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Abstract: The current study aims to identify the factors associated with anxiety and depression in
patients with acute coronary syndrome (ACS) at hospital discharge from a Peruvian health center.
Patients at discharge from the cardiology hospitalization service between November 2019 and
December 2020 were evaluated using a cross-sectional study. The median time elapsed from the
ACS event to the interview date was 10 months. A total of 34.1% of the population presented mild
depression and 78.8% had mild anxiety. All three of our analyses indicated that patients who had
attended university had significantly lower levels of both depression and anxiety, and patients with
diabetes had significantly higher levels of anxiety. The lower-low socioeconomic group had 1.5 times
the frequency of depression (p-value = 0.002) and 3.12 times the frequency of anxiety (p-value = 0.050).
Interestingly, while a good quality of life was associated with lower levels of depression, it was also
associated with higher levels of moderate/severe anxiety (p-value = 0.035). A multiple regression
analysis found that hypertension was also associated with higher levels of anxiety, and patients who
have had COVID-19 had 21.05 times the level of moderate/severe anxiety (p-value = 0.000). Cases
of ACS are more frequent in patients with an age greater than or equal to 60 years, as well as in
males. Isolation was a common feature that may have a negative impact on their quality of life and
mental health.

Keywords: quality of life; anxiety; depression; Peru; acute coronary syndrome; ACS

1. Introduction

Cardiovascular diseases are the leading cause of death in developed countries, and
ACS is the most important causal factor [1]. The incidence of acute coronary syndrome
(ACS) varies from country to country, with higher rates in the USA and Europe [2]. Over
the past 20 years, the incidence of ACS with ST-segment elevation has decreased markedly,
whereas that of ACS without ST-segment elevation has doubled [3]. Although the incidence
of ACS has decreased in developed countries, its prevalence has increased due to the
progressive aging of the population [4]. According to the World Health Organization
(WHO), an estimated 17.5 million people died from this cause in 2012, comprising 31% of
all deaths registered worldwide [5]. In Peru, the RENIMA II study, conducted in 2010 by
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the Peruvian Cardiological Society, revealed 1609 cases of acute myocardial infarction, of
which 1345 occurred in Lima (83.6%) and 264 occurred in the provinces (16.4%) [6].

Anxiety symptoms are common among patients with ACS. The prevalence of anxiety
in these patients has ranged between 15 and 50% [1]. The persistence of anxiety in the
event of ACS affects the quality of life and worsens the cardiac health status [2]. Higher
rates of mortality and adverse cardiovascular events have also been reported among
patients with this disease [3]. Additionally, depressive symptoms are especially prevalent in
patients recently hospitalized for ACS. The prevalence of major depression and depressive
symptoms during hospitalization in patients who have had an ACS is estimated to be
between 26 and 50% [7]. These symptoms persist in 45% of patients, while 9% to 15%
report post-hospitalization depressive symptoms [8]. The experience of a brief period of
depression during and after a coronary crisis is common and can be considered a normal
reaction to the experience of illness; it has been described as part of the adjustment process
to a stressful event [9].

Regarding the impact of depression on the prognosis of patients with cerebrovascular
disease, a meta-analysis reported that depressive symptoms double the risk of mortality in
cardiac patients with depression [10]. These data reflect the general trend of prospective
studies, systematic reviews, and other meta-analyses that have found a significant associa-
tion between depressive symptoms or major depression and increased cardiac morbidity
and mortality after ACS [11]. Anxiety and depression are described in different studies
related to cardiovascular disease [3,4]. In this study, we evaluated the progression over time
of these two pathologies in the months following the initial episode of ACS. We recorded
their progression over a period of 6 months, where both depression and anxiety seem to
exert their greatest influence on morbidity and mortality after acute myocardial infarction
or unstable angina. The aim of the study was to determine the association between the
level of quality of life and the presence of anxiety and depression in patients with ACS at
hospital discharge in a health center from November 2019 to December 2020.

2. Methodology
2.1. Study Design

An analytical cross-sectional study was conducted through telephone calls between
October and December 2020, during social isolation due to COVID-19. The study focused
on patients with ACS who were seen in the cardiology service of the Almanzor Aguinaga
Asenjo National Hospital from November 2019 to December 2020.

