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Abstract

Objective: The study was conducted to determine the levelshef symptoms of depression and anxiety in
individuals with traumatic and non-traumatic spinatd damage.

Method: A descriptive design was adoptethe study sample was comprised 40 individuals wiglumatic and
non-traumatic spinal-cord damage (N=40). The datamewcollected using questionnaire form, Beck Degoss
Inventory and Beck Anxiety Inventory.

Results: The Beck Depression Inventory scores of traumetit non-traumatic individuals were determined as a
respectively 13.404+8.49 and 13.95+10.44; Beck Afyximventory scores were determined as a respégtive
17.20+£10.43 and 14.5548.16. No significant differemvas found between the Beck Depression InvematodyBeck
Anxiety Inventory scoresA weak, positive relationship was found between Beek Depression Inventory and
Beck Anxiety Inventory scores of traumatic and mi@umatic individuals (r=0.470).

Conclusion: This study reported the presence of the symptoiiigltt and moderate depression and anxiety in
individuals with both traumatic and non-traumatingl cord damage and that there was no differéeteeen the
two groups in terms of the symptoms of depressimhamxiety.

Key words: traumatic spinal cord injury, non-traumatic spioafd injury, depression, anxiety.

Introduction (Aslantas & Ozkara, 2010). Spinal cord damage

A Word reallh Organizatin (WHO) reporteL Ve fof e reasons e dsease o
(2013) stated that traumatic spinal cord injur 010) cause permanent physical limitations as \;vell
(TSCI) or non-traumatic spinal cord injury P phy

(NTSCI) is seen in between 250,000 and 500’0@“ serious psychological problems (Eisenberg &

people each year (World Health Organizatio tz, 1991; Guzel et al., 2006; Pickelsimer,

2019, The epiemidogial cata regardng spng O™ & Wison, Z0L0, S et ol 00,
cord injuries varies according to each countr P P ’

because of differences such as the differences IﬁUents family, and society because of its forim o

research methods, the socioeconomic level of therergence and because it requires subsequent

studied society, and its sociocultural structur@ehab'“tat'on and care. Individuals can be forted
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continue living with permanent disabilities, andpinal-cord injuries and 41 healthy patients in
this situation can become a significant issue thegrms of anxiety and depression scores reported
must be dealt with (Eisenberg & Saltz, 1991). that of the group with spinal-cord injuries, 25%
had anxiety and 25% had depression, and this rate

. . 5% and 3%, respectively, for the healthy
experience acute physical problems, and the m s X . ;
sigFr)ﬂficant prc?blgms P are bedsoresdOUP- Shahid, Jabeen & Aslam, (2012) in their

atelectasis/pneumonitis, deep veir’?‘tUdy identified symptoms of anxiety in 40 (25

thrombosis/pulmonary  embolism, autonomouléght and 15 moderate and severe) and depression

dysreflexia, orthostatic hypotension, depressiohr,] 28 (23 light and 5 moderate and severe) of 50

and bladder/intestinal probleméFehlings & patients with traumatic and non-traumatic spinal

Baptiste, 2005). In later stages, the individual’gord injuries. Williams and Murray (2015) in their

exposure to spinal-cord damage and the probler%té’dy found the prevalence of depression after

that this brings seriously affect the individuaddan spinal-cord _damage to be hlg_her than the
his or her relatives psychologically and sociall revalence in the gecr;err]al populaotlon. _Tg_e.c\jNHIO
(Senel & Kaya, 2010). It has been determined thaefIoort (2913) reported that ZO'SOA’ of indivi uals
the expectations of individuals along with theilw'th spinal-cord dlnjur|e§ d'Spl‘”’I‘ged selrlr(])us
social and work adaptation decrease as a resultafnpt‘.)ms. of epression (Wor Healt
paralysis, which frequently develops after spinal- fganization, 2013).

