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Abstract

Background: In the past few years a very important observation that came to light is the increase in prevalence of some
psychiatric disorder in chronically ill patients. Symptoms of depression and anxiety are common following myocardial
infarction (MI). Both the symptoms have been linked with increased risk of recurrent coronary artery disease (CAD),
Severe psychological stress, major life events, and depression causes myocardial infarction (MI) in 15% of case of
Coronary Artery Disease (CAD) and are associated with higher rates of morbidity and mortality. Objective: (1) To
establish the diagnosis of myocardial infarction in patients. (2) To study and correlate various psychological
manifestations in these patients. Methodology: The patients for the present study were taken up from those admitted in
ICCU and OPD of department of Medicine G.M.C, Ambikapur, during the study period. 50 patients were studied having
CAD (Myocardial infarction). The patients were history taken in detailed & examined (Physical and Psychiatric),
investigated with reference to ECG proven myocardial infarction or cardiac enzymes proven MI. Results: We have
found 46% of prevalence rate of depression in our study. Majority of patients (20%) have mild depression (score 10-13)
on (HAD-Scale), 12% have major depression, 42% had Anxiety. Majority of patients 26% have mild anxiety. Only 6%
have severe anxiety (score > 30) in our study. Conclusion: Personality feature of CAD patients are associated with
emotional as sympathetic arousal which result in increases in catecholamine as consequent increase in mobilization of
free fatty acid from adipose tissue, aggregation of platelets which may precipitate MI. So, a thorough research,
prevention and rehabilitation of psychologically oriented care can increase the patients sense of security and is
fundamental basis of successful medical care.

Key words: Coronary Artery Disease, Intensive Coronary Care Unit, Outdoor Patients, Hamilton rating scale for
depression, Hamilton Rating Scale for Anxiety, Myocardial infarction

Introduction

recurrent coronary heart disease (CHD) event following
myocardial infarction (MI). Clinically depressive
symptoms are found in 40 to 65 percent of patient after

Coronary artery disease (MI) is as much as
psychological problem as a medical one. This fact is
again ascertained by present study. Finding in this study

emphasized that MI (CAD) is an ultimate product of
complex interaction of biological, psychological and
socio-cultural factors. The factors exert their influence
in precipitating and maintenance of this intractable
disease. Daily life offers ample empirical evidence of an
intimate relationship between the psyche and the heart.
Symptoms of depression and anxiety are common
following myocardial infarction. Both depression and
anxiety have also been linked with and increased risk of
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a myocardial and the prevalence of major depressive
disorder is 20 to 25 percent. In such severe
psychological and mental stress is associated with
causation of myocardial infarction along with other
etiological factors.

Mental stress cause dilatation of arteries but constriction
of atherosclerotic coronary arteries [1]. Patient with
myocardial infarction (MI) often exhibit alteration of
emotional state, anxiety and depression. Sever stress
and depression requires specific therapy and influences
the outcome positively.
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Aims and Objectives

1. To establish the diagnosis of myocardial infarction in
patients.

2. To study and correlate various psychological
manifestations in these patients.

Material & Methods

Place of study: The patients for the present study were
taken up from those admitted in ICCU and OPD of
department of Medicine and Psychiatry, G.M.C,
Ambikapur

Type of Study: The Study is type of prospective study.
It consist of assessment of the included patients and
controls.

Sampling Method: We have taken randomly 50 post
MI patients who have fitted according to inclusion
criteria from admitted or attended in OPD of Medicine
Department.

Sample Collection: For the purpose of study 50
patients were studied having CAD (Myocardial
infarction).

The patients underwent detailed history taking,
examinations  (Physical and  Psychiatric) and
investigations with reference to ECG proven myocardial
infarction or cardiac enzymes proven MI. Psychiatric
disorders were diagnosed as per 1.C.D.-10. Psychiatric
evaluation was done in each case on a Semi-structured
proforma and on the following three rating instruments:

(i) Life event scale, for stressful life events during last
12 months prior to the attack of MI used for study.

Results
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(i) Patients were assessed for anxiety, using Hamilton
Anxiety rating scale and score was measured in each
case.

(i) Hamilton Rating Depression Scale was used for
assessing the degree of depression and score was
measured in each case.

Inclusion criteria

All indoor and outdoor patients of CAD (MI) in GMC,
hospital Ambikapur (CG)

Exclusion criteria

1. Previous psychiatric illness.
2. More than one attack of MI.

Materials

1. Specially designed semi structured proforma for
socio-demographic variables.

. Life event scale for stressful life events.
. Hamilton rating scale for depression.

. Hamilton rating scale for Anxiety.

wm A W N

. WHO criteria for Diagnosis of CAD — ST elevation
in at least 2 consecutive leads with raised cardiac
specific enzymes.

Statistical Methods: We have analyze data by using
SPSS 21.0 version. We have drawn inferences as mean,
SD of cases and controls group of respective variables.
We have find also association between two variable by
chi square test. As well as we have used t test wherever
was applicable.