2.2. Participants

Only patients over 18 years old who had access to coverage from at least one telephone
network and the availability of at least one landline or portable telephone were included.
Patients with more than one episode of ACS before treatment in 2019–2020 were excluded.
Non-probability sampling was used due to the small population size. In this regard,
we considered the entire population as the study sample. The population consisted of
105 patients during the study period. Among them, 85 responded to the interview, 8 refused
to participate, and 12 were not able to be contacted because the phone number was incorrect.
The response rate was therefore 91.4%. The entire accessible population that answered
phone calls and agreed to participate in the study was evaluated.

2.3. Variables and Instruments

The questionnaire was divided into six sections, covering demographic data, socioeco-
nomic level, Barthel index, quality-of-life index, and Hamilton’s test. The demographic data
included information on educational level (elementary, secondary, technical, university),
marital status (single, cohabiting, married, widowed), occupation (employed, unemployed,
housekeeper, retired), socioeconomic level (upper, middle, upper-low, lower-low, marginal),
sex (male, female), age (<60 years, ≥60 years), number of children (continuous data), self-
reported caregiver dependence (no, yes), isolation (no, yes), COVID-19 (no, yes), sedentary
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lifestyle (no, yes), previous psychiatric treatment (no, yes), current psychiatric treatment
(no, yes), major depression (Hamilton test), anxiety (Hamilton test), alcoholism (no, yes),
smoking (no, yes), obesity (no, yes), diabetes (no, yes), hypertension (no, yes), and cancer
(no, yes). For analysis purposes, housekeepers and employed individuals were joined as
one category, representing that the person performed an activity (regardless of receiving
payment or not). In the case of socioeconomic level, the upper and middle categories were
joined so that statistical power was not affected in the multiple regression analysis.

The Hamilton anxiety test was used to assess the risk of suffering from anxiety, which
consists of a survey evaluation of 14 parameters, 13 of which refer to anxious signs and
symptoms, and the last one assesses the patient’s behavior during the interview. The
following cut-off points were considered: 0–17 (no anxiety–mild anxiety), 18–24 (moderate
anxiety), 25–30 (severe anxiety), >30 (very severe anxiety). The Hamilton anxiety test has
good discriminant validity (p < 0.001), adequate convergent validity (MADRS–Hamilton
Depression Rating Scale: p < 0.05 and 0.01), and high internal consistency (Cronbach’s α:
MADRS = 0.88; HARS = 0.89). The presence of anxiety disorder was defined as a score of
18 or more, obtained from the sum of scores of the 14 items on anxiety disorder symptoms
of the test [12].

The Hamilton depression test was used to assess the risk of suffering from depression;
the most recent version consists of a survey evaluation of 17 parameters [12]. Depression
was defined as a score of eight points or more, obtained from the sum of scores obtained in
the 17 items on depressive symptoms of the test. The test has good internal consistency,
with a Cronbach’s alpha between 0.76 and 0.92, a high intraclass correlation coefficient
(0.92), and interobserver reliability ranging between 0.65 and 0.9 [13]. The correlation of
the Hamilton depression test with other global depression assessment instruments, such as
the Montgomery–Asberg depression scale, the depressive symptomatology inventory, and
the Bech melancholy scale, ranges between 0.8 and 0.9 [14].

The Barthel index was used to assess the patient’s degree of dependence, which is a
scale used in clinical practice to measure and evaluate the person’s capacity to perform
ten basic activities of daily living, obtaining a score with which a quantitative estimate of
the degree of dependence can be made. The Barthel index is comprised of 10 items, and
the score scales for these items vary from 0 to 15 points (0 to 5 points in two items, 0 to
10 points in six items, and 0 to 15 points in two items). Therefore, the overall score can
range from 0 (entirely dependent) to 100 points (independent). The reliability (internal
consistency) of the Barthel Index was high, with a Cronbach’s Alpha of 0.86–0.92 for the
original version of the Barthel Index [15]. Dependency was defined as a score of less than
100, obtained from the sum of the 10 dependency parameters.

The quality of life index adapted from Robles et al. was used to assess the quality
of life of the study population, which takes into account 10 parameters in its evaluation:
psychological well-being, physical well-being, self-care, occupational functioning, interper-
sonal functioning, emotional and social support, community and service support, personal
fulfillment, spiritual satisfaction, and an overall assessment of quality of life [16]. The total
score ranges from 0 to 10 (0 being a poor quality of life and 10 being a good quality of life).
The reliability of the quality-of-life index is high, with a Cronbach’s alpha of 0.86 [17].

