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Introduction
Myocardial infarction, given its unpredictable nature and the 

obvious threat to life it represents, may be perceived as a traumatic 
event by cardiac patients [1-3]. It is now acknowledged that some 
patients, following a myocardial infarction, will indeed develop post-
traumatic stress disorder symptomatology [1,4-8].

According to the Diagnostic and statistical manual of mental 
disorders, fourth edition, 4th edition, text revised [9], to be diagnosed 
with PTSD, a person must display symptoms from three different 
clusters:avoidance of reminders of the traumatic event; re-experiencing 
symptoms of the trauma, such as flashbacks; and hyper arousal (i.e., 
hyper vigilance, persistent heightened level of anxiety). These symptoms 
must be present for a minimum of one month to meet the criteria of 
acute PTSD and 3 months for a diagnosis of chronic PTSD.

PTSD can have serious consequences on the health of patients with 
cardiac disease. Its symptoms are associated with poor cardiovascular 
risk-factor control [1] and smoking [10]. Traumatized patients are 
more likely to be non-adherent to prescribed medications [1,2,11,12]. 
PTSD is also associated with increased heart rate, higher sympathetic 
but lower parasympathetic control of heart rate activity [2,13] and with 
altered reactivity of the hypothalamic-pituitary-adrenal axis, all with 
the potential to affect the cardiovascular system [14].
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Despite the general agreement on the adverse consequences of PTSD 
and the corollary benefits consequent to its detection,information on the 
predictors of post-MI PTSD is still scarce and conflicting [3]. Despite 
the reported prevalence, varying from 7% to 30%, data on the predictors 
of chronic PTSD is even more limited [15-18]. The few studies that 
investigated the risk factors of chronic PTSD post-MI reported varying 
and inconsistent predictors. They include a variety of sociodemographic 
and psychological variables such as younger age, greater symptoms 
of depression during admission and lower social support [3,4,19]. In 
addition, the association between PTSD and objective clinical measures 
such as cardiac enzymes [12,20], left ventricular ejection fraction [2] 
and factors related to the hospitalization (number of hours in the ER, 
length of stay in the hospital) have not been clearly demonstrated [3]. 
Although results from a recent study suggest that patient emotional 
status, particularly anxiety felt during MI, and subjective perception of 
the event are good predictors of the development of PTSD symptoms 
after a myocardial infarction [3], these findings have not been replicated. 
The same conclusion holds for personal factors, such as a past history of 
trauma and comorbid mental illness [2]. While depression is associated 
with the presence of PTSD [1,4] whether the depression is the cause 
or consequence of PTSD remains unclear. It is possible that the largely 
documented effect of depression on cardiovascular health are related 
to the existence of the comorbid PTSD symptoms [2]. Psychiatric 

Abstract
Objective: This paper examines the prevalence of chronic Post-Traumatic Stress Disorder (PTSD) after a 

Myocardial Infarction (MI) and the factors associated its early detection in a hospital setting. 

Methods: Of 1344 MI patients admitted to three Canadian hospitals, 474 patients did not meet the inclusion criteria 
and 370 declined participation in the study; 500 patients consented to participate in the study. A structured clinical 
interview and questionnaires were administered to patients 48 hours to 14 days post-MI (M=4SD=2.7 days) and three 
months later to assess the prevalence of chronic PTSD and its risk factors.

Results: Respectively 4.4% and 11.1% of the patients met the full and partial diagnostic criteria of chronic PTSD, 
measured with the Interview from the DSM-IV-TR PTSD module. Using binary logistic regression, both the intensity 
of anxiety (Beck Anxiety Inventory) (OR=1.05 per unit increase; p<.05, 95% CI: 1.00-1.10) and acute stress disorder 
symptoms (Modified PTSD Symptom Scale) (OR=1.05 per unit increase; p<.001, 95% CI=1.03-1.08), measured while 
in-hospital were associated with the presence of symptoms of PTSD three-months after the MI.

