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ABSTRACT

Purpose: The purpose of this study to screen out the influence of depression, anxiety
and stress with the LBP patients on physiotherapy treatment outcome. Objectives:
The objectives of this study to evaluate the level of depression, anxiety and stress
among the participants having LBP, to know the association in between DASS and
intensity of pain and QOL. Objectives also were to find out the socio- demographic
status. Methodology: The cross sectionalstudy was chosen to carry out this study
among 105 participants who were selected according to inclusion criteria. The
“Depression, anxiety and stress scale (DASS)” and “WHOQOL-BREF
questionnaire”, this two standard structured questionnaires were used to assess the
influence of depression, anxiety and stress among 105 participants. The studywas
conducted by using quantitative descriptive analysis. Results: Among 105
participants, 54.2% of patients with depression, 88.6% of those with anxiety disorders
and 84.8% of those with stress disorders. Although this study found a significant
association with depression, anxiety and stress and pain, quality of life and the p value
is 0.00 which is highly significant. Conclusion: The findings of this study revealed
that LBP and psychological issues are related to each other. A notable number of
patients had anxiety, depression and stress. Moreover, depression, anxiety and stress
was associated with quality of life and pain. Therefore, these findings acknowledge
the importance of psychological assessment and treatment, in addition to biomedical

aspects when managing patients with LBP.

Key words: Low back pain, Depression, Anxiety, Stress, Physiotherapy treatment
outcome.



CHAPTER- | INTRODUCTION

1.1 Background

Low back pain is pain, muscle tension, or stiffness localized below the costal margin
and above the inferior gluteal folds, with or without sciatica, and is defined as chronic
when it persists for 12 weeks or more. Nonspecific low back pain is pain not
attributed to a recognizable pathology (e.g., infection, tumor, osteoporosis,
rheumatoid arthritis, fracture, inflammation) (Guruprasad et al., 2015). Low back
pain (LBP) is an increasing economic and health problem affecting nearly 80% of
the general population (Wedderkopp et al., 2001). Mechanical low back pain is the
general term that refers to any type of back pain caused by strain on muscles of the
vertebral column and abnormal stress. (Guruprasad et al., 2015). Low back pain
(LBP) affects 22% to 65% of people worldwide, ranking in the top 7 most common
reasons for consulting a general practitioner in Australia and the United States (Hall
etal., 2011).

If a person experiences difficulty in the lower back region, especially below the
medial margin and in the inferior gluteal folds, then it is called low back pain (LBP)
(Koes et al., 2006). LBP has been regarded as one of the major causes of disability
worldwide (Buchbinder et al., 2013) Chronic LBP (CLBP) occurs when the LBP
persists for more than the period of 12 weeks and more (Hartvigsen et al., 2018).
Recent studies, which were conducted in the general population, have shown about
84% lifetime prevalence of LBP, 23% of CLBP, and 12% of LBP with a major
disability (Balagué et al., 2012). It has been often observed that the prevalence of
LBP is directly proportional to age as there are reduced physical activities as the age
factor increases (Hartvigsen et al., 2018).

Low back pain (LBP) is an increasing economic and health problem. LBP, a leading
cause of disability, has a significant economic impact not only on lost productivity,
but also on health care expenditure. LBP is ranked first as a cause of disability and
inability to work, and is expected to affect most adults at some point during their

lifetime. It is a symptom commonly presented to general practitioners.



It is an important clinical and public health problem, and is the most common illness
among humans after the common cold (Abdulbari Bener et al., 2013). LBP, a leading
cause of disability, has a significant economic impact not only on lost productivity,
but also on health care expenditure. LBP is ranked first as a cause of disability and
inability to work, and is expected to affect most adults at some point during their
lifetime (Bener et al., 2004). Due to its medical, social, and financial importance,
Low Back Pain (LBP) is an important concern of the medical world. It was reported
that the risk of LBP increases rapidly with greater amounts of physical work and
psychological distress (Abdulbari Bener et al., 2013). It is a symptom commonly
presented to general practitioners. It is an important clinical and public health
problem, and is the most common illness among humans after the common cold.
LBP is the most prevalent form of chronic musculoskeletal pain worldwide, often
leading to disability (Walker et al., 2004).

