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Abstract  

Background: SCI is a condition which affects many people at every year. It is 

continuous major cause of disability throughout Asia as well as Bangladesh.  

SCI is a common injury and it adversely affects person‟s QOL. SCI negatively 

can raise depression. Depression also associated with a person‟s age, sex, 

occupation, educational status.  

Objectives of the study: The objectives were to evaluate the level of 

depression, to know about any association between depression and overall 

QOL in people after having SCI. Objectives also were to know about any 

association in between depression and socio-demographic information (age, 

sex, educational status, marital status, monthly income, types of injury, 

treatment stage). 

Methodology: This study was conducted by using quantitative descriptive 

analysis. Cross sectional was chosen to conduct this study among 102 

participants who were selected according to inclusion criteria. The „WHOQOL-

BREF‟ and „Depression scale‟, this two standard structured questionnaires 

were used to assess the depression and QOL on 102 participants.  

Result and Discussion: After analyzing data result was found the level of 

depression. The minimal level of depression was 82.4%, mild 7.8%, moderate 

5.9% and severe was 3.9%. A significance association was found at level of 

depression and QOL after SCI (P>.001). Association also found some 

demographic information with depression. Association was found between 

occupation (P>.027), incidence (P>.000), phage of treatment, (P>.020) and 

weak association age with level of depression, and (P>.048). No statistical 

significance was found between depression with sex, educational status, marital 

status, monthly income and cause of injury. 

Conclusion: SCI is a consequence which may impact a person‟s whole life. 

After SCI when depression becomes high, it affects overall QOL directly or 

indirectly. It seems like that if depression levels become less or reduce it may 

high the overall QOL. 

 

Key words: SCI, QOL, depression. 
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                                                                                                                  CHAPTER 1                                                                                                                     

INTRODUCTION 

 
1.1 Introduction  

Spinal Cord Injury (SCI) is a devastating condition that disrupts every facet of life 

(Radomski and Latham, 2008). Damage to the spinal cord has profound and global 

effects. Every year many people are experiencing in SCI (Law, 2002). Rathore (2010) 

mentioned that though more than 80% SCI patients live in more than 100 developing 

countries there is lack of epidemiological information regarding SCI. SCI, either 

traumatic or non-traumatic in origin, and the disabilities that follow are of great 

concern to the medical world, to the person affected, their family and society as whole 

(Berg et al. 2010). 

The causes of SCI is extensive lifelong consequences, epidemiological data are of 

fundamental importance in tracing its occurrence, deciding upon preventive strategies, 

and planning clinical resources and social services (Berg et al. 2010). SCI continues 

to be a major cause of disability throughout Asia as well as in Bangladesh (Islam, 

Hafez and Akter, 2011).  

In Bangladesh, there is no specialized government hospital for the treatment and 

rehabilitation of people with SCI. The only one non- government organization is the 

Centre for the Rehabilitation of the Paralysed (CRP), which has been working in this 

field for the last 30 years (Islam, Hafez and Akter, 2011). These injuries can also 

devastating condition with enormous financial, social, and personal costs (Movaghar 

et al. 2013). 

As the spinal cord is responsible for conducting afferent and efferent stimuli between 

the periphery and the brain, when this organ is injured, organic structures and 

functions are compromised, resulting in limitations to perform Activities of  Daily 

Living (ADLs), aspects that affect victims QOL (França et al. 2011). Haran et al. 

(2005) has mentioned in his study, some factors such as negative mood, spasticity, 

socioeconomic disadvantage, and medical complications have been found to be 

associated with lower QOL.  

SCI negatively influences physical and psychological aspects of health and QOL. This 

disorder can have a profound impact on independence and lifestyle, causing loss of 

javascript:void(0);
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motor and sensory function as well as associated problems like bladder, bowel, and 

sexual dysfunction, chronic pain, increased risk of mental health problems and drug 

dependence, increased risk of re-hospitalization, relationship and marital difficulties, 

and poor vocation prospects (Middleton, Tran and Craig, 2007). 

The high prevalence of depression after SCI is well-established (Kalpakjian et al. 

2009). Depressive disorders are the most common psychological problems in SCI 

patients (Elliot, 1996). Major depression (MD) is a highly prevalent (9.8% to 35%) 

and disabling secondary condition associated with SCI (Graves and Bombardie, 

2008). Depression with the grieving time right after the injury, depression however 

may persist long after the injury. Depressive symptoms are also associated with lack 

of social and occupational involvement (Radomski and Latham, 2008). Psychological 

issues such as stress are known to have correlations with the QOL. The heightened 

stress levels in individuals with SCI further decrease their QOL (Ditor et al. 2003). 

1.2 Background Information 

SCI is a condition with an annual incidence of 12.1–57.8 cases per million (Movaghar 

et al. 2013). According to the National Spinal Cord Injury Statistical Center (2012) 

the number of people living with SCI in the US is approximately 270,000. SCI is 

associated with permanent disability and decreased life expectancy (Movaghar et al. 

2013). SCI patients who survive with the condition for a long time often develop 

depression. 

Wyndaele and Wyndaele (2006) stated that the survival time of patients sustaining an 

SCI between the age of 25 and 34 years has been predicted to be 38 years post injury, 

with 43% surviving for at least 40 years. 

SCI causes a disruption in the motor and sensory pathways at the site of lesion 

(Radomski and Latham, 2008). Paralysis of voluntary musculature can lead to 

reduced mobility as well as self-care abilities (Somers, 1992). SCI also can greatly 

reduce physical capacities, functional independence; carry out daily routines, 

impairment of social communication and vocational activities (Craig, Tran and 

Middleton, 2009). People with SCI have difficulties adjusting their daily life with this 

condition. Many People with SCI have experience of secondary medical 

complications including pressure ulcers, pneumonia, deep venous thrombosis, kidney 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kalpakjian%20CZ%5Bauth%5D
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and/or ureter calculi, spasticity, and pain. persons with SCI also have the experience 

of serious psychological, psychosocial, and neurobehavioral issues and have the 

possibilities  risk of anxiety disorders, feelings of helplessness, poor coping skills, low 

self-esteem, and depression (Arango-Lasprilla et al. 2013). 

Depression is the most common psychological issue associated with SCI (Craig, Tran 

and Middleton, 2009). Depression is typically reported to occur in 20% to 40%, 

depending on the definition of depression, the time since injury, and the duration of 

the study (Anderson et al. 2007). Depression is very harmful for the person with SCI 

because it is effect on the ability to perform day- to-day-life activities. Sakakibara et 

al. (2009) they are reviewed the psychological morbidity and SCI and found that 

people with SCI 20% to 43% they having a risk of developing depression or 

depressive disorder during rehabilitation and when living in the community 11% to 

60% of SCI having the risk of raised depressive symptoms.  

Negative outcomes associated with depression among persons with SCI include 

diminished quality of life, poor social integration, and increased secondary medical 

complications (Arango-Lasprilla et al. 2013). QOL has been found to be diminished 

following SCI (Dijkers, 2005). According to WHOQOL group (1998); QOL has been 

described as „individuals‟ perceptions of their position in life in the context of the 

culture and value systems in which they live and in relation to their goals, 

expectations, standards and concerns‟.  

QOL in persons with SCI is much related to mental health, mobility, employment, 

accessibility of the external environment, social support and coping (Geyh et al. 

2013). Some factors can also is influenced QOL, including physical, psychological 

and emotional function, ability to work and to perform leisure activities and relations 

to other people and society (Kreuter et al. 2005). 

Literature shows that QOL after SCI is not uniformly worse, but rather a spectrum of 

recovery outcomes exist that range from QOL well below the general population to 

QOL that surpasses healthy population averages (Hill et al. 2010). QOL for people 

with SCI and the factors they identify as contributing to the experience of quality in 

their lives (Hammell, 2007). According to Hammell (2004) stated that QOL has 

justifiably become both the ultimate goal of rehabilitation following SCI and a key 
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outcome in determining the effectiveness of rehabilitation programmes for people 

with SCI.       

In many literature, shows that SCI can affect a person‟s QOL. It also increases the 

rate of depression after SCI. Nowadays; In Bangladesh this injury is very common. 

The researcher worked several times with the patients of SCI during clinical 

placement. She has seen that after injury persons become depressive about their 

condition and as a result their QOL also decreased. At that time she thought about the 

link between depression and QOL. In Bangladesh still there is no study about 

depression and QOL. Researcher gets an opportunity to conduct a research in her final 

year to accomplish her course. That is why she is very interested to find out any 

relationship between depression and QOL after SCI. 

1.3 Significance 

SCI is a condition which can be limited a person‟s better QOL. QOL is important 

issues after SCI. QOL is both the ultimate goal of rehabilitation following SCI and a 

key outcome to be used in determining the effectiveness of rehabilitation programmes 

(Hammell, 2007). The self-evident goals of rehabilitation and ongoing care of persons 

with SCI are to limit the complications of their conditions and to assist them in the 

process of optimizing function and QOL (Kreuter et al. 2005).  

Different types of psychological factors affect to achieve better QOL. After SCI 

depression is very common. Psychological issues such as stress are known to have 

correlations with the QOL. The heightened stress levels in individuals with SCI 

further decrease their QOL. The changes in resilience as a result of the SCI are also 

believed to have correlation with satisfaction of life, onset of depression, and 

functional independence during inpatient rehabilitation after SCI (Shin et al. 2012). 

Still there is no study in Bangladesh about the relationship in between depression and 

QOL following SCI. Depression have been found to have a major impact on health, 

lower performance of activities of daily living after SCI.  Study will show the factors 

which affect the QOL after the injury. If this factor can be consider during the 

treatment session which can enhance the better QOL.  According to Patrick (1994), 

enhancing quality of life is the goal of all health promotion, treatment and service 

provision for people with disabilities. Timothy and Paul, (2004) mentioned that, 

higher levels of depression-as measured by a variety of self-report measures that 
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assess symptoms often associated with depressive syndromes-have been associated 

with increased expenditures and longer rehabilitation stays and with decreased quality 

of life. 

By this study Occupational Therapists and other professionals can understand about 

the effect of depression on QOL after SCI. They will aware about the depression. 

Qualified Occupational therapist who works with the patients of SCI they can modify 

the depression for the better QOL. 

