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ABSTRACT

Purpose: The purpose of this study to screen out the level of depression among the people
having Prolapsed lumbar intervertebral disc (PLID). Objectives: The objectives of this
study to evaluate the level of depression among the male participants having PLID, to know
the association in between level of depression and level of disability among the people
having PLID. Objectives also were to find out the association in between socio-
demographic status and level of depression and also in between clinical characteristics and
level of depression among the male people having PLID. Methodology: The cross sectional
study was chosen to carry out this study among 100 participants who were selected
according to inclusion criteria. The “Beck depression Inventory (BDI)” and “Oswestry low
back pain disability questionnaire”, this two standard structured questionnaires were used
to assess the level of depression and level of disability among 100 participants. The study
was conducted by using quantitative descriptive analysis. Results: Among 99 participants,
38 participants reported that they had moderate depression because of PLID. 30
participants told that they had severe depression and 26 participants told that they had
extreme depression. 2 participants had borderline clinical depression. 2 participants had
mild mood disturbance. 1 participants had ups and down of their mood which considered
was normal mood disturbance. Although this study found a significant association with
level of depression and level of disability. Conclusion: PLID is a degenerative disc
disorders which mostly affects the working population in worldwide. Depression and
chronic low back pain with lumbar disc prolapsed are two well known risk factors for long
term sickness. Depression is the fourth leading cause of disability worldwide and has been
found to be associated with increased risk of long term sickness absence, with some studies

showing increased risk even at sub-clinical level.

Key words: Prolapsed Lumbar Intervertebral Disc, Depression, Disability



CHAPTER- | INTRODUCTION

1.1 Background

Low back pain is one of the most shared problems that utmost individuals suffered at some
point in their life and has a massive impact on individuals, families, communities,
governments and businesses throughout the world (Hoy et al., 2010). Low back pain (LBP)
is the another most common reason of disability in US adults and a common cause for lost
work days and estimated about 149 million days of work per year are lost as a consequence
of LBP (Freburger et al., 2009).

In prehistoric times early societies related back pain and sciatica with evil powers in nature
and a couple of many years after a very well expressed clinical explanation of lumbago
with sciatica made by Galen, Caelius Aurelianus (Openarchive et at., 2019). Globally low
back pain has become a key public health problem and the lifetime prevalence of low back
pain is described to be as high as 84%, and the prevalence of chronic low back pain is about
23%, with 11-12% of the population have being disabled (Balagué et al., 2012). Prolapsed
lumbar intervertebral disc is a common complaint among young working adults that
affecting over 3% of the population at any one time (Wilby et al., 2018). Some European
countries like Germany, Denmark, France, they decided to include lumbar disc prolapse in
the list of occupational diseases because they found a relationship between lumbar disc

prolapse and physical work place factors (Seidler et al., 2009).

Intervertebral discs are composed of the cartilaginous endplates, the annulus fibrosus (AF),
and the nucleus pulposus (NP) and lumbar intervertebral disc prolapsed are most
commonly posterolateral that affect the traversing nerve root and pain may either be from
mechanical compression or chemical irritation of the nerve root (Colombier et al., 2014).
Herniation of lumbar disc may happen unexpectedly or repetitively because of
longstanding or long sitting poor posture and extensive overload on lumbar vertebrae
(Chen and Tsai, 2013).

Musculoskeletal pain disorders such as lumbar disc prolapsed (PLID) are major factor for

health related job loss and work disability and also depression because they are always
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coexist (Wynne-Jones et al., 2018). People having musculoskeletal pain are more likely to
suffer from stress, mood swing, depression, sleep disorder and overall life dissatisfaction
(Bjornsdottir et al., 2014). Widely used treatments despite of prevention for Lumbar disc
prolapsed were using opioid analgesics, infiltration and surgery which did not fully cure
the condition and worsen the condition day by day. Thus increased the back related
disability and long term consequences such as depressive disorder (Foster et al., 2018).
Psychological and social factors were revealed to be important predictors, especially for
the transition from acute to chronic pain conditions. The expression of pain may be aimed
at reassuring others to help and could therefore be regarded as a social communicative
event. Individuals suffering from low back pain could effects their social environment via
reduced participation and limited communication. However, reactions of family members,
colleagues, and even society can also moderate pain behavior and the experienced pain

intensity, as well as the persistence of low back pain (Borys et al., 2018).

Depression is a most common mental health disorder that affects individual functional
ability, causes stress and hampered quality of life (Skinner et al., 2014). Pain and
depressive symptoms are showing their signs together and on average the percentage of 65
people have pain and depressive symptoms simultaneously (Korniloff et al., 2016).
Depression is one of the major factors for disability and it acts very closely with
musculoskeletal pain including low back pain (Melkevik et al., 2018). One study found
that there are 40% of people having low back pain had been exhibited depressive symptoms

because they have strong association (George et al., 2011).

People who are complaining low back pain for a long period of time have experiencing a
multi-dimensional depressive symptoms and anxiety (Smart et al., 2012). The association
between low back pain and depression are relatedly close and when the financial burdens
of people having low back pain are high and it acts as a trigger factor for suffering
depressive symptoms in their daily life (Pinheiro et al., 2016). Depression and as well as
emotional distress are very common in people suffering from lumbar disc prolapsed (PLID)
(Lebow et al., 2012). There are some studies that showed people who are suffering from
Lumbar disc prolapsed such as sciatica have great influence on presenting depression,

anxiety and mental health (Jabtonska et al., 2017).
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1.2 Rationale

Prolapsed lumbar intervertebral disc (PLID) is one of the major complain among working
age male. On the average this value around eighty percentages. Impact of lumbar disc
prolapsed or PLID are extreme. Whenever a person has PLID he will suffer various
dimensional problems that crisp his daily activities also with emotional distress and

depression.

Prolong standing and sitting poor posture, extensive load on lumbar vertebrae that causes
extensive pressure on vertebral column and all these things happens from lack of
knowledge about correct postural alignment among the people. Degree of long term
disability due to lumbar disc prolapse has been predicted by chronic depression, anxiety,

mood swing, demoralization, discouragement.

Suffering from PLID causes functional impairment that affects the scope of everyday
activities, impacting quality of life. Those bring individual experiencing depressive
symptoms. Because of lack of research on this field, so we don’t have specific evidence of

depression level among people who having PLID.

The study was to find out about depression level among people having PLID. As we know
persons who are sufferings from PLID or any musculoskeletal pain has great influence on
experiencing depression and other as well as other depressive symptoms. So researcher
wished to find out the specific level of depression among people who were suffering from
PLID according to their disability level.



1.3 Research Question

What are the levels of depression among people having Prolapse lumbar intervertebral disc
(PLID)?



1.4 Objectives

General objective
To find out the level of depression among people who are suffering from Prolapse lumbar
intervertebral disc according to their disability level.

Specific objectives
1. To find out socio-demographic clinical status of people who are suffering from
PLID.
2. To evaluate the level of depression of people having PLID;
3. To know about whether there is any association in between depression and
disability level of people having PLID.
4. To know about any association in between depression and socio demographic

information and clinical information (age, duration of suffering, pain radiating)



1.5 Conceptual Framework

Independent Variables Dependent Variable




1.6 Operational Definition

Prolapse lumbar intervertebral disc (PLID)

Prolapse lumbar intervertebral disc is a condition when hydrostatic pressure in an
intervertebral disc between lumbar vertebrae is reduced due to damage to the extracellular
matrix, cellular degeneration of the matrix (e.g. due to smoking) or prolonged overloading,
poor posture that increase shear forces in the intervertebral disc and cells stop producing
proteoglycans and if this condition persists, cells become catabolic and start producing
collagen type I instead of proteoglycans and alteration the gel-like nucleus pulposus to a

more fibrous tissue.

