history of depression have a higher mean total number 
of comorbidities both in pre and during the Covid period 
(4.84 ± 2.21; 4.78 ± 2.22, respectively) than the general 
cardiac population, which is 2.67 ± 1.80, during the study 
period. As the higher total number of comorbidities 
associated with having higher levels of depressive symp-
toms, this could be the reason why patients with a history 
of depression remain with a similar prevalence of acute 
depressive symptoms both pre and during COVID-19 as 
their mean total number of comorbidities are also similar 
in these periods (Table 1).

Another finding was that physical inactivity was influ-
ential on having high levels of depressive symptoms at the 
start of CR. Physically inactive patients were 118% more 
likely to have high levels of acute depressive symptoms 
(OR: 2.181, 95%CI 1.730–2.748). A recent systematic 
review of the general population including 42,293 indi-
viduals from 21 studies has found that people perform-
ing physical activity on a regular basis and having a stable 
physical activity routine during the COVID-19 pandemic 
have shown a lower chance of presenting with depres-
sive symptoms with around 12–32% [30] Our study was 
supportive of this finding highlighting the importance of 
keeping moderate physical activity. COVID-19-specific 
conditions are very likely. Exercising in a group setting, 
for example, was limited due to social distancing. In addi-
tion, due to the closure of sports clubs, gyms, and other 
common indoor and outdoor areas for physical activ-
ity, the COVID-19 pandemic hampered the possibility 
to be physically active. Although some people were still 
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allowed to walk and jog on the streets, others were not 
[31]. A lack of opportunities during the pandemic may 
be linked to less physical activity in general. In addition, 
the effectiveness of telerehabilitation and home-based 
CR programmes were also investigated in recent trials 
[32, 33], these types of programmes may also be useful 
during the COVID-19 period and help keep the patients 
that are unable to attend the traditional CR programmes 
active. However, further research is needed to confirm 
their effectiveness specifically during the COVID-19 
period. A recent study has shown that oral supplementa-
tion of L-arginine, a semi-essential amino acid involved 
in biological processes, enhances the effect of CR on 
physical performance during the COVID-19 pandemic 
[34], however, the impact of this supplement on depres-
sive symptoms is not clear. As this supplement is not a 
usual treatment for CR patients, there is no data available 
based on this in the audit.

A cross-sectional study by Zhu et  al. (2019) included 
4043 CVD patients from 16 hospitals in China and par-
ticipants were enrolled between November 2014 and 
January 2017 and confirmed the association of physi-
cal activity with depressive symptoms. Patient Health 
Questionnaire-9 (PHQ-9) was used to assess depressive 
symptoms and PHQ-9 ≥ 10 was accepted as high levels 
of depressive symptoms. However, previous studies were 
not inclusive of patients with a prior history of depres-
sion attending CR during COVID-19 [35, 36].

In the current study, a higher HADS anxiety score is 
associated with higher levels of acute depressive symp-
toms at the start of CR (OR 1.433, 95%CI 1.383, 1.484). 
A finding which illustrates the interrelationship between 
anxiety and depression that relate to poor outcomes. A 
recent Australian retrospective cohort study investigat-
ing patients entering CR programmes was in line with 
this finding [37]. Authors have used Depression Anxiety 
Stress Scale (DASS-21) measurement tool to assess the 
patients’ anxiety and depressive symptoms and found 
that anxiety was strongly associated with depressive 
symptoms. However, this study was conducted in the 
pre-covid 19 period and was unable to include patient 
data from during the COVID-19 period [37]. Weight 
was another variable associated with high levels of acute 
depressive symptoms. One kilogramme increase in 
weight was associated with a 1% increase in the odds of 
having high levels of depressive symptoms. A previous 
systematic review conducted on the general population 
was in agreement with our study [38]. Likewise, weight 
gain was found to be associated with increased depres-
sive symptoms during COVID-19 in a recent observa-
tional study of the general population [39].