1.4 Aim of the study 

The aim of this study is to find out whether there is any relation in between depression 

and QOL following SCI. 

1.5 Objective of the study 

- To evaluate the level of depression of SCI. 

- To know about the association in between QOL in people with SCI and 

depression. 

- To know about any association in between depression and socio-demographic 

information (age, sex, educational status, marital status, monthly income, 

types of injury, treatment stage). 
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CHAPTER 2 

LITERATURE REVIWE 

 
2.1 Spinal Cord Injury (SCI): 

The spinal cord is situated within the spinal column; it extends down from the brain to 

the L1−L2 vertebral level, ending in the conus medullaris. Continuing from the end of 

the spinal cord, in the spinal canal, is the cauda equine (or “horse‟s tail”). The spinal 

cord itself has neurological segmental levels that correspond to the nerve roots that 

exit the spinal column between each of the vertebrae. There are 31 pairs of spinal 

nerve roots: 8 cervical, 12 thoracic, 5 lumbar, 5 sacral and 1 coccygeal. Owing to the 

difference in length between the spinal column and the spinal cord, the neurological 

levels do not necessarily correspond to the vertebral segments (International 

perspective of spinal cord injury, 2013). 

According to Furlan et al. (2013) traumatic SCI can result in motor, sensory and 

autonomic dysfunction, all of which can be devastating for the individual, both 

socially and economically. Paraplegia affects the lower extremities of the body. It 

refers to motor and sensory impairment at the thoracic, lumber, or sacral segments of 

the cord. Paraplegia results in sparing of arm function and, depending on the level of 

the lesion, impairment in the trunk, legs, and pelvic organs (Radomski and Latham, 

2008). Tetraplegia affects all extremities of the body. It results in functional 

impairment in the arms, trunks, legs, pelvic organs. The term tetraplegia which has 

defined as impairment in motor and/ or sensory function in the cervical segments of 

the spinal cord (Radomski and Latham, 2008). SCI, either traumatic or non-traumatic 

in origin, and the disabilities that follow are of great concern to the medical world, to 

the person affected, their family and society as whole (Berg et al. 2010).The injury 

usually results in permanent paralysis of voluntary muscles and loss of sensation 

below the lesion, which is associated with reduced mobility and functional 

independence, impairment of social and vocational activities, as well as negative 

influences on the person's health and well-being (Middleton, Tran and Craig, 2007). 

Angel, Kirkevold and Pedersen (2009) they found in their study, SCI makes it 

difficult to get on with life because of the devastating and persistent nature of the 

physical impairments, the losses and the associated reduced the quality of life. 
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Traumatic spinal cord injury: 

Traumatic SCI is defined as an acute, traumatic lesion of the spinal cord, with varying 

degrees of motor and/or sensory deficit or paralysis .Traumatic spinal cord injuries are 

life-changing events. The combination of consequent general physiological 

impairment, multisystem malfunction, disabilities, a wide range of potential 

complications, and sensory impairment, together with the non-medical effects, 

presents challenges to affected persons, carers, and clinicians (Razzak, 

2013).Traumatic SCI results from motor vehicle collisions (36.5%), falls (28.5%), 

violence (14.3%) and sports (9.2%) activities being leading causes. Since (2010), 

motor vehicle crashes account for 36.5% of reported SCI cases. In a study of Razzak 

(2013), found that the rate of depression after SCI in Bangladesh because of traumatic 

injury is 16.9% at CRP. Particularly for rehabilitation of people with traumatic SCI, 

have been concerned not only with degree of loss of function, but also with quality of 

life (Geyh et al. 2013). 

Non-traumatic SCI: 

Spinal cord injuries occur in a variety of ways. In adults, damage to the spinal column 

is usually also involved and the cord is stretched, bruised, impacted or compacted 

because of an external force or movement (Causes of spinal cord injury, 2015). Non-

traumatic caused by Inflammation or swelling, Tumor, Vascular- bleeding in the 

spinal cord or blocked blood flow, Viruses or bacterial infections such as tuberculosis 

(Heather Flett, 2010). Non-traumatic SCI appears to represent a significant proportion 

of individuals with SCI admitted to rehabilitation settings and, as in traumatic SCI. 

Non-traumatic SCI is less severe injury than the traumatic injury. Non-traumatic SCI 

almost have incomplete injuries, while traumatic injuries are slightly more likely to 

have to have incomplete injuries. Incomplete injuries are far better prognosis for 

neurologic improvement than complete injuries. Persons with traumatic SCI; persons 

with non-traumatic SCI are significantly more likely to have paraplegia than 

tetraplegia (Ranvi, 2010). An estimate of the incidence of non-traumatic as well as 

traumatic SCI is needed for adequate health care planning (Berg et al. 2010). 
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2.2. Epidemiology, incidence and prevalence of the SCI: 

The world age-standardized incidence (risk) ranges between 10.4 and 83 per million 

persons per year, with the risk being much higher for men aged 15–24 years at 

approximately 40 per million (Wyndaele and Wyndaele, 2006). Incidence and 

prevalence of SCI is important know because of their high personal, bio-

psychological impact and their high socio-economic consequences, short-term as well 

as long-term. The rate of incidence is reflecting the level of control of SCI and the 

possible need for improved prevention (Wyndaele and Wyndaele, 2006). 

According to Wyndaele and Wyndaele (2006), worldwide prevalence has been 

estimated to range between 223 and 755 per million people and because of improved 

survival rates, SCI prevalence is increasing. On the basis of a national data base of 

30,822 SCI people in the United States, life expectancy of persons with SCI has been 

shown to increase over the past 30 years, with mortality rates reducing by 

approximately 40% in the first 2 years after the injury (Strauss et al. 2006). According 

to NSCISC (2013), it is estimated that the annual incidence of SCI, not including 

those who die at the scene of the accident, is approximately 40 cases per million 

population in the U. S. or approximately 12,000 new cases each year. The prevalence 

SCI according to NSCISC (2013) in the United States who are alive with SCI has 

been estimated to be approximately 273,000 persons, with a range of 238,000 to 

332,000 persons.  

In Bangladesh the mean life expectancy of the people with SCI was found in a study 

5.36 years. Overall, 56.4% of persons admitted with SCI died within 5 years and 

43.6% survived 5 years or more after injury. A study shows in Bangladesh at CRP, 

the most vulnerable age groups were 20-40 years, covering 55.6% of persons. 

Frequency of SCI was less in those below 20 and above 50 years of age. In the 158 

persons, 86.1% had injuries of traumatic and 13.9% of non-traumatic origin, leading 

to 79.75% with paraplegia and only 20.25% with tetraplegia (Razzak, 2011). In 

Bangladesh, 63% of SCI is caused by falling from a height (Hoque, Grangeon and 

Reed, 1999).  Another common cause (18%), in Bangladesh Falling while carrying a 

heavy load on the head, usually resulting in tetraplegia (Razzak, 2011). 
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2.3 Expected functional outcomes: 

Functional expected outcomes are based on knowledge of the sequential organization 

of spinal segments and the capability of spared muscle groups to perform specific 

activities of daily living (ADL). The level of functional outcomes ultimately achieved 

by an individual will also be influenced by a variety of medical and non-medical 

factors, such as age,  body size and weight, associated injuries, severity of spasticity, 

motivation, family support, living environment, pre-morbid lifestyle, vocation, 

educational and financial status (Jongjit et al. 2004). 

Alexander et al. (2009) mentioned that a clinically meaningful change in a functional 

outcome, a significant change in activities of daily living or an improvement in QOL. 

Level Patterns of weakness    Functional outcomes  

C1-C3 Total paralysis of trunk, upper 

extremities, lower extremities, 

dependent on ventilator. 

- Physical dependence for personal care 

and ADLs  

- Physical dependence for mobility 

(hoist transfers) and pressure care  

- Often require ventilator to breathe due 

to diaphragm paralysis  

- Able to operate an electric wheelchair 

with head/chin control  

C4 Paralysis of trunk, upper 

extremities, lower extremities, 

endurance and respiratory 

reserve low secondary to 

paralysis of intercostal. 

- Physical dependence for personal care 

and ADLs  

- Able to breathe without a ventilator 

- Able to control aspects of environment 

through assistive technology.  

C5 Absence of elbow extension, 

pronation, all wrist and hand 

movement ; total paralysis of 

trunk and lower extremities 

- Can assist with personal care and 

ADLs  

- Independently able to complete some 

physical tasks 

- Can assist with bed mobility and hoist 

transfers  

- Able to propel a manual wheelchair on 

flat surfaces indoors for short 
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distances. 

C6 Absence of wrist flexion, 

elbow extension, hand 

movement; total paralysis of 

trunk and lower extremities  

- Potential for physical independence 

with some personal care and ADLs 

tasks  

- Capacity to use a manual wheelchair  

- Potential to drive with vehicle 

modifications  

- Potential to live independently with 

support/care  

C7-8 Paralysis of trunk and lower 

extremities; limited grasp and 

dexterity secondary to partial 

intrinsic muscles of the hand 

- Ability to be physically independent 

with personal care and ADLs  

- Independent with bed mobility  

- Able to use a manual wheelchair  

- Potential to live independently with 

support  

- Require assistive equipment  

T1  

 

T1-6 

Lower trunk paralysis; total 

paralysis of lower extremities 

Hand Muscles weakness 

- Full function of upper limbs and hands 

- Able to lift transfer independently 

-  May require assistive equipment due 

to lack of trunk stability  

- Independent with manual wheelchair 

- Able to live independently  

T7- T12 Paralysis of lower extremities - As for T1-T6 with greater preservation 

of trunk function, improving balance 

and therefore able to complete more 

challenging tasks  

L2-S5 

 

Partial paralysis of lower 

extremities, hips, knees, 

ankle, foot. 

 

- Independent for personal care and 

ADLs  

- Able to lift transfer independently with 

potential to stand transfer  

- Able to live independently  

 

(Functional Outcomes following Spinal Cord Injury, Pendleton and Schultz- Krohn, 

2013). 
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2.4 Factors associated with SCI: 

SCI causes significant losses in many areas: physical, functional, social, and financial. 