It was reported that LBP can have a substantial negative impact on quality of life and
that psychological distress is common in patients with LBP. The hypothesis is that
subjects exhibiting excessive pain complaints would be more depressed than those
who do not exhibit excessive levels of pain complaints. There is evidence that
psychosocial difficulties and psychological factors might be associated with LBP
(Abdulbari Bener et al., 2013). Physical pain and depression have a deeper biological
connection than simple cause and effect; the neurotransmitters that influence both
pain and mood are serotonin and norepinephrine. Dysregulation of these transmitters

is linked to both depression and pain (Guruprasad et al., 2015).

Depression is a condition that worsens the prognosis of low back pain (LBP) and is
under-recognized and undertreated in primary care. Depression is common in
patients with low back pain (LBP) and is associated with increased pain intensity,
increased physical and psychosocial disability, increased medication use, and
increased likelihood of unemployment. Although it is not yet clear whether the
depression is the cause or result of the LBP, it is clear that the presence of depression

is associated with poor outcomes. Unmanaged depression is expensive, costing



billions of dollars in terms of lost productivity in the workplace and resulting in
increased use of medical resources (Haggman et al., 2004).

A previous study by Bener et al reported that depression and somatization were very
common in LBP patients (Bener et al., 2006). Also, a recent study observed a high
rate of comorbidity of somatization, depression, anxiety, and stress in the studied
population and indicated a strong association between these psychological disorders
in patients (Bener et al., 2012). Considering the results of these two studies, the
authors understood the importance of focusing on LBP issues in the general
population of Qatar and exploring the potential psychological differences between
patients with and without LBP. Hence, the purpose of this study was to determine
the prevalence of LBP and sociodemographic characteristics of LBP patients and
examine its association with psychological distress such as anxiety, depression, and
somatization (Abdulbari Bener et al., 2013).

Therefore, to assess psychological symptoms the DASS 21 SCALE is used in this
study. The DASS-21, short -form of the Depression, Anxiety and Stress scales
(DASS), was used that measures the 3 negative affective states of depression,
anxiety, and stress. Moreover, individuals suffering from depression commonly
report symptoms of anxiety, that is, feelings of worry, nervousness, or unease. For
instance, the Netherlands Study of Depression and Anxiety showed that of the people
who presented with depression, 67% had a current anxiety disorder, whereas among
those who presented with anxiety, 63% had a current depressive disorder (Lamers et
al., 2011). Those who suffer LBP are more likely to suffer from depression or anxiety
compared with non-LBP sufferers. A number of prevalence studies have identified
this relationship, including a recent study of the general population of Qatar, where
the prevalence of depression (13.7% vs. 8.5%) and anxiety disorders (9.5% vs. 6.2%)
was higher in those with LBP compared with those without LBP (Abdulbari Bener
etal., 2013).

Similarly, men with long-standing chronic LBP reported higher lifetime prevalence
rates of depression (32% vs. 16%) and anxiety (30.9% vs. 14.3%) disorders over

those not reporting chronic LBP (Atkinson et al., 1991). However, few studies exist



in regard to the risk of future depression and anxiety caused by chronic LBP. Adults
from a Dutch population aged between 18 and 65 years who self-reported chronic
LBP lasting longer than 3 months were at risk of developing depression or anxiety
disorders (t Land et al., 2011). Anxiety with depression is associated with chronic
pain (Bair et al., 2008) and both are known to negatively impact treatment (Kroenke
et al., 2011), reduce quality of life, and increase societal cost (Gameroff & Olfson,
2006).