One finding is that having a higher total number of 
comorbidities was associated with 10% increased odds 

of having high levels of acute depressive symptoms at 
the start of CR in patients with a prior history of depres-
sion (OR 1.107, 95%CI 1.045, 1.172). Another study was 
contrary to our findings and unable to find an association 
between comorbidities and depressive symptoms [40]. 
Yet, the detrimental impact of comorbidities on COVID-
19 patients was highlighted in recent studies, and patients 
with comorbidities are reported to be a vulnerable group 
who need to be protected from this infectious disease 
[41]. Our study adds that having a higher total number of 
comorbidities is also associated with high levels of acute 
depressive symptoms in CR patients with a prior his-
tory of depression. As depression is strongly associated 
with increased mortality and worse cardiac prognosis 
for cardiac patients [2, 3], the management of comor-
bidities may be pivotal and protective not only for deaths 
related to COVID-19 but also for depressive symptoms 
in cardiac patients which could be further examined by 
future studies. However, comorbid anxiety was found to 
be negatively associated with high levels of depressive 
symptoms.

The English Index of Multiple Deprivation (IMD) was 
one of the demographic measurements included in this 
study and it was found to be associated with high levels 
of acute depressive symptoms in patients with a prior 
history of depression after adjusting for age, gender, 
smoking, marital status, physical inactivity, HADS anxi-
ety, the total number of comorbidities, comorbid anxiety, 
and attending CR during COVID-19 period. CR patients 
from most deprived areas were 34% more likely to experi-
ence acute depressive symptoms in multivariate analysis. 
A recent study has found that people living in the most 
deprived areas have higher depressive symptoms during 
COVID-19 in the general population [42]. However, this 
study has some limitations such as recruiting patients 
only from two weeks of the COVID-19 period in June 
2020 and administering a survey by telephone which may 
have led to the selection of a certain population, only the 
ones replying to phone calls [42]. Furthermore, the study 
was not able to factor in the individual’s depressive symp-
toms prior to COVID-19 as well as whether they had a 
history of depression which are addressed in our study. In 
addition, a prior American study has shown that a lower 
neighbourhood socioeconomic context was associated 
with a reduced likelihood of starting CR which was meas-
ured by the neighbourhood deprivation index [43]. Thus, 
further strategies need to be developed by CR services to 
be more inclusive of these socially disadvantaged groups 
of patients with higher deprivation. Considering the 
association of deprivation with high levels of depressive 
symptoms, CR programmes may contemplate screen-
ing patients from most deprived areas for depressive 
symptoms which could be beneficial for early detection 
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of the condition. Indeed, Helmark et al. (2022) study has 
found that CR patients from areas of higher social dep-
rivation were found to be less likely to be screened for 
their depressive symptoms. Therefore, the importance 
of screening for depressive symptoms remains relevant 
during the COVID-19 period which also aligns with the 
European Society of Cardiology (ESC) Position statement 
on psychosocial aspects of cardiac rehabilitation [44].

Lastly, patients with a history of depression attending 
CR during the COVID-19 period were 11% more likely 
to have high levels of acute depressive symptoms at the 
commencement of CR. However, this was not statisti-
cally significant adjusting for other covariates (OR 1.114, 
95%CI 0.858, 1.447). Although the current literature 
suggests that in the general population COVID-19 was 
associated with high levels of depressive symptoms [16, 
45], these studies were conducted in a very short period, 
nearly at the start of the pandemic, and they employed 
only online questionnaires. However, on the contrary, 
our study recruited CR patients with a prior history of 
depression for a whole year during the COVID-19 pan-
demic. The current study used a nationwide population 
of UK CR programmes which is representative of the UK 
CR patients.

Implications for practice
Patients with a history of depression who are physically 
inactive, have high anxiety symptoms, increased weight, 
a higher total number of comorbidities, and from areas 
of higher social deprivation are more likely to have high 
levels of acute depressive symptoms. High-risk patients 
might be more effectively identified if these factors are 
considered. The current study confirms that assessment 
of depressive symptoms at the start of CR is important 
to identify higher-risk patients. Patients with a history 
of depression need careful monitoring in core CR con-
sidering the baseline characteristics of these patients. 
The recognition, prevention, and treatment of depressive 
symptoms during COVID-19 remain important as the 
ongoing situation with restrictions and the spread of new 
COVID-19 variances across the globe.

