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Abstract
There is a profound schism between the large epidemiologic database informing behavioral cardiology/cardiac psychology and the modest implementation of
psychological services into clinical practice. We completed several online surveys of American Psychological Association Listservs, requesting information about
practice in cardiac psychology and found fewer than 15 members with extensive clinical experience in the United States. The unmet need for addressing psychological
comorbidities among hospitalized cardiac patients was recently discussed in an editorial in a major cardiology journal. This paper describes two authors’ successful
practices in cardiac psychology within medical settings. We hope this discussion will foster greater interest in the translation of research into practice among both the
cardiology and psychology communities.

Introduction
The scientific field of cardiac psychology, also known as behavioral
cardiology and psychocardiology, began in 1959 when Friedman and
Rosenman, two cardiologists, invented the “type A behavior pattern
(TABP)," the two major symptoms of which are easily aroused anger
(free floating hostility) and time pressure (doing too much in too
little time) [1,2]. Early research linked type A behavior with increased
myocardial infarction (MI; [3]). An often-controversial topic, the TABP
has scarcely been studied in recent years; however, a large empirical
evidence base has evolved informing cardiac psychology. A PubMed
search of the terms "psychosocial factors and cardiovascular disease”
now yields more than 52,000 citations. Research links depression,
social isolation, anxiety, anger, as well as a number of less researched
psychosocial factors, with both the onset and poor treatment outcome
of coronary heart disease (CHD). A meta-analysis of 893,500 initially
healthy subjects reported that depression is a risk factor for both MI
and CHD [4], while another meta-analysis with 317,540 subjects
determined that depression is a risk factor for non-fatal and fatal
stroke [5]. In 2014, an expert panel convened by the American Heart
Association recommended that depression be elevated to risk factor
status for patients with acute coronary syndrome (ACS) [6]. Anxiety
has been associated with increased risk of cardiovascular mortality,
CHD, stroke, and heart failure in a meta-analysis with 2,017,276
subjects [7]. A review of loneliness and social isolation reported that
deficiencies in social relationships were associated with an increased
risk of CHD and stroke [8]. Anger has been shown to heighten the
risk of CHD in healthy individuals and cardiac patients [9], as well as
“trigger” MI, stroke, intracranial aneurism rupture, and ventricular
arrhythmia [10]. In contrast to these negative emotional states and
conditions, optimism has been found to be a robust protective factor
against cardiovascular disease [11]. Differing starkly from these
studies, which have utilized large numbers of subjects, the most recent
Cochrane review [12] contained only 35 clinical trials with 10,703
participants attempting to treat psychosocial risk factors, and thereby
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reduce cardiac morbidity and mortality, as well as improve quality of
life. Psychological interventions led to a reduction in cardiovascular
mortality (relative risk 0.79, 95% confidence interval [CI] 0.63 to
0.98), although no effects were observed for total mortality, MI, or
revascularization. Psychological interventions improved depressive
symptoms (standardized mean difference [SMD] –0.27, 95% CI –0.39
to –0.15), anxiety (SMD –0.24, 95% CI –0.38 to –0.09), and stress (SMD
–0.56, 95% CI –0.88 to –0.24), compared with routine care controls. A
well done recent randomized trial [13] demonstrated that the addition
of stress management enhanced cardiac outcomes during cardiac
rehabilitation compared to rehabilitation patients who did not receive
such training.
In an attempt to stimulate the field, the American Psychological
Association has published four books [14-17], one video [18] and a 10hour professional video series [19] in cardiac psychology. We recently
queried APA Listservs from the Divisions of Health Psychology,
Behavioral Cardiology, Clinical Psychology, and Counseling
Psychology, with fewer than 15 psychologists replying that they were
engaged in substantial cardiac psychology practice in the U.S.