cord damage, and with the emergence of medidaemirel, Yilmaz & Hacihaliloglu, (1999) in their
problems such as pressure ulcers, sensatimsearch detected anxiety in 52% and depression in
disorder, anuria, incontinence, and loss of sexudl% of patients with spinal-cord injuries. A study
functions (Somasundaram et al., 1992). Strugglésat compared the demographic, clinical, and
regarding coping with the permanent outcomes @finctional characteristics of patients with NTSCI
physical and psychological trauma facilitate thand those with TSCI determined that, of 50
development of depression. Individuals wittpatients, 37 were admitted to the hospital with
spinal-cord damage for reasons such as these ateaamatic and 13 were admitted to the hospital with
group at serious risk for psychiatric disordersyon-traumatic spinal-cord injuries, and depression
primarily mood and anxiety disorddidancock et was identified in 23.1% of the NTSCI patient
al., 1993; Kennedy & Rogers, 2000). Variougroup and in 54.1% of the TSCI patient group
studies have reported the existence of symptoms(&fildiz et al., 2009).

depression and anxiety at serious levels e was reported that the prevalence of depression i

individuals with spinal cord injuries (Demirel, o
) - ) : TSCI and NTSCI individuals was related to
Yilmaz & Hacihaliloglu, 1999; Fuhrer, Rintala & condary complications. The rates of suicide in

Hart, 1993; Hancock et al., 1993; Shahid, Jabeen:

o R individuals with spinal-cord injuries is 2-6 times
Q‘ISIanbg)OlZ' Williams & Murray, 2015; Yildiz et the normal rate, and suicide is the most frequent

cause of death in individuals under the age of 55
According to the WHO report (2013), individuals(On, 2010). The study in which McCullumsmith et
and their families enter a process in which thegl. (2015) researched suicidal thoughts in
experience emotions such as denial, anger, sorrangividuals with spinal-cord injuries reported that
fear, and disappointment after spinal-cord injuriesf the 2533 people who participated in the study,
(World Health Organization, 2013). The mos823 had suicidal thoughts and 179 attempted
frequently seen psychological disorders in spinasuicide in the previous two weellswas reported
cord injuries are thus depression and anxietys It that 47% of suicidal acts are related to spinattcor
asserted that anxiety and depression amguries and occur after injury. It was also found
unavoidable in the adjustment period followinghat suicidal thoughts are related to the present
spinal-cord injuries, and it is reported thatevel of depression, societal norms and spirityalit
clinically significant degrees of depression arerse of the individual, inadequate education, young age,
in 20-45% of patients after spinal-cord injuriesistory of depression, history of bipolar disorder,
(Fuhrer, Rintala & Hart, 1993). The study in whickand history of schizophrenia.

Hancock et al. (1993) compared 41 patients with

Patients with spinal cord injuries mostly
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Both traumatic and non-traumatic spinal corthe dates upon which the research was conducted
damage lead to crisis in patients. The crisis stat(N=40). The sampling number was calculated with
that emerges in those with traumatic injuriethe confidence analysis using the G*Power
develops in a sudden and unexpected manr(@B.1.7) program. In the double comparisons to be
(Bayraktar, 2012), and the degree of damage caonducted according to the Beck Depression
be severe. Even if a situation emerges in dnventory and Beck Anxiety Inventory, it was
unexpected manner in non-traumatic damage, tbalculated that there must be 17 people from each
period that passes for examinations and treatmegrbup, for a total of 34, to acquire 80% confidence
is longer. However high the level of injury is lmet at a level of 0=0.05, taking influence size as
spinal cord is generally how bad the damage will=1.000, predicting that a difference of 5 points
be. In situations of both traumatic and nonwill express clinical significance. The research
traumatic injury, various psychological reactionslata were collected with a total of 40 patients.The
occur based on the level and size, and mechanisniteria for inclusion were determined as age
occurrence of the damage. Some studies conductestween 18 and 65, no mental retardation, no
have demonstrated the height of the psychiatrevious treatment due to any mental disorder, no
symptoms of individuals with spinal-cord damagg@roblems hearing, understanding, or seeing,
(Demirel, Yilmaz & Hacihaliloglu, 1999; Hancock agreeing to participate in the research.

et al.,, 1993; Shahid, Jabeen & Aslam, 201%\;/Ieasurements

Williams & Murray, 2015; Yildiz et al., 2009), but

the number of studies conducted regarding th@@uestionnaire Form: The researcher used a
issue is limited. The present study will constitutsurvey form developed by conducting a literature
evidence regarding the levels of the symptoms ofview and obtaining the views of experts. This
depression and anxiety in individuals withform is a survey comprising 19 questions that
traumatic and non-traumatic spinal-cord damage.include information such as individual
characteristics, including age, gender, marital

Aim of research: This research was conducted t.Qstatus, occupation, and economic status, patient

determine the levels of the symptoms of depress'%?agnosis number of times admitted to the clinic

and anxiety in individuals with traumatic and NONGxistence of chronic illness, and whether thera is
traumatic spinal-cord damage.

history of trauma.