Limitations
The use of an observational approach was a strength of 
this study to understand the real world by applying rou-
tinely collected data. However, our sample size was lim-
ited to 948 patients with a history of depression attending 
CR during the COVID-19 period, larger sample size 
should be targeted in future studies. Another limitation 
was our analysis was not able to account for the diagno-
sis of depression in the CR period, the treatment with 
antidepressant medication, cardiac function, or the loss 
of family members due to COVID-19 as this was not 

recorded in the NACR data set, future research is recom-
mended to take account of these variables. In addition, 
the influence of the type of the CR programme may also 
be further studied in the future when comparing post-CR 
outcomes.

Conclusions
The aim of the current study was, in patients with prior 
history of depression, to investigate the association 
between attending CR during the COVID-19 period 
and baseline patient characteristics with high levels of 
acute depressive symptoms when starting CR. Attend-
ing CR during the COVID-19 period was associated with 
a small but non-statistical increase in the odds of hav-
ing high levels of acute depressive symptoms in patients 
with a prior comorbid history of depression. As CR pro-
grammes return to full capacity our research suggests 
that the initial CR baseline assessment should also take 
into account of prior history of depression considering 
the characteristics of these patients associated with high 
levels of acute depressive symptoms such as being physi-
cally inactive, having increased anxiety, the higher total 
number of comorbidities and being from most deprived 
areas. Furthermore, when the patient presents with high 
levels of acute depressive symptoms, a psychosocial 
health professional may be consulted, either as part of the 
multidisciplinary team or as a referral, to ensure proper 
care and treatment of the patient’s symptoms.

Abbreviations
CR: Cardiac rehabilitation; CVD: Cardiovascular disease; HADS: Hospital Anxiety 
and Depression Scale; NACR : National Audit of Cardiac Rehabilitation; BHF: 
British Heart Foundation; MI: Myocardial infarction; PCI: Percutaneous coronary 
intervention; CABG: Coronary artery bypass graft; IMD: English Index of Multi-
ple Deprivation.

Acknowledgements
The authors would like to acknowledge the support of the NACR Team.

Author contributions
SS, PD, AH contributed to the conception or design of the work. SS, PD, and 
AH contributed to the acquisition, analysis, or interpretation of data for the 
work. SS, PD, and AH drafted and critically revised the manuscript. All authors 
gave final approval to be accountable for all aspects of the work, ensuring 
accuracy and integrity. In addition, all authors have read and approved the 
final manuscript.

Funding
This research was carried out by the British Heart Foundation (BHF) Cardio-
vascular Health Research Group, which is supported by a grant from the BHF 
(Grant reference 040/HI/19/20/NACR). The funding organisation had no role 
in the study design, interpretation, and analysis of data, or preparation of the 
manuscript.

Availability of data and materials
The data that support the findings of this study are available from the National 
Audit of Cardiac Rehabilitation, but restrictions apply for the availability of this 
data, which were used under license for the current study, as the data being 
link anonymised with NHS Digital under section 251 approval, cannot be 
shared publicly.



Page 9 of 10Sever et al. BMC Cardiovascular Disorders          (2022) 22:427  

Declarations

Ethics approval and consent to participate
The National Audit of Cardiac Rehabilitation is hosted by NHS Digital, National 
Audit of Cardiac Rehabilitation is allowed to use anonymised patient-level 
data and the agreements are annually assessed as a part of data governance 
approval between NHS Digital and National Audit of Cardiac Rehabilitation. 
These agreements and the anonymity of the data set meant that there was no 
need for separate ethical approval. Permission is granted for the National Audit 
of Cardiac Rehabilitation to use patients’ data by the NHS Digital and Health 
Research Authority’s Confidentiality Group under section 251 of the NHS Act 
2006, which allows collecting identifiable patient data for NHS digital without 
needing individual consent. All methods were carried out following relevant 
guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors have no competing interests.

Author details
1 Department of Health Sciences, Faculty of Science, University of York, 
ATB/255 Seebohm Rowntree Building, York, UK. 2 Faculty of Health Sciences, 
Usak University, Uşak, Türkiye. 