Depression

Depression is a common mental disorder that presents with depressed mood, loss of interest
or pleasure, decreased energy, feelings of guilt or low self-worth, disturbed sleep or
appetite, and poor concentration. Moreover, depression often comes with symptoms of
anxiety. These problems can become chronic or recurrent and lead to substantial
impairments in an individual’s ability to take care of his or her everyday responsibilities.
At its worst, depression can lead to suicide. Almost 1 million lives are lost yearly due to
suicide, which translates to 3000 suicide deaths every day. For every person who completes

a suicide, 20 or more may attempt to end his or her life.

The Oswestry Disability Index

The Oswestry Disability Index (also known as the Oswestry Low Back Pain Disability
Questionnaire) is an extremely important tool that researchers and disability evaluators use
to measure a patient's functional disability. The test is considered the ‘gold standard’ of

low back functional outcome tools.

The Beck Depression Inventory (BDI)

The Beck Depression Inventory (BDI) is a 21-item self-reporting questionnaire for
evaluating the severity of depression in regular and psychiatric individuals. It relied on the
theory of negative cognitive distortions as central to depression. BDI can be used as a
screening tool to detect depression in normal populations or as a tool to assess symptom

severity in clinical populations.



CHAPTER-II LITERATURE REVIEW

Now a days globally, low back pain continues to be a major problem (Hoy et al., 2012).
Balague et al. (2012) found that the lifetime occurrence of low back pain is stated to be as
84%, and among of them 23% people having chronic low back pain, with disabled by low
back pain are estimated by 11 to 12%. Several studies found that LBP is the second most
common cause of disability in US adults and a common reason for lost work days. They
found an estimation on about 149 million days of work per year are lost because of LBP
and the condition is also costly and yearly costs estimated to be in between $100 to $200
billion (Freburger et al., 2009)

A study found that several factors are occurring due to low back pain that occurs with
aging, including cognitive impairment, depression. Predisposing factors of LBP are the
sedentary way of life, inadequate knowledge and prophylaxis of its treatment also have a
significant impact (Hoy et al., 2012). Several number of scholars have found that the
definite causes of low back pain may not be well known or rather have not been well
documented. However, there are some frequently reported risk factors which are related to
both working and non-working individuals. These factors include: type of work such as
heavy manual work, repetitive bending, twisting, lifting, pulling & pushing, forceful
movements, static postures like prolonged sitting and awkward postures (Roffey et al.,
2010).

Herniated lumbar disc is a medical, social and economic problem. This condition affects
people of all ages, and in many cases even young adolescents are diagnosed with it.
Epidemiological surveys show that the incidence is about 30%, increasing after the age of
30 yeas to reach its peak in patients aged 55-64 years (Zhelev et al., 2012). It should be
taken into account that CT of patients without any complaints established herniated disc,
spinal stenosis and other degenerative changes in 50% of patients aged over 40 years.
According to official data by 2014, approximately 5% of the male and 2.5% of the female
population had been diagnosed with herniated disc in advanced stage, to date, their

percentage has probably increased (Petya et al., 2018).



The herniated disc is a condition of the spine affecting the intervertebral disc. This is a
condition in which the outer annulus fibrosus of the intervertebral disc is torn, thus allowing
the soft central part-the pulpous nucleus-to prolapse in the spinal canal. The compression,
most often affecting certain spinal cord nerves, causes the process of herniation of the
pulpous nucleus, occurs as secondary pathology (Petya et al., 2018). The risk factors
include: anatomical features, micro-traumatism, constitutional weakness and the age factor
which, compounded with the listed above, is a leading factor in the pathology of the
intervertebral disc. The herniated lumbar disc is the most common, usually affecting L4-
L5 and L5-S1.

In 2018, According to the research of Agsa Mobeen et al. (2018), Among 44 patients, 27
were males and 17 were females. Mean age was 42.45+12.38 years. Most common disc
bulge level was L4-L5 (31.82%). Most of the patients were housewives (27.27%). Duty
hours of majority of patients were less than 12 hours. Referral source of most of patients
was other patients (34.09%). Most of the patients (79.55%) were experiencing pain form
more than one year. The reason is to be found in the weight this part of the spine bears,
incorrect motor skills and bad posture. In the clinical symptoms of the herniated disc, there
are three clearly differentiated and equal in importance pathological syndromes: vertebral
syndrome, comprising pathological changes and the adoption of an antalgic posture as a
result of the pain syndrome; neurological syndrome, characterized by affecting one or more
roots, most often these are L5 and S1 and pain syndrome-local pain which can be constant,

burning or root with distal radiation to the limb along the respective dermatome.

The prevalence of mental health problems related to anxiety, depression, and stress-related
disorders is estimated to be about one-third of the European population (between the ages
of 18-65 years). Work absence due to back pain have a significant impact on mental health.
Even people who are suffering from low back pain sometimes they are advised to
Psychotherapeutic interventions such as cognitive behavioral therapy, cognitive therapy,
and interpersonal psychotherapy have been shown to reduce symptoms related to anxiety
and light to moderate depression (Bramberg et al., 2015). In a sample of 341 low back pain
patients and this study was conducted by Baird and Sheffield, 2016, they found that organic

and psychological pain beliefs were related to disability, anxiety and depression. However,



organic pain beliefs were more strongly related to disability and depression than
psychological pain beliefs. Ultimately, pain-related fear is more disabling than pain itself
as fear motivates avoidance behaviours. In turn, avoidance behaviour affects activities of
daily living and has a role in the transition from acute to chronic pain .One of the key
elements of fear is that of fear of further injury and re-injury, which can be a major barrier
to recovery. In addition, expectancy beliefs are also a key factor in chronic pain. Ashari
and Nicholas showed pain self-efficacy beliefs to be an important determinant of pain
behaviours and the disability associated with pain. More recently, Denison et al.’s findings
suggest that self-efficacy beliefs are even more important determinants of disability than
fear avoidance beliefs in primary health care patients with musculoskeletal pain (Shaw et
al., 2011).

Burdens of low back pain, moreover workers had impacts on industries and society in
general view. Quality of life subdomains in patients with low back pain was significantly
lower than workers without low back pain and with the decrease of quality of life also
experiencing mental health subdomains for workers with low back pain were significantly
higher than other workers. In comparison with one-year prevalence of low back pain
among 451 blue workers was 44.2%. Mean of SF36 (63.90 £ 17.39 vs. 79.42 + 15.01;
P<0.001) and General health subdomains (58.29 + 19.63vs. 69.84 + 18.63; P<0.001) for
workers with low back pain were significantly lower than other workers (Bahrami et al.,
2016). Low back pain (LBP) is one of the primary cause of disability worldwide and the
number of people suffering from LBP grew more than 50% from 1990 to 2013, to 651
million. Experiencing chronic low back pain over a long period of time, lead to depression,

anxiety, insomnia and also other psychological distresses (Singh et al., 2018).

The high prevalence of depression among chronic pain patients and the adoption of the
biopsychosocial model have drawn attention to the effectiveness of treatment for reduction
of pain among depressed and nondepressed patients. Across a range of pain-related
outcomes, such as pain intensity or the impact of pain on physical functioning, many
studies have found that depressed patients have worse outcomes after treatment compared
to nondepressed patients (Lerman et al.,, 2015). The diversity of disability/illness

expression (including its severity, duration, and consequences for an individual) is

10



accounted for by the complex interrelationships among many factors: host, predisposition,
physiology, psychology (e.g. genetic and prior learning experiences), and the sociocultural
context that helped shape a person’s perceptions and reactions to an adverse external or
internal environment (George et al., 2011). Few studies comparing fusion to conservative
management reported differences in outcome by the presence or absence of a psychological
disorder. Among those that did, we observed the effect of fusion compared with
conservative management was more favorable in patients without a personality disorder,

neuroticism, or depression (Daubs et al., 2011).