2.4. Procedures

A detailed explanation was provided during the telephone calls regarding their par-
ticipation in the study and the risks and benefits of participation. Due to the change in
the methodology of this study, it was not possible to sign an informed consent form for
the surveys conducted in the months after September 2020. However, surveys conducted
during this period had the verbal authorization of informed consent from participants
during telephone calls. Due to the current COVID-19 pandemic and social distancing
measures, the period between hospital discharge from the cardiology service and collection
was variable, ranging from a few days to 12 months after discharge.
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2.5. Statistic Analysis

The descriptive analysis estimated the absolute and relative frequencies of categorical
variables. In the case of numerical variables, a normal distribution was evaluated, according
to which the best measure of central tendency and dispersion was estimated. The chi-square
test was used to identify the association between mental health and quality-of-life outcomes
and the rest of the secondary independent variables after evaluating the expected frequency
assumption. A significance level of 5% was used. The simple and multiple regression
analysis evaluated the association between quality of life and mental health outcomes by
constructing generalized linear models, using the Poisson distribution family and the log
link function with robust variance. Prevalence ratios (PR) and 95% confidence intervals
were estimated. The analysis was performed using Stata version 15.0 (Stata Corp. College
Station, TX, USA).

2.6. Ethical Aspects

The present research was approved by the Ethics and Research Committee of the
Hospital Nacional Almanzor Aguinaga Asenjo and the Universidad San Martin de Porres.
During data collection, the patients surveyed were informed about the research objectives.
Patient confidentiality was respected during the collection, processing, and analysis of the
data, with a commitment not to divulge the personal data of the patients. Only patients
who agreed to participate voluntarily and consciously were included in the study after
verbal confirmation of consent during the phone call.

3. Results

Of a total of 85 patients surveyed, the majority were 60 years of age or older (56.5%),
were male (76.5%), had a higher educational level (38.8%), had a cohabiting marital status
(45.8%), and had an upper-low economic level (40.0%). A total of 55.3% were employed. The
median time that elapsed from the ACS event to the interview date was 10 months. A total of
52.9% of the population was in mandatory social isolation. A total of 14.1% reported having
had COVID-19, and 24.7% were on medication for psychiatric pathologies at the time. A
total of 42.3% and 25.9% reported the frequent use of alcohol and tobacco, respectively.
Regarding medical history, 21.1% reported having diabetes, and 40% responded that they
were hypertensive; only 7.1% mentioned that they suffered from some neoplastic pathology.
Of the surveyed population, 50.6% presented a Barthel Index score corresponding to the
independent classification. In addition, 70.6% had a good quality of life. A total of 34.1%
and 78.8% of the population presented depression and mild anxiety, respectively (Table 1).

In the bivariate analysis (Table 2), a higher proportion of depression (92.0%) was
observed in patients with a poor/regular quality-of-life index, compared to 73.3% in the
good quality-of-life group (p = 0.055). Additionally, a higher proportion of depression
was found in patients lacking higher education compared to patients that did have higher
education (89.6% vs. 64.9%, p = 0.006). Furthermore, non-smokers had a lower frequency
of depression than smokers (84.1% vs. 63.6%, p = 0.043). In terms of anxiety, no differences
were observed in the quality of life reported by the participants. However, there was
a higher proportion of anxiety in patients with no higher education (29.2% vs. 10.8%;
p = 0.040). A higher frequency of anxiety was also observed in non-alcoholics compared
to alcoholics (30.6% vs. 8.3%; p = 0.013). In addition, patients who reported diabetes
demonstrated a higher frequency of anxiety compared to patients who reported being
non-diabetic (38.9% vs. 16.4%, p = 0.038).

The simple regression analysis (Table 3) found that having a good quality-of-life
index decreased the frequency of having depression by 21% (PR = 0.79, 95%, CI 0.65–0.96).
In addition, a higher level of education decreased the frequency of depression by 28%
(PR = 0.72, 95%, CI 0.55–0.93), while belonging to a lower socioeconomic class increased
the frequency of depressive symptoms by 50% (PR = 1.5, 95%, CI 1.16–1.93). In the multiple
regression analysis, the findings of the simple regression analysis were confirmed regarding
the educational level and quality-of-life variables. A higher educational level (PR = 0.75,
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95%, CI 0.58–0.97) and good quality-of-life index (PR = 0.66, 95%, CI 0.47–0.94) were
negatively associated with depression.