Received: 26 March 2022   Accepted: 17 August 2022

References
 1. Meijer A, Conradi HJ, Bos EH, Anselmino M, Carney RM, Denollet J, et al. 

Adjusted prognostic association of depression following myocardial 
infarction with mortality and cardiovascular events: individual patient 
data meta-analysis. Br J Psychiatry. 2013;203:90–102.

 2. Meijer A, Conradi HJ, Bos EH, Thombs BD, van Melle JP, de Jonge P. 
Prognostic association of depression following myocardial infarction 
with mortality and cardiovascular events: a meta-analysis of 25 years of 
research. Gen Hosp Psychiatry. 2011;33:203–16.

 3. Lichtman JH, Froelicher ES, Blumenthal JA, Carney RM, Doering LV, 
Frasure-Smith N, et al. Depression as a risk factor for poor prognosis 
among patients with acute coronary syndrome: Systematic review and 
recommendations: a scientific statement from the American Heart Asso-
ciation. Circulation. 2014;129:1350–69.

 4. Thombs BD, Bass EB, Ford DE, Stewart KJ, Tsilidis KK, Patel U, et al. 
Prevalence of depression in survivors of acute myocardial infarction. Arch 
Gerontol Geriatr. 2006;21:30–8.

 5. Baumeister H, Haschke A, Munzinger M, Hutter N, Tully PJ. Inpatient and 
outpatient costs in patients with coronary artery disease and mental 
disorders: a systematic review. BioPsychoSoc Med. 2015;9:1–16.

 6. BACPR. Cardiovascular disease prevention and rehabilitation 2017. 
British Association for Cardiovascular Prevention and Rehabilitation. 
2017;2017:1–26.

 7. Ambrosetti M, Abreu A, Corrà U, Davos CH, Hansen D, Frederix I, et al. Sec-
ondary prevention through comprehensive cardiovascular rehabilitation: 
from knowledge to implementation. 2020 update. A position paper from 
the Secondary Prevention and Rehabilitation Section of the European 
Association of Preventive Cardiology. Eur J Prev Cardiol. 2021;28:460–95.

 8. SIGN. Cardiac rehabilitation: a national clinical guideline. Edinburgh: Scot-
tish Intercollegiate Guidelines Network; 2017. p. 1–42.

 9. World Health Organization. WHO Director-General’s opening remarks at 
the media briefing on COVID-19; 11 March 2020. 2020.

 10. Li Q, Guan X, Wu P, Wang X, Zhou L, Tong Y, et al. Early transmission 
dynamics in Wuhan, China, of novel coronavirus-infected pneumonia. N 
Engl J Med. 2020;382:1199–207.

 11. Goldmann E, Galea S. Mental health consequences of disasters. Annu Rev 
Public Health. 2014;35:169–83.

 12. Cénat JM, Felix N, Blais-Rochette C, Rousseau C, Bukaka J, Derivois D, et al. 
Prevalence of mental health problems in populations affected by the 

Ebola virus disease: a systematic review and meta-analysis. Psychiatry Res. 
2019;2020(289):113033.

 13. Hawryluck L, Gold WL, Robinson S, Pogorski S, Galea S, Styra R. SARS 
control and psychological effects of quarantine, Toronto, Canada. Emerg 
Infect Dis. 2004;10:1206–12.

 14. Lai J, Ma S, Wang Y, Cai Z, Hu J, Wei N, et al. Factors associated with mental 
health outcomes among health care workers exposed to coronavirus 
disease 2019. JAMA Netw Open. 2020;3:e203976.

 15. Perlis RH, Ognyanova K, Santillana M, Baum MA, Lazer D, Druckman J, 
et al. Association of acute symptoms of COVID-19 and symptoms of 
depression in adults. JAMA Netw Open. 2021;4:10–3.

 16. Ettman CK, Abdalla SM, Cohen GH, Sampson L, Vivier PM, Galea S. 
Prevalence of depression symptoms in US adults before and during the 
COVID-19 pandemic. JAMA Netw Open. 2020;3:e2019686.