Research questions The Beck Depression Inventory (BDI): The

. . . Inventory was developed by Beck et al. (1961) and
What IS the Ie_vel_ Qf symptoms of deprgssm_n ar\aeasures the risk of depression and the levels and

anxiety in the individuals with traumatic Spmal'changes in severity of the symptoms of depression

cord damage?

What is the level of fd , in individuals. It is a 21-item, 4-point Likert tgp
o &l |§t eh evgo(ln_ _Saymlptom_sr(]) epression anGy ¢ eyaluation scale. The Inventory  asks
an_X|ety inthe individuals with - non-traumaticiy, 4jiquals to respond by evaluating their statuses
spinal-cord damage?

X . in the previous week, including today. The
* |Is there a difference in terms of the levels of thﬁ'\ventory scores the items between 0 and 3. and

symptoms of depression and anxiety in individualg,e total score is acquired through the sum of the
with traumatic and non-traumatic = spinal-CorGem scores. The lowest score and the highest score
damage? that can be earned from the scale are 0 and 63
Methods points, respectively. The height of the total score

Th d d di d . ir’hdicates the severity of depression. In the scale,
e study was conducted in a descriptive researg points is classified as minimal symptoms of

tyge a_nd the q study datha were CIOHeCted at Eiﬂapression, 10-16 is classified as light depression
Education and Research Hospital Neurosurgeny; > s classified as moderate depression, and 30-

Cflir;ic il;] tdhe Bu(rjsall] Turkey. The cI_inicI has a tot 3 is classified as severe symptoms of depression
of 24 beds, and the rooms are single-person.Thga oy ot 1., 1961). Hisli (1989) reported the

population of the study comprised individuals withgjiapijity coefficient to be 0.80 in a Turkish
traumatic and non-traumatic spinal-cord damage?daptation studyHisli, 1989). The present study

who were admitted to the neurosurgery clinic Ofetermined the Cronbach’s alpha value to be 0.87.

www.internationaljournalofcaringsciences.org



International Journal of Caring Sciences May — August 2020 Voluifid Issue 3| Page2212

Beck Anxiety Inventory (BAI): Beck et al. (1988) characteristics of participations. The Student’s t
developed the inventory to determine the¢est was used in the comparison of the two groups
frequency of the level of symptoms of anxiety thdbor the variables that displayed normal distribatio
individuals experience. The Inventory is a Likertand the Fisher Freeman Halton test, Fisher's exact
type, self-evaluation scale comprising 21 items théest, and Yates' continuity correction test (Chi-
score between 0 and 3 points. The height of tlsguare) were used in the comparison of the two
total score demonstrates the height of the anxiegyoups for the variables that did not display ndrma
that the person experiences. The score rangdistribution in the comparison. The Spearman
between 0 and 63. The assessment of the scaledsrelation analysis was used to determine the
the manner of 0-7 points indicates no symptoms oflationship between the inventories and variables.
anxiety, 8-15 points indicates light anxiety, 16'2?%esu|ts

indicates moderate anxiety, and 26-63 indicates

severe symptoms of anxiety (Beck et al. 1988).he individual characteristics of the traumatic and
Ulusoy, Sahin & Erkman (1998) conducted anon-traumatic individuals were showed in Table 1.
validity and reliability study in our country. TheThe illness characteristics of the traumatic and
present study determined the Cronbach’s alptm@n-traumatic individuals were showed in Table 2.
value to be 0.80. The BDI and BAI scores for traumatic and non-
Research Process: The researcher included in thetraumatic individuals were showed in Table 3. The
study the patients who met the research criteria byean BDI scores were determined as 13.40+8.49
visiting the clinic throughout the period in which(2-29) for the TSCI individuals, as 13.95+10.44 (3-
the research was conducted. The research wky for the NTSCI individuals, and as 13.68+9.39
conducted in the patients’ rooms when the patie(®-45) for the entire group. The mean BAI scores
was available to be interviewed. It took about 30nere determined as 17.20+10.43 (4-42) for the
45 minutes to complete the Inventory. Thd@SCI individuals, as 14.55+8.16 (4-33) for the
interviews were conducted in the first week thalTSCI individuals, and as 15.88+9.34 (4-42) for
the patients were admitted to the hospital. the entire group. No significant difference was
Ethical Considerations: This study was approved found between the BDI and BAI scores of
by the Uludag University Education and Researdaumatic and non-traumatic individuals (p>0.05)
Hospital Clinical Research Ethical Board(Table 3).