Table 1. Characteristics of patients with ACS.

Characteristics N (%)

Age (Years)
<60 37 (43.5)
≥60 48 (56.5)

Sex
Male 65 (76.5)
Female 20 (23.5)

Education
Elementary 19 (22.4)
Secondary 29 (34.1)
Technical 4 (4.7)
University 33 (38.8)

Number of children 2.29 ± 1.15
Marital status

Single 2 (2.4)
Cohabiting 39 (45.8)
Married 32 (37.6)
Widowed 6 (7.1)
Divorced 6 (7.1)

Occupation
Employed 47 (55.3)
Unemployed 16 (18.8)
Housekeeper 4 (4.7)
Retired 18 (21.2)

Socioeconomic level
Upper 7 (8.2)
Middle 23 (27.1)
Upper-Low 34 (40.0)
Lower-Low 12 (14.1)
Marginal 9 (10.6)

Time elapsed since ACS (months) * 10 (1–13)
Caregiver dependency 19 (22.3)
Isolation 45 (52.9)
Sedentary lifestyle 41 (48.2)
Previous psychiatric treatment 18 (21.2)
Current psychiatric treatment 21 (24.7)
Self-report of risk factors

COVID-19 12 (14.12)
Obesity 18 (21.1)
Diabetes 18 (21.1)
Hypertension 34 (40.0)
Cancer 6 (7.1)
Alcoholism 36 (42.3)
Smoker 22 (25.9)
Depression 26 (30.6)
Anxiety 25 (29.4)

Barthel Index
Severe 10 (11.8)
Moderate 29 (34.1)
Mild 3 (3.5)
Independent 43 (50.6)
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Table 1. Cont.

Characteristics N (%)

Quality-of-Life Index
Poor 2 (2.3)
Fair 23 (27.1)
Good 60 (70.6)

Depression
No 18 (21.2)
Mild 29 (34.1)
Moderate 17 (20.0)
Severe 10 (11.8)
Very severe 11 (12.9)

Anxiety
Mild 67 (78.8)
Moderate 11 (12.9)
Severe 6 (7.1)
Very severe 1 (1.2)

* Mean (range).

Table 2. Factors associated with depression and anxiety in patients with ACS, bivariate analysis.

Variables

Depression

p *

Anxiety

p *No (n = 18)
n (%)

Yes (n = 67)
n (%)

Mild (n = 67)
n (%)

Moderate/Severe–Very Severe
(n = 18)
n (%)

Age (years) 0.533 0.326

<60 9 (24.3) 28 (75.7) 31 (83.8) 6 (16.2)
≥60 9 (18.8) 39 (81.2) 36 (75.0) 12 (25.0)

Sex 0.162 0.084
Male 16 (24.6) 49 (75.4) 54 (83.1) 11 (16.9)
Female 2 (10.0) 18 (90.0) 13 (65.0) 8 (35.0)

Marital status 0.459 0.459
Unmarried 4 (28.6) 10 (71.4) 10 (71.4) 4 (28.6)
Married/cohabitant 14 (19.7) 57 (80.3) 57 (80.3) 14 (19.7)

Number of children ¶ ** 2.29 ± 1.15 2.35 ± 1.21 2.22 ± 1.04 2.55 ± 1.50

Level of education 0.006 0.040
No university 5 (10.4) 43 (89.6) 34 (70.8) 14 (29.2)
University 13 (35.1) 24 (64.9) 33 (89.2) 4 (10.8)

Occupation 0.516 0.129
Unemployed/retired 6 (17.7) 28 (82.3) 24 (70.6) 10 (29.4)
Employed/housekeeper 12 (23.5) 39 (76.5) 43 (84.3) 8 (15.7)

Socioeconomic level 0.105 0.159
High/Medium 10 (33.3) 20 (66.7) 26 (86.7) 4 (13.3)
Upper-Low 6 (17.7) 28 (82.3) 28 (82.4) 6 (17.6)
Lower-Low 0 (0.0) 12 (100.0) 7 (58.3) 5 (41.7)
Marginal 2 (22.2) 7 (77.8) 6 (66.7) 3 (33.3)