What we have done: Examples of cardiac psychology in
practice
In 1981, Robert Allan established the first cardiac support group in
the New York Metropolitan area at the Nassau County Chapter of the
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American Heart Association. He invited cardiologist Stephen Scheidt,
from what was then The New York Hospital - Cornell Medical Center,
to attend a group session; Scheidt subsequently invited Allan to study
cardiology at Cornell where, in 1983, they established the Coronary
Risk Reduction Program. Dr. Scheidt graciously shared his office with
Allan for 25 years, until his untimely passing in 2007. During the past
34 years, at what is now Weill Cornell Medical College/New YorkPresbyterian Hospital, in concert with the Nutrition Department and
his team, Allan has provided “Preventing Heart Disease” classes to more
than 15,000 inpatients and their family members. He has treated many
hundreds of cardiac patients with individual psychotherapy and led
more than 3,000 cardiac support groups in the Division of Cardiology,
cardiac rehabilitation centers, and private practice. Additionally, for
the past several years, Allan has provided psychological evaluation and
psychotherapy on the step-down coronary care unit (CCU), where he
has found fertile ground for collaboration with staff and intervention
with patients. This work has been recently described [20]. Of note, it is
a small, but nonetheless significant, percentage of the inpatient cardiac
population that has an interest in working with a psychologist at Weill
Cornell.
Terry M. Pace has worked with an extensive network of
professionals at a designated “heart hospital” in Oklahoma. He
conducts daily consultations with patients for psychological distress
of any kind. Consultations are generated from elevated scores on the
Geriatric Depression Scale, as well as referrals from physicians, nurses,
case managers, and chaplain staff, usually 10-12 a day. Pace is typically
able to see about half the referrals, as many patients are in medical
procedures, sedated, or discharged.
Pace and Allan make notes into the medical records immediately
after seeing each patient, consult with staff before and after, and
contact physicians with concerns. They provide assessment, coping
techniques, long term recommendations for mental health care, and
make referrals for outpatient treatment. Both Allan and Pace make
psychopharmacology recommendations to physicians, who ultimately
prescribe the medication. Patients often present with multiple
diagnoses, including cardiovascular, neurovascular, and peripheral
vascular conditions, as well as associated co-morbidities, such as
diabetes and chronic obstructive pulmonary disease. Most often, Pace
treats acute stress regarding medical issues, hospitalization adjustment
issues and complications, depression, suicidal ideation, anxiety and
panic, substance abuse (especially methamphetamines and alcohol),
posttraumatic stress disorder (mainly from war, as Pace has a large
veteran’s population). Patients are followed as needed while in the
hospital. Some may be seen numerous times for ongoing assessment
and psychotherapy.
Pace conducts an outpatient clinic one afternoon a week, following
patients who live nearby and are most in need. His service is embedded
within a large outpatient cardiology clinic; thus, patients come to one
setting for both their cardiac and psychological care. Allan treated
patients in the outpatient cardiology department for 25 years; more
recently he has moved to a private office, largely because of space
limitations in an ever-expanding Cardiology Division. Pace could
easily have a full outpatient practice within the medical center, but
with the range of his other duties, time does not allow. The majority of
physicians readily express appreciation for his services; one cardiologist
recently told Pace, “you are the most important doctor here, you help
people change their lives, I just fix them up, but you help them to live
and care for themselves better.” When physicians see the results of
psychological services, many are appreciative and eager to collaborate,
providing more comprehensive patient care.
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Pace delivers two stress management psycho-educational groups
each week in the Intensive Cardiac Rehabilitation (ICR) program,
following the Medicare approved Pritikin model, which has a holistic
framework [21]. The syllabus includes stress physiology and the heart;
coping skills, utilizing a model that organizes coping into various
modalities, such as relapse prevention, relaxation training, and sleep
hygiene. Each patient is billed as part of the bundled ICR program
for time in each modality (nutrition, yoga, exercise, psycho-educational
stress management groups). There are 10-15 patients in most psychoeducational groups. Pace also provides a weekly open support group for
all cardiac patients, using an adaptation of the Ornish model utilized in
the Lifestyle Heart Program [22,23]. Usually, 5-10 patients attend the
support group.
