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Abstract

Background: Depression is a common psychological condition in patients following acute myocardial infarction
(AMI) and is associated with poor recovery outcomes. Despite its clinical significance, depression remains under-
diagnosed in cardiac patients, often leading to impaired quality of life (QoL). This study aimed to determine the
prevalence of depression in post-AMI patients and examine its correlation with QoL across different domains.
Method: A cross-sectional study was conducted at tertiary care centre among 71 post-AMI patients. Depression
was assessed using the Cardiac Depression Scale (CDS), while QoL was measured using the WHOQOL-BREF
questionnaire. Descriptive statistics were used to analyse the prevalence of depression, and Pearson’s correlation
and multiple regression analyses were conducted to assess its association with QoL.

Result: Among the participants, 45.1% exhibited moderate to severe depression, with a mean CDS score of 99.37
+31.13. Depression was significantly negatively correlated with all QoL domains (r =-0.464 to -0.603, p <0.001),
with the strongest association observed in Psychological QoL (r = -0.603, p < 0.001). Regression analysis
confirmed that depression was a significant predictor of poor QoL across all domains (p < 0.01).

Conclusion: The high prevalence of depression is found in post-AMI patients and its strong association with poor
QoL highlight the urgent need for routine psychological screening and mental health interventions in cardiac care
to enhance patient recovery and well-being.

Keywords: Acute myocardial infarction, Cardiac rehabilitation, Depression, Psychological distress, Quality of
life.
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Introduction

Acute myocardial infarction (AMI) is a leading
cause of mortality and long-term disability
worldwide. While advancements in cardiovascular
medicine have significantly improved survival rates,
many post-AMI patients experience psychological
distress, particularly depression, which adversely
affects their recovery and overall quality of life

(QoL) [1].

Research has shown that patients who experience
AMI often develop psychological disorders that may
persist for months or even years after the initial
cardiac event [2]. Depression not only impacts the
emotional well-being of patients but also contributes
to poor adherence to medical regimens, increased
risk of recurrent cardiovascular events, and higher
mortality rates [3]. Existing literature underscores
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this association, indicating that individuals who
survive an AMI are confronted with an increased
risk of mental health disorders, particularly
depression which can be overlooked by healthcare
providers. Understanding these psychological
outcomes is crucial, as depression has profound
implications for patients' quality of life (QoL) and
overall recovery trajectory after an AMI [4-6].

Research indicates that depression is prevalent
among post-AMI patients, with reports suggesting
rates as high as 65%. Many survivors exhibit
significant depressive symptoms, and a portion
meets the criteria for major depression [7,8]. The
impact of such psychological conditions is
multifaceted, affecting not only the emotional aspect
of patient experience but also leading to significant
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detriments in physical health. It has been established
that depression in post-AMI subjects correlates
strongly with increased mortality rates. Patients
experiencing treatment-resistant depression have a
worse prognosis compared to those who do not [5,7].
Additionally, depression can obscure cardiovascular
recovery by impeding participation in rehabilitation
programs, thus affecting long-term outcomes [9,10].

Several studies have reported a high prevalence of
depression in post-AMI patients, with estimates
ranging from 20% to 45% [11]. Depression in these
patients is linked to reduced adherence to cardiac
rehabilitation programs, poor lifestyle
modifications, and increased cardiovascular risks
[12]. Furthermore, depression can contribute to
negative physiological changes such as heightened
inflammation and autonomic dysfunction, which
may exacerbate cardiovascular disease progression
[13].

Quality of life is a crucial determinant of long-term
recovery in post-AMI patients. The World Health
Organization (WHO) defines QoL as a
multidimensional construct encompassing physical,
psychological, social, and environmental well-being
[14]. Depression has been found to significantly
reduce QoL by impairing emotional stability,
limiting physical activities, and diminishing social
interactions [15].

Despite growing recognition of the impact of
psychological factors on cardiac outcomes. There is
a lack of comprehensive studies who have
specifically examined the correlation between
depression and QoL in post-AMI patients in India.
The majority of existing literature originated from
Western populations, where healthcare
infrastructure, socioeconomic status, and cultural
perceptions of mental health significantly differed
from those in developing countries [16]. In India,
mental health assessment was rarely integrated into
routine cardiac care, and psychological disorders
often went undiagnosed due to stigma and limited
access to psychiatric services [17].

While several studies had evaluated the prevalence
of depression post-AMI, few explored the extent to
which these conditions directly influenced QoL in a
structured manner. Most research relied on self-
reported symptoms without employing standardised
assessment tools to quantify psychological distress
and its impact on overall well-being [18]. Given
these limitations, an urgent need existed for research
that systematically evaluated the interplay between
depression and QoL in post-AMI patients using
validated psychological assessment scales.