Time elapsed since ACS ** 0.386 0.149
<9 months 4 (15.4) 22 (84.6) 23 (88.5) 3 (11.54)
≥9 months 14 (23.7) 45 (76.3) 44 (74.6) 15 (25.4)

Caregiver dependency 0.514 0.534
No 15 (22.7) 51 (77.3) 53 (80.3) 13 (19.7)
Yes 3 (15.8) 16 (84.2) 14 (73.7) 5 (26.3)

Isolation 0.778 0.434
No 9 (22.5) 31 (77.5) 33 (82.5) 7 (17.5)
Yes 9 (20.0) 36 (80.0) 34 (75.6) 11 (24.4)
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Table 2. Cont.

Variables

Depression

p *

Anxiety

p *No (n = 18)
n (%)

Yes (n = 67)
n (%)

Mild (n = 67)
n (%)

Moderate/Severe–Very Severe
(n = 18)
n (%)

COVID-19 0.726 0.266
No 15 (20.6) 58 (79.4) 59 (80.8) 14 (19.2)
Yes 3 (25.0) 9 (75.0) 8 (66.7) 4 (33.3)

Sedentarism 0.717 0.218
No 10 (22.7) 34 (77.3) 37 (84.1) 7 (15.9)
Yes 8 (19.5) 33 (80.5) 30 (73.2) 11 (26.8)

Alcoholism 0.840 0.013
No 10 (20.4) 39 (79.6) 34 (69.4) 15 (30.6)
Yes 8 (22.2) 28 (77.8) 33 (91.7) 3 (8.3)

Smoker 0.043 0.107
No 10 (15.9) 53 (84.1) 47 (74.6) 16 (25.4)
Yes 8 (36.4) 14 (63.6) 20 (90.9) 2 (9.1)

Obesity 0.440 0.440
No 13 (19.4) 54 (80.6) 54 (80.6) 13 (19.4)
Yes 5 (27.8) 13 (72.2) 13 (72.2) 5 (27.8)

Diabetes 0.440 0.038
No 13 (19.4) 54 (80.6) 56 (83.6) 11 (16.4)
Yes 5 (27.8) 13 (72.2) 11 (61.1) 7 (38.9)

Hypertension 0.914 0.129
No 11 (21.6) 40 (78.4) 43 (84.3) 8 (15.7)
Yes 7 (20.6) 27 (79.4) 24 (70.6) 10 (29.4)

Cancer 0.779 0.779
No 17 (21.5) 62 (78.5) 62 (78.5) 17 (21.5)
Yes 1 (16.7) 5 (83.3) 5 (83.3) 1 (16.7)

Barthel Index 0.663 0.201
Severe 2 (20.0) 8 (80.0) 7 (70.0) 3 (30.0)
Moderate 5 (17.2) 24 (82.8) 24 (82.8) 5 (17.2)
Mild 0 (0.0) 3 (100.0) 1 (33.3) 2 (66.7)
Independent 11 (25.6) 32 (74.4) 35 (81.4) 8 (18.6)

Quality-of-life index 0.055 0.681
Poor/Regular 2 (8.0) 23 (92.0) 19 (76.0) 6 (24.0)
Good 16 (26.7) 44 (73.3) 48 (80.0) 12 (20.0)

* p-value calculated with the chi-square test of independence. ** Mean and standard deviation. ¶ p-value calculated
with Student’s t-test.

As for anxiety, in the simple regression analysis, no association was found with quality
of life. In addition, consuming alcohol reduced the frequency of anxiety by 73% (PR = 0.27,
95%; CI: 0.84–0.87). People with diabetes had a 136% higher frequency of anxiety than
non-diabetics (PR = 2.36, 95%, CI: 1.06–5.25). Interestingly, the multiple regression analysis
indicated that that having a good quality-of-life index was positively associated with the
presence of anxiety (PR = 7.01, 95%, CI: 1.14–42.93). Additionally, the factors associated
with a higher frequency of anxiety were: time since ACS being greater than or equal to
9 months (PR = 4.74, 95%, CI: 1.38–16.2), self-report of having had COVID-19 (PR = 21.05,
95%, CI: 5.03–88.36), people with diabetes (PR = 12.25, 95%, CI: 2.38–62.96), hyperten-
sive (PR = 3.81, 95%, CI: 1.19–12.16), and a lower socioeconomic status (PR = 6.91, 95%,
CI: 1.79–26.64). In contrast, consuming alcohol was negatively associated with having
anxiety (PR = 0.14, 95%, CI: 0.05–0.35).
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Table 3. Factors associated with depression and anxiety in patients with ACS, multiple regres-
sion analysis.