Typically each patient was expected to experience shock, denial, depression, anger, 

dependency, and finally adjustment. After SCI, as after any significant loss, people 

grieve. A variety of factors influence the manner these includes- personal 

characteristics such as personality; cognitive styles, values, attitudes, and 

psychological health prior to the injury; prior loss experiences; and age (Somers, 

1992). Some factors influence the outcome of SCI such as family support, adjustment 

and coping, productivity, self-esteem, financial stability, education, and the physical 

and social environment (Whiteneck et al. 2004). Other factors that affect 

psychological adjustment, chronic pain, chronic fatigue, medication, isolation, 

boredom, medical complications and body image, cognitive problems/TBI, 

family/Friends/Social Supports. Psychological adjustment is influenced by how 

people are treated during the rehabilitation phase (Dezarnaulds and Ilchef, 2014). 

2.5 Appears of depression after SCI: 

The word “depression” is used to describe a variety of states- it can refer to a mood 

state, a symptom of several disorders, or a syndrome or collection of symptoms that 

frequently occur together or one of several disorders (Kalpakjian et al. 2009). The 

injured person becomes socially isolated and eventually depressed due to stresses 

caused. Bombardier (2014) mentioned another major cause of depression is medical 

problem which can change in certain brain chemicals called “neurotransmitters.” This 

chemical imbalance is linked to depression. It is not being involved in activities that 

are fun, and being physically inactive are also risk factors. 

Depression is a mood disorder accompanied by low self-esteem, feeling of 

inadequacy, lack of self-sufficiency, and unfavorable self-impression. It is a painful 

experience that depends either on a violent blow or expectation of coming danger 

from an unknown source (Pashang, Zare and Alipor, 2012). Depressive symptoms are 

also associated with lack of social and occupational involvement (Radomski and 

Latham, 2008). Depressive disorders are the most common psychological problems in 

SCI patients (Elliot, 1996). The rates of clinically significant symptoms range from 

approximately 14% to 35%, and major depression have been reported in 10% to 15% 

of people with SCI. Psychological issues such as stress are known to have correlations 

with the QOL (Krause, Kemp and Coker, 2000) . A recent review of psychological 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Kalpakjian%20CZ%5Bauth%5D
http://jmj.jums.ac.ir/search.php?slc_lang=en&sid=1&auth=Hasanzadeh+Pashang
http://jmj.jums.ac.ir/search.php?slc_lang=en&sid=1&auth=Zare
http://jmj.jums.ac.ir/search.php?slc_lang=en&sid=1&auth=Alipor
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morbidity and SCI found that 20% to 43% of people with SCI are at risk of having a 

depressive disorder during rehabilitation, and 11% to 60% are at risk of having raised 

depressive symptoms when living in the community (Sakakibara et al. 2009). The 

heightened stress levels in individuals with SCI further decrease their QOL. Faber, 

(2005) stated that depression does not diagnosed by sadness alone; it can make a 

change in sleep, appetite hopelessness or guilt. Krueger et al. (2013) in their study 

show that higher level of depression and anxiety which can worse pain, lower self-

esteem and lower participation after having SCI. 

The severity of depression ranges from minor depression to adjustment disorders and 

major depressive episodes. Their type, duration, pervasiveness of symptoms, and 

effect on functions are variable. However, even subclinical levels of depression have 

been found to have a major impact on health, activities of daily living, and 

interpersonal relationships with nondisabled people (Judd et al. 1996). The changes in 

resilience as a result of the SCI are also believed to have correlation with satisfaction 

of life, onset of depression, and functional independence during inpatient 

rehabilitation after an SCI (Brian, Simon and Ann Marie, 2010). The psychological 

variables are important parameters that can affect functional independence, making 

evaluation necessary in early periods of rehabilitation (Kennedy et al. 2011). Dryden 

et al. (2005) mentioned that, depression has been shown when the persons with SCI 

stay for inpatient rehabilitation long time and adversely affect the short and long-term 

rehabilitation of persons with SCI, higher dependence following discharge; poor 

compliance with self-care needs, higher medical costs and the rate of suicide is 

increased. 

2.6 Quality Of Life after having SCI: 

Skevington, Lotfy and O‟Connell, (2004) stated on their study defines QOL, 

according to WHO as „individuals‟ perceptions of their position in life in the context 

of the culture and value systems in which they live and in relation to their goals, 

expectations, standards and concerns‟. It is a broad ranging concept incorporating in a 

complex way the person‟s physical health, psychological state, level of independence, 

social relationships, personal beliefs and their relationship to salient features of the 

environment (WHOQOL, 1999).This definition reflects the view that QOL refers to a 

subjective evaluation, which is embedded in a cultural, social and environmental 

context. As such, QOL cannot be simply equated with the terms “health status”, “life 
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style”, “life satisfaction”, “mental state”, or “well-being” (WHOQOL, 1999). 

Researchers and Many rehabilitation clinicians have been surprised by the results of 

QOL studies in persons with SCI. Most studies showed that persons with SCI have, 

on average much lower scores on the Physical Functioning and Role Limitations Due 

to Physical Problems scales than the general population (Post and Noreau, 2005). 

According to Elliott and Kennedy (2004), depression can construct as a secondary 

complication that severely limits mobility, reduces quality of life and occurs at 

expense to the person, to the family, and to healthcare delivery systems. 

A better QOL is the ultimate goal of rehabilitation (Jang et al. 2004). QOL is a key 

outcome measure following the SCI. QOL is influenced by a variety of factors, 

including physical, psychological and emotional function, ability to work and to 

perform leisure activities and relations to other people and society (Kreuter et al. 

2005). QOL is combined of physical, psychosocial, and psychological predictors and 

correlates to develop a greater understanding of the nature of QOL after SCI (Tate, 

Kalpakjian and Forchheimer, 2002). In a study shows the awareness regarding the 

concept of QOL that a large majority (72%) of British health care professionals 

associated QOL with happiness. The other most often mentioned descriptions 

included elements of social (26%), physical (25%), or mental (18%) health or 

functioning (Post and Noreau, 2005). 

SCI is generally a devastating disorder that can have a profound impact on 

independence and lifestyle, related to loss of motor and sensory function as well as 

associated problems such as bladder, bowel, and sexual dysfunction, chronic pain, 

increased risk of mental health problems and drug dependence, increased risk of re-

hospitalization, relationship and marital difficulties, and poor vocation prospects 

(Middleton, Tran and Craig, 2007). 

As a construct representing an individual's overall summation of all components of 

his/her situation, QOL is considered an integral part of the disease-functioning 

continuum. QOL affects, and is affected by, all the disability dimensions. QOL after 

SCI appears to be influenced by severity of impairment, age, sex, race, marital status, 

educational level, medical complications, self-perceived health, mobility, 

environmental surroundings, work, and participation in various domains (Chang et al. 

2012). QOL refers to the physical, social, psychological, and existential aspects of 

javascript:void(0);
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well-being that might be affected by disease, disability, and its treatments (Tate, 

Kalpakjian and Forchheimer, 2002). 

QOL in persons with SCI is consistently related to mental health, mobility, 

employment, overall participation, accessibility of the external environment, social 

support and coping (Post and Noreau, 2005).QOL assessment is vital for persons with 

SCI), as it is a condition where different degrees of physical limitations and related 

complications (for example: pain, bowel, bladder and sexual problems, and so on.) 

can cause significant restrictions in daily activities, health and well-being (Tramonti, 

Gerini and Stampacchia, 2014). 
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                                                                                                           CHAPTER 3                                                                                                                              

                                                                                          METHODOLOGY 

 3.1 Study Design:  

Quantitative research design focuses on descriptive study.  Jack and Norman (2000) 

suggested that; Quantitative data are obtained when the variable being studied is 

measured along a scale that indicates how much of the variable is present. 

Quantitative data are reported in terms of scores. Higher scores indicate that more of 

the variable (Such as weight, academic ability, self-esteem, or interest in 

mathematics) is present than do lower scores.  Descriptive studies are those data that 

can describe, organize, and summarize data. They include such things as frequencies, 

percentages, descriptions of central tendency (mean, median, and mode) and 

descriptions of relative position (range, standard deviation) (Baiely, 1997). 

A cross sectional survey collects information from a sample that has been drawn from 

a predetermined population (Jack and Norman, 2000). The study was conducted 

through cross sectional study design that represent the whole population of SCI. Levin 

(2006) stated that Cross-sectional studies are carried out at one time point or over a 

short period. Cross-sectional study design used for this study because those people 

were received treatment from Centre for the Rehabilitation of the paralyzed (CRP) 

and researcher collected data from them. For this study over a short period of time 

data was collected of the participants who have depression after the injury. Data also 

collected on individual characteristics, including exposure to risk factors, information 

about the outcome. In this way cross sectional studies provided a „snapshot‟ of the 

outcome participants are staying at CRP for 6 month (from April-September, 2014) 

and the characteristics associated with it, at a specific point in time. The sample used 

in a large cross-sectional study is often taken from the whole population.  In this way 

this study was provided a snapshot of the characteristics associated with it. By this 

study it was trying to find out any association between ages, sex, cause of injury, 

educational status, monthly income, occupation and type of injury.  

3.2 Study Settings:  

Researcher collected data from those peoples who are receiving treatment in SCI unit 

in CRP, Savar, Dhaka. The Centre for the Rehabilitation of the Paralysed (CRP) has 

developed into an internationally respected organization (CRP- BANGLADESH). 

Researcher has chosen that setting because the participants were available in SCI unit. 
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The hospital at CRP-Savar was the only hospital in Bangladesh that specializes in the 

treatment of spinal cord injuries. The SCI Unit is in-patient only. It consists of 108 

beds, with 12 wards (one post-operative ward, one female and ten male wards, this is 

due to the majority of spinal cord injuries occurring in young males). The major 

causes of spinal cord injuries are via fall from height or tree, carrying heavy loads on 

head, diving into shallow water, heavy objects falling on their back, or road traffic 

accidents. Rehabilitation following a SCI consists of four phases: Acute, active, 

rehabilitation and community reintegration (CRP BANGLADESH, 2014). 

3.3 Population and sample of the study:  

Population was selected people with SCI who were in active phage of their treatment 

session. Sample group of this study was Persons who have the SCI and receiving 

rehabilitation from CRP. 

3.4 Sample size of the study:  

This was a study for undergraduate student and the time for data collection was 

highest 3 months.  

The standard sample size was 164. So by considering the context the researcher was 

collected data from as much highest sample can collect during this time. Researcher 

collected 102 participants within the time of study by maintain inclusion criteria. 