A systems model of care includes physicians, nurses, chaplains,
physical and occupational therapists, dieticians, and family. Educating
physicians and nursing staff about psychological aspects of healthcare
in a collegial, respectful, and time efficient manner is a major focus.
These are often the gatekeepers with the greatest impact on patients’
healthcare, and our relationships with them are paramount to being
effective. We also occasionally provide stress management or related
enrichment workshops for staff development.
A notable aspect of our practice is that we are both on call 24 hours
a day. Pace has on-call psychologists to cover weekends and holidays.
We also offer training to medical and psychology students.
Pace believes his practice has been successful for four primary
reasons. First, he obtained full support from administrative and
physician leaders in order to establish his position and advocate for the
value of psychological services. Second, using a psychological screening
tool has created a natural flow of patients and increased awareness of
psychological needs among other providers. Third, embedding his
role into the same work patterns and locations as physicians and other
providers makes him visible, accessible, and demystifies psychological
services. Fourth, when patients show improvement from psychological
interventions, it is easy to build trust and confidence with other health
care providers.

Discussion
Every psychological intervention clinical trial has utilized group
psychotherapy as the treatment modality, with an ultimate goal of
reducing cardiac events, which cardiologist Scheidt once referred to
as “the holy grail of behavioral cardiology.” However, psychologists
have long provided individual psychotherapy for depression, anxiety,
deficiencies in social relationships, and anger – all risk factors with
robust empirical relationships to CHD. Patients with cardiac diagnoses
other than CHD can also benefit from psychological intervention,
such as cardiac arrest survivors, patients with implantable cardioverter
defibrillators (ICDs), pacemakers, and external life vests; congestive
heart failure, valvular repair or replacement; cardiomyopathy, Takasubo
cardiomyopathy (stress cardiomyopathy; “Broken Heart Syndrome”);
and those needing various behavioral-lifestyle modifications (e.g.,
smoking cessation, substance abuse, pain management, insomnia,
medical adherence). Additionally, many cardiac patients have other
co-morbid medical conditions that can impact heart health or
overall quality of life and may be appropriate targets of psychological
intervention for lifestyle change, such as diabetes, kidney disease, sleep
apnea, chronic pain, and cognitive impairment. Finally, cardiac patients
may exhibit increased baseline rates of many common psychological
stressors and disorders such as work and family stress, depression,
anxiety, post-traumatic stress, other severe mental illnesses and
substance abuse disorders [14,15].
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Quite importantly, we believe that psychologists should gain
considerable experience before attempting clinical trials. Practice as a
cardiac psychologist comes with a steep learning curve as it is necessary
to have a thorough grounding in cardiology in order to garner respect
from physicians and medical staff as well as patients. “A Whirlwind
Tour of Cardiology for the Mental Health Professional” is a resource
that has been provided for this purpose [24].

Should every cardiology division utilize a cardiac psychologist?
Why not? There is such an abundance of data linking psychosocial
factors to CHD, what reasons could there be to object? Moreover,
patients with other cardiac diagnoses can also benefit from the
emotional support of a psychologist. With the intense pressures on
cardiologists in the current practice environment, there is little time
available to address the emotional aspects of heart disease, which can
be truly challenging for some patients. The American Psychologist
recently published a special issue addressing in more depth the research
base for the practice of cardiac psychology that we have reviewed here
[25]. The lead authors in this issue emphasized the point that most of
the major etiological factors contributing to cardiovascular disease
have a psychological component which is potentially modifiable and
that the expertise of psychologists offer a skill set to complement and
help to coordinate the interventional work of cardiologists and other
healthcare providers.
A substantial segment of the cardiac population is on Medicare
and reimbursement is available for psychological evaluation as well as
individual and group psychotherapy. Commercial insurance companies
also routinely reimburse for these services. Essentially, a cardiac
psychologist can be self-sufficient, costing the Cardiology Division little
to no funding.
Practice as a cardiac psychologist is a rewarding endeavor. In sum,
we need a surge in both clinical practice and clinical trials in order
to bring this field to fruition and overcome the astonishing schism
between research and practice.
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