Depression Anxiety

PR IC 95% p * PR IC 95% p *

Age (years)
<60 Ref. Ref.
≥60 0.93 0.71–1.21 0.591 0.37 0.11–1.23 0.107

Sex
Female Ref. Ref.
Male 1.09 0.83–1.42 0.523 2.52 0.87–7.26 0.086

Marital status
Unmarried Ref. Ref.
Married/Cohabiting 1.05 0.72–1.53 0.780 1.01 0.38–2.71 0.969

Level of education
No university Ref. Ref.
University 0.75 0.58–0.97 0.034 0.27 0.06–1.13 0.073

Occupation
Unemployed/Retired Ref. Ref.
Employed/Housekeeper 1.04 0.80–1.35 0.753 0.35 0.11–1.05 0.063

Socioeconomic level
High/Medium Ref. Ref.
Upper-Low 1.04 0.75–1.44 0.801 0.91 0.26–3.13 0.882
Lower-Low 1.21 0.88–1.66 0.232 6.91 1.79–26.64 0.005
Marginal 1.17 0.73–1.88 0.501 1.82 0.24–13.80 0.559

Number of children 1.08 0.98–1.20 0.081 0.70 0.40–1.24 0.227

Time elapsed since ACS
<9 months Ref. Ref.
≥9 months 0.93 0.66–1.31 0.683 4.74 1.38–16.2 0.013

Isolation 0.80 0.55–1.18 0.272 1.82 0.39–8.36 0.438

Sedentary lifestyle 1.00 0.77–1.30 0.983 1.03 0.32–3.24 0.960

Self-reported risk factors
COVID-19 0.94 0.69–1.27 0.707 21.05 5.03–88.36 0.000
Obesity 0.89 0.63–1.25 0.515 0.47 0.05–4.03 0.499
Diabetes 0.98 0.70–1.37 0.924 12.25 2.38–62.96 0.003
Hypertension 1.04 0.81–1.34 0.730 3.81 1.19–12.16 0.024
Cancer 0.74 0.47–1.16 0.196 0.43 0.11–1.67 0.229
Alcoholism 1.19 0.90–1.58 0.217 0.14 0.05–0.35 0.000
Smoker 0.75 0.54–1.05 0.100 0.12 0.00–4.55 0.254

Barthel Index
Severe Ref. Ref.
Moderate 1.23 0.85–1.78 0.265 0.15 0.01–2.08 0.159
Mild 1.34 0.82–2.19 0.239 1.64 0.09–29.58 0.734
Independent 1.32 0.86–2.03 0.194 0.67 0.04–10.33 0.775

Quality-of-life index
Poor–regular Ref. Ref.
Good 0.66 0.47–0.94 0.023 7.01 1.14–42.93 0.035

* p value measured with the chi-square test. Ref.: Reference value.

4. Discussion
4.1. Main Findings

In the present study, 29.6% of the population reported a poor or fair quality-of-life
index. Among the factors associated with depression, the following were found: lack of
a higher education level, being a non-smoker, poor/regular quality of life, and having a
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lower socioeconomic level. Among the factors associated with anxiety, we found: lack of a
higher education level, non-alcoholic, diabetic, and poor/regular quality-of-life index.

4.2. Quality of Life

It was found that 70.6% of the population studied had a good quality-of-life index,
and only 2.3% had a poor quality of life. This finding is similar to another study carried out
in Spain, where 54.5% of the patients with ACS had a good quality of life [18], and 86.4% of
patients with coronary artery disease had a good quality of life. However, this contrasts
with a study by Loáisiga Ledezma [19] that reported a good quality-of-life frequency of
37% [20]. Our study’s finding of 29.6% of the ACS patients reporting a poor or fair quality-
of-life index parallels what has been found in other studies in both Mexico [21] and the
USA [22]. The fact that 7 out of 10 patients in our study reported having a good quality of
life could be because the patients have a low dependence on their caregivers and are people
with a high level of education. A total of 50.6% of the patients received a classification of
independent in the Barthel Index, and a large percentage (38.8%) had attended university.

