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Abstract 

 

Purpose: The purpose of the study was to assess the complications of patient with spinal 

cord injury during admission. Objectives: To find out the cardio-respiratory, 

musculoskeletal, and genitourinary complications of patient with spinal cord injury on 

admission. To identify the socio-demographic characteristics of spinal cord injured 

patients. Methodology: A cross-sectional study design was selected for conducting the 

study. A total of 60 samples were conveniently chosen from the SCI unit of CRP, Savar, 

Dhaka. The data was collected by using a questionnaire, and SPSS version 20 was used 

for descriptive data analysis. Result: Among the 60 participants, 76.67% were male. The 

maximum respondents were aged between 31-40years, 46.67% of the respondents had 

completed the primary level. Most of the participants (66.67%) lived in rural areas, and 

91.60% of SCI was caused by trauma. The common complications during admission 

were pain (84%), pressure sores (70%), abnormal muscle tone (70%), postural 

hypotension (40%), and bowel and bladder incontinence (46%). Associated 

complications were shortness of breath 10%, autonomic dysreflexia 8%, muscle atrophy 

35%, constipation 33%, leg swelling 25%. The study showed an association between 

complications such as pain, shortness of breath, postural hypotension, autonomic 

dysreflexia, and socio-demographic information such as age group, gender, and types of 

paralysis with a 5% (p<0.05) level of significance. Conclusion: Complications after 

spinal cord injury are the primary cause of mortality and morbidity. The study finds out 

the complications of SCI during the admission time. Awareness, early admission, and 

intervention can prevent the complications after SCI. This research will aid in the early 

detection and prevention of complications following SCI. 

 

Keywords: Spinal Cord Injury, Complications. 

Word count: 9978 
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CHAPTER I INTRODUCTION 

 

1.1 Background  

Spinal Cord Injury is a life-threatening disorder with a significant risk of morbidity and 

morbidity (Shende &Subedi, 2017). Although spinal cord injury (SCI) is not as prevalent 

as other injuries, it has devastating physical and psychosocial effects. After a SCI, only a 

small percentage of people achieve complete neurologic recovery (Chen et al., 2013). In 

Bangladesh, 90% were male, 57% had paraplegia, 43% had tetraplegia, 69% were 

married, and 71% had ASIA Impairment Scale A lesions. (Hossain et al., 2019). In North 

America, the primary causes of SCI were falls (37%) and motor vehicle accidents were 

the primary causes of injury (28%) (Grossman et al., 2012). In developed countries, the 

prevalence ranges from 490 to 526 per million people (Knutsdottir et al., 2012; New et 

al., 2015). In non-developed countries, the prevalence rate was 440.026 per million 

people (Rahimi-Movaghar et al., 2009). According to one article, the overall prevalence 

rate of NTSCI was 367.2 people per million in Australia (New et al., 2013). In 2018, the 

National Spinal Cord Injury Statistical Center reported that in the United States, 

approximately 54 people per 1 million are affected by spinal cord injury (SCI), resulting 

in approximately 17,700 new SCI cases each year. In the United States, there are an 

estimated 288,000 people living with a SCI. According to estimates (51% TSCI and 49 % 

NTSCI), SCI affects 85,556 people in Canada (Noonan et al., 2012). The annual 

prevalence rate in Nepal is 1,500–25, 000 (Scovil et al., 2012). The prevalence in India 

was 0.15 million per year (Singh et al., 2019). The worldwide incidence of TSCI ranges 

from 3.6 to 195.4 people per million (Jazayeri et al., 2015). The epidemiology of SCI in 

Brazil, where the annual incidence is reported to be between 16 and 26 per million 

(Rouanet et al., 2017). In Canada, the initial incidence of TSCI in 2010 was reported to 

be 1,785 cases per year, with a discharge incidence of 1,389 cases (41 per million). The 

discharge incidence of NTSCI was reported to be 2,286 cases (68 per million) (Noonan et 

al., 2012). The annual incidence of traumatic SCI in Nepal is estimated to be 300–5000, 

with a frequency of 1500–25 000. From 2001 to 2004, one hospital in eastern Nepal 

reported 149 traumatic SCI hospitalizations, and 233 from 1997 to 2001. Non-traumatic 

SCI is not reported in Nepal; however, in 2003-2004, one Indian hospital reported that 
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13% of 207 SCI patients were non-traumatic (Scovil et al., 2012). SCI affects 15,000 

people every year on average in India (Singh et al., 2019). 

According to one study, many patients living in remote villages in rural Nepal and India, 

where existence farming is the primary source of income, and where the harsh 

environment, poor road access, and distance housing are frequently barriers to using 

mobility devices (Scovil et al., 2012), are at risk of developing a disability. About 48.3% 

of SCI patients had issues with their housing's default structure, requiring a ramp, lift, or 

elevator to replace stairs, or renovations to offer ample space to move around in a 

wheelchair. These issues prohibit free mobility within the home and a safe exit from the 

home, substantially diminishing autonomy and independence (Khazaeipour et al., 2014). 

Medical complications, both acute and long-term, are common in people with SCI. 

Chronic complications, on the other hand, have a particularly significant influence on 

patients' functional independence and quality of life (Sezer et al., 2015). In a study 

published in 2012, about 93.4 % of spinal cord injury patients' rehabilitation was not 

started early enough, resulting in a significantly poor functional outcome. Because of the 

increased risk of complications as a result of a lack of or inadequate knowledge, 

hospitalisation is prolonged, the expense of hospitalisation rises, and functional outcomes 

are significantly impacted. In his study, 10.4% of patients were admitted after the third 

day of injury. 

According to Chhabra's evidence, the time between injury and the right diagnosis is more 

than three weeks (Chhabra & Arora, 2012). Respiratory complications, cardiovascular 

complications, urinary and intestinal complications, spasticity, pain syndromes, pressure 

ulcers, osteoporosis, and bone fractures are all typical secondary long-term consequences 

after SCI (Sezer et al., 2015). 
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1.2 Rationale 

Spinal cord injury (SCI) is a devastating event that is one of the most common causes of 

severe disability after a traumatic incident (Murthy, 2010). A person's life is disrupted by 

a spinal cord injury (SCI), which necessitates a significant coping process. Shortly after 

the injury, all attention is focused on stabilising the patient, and the individual is faced 

with physical, social, environmental, and psychological obstacles (Lude et al., 2014). 

According to the World Health Organization, around 10% of the population is affected by 

spinal cord injury. Spinal cord injury (SCI) affects a huge number of people, and 

complications are the leading cause of morbidity and mortality. Kawu et al. (2011) 

showed in their study that 44.4% of patients die from respiratory failure, 26.4 percent 

from septicaemia, and 11.8% from DVT. In their study, Amatacheyal et al. (2011) found 

that tetraplegic patients have more complications than paraplegic patients. Complicacies 

following SCI include reduced quality of life, challenges returning to work, adjusting to 

new social responsibilities, and gaining overall individual freedom.  

Many complications arise as a result of patients' and their families' lack of awareness. As 

a result, everyone should be aware of the SCI complications. It will be simple to prevent 

subsequent complications if you have enough knowledge about the complications that 

can occur after a SCI. The study's goal is to explore the most prevalent complications that 

people with spinal cord injuries face at admission. As a result, it is both socially and 

economically beneficial to our community and country. This is critical for SCI patients, 

as it focuses on reducing complications and enhancing the quality of life for those who 

have suffered a spinal cord injury. Finally, participants may benefit from this study, and 

practitioners will acquire knowledge from it. 
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1.3 Research Question   

What are the complications of patient with spinal cord injury during admission? 
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1.4 Objectives:  

1.4.1 General objective 

• To explore the complications of patient with spinal cord injury on admission.  

1.4.2 Specific objectives 

• To identify the socio-demographic characteristics of spinal cord injured patients.  

• To know the types and causes of injury. 