Participants those were fulfill their inclusion criteria only they were included on this 

study. 

3.5 Sampling procedure:  

Sample was selected conveniently for conducting this study. A convenience sample is 

a group of individuals who (conveniently) are available for study. It was extremely 

difficult to select either a random or a systematic nonrandom sample (Frankel and 

Wallen, 2000). 

3.6 Data collection tools:   

A questionnaire survey was conducted to all the participants, which comprised 

questions regarding basic information about the patients, assessment of „Depression 

Scale-DS‟ and „World Health Organization Quality Of Life Questionnaire-BREF 

(WHOQOL-BREF)‟. Depression Scale- DS was a newly developed Depression Scale 

in the context of Bangladesh. Depression Scale was easy to administer, it had been 

taken about ten to fifteen minutes to respond. Scale had five points rating scale 
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consisting 30 items. Higher scores indicate higher level of depression. Highest score 

was 150 and lowest are 30 (Uddin and Rahman, 2005). QOL measurement tools was 

an established tools at SCI-related research; assessing QOL by using the WHOQOL-

BREF, which was a 26-item version of the WHOQOL-100 assessment. The 

WHOQOL-BREF questionnaire was developed in the context of overall rate of QOL 

and overall rate of health status. Also the four domains defining the QOL: physical, 

psychological, social, and environmental. The higher the QOL score the higher the 

life satisfaction. The WHOQOL-BREF contains a total of 26 questions. The 

WHOQOL-BREF was available in 19 languages. The WHOQOL-BREF should be 

self-administered if respondents have sufficient reading ability; otherwise, 

interviewer-assisted or interview-administered forms should be used. Basic 

information of the patient detailed age, sex, type of SCI (level of injury, completeness 

of injury), etiology of injury and length of time since sustainment of injury was up to 

the dated during the survey was conducted.   

3.7 Data collection procedure: 

The primary data was collected by the researcher. The primary data was collected 

from the participants directly observing or by asking questions. For this study 

researcher collected data from the participants by following the instructions given on 

the „WHOQOL-BREF‟ and „Depression Scale-DS‟. This data collection tools were 

permitted from the authors to use this study. WHOQOL-BREF was a self- administer 

if participants had sufficient reading ability. Otherwise interviewer- assisted or 

interview-administered forms can be used. Participants who had the reading ability 

they administered the questionnaire own-self. Before collecting data the study aims 

and purpose explained to the participants. The participants or careers read (if they 

can) the information sheet and consent form. Who were unable to read researcher 

explained the information sheet and consent form. All the participants had the 

opportunities to ask any study related questions and they showed interest to 

participate in the study they signed in the consent form willingly. The researcher 

collected data by structured questionnaire, pen, pencil and paper.  If any question that 

was in the questioner difficult to understand for the participants researcher helped to 

understand indirectly. Data collection procedure took an average 30 minutes to collect 

one data from one participant. The researcher collected demographic information 

from the participants. The CRP also permitted to collect data for this study. 
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3.8 Data analysis:  

The researcher analyzed data for evaluating the level of depression by doing.  

Researcher also did mean analysis which was the average set of scores, (Hicks, 2000). 

To find out any relation in between depression and QOL also the association with 

depression and socio demographic information researcher used Chi-squared ((χ2)) 

analysis for this study. The association designed and analyzed which has been 

covered only ordinal data (Hicks, 2000). The data of this study focused on ordinal 

data and association design analysis has been chosen. The data was collected and 

coded, classified the data and analyzed by using statistical package for social sciences 

(SPSS) 17.0 version.  

3.9 Field test: 

A field test was conducted with three participants. Before final data collection, it was 

necessary to do a field test. This helped the researcher to understand whether the 

questionnaires were understandable by the participants or not. Before starting the data 

collection researcher informed the participants about the aim and objectives of the 

study. From the field test researcher becomes aware of some parts and it helped to 

structure the questionnaires.    

3.10 Inclusion criteria: 

 People who were completed their acute stage of treatment session 

 Information had been taken form the clients only 

 Both male and female patients with SCI (from April-September, 2014) 

 

3.11 Exclusion criteria: 

 People who had SCI with psychological disorders 

 SCI patients with severe head injury 

 SCI with speech problem 

 

3.12 Ethical consideration:  

The researcher maintained some ethical considerations:  

After getting the permission of doing this study from the academic institute the 

researcher had been started to do it. The researcher had been taken permission for data 

collection from the SCI unit of Savar, CRP. The participants would be informed 

before to invite participation in the study. A written consent form used to take the 

permission of each participant for the study. The researcher ensured that all 
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participants were informed about their rights and reserves and about the aim and 

objectives of the study. Researcher also ensured that the organization (CRP) was not 

hampered by the study. All kinds of confidentiality highly maintained. The researcher 

ensured not to leak out any type of confidentialities. The researcher was eligible to do 

the study after knowing the academic and clinical rules of doing the study about what 

should be done and what should not. All rights of the participant were reserved and 

researcher was accountable to the participant to answer any type of study related 

question. 

3.13 Possible constrain:  

During the time of study there might be some possible constraints for which the plan 

may be changed. Some of these are:  

 The researcher may get sick at any time.  

 Any of the participants may drop out from the study.  

 Number of client may decrease due to political turbulence situation or 

weather. 
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                                                                                                  CHAPTER 04 

                                                                                                                 RESULT  

 
Result presentation:   

The result of the study presented in table and bar chart. Such as, the level of 

depression and descriptive analysis presented in bar chart. The association of level of 

depression with socio-demographic characteristics was presented in table. Data was 

collected from 102 participants with SCI and this section provides statistical analysis 

in a systematic way.  

Result at a glance: 

Aim Objectives Findings 

The aim of this study is to 

find out whether there is 

any relation in between 

depression and QOL 

following SCI. 

 

1. To evaluate the 

level of depression 

of SCI. 

Level of depression had 

been found at minimal 

82.4%, mild 7.8%, 

moderate 5.9% and severe 

3.9% after having SCI. 

2. To know about the 

association in 

between QOL in 

people with SCI 

and depression. 

Strongly associated 

(P>.001, χ
2
=34.571). 

3. To know about any 

association in 

between depression 

and socio-

demographic 

information (age, 

sex, educational 

status, marital 

status, monthly 

income, types of 

injury, treatment 

stage). 

 

Association was found 

between depression and 

Occupation (P>0.027, 

χ
2
=27.193), level of injury 

(P>.000, χ
2
=35.352), phase 

of treatment (P>.020, 

χ
2
=9.860), age (p>.048, 

χ
2
=12.685). 

No association found 

between depression and 

sex (p<.167, χ
2
=5.068), 

Educational status 

(p<.644, χ
2
=4.240), marital 

status (p<.117, χ
2
=), 

monthly income (p<.689, 

χ
2
=5.898), cause of injury 

(p<.821, χ
2
=7.528). 
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4.1. Demographic Details:   

Of 102 participants, 90.2% (n=92) were male and 9.8% (n=10) were female.  

Participants of the study  ranges  from 15 to 75 years of age and the mean age group 

was 15-30 years 50.0% (n=51). Second most participants of this study were in 

between 31-45 years of age 36.3% (n=37) and participants above 46 years of age were 

13.7% (n=14). Almost more than 50% participants had high school and above level of 

education 52.9% (n=54), Primary school was 25.5% (n=26) and participants with no 

education were 21.6% (n=22). Most of the participants were married 65.7% (n=67) 

and unmarried were 34.5% (n=35). Majority of the participants 35.3% (n=36) earned 

(6,000-10,000tk.), less than 6,000 were 26.5% (n=27) per month. Participants who 

had no income were 21.6% (n=22). Some participants 9.8% (n=10) earned (11,000 to 

15,000 tk.), 3.9% (n=4) earned (16,000 to 20,000 tk.) and 2.9% (n=3) earned (21,000–

above) per month. Participants used to earn money involving themselves with 

different types of work. Among them 32.4% (n=33) participants had their own job, 

business related participants were 7.8% (n=8), farmer were 26.5% (n=27), day laborer 

were 7.8% (n=8) and others related work (such as, carpenter, mason, dockyard 

worker) were 5.9% (n=6). Some participants 19.6% (n=20) were students but they 

also did some work (such as, tuition, part time jobs and so on). Most of the injury 

occurred due to fall from height 43.1% (n=44), road traffic accident 27.5% (n=28), 

fall while carrying heavy load 16.7% (n=17). Exposure to particular circumstances 

like gun shoot, stab wound, bull attack etc. are causing 4.9% (n=5) injury. Other 

causes like fall onto a slippery surface, electrical shock contribute to7.8% (n=8) of 

injury. Most of the participants of the study 37.3% (n=38) became complete 

paraplegia. Participants with incomplete paraplegia were found 31.5% (n=32), 

complete tetraplegia 30.5% (n=31) and incomplete tetraplegia were 1.0% (n=1). 

During the conduction of the study most of the participants were receiving treatment 

at the active phase 94.1% (n=96) and rehabilitation phase 5.9% (n=6). Table: 4.1: 

summarizes the socio- demographic and SCI related characteristics.  
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Table 4.1: Demographic characteristics of the participants (N=102). 

 

 

 

 

Demographic characteristics of the 

participants: 

 

Number of 

participants 

Percentage 

Sex Male 92 90.2 

Female 10 9.8 

Age levels 

 

 

15-30 years 51 50.0 

31-45 years 37 36.3 

46-avove years 14 13.7 

Educational level Illiterate  22 21.6 

Primary school 26 25.5 

High school and above 54 52.9 

Marital Status Married 67 65.7 

Unmarried 35 34.3 

Types of work 

 

 

 

 

 

Job 33 32.4 

Business 8 7.8 

Student 20 19.6 

Farmer 27 26.5 

Day labor 8 7.8 

Others 6 5.9 

 

Monthly income 

 

 

 

 

0 22 21.6 

1,000-5,000 27 26.5 

6,000-10,000  36 35.3 

11,000-15,000 10 9.8 

16,000-20,000 4 3.9 

21,000-above 3 2.9 

Level of injury Complete paraplegia 38 37.3 

Incomplete paraplegia 32 31.4 

Complete tetraplegia 31 30.4 

Incomplete tetraplegia 1 1.0 

Stage of treatment Active stage 96 94.1 

Rehabilitation stage 6 5.9 

Cause of injury  

 

Road accident 28 27.5 

Violence  5 4.9 

Overload on the body 17 16.7 

Fall from height 44 43.1 

Others 8 7.8 
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4.2. Depression:  

„Depression Scale‟ had been used to find out the level of depression of the study 

participants. Most of the participants had minimal 82.4% (n=84) depression after SCI. 