The experience of low back pain (LBP) includes various psychological consequences such
as depression. Depression can be a significant barrier to recovery leading to increased
disability; however, little is known on how depression develops. Campbell et al., 2017
conducted a study and they tested that whether a person’s perception of control over their
own health (health locus of control [HLoC]) could explain why depression develops. They
carried out an analysis on over 600 people who had previously reported long-term LBP.
They measured their level of pain and their depression levels and also their level of
disability and they found that people who have a low sense of control over their health
reported more depression and that depression did associate with disability. Disability due
to LBP has been defined as restricted functioning, involving limitation of activities and
restriction of participation in life situations. Disability often accompanies LBP, varies in
extent and may be temporary or even permanent (Waddell, 2011).

In the international classification of functioning, disability and health (ICF), the emphasis
was changed to activity and activity limitation meaning difficulty in the performance,
accomplishment, or completion of an activity. Difficulties in performing activities occur
when there is a qualitative or quantitative alteration in the way in which activities are
carried out. Difficulty encompasses all the ways in which the doing of the activity may be
affected (WHO, 2009).

Wang et al., 2016 tried to find the comparison between association of pain intensity with
depression, insomnia and anxiety among the 225 participants who were having low back
pain, 58 (25.8%) had clinical insomnia; 83 (36.9%) had severe low back pain; 49 (21.8%)
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had MDD, including 21 (9.3%) with a current major depressive episode (MDE); and 52
(23.1%) had anxiety disorders. More than half (56.9%) of the subjects with CLBP and
clinical insomnia had MDD and/or anxiety disorders. Subjects with a current anxiety
disorders had greater severities of pain and insomnia as compared with subjects without
these conditions. After controlling for demographic variables, MDE was more strongly
associated with insomnia than severe low back pain; moreover, the severity of depression

had a greater association with insomnia than pain intensity.

Although LBP has been studied extensively in adults, its exact causes are not fully
understood. There is reasonable evidence that various factors contribute to the development
of LBP. A review of lifting at work identified both weight of load (OR %1.11 [95% CI
1.05-1.18] per 10 kg lifted) and the number of lifts (OR %1.09 [1.03—1.15] per ten lifts per
day) as factors that increased pain. In terms of lifestyle, smoking (OR ¥41.30 [1.16-1.45]
(Coenen et al., 2016), obesity (OR ¥41.53 [1.22-1.92]) (Shiri et al., 2016) and depressive
symptoms (OR %1.59 [1.26-2.01]) (Pinheiro et al., 2016) all increased the risk of
developing LBP. These risk factors increased the probability of back pain by only a modest
amount. In recent years, there has been strong evidence that psychosocial and
psychological factors such as depression, anxiety, catastrophic thinking, and fear of activity

play an important role in the development of LBP (Pincus et al., 2016).
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CHAPTER-I1II METHODOLOGY

3.1 Study Design
This study was conducted using cross sectional survey under a quantitative study design.

Survey methodology was chosen to meet the study aim as an effective way to collect data.

3.2 Study Area The study was conducted in a tertiary level rehabilitation hospitals like
Centre for the Rehabilitation of the Paralysed (CRP) Savar.

3.3 Study Population

Peoples who were suffering from Prolapse lumbar Intervertebral Disc (PLID) would be
collected using convenience sampling from Tertiary level rehabilitation hospitals like
Centre for the Rehabilitation of the Paralyzed (CRP) Savar.

3.4 Sample Size

A sample is a smaller group taken from the population. Sometimes the sample size may be
big and sometimes it may be small, depending on the population and the characteristics of
the study.

When the sample frame is finite,

The equation of finite population correction in case of cross sectional study is:

ZZ
n= 2-P4
d?

_ (1.96)?x0.5x 0.5
(0.05)2

=384
Here,
Z (confidence interval) = 1.96
P (prevalence) = 50%
And, g= (1-p)
=(1-0.5)
=05

The actual sample size was, n= 384.
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3.5 Sampling Technique

The study was conducted by using the convenience sampling methods due to the time

limitation and as it was the one of the easiest, cheapest and quicker method of sample

selection. The researcher used this procedure, because, getting of those samples whose

criteria were concerned with the study purpose.

3.6 Inclusion Criteria

People who were suffering from PLID.

Only male people researcher thought that there is strong correlation
between the long term sickness absence and depression among the
PLID suffered earning population in a society.

Age range 20 to 55 years

People who were willingly participate in the study.

3.7 Exclusion Criteria

People who were having PLID with psychiatric disorders.

Female people who had PLID

People had cognitive problem.

People who were suffering from PLID with upper extremity musculoskeletal

disorder

People who were suffering from PLID with serious pathological diseases e.g.

tumors, tuberculosis etc.

3.8.1 Data Collection Tools
Record or Data collection form

Informed Consent

Structured questionnaire

Oswestry Low Back Pain Disability Questionnaire

The Beck Depression Inventory (BDI)

Papers, pen, and pencil etc.

14



3.8.2 Data Collection Procedure

At the very beginning researcher clarified that, the participant had the right to refuse to
answer of any question during completing questionnaire. They could withdraw from the
study at any time. Researcher also clarified to all participants about the aim of the study.
Participants were ensured that any personal information would not be published anywhere.
Researcher took permission from each volunteer participant by using a written consent
form. After getting consent from the participants, standard questionnaire was used to
identify complains and collect demographic information. Questions were asked according
to the Bangla format. For conducting the interview, the researcher conducted a face to face
interview and asked questions. Physical environment was considered strictly. Stimuli that
could distract interviewee were removed to ensure adequate attention of interview.
Interviewee was asked questions alone as much as possible with consent as sometimes
close relatives could guide answer for them. The researcher built a rapport and clarified
questions during the interview. Face to face interviews are the most effective way to get
full cooperation of the participant in a survey. Face to face interviews are also effective to
describe characteristics of a population. Face to face interviews was used to find specific
data which describes the population descriptively during discussion. According to the
participants’ understanding level, sometimes the questions were described in the native
language so that the patients can understand the questions perfectly and answer accurately.
All the data were collected by the researcher own to avoid the errors.

3.9 Data Analysis

Data were analyzed with the software named Statistical Package for the Social Science
(SPSS) version 22.0. The variables were labeled in a list and the researcher established a
computer based data definition record file that consist of a list of variables in order. The
researcher put the name of the variables in the variable view of SPSS and defined the types,
values, decimal, label alignment and measurement level of data. The next step was cleaning
new data files to check the inputted data set to ensure that all data has been accurately
transcribed from the questionnaire sheet to the SPSS data view. Then the raw data were
ready for analysis in SPSS. Data were collected on frequency and contingency tables.

Measurements of central tendency were carried out using the mean plus standard deviation
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(SD) for variables. For the study of the association of numeric variables chi squared test
were used.

Data were analyzed by descriptive statistics and calculated as percentages and presented
by using table, bar graph, pie charts etc. Microsoft office Excel 2013 was used to decorating
the bar graph and pie charts. The results of this study were consisted of quantitative data.

By this study a lot of information was collected.

3.10 Ethical Issues

The researcher maintained some ethical considerations: Researcher has followed the
Bangladesh Medical Research Council (BMRC) guideline & WHO research guideline. The
proposal of the dissertation including methodology was presented to the Institutional
Review Board (IRB) of Bangladesh Health Professions Institute (BHPI) for oral
presentation defense was done infront of the IRB. Then the necessary information was
approved by Institutional Review Board and was permitted to do this research. 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
Musculo-skeletal 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 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 participants were reserved and researcher was accountable to the participant

to answer any type of study related question.
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CHAPTER-IV RESULTS

4.1 Socio-demographic information
4.1.1 Participants age

There were 99 male participants in this study. Mean age among them was 39.94. Median
age was 40. Age range from minimum was 21 and maximum was 55. Standard deviation

of age was 9.49. In depth analysis, median was 40 and IQR (32-50).