 17. Pedersen SS, Nielsen JC, Wehberg S, Jørgensen OD, Riahi S, Haarbo J, 
et al. New onset anxiety and depression in patients with an implantable 
cardioverter defibrillator during 24 months of follow-up (data from the 
national DEFIB-WOMEN study). Gen Hosp Psychiatry. 2021;72:59–65.

 18. Helmark C, Harrison A, Pedersen SS, Doherty P. Systematic screening for 
anxiety and depression in cardiac rehabilitation: are we there yet? Int J 
Cardiol. 2022;352:65–71.

 19. Von EE, Egger M, Altman DG, Pocock SJ, Gøtzsche PC, Vandenbroucke JP. 
Strengthening the reporting of observational studies in epidemiology 
(STROBE) statement: guidelines for reporting observational studies. BMJ. 
2007;335:806–8.

 20. NACR. The national audit of cardiac rehabilitation: quality and outcomes 
report 2020. British Heart Foundation. 2020.

 21. NICE. Chronic heart failure in adults: diagnosis and management. 
National Clinical Guideline Centre. 2018.

 22. NICE. Secondary prevention in primary and secondary care for patients 
following a myocardial infarction. National Clinical Guideline Centre. 
2013.

 23. Wang W, Lopez V, Martin CR. Structural ambiguity of the Chinese version 
of the hospital anxiety and depression scale in patients with coronary 
heart disease. Health Qual Life Outcomes. 2006;4:12–4.

 24. Bjelland I, Dahl AA, Haug TT, Neckelmann D. The validity of the Hospital 
Anxiety and Depression Scale. J Psychosom Res. 2002;52:69–77.

 25. Zigmond AS, Snaith RP. The Hospital Anxiety and Depression Scale. Acta 
Psychiatr Scand. 1983;67:361–70.

 26. Department for Communities and Local Government. The English Indices 
of Deprivation 2015; 2015.

 27. Sever S, Doherty P, Golder S, Harrison AS. Is improvement in depression 
in patients attending cardiac rehabilitation with new-onset depres-
sive symptoms determined by patient characteristics? Open Heart. 
2020;7:e001264.

 28. Sever S, Golder S, Doherty P. Factors associated with acute depressive 
symptoms in patients with comorbid depression attending cardiac 
rehabilitation. BMC Cardiovasc Disord. 2018;18:1–8.

 29. Sever S, Harrison AS, Golder S, Doherty P. Determinants of depression in 
patients with comorbid depression following cardiac rehabilitation. ESC 
Prev Cardiol. 2019;6:e000973.

 30. Wolf S, Seiffer B, Zeibig JM, Welkerling J, Brokmeier L, Atrott B, et al. Is 
physical activity associated with less depression and anxiety dur-
ing the COVID-19 pandemic? A rapid systematic review. Sports Med. 
2021;51:1771–83.

 31. Sallis JF, Adlakha D, Oyeyemi A, Salvo D. An international physical activity 
and public health research agenda to inform coronavirus disease-2019 
policies and practices. J Sport Health Sci. 2020;9:328–34.

 32. Bravo-Escobar R, González-Represas A, Gómez-González AM, Montiel-Tru-
jillo A, Aguilar-Jimenez R, Carrasco-Ruíz R, et al. Effectiveness and safety 
of a home-based cardiac rehabilitation programme of mixed surveillance 
in patients with ischemic heart disease at moderate cardiovascular risk: a 
randomised, controlled clinical trial. BMC Cardiovasc Disord. 2017. https:// 
doi. org/ 10. 1186/ s12872- 017- 0499-0.

 33. Brouwers RWM, Kraal JJ, Traa SCJ, Spee RF, Oostveen LMLC, Kemps HMC. 
Effects of cardiac telerehabilitation in patients with coronary artery dis-
ease using a personalised patient-centred web application: protocol for 
the SmartCare-CAD randomised controlled trial. BMC Cardiovasc Disord. 
2017;17:1–11.