Others had mild 7.8% (n=8), moderate 5.9% (n=6) and severe 3.9% (n=4). (See bar 

chart: 4.2).  

 

Figure 4.2: Level of depression 
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4.3. Relationship between depression and quality of life of participants 

Depression 

scale 

 Quality of life Chi-square 

Value (χ
2
) 

P-value 

Very 

poor 

8.8% 

Poor 

23.5% 

Neither poor 

nor good 

41.2% 

Good 

25.5% 

Very 

good 

1.0% 

Depression 

Level 

 

 

 

 

 

 

 

 

 

 

 

 

34.571 

 

 

 

 

.001 

minimal 4.8% 19.0% 44.0% 31.0% 1.2% 

mild 12.5% 50.0% 37.5% 0.0% 0.0% 

moderate 16.7% 50.0% 33.3% 0.0% 0.0% 

severe 75.0% 25.0% 0.0% 0.0% 0.0% 

Table 4.3: Association between Depression and Overall quality of life (total N=102). 

This study found an association between overall quality of life and depression among 

102 participants. Most of the participants (n=42) had neither poor nor good QOL but 

the minimal, mild, moderate and severe depression level had been found for these 

group were respectively 44.0% (n=37), 37.5% (n=3), 33.3% (n=2). No severe level of 

depression had been found in terms of the above mentioned group.  

Moreover 1.0% (n=1) participants had very good QOL who had the minimal 1.2% 

(n=1) depression level. This result shows that there was an association between QOL 

and depression which also has statistically significance (P>.001).  

This result signifies that participants in between the state of poor and very poor 

quality of life following the injury had severe level of depression. On the other hand 

participants with poor QOL 23.5% (n=24) revealed moderate level 50.0% (n=3) of 

depression. Participants with poor QOL demonstrated 19% (n=16) minimal level of 

depression following their injury. Participants with good QOL 25.5% (n=26) had only 

minimal level of depression 31.0% (n=26) and no others level of depression had been 

found. 
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4.4: Association between depression and demographic characteristics: 

Variables Depression 

 

Chi-square 

Value (χ
2
) 

P-value 

Minimal Mild Moderate Severe 

Occupation      

 

 

 

27.193 

 

 

 

 

 

 

 

.027 

Job 84.8% 9.1% 6.1% 0.00% 

Business 87.5% 0.00% 0.00% 12.5% 

Student 90.0% 5.0% 0.00% 5.0% 

Farmer 81.5% 3.7% 11.1% 3.7% 

Day labor 87.5% 0.00% 12.5% 0.00% 

Others 33.3% 50.0% 0.00% 16.7% 

Table: 4.4.1. Association between depression and occupation (χ
2
) test. 

In terms of occupational status majority of the participants had been involved in job 

related work (n=33). Among them minimal level of depression was 84.8% (n=28), 

mild was 9.1% (n=3) and moderate level of depression was 6.1% (n=2). These 

mentioned participants had no severe level of depression. Severe level of depression 

for business and study related participants had been found 12.5% (n=1) and 5.0% 

(n=1) respectively. 87.5% (n=7) level had been found as the minimal level of 

depression in case of business related participants. On the other hand minimal 90.0% 

(n=18) and mild 5.0% (n=1) level of depression was found for the study related 

participants. But no moderate level of depression had been found in case of study 

related participants. Most of the participants of this study were from job related work 

but remarkable number of participants (n=27) was farmer. In terms of farmers the 

level of depression such as minimal, mild, moderate and severe had been found   

81.5% (n=22), 3.7% (n=1), 11.1% (n=3) and 3.7% (n=1) separately. Some 

participants were day laborer (n=8), among them minimal 87.5% (n=7) and moderate 

12.5% (n=1) level of depression was found. It was also found that, the others (such as, 

carpenter, mason, dockyard etc.) work related participants had minimal 33.3% (n=2), 

mild 50.0% (n=3) and severe 16.7% (n=1) level of depression. Association was found 

statistically significance (P>0.027) between Occupation and depression. 
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Variables Depression 

 

Chi-square 

Value (χ
2
) 

P- value 

Minimal Mild Moderate Severe 

Level of 

Injury 

     

 

 

 

35.352 

 

 

 

 

.000 

Complete 

paraplegia 

94.7% 2.6% 

 

2.6% 

 

0.00% 

 

Incomplete 

paraplegia 

90.6% 

 

9.4% 

 

0.00% 0.00% 

Complete 

tetraplegia 

61.3% 12.9% 12.9% 

 

12.9% 

 

Incomplete 

tetraplegia 

0.00% 0.00% 

 

100.0% 

 

0.00% 

 

Table: 4.4.2. Association between depression and level of injury (χ
2
) test. 

Association had been found which was statistically significance (P>.000) between 

level of injury and depression. Most of the participants were complete paraplegia 

types of injury (n=38). Minimal level of depression 94.7% (n=36) was found at the 

top in comparison with other types of injury. Mild and moderate level of depression 

of these participants were found respectively 2.6% (n=1) and 2.6% (n=1). No severe 

level of depression was found for this mentioned level of injury in the study.  

All level of depression had been found for the participants with complete tetraplegia. 

In terms of 32 incomplete paraplegia minimal and mild level of depression had been 

found and the percentage of these were 90.6 (n=29) and 9.4 (n=3) respectively. But no 

moderate and severe level of depression was found for participants with incomplete 

paraplegia. For participants with incomplete tetraplegia only moderate level of 

depression 100% (n=1) was found but no other level of depression had been found.  

Variables Depression Chi-square 

Value (χ
2
) 

P-value 

Minimal Mild Moderate Severe 

Phage of 

treatment  

     

 

9.860 

 

 

.020 

Active phase 84.4% 7.3% 4.2% 4.2% 

Rehabilitation 

phase 

50.0% 16.7% 33.3% 

 

0.00% 

Table: 4.4.3. Association between depression and phage of treatment (χ
2
) test. 
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Maximum participants (n=96) during the study conduction were receiving treatment 

at the active stage. All level of depression had been found among them. Minimal, 

mild, moderate and severe level of depression of these participants had been found 

84.4 % (n=81), 7.3 % (n=7), 4.2 % (n=4) and 4.2% (n=4) separately. Minimal, mild 

and moderate level of depression was found among all participants (n=6) who were 

receiving treatment at the rehabilitation phase following their injury and the 

percentage were respectively 50.0 (n=3), 16.7 (n=1) and 33.3 (n=2). No severe level 

of depression had been found for these participants. 

Association found between phase of treatment and the level of depression which was 

statistically significant (P>.020). 

Variables Depression Chi-square 

Value (χ
2
) 

P-value 

Minimal Mild Moderate Severe 

Age       

12.685 

 

.048 

 

 

15-30 years 88.2%  3.9%  5.9%  2.0%  

31-45 years 78.4%  16.2%  2.7%  2.7% 

46-above years 71.4%  0.00%  14.3%  14.3%  

Table: 4.4.4. Association between depression and age (χ
2
) test. 

Participants (n=51) with age ranges from 15-30 years mostly participated to this 

study. Among them all level (minimal, mild, moderate and severe) of depression had 

been found and the percentages were individually 88.2 (n=45), 3.9 (n=2), 5.9 (n=3) 

and 1.2 (n=1).  

The second most participants (n=37) of this study aged in between 31-45 years. All 

level of depression had been found among them and minimal, mild, moderate and 

severe level of depression were respectively 78.4% (n=29), 16.2% (n=6), 2.7% (n=1) 

and 2.7% (n=1). But mild level of depression of this age group had been found more 

than other age groups.  

Participants above 46 years of age had minimal, moderate and severe level of 

depression with the percentage of 71.4 (n=10), 14.3 (n=2) and 14.3 (n=2) separately. 

Severe level of depression was found much higher than other age group of the study. 
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There was weak association between age and level of depression which was 

statistically significant (p>.048).  

Variables Depression Chi-square 

Value (χ
2
) 

P-value 

Minimal Mild Moderate Severe 

Sex   

5.068 

 

.167 Male 82.6% 8.7% 4.3% 4.3% 

Female 80.0% 0.00% 20.0% 0.00% 

Table: 4.4.5. Association between depression and sex (χ
2
) test. 

Most of the participants of this study were male (n=92). All level of depression had 

been found among them. Percentage of minimal, mild, moderate and severe level of 

depression of these participants were respectively 82.6 (n=76), 8.7 (n=8), 4.3 (n=4) 

and 4.3% (n=4). 10 female participants were found during the conduction of the 

study. Minimal and moderate level of depression had been found among them and the 

percentages were 80.0 (n=8) and 20.0 (n=2).  No mild and severe level of depression 

had been found for these female participants. No association found between Sex and 

depression (p<.167). 

  Variables Depression Chi-square 

Value (χ
2
) 

P-value 

Minimal Mild Moderate Severe 

Educational  

status 

     

 

4.240 

 

 

.644 
Illiterate 86.4% 9.1% 0.00% 4.5% 

Primary school 80.8% 7.7% 11.5% 0.0% 

High school and 

above 

81.5% 7.4% 5.6% 5.6% 

Table: 4.4.6. Association between depression and educational status (χ
2
) test. 

Participants above high school level of education were (n=54) and they were found 

the highest in number of this study. Of them minimal, mild, moderate and severe level 

of depression was found and the percentage were 81.5 (n=44), mild level was 7.4 

(n=4), moderate and severe level of depression was 5.6 (n=3). Participants with 

primary level of education were found (n=26). Of them minimal, mild and moderate 

level of depression was found and the percentage were respectively 80.8 (n=21), 7.7 

(n=2) and 11.5 (n=3). 
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Some participants (n=22) had no education. Minimal, mild and severe level of 

depression had been found among them. No moderate level of depression had been 

observed of them. No association between Educational status and depression had been 

observed (p<.644).  