Table-1: Participants age

Total Mean Mode Median Standard Maximum Minimum
participants deviation
Participant 99 39.94 50 40 9.49 55 21

age

4.1.2 Marital status

Among 99 male participants most them were married (n=90). And only a few participants

were unmarried (n=9).

= Married =Unmarried

Figure-1: Marital status of the participants
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4.1.3 Educational qualification of the participants

Most of the participants were not highly educated (n= 82). Among them 21 participants
were illiterate and 23 participants could complete their primary education.

25% 2323%  23.23%

21.21%
20%
15.15%
15% 13.13%
10%
4.04%
) '
0%
Iliterate Primary  Secondary Higher  Graduation Post
secondary graduation

Figure-2: Educational qualification of the participants
4.1.4 Occupational status of the participants

Among the 99 participants, 28 participants were in service and 21 participants were in
business. There were 13 participants were involving in farming job. There were a little

number of participants were students (n=4).
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Figure-3: Occupational status of the participants
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4.1.5 Residential area of the participants

Most of the participants were from urban area (n=60).

= Urban = Rural

Figure-4: Residential area of the participants
4.1.6 Participants monthly income

Most of the participants (n=34) were having below 5000 taka monthly income. 18
participants having monthly income in between 15000 to 25000. And only a few

participants (n=3) having monthly income more than 45000 taka.

35%
30%
25%
20%
15%
10%
o o

0%
Below 5000 5000-15000  15000- 25000- 35000- More than
BDT BDT 25000 BDT 35000 BDT 45000 BDT 45000 BDT

Figure-5: Participants monthly income
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4.2 Clinical information
4.2.1 Duration of suffering from PLID

11 participants were suffering from PLID around less than 1 year. 42 participants were
suffering from 1 year to 2 year. 28 participants were suffering from 3 to 4 years. 11
participants from 4 to 5 years. And there were 7 participants who were having PLID more

than 5 years.

50% 42%

40%
28%
30%
20% 11% 11%
7%
10% ﬂ

0%
Less than 1 1 yearto 2 3yearsto 4 4yearsto 5 More than 5
year years years years years

Figure-6: Duration of suffering from PLID
4.2.2 Confirming of PLID diagnosis

Most of the participants (n=73) were diagnosed that they were having PLID by
Physiotherapists.

®Physician & Physiotherapist

Figure-7: Confirming of PLID diagnosis
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4.2.3 Having traumatic history

Most of the participants (n=63) told that they had not any traumatic history.

Figure-8: Traumatic history of the participants
4.2.4 Participant’s perception about PLID

Majority participants (n=92) said that they didn’t have clear perception about their

suffering condition named PLID.

=Yes =No

Figure-9: Participant’s perception about PLID
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4.2.5 Kinds of treatment received before Physiotherapy

Most of the participants (n=69) were received medicine treatment under physician
supervision before they received physiotherapy. 17 participants were having surgery in
their lower back.

O Traditional medicine M Homeopathy M Unani medicine M Medicine M Surgery

69.7%

17.2%
10.1%
e, M
Traditional Homeopathy  Unani medicine Medicine Surgery

medicine

Figure-10: kKinds of treatment received before physiotherapy
4.2.6 Radiating Pain

Majority of participants (n=71) said that they had radiating pain up to their lower limbs.

mYes mNo

Figure-11 Radiating pain
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4.2.7 Occupational postures

Of 99 participants, 47 participants told that they usually had long time sitting occupational

postures. 21 participants confirmed that they used to have long time standing posture in
their occupation.

® Long time slouch posture ®m Long time walking
Long time standing m Long time sitting

22%

0% 10% 20% 30% 40% 50%

Figure-12 Occupational postures
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4.3 Oswestry low back pain disability index

About 27 participants had moderate disability because of PLID. 24 participants had severe
type of disability. 27 participants were crippled and about 17 participants were bed
bounded type disability. Very few participants (n=4) had minimal type disability.

30%

25%
20%
15%
10%

5%

B 0% to 20%: minimal disability ®21%-40%: moderate disability

W 41%-60%: severe disability ™ 61%-80%: crippled
M 81%-100%: bed bounded

Figure-13 Oswestry low back pain disability index
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4.4 Beck depression inventory index

Of 99 participants, 38 participants reported that they had moderate depression because of
their musculoskeletal condition named PLID. 30 participants told that they had severe
depression and 26 participants told that they had extreme depression. 2 participants had
borderline clinical depression. 2 participants had mild mood disturbance. 1 participants had

ups and down of their mood which considered was normal mood disturbance.

45%
40% 38.38%

35%

30.30%

30%

26.26%

25%
20%
15%
10%

5%
101% 2.02% 2.02%

oo —

® These ups and downs are considered normal = Mild mood disturbance

m Borderline clinical depression Moderate depression

H Severe depression u Extreme depression

Figure-14: Beck depression inventory index score
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4.5 Association in between disability and depression of the participants

Table-2: Association in between level of disability and level of depression of the

participants

Oswest | Beck depression inventory index Chi P Significanc
ry low squar |valu | e
back e e
pain value
disabilit (x?
y index | These
ups
and
down
s are Borderl
consi | Mild ine Moder Extre
dered | mood clinical | ate Severe | me
norm | disturba | depress | depress | depress | depre
al nce ion ion ion ssion
0% to
20%:
minimal | 1 1 1 1 0 0
disabilit
y
21%-
40%:
moderat 0 1 1 19 6 0
e 113.9 | 0.00 | Significant
disabilit o5 0
y
41%-
60%:
severe 0 0 0 13 11 0
disabilit
y
61%-
80%: 0 0 0 1 13 13
crippled
81%-
100%:
bed 0 0 0 4 0 13
bounded
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This study found an association in between disability level and depression level among 99
participants who were having PLID. The chi- square value of this association was 113.925
and the association in between disability level and depression level was highly significant
(p=0.000). In this study 4 participants had minimal disability level and they had mild to
moderate depression respectively. 27 participants had moderate disability, among them 6
participants had severe depression, 19 participants had moderate depression, 2 participants
had borderline of clinical depression and 1 participants had mild mood disturbances. 24
participants had severe disability. Of these 24 participants, 13 of them had moderate
depression and 11 of them had severe depression. 27 participants were crippled and among
them 13 participants had extreme depression, 13 had severe depression and 1 participants
had moderate depression. 17 participants were bed bounded due to PLID and among them
13 participants had extreme depression and 4 participants had moderate depression.

27



4.6 Age related depression level among the participants

Table-3 Age related depression level among the participants

Socio- Chi-square P-value Significance
demographic value
variable
Age 211.29 0.00 Significant

This study found an association in between Age and level of depression. The chi square

value of age and depression level was 211.29 and P value was 0.00 which was significant.
4.7 Association in between duration of having PLID and Depression

Table-4 Association in between duration of having PLID and Depression

Clinical variable  Chi-square value P value Significance

How long you 39.14 0.00 Significance
suffer you suffer
from PLID?