 34. Mone P, Izzo R, Marazzi G, Manzi MV, Gallo P, Campolongo G, et al. 
L-arginine enhances the effects of cardiac rehabilitation on physical 

https://doi.org/10.1186/s12872-017-0499-0
https://doi.org/10.1186/s12872-017-0499-0


Page 10 of 10Sever et al. BMC Cardiovascular Disorders          (2022) 22:427 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

performance: new insights for managing cardiovascular patients during 
the COVID-19 pandemic. J Pharmacol Exp Ther. 2022;381:197–203.

 35. Zhu Y, Yu X, Wu Y, Shi C, Zhang A, Jiang R, et al. Association of depression 
and unhealthy lifestyle behaviors in Chinese patients with acute coronary 
syndromes. J Cardiopulm Rehabil Prev. 2019;39:E1-5.

 36. Middleton WA, Savage PD, Khadanga S, Rengo JL, Ades PA, Gaalema DE. 
Benchmarking depressive symptoms in cardiac rehabilitation. J Cardio-
pulm Rehabil Prev. 2022;42:163–71.

 37. Rao A, Zecchin R, Newton PJ, Phillips JL, DiGiacomo M, Denniss AR, et al. 
The prevalence and impact of depression and anxiety in cardiac rehabili-
tation: a longitudinal cohort study. Eur J Prev Cardiol. 2020;27:478–89.

 38. Luppino FS, de Wit LM, Bouvy PF, Stijnen T, Cuijpers P, Penninx BWJH, 
Zitman FG. Overweight, obesity, and depression: a systematic review and 
meta-analysis of longitudinal studies. Arch Gen Psychiatry. 2010;67:220–9.

 39. Wernhart S, Weihe E, Rassaf T. Reduced physical activity and weight gain 
are associated with an increase of depressive symptoms during the 
COVID-19 pandemic. A general practitioners’ prospective observational 
study. JRSM Cardiovasc Dis. 2021. https:// doi. org/ 10. 1177/ 20480 04021 
10477 42.

 40. Forman-Hoffman VL, Richardson KK, Yankey JW, Hillis SL, Wallace RB, 
Wolinsky FD. Impact of functional limitations and medical comorbidity 
on subsequent weight changes and increased depressive symptoms in 
older adults. J Aging Health. 2008;20:367–84.

 41. Sanyaolu A, Okorie C, Marinkovic A, Patidar R, Younis K, Desai P, et al. 
Comorbidity and its impact on patients with COVID-19. SN Compr Clin 
Med. 2020;2:1069–76.

 42. Hubbard G, den Daas C, Johnston M, Dixon D. Sociodemographic and 
psychological risk factors for anxiety and depression: findings from the 
Covid-19 Health and Adherence Research in Scotland on Mental Health 
(CHARIS-MH) cross-sectional survey. Int J Behav Med. 2021;28:788–800.

 43. Bachmann JM, Huang S, Gupta DK, Lipworth L, Mumma MT, Blot WJ, et al. 
Association of neighborhood socioeconomic context with participation 
in cardiac rehabilitation. J Am Heart Assoc. 2017;6:1–13.

 44. Pogosova N, Saner H, Pedersen SS, Cupples ME, McGee H, Höfer S, et al. 
Psychosocial aspects in cardiac rehabilitation: from theory to practice. A 
position paper from the cardiac rehabilitation section of the European 
association of cardiovascular prevention and rehabilitation of the Euro-
pean Society of Cardiology. Eur J Prev Cardiol. 2015;22:1290–306.

 45. Han X, Chen S, Bi K, Yang Z, Sun P. Depression following COVID-19 lock-
down in severely, moderately, and mildly impacted areas in China. Front 
Psychiatry. 2021. https:// doi. org/ 10. 3389/ fpsyt. 2021. 596872.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1177/20480040211047742
https://doi.org/10.1177/20480040211047742
https://doi.org/10.3389/fpsyt.2021.596872

	Levels of depressive symptoms in cardiac patients attending cardiac rehabilitation with a history of depression: pre Covid-19 and Covid-19 period comparison
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Data collection
	Participants
	Measures
	Hospital Anxiety and Depression Scale
	Other variables
	Statistical analysis

	Results
	Discussion
	Implications for practice
	Limitations

	Conclusions
	Acknowledgements
	References