Variables Depression Chi-square 

Value (χ
2
) 

P- value 

Minimal Mild Moderate Severe 

Marital 

Status    

  

 

   

 

 

5.898 

 

 

 

.117 
Married 76.1% 10.4% 9.0% 4.5% 

Unmarried 94.3% 2.9% 0.0% 2.9% 

Table: 4.4.7. Association between depression and marital status (χ
2
) test. 

Married participants were in this study (n=67). Of them level of depression had been 

found at minimal, mild, moderate and severe and percentage were 76.1 (n=51), 

10.4(n=7), 9.0 (n=6) and 4.5 (n=3) separately.  

Depression was found of the study participants who were unmarried (n=35). Among 

them depression level had been observed at minimal, mild and severe. Their 

percentage were 94.3 (n=33), 2.9 (n=1) and 2.9 (n=1). But no moderate level of 

depression had been found of these unmarried participants. No association was found 

between marital status with the level of depression (p<.117). 

Variables Depression Chi-square 

Value (χ
2
) 

P-value 

Minimal Mild Moderate Severe 

Monthly 

income 

     

 

11.865 

 

 

.689 

0 86.4% 4.5% 4.5% 4.5% 

1,000-5,000 77.8% 11.1% 7.4% 3.7% 

6,000-10,000 83.3% 5.6% 8.3% 2.8% 

11,000-20,000 90.0% 10.0% 0.0% 0.0% 

16,000-20,000 75.0% 25.0% 0.0% 0.0% 

21,000- above 66.7% 0.00% 0.0% 33.3% 

Table: 4.4.8. Association between depression and monthly income (χ
2
) test. 
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Of 102 participants most of the participants (n=36) earned (6,000-10,000 tk.) per 

month. Among them level of depression had been found at minimal 83.3% (n=30), 

mild 5.6% (n=2), moderate 8.3 % (n=3) and severe 2.8% (n=1) respectively. Some of 

the participants who earned less than 6,000 taka and their level of depression had been 

found at all level.  Minimal level of depression was 77.8% (n=21), mild 11.1 % (n=3), 

moderate 7.4% (n=2) and severe was 3.7% (n=1). Depression level also found 

participants who earned (11,000-15,000 tk.) at every month. For them, level of 

depression had been found at minimal 90.0% (n=9) and mild level 10.0% (n=1). No 

others level of depression were found for them. Some of the participants earned 

(16,000-20,000 tk.) but their level of depression was found at minimal level 75.0% 

(n=3) and mild level 25.0% (n=1). It was also found participants (n=3), who were 

earned above 21,000 taka per month, among them level of depression had been 

observed. Minimal level was 66.7% (n=2) and severe level was 33.3% (n=1). No mild 

and moderate level of depression had been found for these participants. No 

association had been found between monthly income and the level of depression 

(p<.689). 

Variables Depression Chi-square 

Value (χ
2
) 

P- value 

Minimal Mild Moderate Severe 

Cause of 

injury  

 

 

 

 

 

 

 

 

 

 

7.528 

 

 

.821 
Road accident 75.0% 14.3% 7.1% 3.6% 

Violence  100.0% 0.00% 0.00% 0.00% 

Overload on the 

body 

94.1% 

 

5.9% 

 

0.00% 

 

0.00% 

 

Fall from height 79.5% 6.8% 6.8% 6.8% 

Others 87.5% 0.00% 12.5% 0.00% 

Table: 4.4.9. Association between depression and cause of injury (χ
2
) test. 

Most of the participants of the study injured due to fall from height (n=44). All level 

of depression had been found among these participants. Minimal level was             

79.5 % (n=35), mild 6.8 %( n=3), moderate 6.8 %( n=3) and severe was 6.8 %( n=3). 

Another cause of injury had been found due to road traffic accident. Percentage of 

level of depression had been found minimal 75.0% (n=21), mild 14.3% (n=4), 

moderate 7.1% (n=2), and severe 3.6% (n=1). Participants who were injured due to 

violence their level of depression had been found at only minimal level 100% (n=5). 
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They had no others level of depression. Participants (n=8) also injured due to some 

other causes like fall onto a slippery surface, electrical shock contribute of injury. 

Level of depression had been found among them at minimal 87.5% (n=7) and 

moderate level 12.5% (n=1). There were no association between cause of injury and 

the level of depression (p<.821). 
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                                                         CHAPTER 5 

                                                                                                            DISCUSSION  
 

This study was found, male participants 90.2% (n=92) were higher than the female 

participants 9.8% (n=10). Most of the injured participants of the study were male 

following injury. According to Razzak (2013) found that, among 56 participants 84% 

were male and 16.0% were female. Anderson et al. (2007) found that among 231 

participants male were 63% and female were 37% following SCI.  

In present study most of the participant‟s age group was (15-30 years). Similarly 

Bombardier et al. (2004) in their study found among 849 participants 15% was (25-49 

years) age group. Most of the participants of the study were at above high school level 

of education. Similarly, Scivoletto et al. (1997) stated that among 100 participants 

37% were at high school level of education.  

In present study found most of the participants earned 6,000 to 10,000 taka per month. 

Another study of Bangladesh similarly found among 56 participants 32.1% (n=18) 

were earned more than 6,000 taka per month (Razzak, 2013). This study found a 

remarkable participants 26.5% (n=27) who were farmer. A study of Razzak (2013) 

also found almost similar participants 48.3% who were involved in farming. This 

study found the most leading cause of SCI was fall from height 43.1% (n=44). Other 

studies of Bangladesh also found the most leading cause of SCI was fall from height 

50% among 56 participants (Razzak, 2013).  

This study found most of the participants 37.3% (n=38) who were injured at the level 

of complete paraplegia. Lowest number of injured participants had been found at the 

level of incomplete tetraplegia following injury. Chang et al. (2012) similarly 

mentioned that among 341participants 42.5% who were complete paraplegia after 

SCI. Lowest number of participants with incomplete tetraplegia also found at this 

study 17.9%. This study found most of the participants were in active phase of 

treatment session.  

SCI, which may occur suddenly but its effect can be devastating. Razzak (2013) 

stated that in the perspective of Bangladesh, people live their lives under conditions 

that make them vulnerable to SCI. SCI affect persons for long-term, as well as it also 

impact on persons regular QOL. Similarly, SCI has an impact on quality of life as it 
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become to a high level of disability for long-term, morbidity and mortality (Razzak, 

2011). Arango-Lasprilla et al. (2013) found that depression is associated with 

diminished quality of life. In this study found, there were a significant association 

between depression with quality of life after SCI (P<.001). Similarly, Shin et al. 

(2012) found in their study the severity of depression and level of stress were higher, 

whereas QOL was lower after SCI (p<0.05). This study also found mild depression in 

most of the cases. Craig, Tran and Middleton (2009) also found in their study that 

there is the relation between higher levels of hopelessness/ helplessness and 

developing depression, which may change over time since injury. 

This study found weak association between age with depression (P<.048). Similarly 

Bombardier et al. (2004) study found that, a significant association with depression 

and age of SCI peoples. Shin et al. (2012) stated that the high levels of depression 

may reflect the adjustment process itself. High level of depression patients who lived 

the longest with SCI may be because of their aging as a secondary condition. Arango-

Lasprilla et al. (2013) also found association between age and depression at their 

study.  

This study found a significant association between occupation with depression 

(p<.027). Because of lack of literature there were not found another study related with 

occupation and depression. 

This study found association between type of injury with depression (P<.000). Shin et 

al. (2012) found that participants with incomplete SCI (n=18) were less depressed, 

had more life satisfaction and lesser stress levels. Dryden et al. (2005) found at their 

study, there were no relationship between level of depression and degree of disability. 

In this study found severe level of depression at complete tetraplegia injured. 

Whereas, SCI with incomplete paraplegia/ tetraplegia injured had no severe level of 

depression.  

This study had been found an association between phase of treatment and depression 

following injury (p<.020). Craig, Tran and Middleton (2009) in their study suggested 

that the risk of depression during rehabilitation phase approximately 30% of people 

with SCI. Arango-Lasprilla et al. (2013) stated that depression has also been 

correlated with prolonged rehabilitation. 
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In this study there was not found any association between sex with depression. 

Arango-Lasprilla et al. (2013) in their study provided an understanding relationship 

between sex and depression. Scivoletto et al. (1997) in their study male participants 

were more anxious and female participants more depressed. 

In this study found depression at educational level of participants, but had no 

association between education and depression.  Scivoletto et al. (1997) stated that low 

educational level had greater psychological distress than the others. Putzke et al. 

(2001) in their study more consistent correlation found with education, with higher 

education being associated with increased life satisfaction. 

This study not found any association between marital statuses with depression. But 

this study found level of depression was high at unmarried participants than married. 

Tate, Kalpakjian and Forchheimer (2002) found significant factor associated with 

depressed mood at their study, loss of a spouse for a person with SCI or other physical 

disability, which becomes more common as persons age. They also found their study 

that married individuals with SCI were reported lower levels of depression and higher 

levels of life satisfaction and psychological well-being. Shin et al. (2012) found their 

study; married participants were less satisfied with their lives compared with the 

unmarried participants. 

No statistical significance and association were found between levels of depression 

among Sex, Age, Educational status, Marital Status, Monthly income and Cause of 

injury in this study. Similarly; Arango-Lasprilla et al. (2013) found at their study 

there were no significantly association between the level of injury, educational level, 

and income level with depression. They were also stated that at their study; several 

studies there were a lack of association between demographic variables with 

depression. Anderson et al. (2007) there were no significant differences in depression 

based on gender, race, age at injury, age at interview, or duration of injury. 
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Limitation:  

Study had limited sample size that‟s why study will not be generalized. The literature 

was not available to find out association between SCI and QOL in the context of 

Bangladesh after having SCI. The literature of association between socio-

demographic information with depression after SCI was not available.  

Recommendation: 

If other authors want to further related study they are recommended for increasing 

sample size. They can further analysis by following correlation regression analysis. 

Authors can also analysis study by exploring all domain of QOL and associate with 

depression. 