The present study aimed to determine the prevalence
of depression in patients following AMI and assess
their impact on QoL. Specifically, the study sought
to examine the correlation between psychological
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distress and QoL, thereby providing valuable
insights into the necessity of integrated mental
health interventions in cardiac rehabilitation
programs.

Methods

Study Design: This cross-sectional observational
study aimed to assess depression and quality of life
in patients who have experienced acute myocardial
infarction. The research took place at the
Department of Cardiology at SMS Medical College
in Jaipur, India, from December 2024 to February
2025. Ethical clearance was obtained from the
Institutional Ethics Committee. All procedures
adhered to the ethical principles outlined in the
Declaration of Helsinki.

The sample size for this study was estimated using
the formula for correlation studies. Assuming a
confidence level of 95% (Zo/2 = 1.96), a study
power of 80% (ZB = 0.84), and an expected
correlation coefficient of 0.35 based on prior
research [23], the required sample size was
calculated to be 70. This estimation accounts for the
variability in correlation analysis and ensures
adequate statistical power to detect meaningful
associations. Therefore, total of 71 patients
diagnosed with AMI were included in the study. The
sample size was determined using an alpha level of
0.05 and a power of 0.80, which ensures sufficient
statistical strength to detect significant correlations
between depression and quality of life.

Study Population

The study involved individuals who attended the
Cardiology Outpatient Department at SMS Medical
College in Jaipur between November 2024 and
February 2025. Eligible participants included those
aged between 30 and 75 years who had completed
the first 3 months following AMI. This time lag of 3
months was taken when the immediate
psychological effect of the event was seen as a
reaction to the stress of suffering acute MI [30].
Additionally, QoL reaches a steady level at a
minimum of 2 months after an episode of MI [31].
Only clinically stable patients without ongoing
critical complications were considered, ensuring
they were in a suitable condition for psychological
assessment.

Written informed consent was taken from all
participants, who also demonstrated the ability to
understand and respond to the study questionnaires.
Inclusion criteria specified that individuals must be
fluent in Hindi to complete the screening tools.
Subjects with a prior history of major psychiatric
disorders, such as schizophrenia or bipolar disorder,
as well as those with severe cognitive impairment
were excluded from this study. As it was necessary
to avoid confounding effects on the assessment of
depression. Additionally, patients with

International Journal of Current Pharmaceutical Review and Research

1000



International Journal of Current Pharmaceutical Review and Research

neurodegenerative  diseases, substance abuse
disorders, terminal illnesses, or those who required
intensive care management were not included, as
these conditions could significantly affect quality of
life, independent of psychological factors. Eligible
participants were recruited consecutively from
Cardiology  outpatient clinics to  ensure
representativeness while excluding confounding
cases and maintaining a focused study population.
Written informed consent was obtained from all
participants before the commencement of the study.

Cardiac Depression Scale (CDS): The CDS was
used to assess depressive symptoms, specifically in
cardiac patients. Developed by Hare and Davis [19],
the CDS 1is a clinically validated, self-report
instrument designed to measure depression in
individuals with cardiovascular conditions. The
scale consists of 26 items, each rated on a 7-point
Likert scale (1 = strongly disagree to 7 = strongly
agree), evaluating the cognitive, emotional, and
behavioural aspects of depression in cardiac
patients. The total score ranges from 26 to 182, with
higher scores indicating greater depressive
symptoms. CDS is particularly suited for cardiac
patients as it differentiates depression from
symptoms commonly associated with cardiac
disease, such as fatigue and reduced energy levels.
Depression severity was based on the CDS score is
classified as follows: 26-89 = Normal; 90-100 =
Mild to Moderate; and scores above 100 = Severe.
The scale has been validated in multiple studies,
demonstrating high internal consistency
(Cronbach’s alpha > 0.90) and strong correlation
with other depression rating scales, such as the Beck
Depression Inventory BDI.