(16.7.2014 ve B'30'2'UI‘U'0'20'70'02'The BDI and BAI symptom levels for traumatic

050'99./275)' Part|C|p_at|_ons were mforme_ nd non-traumatic individuals were showed in
according to the Helsinki Declaration, and the”i’able 4. No significant difference was found
written and verbal consent was obtained. Tt‘g '

S g . etween the BDI and BAI symptom levels for
individuals who participated in the research Werg. imatic and non-traumatic individuals (p>0.05).
assured that their information would not b

) eak, positive relationship was found between
disclosed to anyone other than the researcher qﬂé’v P b

were bound to the principle of confidentiality BDI and BAI scores of traumatic and non-

g : traumatic individuals (total group) (r=0.47;
Date} Analyss. The NCSS (Number Cruncher <0.01). No relationship was determined between
Statistical System) 2007 (Kaysville, Utah, USA he BDI and BAI scores of traumatic individuals
program was used for the statistical analyses. T

q ot tatistical thod tand 0.05). A moderate, positive relationship was
escriptive statistical methods (mean, standaiphiermined between the BDI and the BAI scores of
deviation, median, frequency, rate, minimu

maximum) were used to describe the demograpn?ngé)n'traumat'c individuals (r=0.51; p<0.05) (Table
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Table-1: Individual characteristics (N=40)

Traumatic  Non- Total p
(n=20) traumatic
(n=20)
Age Min-Max  20-69 18-67 18-68 10834
p>0.05
MeantSD 42..70+13,46 43.70+1645 43.20+14.84
n (%) n (%) n (%)
Gendet Female 6 (3C.0) 8 (4C.0) 14 (3t.0) ®0.74C
p>0.05
Male 14 (7€.0) 12 (6(.0) 26 (6£.0)
Marital Status Married 17 (8t.0) 14 (7C.0) 31 (7.5) 0.697
p>0.05
Single 3 (1:.0) 6 (3C.0) 9 (225)
Education Non-literate 1 (£.0) 0 (C.0) 1(2.5) 0.134
p>0.05
Literate 1(5.0) 3 (1:.0) 4 (1C.0)
Primary 12 (6€.0) 6 (3C.0) 18 (4:.0)
education
High schoo 5 (2t.0) 6 (3C.0) 11 (2.5)
University 1(5.0) 5 (2£.0) 6 (1£.0)
aStudent-t Test Pyates Continuity Correction Test °Fisher Freeman Halton Test

Table -2: lliness characteristics (N=40)

Traumatic  Non- Total p
(n=20) Traumatic
(n=20)
n (%) n (%) n (%)
Neurological  Paraplegia 2 (10.0) 2 (10.0) 4 (10.0) 0.392
status 0>0.05
Paraparesia 0 (0.0) 4 (20.0) 4 (10.0)
Monoplegia 1(5.0) 1(5.0) 2 (5.0
Monoparesis 1(5.0) 2 (10.0) 3 (7.5)
Hemiplegia 2 (10.0) 1 (5.0 3 (7.5)

www.internationaljournalofcaringsciences.org
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If the cause of
the trauma

If non-
traumatic
cause

Time Between
Diagnosis and
Admission

Non-
traumatic
operation
history

No Loss of
Force

Traffic accident
Falling from high
Sports Injury
Suicide Attempt
Other
Neoplastic
Degenerative
Infection

1-4 week

4-8 week

8-12 week

>16 week

No

Yes

14 (70.0)

10 (50.0)
7 (35.0)
1 (5.0)