The details were recorded on a specially prepared performed. Hamilton Depression rating scale for depression and
Hamilton Anxiety rating scale for Anxiety were used for levels of Depression and Anxiety respectively and Life event
scale for measurement of stressful life events in the past 12 months of occurrence of MI was used. The results are given

below:

Table-1: Analysis of depression in study group.

Depression Score Study
(Hamilton Depression Rating Scale) Group n(%)
< 10 (Absent depression) 27 (54%)
10-30 (Mild depression) 10 (20%)
14-17 (moderate depression) 7 (14%)
> 17 (Severe depression) 6 (12%)

46% patients have depression. 20% patients have mild depression.
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Table-2: Analysis of Anxiety in study group.

Original Research Article

. . . Study
Anxiety score (Hamilton Rating scale)
Group n(%)
< 18 (No anxiety) 29 (58%)
18-24 (Mild anxiety) 13 (26%)
25-29 (moderate anxiety) 5 (10%)
> 30 (Severe anxiety) 3 (6%)

42% patients have anxiety. 26% patients have mild anxiety.

Table-3: Analysis of MI in male & female.

Sex N Ant. Wall MI Ant. Septal MI | Inf. Wall MI | Lat. WallMI | Non STEMI
Male 15 19 4 8 2 1
(38%) (8%) (18%) (4%) 2%)
Female 2 4 1
15 8 (16%) 0
(4%) (8%) 2%)
50 27 6 13 3 1
Total
(54%) 12%) 26%) 6%) 2%)

54.2% male patients (19 out of 35) have anterior Wall MI as compared to 33.3% female patient. 11.4% male patients (4
out of 35) have antero-septal MI as compared to 13.3% female patient. 25.7% male patients (9 out of 35) have inferior
wall MI as compared to 26.6% female patients. 5.7% male patients (2 out of 35) have lateral wall MI as compared to
6.6% female patients. Only 2.8% male patients have non-STEMI.

Table-4: Analysis of level of Depression in different types of MI.

Depression Score (HAM-D N Ant. Ant. Inf. Wall Lat. Wall Non
Scale) Wall MI | Septal MI MI MI STEMI
<10
. 27 (54%) | 14 (28%) 4 (8%) 2 (14%) 27 (54%) 0
(Absent depression)
10-13 10
. . 5 (10%) 1 (2%) 3 (6%) 0 1 (2%)
(Mild Depression) (20%)
14-17 2
. 7 (14%) 5 (10%) 0 0 0
(Mod. Depression) (4%)
>17 3 1 1 1
. 6 (12%) 0
(Severe Depression) (6%) 2%) 2%) 2%)
50 27 6 13 3 1
Total
(100%) (54%) 12%) 26%) 6%) 2%)

48% patients (13 out of 27) have depression in Anterior Wall MI. 46% patient (6 out of 13) have depression in Inferior
wall MI. 33% patient (2 out of 6) have depression in Anterior septal wall MI. 50% severely depressed patients (3 out of
6) belong to Anterior wall MI.70% moderate depressed patients (6 out of 13) ) belong to Anterior wall MI. 50% mild
depressed patients (5 out of 10)) belong to Anterior wall MI.100% patients (1 out of 1)) have mild depression in Non
STEMI.

44% patients (12 out of 27) have anxiety in Anterior Wall MI.46% patient (6 out of 13) have anxiety in Inferior wall
MI.16% patient (2 out of 16) have anxiety in Anterior - septal wall MI. 100% patients (out of 1) anxiety in Non
STEMI.33% patients (1 out of 3) have anxiety in Lateral wall MI1.66% severely anxious patients (3 out of 6) ) belong to
anterior wall MI.80% moderately anxious patients (4 out of 5) ) belong to Anterior wall MI.46% mildly anxious patients
(6 out of 13) ) belong to Anterior wall.
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Table-5: Analysis of level of anxiety in different types of MI
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Depression Score (HAM-D N Ant. Ant. Inf. Wall Lat. Wall Non
Scale) Wall MI | Septal MI MI MI STEMI
<18 15 7 2
. 29 (58%) 5 (10%) 0
(Absent Anxiety) (30%) (14%) (4%)
18-25 13 1 4 1
. . 6 (12%) 1 (2%)
(Mild Anxiety)) (26%) 2%) (8%) (2%)
20-30 1
. 5 (10%) 4 (8%) 0 0 0
(Mod. Depression) (2%)
>30 2 1
. 3 (6%) 0 0 0
(Severe Anxiety) 4%) 2%)
50 27 6 13 3 1
Total
(100%) (54%) (12%) (26%) (6%) 2%)
Study of life events and Anxiety in study group
50 1
40 A
30 A
20 A
10 -
0 T . f
From O to 3 From 4 to7 From 8 to10
® Total no. of patients No. of Anxiety patients
Graph-1: Showing that life events and Anxiety in study group
Study of life events and depression in study group
60 1 41
40 A 18
20 A
0 T T f
FromOto3 From 4 to7 From 8 to10
B Total no. of patients M No. of Anxiety patients