Conclusion: 

SCI is a condition which can occurs with traumatic or non-traumatic causes. It can 

hamper a person‟s full life at any age. Bangladesh is a highly populated country and 

male are mainly involved in outside occupation rather than female. Males are work at 

every area without maintaining any safety hazard. For that reason males are more 

prompt to having SCI. After SCI male persons become depended on their family and 

their income also become decrease day by day. They become depress which can 

hamper QOL after having SCI. In the context of Bangladesh SCI, occurs caused by 

fall from height, road accidents also others. After SCI when it‟s affect the overall 

QOL of a person they became depressed about their life. Depression level of SCI 

patients has been found. It has been significant at study that there has association 

between depression and overall QOL. It has been also significant there has some 

association between Occupations, Types of injury, Phage of treatment with depression 

after SCI. 
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Appendix 3(A) 

Permission letter for WHOQOL-BREF Questionnaire 
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Appendix 3(B) 

Permission letter for Depression-scale 
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Appendix 4(A) 

Z_¨cÎ 

আভায নাভ আছভা আক্তায ।আমভ ফাাংরাদদ঱ হ঴রথ্ প্রদপ঱ন্স  ইনমিটউদটয মফ এ঳ ম঳.ইন অকুদ঩঱নার  

হথযাম঩ মফবাদগয অধ্যয়নযত একজন  ছাএী । এই  হকাদ঳ েয অাং঱ ম঴঳াদফ চর্তেথ ফদল েয আফশ্যকবাদফ একটি গদফলনা 

কভ ে ঳ম্পন্ন কযদত ঴য় । আমভ আ঩নাদক এই গদফলনায় অাং঱গ্র঴ণ কযায জন্য Avgš¿Y কযমছ । আভায গদফলনায 

মফলয় “হভরুযজ্জুদত আঘাদতয ঩য দদনমিন জীফদন মফলন্নতায প্রবাফ” । এই গদফলনায উদেশ্য ঴দরা “হভরুযজ্জুদত 

আঘাদতয ঩য দদনমিন জীফদনয ঳াদথ মফলন্নতায প্রবাদফয ঳ম্পেক খুদজ হফয কযা”। 

আ঩মন হমদকান ঳ভয় আ঩নায অাং঱গ্র঴ণ হথদক চদর হমদত ঩াদযন। এই তথ্যগুদরা ঳াংগ্র঴ কযদত আধঘন্টা ঳ভয়  

রাগদত ঩াদয। এই তথ্যগুদরা শুধুভাএ আদরাচনায ঳ভয় প্রকাম঱ত ঴দফ, এছাড়া তথ্যগুদরা ঳র্ম্পেণ হগা঩নীয় থাকদফ। 

তথ্যগুদরা অন্য হকান গদফলণায় ব্যফ঴ায কযা ঴দফ না। ।  

 

এই তথ্যগুদরা খুফই মূল্যফান এফাং এগুদরা একটি বার মচমকৎ঳ায নক঱া দতযী কযদত ঳া঴ায্য কযদত ঩াদয।  

 

আমভ আ঱া কযমছ আ঩মন অাং঱গ্র঴ণ কযদফন এফাং এই  গদফলণাদক ঳াপল্যতা দাদন ঳া঴ায্য কযদফন। মমদ আ঩নায 

হকান প্রশ্ন থাদক আ঩মন আভাদক হমদকান ঳ভদয় কযদত ঩াদযন। আমভ আ঩নাদক  উৎ঳া঴ প্রদান কযদফা মমদ আ঩মন 

মতটুকু ঳ম্ভফ ততটুকু ঳তয এফাং ঳ঠিক উওয  প্রদান কদযন।ধণ্যফাদ! 

 

 

আছভা আক্তায 

 

…………………………. 

 

মফ এ঳ ম঳.ইন অকুদ঩঱নার  হথযাম঩ 

অকুদ঩঱নার  হথযাম঩ মফবাগ 

মফএইচম঩আই, ম঳আযম঩, ঳াবায, ঢাকা-১৩৪৩ । 
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Appendix 4(B)

AbygwZ cÎ 

 

Avwg................................................................ GB M‡elYvi GKRb AskMÖnbKvix Ges GB 

M‡elYvi D‡Ïk¨ m¤ú‡K© Z_¨ c‡Îi gva¨‡g AewnZ AvwQ| GB M‡elYv †_‡K †h †Kvb Ae¯’vq, †h †Kvb mg‡q 

bvg cÖZ¨vnvi Ki‡Z cvie| GB Rb¨ Avwg Kv‡iv Kv‡Q †Kvb cÖKvi KviY `k©v‡bv Qvov Revew`nx Ki‡Z eva¨ 

_K‡ev bv| Avwg AviI AeMZ AvwQ †h mvÿvrKvi Gi gva¨‡g GB M‡elYvi Rb¨ msM„nxZ Z‡_¨i wbivcËv I 

†MvcbxqZv iÿv Kiv n‡e| ïay M‡elK cÖKvkbvi ‡ÿ‡Î GB Z_¨ e¨envi Ki‡Z cvi‡e|  আভায  bvg I wVKvbv 

GB M‡elYvi †Kv_vI cÖKvwkZ n‡ebv| আমভ এই গদফলণায়  অাং঱গ্র঴ণ কযদর আভায মচমকৎ঳া অথফা হকান ধযদনয 

ব্যাঘাত ঘটদফ না। এই গদফলনা  ঳ম্পেমকত হমদকান তথ্য জানায অমধকায আভায আদছ। 

 

Avwg DcwiD³ Z_¨ m¤ú‡K© AeMZ Ges Avwg mÁv‡b GB M‡elYvq GKRb AskMÖnbKvix wn‡m‡e _vK‡Z 

B”QzK|  

 

 

 

AskMÖnbKvixi bvg/ টি঩঳ই:__________________       তামযখ:_________________ 

 

 গদফলদকয নাভ:________________                          তামযখ:_________________ 
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Appendix 4(C) 

 welbœZv cwigvcK 

 wee„wZmg~n G‡Kev‡iB cÖ‡hvR¨ 

bq 

cÖ‡hvR¨ bq gvSvgvwS wKQzUv cÖ‡hvR¨ cy‡ivcywi 

cÖ‡hvR¨ 

01 Avgvi AkvwšÍ jv‡M 1 2 3 4 5 

02 B`vwbs Avwg gb giv n‡q _vwK 1 2 3 4 5 

03 Avgvi fwel¨r AÜKvi 1 2 3 4 5 

04 fwel¨‡Z Avgvi Ae ’̄v  

w`b w`b Lvivc n‡e 

1 2 3 4 5 

05 Avgvi me †kl n‡q  †M‡Q 1 2 3 4 5 

06 Avwg g‡b Kwi †h, RxebUv Lye 

‡ekx  KóKi 

1 2 3 4 5 

07 eZ©gv‡b Avwg Abyfe Kwi †h  

gvbyl wn‡m‡e Avwg m¤úyb© e¨_© 

1 2 3 4 5 

08 Avwg †Kv_vI Avb›`- ù~wZ© 

cvB bv  

1 2 3 4 5 

09 wb‡R‡K Lye †QvU g‡b nq  1 2 3 4 5 

10 me wKQz‡Z Avgvi AvZœwek¦vm 

K‡g †M‡Q 

1 2 3 4 5 

11 Avgvi g‡b nq gvbyl Avgv‡K 

KiæYv K‡i 

1 2 3 4 5 

12 RxebUv A_©nxb  1 2 3 4 5 

13 cªvqB Avgvi Kvbœv cvq  1 2 3 4 5 

14 Avwg cªvqB wei³ ‡eva Kwi 1 2 3 4 5 

15 Avwg †Kvb wKQz‡Z AvMªn cvB 

bv  

1 2 3 4 5 

16 Avwg B`vwbs wPšÍv Ki‡Z I 

wm×všÍ wb‡Z cvwi bv 

1 2 3 4 5 

17 Avwg AvRKvj A‡bK wKQz‡Z 

g‡bv‡hvM wb‡Z cvwi bv 

1 2 3 4 5 

18 

 

Avwg Av‡MigZ g‡b ivL‡Z 

cvwi bv  

1 2 3 4 5 

19 Avwg `~e©j‡eva Kwi Ges 

Aí‡ZB K¬všÍ n‡q cwo 

1 2 3 4 5 

20 Avwg GLb Kg NygvB 1 2 3 4 5 

21 Avwg GLb ‡ekx NygvB 1 2 3 4 5 

22 Avgvi †gRvR wLUwL‡U n‡q 

†M‡Q  

1 2 3 4 5 

23 Avgvi wÿ‡` K‡g †M‡Q 1 2 3 4 5 



x 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

24 Avgvi wÿ‡` ‡e‡o †M‡Q 1 2 3 4 5 

25 Avgvi IRb K‡g †M‡Q 

(B”QvK„Zfv‡e IRb wbqš¿‡Yi 

†Póv Kivi d‡j bv) 

1 2 3 4 5 

26 Avgvi g‡b nq †h Avgvi KvR 

K‡g©i MwZ K‡g †M‡Q 

1 2 3 4 5 

27 nvuwmi ‡Kvb NUbv NU‡jI 

Avwg Avi nvm‡Z cvwi bv  

1 2 3 4 5 

28  †hŠb wel‡q Avgvi AvMÖn K‡g 

†M‡Q 

1 2 3 4 5 

29 mvgvwRK KvRK‡g© Av‡Mi gZ 

Ask MÖnb Ki‡Z cvwi bv  

1 2 3 4 5 

30 wkÿv ev †ckvMZ KvRK‡g© 

Av‡Mi gZ Ask MÖnb Ki‡Z 

cvwi bv 

1 2 3 4 5 

 ‡gvU=      
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Appendix 4(D) 

WHOQOL-BREF 

এ            ,                ,      ঑                               ,              

                উ঑      ।              উ঑                                              

    উ঑       । এ           উ঑           ।  

         ,    ,     ঑                     ।                   গ                  

           । 

             ,                       এ                উ঑                              

 ঑          । 

                    ঑    

     ঑    

           

1.(G1)              এ           ? 1 2 3 4 5 

 

                      

         

       

    

2.(G4)                             ? 1 2 3 4 5 

 

             গ                                                       । 

  এ                               

3.(F1.4)                                 

                            ? 

1 2 3 4 5 

4.(F11.3)              কাম েক্রভ          

                    ? 

1 2 3 4 5 

5.(F4.1)                  উ    গ     ?  1 2 3 4 5 

6.(F24.2)                   অর্থপূর্থ       ?  1 2 3 4 5 

 

  এ                               

7.(F5.3)                         গ      

     ? 