• To find out the cardiorespiratory, genitourinary and musculoskeletal 

complications on the admission time. 
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1.5 Conceptual Framework:  
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1.6 Operational definition  

 

Traumatic Spinal Cord Injury  

Traumatic Spinal Cord Injury (SCI) is a type of spinal cord injury that causes a direct or 

indirect injury to the spinal cord as a result of a complete or incomplete spinal cord 

resection. Incomplete injuries result in the loss of some motor and sensory function, 

whereas complete cut injuries cause the entire loss of motor and sensory function.  

Non-traumatic Spinal Cord Injury 

 Non-traumatic Spinal Cord Injury (NTSCI) is a neurological condition. It is 

characterised by damage to the spinal cord due to non-traumatic causes.  

Paraplegia  

Paraplegia is a condition in which motor and/or sensory function is impaired or lost in the 

thoracic, lumbar, or sacral (but not cervical) segments of the spinal cord as a result of 

damage to neuronal components within the spinal canal. Although arm function is 

preserved in paraplegia, the trunk, legs, and pelvic organs may be affected, depending on 

the severity of the injury.  

Tetraplegia 

Tetraplegia (sometimes known as "quadriplegia") is a type of paralysis. Damage to neural 

components within the spinal canal causes impairment or loss of motor and/or sensory 

function in the cervical regions of the spinal cord.  

Complete injury 

Loss of sensory and motor function in the lower sacral segment causes bowel and bladder 

control to be lost.  

Incomplete injury 
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Injuries that are not comprehensive sensory or motor function that were preserved below 

the neurological level of injury, which encompassed the lower sacrum section.  

Incidence 

The occurrence, rate, or frequency of a disease, criminal activity, or other undesirable 

thing. 

Prevalence 

The proportion of a population affected by a medical condition (usually a disease or a 

risk factor) at a given period is known as prevalence. 

Complication  

A complication is a procedure or event that disrupts or alters the patient's prognosis of 

disease and its treatment, as well as the length of time it takes for a patient to recover. 
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CHAPTER II   LITERATURE REVIEW 

 

SCI is a devastating neurological disorder that has a significant socioeconomic impact on 

people and the health-care system (Alizadeh et al., 2019). SCI is defined as the damage of 

the neuronal tissue within the spinal cord that results in spinal cord damage and can be 

caused by trauma, disease, or degeneration (Stack & Stokes, 2012). The primery injury 

involves both lower and upper motor neurones damages and disturbs sensory, motor, and 

autonomic functioning, while the secondary injury involves multiple stages of molecular 

and cellular occurrences that elaborate the original damage. (Shende & Subedi, 2017).   

Traumatic and non-traumatic etiologies are the two types of SCI. Traumatic SCI occurs 

when the spinal cord is acutely damaged by an external physical impact (for example, a 

car accident, fall, sports-related injury, or violence) (Ahuja et al., 2017). A traumatic 

spinal cord injury is described as an acute lesion to the spinal cord that causes paralysis 

and/or sensory disorders in various degrees (Nas et al., 2015). An acute traumatic SCI 

begins with a sudden injury to the spine that results in vertebral fractures or dislocations. 

Immediate injury is caused by displaced bone fragments and disc debris, which results in 

incurable axon damage and damaged neural cell membranes. Ruptured blood vessels in 

the spinal cord can induce bleeding, which can worsen the damage in the hours 

afterwards. The total injury to the spine is caused by a number of methods. Non-traumatic 

SCI occurs when the primary injury is caused by an acute or chronic disease process, 

such as a tumor, infection, or degenerative disc disease (Ahuja et al., 2017). Depending 

on the level of injury SCI is divided into two types – Paraplegia and tetraplegia. 

Paraplegia is defined as damage to the thoracic or lumber spinal cord, or the sacral roots, 

causes partial or full paralysis of both lower limbs and all parts of the trunk. Tetraplegia 

is a condition in which all four limbs and the trunk, including the respiratory muscle, are 

partially or completely paralysed as a result of damage to the cervical spinal cord 

(Bromely, 2006). According to the ASIA scale the SCI is classified as follow-  

A- Complete; no sacral motor or sensory sensation in segments S4-5.   
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B- Sensory incomplete; preservation of sensation below the level of injury, extending 

through sacral segments S4-5.  

C-Motor incomplete; voluntary anal sphincter contraction or sensory sacral sparing with 

sparing of motor function distal to 3 levels below the motor level of injury, with the 

majority of key muscles having a strength grade of less than 3.   

D- Motor incomplete; voluntary anal sphincter contraction or sensory sacral sparing with 

sparing of motor function distal to 3 levels below the motor level of injury, with the 

majority of key muscles having a strength grade of 3 or greater.   

E- Normal; normal motor and sensory recovery (Maynard et al, 1997).  

ASIA grades were distributed among SCI as follows: A (40%), B (16%), C (15%), and D 

(15%), E (29%) in North America (Grossman et al., 2012). In US, the most common 

cause of SCI was automobile crashes (31.5%). The next common causes were falls 

(25.3%), followed by gunshot wounds (10.4%), motorcycle crashes (6.8%), driving 

events (4.7%), and medical/surgical complications (4.3%), accounting for 83.1% of total 

SCIs since 2005. Accidents involving automobiles were common. Falls were the primary 

cause of SCI until the age of 45. Motorcycle accident, gunshot wounds males suffered 

more than females as a result of collisions and diving (Chen et al.,2013). In North 

America, between 2010 and 2014, traffic accidents were the leading cause of all 

Traumatic SCI accounting for 38% of all injuries (Chen et al., 2016). In India, Singh et al, 

(2019) reported that the most prevalent degree of injury (37.6%) was thoracic, and the 

majority (66.9%) were paraplegic.  The most common traumatic cause was RTA (42.6%) 

and the non -traumatic cause was Tuberculosis (66.6%). In Bangladesh, fall (66%) and 

motor vehicle accident (18.2%) were the main causes of traumatic spinal cord injury. The 

mechanism of fall was falling from height (36.3%), falling heavy weight on back 

(15.9%), falling from roof (10.6%). Pott's disease (3.2%) and spinal tumors were the 

leading causes of non-traumatic spinal cord lesions (2.1%). Farm/ranch (44.7%), street 

(19.1%), residential area (12.8%), and construction area (3.5%) were the most common 

working sits during spinal cord injury (Nas et al., 2015).  
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The most widely utilized radiological methods are plain X-ray, CT, and MRI to detect 

SCI. In the trauma room, X-rays of the anterior–posterior (AP) and lateral cervical spines, 

as well as the AP chest and AP pelvis, are taken. X-rays are helpful in detecting large 

fracture dislocation injuries, which are common in SCI patients. For the detection of bone 

damage in trauma patients, CT has virtually replaced X-ray. MRI can detect transection 

of the spinal cord and assess the existence of oedema and/or bleeding. (Woodring & Lee, 

1993; Miyanji et al., 2007; Ahuja et al., 2017).  The treatment and rehabilitation process 

for SCI-related trauma is prolonged, costly, and demanding, resulting in biophysical, 

psychological, and financial issues. Patients with spinal cord injuries get care for many 

years, starting with immediate surgical procedures and acute care, followed by treatment 

for sensory, motor, and autonomic dysfunction in the chronic phase; and lastly, lifelong 

treatment in the home environment (Nas et al., 2015). At the scene of the injury, the 

patient with SCI receives comprehensive medical care. Immediate immobilisation is 

applied to prevent further injury. The goals of SCI management are to avoid future spinal 

cord damage by reducing and stabilising the spine appropriately, to avoid subsequent 

neural injury, and to avoid medical problems. Nonoperative and surgical treatments of 

SCI management are the most common (Grundy & Swain, 2002). Rehabilitation 

programme after SCI is divided into 3 period. They are acute, sub-acute, chronic 

period.In acute and subacute periods, a 6–12 week bed period that begins with admission 

to the hospital and the stabilisation of the patient's neurological condition. The goal of 

rehabilitation during this time is to avoid long-term consequences. During the acute phase 

of hospitalisation, patients with total injuries should undergo extensive passive exercises 

to relieve contractures, muscular atrophy, and discomfort. Proper positioning is required 

in order to protect the joint and maintain muscle tone. Positioning devices are sandbags, 

cushions, pillows, and different orthoses (plaster splints or braces) (Chi, 2009). Range of 

motion exercises are performed to improve functional capacity and prevent contractures 

(Diong et al., 2012). Stretching exercises, isometric, active or active-assisted truncal 

exercises, strengthening exercises, breathing exercises are also performed in this period. 

