
www.ijcrt.org                                              © 2018 IJCRT | Volume 6, Issue 1 February 2018 | ISSN: 2320-2882 

IJCRT1134300 International Journal of Creative Research Thoughts (IJCRT) www.ijcrt.org 1 
 

POTENTIAL SYSTEM OF THE 

RELATIONSHIP BETWEEN DEPRESSIVE 

SYMPTOMS IN THE AFTERMATH OF AN 

ACUTE MYOCARDIAL INFARCTION 
1Author Ali Akbar Kolambil 2Author Dr. Neelesh Chaubey 

1Author: Scholar and 2Author: Professor in department of Pharmacy at Sri Satya Sai University of 

Technology & Medical Sciences-Sehore,MP. 

Abstract 

Depression is common among cardiovascular groups and is linked to a variety of negative outcomes. Even in the 

absence of a clinical diagnosis of depression, depressed symptoms predict cardiac mortality, hospitalisation, lower 

patient health status, and higher healthcare expenses in patients with acute myocardial infarction (AMI). The 

theoretical system for this theory is adjusted from before specialists who directed an audit of the writing on the 

connection among depression and AMI. This structure traces a causal pathway for factors that are associated with 

the connection among depression and AMI. . Depressive symptoms following a MI, on the other hand, could be a 

sign of ongoing depression. It's unclear if individuals who have transient depression at the time of their MI 

hospitalisation or those who have persistent depression have a higher risk of negative outcomes than nondepressed 

patients. Depressive symptoms after a myocardial infarction (MI) are a common psychological condition that has a 

detrimental impact on heart disease prognosis. A growing body of research suggests that depression can be an 

independent risk factor for MI, as well as the mortality and complications that come with it. It can also lower the 

quality of life in people who have had a heart attack. Although depression is commonly encountered as comorbidity 

in people with somatic disorders, it is often overlooked. Given the high prevalence of post-MI depression symptoms 

and their detrimental implications on heart disease prognosis, this psychological issue in MI patients requires 

special attention. Acute myocardial infarction patients frequently experience depression (AMI). 
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1. INTRODUCTION 

The theoretical system for this theory is adjusted from 

before specialists who directed an audit of the writing 

on the connection among depression and AMI. This 

structure traces a causal pathway for factors that are 

associated with the connection among depression and 

AMI. Cardiac risk factors and patient socioeconomics 

are essential determinants of both AMI and the 

ensuing improvement of depression. When 

depression has happened, cardiac disease seriousness 

and practical status are critical indicators of mortality 

following AMI. Furthermore, accepting 

revascularization methodology and the nearness of 

medical comorbidities impact mortality following 

AMI. These three factors (cardiac risk factors, cardiac 

utilitarian status, and revascularization techniques) 

likewise impact health service consumption following 

AMI. Seen general health and, perhaps, supplier 

impacts may likewise impact the probability of 

depression-related health service variety following 

AMI. The connection among depression and 

outcomes, for example, mortality or health service 

consumption following AMI is mind boggling. 

2. DEPRESSION AND HEALTH SERVICE 

CONSUMPTION FOLLOWING AMI 

People with depression utilize half more health care 

services than people without depression. Such 

increments in depression-related health service 

consumption are related with high health care costs 

and have incited focused on intercessions to attempt 

to address the requirements of discouraged 

individuals while all the while decreasing health 

service consumption. Comparable high rates of health 

service consumption have been seen in patients with 

cardiovascular illnesses for the most part and 

following AMI explicitly. The explanation behind 

hoisted rates of health service consumption in 

patients with depression following AMI is misty. 

From one viewpoint, the raised health service 

consumption may reflect more prominent clinical 
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seriousness as studies demonstrating an altogether 

positive relationship among depression and mortality 

following AMI would recommend. In any case, 

others have contended that the connection among 

depression and health service consumption may 

reflect depression-related physical side effect 

intensification and health looking for practices. In the 

event that the expanded health service consumption 

reflects factors other than expanded ailment 

seriousness, at that point the expanded health service 

consumption is a potential wellspring of superfluous 

health care costs. 

