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Myocardial infarction (MI) is a major cause of mortality in the developing world. Modifiable risk factors of MI such as  
obesity, diabetes, smoking, high blood pressure and dyslipidemia are well known but besides these, there are many psycho-
social factors that are independently related to MI. There is a striking dearth of reviews in the literature that examine, collate 
and summarize the impact of psychological contributors to MI. Present work was done to cover such gaps in knowledge and 
emphasize the need for psychological risk factors of MI to be considered while devising prevention guidelines and policies. 
Original research studies, meta-analyses and systematic reviews focusing on psychological factors in the development of 
MI were retrieved from databases including PubMed, Google Scholar, ProQuest, Elsevier, and Ovid Medline. Psychologi-
cal factors like depression, anxiety, type A personality, stress, anger, hostility, social isolation and occupational stress were 
shown to feature consistently as risk factors for MI. Mitigating lifetime psychological distress may help decrease the disease 
burden of MI.
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Introduction
Cardiovascular diseases (CVDs) are a major cause of both 

morbidity and mortality in the developing world and myocardial 
infarction (MI) is the most routinely encountered emergency in 
hospitals.1,2 Modifiable risk factors for MI like obesity, diabetes, 
smoking, high blood pressure and dyslipidemia are well established 
risk factors but apart from these, there are many psychosocial factors 
that are independently related to MI.3 Chronic emotional disturbances, 
acting through biochemical and hormonal mechanisms, mediate 
arterial stiffness, atheromatous changes, coronary artery spasm and 
plaque rupture, all of which are implicated in the pathogenesis of 
MI.4-6 The presence of potential psychosocial triggers or emotional 
factor is seen in almost half of the patients with MI. Patients have 
been shown to have had higher levels of mental stress during two to 
four weeks before presentation.7 Many studies have demonstrated 

that the higher stress levels are associated with higher risk for acute 
MI even after accounting for the modifiable risk factors of MI.8

Multiple studies suggest that psychosocial risk factors are 
associated with high post-MI mortality. Patients with MI pass 
through negative psychosocial states both before and after the 
event causing significant worsening of their physical health. 
Psychologically distressed patients without pre-existing CVDs are 
at risk for developing MI.9 Ample work has been done seeking 
association between psychological distress and MI, but only 
about half of the studies have reported a significant association in 
multivariate analyses after adjusting for other cardiovascular risk 
factors. Thus, only a heterogeneous link can be inferred between 
mental health issues and MI. Moreover, inconsistent outcomes have 
also distorted the knowledge base about psychological illness being 
a risk factor for MI.10 An extensive literature search highlighted the 

DOI: https://doi.org/10.3126/njh.v17i2.32671 

Abstract



2

lack of reviews that examine, collate and summarize the impact of 
psychological influences in MI. Therefore, the current review was 
undertaken to fill the identified knowledge gaps in this area and 
highlight the psychological risk factors of MI such as depression, 
anxiety and stress. Original research studies including case-control 
studies and randomized clinical trials, systematic reviews and meta-
analysis investigating psychological factors in the development of 
MI published between the years 1995 and 2020 were retrieved via 
a systematic search in multiple online databases including Pubmed, 
Google Scholar, ProQuest, Elsevier, and Ovid Medline. Only papers 
published in the English language were included while pilot or 
feasibility studies and conference presentations were excluded. The 
review was narrowed down to studies in adult patients with MI who 
had pre-existing psychological risk factors. The retrieved papers were 
grouped according to themes and data were then collected, summarized 
and reported for discussion. The present review implicated various 
psychosocial risk factors in the development and progression of 
MI including depression, anxiety, stress, social isolation, work 
environment, type A personality and hostile attitude.