During the chronic period, the most important aim is to obtain independent mobilisation 

for both complete and incomplete paraplegic patients. Ambulation might be social, 
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household, or exercise-related. For chronic stage ambulation, walkers, crutches, and 

orthoses are required. Because of the high frequency of depression, one of the most 

essential aspects of this phase is repairing the patient's psychological and emotional state 

(Nas et al., 2015).  

Bangladesh is a developing country in Asia. The annual rate of admission of spinal cord 

injury patients at specialisedcentres like the Centre for Rehabilitation of the Paralyzed in 

Bangladesh is increasing. As a result, spinal cord injury and associated health 

complications are increasing day by day. Secondary medical complications, both acute 

and long-term, are common in people with SCI. In individuals with SCI, prevention, 

accurate diagnosis, and treatment of chronic secondary complications are crucial for 

reducing complications, enhancing survival, community engagement, and health-related 

quality of life. SCI professionals, families, careers, and patients must all work together to 

manage secondary chronic problems of SCI. Secondary long-term complications of SCI 

include respiratory complications, cardiovascular complications, urinary and intestinal 

issues, spasticity, pain syndromes, pressure sores, osteoporosis, and bone fractures (Sezer 

et al., 2015). The complications of cervical and upper thoracic SCI are neurogenic shock, 

bradyarrhythmias, ectopic beats, hypotension, abnormal temperature control and 

disturbance of sweating, vasodilatation, autonomic dysreflexia, respiratory dysfunction 

and dysphagia, thromboembolism, pressure sores, muscle related problems, spasticity, 

pain, UTI, anxiety and depression (Hagen, 2015). In Thailand, complications after SCI 

were experienced by 76% of patients. The common complications were neurogenic pain, 

urinary tract infections, pressure sores, and falls (Wannapakhe et al., 2015). From 2006 to 

2011, we saw a 2.5% yearly rise in the proportion of SCI-related hospitalizations with 

any GU complication, and a 0.9% annual increase from 2011 to 2015. In-hospital 

mortality was linked to age, severity of injury, and payer source. Over the course of the 

study, the cost of GU-related health care topped $4 billion (Skelton et al., 2019). ASIA 

grades were distributed as follows: A (40 %), B (16%), C (15 %), and D (15 %) (29 %). 

A total of 58% of patients experienced one or more severe, moderate, or minor problems. 

Complications were associated with a higher ASIA grade: 84% of Grade A patients and 

25% of Grade D patients had at least one incident. Within 14 days after the accident, 78% 
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of the problems arose. Respiratory failure, pneumonia, pleural effusion, anaemia, cardiac 

dysrhythmia, and severe bradycardia were the most common severe and moderate effects. 

The mortality rate was 3.5%, and it was linked to advanced age and prior morbidity 

(Grossman et al., 2012). In both the acute and long-term phases of a spinal cord injury 

(SCI), respiratory problems are the most common cause of morbidity and mortality. Up to 

80% of patients with a spinal cord injury experience respiratory complications during the 

acute phase. The most severe complications after SCI are atelectasis, pneumonia, and 

respiratory failure. To prevent the severity of respiratory complications, start the 

treatment immediately (Rahman et al., 2017). Musculoskeletal complications after SCI 

might worsen impairment by interfering with the use of current functional capacity or 

prolonging the rehabilitation process. The musculoskeletal complications are spasticity, 

osteoporosis, recurrent knee effusions, osteoporosis, long bone fractures, joint 

subluxations, carpal tunnel syndrome, heterotopic ossification, and contractures (Sezer et 

al., 2015). Spasticity affects 70% of SCI patients and causes significant disability for 

many. (Gorgey et al., 2010). Spasticity, characterised by hypertonus, increased 

intermittent or prolonged involuntary somatic reflexes (hyperreflexia), clonus, and 

painful muscle spasms, is a common subsequent disability after SCI (Rabchevsky & 

Kitzman, 2011). The high prevalence of pain has been observed in people with spinal 

cord injury and who have experienced both neuropathic and nociceptive pain 

(Stampacchia et al. 2022). In his study, Islam (2016) found that 93.3% of people with 

traumatic spinal cord injuries were suffering from pain. Another study in Bangladesh 

showed that the prevalence of pain was 92% and 74% of the population was experiencing 

moderate pain (Islam, 2018). A Swiss study found that 68.9% had acute pain and 73.5% 

had chronic pain (Muller et al., 2017). Pressure ulcers (PU) are one of the most common 

and significant public health problems that patients with spinal cord injuries suffer. PUs 

develop over the bony parts of the body where pressure and tissue deformation are the 

most severe. It has a big influence on patients and the healthcare system. Furthermore, it 

has psychological, bodily, and social consequences, as well as a negative impact on 

patients' quality of life (QoL). (Shiferaw et al., 2020). The sacrum (22.1%), heels 

(14.8%), ears (12.9%), elbows (10.6%), and buttocks (10.6%) were the most prevalent 
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body regions for pressure ulcers (6.8%). Stage I ulcers accounted for 48% of the ulcers, 

Stage II for 36%, Stage III-IV for 6%, and unstageable ulcers for 10%. (Groeneveld et al., 

2004). Complications of the urinary and bowel systems include the loss of genitourinary 

and gastrointestinal function, which is one of the most serious consequences of SCI. 

(Benevento & Sipski, 2002). The common gastrointestinal dysfunctions are constipation, 

diarrhea, abdominal pain, incontinence, rectal bleeding, hemorrhoids, and autonomic 

dysreflexia. Urological dysfunction, such as urinary retention, urinary tract infection 

(UTI), upper and lower urinary tract deterioration, bladder or renal stones, incontinence, 

and neurogenic bladder, affects up to 80% of people with a spinal cord injury (Hagen, 

2015). 
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CHAPTER III METHODOLOY 

 

3.1 Study design  

A cross-sectional survey was conducted among patients with spinal cord injuries at the 

SCI unit by the Centre for the Rehabilitation of the Paralyzed (CRP). The goal of this 

study was to learn about the assessment of complications at admission of spinal cord 

injuries patient. As a result, the study was conducted using a quantitative research model 

in the form of a cross sectional study design. The data was collected using a quantitative 

research approach. Cross sectional studies were one of the most prevalent types of 

observational studies.  

 

3.2 Study area  

Data were collected from the persons with Spinal Cord Injury at Centre for the 

Rehabilitation for Paralyzed, Savar, Dhaka.   

 

3.3 Study population and Sampling techniques  

The population of the study were patient with spinal cord injuries who were admitted to 

CRP for treatment. The sample was chosen by convenience sampling technique. A 

structural mixed type questionnaire was designed to determine the most common 

complications.  

 

3.4 Inclusion criteria  

• The patient who was attended at Spinal Cord Injury Unit, Savar, Dhaka. 

• Both male and female patients were included. 

• Within 1-7 days from the date of admission because if unable to communicate 

during admission, then try later on. 

• Patient who was willing to participate. 
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• Any age range who are seeking treatment at CRP. 

 

3.4 Exclusion criteria  

 

• Patients who were medically unstable.   

• Patients who had difficulties in communication in term of spoken. 

• Participants who had mental problems.  

 

3.5 Sample size 

 

The equation of sample size: 

 

𝒏 =
𝒛^𝟐 × 𝒑𝒒

ⅆ^𝟐
 

Here, 

z= Confidence level at 95% (standard value of 1.96) 

P = 1- p  

  = 1-0.49 (Haisma et al., 2009) 

  = 0.51 

d = 0.05 

 

According to this equation the sample size was 384. Generally, survey needs large 

sample that will represent whole population. Due to limited set of time frame the number 

of the sample of the study was 60. 
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3.6 Sampling method 

The samples were selected by using the convenience sampling techniques. It was one of 

the easiest, cheapest, and fastest methods of sample selection. The sample will meet the 

inclusion and exclusion criteria and will freely participate in the study.  