4.3. Dependence

Slightly less than half of the patients interviewed had at least some level of dependence
according to the assessment made with the Barthel index, which is consistent with what
has been described in other studies [21,22]. Delor et al. found that 46% of patients with
ischemic stroke had some level of dependency [23]. However, the results contrast with what
was reported in a study by Ceme et al.: 11% of the population studied were classified as
independent [15], which could be because their study assessed dependence 3 months after
discharge, whereas our study assessed patients 10 to 13 months after discharge. Therefore,
the higher proportion of patients belonging to the independent classification in the present
study could be attributed to the longer time left for recovery and rehabilitation from the
disease in the surveyed population.

4.4. Mental Health Disorders

The prevalence of depression in patients after ACS events is significantly increased
compared to the general population because it has been shown that patients with ACS
have a greater predisposition to present stressful events, as well as being more exposed
to the threat of death and the loss of autonomy, which become stressors that generate
depression. In this investigation, almost 8 out of 10 patients presented depression, which is
consistent with what has been described in previous studies [24,25]. However, these results
are higher than those described by Jayakumar et al. [26], who found that 46.1% of patients
with myocardial infarction presented depression. Doyle et al. reported a depression rate of
65% in patients with myocardial infarction [27]. Almost two-thirds of these patients usually
have symptoms of depression months after the event [27,28].

Additionally, it was found that most of the patients surveyed presented mild anxiety
(78.8%), and 12.9% and 7.1% of the patients interviewed presented moderate and severe
anxiety, respectively, which is consistent with mild anxiety levels ranging from 16% to 50%
in patients with heart failure [29,30]. Tran et al. found that the prevalence of moderate to
very severe anxiety in patients discharged for acute coronary syndrome was 18.8% [31].
Esquivel et al. found lower proportions of mild (25.9%), moderate (11.5%), and severe
(0.7%) anxiety [32]. The high frequency of mild anxiety in the patients could be due to the
symptomatology of the adjustment syndrome, which could have produced false positives
in the performance of the Hamilton anxiety test [33].

The high frequency of anxious and depressive symptoms in the studied population, as
indicated by Murphy et al., indicates that patients are more anxious or depressed after an
acute cardiac event and are even more prone to another subsequent event [31]. Likewise, the
current SARS-CoV-2 pandemic produces a strong psychological impact on the population,
which is exposed to the meaningful action of the media causing disturbance and fear of
contagion [34]; indeed, the confinement of people causes an increasingly lower mood due to
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the confinement [35,36]. The COVID-19 pandemic has revealed and intensified pre-existing
disparities and challenges among people living with chronic illness in terms of material
resources, psychosocial status, social support, and access to care [37]. In post-pandemic
times, it is critical to address failures in health and wellness policies to foster equity and
the social inclusion of people with other comorbidities [38].

4.5. Association between the Quality of Life and Mental Health Disorders

It was found that patients with a good quality of life had a 34% lower frequency of
depression, which parallels what was reported in a similar study conducted in Portugal by
Dias et al., who found that patients with a good quality of life had a 34% lower frequency
of depression [39]. Likewise, these findings are similar to those reported by Apaza, who
found that a poor quality of life is associated with depression in the elderly [39]. A probable
explanation for the association between quality of life and depression is the influence of
individual satisfaction and its relationship with the perception of their health; therefore,
when this is not fulfilled in the patient with ACS, more significant stressors would occur,
which impact their mental health and result in increased levels of depression [40].

On the contrary, having a good quality of life was paradoxically associated with
a higher frequency of presenting moderate/severe anxiety, contrary to what has been
found in multiple studies where low levels of quality of life are related to higher anxiety
scores [30,41]. This finding could be a result of patients with coronary syndrome alone
being more vulnerable to psychosocial distress and social isolation [42].

4.6. Other Factors Associated with Mental Health Disorders

In the current study, having a higher educational level decreased the frequency of
presenting depression, which Gan et al. [43] support. The study from Gan et al. was
conducted in women and established that a lower educational level is associated with more
depressive symptoms, which may be due to people with a higher level of education having
a better economic income with which they can improve their health and satisfy their basic
needs [44].