World Health Organization Quality of Life-
BREF (WHOQOL-BREF) Hindi Version: The
WHOQOL-BREF is a tool used to evaluate the
quality of life in patients who have experienced a
myocardial infarction. Developed by the World
Health Organization in 1998 [20], this self-report
questionnaire is a shorter version of the WHOQOL-
100 and is designed to assess subjective well-being
across multiple domains. It consists of 26 items that
cover four key areas: Physical Health, which
includes 7 items to measure aspects such as energy
levels, fatigue, pain, sleep quality, and mobility;
Psychological Health, covering 6 items to assess
emotional well-being, self-esteem, and cognitive
functions; Social Relationships, with 3 items that
evaluate personal relationships, social support, and
aspects of sexual activity; and Environmental
Health, which contains 8 items that address financial
stability, living conditions, accessibility to
healthcare, and overall safety.
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Respondents rate each item on a 5-point Likert scale
(1 = very poor to 5 = very good), with higher scores
indicating a better quality of life. WHOQOL-BREF
has been extensively validated across various patient
populations, including those with cardiovascular
disease. It demonstrates high reliability (Cronbach’s
alpha ranging from 0.75 to 0.89) and strong
correlations with other quality-of-life measures,
such as the Short Form Health Survey.

Data Collection and Analysis: Participants were
recruited from the cardiology outpatient department.
After the written informed consent was taken, they
completed the CDS and WHOQOL-BREF
questionnaires in the presence of trained researchers.
Socio-demographic and clinical data, including age,
gender, medical history, and current treatment, were
also recorded. Social economic status was assessed
using modified Kuppuswamy scale. The dataset's
normality was assessed using the Shapiro-Wilk test.
Descriptive statistics are presented as means =+
standard deviations or as frequencies (percentages).
Pearson’s correlation coefficient was applied to
examine the relationships between depression and
QoL scores. Independent t-test or One-way ANOVA
was utilised to compare the depression and QoL
scores among demographic categories. Multiple
linear regression analysis was conducted to
determine the predictive effect of depression on
QoL, controlling demographic variables such as age,
gender, and co-morbidities. Data analysis was
conducted using SPSS version 23.0.0 (IBM, New
York, USA), and statistical significance was
determined at p < 0.05.

Results

The study included 71 post-myocardial infarction
patients, and their depression and quality of life
scores were analysed. The demographic
characteristics of participants are presented in Table
1. The mean age of participants was 59.56 years (SD
= 11.49), ranging from 34 to 83 years. Most were
male (88.7%) and married (94.4%), with a high
percentage (71.8%) being self-employed. The
majority lived in rural areas (73.2%). All patients
lacked a family history of AMI.

The mean scores, standard deviations, and ranges for
depression and quality of life (QoL) are presented in
Table 2. Among the patients, thirty (42.3%)
exhibited normal levels on depression scale. Nine
patients (12.7%) were classified as having mild to
moderate depression, while thirty-two patients
(45.1%) fell into the severe category.
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Table 1: Sociodemographic characteristics of acute myocardial infarction patients (n=71).

Variable | Sub-category Mean / Frequency | Standard Deviation/ Percentage
Age (years) 59.56 11.49
Male 63 88.7
Gender Female 8 11.3
[lliterate 30 42.3
Primary school 9 12.7
Education level Secondary school | 3 4.2
Graduate 24 33.8
Post-graduate 5 7
Unemployed 16 22.5
Employment status IS):S;IGI}I;IE yed ; 1 ;1 8'8
Government job | 2 2.8
Single 2 2.8
Marital status Married 67 94.4
Widowed 2 2.8
Locality Urban 19 26.8
Rural 52 73.2
Religion Hil’ldl.l 60 84.5
Muslim 11 15.5
. Nuclear 45 63.4
Type of family Joint 26 36.6
Monthly income (rupees) 16887.14 14948.2
<10000 30 423
Family income group 10001-20000 28 39.4
20001-30000 6 8.5
>30000 7 9.9
Family history of AMI | Absent 71 100
1 56 78.9
. 2 11 15.5
No of episodes 3 3 40
4 1 1.4

Table 2: Descriptive statistics of depression and QoL Scores.

Variable Mean = SD Range (Min-Max)
Depression Score 99.37+31.13 44 — 158

Physical QoL 53.04 +14.25 19 — 88
Psychological QoL 49.85 + 19.58 6—81

Social QoL 52.20 £25.27 0-8l1
Environmental QoL 61.92 + 14.67 19-94

Correlation analysis revealed that depression was significantly negatively correlated with all QoL domains (r
ranging from -0.464 to -0.603, p < 0.001), indicating a strong association between higher depression levels and
poorer quality of life. The correlation results are presented in Table 3.

Table 3: Correlation of depression scores with QoL domains.

QoL Domain Depression Score (r, p-value)
Physical QoL -0.501, p <0.001
Psychological QoL -0.603, p <0.001
Social QoL -0.515, p <0.001
Environmental QoL -0.464, p <0.001

There were no significant differences found in
depression and Psychological QoL scores (p > 0.05).
However, a significant difference was observed in
Environmental QoL (p = 0.024), which suggests that

unmarried or widowed individuals may experience
lower environmental well-being.  Significant
differences were noted in Physical QoL (p = 0.043),
Social QoL (p = 0.044), and Environmental QoL (p
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= 0.005), indicating that higher education is
associated with a better quality of life. Additionally,
there were significant differences in Environmental
QoL (p = 0.007), suggesting that individuals from
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joint families may have better outcomes. The
comparison of depression and QoL among AMI
patients is detailed in Table 4.