 

3.7 Data collection methods and tools   

Data was collected via conducting face to face interviews and using a mixed type of 

questionnaire paper created by the investigators. The questionnaire would give 

information about sociodemographic characteristics, as well as injury-related information 

and various sorts of complications at admission of SCI patients. A questionnaire form, 

consent form, pens and pencils, paper and clip board, a file as well as a bag to store these 

instruments, were used to collect data.  

 

3.8 Data analysis  

The data were analyzed by Statistical Package for Social Science (SPSS) 20version.The 

researcher analyzed the data by descriptive statistics using Frequency (n), Percentage 

(%), Pie chart, Bar diagram and also showed the relationship between two variables by 

non-parametric Chi-Square test. 

Chi-square test 

Chi-square test is the most popular discrete data hypothesis testing method. It is a non-

parametric test of statistical significance for bivariate tabular analysis with a contingency 

table. In this study chi-square test was done to measure the association between two 

discrete variables. It was used to test the statistical significance of results reported in 

bivariate tables. 
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Formula 

 χ2 = ∑(O – E)2/E 

 

Here, 

 χ2= Chi-square 

O= observed value (actual value) 

E= expected value. 

Chi square is the sum of the squared differences between observed (O) and the expected 

(E), data divided by expected (E) data in all possible categories. 

 

Assumption 

Different and Independent variable 

Variables were quantitative 

Normal Distribution of the variable 

 

Level of Significance: 

The researcher has used a 5% level of significance to test the hypothesis. If the p-value 

for the calculated y² is p<0.05 resolve that there is a significant relationship between the 

two variables. 
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3.9 Ethical consideration  

The Institutional Review Board (IRB) and Bangladesh Health Profession Institute (BHPI) 

both approved the proposal after reviewing it. The World Health Organization (WHO) 

and Bangladesh Medical Research Council (BMRC) recommendations were followed in 

conducting the study. Participants gave their written or verbal consent prior to any data 

collection. The research's purpose and the consent form were verbally explained to the 

samples who were interested in the study during the duration of the investigation, and 

they provided consent forms. The research had no negative effects on their jobs. They 

were informed that taking part in the study was entirely optional and that they might 

choose to quit or withdraw at any time. They were informed that taking part in the study 

was fully up to them and that they could choose out or discontinue at any time. 

Additionally, they received a guarantee that the confidentiality of their sensitive 

information. The confidentiality of the participant's name and address should be 

guaranteed. The results of the study would not hurt the participants, it was also made 

clear to the volunteers. 

 

3.10 Informed Consent 

Written consent was provided to each participant prior to filling out the questionnaire. 

The researcher describes to the participants how they will be helping with this study and 

objectives of the study. Each participant signed a written consent form that was given to 

the researcher. As a result, the participant confirmed that they were able to understand the 

permission form and that their participation was voluntary. The confidentiality of the 

participants' data was made very obvious to them. The researcher gave the subjects his 

word that they wouldn't suffer any negative effects from the study. The study may not 

have directly benefited the participants, but it may have done so in the future for cases 

similar to theirs, it was revealed. The participants were free to revoke their consent and 

stop taking part at any moment. 
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CHAPTER IV RESULTS 

 

Sociodemographic informations 

4.1 Age Groups of the participants 

Among the 60 participants, 1 participant in between 0-9 years, 10 participants in between 

10-20 years, 14 participants in between 21-30 years, 17 participants in between 31-40 

years, 14 participants in between 41-50 years, 4 participants in between 51-60 years 

(Figure 1).  

 

 

Figure 1: Age Groups 
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4.2 Gender of the Participants 

Among the 60 participants, the male genders were 76.67% (n= 46) and the female 

genders were 23.3% (n=14) (Figure 2). 

 

 

 

 

Figure 2: Gender of the Participants 
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4.3 Educational Status of the participants 

Among the 60 participants, the 8.33% (n=5) participants were illiterate, 46.67% (n=28) 

had passed primary school, 20% (n=12) had passed SSc, 16.67% (n=10) had passed HSc, 

8.33% (n=5) had graduated and above (Figure 3). 

 

 

 
 

 

Educational Status 

Fig 3: Educational Status of the participants 
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4.4 Occupational status of the participants 
 

Among the 60 participants, 23.33% (n=14) participants were day labors, 5% (n=3) 

participants were farmers, 6.67% (n=4) participants were day garments workers, 18.33% 

(n=11) participants were students, 13.33% (n=8) participants were involved in job, 

16.67% (n=10) participants were construction workers, 5% (n=3) participants had abroad 

job, 11.67% (n=7) participants were involved in others job (Figure 4). 

 

 

 

 

 

 

Figure 4: Occupational Status of the Participants 
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4.5 Family status of the Participants 

Among the 60 participants, 63.79% participants had extended family and 36.21 % 

participants had nuclear family (Figure 5) 

 

Figure 5: Family status of the Participants 
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4.6 Residential area of the Participants 

Among the 60 participants, 33.33% participants were lived in Urban area and 66.67% 

participants were lived in Rural area (Figure 6). 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6: Residential area of the Participants 
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4.7 Causes of the spinal cord lesion 

Among the 60 participants, 91.60% were caused by traumatic injury and 8.30% were 

caused by non-traumatic cause (Figure 7). 

 

 

 

 

Figure 7: Cause of the Spinal Cord Lesion 
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4.8 Types of paralysis the Participants 

Among the 60 participants, 31.67% participants were tetraplegic and 68.33% participants 

were paraplegic (Figure 8). 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 8: Type of paralysis the Participants 
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No
72%
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28%

4.9 Cardio-respiratory complications of the Participants 

Among the 60 participants, 28% participants were suffered from cardio-respiratory 

complications and 72% participants had no cardio-respiratory complications (Figure 9). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 9: Cardio-respiratory complications of the Participants 
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4.10 Presence of Autonomic Dysreflexia  

Among the 60 participants, 8.33% participants were suffered from autonomic dysreflexia 

and 91.67% participants had no autonomic dysreflexia (Figure 10). 

 

 

 

 

 

Figure 10: Presence Autonomic Dysreflexia 
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4.11 Presence of Shortness of breath  

Among the 60 participants, 10% participants were suffered from shortness of breath and 

90% participants had no shortness of breath (Figure 11). 

 

Autonomic Dysreflexia 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 11: Presence of Shortness of Breath 
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4.12 Presence of Postural Hypotension  

Among the 60 participants, 40% participants had developed postural hypotension and 

60% participants had no postural hypotension (Figure 12). 

 

 

 

 

 

 

 

 

 

 

Postural Hypotension 

 

 

 

 

 

Figure 12: Presence of Postural Hypotension 
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4.13 Presence of Abnormal Muscle Tone  

Among the 60 participants, 70% participants had developed abnormal muscle tone and 

30% participants had no muscle tone (Figure 13). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 13: Presence of Muscle Tone    
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4.14 Types of Muscle Tone 

Among the 60 participants, 48.33% participants had spastic tone, 21.66% participants had 

flaccid tone and 30% had no muscle tone (Figure 14). 

 

 

 

 
 

 

 Figure 14: Types of Muscle Tone 
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4.15 Presence of Pain  

Among the 60 participants, 84% participants were suffered from pain and 16% 

participants had no pain (Figure 15). 

 

 

 

Figure-15: Presence of Pain 
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4.16 Areas of Pain  

Among the 60 participants, 30% pain was presented on shoulder region, 25% pain was 

presented on the lumber region pain,15% pain was presented on cervical region and,7% 

was presented on thoracic region (Figure 16). 

 

 

 

 Figure 16: Areas of Pain 
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4.17 Presence of Pressure Sore 

Among the 60 participants, 70% participants were suffered from pressure sore and 30% 

participants had no pressure sore (Figure 17). 