Depression and anxiety
Depression and anxiety share common pathophysiological 

mechanisms with CVDs including genetic predisposition, biochemical 
aberrations, behavioral disturbances and physical effects (Figure 1). 
Potential risk reduction for CVDs and their associated mortality has 
been suggested following treatment of major recurrent depression 
with serotonin reuptake inhibitors (SSRIs) but conclusive evidence 
is lacking.11 Depression is thought to be a significant risk factor of 
MI that increases both morbidity and mortality.12 Many studies have 
demonstrated an increase in cardiovascular events, re-admission 
to hospital and mortality due to depression.13 Moreover, depression 
is common in patients with MI and its prevalence is 20% higher in 
patients with MI as compared to healthy individuals.14 The effect of 
anxiety on increasing the risk of MI is mired in ambiguity although 
anxiety in MI patients has been associated with worse prognosis 
independent of depression. In a large systematic review of 12 studies 
having several endpoints, such as myocardial infarction (MI) and 
cardiac death, five studies showed significant association, two studies 
demonstrated marginally significant associations, while five studies 
described that there was no significant association between anxious 
personality traits and the studied cardiac and mortality outcomes.15

In a meta-analysis by Roest et al. exploring the association between 
anxious personality traits and the risk factors of myocardial infarction, 
anxiety was identified as an independent risk factor for MI and cardiac 
deaths. Anxiety was shown to increase the risk of MI by almost 26%.9 

However, the association between anxiety and MI was weaker than the 
association described between depression and MI. Somatic symptoms 
of anxiety have also been shown to be linked to a heightened risk of 
MI in women.16 A prospective longitudinal research study conducted 
by Janszky et al. over a period of 37 years on 49321 young Swedish 
men (aged 18-20 years) studied anxiety and early depression and its 
association with coronary artery disease.17 Their findings revealed both 
anxiety and depression to be significantly associated with physical 
inactivity and excessive smoking, which themselves are risk factor 
for MI. Depression was also significantly related to excessive alcohol 
consumption and anxiety had a connection with the development of 
hypertension. Anxiety was also identified as an independent predictor 
of morbidity and mortality in MI. In contrast, the study did not find 
any support for association between cardiac death and early onset of 
depression in men.17 A recent study by Karlsen et al. with 12-years of 
follow-up showed significant association of anxiety and depression 
with Coronary Artery Disease (CAD) but anxiety was not linked to 
CAD independently.18

Figure 1. Schematic representation of potential relationship between 
psychosocial and cardiovascular health

Stress, social isolation and lack of social support
The relationship between CVDs and stress is complex due to 

the challenges of ensuring objectivity in measurement of stress but 
empirical data indicate relationship between stress and heart health.19 

Chronic stress has been implicated in development and acceleration 
of atherosclerotic changes in the coronary arteries.4 Variables that 
are commonly regarded as components of stress like depression and 
anxiety, social isolation and lack of social support, acute and chronic 
life events, psychosocial work characteristics, type A behavior and 
hostility have been suggested as independent risk factors for the 
development of CVDs including MI.20 

Lack of social support has been shown as a predictor of early onset 
and poor prognosis of MI leading to mortality in both sexes, but the 
evidence is more consistent and uniform in males than in females.14  
The relationship between social isolation and social abandonment 
with MI exists in communities from different countries and in people 
of various age groups. A study investigating the role of social factors in 
recovery of patients post MI within 4 months after discharge showed 
that coping style, social network and social support caused these 
patients to be less fixated on their illness and feel less threatened or 
worried in comparison with those who lacked social support.21 These 
patients were also less excited and had faster recovery rate. Moreover, 
patients with first MI sought more social support than those having 
past history of hospitalization due to ischemic heart disease. Similarly, 
a study in patients with chronic heart failure highlighted loneliness as 
an important psycho-social risk factor in worsening of heart failure.22 

Psycho-social work environment and Type A behavior 
Psycho-social work environment refers to the characteristics and 