From this study, researcher found a relation between duration of suffering from PLID and
level of depression. Their chi square value was 39.14 and P value was 0.00 which was

highly significant.
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4.8 Association in between Depression level and Pain radiating among the

participants

Table-5:  Association in between Depression level and Pain radiating among the
participants

Clinical variable  Chi-square value P value Significance

Radiating pain 15.71 0.00 Significant

Researcher found that those participants who were having their radiating pain had also
depression. The chi- square value of them was 15.71 and P value was 0.00 which was
highly significant. Those participants had radiating pain, they also had more depression

those who had not radiating pain.
4.9 Association of Depression and sexual life among married participants

Table-6: Association in between level Depression and sexual life among married

participants

Variable Chi-square value P value Significance

Sexual life 54.97 0.00 Significant

Researcher found a correlation in between level of depression and sexual life among the
married male participants of this study. The chi square value of them was 54.97 and P value

was 0.00 which was highly significant.
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4.10 Association in between treatments received before physiotherapy and level of

depression among the participants

Table-7 Association in between treatments received before physiotherapy and level of

depression among the participants

Variable Chi-square value P value Significance

Treatments 41.60 0.00 Significant
received before

Physiotherapy

Researcher found a relation in between treatments received by the participants before they
got physiotherapy treatments and level of depression among the participants. The Chi
square value was 41.60 and P value was 0.00 which was highly significant. Among the
participants, medicine treatments was taken by 69 participants. 69 of them, 30 participants
were suffering from moderate depression, 23 participants had severe depression and 12
participants had extreme depression. 17 participants were undergoing on surgery for their
PLID and among them, 3 participants had moderate depression, 4 participants had severe
depression and 10 participants had extreme depression. 10 participants received
homeopathy medicine and 10 of them, 5 had moderate depression, 2 had severe depression

and 3 participants had extreme depression.
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CHAPTER-V DISCUSSION

5.1 Discussion

The main object in this study to find out the depressive symptoms and its level among the
male who were having Prolapsed lumbar intervertebral disc (PLID) according to their
disability level. Ang et al. (2010) found that association of chronic musculoskeletal
disorders such as lumbar disc herniation and chronic low back pain with depression have
a poorest clinical outcomes than either the disorder alone. In this study depression was
screened by Beck depression inventory, which is valid and reliable tool for screening
depressive disorders in musculoskeletal pain patient and this was stated by Knaster et al.
(2016). Because depression worsen the functional disability of musculoskeletal pain
patients so, diagnosing depressive disorders in musculoskeletal pain patients is deferent
from others. Depression in musculoskeletal pain patients not only omit their psychological
and cognitive functions but also omit their physical daily activities and as well as their
social functions. Researcher also used Oswestry Disability Index to find out the participants
disability which is the gold standard tools for measuring the disability in low back pain
patients (Johnsen et al., 2013). So, researcher tried to find the depression levels according
to disability levels among the male participants who were having Prolapsed lumbar disc
(PLID) as because depression had comorbidity with worsen the functional disability among
musculoskeletal pain patients (Knaster et al., 2016). Socio-demographic characteristics
could play in major roles for having depression in musculoskeletal pain patients because
higher age had a close link with job, family and society related stress (Méntyniemi et al.,
2012). This study was found a close co-relation with age and level of depression among
the participants. Those participants had age higher than 40 years, had more chance to have
severe and extreme depression. Duration of suffering from lumbar disc degenerative
disorders like lumbar disc prolapse could be a trigger to fall in disability in worldwide
(Jacobsen et al., 2012), so there was a chance to have depressive disorders when a person
fall in disability due to PLID. In this study found an association in between participant
duration of suffering from PLID and level of depression. 21 Participants who were
suffering from PLID for about 1 to 2 years had moderate depression and those who were

suffering from PLID 4 to 5 years or more than 5 years had more tended to fall in severe
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and extreme depression. 13 participants had severe depression because they had PLID last
4 to 5 years and 6 participants had extreme depression because they had PLID for last more
than 5 years. Radiating leg pain due to lumbar disc prolapsed was one of the painful
experiences the patients ever had. Stynes et al. (2018) stated that of the 395 participants,
75% participants had radiating leg pain and that worsen their functional capability in their
daily livelihood. This study found that those participants had radiating leg pain had more
chance to fall in depression. There were 23 participants had moderate depression and also
had radiating leg pain. 27 participants and 20 participants who had radiating leg pain and
also severe and extreme depression respectively. Among the 15% patients needed surgery
who had lumbar disc prolapsed and they had more chance to fall in disability and among
these patients, 42.5% patients had anxiety (Arif et al., 2019). In this study, researcher found
17 participants who were undergoing surgical procedure and 17 of them, 10 had extreme
depression, 4 had severe depression and 3 participants had moderate depression. And those
participants who had taken medicine treatment before physiotherapy treatments, of them
30 had moderate depression, 23 participants had severe depression and 12 had extreme
depression. 10 participants had taken homeopathic medicine who had also depressive
disorder because of their long term disability due to long term suffering from lumbar disc
prolapsed. Persons who were having lumbar disc prolapsed, were at high risk for suffering
sexual dysfunction. If the cases were extrusion or sequestration of lumbar disc, had
significantly suffered sexual dysfunction in their married life (Saritas and Karabulut, 2018).
This study found, married participants had been suffered sexual dysfunction in their marital
life because of lumbar disc prolapsed. Around 91 married participants, 25 had extreme
depression and 29 had severe depression, 31 participants had moderate in their married life.
The main object of this study was to screen out level of depression among the participants
according to their disability level. The impact of lumbar disc prolapsed on devastating in
individuals life on physically, socially, mentally and also economically (Gardner et al.,
2019). Marshall et al., (2017) found that 53% chronic low back pain suffering participants
had substantial fatigue and also comorbid with depression. Thus worsen participant
disability and functional outcome. This study found that a highly significance association
with participants functional disability and level of depression. The P value of this co

relation was 0.000 which was highly significance. In this study of 100 participants, 24
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participants had severe disability. Of these 24 participants, 13 of them had moderate
depression and 11 of them had severe depression. 27 participants were crippled and among
them 13 participants had extreme depression, 13 had severe depression and 1 participants
had moderate depression. 17 participants were bed bounded due to PLID and among them
13 participants had extreme depression and 4 participants had moderate depression. 4
participants had minimal disability level and they had mild to moderate depression
respectively. 27 participants had moderate disability, among them 6 participants had severe
depression, 19 participants had moderate depression, 2 participants had borderline of

clinical depression and 1 participants had mild mood disturbances.

No statistical significance was found in between married and unmarried participants at their

depression level.
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5.2 Limitations

There might be some limitations in every research. In this study small sample size may be
constituted a limitation. As the study was conducted at selected area of Center for the
Rehabilitation of the Paralysed (CRP) in Musculoskeletal (MS) unit which might not
represent the whole population with PLID in the context of Bangladesh. Another major
limitation was time and resource which have great impact on study and affect the result to
generalize for wider population. As the study period was short so the adequate number of
sample could not arrange for the study.
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CHAPTER-VI COMCLUSION & RECOMMENDATION

6.1 Conclusion

Prolapsed lumbar intervertebral disc (PLID) is a degenerative disc disorders which mostly
affects the working population in worldwide. The results of this disorders is devastating on
individual active daily living as well as their social and family life. Depression and chronic
low back pain with lumbar disc prolapsed are two well known risk factors for long term
sickness absence or sickness absence of several weeks. Depression is the fourth leading
cause of disability worldwide and has been found to be associated with increased risk of
long term sickness absence, with some studies showing increased risk even at sub-clinical
levels. Lower back pain, has been found to be independent risk factors for disability, and
there is also evidence suggesting that widespread pain or the number of pain sites are
associated with increased risk factors for worsening the associated condition such as
depression. The understanding of how depression and pain may lead to disability is
complicated by the tendency of pain and depression to cluster within the same individuals.
Several clinical factors can worsen the condition. Lack of knowledge of PLID among the
patients is also a cause for disability and also triggering the condition worsening. Directly
lack of comparable studies in this field also have an impact for devastating the condition.
Most of the patients take medicine before they get physiotherapy. Some of them undergo
in surgical procedure and they at last they come to physiotherapist when all the chances of
prognosis are almost at end. The long improvement duration are the main causes of
depression among patients. When the level of herniation progress lead to extrusion and
sequestration level then sexual dysfunction happen in PLID having population. These
factor also worsening the depression level. PLID generally happening in working
population. If a main earning member of a family suddenly losses his earning way thus
effects on his family life. As well as social and cognitive functioning. These factor create
stressful situation on individual psychology, and the result is pernicious. Insufficient

knowledge on this disorders among the patients worsening the condition.
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6.2 Recommendation