 

 

 

Figure 17: Presence of Pressure Sore 
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4.18 Multiple areas affected by Pressure Sore 

Among the 60 participants, 20% participants had one area affected by pressure sore,50% 

participants had multiple areas affected and 30% had no pressure sore (Figure 18). 

 

 

 

Figure 18: Multiple areas affected by Pressure Sore 
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4.19 Areas of Pressure Sore 

Among the 60 participants, 8% pressure sore was presented on the back of head and ear, 

6%was presented on the shoulder,9% was presented on elbow and 35% was presented on 

lower back & buttock ,2% on the knee and 10% on the heels (Figure 19). 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 19: Area of Pressure Sore 
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4.20 Presence of Muscle Atrophy 

Among the 60 participants, 35% participants had developed muscle atrophy and 65% 

participants had no muscle atrophy (Figure 20). 

 

 

 

 

Figure 20: Muscle Atrophy 
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4.21 Presence of Joint Stiffness 

Among the 60 participants, 52% participants had developed joint stiffness and 48% 

participants had no joint stiffness (Figure 21). 

 

 

 

 

 

Figure 21: Presence of Joint Stiffness 
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4.22 Presence of Genitourinary Complications 

Among the 60 participants, 75% participants had developed Genitourinary Complications 

and 25% participants had no Genitourinary Complications (Figure 22). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 22: Genitourinary Complications 
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4.23 Presence of Constipation 

Among the 60 participants, 33.33% participants were suffered from constipation and 

66.67% participants had no constipation (Figure 23). 

 

 

 

 

 

Constipation 

 

 

 

 

 

 

 

 

Figure 23:  Presence of Constipation 
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4.24 Presence of Bowel &Bladder Incontinence 

Among the 60 participants, 46% participants had bowel & bladder Incontinence and 56% 

participants had no bowel & bladder Incontinence (Figure 24). 

 

 

 

 

Figure 24: Presence of Bowel & Bladder Incontinence 
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4.25 Leg Swelling 

Among the 60 participants, 25% participants had leg swelling and 75% participants had 

no leg swelling (Figure 25). 
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Figure 25: Presence of Leg Swelling 
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4.26 Complication of paraplegic patients during admission 

Complications Tetraplegic  Paraplegic  

 

Cardio-respiratory 

complications 

 

  

SOB 56.6% 43.75% 

Autonomic dysreflexia 40% 60% 

Postural Hypotension 54% 45% 

   

Musculoskeletal 

Complications 

 

  

Pain 28% 72% 

Abnormal Muscle Tone 57% 44% 

Joint Stiffness 56% 44% 

Muscle Atrophy 52% 48% 

   

Genitourinary 

complications 

 

  

Bowel & Bladder 

incontinence 

36% 64% 

Constipation 55% 45% 

   

Others   

Leg Swelling 40% 60% 

 

Table-1: Complications of patients during admission  
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4.27Association among different variables 

Table-2: Association among age group and complications during admission  

*Significant (p<0.05) 

In this study, two complications (p) showed a significant association with age group. For 

complication “Postural Hypotension” chi-square value was 10.080 with a p-value 0.039; 

“Joint Stiffness” chi-square value was 10.376 with a p-value 0.04. 

 

 

 

Socio-demographic  

   

Complications 

 

Chi-Square Value 

 

 P-Value 

 

 

 

 

 

 

 

 Age group 

Pain 5.460 0.243 

Pressure sore 4.262 0.372 

Abnormal Muscle 

Tone 

5.406 0.248 

Muscle Atrophy 0.192 0.996 

Joint Stiffness 10.376 0.04* 

Autonomic 

dysreflexia 

6.701 0.153 

SOB 4.701 0.319 

Postural 

Hypotension 

10.080 0.039* 

Constipation 1.647 0.800 

Leg Swelling 2.112 0.715 
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Table-3: Association among gender and complications during admission  

 

Socio-demographic 

information 

          

Complications 

 

Chi-Square Value 

 

P-Value 

 

 

 

 

 

 

 

Gender 

Pain 0.075 0.785 

Pressure sore 0.284 0.594 

Abnormal Muscle 

Tone 

0.034 0.854 

Muscle Atrophy 1.478 0.224 

Joint Stiffness 0.200 0.121 

Autonomic 

dysreflexia 

0.568 0.451 

Shortness of breath 0.166 0.684 

Postural Hypotension 5.0731 0.025* 

Constipation 0.047 0.829 

Leg Swelling 0.885 0.347 

*Significant (p<0.05) 

In this study, one complication (postural hypotension) showed a significant association 

with gender. In this statement, the chi-square value was 5.0731 which was moderately 

significant with a p-value of 0.025 (p<0.05). 
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Table-4: Association among educational status and complications during 

admission  

*Significant (p<0.05) 

This study showed that there was no association in between complications (pain, pressure 

sore, abnormal muscle tone, muscle atrophy, joint stiffness, autonomic dysreflexia, SOB, 

postural hypotension, constipation, leg swelling) with educational status. 

 

 

Socio-demographic 

information    

          

Complications 

 

Chi-Square Value 

 

P-Value 

 

 

 

 

 

 

 

 

Educational Status 

Pain 1.834 

 

0.766 

Pressure sore 1.531 0.821 

Abnormal Muscle 

Tone 

4.070 0.397 

Muscle Atrophy 2.732 0.604 

Joint Stiffness 4.843 0.304 

Autonomic 

dysreflexia 

2.462 

 

 

0.651 

Shortness of breath 5.847 0.211 

Postural 

Hypotension 

5.437 0.245 

Constipation 3.939 0.414 

Leg Swelling 3.769 0.438 
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Table-5: Association among types of paralysis of the participants and 

complications during admission  

 

Socio-demographic 

information 

 

 Complications 

 

Chi-Square Value 

 

      P-Value 

 

 

 

 

 

 

 

Types of Paralysis 

Pain 0.240 0.624 

Pressure sore 0.000 1.000 

Abnormal Muscle 

Tone 

1.429 0.232 

Muscle Atrophy 0.000 1.000 

Joint Stiffness 8.543 0.003* 

Autonomic 

dysreflexia 

0.436 0.000 

Shortness of breath 3.333 0.068 

Postural 

Hypotension 

0.313 0.576 

Constipation 0.038 0.846 

Leg Swelling 0.039 0.844 

*Significant (p<0.05) 

In this study, one complication have showed association with types of paralysis of the 

participants. For complication “Joint Stiffness” chi-square value was 8.543 with a p-value 

0.003. 

;  
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Table-6: Association among Causes of lesion and complications during 

admission 

 

Socio-demographic 

information 

          

Complications 

 

 Chi-Square Value 

 

P-Value 

 

 

 

 

 

 

Causes of lesion 

Pain 0.044 0.835 

Pressure sore 0.260 0.610 

Abnormal Muscle 

Tone 

0.260 0.610 

Muscle Atrophy 0.060 0.807 

Joint Stiffness 2.190 0.139 

Autonomic 

dysreflexia 

0.023 0.858 

Shortness of breath 0.496 0.481 

Postural 

Hypotension 

0.909 0.340 

Constipation 0.436 0.509 

Leg Swelling 0.343 0.558 

*Significant (p<0.05) 

This study showed that there was no association in between complications (pain, pressure 

sore, abnormal muscle tone, muscle atrophy, joint stiffness, autonomic dysreflexia, SOB, 

postural hypotension, constipation, leg swelling) with Cause of lesions of the participants. 
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Table-7: Association among tetraplegic participants and complications 

during admission 

 

Types of Paralysis 

 

 Complications 

 

Chi-Square Value 

 

      P-Value 

 

 

 

 

 

 

 

