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PSYCHOSOCIAL FACTORS ASSOCIATED WITH
SYMPTOMS OF DEPRESSION AND ANXIETY

FOLLOWING ACUTE MYOCARDIAL INFARCTION
Muhammad Saleem Akhtar1, Saad Bashir Malik2, Masha Asad Khan3

ABSTRACT
Objective: To study factors associated with symptoms of depression and/or anxiety following
acute myocardial infarction (AMI)
Methodology: This Cross-sectional analytical, non-interventional, hospital based study was
carried out at Punjab Institute of Cardiology (P.I.C) and Services Hospital, Lahore. One hundred
consecutive inpatients with AMI diagnosed using WHO criteria, with the age range of 30-60 years
(who were without physical complications) were included in the study. The Urdu version of
Hospital Anxiety and Depression Scale (HADS) was administered to each patient during the
period of 5-7 days following AMI. A semi structured clinical interview was also conducted which
included demographic information, psychiatric assessment and risk factors related to AMI
especially psychosocial factors. Results were analyzed using Statistical Package for Social
Sciences (SPSS).
Results: Out of 100 subjects, 80 (80%) were males and 20 (20%) were females. The age range
was between 30-60 years (50.92±8.53). Over all, symptoms of depression and/or anxiety were
found in 50 (50%) patients. More particularly, symptoms of depression were found in 14%,
symptoms of anxiety in 18%, and mixed symptoms (depression and anxiety) in 18% of the
patients. A significant association was found between symptoms of depression and/or anxiety
following AMI and family history of AMI (p <.007), type A behavior traits (p <.001), job stress
(p <.01) and lack of confiding relationships (p <.002). However, no significant association was
found between symptoms of depression and/or anxiety following AMI and   past history of AMI.
Conclusions: The findings highlight the critical need to assess symptoms of depression and/or
anxiety following AMI along with the factors leading to these. This would be particularly
important in patients who have a family history of MI, job related stress, lack of confiding
relationships and type A behavior traits.
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INTRODUCTION

Acute Myocardial Infarction (AMI) is one of
the most widespread life threatening diseases
in industrialized countries. In USA alone,
about 1.5 million patients annually suffer from
AMI (about one patient every 20 second).1

Incidence of AMI is reported to be on the rise
in South Asian countries including Pakistan2

and is estimated to be as high as in European
population.3

WHO report 2001 suggests that ischemic
heart disease (IHD) and depression would be
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the two leading causes (first and second respec-
tively) of global burden of diseases on econo-
mies of the world in the year 2020.4

There are studies which reveal that
depression and anxiety states represent a high
co-morbidity with AMI.5-8 It is estimated that
one in six people will experience an episode of
major depression at least once in their life, the
number rises to one in two in people with heart
disease.9Life time prevalence rate of depression
is 18-20% in patients with AMI.10 Lloyed and
Cawley11 reported that approximately
two-third of the patients with AMI had anxi-
ety and depressive states. The occurrence of
depression and anxiety after AMI not only in-
fluence the prognosis of AMI but their exist-
ence before the AMI also act as a risk factor10-

13 Depression not only impair health related
quality of life14 but also increases risk of inci-
dent cardiac events even after controlling for
other cardiovascular risks.15 Patients of AMI
who develop depression are six times more
likely than others to die within six months of
AMI,16 leading to 8-fold increase in death rates
at 18 months.17

 The findings from literature reveal factors
that have been associated with depression and
anxiety following AMI. These   include a past
history of IHD1,18  and psychosocial factors viz
 type A behavior pattern,18,19 job stress20 and
lack of social support etc.21

Our previous work8 has shown that 50% of
the patients suffering from AMI experience
symptoms of depression and/or anxiety.
Although studies5,7 investigating the occurrence
of  depression and /or anxiety had been
conducted in Pakistani population, we are
unaware of any work which studied the
relationship of these symptoms with psycho-
social factors in local setting.

The present study was conducted to explore
the association between symptoms of depres-
sion and/or anxiety following AMI  and psy-
chosocial factors in the environment This
knowledge would help in the better manage-
ment and prevention of these symptoms
associated with AMI.