Depression is an inevitable consequence after having PLID and has negative influence on
daily, physical, cognitive functioning among people having Prolapsed lumbar
intervertebral disc (PLID). So, the necessity is to give more attention to this psychological
aspect which is linked to PLID. There are so many studies based on PLID but there are few
amount of studies related to the concept of this patient's psychology such as depression. If
other authors want to do further related study, they are recommended to do their study in

whole country perspective with increased sample size.
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APPENDIX

Table: Oswestry low back pain disability index score of the participants

n N
Pain intensity Lifting
The pain is very | can lift heavy
mild at the moment 14 weights without 1
extra pain
The pain is I can lift heavy
moderate at the 19 weights but it gives 14
moment extra pain
The pain is fairly Pain prevents me
severe at the from lifting heavy
moment 29 weights off the 28
floor, but I can
manage if they are
conveniently placed
The pain is very Pain prevents me
severe at the from lifting heavy
moment 31 weights, but | can 38
manage light to
medium weights
The pain is the I can lift very light
worst imaginable at 7 weights 14
the moment
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Personal care

Walking

| can look after
myself normally

Pain does not
prevent me walking

without causing 1 any distance 2
extra pain
| can look after Pain prevents me
myself normally 13 from walking more 12
but it causes extra than 1 mile
pain
It is painful to look Pain prevents me
after myself and | 27 from walking more 29
am slow and careful than 1/2 mile
I need some help Pain prevents me
but manage most of 26 from walking more 19
my personal care than 100 yards
| need help every | can only walk
day in most aspects 24 using a stick or 30
of self-care crutches
Sitting Standing
| can only sit in my | can stand as long
favorite chair as 18 as | want but it 15
long as | like gives me extra pain
Pain prevents me Pain prevents me
sitting more than 24 from standing for 31
one hour more than 1 hour
Pain prevents me Pain prevents me
from sitting more 21 from standing for 17
than 30 minutes more than 30
minutes
Pain prevents me Pain prevents me
from sitting more 29 from standing for o5
than 10 minutes more than 10
minutes
Pain prevents me 3 Pain prevents me 12
from sitting at all from standing at all
Sleeping Sex life
My sleep is never My sex life is
disturbed by pain 3 normal and causes 1
no extra pain
My sleep is My sex life is
occasionally 17 normal but causes 11
disturbed by pain some extra pain




Because of pain | My sex life is
have less than 6 25 nearly normal but is 23
hours sleep very painful
Because of pain | My sex life is
have less than 4 25 severely restricted 16
hours sleep by pain
Because of pain | My sex life is
have less than 2 21 nearly absent 33
hours sleep because of pain
Social Life Travelling
My social life is | can travel
normal but anywhere but it
: 10 . : 15
increases the degree gives me extra pain
of pain
Pain has no Pain is bad but I
significant effect on manage journeys
my social life apart 29 over two hours 31
from limiting my
more energetic
interests eg, sport
Pain has restricted Pain restricts me to
my social life and | journeys of less
28 22
do not go out as than one hour
often
Pain has restricted Pain restricts me to
my social life to my short necessary
24 : 22
home journeys under 30
minutes
I have no social life Pain prevents me
because of pain 9 from travelling 10

except to receive
treatment
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Table: Beck depression inventory index score of the participants

n
Sadness Past failure
I do not feel sad I do not feel like a
1 . 8
failure
| feel sad | feel I have failed
32 more than the 31
average person
| am sad all the As | look back on
time and | can't my life, all I can
. 53 . 46
snap out of it see is a lot of
failures
I am so sad and | feel lam a
unhappy that I can't 14 complete failure as 15
stand it a person
Pessimism Loss of pleasure
I am not | get as much
particularly 1 satisfaction out of 3
discouraged about things as I used to
the future
| feel discouraged 38 | don't enjoy things 34
about the future the way | used to
| feel | have | don't get real
nothing to look 45 satisfaction out of 45
forward to anything anymore
| feel the future is | am dissatisfied or
hopeless and that 16 bored with 18
things cannot everything
improve
Guilty feeling Punishment feeling
| don't feel 5 | don't feel | am 5
particularly guilty being punished
| feel guilty a good 37 | feel I may be 43
part of the time punished
| feel quite guilty 45 | expect to be 40

most of the time

punished




| feel guilty all of

| feel I am being

the time 12 punished 12
Self-dislike Self-criticalness
| don't feel | don't feel I am any
disappointed in 4 worse than anybody 6
myself else
| am disappointed | am critical of
in myself 40 myself for my 34
weaknesses or
mistakes
| am disgusted with I blame myself all
myself 45 the time for my 48
faults
| hate myself I blame myself for
11 everything bad that 12
happens
Crying Agitation
| don't cry any more I am no more
than usual 10 irritated by things 1
than | ever was
| cry more now | am slightly more
than I used to 43 irritated now than 26
usual
| cry all the time I am quite annoyed
now 33 or irritated a good 57
deal of the time
| used to be able to | feel irritated all
cry, but now I can't 14 the time 16
cry even though |
want to
Loss of interest Worthlessness
I have not lost | don't feel that |
interest in other 3 look any worse than 4
people | used to
I am less interested I am worried that |
in other people than 31 am looking old or 40

| used to be

unattractive
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I have lost most of
my interest in other
people 50

| feel there are
permanent changes
in my appearance 44
that make me look
unattractive

| have lost all of my
interest in other 16
people

| believe that | look
ugly 12

Indecisiveness

Loss of energy

I make decisions

| can work about as

about as well as | 2 well as before 3
ever could
| put off making It takes an extra
decisions more than 27 effort to get started 40
| used to at doing something

| have greater
difficulty in making

| have to push
myself very hard to

decisions more than 58 do anything 49
| used to
| can't make | can't do any work
decisions at all 13 at all 8
anymore
Changes in sleeping pattern Irritability
I can sleep as well | don't get more
3 , 5
as usual tired than usual
| don't sleep as well 38 | get tired more 33
as | used to easily than | used to
| wake up 1-2 hours | get tired from
earlier than usual 47 doing almost 49
and find it hard to anything
get back to sleep
| wake up several I am too tired to do
hours earlier than | anything
12 13
used to and cannot
get back to sleep
Changes in Appetite Concentration difficulty
My appetite is no I haven't lost much
worse than usual 1 weight, if any, 3
lately
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My appetite is not

| have lost more

as good as it used to 40 than five pounds 31
be

My appetite is I have lost more
43 59

much worse now than ten pounds

I have no appetite I have lost more

at all anymore than fifteen pounds

16 7

Tiredness or fatigue

Loss of interest in sex

| am no more | have not noticed
worried about my 5 any recent change 1
health than usual in my interest in
sex
| am worried about | am less interested
physical problems in sex than | used to
like aches, pains, 32 be 24
upset stomach, or
constipation
| am very worried I have almost no
about physical interest in sex
problems and it's 50 51
hard to think of
much else
I am so worried | have lost interest
about my physical in sex completely
problems that | 16 17
cannot think of
anything else
Suicidal thought or wishes
| don't have any I would like to kill
thoughts of killing 76 myself 7
myself
I have thoughts of I would kill myself
killing myself, but | 14 if I had the chance 3

would not carry
them out
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Informed Consent
(Please read out to the participant)
Assalamualaikum,

My name is Rubayet Shafin. | am conducting this research study which is the part of B.Sc. in
Physiotherapy program and my research title is “Level of Depression among people having
Prolapsed Lumbar Intervertebral Disc (PLID)” under Bangladesh Health Professions
Institute (BHPI), University of Dhaka. | would like to know about some personal and other
related information regarding depression among people who having Prolapse lumbar
intervertebral disc. You have to answer some questions which are mention in the attached

form. This will take approximately 20-30 minutes.