Conclusion: Systematic in-hospital investigation of easily assessable risk factors is recommended in order to 
improve the detection of chronic PTSD and to prevent its detrimental effects on cardiovascular health.

Journal of Depression and AnxietyJo
ur

na
l o

f D
epression andAnxiety

ISSN: 2167-1044



Citation: Fortin C, Dupuis G, Marchand A, D’Antono B (2013) Chronic Post-traumatic Stress Following a Myocardial Infarction: Prevalence and 
Detection in Hospital Setting. J Depress Anxiety 2: 133. doi:10.4172/2167-1044.1000132

Page 2 of 7

Volume 2 • Issue 1 • 1000132
J Depress Anxiety
ISSN: 2167-1044 JDA an open access journal Posttraumatic Stress Disorder

morbidity other than depression should also be considered since it is 
increasingly being recognized as an important risk factor for post-MI 
outcome [1] but it remains to be validated as a risk factor of post-MI 
chronic PTSD.

As Whitehead et al. [4] pointed out, knowledge of the predictive 
factors and their prevention may diminish the risk of death and 
ensure a better well being for patients suffering from post-MI PTSD. 
Moreover, Shemesh et al. [1] advocate that factors that determine 
vulnerability to post-MI traumatic stress should be clearly identified 
and could be used to inform and develop treatment options. The 
potential knowledge transfer to patients recovering from a myocardial 
infarction can lead them to better understand the mechanism linking 
psychiatric symptoms to poor outcomes [2] and therefore make them 
more likely to intervene or to accept intervention on these risk factors. 
Nevertheless, outside the realm of research, the symptoms of PTSD 
following a myocardial infarction are often unrecognized and untreated 
[5,7,8] and the identification of new ways to improve post-MI PTSD 
detection is important to avoid its negative impact on cardiovascular 
health [1]. Also important is the time of the investigation. As Rocha 
et al. [3] pointed out, studies should assess the prevalence of PTSD 
later than 2 months after the MI, in order to clarify whether the PTSD 
symptoms post-MI may remit spontaneously and to identify cases of 
delayed onset PTSD.

Consequently to the issues addressed, the present study 
prospectivelyinvestigates chronic PTSD among post-MI patients. 
Specifically, this study assesses post-MI patients while in-hospital 
and 3 months after their coronary event in order to establish: 1) the 
prevalence of chronic PTSD after a myocardial infarction and 2) the 
factors associated with its symptomatology for an early detection in 
hospital setting.

Methods
Participants and procedure

Participants were recruited between June 2002 and April 2005 
in three Montreal hospitals. In addition to a confirmed myocardial 
infarction diagnosis by the treating physicians on the basis of an 
electrocardiogram and troponin levels, patients had to meet the 
following criteria for the study: 1) 18 years old or older; 2) sufficient 
oral and written language skills (French or English); 3) absence of 
any moderate-to-severe cognitive deficit; and 4) absence of any severe 
comorbid health problems (e.g.: cancer, AIDS). Eligible patients were 
identified through the consultation of the medical files in the coronary 
unit of each hospital. Research assistants with a degree in psychology 
presented the goals of the study and the research protocol to eligible 
patients. Patients who refused to participate were not asked any other 
question (e.g.: socio-demographic information, reason of refusal), 
since ethic committees prohibited it. Participating patients had to sign 
a consent form to be part of the study. Before they left the hospital 
(minimum of 48 hours and maximum of 14 days after the MI; mean=4 
± 2.73 days), a trained interviewer met them to complete the SCID-IV-
ASD [21] and to gather sociodemographic and medical information. 
Additional questionnaires, to be returned at specific times, were given 
to participants along with a preaddressed prestamped envelope. The 
patients who did not return their questionnaires at due time were phoned 
daily until they completed and returned the questionnaires. Patients 
were contacted 90 days post-MI to complete the same questionnaires, 
with the exception of the Life Event Stress Scale. Moreover, the SCID-
IV-PTSD interview replaced the SCID-IV-ASD. Ethics Committees of 
the three institutions approved the research protocol in 2002.