PATIENTS AND METHODS

This cross sectional analytical study was con-
ducted in the Punjab Institute of Cardiology
(PIC) and Services Hospital, Lahore. One hun-
dred consecutive inpatients with AMI diag-
nosed by a consultant cardiologist using WHO
criteria,23 both male and female, with the age
range of 30-60 years (who were without physi-
cal complications), were included in the study.
Patients with medical problems other than
AMI, substance abuse and past history of psy-
chiatric illness were excluded from the study.
After taking written informed consent from
each participant validated Urdu version of
Hospital Anxiety and Depression Scale
(HADS)24 was administered to assess the
symptoms of depression and/or anxiety. This
scale has been designed to identify these
symptoms in patients with medical disorders.
The internal consistency of HADS for anxiety
items ranged from 0.41-0.76 and for depres-
sion items it ranged from 0.30-60. The validity
for depression items was 0.70 and 0.74 for anxi-
ety items. A semi- structured clinical interview
was also conducted which included demo-
graphic details, psychiatric assessment, infor-
mation regarding the risk factors related to AMI
particularly psychosocial factors namely Type
‘A’ behavior traits, job stress, social support
and confiding relationships etc. Type ‘A’
behavior traits were assessed by using Ladwig
et al.,18 criteria which included various aspects
like hostility aggressiveness, anger, competitive
drive and time urgency etc. The social support
and lack of confiding relationship were assessed
by using Social Support Questoinnare.25 which
intends to quantify the availability of and
satisfaction with, social support. The patients
were interviewed on 5-7 days following AMI.
Each patient was interviewed for about 30-45
minutes on his/her bedside ensuring privacy.
The attendants of patients were also
interviewed when necessary. A computerized
statistical analysis of the data was done using
SPSS (10.0 version). The comparison was
done by using Chi-Square for categorical
variables.
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RESULTS

Among 100 patients, 80 (80%) males and 20
(20%) females with the age range of 30-60 years
(50.92±8.53 years) following AMI were stud-
ied. The result of the total sample was divided
into 2 groups (Table-I): Group I (n=50) included
those patients who were experiencing symp-
toms of depression and/or anxiety. It included
patients suffering from symptoms of depres-
sion (14%), anxiety (18%), or mixed anxiety
and depression (18%) respectively. However,
group II (n=50) included those patients who
did not experience these symptoms. Table-II
shows the distribution of Depression, anxiety
and mixed anxiety and depressive symptoms
in Group-1.

Results revealed a significant association
between age (above 45 years i.e.46-60 years),
female sex (p <0.02) and symptoms of depres-

sion and/or anxiety following AMI as shown
in Table-I. A significant association was found
between family history of AMI/ ischemic heart
disease (p <.007) and symptoms of depression
and/or anxiety following AMI. However no
significant association was observed with past
history of MI and smoking (Table-III).

The analysis of psychosocial risk factors re-
vealed a significant association between type
A behavior traits (p <.001) and the symptoms
of depression and/or anxiety in post AMI pa-
tients. Whereas of the total sample (n= 100) 53
patients (53%) reported type A behavior traits,
these traits were reported in 40 patients (80%)
of group I (n= 50) (Table-IV). Job related stress
(p<.01) and lack of confiding relationships
(p<.002) were also found to be significantly
associated with symptoms of depression and/
or anxiety in post AMI patients (Table-IV).
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Table-I: Age and Sex distribution (n=100)

Group-1 Group-II Total patients         P-value

(n=50) % (n=50) % (n=100) (%)

Age (years)
30-40  9  18 10 20 19 19 >0.10
41-50 18 36 11 22 29 29
51-60 23 46 29 58 52 52

Sex
Male 35 70 45 90 80 80 <0.02
Female 15 30 5 10 20 20
Mean age± SD 50.2±7.9 51.82±9.11 50.92±8.53

% =   Percentage of male & female patients within Group I&II
Group I -Patients with symptoms of depression and/or anxiety.
Group II -Patients who did not experience these symptoms

Table-II: Distribution of depressive, anxiety and mixed anxiety and depressive Symptoms in Group-1 (n=50)
Depressive Symptoms Anxiety Symptoms Mixed Anxiety &

Depressive Symptoms

(n=14) % (n=18) % (n=18) %
Age(Years)

 30-40 1 7.14 3 16.7 5 27.8
41-50 7 50.00 7 38.9 4 22.2
51-60 6 42.86 8 44.4 9 50.0

Sex
Male 8 57.1 13 72.2 14 77.8
Female 6 42.29 5 27.8 4 22.2
Total 14 18
Mean age±SD 51.29±6.29 50.0±8.36 49.06±8.81

%   Percentage of male & female patients within Group I
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DISCUSSION

Findings of this study show symptoms of
depression and/or anxiety in 50% of the post
AMI patients. Various factors have been high-
lighted which are associated with development
of symptoms of depression and/or anxiety
following AMI .These are both physical and
psychosocial ones.18-22

The present study revealed no significant as-
sociation between past history of AMI (p <0.1)
and symptoms of depression and/or anxiety
following AMI. This finding is in unison with
those of previous studies.18 A possible reason
for this negative association could be that prior
experience of AMI may result in enhanced cop-
ing skills to deal with subsequent illness of the
same nature. This may manifest as reduction
in experience of these symptoms   after AMI.
In the present study family history of IHD/MI

was found significantly (p <.007) associated
with the symptoms of depression and/or anxi-
ety in post AMI patients. A possible explana-
tion for this association, in the present study,
may be that these subjects have been sensitized
by the experience of observing the same illness
in their relatives along with its likely compli-
cations including long term disability and
death the close knit family ties in our
socio-cultural setting may further contribute to
this effect