Graph-2: Showing life events and depression in study group

Majority of patients (82%) have life events between (4-7) and 54% have life events score between (100-200). 42% of
patients having depression. 91.3% of depressed have life events between 4-7 and patients having anxiety (63%) have life
events between 4-7 and also patients having anxiety (24%) have score between (201-300). Only one patients have highest
score of 305 and total events 10, anxiety score of 32, depression score of 24 on Hamilton rating scale.
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Discussion

In our study we found 46% prevalence rate of
depression in post myocardial infarction patients which
is higher than previous study. Other authors have also
reported high prevalence 20% to 31 % in their study
[2,3]. Another study they found as 65% of depression in
CAD patients [4]. Majority of patients 20% have mild
depression & 6 patients out of 23 (28%) have major
depression. (Cardiology review 2002) found depression
as independent risk factor in CAD patients, which may
be explained by association between mood disturbance
and adverse outcome, disturbance in autonomic tone,
platelet activation and aggregation which may cause
CAD [5].

Present study showed 42% prevalence rate of anxiety
disorder in CAD patients which is supported by various
authors [6][7][8]. Anxiety increase sympathetic tone
which cause increase secretion of Catecholamines and
Control lead to myocardial hypoxia, increase in cardiac
output, heart rate and blood pressure, may precipitate
myocardial infarction (MI).

In our study, majority of patients are males in both
study and control group, 28% of patients, having
depression are males as compared to 18% females and
30% males have anxiety as compared to 12% in
females. Overall probable ratio of anxiety and
depression is higher in females. 14 out of 35 patients in
males (40%) have depression as compared to 9 out of
15 (60%) in females in depressed and 15 out of 35
(42.85%) in males have anxiety as compared of 6 out of
15 (40%) in female patients which is supported by
study, who found females have more depression and
anxiety than males in CAD patients [9].

In our study, Majority of patients are in social class II
16% & (34.8%) depressed are in class II. Only 4% was
in lower social class IV having depression, this may be
due to the difference in sample size, this is also
supported by study which is socio economic
disadvantages are related to increased morbidity and
lower social class have increased incidence of CAD
with more anxiety and depression [10].

Majority of patients 28% have no anxiety (score < 18);
42% of patients have anxiety in study group. 44%
patients (42 out of 27) have anxiety in anterior wall MI.
Only one patient have non STEMI and have both
anxiety and depression. 3 patients (6%) have severe
anxiety (score >30) in which 2 patients (4%) in Anterior
wall MI and 1 patient (2%) in interior wall MI. We have
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found that in another studies have severe depression is
risk factor for CAD [11] & 8% patients show moderate
anxiety 6 out of 38 patients (15.8%) in study show
depression in his study [12]. Psychosocial factors may
contribute to cardiovascular pathology by way of
neuroendocrine and neural pathways. The limbic
system, the catecholamines play particularly influential
roles in mediating the effects on the heart and blood
vessels. Psychological factors related to interpersonal
relationship and those reflecting personality style may
influence the occurrence and outcome of cardiovascular
disease.

Once the cardiovascular pathology is preset intense
emotional arousal can trigger or exacerbate symptoms
and tend to exert a feedback effects on emotional
arousal such as anxiety and depression and a viscous
cycle may develop. For example, a patient who is given
a diagnosis of CAD becomes frightened and increases
his physical activity, smoking or eating in an attempt to
relieve the fear. Various cardiovascular responses may
be learned as a result of operant conditioning become a
person’s habitual of specific mode of autonomic
response to arousing symbolic stimuli. The primary and
secondary prevention of CAD involve the use of
strategies aimed at modifying behavior pattern. Various
levels of prevention consist of health Education
screening of risk factors, control hypertension and
rehabilitation by behavioral methods. Behavioral
methods  involve cardiac  stress management
programme, which is aimed at two objectives; Stress
management training and change of habitual behavior.
Stress management training involving teaching the
person how to relax, identify situations of
competitiveness, time
motivations and hostility.

pressure, achievement

Early detection of post MI depression and treatment
with SSRI have shown to decrease mortality and fatal
rhythmic disturbance. But major depression is rarely
deducted and treated in cardiology setting. There is
strong evidence that stress can trigger cardiac events
psychological and behavioral interventions targeting
distresses itself appear to hold good promise they found
stress management reduce the risk of CAD [13].

In our study, the trend for anxiety, majority (24%)
having anxiety have score between 201-300. None is
having score above 300. So, majority of patients having
depression and anxiety have major life events between
4-7 and score between 200-300.
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Conclusion

Personality feature of CAD patients are associated with
emotional as sympathetic arousal which may precipitate
MI. From this study it can be logically concluded that
with the beginning of diagnosis, there are a series of
predictable personal crisis in the subsequent course of
CAD. Thus it should become a part of the prescription
of every physician to educate the newly diagnosed one
about various other behavioral and psychological
consequences [14].
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