Tetraplegic 

Pain 0.410 0.038* 

Pressure sore 0.732 0.001* 

Abnormal Muscle 

Tone 

0.565 0.03* 

Muscle Atrophy 0.332 0.435 

Joint Stiffness 0.280 0.111 

Autonomic 

dysreflexia 

0.542  0.001* 

Shortness of breath 0.732 0.000* 

Postural 

Hypotension 

0.356 0.045* 

Constipation 0.089 0.451 

Leg Swelling 0.245 0.726 

*Significant (p<0.05) 

In this study, 4 complications have showed association with tetraplegic participants. For 

complication “Pain” chi-square value was 0.410 with a p-value 0.03; “Pressure sore” chi-

square value was 0.732 with a p-value 0.001; ‘’Abnormal Muscle Tone’’ chi-square 

value was 0.565 with a p-value 0.03 “Autonomic dysreflexia” chi-square value was 0.542 

with a p-value 0.001; “Shortness of breath” chi-square value was 0.356 with a p-value 

0.000; “Postural Hypotension” chi-square value was 0.456 with a p-value 0.045. 
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Table-8: Association among paraplegic participants and complications during 

admission  

 

Types of Paralysis 

          

Complications 

 

Chi-Square Value 

 

P-Value 

 

 

 

 

 

 

 

Paraplegic 

Pain 0.568 0.02* 

Pressure sore 0.069 0.01* 

Abnormal Muscle 

Tone 

0.169 0.192 

Muscle Atrophy 0.424 0.304 

Joint Stiffness 0.228 0.121 

Autonomic 

dysreflexia 

0.011 0.933 

Shortness of breath 0.069 0.594 

Postural Hypotension 0.276 0.04* 

Constipation 0.103 0.921 

Leg Swelling 0.315 0.03* 

*Significant (p<0.05) 

 

In this study, 4 complications have showed association with tetraplegic participants. For 

complication “Pain” chi-square value was 0.568 with a p-value 0.02; “Pressure sore” chi-

square value was 0.069 with a p-value 0.01;  “Postural Hypotension” chi-square value 

was 0.276 with a p-value 0.04; “Leg Swelling” chi-square value was 0.315 with a p-value 

0.03; 
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CHAPTER V                                                                        DISCUSSION 

 

The study's goal was to discover socio-demographic data, injury-related data, and 

problems among spinal cord injury patients at admission time. This study included 60 

SCI patients. The age 30% (n=18) participants in between 31-40 years, 23.33% (n=14) 

participants in between 21-30 years, 23.33% (n=14) participants in between 41-50 years, 

16.7% (n=10) participants in between 10-20 years, and 6.7% (n=4) participants in 

between 51-60 years. As a result, the largest sample is made up of participants between 

the ages of 31-40, while the smallest sample is made up of participants between the ages 

of 51-60. In Bangladesh, one study showed that the age range was 30–39 years (Rahman 

et al., 2017). This study found that 76.67% (n=46) were male and 23.33% were female. 

Rahman et al. (2018) found that 86.2% of the participants were male and 13.8% of the 

participants were female. From this study, 8.33% (n=5) participants were illiterate, 

46.67% (n=28) had passed primary school, 20% (n=12) had passed SSc, 16.67% (n=10) 

had passed HSc, and 8.33% (n=5) had graduated and above. So, the largest participants 

were passed through the primary school. Among 60 participants, 33.33% of participants 

lived in urban areas and 66.67% participants lived in rural areas. So, rural people are 

more vulnerable to SCI. This result supported the one previous study (Rahman et al., 

2017). About 63.79% participants had extended family and 36.21% of participants had 

nuclear family. According to the study, 91.60% were caused by traumatic injury, while 

8.30% were caused by non-traumatic causes. So, the main cause of SCI is traumatic. The 

study should show that paraplegic patients are more affected than tetraplegic. 31.67% 

participants were tetraplegic and 68.33% participants were paraplegic. One study 

reported that among 50 participants, almost 64%(n=32) of the participants were 

paraplegic and 36% (n=18) of the participants were tetraplegic (Islam, 2017) One study 

showed that the common complications were pain, spasticity, pressure sores, and bowel 

and bladder dysfunction (Hagan et al., 2015). Another study found that muscle spasms 

(98.8%) and neurogenic pain (94.5%) were the main complications. Respiratory failure 

(44.4%) was the commonest cause of death (Kawu et al., 2011). Among the 60 

participants, 28% suffered from cardio-respiratory complications, and 72% had no 
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cardio-respiratory complications. 10% of participants suffered from shortness of breath, 

and 40% of participants had developed postural hypotension. This study showed that 

70% of participants had developed abnormal muscle tone; among them, 48.33% had 

spastic tone, 21.66% had flaccid tone, and 30% had no muscle tone. Among 60 

participants, 84% of participants suffered from pain, and 16% of participants had no pain. 

One study in Bangladesh found that 74% of participants were in pain (Iffat, 2019). The 

study reported that 70% of participants suffered from pressure sores and 30% of 

participants had no pressure sores. 20% of participants had one area affected by pressure 

sores, and 50% of participants had multiple areas affected. The area of pressure sore was 

8% on the back of the head and ear, 6% on the shoulder, 9% on the elbow, and 35% on 

the lower back and buttock, 2% on the knee, and 10% on the heels. 34 percent (n=17) had 

pressure sores, while 66 percent (n=33) had none. In Bangladesh, one study reported that 

about 24 % (n=12) had at least one pressure sore, 6% (n=3) had two pressure sores, 4% 

(n=2) had three pressure sores, and 66% (n=33) had no pressure sores. The pressure sore 

area was 2% (n=1) on the elbow 30% (n=15) on the gluteal area, 2% (n=1) on the ankle, 

and 66% on the back (Islam et al., 2017). In this study, 35% of the participants had 

developed muscle atrophy and 65% of the participants had no muscle atrophy. This study 

found that 52% of participants had developed joint stiffness and 48% of participants had 

no joint stiffness. About 46% of participants had joint stiffness and 54% had no joint 

stiffness (Islam et al., 2017).75% of participants had developed genitourinary 

complications and 25% of participants had no genitourinary complications. 33.33% of 

participants suffered from constipation, and 66.67% of participants had no constipation. 

About 46% of the participants had bowel and bladder incontinence, and 56% of the 

participants had no bowel and bladder incontinence, and 25%of the participants had leg 

swelling. The study found that the common complications were pain, pressure sores, 

abnormal muscle tone, and joint stiffness. Associated complications were shortness of 

breath, postural hypotension, constipation, muscle atrophy, bowel and bladder 

incontinence, and leg swelling.  

The researcher found association between age group and postural hypotension and joint 

stiffness. Gender is associated with postural hypotension. The study also found an 

association between types of paralysis and joint Stiffness. The study found an association 
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among tetraplegic and paraplegic patients with complications pain, pressure sore, 

abnormal muscle tone, SOB, postural hypotension. The study found no association 

between educational status, the cause of the lesion, and complications.  

Limitations of the Study: 

There were some limitations or barriers to considering the study's results, as listed below: 

• The initial limitation of the study was its little sample size. only 60 samples were 

taken. 

• This study was allotted supported clinical manifestations, however there was no 

adequate investigation reports. 

• Another necessary limitation was time. The time assigned for doing this study 

analysis was very shorted. 

• As the study was performed at the Centre for the Rehabilitation of the Paralyzed 

(CRP), the results don't reflect the whole country. 
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CHAPTER VI                 CONCLUSSION & RECOMMENDATION 

 

Traumatic or non-traumatic spinal cord injury is a sudden, catastrophic and disabling 

neurological condition. Every year, millions of people suffer from spinal cord injuries. 

There is a limitation of information and a reliable data base about spinal cord lesions in 

Bangladesh. There is no way to know how many spinal injuries there are Bangladeshi 

people with cord lesions. Bangladesh is a country in the process of evolving. The 

majority of them live with a low socioeconomic status and a weak educational 

background. There is also lack of knowledge and awareness about the spinal cord lesion. 

The researcher identified the common complications at admission of SCI patients. 