1 (5.0)

1 (5.0)

10 (50.0)

18 (90.0)
1(5.0)
1(5.0)
11 (55.0)
5 (25.0)
2 (10.0)
2 (10.0)
18 (90.0)

2 (10.0)

24 (60.0)

10 (50.0)
7 (35.0)
1(5.0)

1 (5.0)
1(5.0)
18 (90.0)
1 (5.0)

1 (5.0)
11 (55.0)
5 (25.0)
2 (10.0)
2 (10.0)

18 (90.0)

2 (10.0)

Table -3: The comparison of BDI and BAI points of taumatic and non-traumatic individuals

(N=40)
Traumatic Non-Traumatic Total
(n=20) (n=20) (n=40) P

Mean+SD 13.40+8.49 13.95+10.44 13.68+9.39

BDI 40,968
Min-Max  2-29 3-45 2-45 p>0.05

BAl Mean+SD 17.20+10.43 14.55+8.16 15.88+9.34 20,473
Min-Max  4-42 4-33 4-42 p>0.05

aStudent-t Test

°Mann Whitney U Test

www.internationaljournalofcaringsciences.org
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Table -4: The comparison of BDI and BAI levels ofraumatic and non-traumatic
individuals (N=40)

Traumatic "I\'lr?alr:;matic Total D
(n=20) (n=20)
n (%) n (%) n (%)
Minimal 7 (3.0) 8 (4C.0) 15 (31.5)
Light 7 (3£.0) 5 (2£.0) 12 (30.0)
BDI
Moderate 6 (30.0) 6 (30.0) 12 (30.0) 0919
p>0.05
Severe 0 (C.0) 1 (5.0) 1 (2.5)
No 3(150) 4(20.0)  7(17.5)
symptom ' ' '
BA| Light 6 (30.0) 9 (45.0) 15 (37.5) 0572
p>0.05
Moderate 8 (4€.0) 4 (2€.0) 12 (30.0)
Severe 3 (1:.0) 3 (1:.0) 6 (1£.0)

‘Fisher Freeman Halton Test

Table -5: The correlation between BDI and BAI (N=4)

o
m
Traumatis Non-traumatis Total
r r
BAI 0.4C 0.51* 0.47**

r=Spearman’s Correlation Coefficent; *p<0.05; *@301

Discussion there were light and moderate symptoms of

Spinal-cord damage leads to bodily, psycholo icaq’gpress_ion and a'n>_<ie_ty in most_of the individ_uals
arFl)d social problen%s in the lives of%ngiv)i/duals?FoW'th spinal-cord injuries. The literature predicts

0, 0, i -
most people, spinal-cord damage is correlated {at between 13% and 40% of cases after spinal

c%)rd injury could develop anxiety disorder (Chung

negative emotional reactions. These are varlo% al., 2006; Craig, Hancock & Dickson, 1994

emotional reactions such as sorrow, cryin
hopelessness, guilt, fear, panic, heIpIessne%?gr”eii)i/on&inE;/;rrllsa,l_ci(r)gli)r;ju:;gz rgrnzveaslegggv e(gn
inadequacy, —anger, fatigue, loneliness, a % and 60% (Bombardier et al., 2004; Craig,

abandonment. The present study determined tha
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Hancock & Dickson, 1994; Kennedy et al., 2011¢haracteristics of NTSCI and TSCI patients found
Kennedy & Rogers, 2000; Krause, Kemp & Cokemo statistically meaningful difference in terms of

2000; Migliorini & Tonge, 2009;). Demirel, the development of depression between the two
Yilmaz & Hacihaliloglu, (1999) in their researchgroups.

detected anxiety and depression more than half ‘Pﬁ e current study found a weak, positive

patients with spinal-cord injurieKessler et al. . . o X .