Table 4: Comparison of depression, anxiety, and QoL across demographics

Variable Depression | Physical Psychological Social Environmental QoL
(P QoL (p) QoL (p) QoL (p) | (p)
Gender 0.201 0.419 0.398 0.822 0.536
Marital Status 0.067 0.187 0.173 0.55 0.024
Education 0.312 0.043 0.147 0.044 0.005
Employment 0.818 0.307 0.136 0.267 0.099
Locality 0.812 0.707 0.774 0.837 0.831
Religion 0.344 0.225 0.099 0.382 0.287
Family Type 0.312 0.06 0.055 0.354 0.007
Multiple  regression analysis revealed that This study aimed to assess the levels of depression

depression was a significant predictor of various
quality of life (QoL) domains. Depression exhibited
a strong negative correlation with Physical QoL (B =
-0.487, p < 0.001), Psychological QoL (B =-0.598,
p <0.001), Social QoL (f =-0.432, p=10.001), and
Environmental QoL (B =-0.392, p = 0.002).

This indicates that higher levels of depression are
associated with a lower quality of life across all
domains. The R? values, which ranged from 0.315 to
0.512, demonstrated that depression accounted for a
considerable proportion of the variance in QoL
outcomes. All models were statistically significant
(p <0.001 for F-tests), reinforcing the reliability of
these findings. The study design and results are
shown in Fig 1.

among patients who have experienced an acute
myocardial infarction (AMI) and to examine it’s
correlation with quality of life (QoL).

Our findings revealed that a significant portion of
post-AMI patients suffered from moderate to severe
depression (45.1%), which negatively impacted their
physical, psychological, social, and environmental
aspects of QoL.

Correlation analysis demonstrated that depression
was significantly negatively correlated with all QoL
domains, with correlation coefficients ranging from
-0.464 to -0.603 (p < 0.001). Multiple regression
analysis confirmed that depression was a significant
predictor of QoL, with depression having a stronger
negative impact across all domains. Further, absence
of depression is associated with better quality of life.

Discussion
Study universe
Patients visiting cardiology
outpatient department at SMS
Medical college. Jaipur
Inclusion criteria Exclusion criteria
Participants enrolled
Post AMI patients
n=71
T
Assessment of depression -
Cardiac depression scale
Assessment of quality of life-
WHOQOL-BREF
WHOQOL-BREF Score
Depression score : Mean = SD
Physical QoL = 53.04 = 14.25
Psychological QoL = 49.85 » 19.58
Social QoL = 52.20 = 25.27
Environmental QoL = 61.92 = 14.67
Depression negatively correlated with all
QOL domains
r= -0.464 to -0.603
p<0.01
Regression anal lysis
Depression is a signi predictor of all
L S
B = -0.392 to -0.598
R 0315100512
Figure 1:
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The preponderance of male patients (88.7%) aligns
with findings suggesting male gender can be at risk
for poorer mental health outcomes following cardiac
events [21], while lower preponderance of female
patients can be attributed to better coping skills. It
highlights the need for routine screening for
depression since it is associated with decreased
adherence to medications and a three-fold increase
in the risk of non-compliance with medical
treatment plans [21]. As this study was conducted at
tertiary care centre which receives references from
all over periphery, thus, the representative
population is mostly from rural area.

The average age of participants (59.56 years)
correlates with literature suggesting that older age
can increase vulnerability to both AMI and
subsequent depression which can be due to a
combination of factors, including increase
prevalence of chronic illnesses, social isolation and
the psychological impact of dealing with a serious
medical event. The educational background of the
subjects, with a significant portion being illiterate
(42.3%) and socioeconomic factors which can often
exacerbate mental health challenges among this
demographic [22]. The association between lower
educational attainment and higher depression rates
has been noted previously, indicating that
interventions targeting educational improvement
may yield beneficial outcomes for mental well-
being after AMI [22].

Our findings are consistent with previous researches
that studied the prevalence of depression and anxiety
among post-AMI patients. Thombs et al. [23]
reported that 31% of AMI patients exhibit clinical
depression, whereas our study found a higher rate of
45.1% experiencing moderate to severe depression,
and the reasons are unhealthy lifestyles, non-
adherence to prescribed drugs, diet and lack of
exercise programs and irregular follow-up with their
physicians than in non-depressed patients.