Measurement Instruments
Sociodemographic and medical data

This instrument collected participants sociodemographic data (e.g.: 
age, sex, level of education) and different medical information (e.g.: 
consultation with a psychologist or psychiatrist, past traumatic events, 
left ventricular ejection fraction). The questionnaire was designed for 
the current study.

Structured clinical interview for DSM-IV-acute stress 
disorder (SCID-IV-ASD) [21]

This measure, based on the DSM-IV diagnostic criteria, is frequently 
used to diagnose ASD. The previous version (SCID for DSM-III-R) has 
good concomitant validity (α=0.69) with clinicians [22]. The current 
SCID version indices are comparable or better [23].

Structured Clinical Interview for DSM-IV, PTSD (SCID-IV-PTSD) 
and Past PTSD Modules (SCID-IV-PTSD) [21].

These modules enable one to diagnose current PTSD as well as past 
PTSD that is currently in remission [22,23]. Its psychometric properties 
are currently unknown.

Modified PTSD symptom scale-self-report (MPSS-SR) [24]

Using this 17-item questionnaire, patients self-report the frequency 
and the severity of their post-traumatic stress symptoms, on a five-
point Likert scale. The total score is obtained by adding the totals of the 
two scales. It has been validated as a reliable measure of PTSD [25]. Its 
internal consistency is excellent (frequency, α=0.92; severity, α=0.95) as 
is its 5-week test-retest reliability (frequency, r=0.98, p<0.001; severity, 
r= 0.98, p<0.001).

Beck depression inventory, second edition (BDI-II) [26]

Based on the DSM-IV criteria, this 21-item self-administered 
questionnaire is commonly used to assess the symptoms of depression. 
Its internal consistency (α=0.92) and 1-week test-retest reliability 
(r=0.93) are excellent [27].

Beck anxiety inventory (BAI) [28]

The BAI was preferred over other measures of anxiety since it was 
specifically designed to reduce the overlap between depression and 
anxiety scales by measuring anxiety symptoms shared minimally with 
those of depression. It presents excellent internal consistency (α=0.92) 
for adults and good 1-week test-retest reliability (α=0.75), as well as 
good concurrent validity [28]. Its score, on a continuous scale, varies 
from 0 to 63.

Life events stress scale (LESS) [29]

This inventory is a modified French and English version of 
the Life Events Stress Scale [30]. The adapted version is a list of ten 
potential traumatic event experienced in the last six months and their 
consequential level of stress on the patient. Psychometric properties are 
currently unknown.

Modified MOS (medical outcomes study) social support 
survey (M-MSSS) [30]

Adapted from the MOS Social Support Survey [31] the M-MSSS 
seven-item questionnaire measures perceived social support. The 
availability of each type of support is rated on a 5 points frequency scale. 
In previous studies, both French and English versions demonstrated 
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good internal consistency (α=0.91 and α=0.88 respectively) and 2-week 
test-retest reliability (r=0.90) [30,32].

Statistical analyses
Descriptive analyses were carried out in order to assess the 

prevalence and symptomatology of chronic PTSD and to ascertain 
the participants’ characteristics. To identify the factors associated 
with the presence of chronic PTSD, a binary logistic regression was 
performed. Independent variables were selected using correlations and 
t-tests (p<0.05) applied to a set of clinically and theoretically important 
variables associated with the intensity of PTSD symptoms, as measured 
by the MPSS-SR at the 90-days follow-up. Logistic regression on the 
MPSS-SR score was preferred over the SCID-IV PTSD diagnosis 
since, from a clinical perspective that aims to identify patients at risk 
of distress and poor outcomes, post-traumatic stress severity may be 
a more useful measure than PTSD diagnostic [4]. Moreover, as Rocha 
et al. [3] pointed out, it is important to be able to identify patients 
who may be at risk of post-traumatic stress disorder even if they don’t 
have a clinical PTSD. A score of 22 on the MPSS-SR scale was set as 
the cut point since that score or higher indicates the presence of a 
symptomatology of PTSD [25].