2.1 Depression as a predictor of poor prognosis in 

Acute Coronary Syndrome patients 

Depression and increased depressive symptoms are 

widespread among the 15.4 million persons in the 

United States who have coronary heart disease 

(CHD). Approximately 20% of patients admitted to 

the hospital for an acute coronary syndrome match 

the Diagnostic and Statistical Manual of Mental 

Disorders (DSM) criteria for major depression, with 

an even higher number displaying subclinical levels 

of depressive symptoms. In comparison, just 4% of 

the adult population in the United States satisfies the 

criteria for severe depression at any given moment. 

Several prospective studies, systematic reviews, and 

meta-analyses have found a strong link between 

depression (major depression or heightened depressed 

symptoms) and increased morbidity and mortality 

following an ACS. National health organisations have 

not yet formally recognised depression as a risk factor 

for poor outcome following ACS. The purpose of this 

scientific statement is to review current evidence on 

the role of depression as a risk factor for adverse 

medical outcomes among adults recovering from 

ACS in order for the American Heart Association to 

make a recommendation on whether depression 

should be elevated to the status of a risk factor among 

ACS patients (AHA). The presence of an objective 

outcome measure, prospective designs, evidence of a 

strong, consistent association between the risk factor 

and the outcome, evidence that the risk factor is not 

explained by other variables or covariates linked to 

both the risk factor and the outcome, and the 

existence of a plausible biological mechanism to 

account for the observed relationship are all 

guidelines for assessing a risk factor. We examined 

the strength, consistency, independence, and 

generalizability of the findings in a set of carefully 

selected studies of three outcomes: (1) all-cause 

mortality, (2) cardiac mortality, and (3) composite 

outcomes that included mortality and nonfatal events 

in order to formulate our recommendations. 

Furthermore, this Writing Group aimed to suggest 

key areas for future study that could help us better 

understand the link between depression and ACS. 

3. DEPRESSIVE SYMPTOMS IN THE 

AFTERMATH OF AN ACUTE MYOCARDIAL 

INFARCTION 

Depression is common among cardiovascular groups 

and is linked to a variety of negative outcomes. Even 

in the absence of a clinical diagnosis of depression, 

depressed symptoms predict cardiac mortality, 

hospitalisation, lower patient health status, and higher 

healthcare expenses in patients with acute myocardial 

infarction (AMI). It's critical to identify AMI patients 

who are at high risk for depression so that depression 

screening and therapy can be directed toward them. 

Recent studies have found that younger women with 

AMI have much greater fatality rates than men, a fact 

that is not fully explained by medical history, clinical 

severity, or hospital treatments and procedures. 

Depression is most common among women and 

younger individuals in the community, making this 

condition especially prevalent among younger 

women. Women hospitalised with AMI have 1.5 to 2 

times the depression of depression as men, although 

little is known about whether younger women with 

AMI are more depressed than other groups. If 

younger women with AMI have a higher rate of 

depression, this could contribute to the group's 

disproportionate mortality rate. Depression, in 

addition to its prognostic relevance, is a serious 

condition in and of itself, and early detection and 

treatment of depression in the post-AMI period is 

strongly recommended for all patients, regardless of 

age or gender, to guarantee proper therapeutic 

management. 

3.1 Time Course of Depression and Myocardial 

Infarction Outcome 

Depression is a common complication in people who 

have had an acute myocardial infarction (MI), 

affecting roughly 20% of patients during 

hospitalisation and a similar proportion in the first 

year after the MI. Even in the absence of a formal 

diagnosis of severe depression, depressive symptoms 

are a powerful independent predictor of morbidity 

and mortality following a heart attack. Depressive 

symptoms were evaluated at the time of MI 

hospitalisation in the majority of research exploring 

the predictive impact of depressive symptoms in 

patients with MI. Depressive symptoms at this time 
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may be due to temporary "reactive" depression that 

goes away on its own and has no bearing on the 

prognosis after a MI. Depressive symptoms following 

a MI, on the other hand, could be a sign of ongoing 

depression. It's unclear if individuals who have 

transient depression at the time of their MI 

hospitalisation or those who have persistent 

depression have a higher risk of negative outcomes 

than nondepressed patients. New depression that 

emerges after release in patients who were not 

depressed throughout their MI stay has no predictive 

value. 