I would like to inform you that this is a purely professional study and will not be used for any
other purpose. So your participation in the research will have no impact on your present or
future treatment. All information provided by you will be treated as confidential and in the
event of any report or publication it will be ensured that the source of information remains

anonymous.

Your participation in this study is voluntary and you may withdraw yourself at any time during
this study without any negative consequences. You also have the right not to answer a

particular question that you don’t like or do not want to answer during interview.

If you have any query about the study or your right as a participant, you may contact with
researcher Rubayet Shafin or my supervisor Prof. Md. Obaidul Haque, Head of the department
of Physiotherapy & Vice- Principal of BHPI, CRP, Savar, Dhaka-1343.

Do you have any questions before I start?

So may | have your consent to proceed with the interview?

Yes No

Signature of the Participant’s............cccevveeveerieeieeeenee e, Date..................
Signature of the Witness’s........ooviiiiiiiiiiiiii e Date..................
Signature of the Data collector’s.............cooeviiiiiiiiiiiiiiiee i Date.................
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Questionnaire

(English)

Part-1: Socio-demographic Information

Questi Answer
on
1. Participant’s Name
2. Age
3. Address
4. Mobile Number
5. Marital Status 1= Married
2= Unmarried
6. Educational Qualifications 1= llliterate
2= Primary

3= Secondary
4= Higher secondary
5= Graduation

6= Post graduation

7. Occupation

1=Farmers
2=Garments workers
3= Driver

4= Day Labourer

5= Service Holder
6= Businessman

5= Retaired
5=Student

6= Others

8. Monthly Income

1= Below 5000 BDT
2=5000-15000 BDT
3= 15000- 25000 BDT

4=25000- 35000 BDT

5=35000- 45000 BDT

6= More than 45000 BDT
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Part-11: Objective Information

Questions

Answers

[

. How long you suffer from PLID?

1=Less than 1 year
2=1 year to 2 years
3= 3 years to 4 years
4= 4 years to 5 years

5= More than 5 years

2. Where from you confirmed your | 1= Physician
diagnosis PLID first? 2= Physiotherapist
3. Do you have any traumatic history? 1=Yes
2=No
4. Do you have clear perception about 1=Yes
PLID? 2= No

. Which kinds of treatments you have

1= Traditional medicine

received before Physiotherapy | 2= Homeopathy
Management? 3= Unani medicine
4= Medicine
5= Surgery
6. Does your pain radiate? 1=Yes
2= No

. Occupational Postures

1= Long time sitting
2= Long time
standing 3= Long
time walking

4= Long time slouch posture
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Part-111: Oswestry Low Back Pain Disability Questionnaire

This questionnaire has been designed to give us information as to how your back or

leg pain is affecting your ability to manage in everyday life. Please answer by checking

ONE box in each section for the statement which best applies to you. We realise you

may consider that two or more statements in any one section apply but please just

shade out the spot that indicates the statement which most clearly describes your

problem.

Ques
tions

Answers

Section 1 — Pain
intensity

| have no pain at the moment

The pain is very mild at the moment

The pain is moderate at the moment

The pain is fairly severe at the moment

The pain is very severe at the moment

The pain is the worst imaginable at the moment

B IWIN| —|O

Section 2 — Personal care (washing, dressin

g etc)

| can look after myself normally without causing extra pain

| can look after myself normally but it causes extra pain

It is painful to look after myself and | am slow and careful

| need some help but manage most of my personal care

| need help every day in most aspects of self-care

| do not get dressed, | wash with difficulty and stay in bed

OB IWIN L O

Section 3 — Lifting

I can lift heavy weights without extra pain

o

| can lift heavy weights but it gives extra pain

[

Pain prevents me from lifting heavy weights off the floor, but I can

manage if they are conveniently placed eg. on a table

Pain prevents me from lifting heavy weights, but I can manage light
to

medium weights if they are conveniently positioned

| can lift very light weights

| cannot lift or carry anything at all

Section 4 — Walking

Pain does not prevent me walking any distance

Pain prevents me from walking more than 1 mile

Pain prevents me from walking more than 1/2 mile

Pain prevents me from walking more than 100 yards

WIN|FL| O
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I can only walk using a stick or crutches

I am in bed most of the time

(6]

Section 5 — Sitting

| can sit in any chair as long as | like

| can only sit in my favorite chair as long as | like

Pain prevents me sitting more than one hour

Pain prevents me from sitting more than 30 minutes

Pain prevents me from sitting more than 10 minutes

Pain prevents me from sitting at all

QB IWINFL O

Section 6 — Standing

| can stand as long as | want without extra pain

| can stand as long as | want but it gives me extra pain

Pain prevents me from standing for more than 1 hour

Pain prevents me from standing for more than 30 minutes

Pain prevents me from standing for more than 10 minutes

Pain prevents me from standing at all

R WN|FR|O

Section 7 — Sleeping

My sleep is never disturbed by pain

My sleep is occasionally disturbed by pain

Because of pain | have less than 6 hours sleep

Because of pain | have less than 4 hours sleep

Because of pain | have less than 2 hours sleep

Pain prevents me from sleeping at all

OB IWIN|FL O

Section 8 — Sex life (if applicable)

My sex life is normal and causes no extra pain

My sex life is normal but causes some extra pain

My sex life is nearly normal but is very painful

My sex life is severely restricted by pain

My sex life is nearly absent because of pain

Pain prevents any sex life at all

QB IWINFL O

Section 9 — Social
life

My social life is normal and gives me no extra pain

My social life is normal but increases the degree of pain

-

Pain has no significant effect on my social life apart from limiting
my

more energetic interests eg, sport

Pain has restricted my social life and | do not go out as often

w

Pain has restricted my social life to my home

| have no social life because of pain

(SaNE~

Section 10 —
Travelling

| can travel anywhere without pain

| can travel anywhere but it gives me extra pain

-

Pain is bad but | manage journeys over two hours
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Pain restricts me to journeys of less than one hour 3
Pain restricts me to short necessary journeys under 30 minutes 4
Pain prevents me from travelling except to receive treatment 5

Total
Score

Interpretation of Scores

0% to 20%: minimal disability:

21%-40%: moderate disability:

41%-60%: severe disability:

61%-80%: crippled:

81%-100%:
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Part-1V: Beck’s Depression Inventory
This questionnaire consists of 21 groups of statements. Please read each group of
statements carefully. And then pick out the one statement in each group that best
describes the way you have been feeling during the past two weeks, including today.
Circle the number beside the statement you have picked. If several statements in the
group seem to apply equally well, circle the highest number for that group. Be sure
that you do not choose more than one statement for any group