Results
Participants

Out of the 1344 patients hospitalized for a myocardial infarction 
between June 2002 and April 2005 in the three recruitment centers, 
844 did not participate (474 patients did not meet the inclusion criteria 
and 370 patients declined participation). Five hundred consented to 
the study and completed the in-hospital interview but 114 did not 
return their questionnaires or were unreachable for the 3 months post-
MI follow-up interview. Thus, the final sample size is 386 participants 
(see flow chart for details). Apart from being younger (mean age of 58 
versus 61; t=2.478; p<.05), there were no other statistically significant 
differences between the participants who completed the three months 
follow-up and those who did not. The characteristics of participants 
who completed the three-months follow-up are presented in table 1.

Prevalence of chronic PTSD and symptomatology

Out of the 386 participants who completed the Structured Clinical 
Interview for DSM-IVPTSD three months after their MI, 17 meet the 
criteria for chronic PTSD, hence a prevalence of 4.4%. The average 
score on the MPSS-SR is 12.6 (SD=16.8). Sixty-six patients (17.1% of 
sample) met or exceeded the clinical cut-off score of 22, indicating the 
presence of a moderate symptomatology. The symptoms on the ASD 
and PTSD modules of the SCID-IV and the score on the MPSS-SR at 
both evaluation times are presented in table 2.

Chronic PTSD’s symptomatology early detection in hospital 
setting

Variables that met the univariate analyses criteria were retained as 
independent variables for the binary logistic regression. The order of 
entry of each variables and blocks in the regression equation follows 
Victoria et al. [33] recommendations for epidemiological analyses. 
Specifically, information regarding the first block is commonly 
gathered from the patient medical file while the information from the 
second block is obtained with a quick chat with the patient or his/her 
family. Depression (block #3) is a common medical condition and its 
symptoms are easily observed while anxiety (block #4) is a more subtle 
psychological condition to assess. Finally, the intensity of symptoms of 
post-traumatic stress (block #5) while in-hospital was introduced in the 
last step to avoid masking the effect of the other independent variables.

The variables entered in each step of the binary logistic regression 
analysis and their respective contributions to the total variance at each 
step are presented in table 3.

In the first block (R2=0.133), sex, past MI and other health problems 
reported by patients (e.g.: osteoporosis) are statistically significant 
predictors of the intensity of chronic PTSD symptomatology. In the 
second block (R2=0.194), sex loses its statistical significance, while the 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Eligibility checked 
N = 1344 

Excluded 
N = 474 

Did not consent 
N = 370 

Eligible 
N = 870 

In-hospital interview 
N = 500 

Deceased 
N = 3 

Take-home questionnaires returned 
N = 407 

Excluded for health concern 
N = 1 

Drop-out 
N = 90 

Drop out 
N = 18 

Deceased 
N = 2 

3-months interview and questionnaires completed  
N = 386 

Figure 1: Flow chart of patients.

N (%) M (SD)

Sex (men) 295 (76.4)

Age 58 (11)

Education ≥ college or equivalent 154 (39.9)

Annual income <$30,000 265 (70.4)

Working 212 (54.9)

Engaging in physical activity 214 (55.4)

History of MI 57 (14.8)

History of cardiovascular disease (other than MI) 290 (75.1)

Family history of cardiovascular disease 280 (72.5)

Smoking 97 (25.1)

Alcohol (consumption ≥ 1 drink/week) 173 (44.8)

Social support (M-MSSS, total/28) 21.33 (6.7)

Stress level related to life events (LESS, total/5) 1.7 (1.4)

Anxiety (BAI, total/63) 9 (8.6)

Depression (BDI-II, total/63) 8.6 (7.6)

Low intensity symptoms (11-19/63) 57 (14.8)

Moderate-to-high intensity symptoms (20-63/63) 36 (9.3)

Ejection fraction 0.49 (11)

Table 1: Participants’ characteristics.
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number of stressful events becomes a statistically significant predictor. 
In block #3, the intensity of depression combines with other health 
problems, the only two significant predictors remaining, for a total 
variance explained of 30.8%. The intensity of anxiety, added as the 
fourth block, increases the explained variance by 4.5%. The final model 
(R2=0.411) consists of only two predictors: the baseline measure of the 
intensity of anxiety (OR=1.05 per unit increase; p<.05, 95% CI: 1.00-
1.10), the only significant predictor left from precedent blocks and the 
intensity of acute stress disorder symptoms (OR=1.05 per unit increase; 
p<.001, 95% CI=1.03-1.08), added in the fifth block.