4. PATIENTS WITH POST MYOCARDIAL 

INFARCTION (MI) SYMPTOMS ARE 

DEPRESSION 

Depressive symptoms after a myocardial infarction 

(MI) are a common psychological condition that has a 

detrimental impact on heart disease prognosis. A 

growing body of research suggests that depression 

can be an independent risk factor for MI, as well as 

the mortality and complications that come with it. It 

can also lower the quality of life in people who have 

had a heart attack. As a result, preventing depression 

by observing the psychological condition of patients 

with MI can reduce the detrimental effects of 

depression on the illness process following MI. Such 

prophylaxis necessitates a thorough understanding of 

the elements that predispose and disclose depression 

in these patients. According to reports, depression 

develops in more than 45 percent of people who are 

admitted to the hospital after a heart attack. 

Furthermore, a review of numerous studies suggests 

that major depression (MD) occurs in 15-30% of MI 

patients, while mild depression or depressed 

symptoms occur in roughly 20% of MI patients. As a 

result, different types of depression have been 

recorded in 35-50 percent of people who have had a 

MI. 

Mood disorders are a broad category of psychological 

diseases characterised by mood changes in their 

clinical manifestations. Natural, euphoric, and/or 

depressed moods are just a few of the many moods 

that a normal person can have. While healthy people 

can manage their emotions and moods, people with 

mood disorders believe they have no control over 

their emotions. Depression is the most common mood 

disorder, characterised by melancholy, a low mood, 

apathy, and an inability to enjoy life. Although 

depression appears to be widespread in Iran, precise 

figures are unavailable. Depression is frequently 

found in patients who are referred to all health 

centres, including numerous specialty clinics and 

public hospitals, in addition to the occurrence of 

depression at the community level. According to a 

joint survey conducted by the World Health 

Organization and the World Bank, depressive 

disorders are among the top ten primary causes of 

incapacity and impairment worldwide. Depression 

can lead to physical and emotional disability, early 

mortality, diminished productivity, and family 

problems if it is not treated appropriately. 

Furthermore, the economic costs and harmful 

repercussions of depression have recently received a 

lot of attention. Depressive disorders should be given 

special attention in the field of mental health because 

of their high prevalence and devastating nature, as 

well as the substantial costs they impose on 

individuals and society. The necessity of researching 

and examining the aetiology, symptomatology, and 

treatment of various forms of depressive disorders in 

varied populations, such as cardiac patients, is 

undeniable. 

 Depressive Signs and Symptoms:  

Mood symptoms such as sadness, nostalgia, and 

shock, cognitive symptoms such as extreme 

pessimism and hopelessness toward the future, 

motivational symptoms such as mental and motion 

slowness and inability in decision-making, and 

somatic symptoms such as appetite loss, decreased 

libido, weight loss, lack of energy, and body 

symptoms are all examples of depressive signs and 

symptoms. However, all symptoms do not have to be 

present at the same time to diagnose depression. In 

fact, a higher number of symptoms and their intensity 

would lead to a more solid diagnosis of depression. 

 Natural Depression and Depressive 

Disorder:  

The distinction between natural depression and 

depressive disorder is blurry, and both issues share 

the same depressive symptoms. Clinical depression, 

on the other hand, differs from natural depression in 

terms of the quantity, intensity, and duration of 

symptoms. As a result, the quantity, intensity, and 

duration of depression symptoms that remain over 

time would indicate the presence of a depressive 

disorder. In summary, the variety, intensity, and 

duration of symptoms in depressive disorders are 

severe enough to disrupt and impede an individual's 

functioning. 16 Furthermore, depressed mood has a 

characteristic that distinguishes it from natural 

sensations of sadness or grief in depressive disease. 
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Furthermore, individuals describe depressive disorder 

as a form of intense psychological suffering. 

5. POTENTIAL SYSTEM OF THE 

RELATIONSHIP BETWEEN DEPRESSION 

AND ADVERSE OUTCOMES SUBSEQUENT 

MI 

There has never been a complete explanation for the 

link between depression and higher mortality after a 

heart attack. However, there have been so many 

proposed processes that they can be classified into 

two categories: behavioural mechanisms and 

biological mechanisms. In patients with MI, a 

combination of these two groups would almost 

certainly raise the chance of fatality. 

i. Behavioral Mechanisms: Depression can 

increase the effects of other MI risk factors. It 

may lead to increased cigarette, alcohol, and 

high-fat food consumption, as well as a poor 

lifestyle and some high-risk activities. 