This study revealed a significant connection
between the presence of depression and a marked
decline in quality-of-life scores across various
assessed domains, with statistical analyses yielding
p-values below the threshold of 0.001.

The strong statistical evidence highlights the
profound effect depression has on an individual’s
overall well-being, which is similar with the
research conducted by Lichtman et al.[1], which
demonstrated  that individuals experiencing
depression in the aftermath of an acute myocardial
infarction suffer an alarming 45% decrease in QoL
when compared to those who do not exhibit
depressive symptoms. This significant disparity
highlights the profound influence that mental health
can exert on recovery and the overall quality of life
for patients undergoing critical cardiac events. This
study revealed that the strongest correlation was
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observed between depression and Psychological
QoL, quantified by a correlation coefficient of r = -
0.603, with a p-value below 0.001. This association
underscores the significant impact depression has on
emotional well-being, suggesting that those afflicted
may experience profound -challenges in their
psychological health. Furthermore, the research
conducted by Meijer et al. [11] corroborated our
findings by emphasising that depression serves as a
crucial determinant in hindering both mental and
physical recovery processes for patients recovering
from AMI. This collectively highlights the critical
need for addressing depressive symptoms in the
management and rehabilitation of AMI patients [2].

In this study analysis revealed variations in quality
of life (QoL) influenced by factors such as education
level, marital status, and the type of family structure.
Specifically, individuals with advanced educational
attainment exhibited markedly superior Physical
QoL (p = 0.043), Social QoL (p = 0.044), and
Environmental QoL (p = 0.005). This observation is
consistent with prior research that indicates a
positive correlation between higher education and
enhanced health literacy, which in turn contributes
to better adherence to prescribed treatment protocols
[24].

In this study we found that patients who are
unmarried or widowed reported significantly lower
levels of Environmental QoL (p = 0.024). This
finding highlights the critical importance of social
support networks during the recovery process
following an acute myocardial infarction. The
absence of a partner or the experience of loss may
restrict access to emotional and practical support,
thereby hindering recovery outcomes [25].

This study highlights the critical importance of
routine screening and timely interventions for
depression and anxiety in patients recovering from
an AMI. Research conducted by Blumenthal JA et
al, illuminated the transformative power of
psychological interventions, such as cognitive
behavioural therapy and mindfulness-based stress
reduction, which have been shown to significantly
enhance the quality of life in cardiac patients,
yielding statistically significant results (p < 0.01)
[26]. Consequently, incorporating psychological
assessments into the fabric of cardiac rehabilitation
programs has the potential to not only to improve
their outcomes but it can also reduce the risk of
recurrent cardiac events that often accompany
untreated psychological distress [27].

The current research contributes to growing body of
evidence suggesting that a multifactorial approach
encompassing both psychological and physical
health interventions may be essential for improving
QoL in patients following AMI. Specifically,
implementing  regular  psycho  therapeutic
interventions such as cognitive-behavioural therapy
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may be beneficial in mitigating depressive
symptoms and enhancing overall quality of life
[28,29].

Study Limitation

This study is limited due to following reasons: (a) it
utilised self-reported questionnaires, a method that
may have introduced a response bias due to
participants' potential reluctance to disclose personal
struggles or their tendency to provide socially
desirable answers. Secondly, the cross-sectional
design of the study constrains our ability to make
causal inferences; it remains ambiguous whether
depression is the primary driver of a diminished QoL
or if experiencing a lower QoL exacerbates feelings
of psychological distress. (b) it is a single-centre
study, which may limit the applicability of the
findings to more diverse populations. The insights
gained from this study may not fully reflect the
experiences of post-AMI patients in different
geographic or socio-economic contexts. Therefore,
future research should aim to include longitudinal
studies, which would provide a more comprehensive
understanding of how psychological distress affects
QoL over time for those who have experienced
AMI. This approach could help clarify the dynamic
relationship between mental health and quality of
life in this patient population.

Conclusion

This study demonstrated that there is significant
prevalence of depression in post-AMI patients
which significantly impacts the quality of life across
all domains. Depression exhibited strong negative
associations with Psychological QoL (r = -0.603, p
< 0.001) and Physical QoL (r =-0.501, p < 0.001).
Multiple regression analysis confirmed that
depression is the significant predictors of QoL.
These findings highlight the urgent need for
integrated psychological screening and
interventions in post-AMI care to improve overall
recovery outcomes. Future studies should explore
longitudinal patterns of psychological distress and
examine the effectiveness of mental health
interventions in enhancing QoL in these cardiac
patients.
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