The non-significant independent variables excluded in the 
univariate analyses were introduced in an additional step (not included 
in table 3) in the binary logistic regression analysis to test their 
contribution. They remained non-statistically significant.

Discussion
Prevalence of PTSD

Data from the current study indicates that respectively 4.4% and 
11.1% of the patients met the criteria for full and partial chronic PTSD 

N (%) M (SD)

Post-MI hospitalization

ASD (SCID-IV-ASD)

   Clinical diagnosis (criteria A, B, C, D and E met) 10 (2.6)

   Partial diagnosis (criterion A met and 1 symptom of B, C, D or E) 22 (5.7)

MPSS-SR (total/119) 14.8 (15.8)

   Presence of symptomatology (≥ 22/119) 75 (21.6)

3 month post-MI follow-up
Chronic PTSD (SCID-IV-PTSD)

   Clinical diagnosis (criteria A, B, C and D met) 17 (4.4)

   Partial diagnosis (criterion A met and 1 symptom of B, C and D) 43 (11.1)

   Perceived threat and fear, helplessness or horror  (criterion A met: 2/2 symptoms) 167 (43.3)

Re-experiencing (criterion B met: ≥ 1/5 symptoms) 93 (24.1)

   Avoidance and blunting of general reactivity (criterion C met: ≥ 3/7 symptoms) 43 (11.1)

   Autonomic hyperactivation (criterion D met: ≥ 2/5 symptoms) 93 (24.1)

MPSS-SR (total/119) 12.6 (17)

   Presence of symptomatology (≥ 22/119) 66 (17.1)

Table 2: Prevalence and symptomatology of ASD and chronic PTSD.

STEP 1 STEP 2 STEP 3 STEP 4 STEP 5

R2 .133 .194 .308 .353 0.411

Block Variables Odd 
ratio C.I. (95%) p Odd 

ratio C.I. (95%) p Odd 
ratio C.I. (95%) p Odd 

ratio C.I. (95%) p Odd 
ratio C.I. (95%) p

Age 0.98 .948-1.004 0.105 0.99 .963-1.024 0.659 0.99 .961-1.026 0.666 0.989 .957-1.023 0.525 0.989 .955-1.023 0.514

Sex 0.52 .267-.996 0.049 * 0.52 .260-1.054 0.070 0.58 .274-1.208 0.144 0.56 .261-1.203 0.137 0.476 .214- 1.057 0.068

1 History of referral to 
psychologist or psychiatrist 1.85 .945-3.621 0.073 1.28 .612-2.683 0.510 0.97 .430-2.180 0.937 0.834 .357-1.948 0.675 0.822 .339-1.993 0.665

Past-MI 2.17 1.176-3.992 0.013 * 2.22 1.185-4.142 0.013 * 1.87 .971-3.601 0.061 1.628 .841-3.152 0.148 1.299 .661-2.555 0.448

Otherhealthproblems 2.07 1.089-3.935 0.026 * 1.98 1.018-3.844 0.044 * 1.99 1.059-4.111 0.045 * 2.19 1.038-4.621 0.04 * 2.044 .932-4.483 0.074

Perceived social support - - 0.97 .926-1.012 0.158 1.00 .953-1.056 0.906 1.001 .949-1.057 0.957 1 .946- 1.058 0.999

2 Intensity of stressful events - - 1.06 .784-1.439 0.699 0.92 .658-1.294 0.642 0.916 .647-1.296 0.619 0.96 .673-1.370 0.821

