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Abstract: 

The current study sought to find quality of life promotion strategies created and tested among population-based 

depressed individuals. There is compelling narrative evidence to suggest that the scope and intensity of interventions 

should be tailored to the participants' physical, cognitive, and social functioning levels. Previous reviews' findings 

indicate that eHealth therapies are successful in promoting PA in adults of various ages. However, none of these 

reviews have presented a distinct picture of participation in such interventions and their impact on PA in older 

persons. 
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INTRODUCTION: 

The WHO has focused on mental health since its 

foundation in 1948, It is now defined as a "state of 
well-being in which each individual realizes his or her 

own potential, can cope with the usual demands of life, 

can work successfully and fruitfully, and is able to 

contribute to her or his community" [1]. Thus, the term 

includes one dimension relating to subjective 

experiences and another relating to a person's level of 

functioning [1]. 

 

Mental health is dependent on a complex interaction 

of individual resources, contextual circumstances and 

demands, and social support [2]. When things are in 

harmony, a person is mentally healthy and may reach 
his or her own potential, cope, be productive, and 

contribute to society. The WHO definition of mental 

health is also the starting point for several of the top 

models created in recent decades to distinguish 

between mental health and mental diseases [3,4]. 

 

Depressive symptoms are an independent risk factor of 

cardiovascular disease (CVD) and remain 

underdiagnosed as well as undertreated by healthcare 

providers [5]. Depressive symptoms describe the 

presence of symptoms that do not reach the Diagnostic 
and Statistical Criteria for any of the depressive 

illnesses included in the Fifth Edition of the Manual of 

Mental Disorders. The presence of at least two major 

depression symptoms, excluding depressed mood and 

anhedonia (lack of interest or pleasure), for at least two 

weeks is the criterion for this subset of depression, 

which has been proposed to be labeled as 

subsyndromal symptomatic depression or 

subthreshold depression [6]. The most common 

symptoms for subsyndromal symptomatic depression 

are insomnia, feeling tired all the time, recurrent 

thoughts of death, trouble concentrating, significant 
weight gain, slowed thinking, and hypersomnia [6]. 

 

The prevalence of common mental disorders is on the 

rise among the populations of western industrial 

nations [7]. A strong link There are considerable cross-

effects between physical and mental health that have 

been discovered, even after correcting for 

confounders. Little is known, however, regarding the 

potential mechanisms via which mental health 

influences physical health and vice versa. 

Understanding these indirect effects and how they 
differ across demographic groups could have 

significant consequences for design of health policies 

[7,8]. 

 

METHOD: 

 

The literature for this comprehensive narrative review 

was searched using electronic medical databases, such 

PubMed and EMBASE, for all studies related to the 
concern topic which is promoting the quality of life 

among depressed patients. 

 

DISCUSSION: 

Previous studies have tested unidirectional 

relationships between depression and lifestyle 

behaviors and have gave assistance in both directions 

of association A large amount of research has found 

that certain lifestyle patterns predict eventual 

depression. Smoking and obesity, for example, have 

been linked to an increased risk of clinically severe 

depressive symptoms 4 to 17 years later [9,10]. 
Physical exercise has been associated to a lower risk 

of recurrent depression in multiple longitudinal 

studies, whereas sleep disorders increase the risk of 

incident depression [12,13]. Furthermore, randomized 

controlled trials have shown that exercise is just as 

beneficial as sertraline at alleviating depression 

symptoms [14,15]. 

 

On the other hand, growing research suggests that 

depression is a risk factor for the development of 

unhealthy habits. A meta-analysis of 11 longitudinal 
studies found strong links between depression and 

future physical inactivity [16]. Depressive symptoms 

have been associated to a cluster of behavioral risk 

factors in post-myocardial infarction patients, 

including reduced adherence to diet, exercise, 

medication regimes, stress reduction, and socializing 

guidelines [17]. Other research suggests that having 

depressive symptoms or a history of serious 

depression increases the chance of having a high BMI, 

abdominal obesity, and smoking on a frequent basis 

[18,19].  

 
Although these studies collectively suggest that 

bidirectional relationships likely exist between 

depression and lifestyle behaviors, few studies have 

formally tested both directions of the association [19]. 

 

Regular physical activity (PA) and reduced sitting 

time or a sedentary lifestyle are linked to gains in 

physical, psychological, cognitive, and functional 

health [20]. For older persons to reap health 

advantages, the World Health Organization (WHO) 

recommends 150 minutes of moderate exercise each 
week [21]. Depending on the study, the percentage of 

older persons aged 60 and up attaining the necessary 

PA levels ranged from 2 to 83%. Sun and colleagues'  
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systematic analysis included 45 studies that reported 

PA levels for adult populations, and 20 – 60% of older 

persons met the criteria [22]. 

Personal, psychological, social, and environmental 

factors all have a role in PA start and maintenance. 

Personal determinants playing a role in the uptake and 

maintenance of PA include age (i.e., older adults 

become less active with increasing age), gender (i.e., 

men tend to be more active than women), and overall 
health status (i.e., good overall physical health is 

predictive of higher levels of PA) [23,24]. Self-

efficacy, perceived benefits, enjoyment, intention, and 

readiness to modify behavior are all psychological and 

social drivers of PA. Persons who express high levels 

of self-efficacy and have acquired an intention (or 

readiness) to engage in the behavior, who view PA to 

be good to their health, and who report enjoying PA 

are specifically targeted to engage more frequently in 

the behavior. Determinants concerning the social or 

physical environment include the availability of a 
social network (i.e., having a good social network 

and/or a sports PA initiation and maintenance are 

related with relationship), social support (e.g., 

receiving social support from significant individuals is 

associated with PA commencement), perceived safety 

of the surroundings, and perceived access to 

sports/exercise facilities [24]. So far, a slew of studies 

targeting the aforementioned PA factors to varied 

degrees have proved the efficacy of PA therapies. 