1. Sadness

| do not feel sad

| feel sad

| am sad all the time and | can't snap out of it

wl N k| O

| am so sad and unhappy that I can't stand it

2. Pessimism

| am not particularly discouraged about the future

| feel discouraged about the future

| feel I have nothing to look forward to

Wl N | O

| feel the future is hopeless and that things cannot improve

3. Past Failure

| do not feel like a failure

| feel | have failed more than the average person

As | look back on my life, all I can see is a lot of failures

wl N k| O

| feel 1 am a complete failure as a person

4. Loss of Pleasure

| get as much satisfaction out of things as | used to

| don't enjoy things the way | used to

| don't get real satisfaction out of anything anymore

w| N | O

| am dissatisfied or bored with everything

5. Guilty Feelings

0 | don't feel particularly guilty

1 | feel guilty a good part of the time
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| feel quite guilty most of the time

w

| feel guilty all of the time

6. Punishment Feelings

| don't feel 1 am being punished

| feel I may be punished

| expect to be punished

wl N | O

| feel 1 am being punished

7. Self-Dislike

| don't feel disappointed in myself

| am disappointed in myself

| am disgusted with myself

w|l N | O

| hate myself

8. Self-Criticalness

| don't feel | am any worse than anybody else

| am critical of myself for my weaknesses or mistakes

| blame myself all the time for my faults

w|l N | O

| blame myself for everything bad that happens

9. Suicidal Thoughts or Wishes

| don't have any thoughts of killing myself

| have thoughts of killing myself, but | would not carry them out

I would like to kill myself

w|l N k| O

| would Kkill myself if | had the chance

10. Crying

| don't cry any more than usual

| cry more now than | used to

| cry all the time now

w|l N | O

| used to be able to cry, but now I can't cry even though | want to

11. Agitation

o

| am no more irritated by things than | ever was

| am slightly more irritated now than usual
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2 | am quite annoyed or irritated a good deal of the time
3 | feel irritated all the time

12.  Loss of Interest
0 | have not lost interest in other people
1 | am less interested in other people than I used to be
2 | have lost most of my interest in other people
3 | have lost all of my interest in other people

13.  Indecisiveness
0 | make decisions about as well as | ever could
1 | put off making decisions more than | used to
2 | have greater difficulty in making decisions more than | used to
3 | can't make decisions at all anymore

14.  Worthlessness
0 | don't feel that | look any worse than | used to
1 | am worried that | am looking old or unattractive
2 | feel the_re are permanent changes in my appearance that make me look

unattractive

3 | believe that | look ugly

15.  Loss of Energy
0 | can work about as well as before
1 It takes an extra effort to get started at doing something
2 | have to push myself very hard to do anything
3 | can't do any work at all

16. Changes in Sleeping Pattern
0 | can sleep as well as usual
1 | don't sleep as well as | used to
2 | wake up 1-2 hours earlier than usual and find it hard to get back to sleep
3 | wake up several hours earlier than I used to and cannot get back to sleep.
17.  Irritability

0 | don't get more tired than usual
1 | get tired more easily than | used to
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2 | get tired from doing almost anything
3 | am too tired to do anything
18. Changes in Appetite
0 My appetite is no worse than usual
1 My appetite is not as good as it used to be
2 My appetite is much worse now
3 | have no appetite at all anymore
19. Concentration Difficulty
0 I haven't lost much weight, if any, lately
1 | have lost more than five pounds
2 | have lost more than ten pounds
3 I have lost more than fifteen pounds
20. Tiredness or Fatigue

0 I am no more worried about my health than usual
1 I am worried about physical problems like aches, pains, upset stomach, or

constipation
2 | am very worried about physical problems and it's hard to think of much

Else
3 I am so worried about my physical problems that I cannot think of anything

Else

21. Loss of Interest in Sex

0 | have not noticed any recent change in my interest in sex
1 | am less interested in sex than | used to be
2 | have almost no interest in sex
3 | have lost interest in sex completely

Total Score
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INTERPRETING THE BECK DEPRESSION INVENTORY

Now that you have completed the questionnaire, add up the score for each of the
twenty-one questions by counting the number to the right of each question you
marked. The highest possible total for the whole test would be sixty-three. This would
mean you circled number three on all twenty-one questions. Since the lowest possible
score for each question is zero, the lowest possible score for the test would be zero.
This would mean you circles zero on each question. You can evaluate your depression

according to the Table below.

Total Score Levels of Depression
Coding

1-10 These ups and downs are 1
considered normal

11-16 Mild mood disturbance 2
17-20 Borderline clinical depression 3
21-30 Moderate depression 4
31-40 Severe depression 5
Over 40 Extreme depression 6
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Permission L etter

Permission letier
16.06.2019
The Head of Department
Department of Physiotherapy
Centre for the Rehabilitation of the Paralysed (CRP).
Chapain, Savar, Dhaka-1343,
Through: Head of the Department, Department of Physiotherapy, BHPL

Subject:Seeking permission Tor data collection of 4 vear physiotherapy research projeet.
RespectedSir,

With due respect and humble submission to state that T am Rubavet Shaifin, student of 4"
Professional B.Sc¢ in Physiotherapy at Bangladesh Health Professions Institute (BHPI). he
ethical committee has approved my research project entitled on “Level of depression among
people having Pralapsed Lumbar Intervertebral Disc (PLID)Y” under thesupervision of Prof,
Md. Obaidult{aque, Head of the Department, Department of Physiotherapy & Vice-Principal,

- BHPIL, CRP, Savar. Conducting this research project is partial fulfilhnent of the requirement for
the degree of B Sc in physiotherapy. [ want to collect dara for my research project from the
patients of Musculoskeletal unit. departinent of Physiotherapy, CRP-Savar and CRP-Mirpur. So,
I need permission for data collections from theMusculoskeletal unit of Physiotherapy department
of CRP-Savar and CRP-Mirpur. [ would like to assure that anvthing of my study will not be
harm{ul for the participants.

May I, therefore pray and hope that you would be kind enough 1 grant my application & give

me permission for data collection and oblige thereby.

Yours obediently,

?ubaac t 5F\qﬁ\n J}L)

Rubayet Shafin 7 («“\

N -
4" professional B.Sc m Physiotherapy A‘&-’

Roll: 08. Session: 2014-15 A\ o
W v 2

Bangladesh Health Protessions Institute (BHPI) O S ®

0’0‘\&‘ \@h"
(An academic Institute of CRP) 5 W P -

& o iy
" ¢ g - 3 el
CRP, Chapain, Savar, Dhaka-1343, ‘@% »
pppoed
RO
me&g!@wa Hessain

; P& H230
ciate Brofassots
QU S e

73



IRB Permission Letter

QA (T QTP AP0 es ([Fa3pMHre2)

BANGLADESH HEALTH PROFESSIONS INSTITULE (BHPI)
(The Academic Institute of CRTY)
CRP-Chapain, Savar, Dhaka-1343. Tel: 02-7743464-5, 7741404

Rel: CRP-BHPLIIRB/09/19/1346 Date: 187092019

To

Rubayct Shalin

R.8¢. in Physiothorapy

Session: 2014-13, Student 1D: 1 12140240
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

Subject: Approval ol the thesis proposal ““Level of depression among peaple having Prolapsed
Lumber Intervertehral dise (PLID)™ by ethics commiltee.

Dear Rubayet Shalin,

Congratulations.

The Instinational Review Board (IRB) of BHPI has reviewed and discussad vour application to
conduct the above mentioned dissertation. with yoursell, as the Principal investigator. The
Follewing documents have been reviewed and approved:

Sr.No. Name of the Documents

1 Dissertation Proposal
2 Questionnaire (Lnglish version& Bangla version)
3 Information sheet & consent form.

The study involves use of 2 questionnaire w explore Level of depression among people having
Prolapsed Tumber Intervertebral dise (PLIDJ™ that may take 15 to 20 minules (o answer the
questionnaire and there is no likelihood of any hann to the participants. The members of the Fthics
committec have approved the study to be conducted in the presented form at the meeting held at
10.00AM on 11™ August, 2018 at BHPL

The institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring in the course of the study, any revision in fhe protocoi and patient inlormation or
informed consent and ask o be provided a copy of the final report. This Ethics committee is
working accordance to Nuremberg Code 1947, World Medical Association Declaration ol Helsinki,
1964 - 2013 and other applicable regulation,

Best regards,

Lledfamaen_ /
Muhammad Millat Hossain
Assistant Professor, Dept. of Rehabilitation Seicnee
Member Secretary, Instituticnal Review Board (IRB)
BHPI. CRP, Savar, Dhaka-1343, Bangladesh
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