Number of stressful events - - 1.34 1.07-1.675 0.011 * 1.24 .961-1.585 0.099 1.245 .964-1.609 0.094 1.208 .928- 1.573 0.161

3 Intensity of depression
 (BDI-II) - - - - 1.12 1.071-1.177 0.000 *** 1.084 1.030-1.141 0.002 * 1.024 .964-1.004 0.445

4 Intensity of anxiety
(BAI) - - - - - - 1.072 1.029-1.118 0.001 ** 1.048 1.004-1.095 0.034 *

5 Intensity of ASD 
(MPSS-SR) - - - - - - - - - 1.054 1.025-1.083 0.000 ***

*p>.05; **p>.01; ***p>.001
Table 3: Risk factors associated with the presence of symptomatology of chronic PTSD 3 months after myocardial infarction.
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diagnosis three months after a myocardial infarction. Results from 
previous studies suggest a higher prevalence of clinical PTSD [15-18]. 
However, most of the previous studies used self-report questionnaires, 
which are less restrictive in diagnosing PTSD, while this study used a 
structured interview (SCID-IV-PTSD). We believe this methodological 
difference can partially account for the low occurrence of chronic PTSD 
in our study. A closer look at criterion A of the PTSD diagnosis can 
explain furthermore the low prevalence of chronic PTSD. To meet 
this criterion, the patient has to experience an event during which 
his life or physical integrity or that of another person is threatened 
and must have a reaction of fear, helplessness or horror. Although a 
myocardial infarction is a life threatening event, only 43% of patients 
met this diagnostic criterion in our study. Thus, the impact of the MI as 
a potentially traumatic event might be subjectively experienced as a less 
intense threat to life than other types of events [8].

Even in the absence of a clinical PTSD diagnosis, the detrimental 
effect of PTSD symptoms on cardiovascular prognosis and healthy 
habits are well documented [1,2,11,12]. In our study, more than 1 of 10 
patients (11.1%) met the criteria for a partial chronic PTSD diagnosis, 
underlining the necessity to integrate a PTSD measure in the medical 
post-MI follow-up routine.

Factors associated with the presence of chronic PTSD 
symptomatology

Although the variables from the first three blocks lose their 
statistical signification as predictors of the severity of chronic PTSD 
symptoms in the full model, they remain relevant variables to 
investigate. The results from the regression analysis, supported by our 
clinical experience, lead us to think that in a step-by-step investigation, 
these variables may lead to an early detection of chronic PTSD. For 
instance, the detection of sociomedical variables available through 
the patient medical file, such as the presence of past MI, other health 
problems and being a woman, should raise a flag on the vulnerability 
for chronic PTSD. These indicators could alert the medical staff to other 
key risk factor associated with chronic PTSD. The nurse or physician, 
with simple questions to the patient or her/his family, can verify if 
the patient has had any stressful event (e.g.: death of close person, 
retirement) in the last six months. As the number of stressful events 
increases, the predisposition of the patients to develop chronic PTSD 
symptomatology rises proportionally. One possible explanation for this 
increased vulnerability relates to the psychological toll exacted on the 
person as a result of emotionally-taxing life situations experienced in 
the past, leaving the patient vulnerable to new events, such as a MI. If 
the patients have experienced a number of stressful life events, a mental 
health professional should be involved in the patient evaluation to 
ascertain the presence and intensity of depression. This is particularly 
important, since the intensity of depressive symptoms, combined with 
commonly assessed sociomedical variables, is strongly associated 
with the presence of chronic PTSD symptoms. This result supports 
the finding of Roberge et al. [7], who observed that the intensity 
of depression is a good predictor of PTSD 1-month following a MI. 
Moreover, this result emphasizes the importance of evaluating post-MI 
depression. Studies indicate that even low intensity symptoms can have 
meaningful negative repercussions on cardiovascular morbidity and 
mortality [34,35]. However, patients screening should not stop with the 
assessment of symptoms of depression, as is frequently done, as patients 
with PTSD may be overlooked as well as its potential detrimental effect 
on health [4]. We propose that a comprehensive evaluation of a patient 
cardiovascular health should incorporate a general anxiety measure. 
This belief is supported by our results since the addition of such a 