Among 60 participants, the common age groups were 31-40. The male was more prone 

rather than female. Most of the participants were in secondary level. Participants who 

lived in rural area were more affected than who were lived in urban. The common cause 

of SCI was traumatic. The study also reported that the complications at admission were 

pain, pressure sore, abnormal muscle tone, joint stiffness, SOB, postural hypotension, 

constipation, muscle atrophy, bowel and bladder incontinence. The study found a 

relationship between age group and pain; gender and postural hypotension; type of 

paralysis and pain; autonomic dysreflexia, SOB, and postural hypotension. 

A spinal cord injury is a life-altering, traumatic, and devastating event. Most patients with 

SCI do not receive specialised care or follow-up care, and as a result, they are more likely 

to develop complications, which are a primary cause of mortality and morbidity. As a 

result, only awareness and careful treatment can prevent complications after SCI. Early 

admission, early onset of complications, and prevention of complications should all be 

priorities. The recommendation of the study is to take more sample with sufficient time. 

It is necessary to organise an awareness programme about specialist treatment, hygiene 

and the avoidance of complications after SCI. 
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Appendix 

সম্মতিপত্র 

 

আসসালামুযালাইকুম/আদাব, 

আমম মিনাত তাসমনম। আমম ঢাকা মবশ্বমবদযালযযর অমিভুক্ত বাাংলাযদশ হেলথ প্রযেশনস ইনমিটিউযের (মবএইচমিআই) অিীযন 

মেমিওযথরামি মিমিযত বযাযচলর অে সাযযযের িমরিূর্ণতার িনয এই গযবষর্াটি িমরচালনা করমি। আমার গযবষর্ার মশযরানাম 

েল "হমরুদযের আঘাযতর হরাগীযদর ভমতণ র সময িটিলতার মূলযাযন"। হমরুদযে আঘাতপ্রাপ্ত হরাগীরা মক িরযনর িটিলতা 

মনযয মসআরমিযত ভমতণ  েযে হস সম্পযকণ  িানযত চাই। আিনাযক মকিু বযমক্তগত এবাং িটিলতা সম্পমকণ ত প্রযের উত্তর মদযত 

েযব যা এই েযমণ উযেখ করা েযযযি। এটি প্রায 20-25 মমমনে সময হনযব। আমম আিনাযক অবগত করমি হয, এই গযবষনায 

আিনার অাংশিেন বাস্তব িীবযন হকান প্রভাব হেলযব না। আিমন হয সকল তথয প্রদান করযবন হসগুযলার হগািনীযতা বিায 

থাকযব। আমম আিনাযক িানাযত চাই হয, এটি একটি সমূ্পর্ণরূযি একাযিমমক অিযযযনর িনয যা অনয হকান উযেযশয বযবোর 

করা েযব না। আিনার অাংশিের্ হেোয েযব। আিনার সম্মমত প্রতযাোর করার এবাং হযযকাযনা সময অাংশিের্ প্রতযাোর করার 

অমিকার রযযযি। আিমন উিকৃত নাও েযত িাযরন, মকন্তু ভমবষযযত উিকৃত েযত িাযরন এবাং ক্ষমতকর েযব না। এই প্রকল্প 

শুিুমাত্র হিশার উন্নযযনর িনয। এই অিযযযন অাংশিের্কারী মেসাযব আিনার অমিকার সম্পযকণ  হকান প্রে থাকযল, আিমন 

আমাযক মিনাত তাসমনম অথবা/ এবাং আমার সুিারভাইিার হমাোঃ সমেকুল ইসলাম, সেযযাগী অিযািক ও মেমিওযথরামি 

মবভাযগর প্রিান, মবএইচমিআই, মসআরমি, সাভার, ঢাকা-১৩৪৩-এর সাযথ হযাগাযযাগ করযত িাযরন।আমম (অাংশিের্কারী) 

েযমণর মবষযবস্তু িয়েমি এবাং বুযেমি। আমম হকাযনা হিার িা়োই গযবষর্ায অাংশিের্ করযত  সম্মত। আমম শুরু করার আযগ 

আিনার হকান প্রে আযি? তাই ইন্টারমভউ মনযয এমগযয যাওযার িনয আমম মক আিনার সম্মমত হিযত িামর? 

                    

েযাাঁ                                              না 

 

অাংশিের্কারীর  োক্ষর এবাং তামরখোঃ 

ইন্টারমভউযাযরর োক্ষর এবাং তামরখোঃ 
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Verbal Consent Statement 

Assalamualaikum/Adab, 

 I am Zinat Tasnim. I am conducting this study for partial fulfillment of Bachelor of 

Science in Physiotherapy degree under Bangladesh Health Professions Institute (BHPI), 

which is affiliated by University of Dhaka. My Research title is "Assessment of 

Complications at Admission of Spinal Cord Injury Patients". I would like to know about 

the complications of spinal cord injury patients being admitted to CRP. You will answer 

some personal and complications related questions which are mentioned in this form. 

This will take approximately 20-25 minutes. I would like to inform you that your 

participation in this study will not have any effect in your real life. The information you 

provide will be kept confidential. I would like to inform you that this is a purely 

academic study and will not be used for other purpose. Your participation will be 

voluntary. You have the right to withdraw consent and discontinue participation at any 

time. You might not be benefited, but in future may benefit and would not harmful. This 

project is only for the development of the profession. 

 If have any query about the study or your right as a participant, you may contact with, 

me ZinatTasnim and /or my supervizor Md. Shofiqul Islam, Associate Professor & Head 

of the Physiotherapy Department, BHPI, CRP, Savar, Dhaka-1343. 

 Do you have any questions before I start? 

 So, may I have your consent to proceed with the interview?  

 

    No                                                                  Yes  

 

Signature of the participant and date: 

 

Signature of the Interviewer and date: 
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                                          English Questionnaire 

 

            Part 1: Socio-demographic Information 

 

   1 Date of interview: 

 

   2 Date of admission: 

 

   3 Name of participant: 

 

   4 Age: 

 

 

    5 

Gender: 

 

                               1= Male  

                               2= Female  

 

 

 

 

   6 

Educational status: 

 

                                1= Illiterate  

                                2= Primary 

                                3= SSc 

                                4= HSc 

                                5= Graduated and above 

 

 

 

 

 

   7 

Occupation: 

 

                               1= Day labour 

                               2= Farmer 

                               3= Garments worker 

                               4= Student 

                               5= Service 

                               6=Construction worker 

                               7= Abroad worker 

                                8= Shopkeeper 

 

 

 

   8 

Family type: 

 

                               1=Nuclear Family 

                               2=Extended Family 

 

 

 Residential area: 
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   9 

 

                               1=Rural  

                               2=Urban 

 

  10 Home district: ................... 

 

 

 

 

  11 

Marital status: 

                           1=Married 

                           2=Unmarried 

                           3=Separated  

                           4=Divorced 

 

 

 

Part 2: Injury related questions 

 

 

 

   1 

Types of paralysis : 

 

                                    1=Tetraplegia 

                                    2=Paraplegia 

 

  2 Cause of spinal cord injury: .................. 

 

Part 3: Complications related Questions 

 

   1 After spinal cord injury, are you suffering from any respiratory 

complications?  

 

                                             1=No 

                                             2=Yes 

 

   2 Are you suffering from shortness of breath? 

 

                                            1= No  

                                            2= Yes 

  3 Are there any cardiac complications? 

 

                                             1= No 

                                             2= Yes 
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   4 

Are you suffering from autonomic dysreflexia?       

                                             1= No 

                                             2= Yes 

 

 

 

   5 

Presence of postural hypotension?  

                                             1= No  

                                              2= Yes 

 

 

 

   6 

Decrease range of motion of the joint after Sci? 

 

                                              1= No 

                                              2= Yes 

 

 

 

   7 

Presence of muscle tone?  

 

                                             1=No 

                                             2=Yes 

 

 

 

   8 

Type of muscle tone?  

                                               1= Spastic  

                                               2= Flaccid  

                                               3= Normal  

 

 

 

   9 

Location of muscle tone are?  