nature of the work environment. Studies have shown increased risk 
of MI in high intensity jobs or in jobs with low decision latitude. 
Sustained stress at work is associated with twice the risk of developing 
MI and similarly unhealthy habits like extreme mental exertion and 
negative emotions like anger, anxiety and hostility have also been 
linked to MI.23-25 People with low job control have been shown to 
have an increased risk for significant coronary event as compared to 
subjects who had high job control. Moreover, the association between 
psycho-social environment at work and MI has been reported to 
be largely independent from other social risk factors like personal 
education, paternal education and social class.26 
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Psychosocial factors are infrequently recognized and treated 
in routine clinical practice due to the somewhat ambiguous nature 
of psychosocial factors. Moreover, psychological factors feature 
inconsistently and insignificantly in risk assessment models for CVDs.34 
There is also considerable variability in the psychological assessment 
tools available to researchers and clinicians alike. Moreover, most of 
the tools lack objectivity which does not allow effective comparisons.35 
Furthermore, psychological parameters such as hostility are typically 
manifested only under certain circumstances which are unlikely 
to be encountered in routine cardiology consultations. Also, many 
clinicians only consider psychosocial factors when other risk factors 
such as hypertension, dyslipidemia, obesity and smoking are absent. It 
is important to recognize that psychosocial factors may be associated 
with other risk factors as well.36 

Health delivery systems all over the world and particularly in the 
developing countries are geared towards curative care rather than 
preventive care. Also, interventions at individual level are preferred 
over community-based interventions. Such imbalance invariably 
results in neglect of mental health issues.37 Furthermore, the age of 
first MI event has decreased considerably and is now encroaching 
the teenagers. This undesirable change can mainly be attributed to 
psychological and life style factors which necessitates evaluation 
of the existing psychological perspective of MI.38 One of the main 
aims of the emerging field of health psychology is the prevention 
of somatic features in psychological disorders like depression for 
improving health and quality of life (QoL).39 Concomitant treatment 
of co-morbid psychological disorders in patients with CVDs is likely 
to enhance QoL of the patients and improve clinical outcomes.11 
Prevention and control of MI can be better performed by mitigating 
the psychological risk factors of MI. 

The present work highlighted the adverse psychosocial parameters 
associated with an elevated risk for MI and discussed the pitfalls that 
need resolution for healthier outcomes. Understanding, identifying 
and curtailing the psychosocial risk factors of MI can go a long way in 
controlling the growing disease burden. Being a narrative review, the 
work misses out on providing statistically driven recommendations 
which only a systematic review or meta-analysis could deliver. 
However, it can be safely stated that there is a strong need for future 
comprehensive studies employing cross-disciplinary prospective 
designs and using psychosocial interventions and uniform objective 
psychological assessment tools to inform preventive health measures 
for CVDs including MI.

Discussion
MI occurs due to insufficient blood and oxygen flow to the heart 

muscle and is the predominant cause of cardiovascular death in 
the world. The risk factors of MI are divided into non-modifiable/ 
unchangeable factors (age and genetic factors) and changeable/ 
modifiable factors (smoking, obesity and psychosocial factors).31 
Rising expenses for the treatment of CVDs and their complications 
necessitates the adoption of appropriate scientific approach that 
could help in prevention of these disorders which would result in 
decreasing mortality and morbidity and reduce the financial burden. 
In this regard, it seems absolutely crucial to concentrate scientific 
inquires towards the changeable risk factors of MI.32 Although 
most of such work is concentrated on the biological and life style 
risk factors, evidence suggests that psychosocial factors also have 
a role in the development, onset, progression and complications of 
MI (Figure 2). Many psychological factors are considered  to be 
independent risk factors in the development and prognosis of MI.33

Figure 2. Epidemiological and clinical outcomes of MI associated 
with adverse psychosocial factors.
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Type A behavior pattern that primarily consists of hostility, 
ambition, drive, pre-occupation with deadlines, and a sense of time 
urgency is related to an increased risk of MI. However, some recent 
studies do not back this association between type A behavior and 
CVDs.27,28 High levels of anger and hostility have been significantly 
associated with a heightened risk of mortality due to MI.29 A Japanese 
study demonstrated that excessive cynical hostility increased the risk 
of MI and that anger management strategies could potentially be 
beneficial in reducing the risk of MI in middle-aged Japanese men.30 
Further evidence is required to establish or disprove any relationship 
between MI and anger.

Conclusion
The present work evaluated the recent evidence on psychological 

risk factors in MI. The findings reinforce that most psychological 
factors are independent risk factors for MI and therefore screening 
for such factors must be carried out routinely as part of cardiac 
health assessment. Recognition and concomitant management 
of psychological influences through close collaboration between 
cardiologists and psychiatrists may help decrease the prevalence of 
MI.
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