measure adds statistically significant predictive power to the detection 
of chronic PTSD. Finally, we believe a thorough investigation of one’s 
risk to develop chronic PTSD symptomatology would not be complete 
without the evaluation of the intensity of ASD symptoms while in-
hospital. Our results demonstrate that ASD symptoms are the measure 
that best predicts the development of chronic PTSD symptoms three 
months after a MI. These findings are in line with those of Ginzburg et 
al. [36-38] and Roberge et al. [8], who demonstrated that acute stress 
disorder symptomatology is associated with the development of PTSD 
symptoms after a MI. Since PTSD symptoms have been demonstrated 
to adversely affect the cardiovascular prognosis [39-41], their early 
detection should be a prime concern for the treating physician or 
cardiologist.

The introduction of the level of ASD symptom in the regression 
model yields unexpected results. Its addition leaves the BAI score as 
a significant predictor of chronic PTSD symptomatology while it 
render statistically non-significant the contribution of the depression 
score. This suggests an important shared variance between ASD 
symptomatology and depression while the patient is in-hospital and 
may lead to an erroneous diagnosis and treatment of depression, 
overlooking the development of the PTSD. Although the final model 
explains more than 40% of the variance, the odd ratio associated with 
the significant predictors is small. However, when considering the range 
and average score on each anxiety measure, the pertinence of assessing 
these variables remains, as they significantly increase the probability 
of detecting the development of PTSD symptomatology. The amount 
of unexplained variance in the final model underlines the necessity for 
future researches to better understand the etiology of chronic PTSD 
and to identify its predictive factors. The confounding symptoms of 
depression and ASD while in-hospital call for further investigations 
to establish proper diagnosis procedure and consequential treatment 
for post-MI patients. Future studies, demonstrating the incapacitating 
impact of post-MI chronic PTSD on patient daily functioning and 
health as well as its toll on the health care system, should be undertaken 
to sensitize health care specialists and patients to PTSD.

Methodological limitations

The use of a structured interview to assess the diagnosis and 
prevalence of post-MI chronic PTSD and the identification of predictors 
of PTSD symptomatology using a large sample of patients were 
strengths of this multicenter prospective study. However, it presents 
limitations that reduce the generalization of the results. The high rate 
of refusal (43%) raises questions regarding the generalizability of our 
results to a general post-MI population. However, the low participation 
rate might be in part attributable to patients who declined to take part 
in the study to avoid being reminded of the MI in an interview [16]. The 
low prevalence of chronic PTSD obtained with the SCID-IV-PTSD led 
us to use the MPSS-SR cut-off score to establish the predictive factors 
of chronic PTSD. Even if we have empirical evidence to support this 
decision, the use of the clinical interview tool based solely on the DSM-
IV-TR criteria would have been more desirable and may have led to 
different results. Finally, more than 1 in 5 patients dropped-out of the 
study. Although no differences on sociodemographic and psychological 
variables were found between patients who completed the 90-days 
follow-up and those who did not, it may have led, among other things, 
to erroneously estimate the “true” prevalence of PTSD post-MI.

Conclusion
Using the SCID-IV-PTSD, data indicates a 4.4% prevalence of post-

MI chronic PTSD three months after the event. When considering a 
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partial diagnosis with the same structured interview, prevalence rises 
to 11.1%. This study identifies predictive factors of chronic PTSD 
accordingly to each step of a realistic evaluation procedure – from the 
first consultation of the patient medical file to a thorough investigation. 
From a clinical point of view, while patients are in the hospital after a 
MI, this is an ideal occasion to perform the initial identification of post-
traumatic symptoms and at-risk patients. Since PTSD may develop over 
time and if not detected and appropriately treated, it may lead to long-
term psychological distress for many patients [5], early detection can 
lead to beneficial repercussions, like improve adherence to aspirin and 
in a substantial reduction of cardiovascular risk factors [2].
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