Furthermore, depression is a significant 

predictor of poor quality of life in the year 

following a heart attack. Depression can 

complicate MI therapy by lowering 

motivation to participate in cardiac 

rehabilitation and rehabilitative programmes, 

increasing high-risk behaviours, and 

decreasing patient acceptance of treatment. 

ii. Biological Processes: Some physiological 

mechanisms should exist between 

psychological depressive symptoms and 

mortality in patients with MI, in addition to 

behavioural effects of depression. 

Arrhythmia, homeostasis, and inflammation 

are examples of these mechanisms. 

Arrhythmia is one of the processes that explain the 

link between psychological factors like depressed 

symptoms and sudden cardiac death, according to 

research. When depressed and non-depressed 

individuals with cardiac disease were matched for age 

and sex, it was discovered that depressed cardiac 

patients had lower heart rate variability (HRV). Low 

input (abnormal) parasympathetic system with or 

without decreased HRV implies aberrant sympathetic 

tone to the heart. This circumstance could be a link 

between depression after a heart attack and an 

elevated risk of cardiac mortality. When compared to 

non-depressed cardiac patients, people with 

depression after a MI have a greater risk of premature 

ventricular contractions (PVC). PVC and depression 

were found to be directly related during the first 10 

hours following the occurrence of MI in a study of 

patients with MI. 

The basic concept of the studies stated above is that 

ventricular arrhythmia can be caused by a susceptible 

myocardial following a MI, acute ischemia, or 

emotional excitation. Although some studies have 

found a link between PVC and a higher likelihood of 

death after a heart attack, even treating arrhythmia 

cannot reduce mortality in depressed patients. 

According to the findings of a study, avoiding or 

treating depression is more important than regulating 

arrhythmia in improving and extending the lives of 

patients with PVC. Another possible mechanism in 

establishing a link between depression and negative 

outcomes after a MI is homeostasis. Platelet activity 

has been found to be higher in depressed people. 

Changes in serotonin receptors and transmission 

pathways are closely linked to the neurobiological 

foundation of depression. Platelet receptors, 

particularly 5-hydroxytryptamine-2 (5HT2), would 

change in depressed people, causing an increase in 

platelet activity. Inflammation is another putative 

mechanism that has been proposed to explain the link 

between depression and the negative effects of MI. In 

the evolution of MI symptoms and clinical 

presentations, the immune system can play a role. 

The role of psychological elements as MI risk factors, 

on the other hand, has been confirmed. Through 

psychoneuroimmunologic pathways, psychological 

variables may have an impact on the course of MI 

symptoms. The severity of arterial inflammation, as 

measured by elevated levels of inflammatory 

mediators such as interleukin 1 (IL1), interleukin 6 

(IL6), tumour necrosis factor alpha (TNF-), and 

Creactive protein, is linked to the start and worsening 

of atherosclerosis (CRP). CRP has been established 

as a strong indicator of higher risk in specific. 

Increased CRP levels in people without coronary 

artery disease can indicate a higher risk of acute 

coronary syndrome. A greater level of CRP is 

associated with a poor prognosis in individuals with a 

history of acute MI, particularly in males. As a result, 

worse cardiovascular outcomes and depression can be 

linked via pathways involving CRP and other 

inflammatory markers. 
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6. CONCLUSION 

Although depression is commonly encountered as 

comorbidity in people with somatic disorders, it is 

often overlooked. Given the high prevalence of post-

MI depression symptoms and their detrimental 

implications on heart disease prognosis, this 

psychological issue in MI patients requires special 

attention. Acute myocardial infarction patients 

frequently experience depression (AMI). Younger 

women are more vulnerable to depression than older 

women in the community. It's unclear whether 

younger women are more likely to experience 

depression during AMI hospitalisation. After a 

myocardial infarction (MI), depression predicts 

poorer outcomes, although it's unclear whether the 

temporal course of depression in the month following 

the MI is predictive. Our goal was to see if transitory, 

new, or persistent depression had any bearing on 

outcomes six months following a MI. In 35-45 

percent of MI patients, depression is present. While 

depression is an independent risk factor for MI, it has 

also been demonstrated that post-MI depression is 

associated with increased mortality, morbidity, and a 

lower quality of life in patients. There is a 

bidirectional relationship between depression and MI, 

with behavioural and molecular factors thought to be 

involved. 
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