. ; relationship when reviewing the relationship
(2005) repqrted n thel_r _study_thgt t.h? prevale_ncgetween the scores that all participants received
of depression was minimal in individuals W|thf

. C . ; . from the BDI and the scores they received from the
spinal-cord injuries. A prospective study in whic

— . . Al. Anxiety symptom scores are expected to
Kishi, Robinson & Forrester (1994) for six month?ncrease as depression symptom scores increase.

studied 60 indi_viduals with spi_n_al-_cord injurie§But no study was encountered in the literature
who were admitted to a rehabilitation center ”P : .
eegardlng this.

terms of mood disorders identified sever
depression in 22% of patients and light depressidys a conclusion: this study reported the presence
in 8% of patients during the initial evaluation.of the symptoms of light and moderate depression
Another study that evaluated depression iand anxiety in individuals with both traumatic and
individuals between 1 and 5 years after spinal-corbn-traumatic spinal cord damage and that there
injuries found that 21% of 1st-year participantgvas no difference between the two groups in terms
suffered from major depression and 18% of 5tlef the symptoms of depression and anxiety. It is
year suffered from major depression (Hoffman éhus important to reduce the situations that irsgea
al., 2011). Somasundaram et al. (1992) reported time risk for depression and anxiety in cases df bot
the study they conducted on patients with spindiraumatic and non-traumatic spinal-cord injury. It
cord injuries that, minimal or light depressiorcould be recommended for future research that
appeared in 70% of patients, severe depressistudies are conducted in which the sample group is
appeared in 11% of patients, and severe anxietyder, with consideration of the level of depressio
appeared in 26% of patient. Shahid, Jabeen @&d anxiety seen after spinal-cord damage, and that
Aslam (2012) in their study identified symptoms ofneasure the effectiveness of interventions to
anxiety in 40 and depression in 28 of 50 patienteduce this.

W'.th. traul\;lnatlc ?nocli_ non-trjtur?a;m Sp”:j"’.‘l .dcorldl'he present study did not determine psychological
injuries. Many studies conducted on individualiz, g by secondary complications. The literature

with spinal-cord injuries have reported tha as shown that secondary complications can
depression appears at various levels in individuqﬁ ; :

L= . crease the symptoms of depression and anxiet
after such injury (Fann et al., 2011; Fuhrer, Ranta ymp P y

s . “in individuals with spinal-cord injuries (Hoffman
ﬁf_‘ Hart, ig??” Flljllegit%nﬁ H?rvely 82Lolilze-lr¢‘|3981i et al., 2011). For this reason, the provision @ th
oygar, rotevogiu metogiu, , Thdiz et cessary treatment and care to determine the

al., .2009)‘ C”S'S. and r_elatgd dgprgss_|o_n a ychological problems caused by secondary
anxiety are unavoidable situations in individual omplications and to prevent these could be
\év'th both gaumatlc ‘;?d non-rt_]rau_matlc spinal-cor %commended for future research. Interventions to
tamag(te_. ovc\llever,t € m?_c anl_sml occ(;Jr:jence o implemented should develop skills of awareness
raumatic and non-traumatic spinai-cord. damagg, ge\f.care management in the patient and should

varies. While those with traumatic NUNCS5im to ensure the patient’s active participation in

developed in a sudden and unexpected Mannffs o her own care. Studies have also shown that
there was a clear _process for (:l_lagn_os!s alfe presence of symptoms of depression also can
treatment in those with non-traumatic injuries. IL oo sk for suicidal thoughts and attempts
was thus thought that there might be difference ajracharya et al., 2007, Dezernaulds & llcef
terms of the symptoms of depression and anxieg%m. Fann et al. 2011 ’Karamehn@uoet al
But no statistically meaningful difference was, gq7-. Pajareya 1996 Silberstein & Rabinovich
found in our study between the BDI and BALgoc’ Tumer. Bombardier & Rimmele 2003)’
scores of traumatic and non-traumatic individualﬁowéver, the’present study did not repért on tHe

A study in WhiCh Y”O."Z. et al. (2009) compare_d theparticipants’ possibility of suicide. Thereforeeth
demographic, clinical, and functional
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studies on whether suicidal thoughts emerge for Clinical Innovation.
together with the symptoms of depression in https://www.aci.health.nsw.gov.au/__data/assets/pdf
individuals with spinal-cord damage and studies on _fil/0010/155197/Psychosocial-Adjustment.pdf.
the measure of the effectiveness of preventidSenPerg MG, Saltz CC. (1991). Quality of life argo

: : aging spinal cord injured persons: long term
Lgfé;?:;lons could be recommended for future rehabilitation outcomes. Paraplegia. 29: 514-520.
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