 

                                             1= Shoulder 

                                             2= Elbow  

                                             3= Wrist  

                                             4= Hip  

                                             5= Knee  

                                             6 = Ankle  

 

 

 

 

  10 

Is there any pain present?  

 

                                            1= No 

                                            2= Yes 
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   11 

 

Area of pain: 

 

                                            1= Neck 

                                            2= Chest  

                                            3= Shoulder  

                                            4= Elbow  

                                            5= Wrist  

                                            6= Hip  

                                            7= Knee  

                                            8= Ankle  

                                            9= Back 

 

 

   12 

Presence of pressure sore after sci? 

 

                                           1= No 

                                           2= Yes 

 

   13 How many areas affected by pressure sore? ……………. 

 

 

 

 

 

 

   14 

Area of pressure sore? 

 

                                            1= Back of head and ear  

                                            2= Shoulder  

                                            3= Elbow  

                                            4= Hip  

                                            5= Lower back and buttock  

                                            6= Inner knee  

                                            7= Heels 

 

 

   15 

Have you any muscle atrophy?  

 

                                             1= No  

                                             2= Yes 

 

   16 Location of muscle atrophy: 

 

 

 

   17 

Presence of any joint stiffness?  

 

                                           1= No 

                                           2= Yes 

 

   18 Location of joint stiffness: ................... 
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   19 

Are there any genitourinary complications? 

 

                                       1=No 

                                       2=Yes 

 

 

20 

Presence of UTI?  

                                        1= No  

                                        2= Yes 

 

21 Presence of constipation? 

                                         1= No  

                                         2=Yes 

 

22 Have of you any control of bowel and bladder?  

                                           1= No  

                                           2= Yes 

 

23 Presence of leg swelling? 

 

                                           1= No 

                                           2= Yes 

 

24 Area of leg swelling: .................. 
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পার্ট ১: সামাতিক -িনসংখ্যািাতিক িথ্যসূত্র 

 

 ১ সাক্ষাৎকারেে িাতেখ্ : 

 

২ ভর্তি র তার্রখ: 

৩ রোগীে নাম : 

 

৪ বয়স: 

 

     ৫ তিঙ্গ : 

১= পুরুষ 

২= মতিিা 

 

৬ তিক্ষাগি র াগযিা : 

 

১ = অতিতক্ষি 

২ = প্রাইমাতে 

৩ = এস.এস.তস 

৪ = এইচ.এস.তস 

৫ =স্নািকবাউপরে 

 

 

৭ রপিা: 

                                ১ = তিনমিুে 

                                ২ = কৃষক 

                                ৩ = রপাষাকশ্রতমক 

                                ৪ = ছাত্র/ছাত্রী 

                                ৫ = চাকুতে 

                                ৬ = তনমটানশ্রতমক 

                                ৭ = প্রবাসী 

                                 ৮= বযবসা 

 

৮ পতেবারেে ধেন: 

                     ১=এককপতেবাে 

                     ২= র ৌথ্পতেবাে 
 

 

৯ 

আবাতসকএিাকা : 

 

                 ১=গ্রাম 
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           ২=িিে  
 

   ১০ রিিা:........................ 

 

    ১১ বববাতিক অবস্থা: 

 

             ১=অতববাতিি 

             ২=তববাতিি 

             ৩=আিািাবসবাস 

              ৪=িািাকপ্রাপ্ত 

 

 

 

পার্ট ২: আঘাি সম্পতকট ি িথ্যসমূি 

১ রমরুিরে আঘারিে কােন?  

 

২ পক্ষাঘারিে ধেন : 

 

                       ১=রর্ট্রারেতিয়া 

                       ২= পযাোরেতিয়া 

 

 

পার্ট ৩: িটিিিা সম্পতকট ি িথ্যসমূি 

১ রমরুিরে আঘারিে পে,আপতন তক শ্বাস রেে রকান িটিিিায় ভুগরছন?  

                                                       ১=না 

                                                       ২=িযাাঁ  

 

২ আপনাে তক শ্বাসকরেে সমসযা আরছ ?  

 

                                                   ১= না 

                                                   ২= িযাাঁ  

 

 

৩ আপতন তক রকান ধেরনে হৃি রেে িটিিিায় ভুগরছন? 

                                                ১= না 

                                                ২= িযাাঁ  

৪ আপনাে তক অরর্ানতমক তিিতেরেতসয়াে সমসযা আরছ?      

                                               ১= না 
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                                            ২= িযাাঁ  

 

 

৫ আপনাে তক পশ্চাোি িাইরপারর্নিরনে সমসযা আরছ? 

 

                                                                      ১= না 

                                                                      ২= িযাাঁ  

৬ রিয়ন্ট রেন্ি অব রমািন তক করম রগরছ? 

 

                                                                     ১= না 

                                                                     ২= িযাাঁ  

 

৭ মারসি রর্ান আরছ তক? 

 

                            ১= না 

                            ২= িযাাঁ  

 

৮ তক ধেরনে মারসিরর্ান উপতস্থি? 

 

                               ১= স্পাতিক 

                              ২= েযাতিি 

                              ৩= নেমাি 

 

৯ মারসি রর্ারনে রিারকিন? 

                                                                  ১= কাাঁ ধ 

                                                                  ২= কনুই 

                                                                  ৩= কতি 

                                                                  ৪= রকামে 

                                                                  ৫= িাাঁ রু্ 

                                                                  ৬= রগাড়াতি 

 

 

১০ আপতনতক রকান ধেরনে বযাথ্ায় িটিিিায় ভুগরছন?  

 

                                                                  ১= না 

                                                                  ২= িযাাঁ  

 

   ১১ বযাথ্াে স্থান: 

                                   ১= ঘাড় 

                                   ২= বুক 
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                                   ৩= কাাঁ ধ 

                                   ৪= কনুই 

                                   ৫= কতি 

                                   ৬= রকামে 

                                    ৭= িাাঁ রু্ 

                                    ৮= রগাড়াতি 

                                    ৯= তপঠ 

 

 

 

   ১২ চাপিতনি ঘা আরছ তক? 

                                    ১= না 

                                    ২= িযাাঁ  

 

১৩ কিগুরিা স্থান চাপিতনি ঘা দ্বাো আক্রান্ত?............ 

 

 

 

 

 

 

 

১৪ 

চাপিতনি ঘা এে স্থান? 

                          ১= মাথ্াে রপছরনে অংি এবং কান 

                          ২= কাাঁ ধ 

                          ৩= কনুই 

                          ৪= রকামে 

                          ৫=তপঠ এবং তনিম্ব 

                          ৬= িাাঁ রু্ 

                          ৭= রগাড়াতি 

 

   ১৫ আপনাে তক রকান মাংসরপতি শুতকরয় রগরছ?  

                                 ১= না 

                                 ২=িযাাঁ  

১৬ মাংসরপতি শুতকরয়  াওয়াে স্িান :……….. 

 

 

১৭ 

রকান ধেরনে িরয়রন্টে দৃঢ়িা (িক্তভাব) আরছ তক না? 

 

                                          ১= না 

                                          ২= িযাাঁ  

 

১৮ িরয়রন্টে দৃঢ়িা (িক্তভাব) এে স্থান:.............. 

 

১৯ রকান ধেরনে রিতনরর্াইউতেনাতে সমসযায় ভুগরছন? 
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                                                           ১= না 

                                                           ২= িযাাঁ  
 

২০ আপনাে তক মূএনািীরি রকান ধেরনে সংক্রমণ আরছ? 

 

                                                          ১= না 

                                                          ২= িযাাঁ  

২১ আপনাে তক রকাষ্ঠকাঠিরনযে সমসযা আরছ? 

                                   ১=না 

                                  ২=িযাাঁ  

২২ আপনাে তক মূত্রাশ্রয় বা মিািরয়ে রকান তনয়েণ আরছ? 

                                 ১=না 

                                ২= িযাাঁ  

 

২৩ পারয় রকান ধেরনে র ািা আরছ? 

                               ১= না 

                              ২= িযাাঁ  

২৪ পা র ািাে স্থান:........... 
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