 

Furthermore, interventions that provide information 

on PA in print or face-to-face formats have a lengthy 
history [25]. However, the rising use of the internet 

and mobile technology in recent years may have 

opened up new avenues for promoting PA in adult 

populations, including older persons [26]. eHealth is 

described as "the electronic transfer of health 

resources and health care" [27]. This includes, among 

other things, the delivery of health information 

through the internet and mobile technologies. In the 

elderly population, a growing number of people use 

electronic devices such computers, cellphones, or 

tablets [28]. Previous systematic reviews and meta-
analyses show that eHealth therapies are an effective 

intervention vehicle for promoting PA in adults of all 

ages [29,30]. However, in the majority of the studies 

included in these analyses, PA therapies were paired 

with other intervention components, such as lifestyle 

modification recommendations for weight loss or type 

2 diabetes control. Furthermore, the evidence for the 

effectiveness of these interventions in regard to PA 

promotion among older adults is mixed. While some 

studies suggest that eHealth approaches effectively 

promote PA [31,32], other studies report no beneficial 

effect of eHealth PA interventions compared to non-

eHealth interventions [33,34]. The aim of this 

systematic review and meta-analysis is to compare the 

effectiveness of eHealth interventions solely 

promoting PA in older adults aged ≥55 years with 
either a no intervention or a non-eHealth intervention 

[33,34]. 

 

Risk that may be avoided to prompt quality of 

life: 

Prospective studies have shown that obesity, sleep 

difficulties, and physical activity predict the likelihood 

of developing major depression [13,15,33]. We 

therefore expected baseline lifestyle behaviors to be 

significantly predictive of subsequent changes in 

depressive symptoms, but these associations were 

explained by baseline depressive symptoms. Our 
findings may have differed from other prospective 

studies because many prior studies focused on 

predicting incident major depression and thus 

excluded participants with depression at baseline 

[25,32]. In contrast, our study examined changes in 

depressive symptom severity. Consistent with our 

findings, a meta-analysis showed that obesity was 

more predictive of subsequent major depression than 

of increases in depressive symptoms [35]. In addition, 

a 10-year study of adults with depression found that 

physical activity and depressive symptoms were 
concurrently associated on each of four waves of 

assessment, but physical activity did not predict future 

changes in depressive symptoms [36]. Furthermore, 

our sample was composed of middle-aged and older 

adults with chronic CHD, rather than younger, 

healthier participants as in prior research [9, 37]. The 

effects of lifestyle behaviors on depressive symptoms 

may differ in sicker patients with chronic medical 

conditions than in non-clinical populations [36]. 

 

Although depressive symptoms and lifestyle behaviors 

are commonly thought to have reciprocal influences, 
the current study is only one of several (and perhaps 

the first with cardiac patients) that have formally tested 

bidirectional relationships. Previous investigations of 

bidirectional associations have produced mixed 

results: bidirectional associations have linked 

depressive symptoms to high BMI, smoking, and 

insomnia, but others have found no long-term 

relationships between depression and physical activity 

or only a unidirectional association leading from 

obesity to subsequent depression [33,34,36].  

 
A number of potential physiological and psychosocial 

pathways have been proposed to explain the links 

between depressive symptoms and lifestyle risk 

factors. There is compelling evidence supporting the 
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role of inflammatory responses in the pathophysiology 

of depression [37]. Physical inactivity, inadequate 

sleep, and other unhealthy behaviors can lead to 

elevated inflammation and thus contribute to the 

development and exacerbation of depressive 
symptoms. On the other hand, specific symptoms of 

depression—including loss of interest, hopelessness, 

fatigue, and trouble remembering—may reduce one’s 

motivation or ability to maintain physical activity and 

medication regimens. Patients with elevated 

depressive symptoms may also have low cardiac self-

efficacy (i.e., less confidence in their ability to manage 

their health), thereby resulting in poor health behaviors 

and worse clinical outcomes [38]. In addition, 

depression is confounded with other psychosocial 

factors, such as low social support, that increase the 

risk of poor health behaviors. Future studies should 
seek to better understand how depression leads to 

worse lifestyle behaviors, and vice versa, particularly 

for chronic conditions in which optimal lifestyle 

behaviors are critical for disease management. 

 

Evidence from other populations suggests that 

depression treatment can improve health behaviors, 

such as antiretroviral medication adherence among 

persons living with HIV/AIDS [39]. It is unclear, 

however, whether treatment of depressive symptoms 

will help promote a healthy lifestyle in patients with 
cardiovascular disease. Randomized clinical trials of 

antidepressant treatment and psychotherapy for 

cardiac patients with depression have shown only 

modest effects on depressive symptoms but no 

improvements in cardiovascular outcomes [40].  

 

CONCLUSION: 

Long have psychological and behavioral aspects been 

linked to the development and prognosis of CHD. Poor 

health behaviors and a high BMI are connected to an 

increase in depression symptoms in the future, 

however the connections are weaker. These 
bidirectional findings are especially significant 

considering the accumulating evidence that lifestyle 

choices may play a significant role in the unfavorable 

cardiovascular events and mortality linked with 

depression. Regular physical activity (PA) has been 

linked to improved physical, psychological, cognitive, 

and functional health outcomes. 
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