1 2 3 4 5 

8.(16.1) আ঩মন                        ঑  

         ? 

1 2 3 4 5 

9.(F22.1) আ঩নায দবৈৗত ঩মযদফ঱ কতটুকু স্বাস্থ্যকয? 1 2 3 4 5 

 

                       ঑        - গ                                                    

                 । 

  এ                             পূণ ে      

10.(F2.1)                     1 2 3 4 5 
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               ? 

11.(F7.1)                      

গড়          ? 

1 2 3 4 5 

12.(F18.1)                 

                    ? 

1 2 3 4 5 

13.(F20.1)                    -

                   

      ? 

1 2 3 4 5 

14.(F21.1)              / 

                গ 

              ? 

1 2 3 4 5 

 

     

      

         ঑    

  ঑    

       

    

15.(F9.1)                                     ? 1 2 3 4 5 

 

                   ঑        - গ                                                  ?  

     

     

            

         

       

    

16.(F3.3)                              ? 1 2 3 4 5 

17.(F10.3)                 ক্ষভতা মনদয় আ঩মন 

কতটুকু ঳ন্তুষ্ট? 

1 2 3 4 5 

18.(F12.4)                ক্ষভতা /দক্ষতা 

(কযা঩াম঳টি) মনদয় আ঩মন কতটুকু ঳ন্তুষ্ট? 

1 2 3 4 5 

19.(F6.3) মনদজদক মনদয় আ঩মন কতটুকু ঳ন্তুষ্ট? 1 2 3 4 5 

20.(F13.3) অন্যদদয ঳াদথ আ঩নায ব্যমক্তগত 

঳ম্পেক঳মূ঴ মনদয় আ঩মন কতটুকু ঳ন্তুষ্ট? 

1 2 3 4 5 

21.(F15.3)                      আ঩মন কতটুকু 

঳ন্তুষ্ট? 

1 2 3 4 5 

22.(F14.4)                  ঑          আ঩মন 

কতটুকু ঳ন্তুষ্ট? 

1 2 3 4 5 

23.(F17.3)            

                           ? 

1 2 3 4 5 

24.(F19.3)                                 ? 1 2 3 4 5 

25.(F23.3)                             

   ? 

1 2 3 4 5 

                       ঑        - গ         ঐ                           / ঘ ঘ       

      ? 

                                               

26.(F8.1)            , উ  গ, 

       এ     

                  

ঘ  ঘ    ? 

1 2 3 4 5 
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Appendix 5 (A) 

Information Sheet 

My name is Asma Aktar. I am a student of Bs.c.in Occupational Therapy of 

Bangladesh Health Professions Institute (BHPI). In regards to fulfillment of B.Sc. 

Degree, it is mandatory to conduct an academic research in 4
th

 year. I would like to 

invite you to take part in my research study, and title “Impact of depression on 

achieving Quality Of Life (QOL) following Spinal cord injury”. The aim of this study 

is to find out whether there is any relation in depression and quality of life following 

Spinal Cord Injury (SCI). 

You are free to stop participation at any time. To collect this research information will 

take half an hour. This information that will be revealed during the discussion will be 

kept confidential. This information will not be used for any other purpose other than 

this study.  

This information you provide is valuable and may help to better design of treatment 

plan. 

I hope that you will participate and make this research a success. If you have any 

questions you may ask me at any time. I will appreciate it if you can explain as much 

as possible and be as truthful as possible in your answers. Thank you! 

Asma Aktar 

 

…………………………….. 

 

B Sc.in Occupational Therapy 

Department of Occupational Therapy 

BHPI, CRP-Chapain, Savar, Dhaka-1343. 
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Appendix 5(B) 

Consent form 

 

I am………………………………a participant of the study and I am clearly informed 

about the aim of the study .I will have the right to refuse to take part any time at any 

stage of the study. For this I will not be bounded to answer to anyone. I am also 

inform that, all the information collected through interview for the study would be 

kept safely and maintained confidentiality. Only the researcher will be eligible to 

access in the information for his publication of the research result. My name & 

address will not be published anywhere of this study. 

 

By participating in this study it will not hamper in my continuing  treatment session. I 

have the right to know any question related to this research. 

  

I am informed about the above-mentioned information & I am willing to participate in 

the study with right consent.  

 

 

 

Signature of participant/thumb-stump ……………                Date…………..… 

 

 

Signature of Researcher…………………………...                Date……………. 
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Appendix 5(C) 

WHOQOL-BREF questionnaires 

This questionnaire asks how you feel about your quality of life, health and other areas 

of your life. Please answer all the questions. If you are unsure about which response 

to give to a question, please choose the ONE that appears most appropriate. This can 

often be your first response. 

Think about your life in the last two weeks. 

  Very poor Poor Neither 

poor nor 

good 

Good Very 

good 

1 How would you rate your quality of 

life? 

1 2 3 4 5 

 

  Very 

Dissatisfied 

Dissatisfied Neither 

Satisfied Nor 

Dissatisfied 

Satisfied Very 

Satisfied 

2 How satisfied are 

you with your 

health? 

1 2 3 4 5 

 

  Not at 

all 

A 

little 

A 

moderate 

amount 

Very 

much 

An 

extreme 

amount 

3 How much do you feel that pain 

prevents you from doing what you 

need to do? 

1 2 3 4 5 

4 How much do you need medical 

treatment to function in your daily 

life? 

1 2 3 4 5 

5 How much do you enjoy life? 1 2 3 4 5 

 

  Not at all A little A moderate 

amount 

Very 

much 

Extremely 

6 To what extent do you feel 

life to be meaningful? 

1 2 3 4 5 

7 How well are you able to 

concentrate? 

1 2 3 4 5 

8 How safe do you feel in 

your daily life? 

1 2 3 4 5 

9 How healthy is your 

physical environment? 

1 2 3 4 5 

 

  Not at 

all 

A little Moderatel

y 

Mostl

y 

Completely 

10 Do you have enough energy for 

everyday life? 

1 2 3 4 5 

11 Are you able to accept your 1 2 3 4 5 
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bodily appearance? 

12 To what extent do you have 

enough money to meet your 

needs? 

1 2 3 4 5 

13 How available to you is the 

information that you need in 

your day-to-day life? 

1 2 3 4 5 

14 To what extent do you have the 

opportunity for leisure 

activities? 

1 2 3 4 5 

 

  Very 

poor 

Poor Neither poor 

nor good 

Good Very 

good 

15 How well are you able to get 

around? 

1 2 3 4 5 

 

  Very 

dissatisfied 

Dissatisfied Neither 

satisfied 

nor dissatisfied 

Satisfied Very 

satisfied 

16 How satisfied are 

you with your sleep? 

1 2 3 4 5 

17 How satisfied are 

you with your ability 

to perform daily 

living activities? 

1 2 3 4 5 

18 How satisfied are 

you with your 

capacity for work? 

1 2 3 4 5 

19 How satisfied are 

you with yourself? 

1 2 3 4 5 

20 How satisfied are 

you with your 

personal 

relationships? 

1 2 3 4 5 

21 How satisfied are 

you with your sex 

life? 

1 2 3 4 5 

22 How satisfied are 

you with the support 

you get from your 

friends? 

1 2 3 4 5 

23 How satisfied are 

you with the 

conditions of your 

living place? 

1 2 3 4 5 

24 How satisfied are 

you with your access 

to health services? 

1 2 3 4 5 

25 How satisfied are 1 2 3 4 5 
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you with your 

transport? 

 

  Never Seldom Quite 

often 

Very 

often 

Always 

26 How often do you have 

negative feelings, such as blue 

mood, despair, anxiety, 

depression? 

1 2 3 4 5 
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Appendix 5(D) 

Depression-Scale 

S. N. Items  Not at all 

Applicable 

Not 

Applicable 

Moderately 

Applicable 

Somewhat 

Applicable 

Fully 

Applicable 

01 I feel lack of 

peace in my 

mind 

1 2 3 4 5 

02 Now a days 

I experience 

low mood 

1 2 3 4 5 

03 My future is 

dark  

1 2 3 4 5 

04 My 

condition 

will be 

worse  in 

future 

1 2 3 4 5 

05 I am 

finished 

1 2 3 4 5 

06 Currently I 

feel that my 

life as very 

painful 

1 2 3 4 5 

07 Currently I 

feel that I 

am a 

complete 

failure 

1 2 3 4 5 

08  I find no 

pleasure any 

where 

1 2 3 4 5 

09 I feel myself 

very inferior 

1 2 3 4 5 

10 My self-

esteem has 

reduced in 

every 

respect 

1 2 3 4 5 

11 I think that I 

am an 

object of 

pity to the 

people 

1 2 3 4 5 

12 Life is 

meaningless 

1 2 3 4 5 

13 I often feel 

like crying 

1 2 3 4 5 

14 Often I feel 1 2 3 4 5 
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irritated 

15 I feel no 

interest in 

anything 

1 2 3 4 5 

16 Now a days 

i cannot 

think and 

cannot take 

decisions 

1 2 3 4 5 

17 Now a days  

cannot 

concentrate 

in many 

things 

1 2 3 4 5 

18 I cannot 

remember 

as before 

1 2 3 4 5 

19 I feel weak 

and came 

exhausted 

easily 

1 2 3 4 5 

20 Currently I 

sleep less 

1 2 3 4 5 

21 Currently I 

sleep more 

1 2 3 4 5 

22 My temper 

has turned 

irritable 

1 2 3 4 5 

23 My 

appetitive 

has reduced 

1 2 3 4 5 

24 My 

appetitive 

has 

increased 

1 2 3 4 5 

25 My weight 

has reduced 

(Not due to 

intentional 

attempt to 

control 

weight) 

1 2 3 4 5 

26 I think 

speed of my 

work has 

reduced  

1 2 3 4 5 

27 I cannot 

laugh even 

when there 

is a funny 

1 2 3 4 5 



xx 
 

event 

28 My desire in 

sex has 

reduced 

1 2 3 4 5 

29 I cannot 

participate 

in social 

activities as 

I used to 

1 2 3 4 5 

30 I cannot do 

academic or 

professional 

activities as 

I used to 

1 2 3 4 5 

 

 

 

 

 

 

 