In the current study Type A behavior traits
were found significantly associated (p <.001)
with symptoms of depression and/or anxiety
following AMI (Table-III) and this has also been
supported by previous studies26,27 Fukunshi and
Hattori19 studying Japanese subjects found type
A behavior traits to be a predictor of depres-
sion following AMI. Type A individuals are
well known for their competitive, ambitious
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Table-III: Risk factors for symptoms of depression and/or anxiety in AMI patients (n=100)
Risk Factors Group-1 Group-2 Total patients P-value

(n=50) (n=50)        (n=100)

No. % No. % No. %
F/H MI/IHD
Present 20 40 8 16 28 28 0.007
Absent 30 60 42 84 82 82
Past MI
Present 8 16 3 6 11 11 0.1
Absent 42 84 87 94 89 89
Smoking
Smoker 24 48 22 44 46 46  0.688
Non smoker 26 52 28 56 54 54
Group I -Patients with symptoms of depression and/or anxiety.
Group II -Patients who did not experience these symptoms

Table-IV: Psychosocial factors for symptoms of depression and/or anxiety in AMI patients (n=100)

Psychosocial Group-1 Group-2 Total patients P-value
Factors   (n=50)   (n=50)       (n=100)

No. % No. % No. %

Type A Traits
Present 40 80 13 26 53 53 <0.001
Absent 10 20 37 74 47 47

Job related stress
Present 27 54 11 22 38 38 0.011
Absent 23 46 39 78 62 62

Confiding relationships
Present 34 68 46 92 80 80 0.002
Absent 16 32 4 8 20 20



and fast pace of life and it is likely that the forced
period of compulsory bed rest following AMI
is incompatible with their habitual life style and
promotes further stress, which can present
symptoms of depression and anxiety after AMI.
Further as a consequence of their personality
traits, these individuals are more likely to worry
excessively about likely complications of AMI,
uncertainties about the future etc and thereby
become more prone to symptoms of depression
and anxiety after AMI.

A significant association (p <.01) was found
between job stress and symptoms of depres-
sion and anxiety following AMI. Ladwig et al18

also described the positive relationship between
job stress and depression in these patients A
possible explanation may be that the subjects
reporting job stress may be already burdened
with extra stress at work and the occurrence
of AMI brings about an extra burden. This find-
ing has an important implication in that the
patients who work in high stress environment
are not only likely to develop AMI27,28 but also
symptoms of depression and /or anxiety  in
post AMI period,18 which further impair their
ability to cope with stress. This aspect merits
special consideration when planning for
rehabilitation of such patients.

Lack of confiding relationships and symp-
toms of depression and/or anxiety after AMI
were found to be significantly associated
(p<.002) in the current study (Table-IV). This
finding is also supported by other studies.5,27-29

The possible reasons for the lack of confiding
relationships, may be, change in our socio-cul-
tural setup, forced marriages, lack of trust, in-
security, break down of joint family system etc.
Some studies30,31 report that loneliness and lack
of social support are not only identified as pre-
dictor of premature death after AMI but also
associated with symptoms of depression and
anxiety in post MI period.22,32

Limitations of the study: We acknowledge that
our study has a number of limitations. Firstly,
the present study is based on sample restricted
to particular hospital and the patients only
with AMI were included who were not suffer-
ing from accompanying medical, cardiovascu-

lar and psychiatric diseases, therefore findings
cannot be generalized. Secondly, the patients
were assessed only once after interval of 5-7
days following AMI   therefore it is difficult to
determine whether these symptoms were short
lived or long lasting. Thirdly, the relationship
of  symptoms of depression and /or anxiety
with Psychosocial factors viz. job stress, lack
of confiding relationship and type A behavior
traits were assessed by using semi structure
interviews. No specific standardized and valid
instruments were used to assess these factors.
We suggest that further studies be carried out
using larger sample size, recruiting patients
from different hospitals and using specific stan-
dardized, valid instruments to measure above
mentioned psychosocial factors.

CONCLUSIONS

Our findings highlight a number of psycho-
social factors associated with symptoms of de-
pression and /or anxiety in post AMI patients.
These include family history of AMI, type A
behavior traits, job stress and lack of confiding
relationships. Medical teams dealing with pa-
tients suffering from AMI need to be aware of
these factors in order to assess and manage
these patients in a more holistic way. Our work
also underscores the importance of preventive
mental health in these patients which can be
promoted by introducing psycho-educational
programs viz Stress management techniques,
life style management strategies etc. This
would not only assist in a more comprehen-
sive management of AMI but is also likely to
reduce the chances of these patients suffering
from symptoms of depression and/or anxiety
in post MI period which carry additional
burden.
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