The self-reported COVID-19 diagnosis was associated with having a higher frequency
of moderate/severe anxiety levels, similar to that reported by Lau et al., who noted that the
pandemic has increased the frequency of anxiety in patients with cardiovascular disease [45].
This association could be explained by social isolation, the fear of contagion, and a lack of
follow-up of their disease due to health restrictions, causing an increase in stressors and the
frequency of anxiety. Unexpectedly, it was found that patients who reported alcoholism
had a lower frequency of moderate/severe anxiety. Gimeno et al. support this, indicating
that the consumption of alcohol appears to be a strategy to reduce anxiety [46]. These
results contradict those reported in other studies [47,48], which suggest that patients could
consume alcohol as a form of fun and social interaction, which would not have an impact on
anxiety. The result in this study could be explained by the low number of participants that
experienced severe anxiety, so interpretation cannot be adequately supported by the data.

The self-report of diabetes was associated with a higher frequency of moderate/severe
anxiety, which is consistent with the findings of Huang et al., which indicated that that
the prevalence of anxiety was higher among patients with DM2 than in the general pop-
ulation [49]. It also parallels the results of Tajfard et al., who reported that anxiety is a
potentially important concern among patients with diabetes [50]. These high levels of
anxiety could be explained by the deterioration of the patient’s quality of life caused by
diabetes mellitus, as well as the economic impact of the need for constant medication
for the treatment of the disease. It could also be explained by the multiple micro and
macroangiopathic complications of diabetes mellitus, which can increase the risk of anxious
symptoms in the patient and increase the frequency and intensity of these symptoms [51].

Hypertensive patients had a higher frequency of moderate/severe anxiety, which is
consistent with the findings of Cheung et al., who found a positive association between
arterial hypertension and anxiety [52]. It also is consistent with the findings of Wie et al.,



Sustainability 2022, 14, 14970 11 of 14

who found that 12% of hypertensive patients had anxiety [53]. This association could be
explained by the constant concern among patients with ACS of presenting cardiovascular
pathology again, unlike healthy patients [54].

Regarding socioeconomic status, it was found that belonging to the lower socioeco-
nomic stratum was associated with a higher frequency of moderate/severe anxiety, which
is similar to the findings of Gan et al., who mention that the lower economic stratum
is associated with a more significant presence of mental disorders such as anxiety [43].
Contrary to what has been reported, socioeconomic status is not associated with anxiety in
men but rather only in women [55]. This association could be explained by the fact that
people with a low SES represent a vulnerability to health problems in most studies, which
typically show synergistic effects that exacerbate the health consequences of hazardous
exposure [56].

4.7. Implications of the Findings for Public Health

These findings are important for public health in terms of better controlling comorbidi-
ties such as diabetes, which can affect the mental health of the patient. It is also notable that
the education level is a relevant determinant for health, as patients with a higher education
have more tools to meet their needs and decrease mental disorders such as anxiety and
depression. Findings like this can guide public health strategies for minimizing mental
health issues in patients with ACS.

4.8. Limitations and Strengths

This study has some limitations. First, there may be information bias; due to the state
of health emergency due to COVID-19, telephone interviews were the most feasible way to
collect data from patients. Self-reported data may have also led to incorrect responses due to
memory or social acceptability bias. In addition, the time that elapsed from the ACS event
to the evaluation was approximately 1 to 13 months. Within this period, there could be
variation in the quality of life and the level of anxiety or depression. Further, selection bias
is possible, since the findings of this study represent only one hospital site. The sampling
method was non-random; thus, the findings of this study may not be applicable to the entire
population of interest. Finally, the sample size was small, and it could have caused type
2 error in the multiple regression analysis. It is noteworthy that the study was conducted
in pandemic times, during which a significant percentage of patients presented COVID-19
and were exposed to social isolation and fear of contagion, death, and non-continuation of
their treatment.

5. Conclusions

The quality of life and level of education are protective factors for anxiety and de-
pression in patients with ACS at hospital discharge. Cases of ACS are frequent in people
around 60 years of age, males, those with an upper-low socioeconomic status, and those
who are isolated for fear of SARS-CoV-2 infection.
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