Epidemiological research suggests that environmental stressors as experienced on
the job and in the family are associated with recurrent and chronic low back pain
(Nagi et al., 1973). LBP occurs at all ages and has a significant impact on the quality
of life of children and adolescents (Roth-Isigkeit et al., 2005). The patients with low
back pain (LBP) not only suffer from physical discomfort, but also functional
limitation that might cause disability and interfere with their quality of life. This
problem cannot be overemphasized because of the increasing number and cost of the
compensated cases with LBP in recent years, and its economic impact is substantial
in terms of its contribution to total health costs and back-related disability costs
imposed on employers and government insurance programs (Webster & Snook,
1990).



1.2 Rationale

Low back pain (LBP) is one of the major complain among working adult. Influence
of depression, anxiety and stress are extreme over LBP. Whenever a person has LBP
he/she suffers various dimensional problems that crisp his/her 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 low back pain has been predicted by chronic depression, anxiety,

mood swing, demoralization, discouragement.

Suffering from LBP causes functional impairment that affects the scope of everyday
activities, impacting quality of life. Those bring individual experiencing depressive

symptoms, anxiety and stress.

The study was to find out about influence of depression, anxiety and stress for the
patients with low back pain on the physiotherapy treatment outcome attended at CRP.
As we know persons who are sufferings from LBP or any musculoskeletal pain has
great influence on experiencing depression, anxiety and stress. Therefore, researcher
wished to find out the specific influence of depression, anxiety and stress on the

physiotherapy treatment outcome among people who were suffering from LBP.



1.3 Research Question

Is there any influence of anxiety, depression and stress on physiotherapy treatment
outcome for the patients with low back pain attended at the Centre for the
rehabilitation of the Paralyzed (CRP), Savar?



1.4 Objectives

General objective

To find out the influence of anxiety, depression and stress on physiotherapy treatment
outcome for the patients with low back pain attended at the Centre for the
rehabilitation of the Paralyzed (CRP), Savar.

Specific objectives

1. To find out the socio-demographic status on low back pain.

2. To measure the relationship with anxiety, depression and stress on low

back pain patients.

3. To find out the prevalence of anxiety, depression and stress among the
patients suffering with low back pain.

4. To evaluate the quality of life of the patients with low back pain suffering

with along with anxiety, depression and stress.

5. Relationship between DASS and intensity of pain.



1.5 Conceptual Framework

Independent Variables Dependent Variables

Socio-demography
(age, sex, Occupation, education)

Anxiety
Low Back Pain

Depression »
PT Treatment Outcome

Stress
Reduction of pain severity

Functional mobility

Quality of Life




1.6 Operational Definition

Low back Pain (LBP)

Low back pain is pain, muscle tension, or stiffness localized below the costal margin
and above the inferior gluteal folds. Pain can range from mild to severe. In some cases,
pain can make it difficult or impossible to walk, sleep, work or do everyday activities.
If a person experiences difficulty in the lower back region, especially below the medial

margin and in the inferior gluteal folds, then it is called low back pain (LBP)

Depression

Depression is a common mental disorder that presents with depressed mood, loss of
interestor 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 completesa suicide, 20 or more may attempt to end his or her life.

DASS (Depression, Anxiety and Stress scale)

The Depression, Anxiety and Stress scale (DASS-21) is a set of 3 self-report scales
designed to measure symptoms of psychological distress including depression,
anxiety, and stress. The Depression scale assesses low positive affect, loss of self-
esteem and incentive, and sense of hopelessness. The Anxiety scale assesses
autonomic arousal and fearfulness (physiological hyperarousal). The Stress scale
assesses difficulty relaxing, persistent tension, irritability, and low threshold for
becoming upset or frustrated. Each of the 3 scales contains 7 items that can be summed
to represent a composite measure of negative emotional symptoms or psychological

distress.



WHOQOL-BREF

The WHO Quiality of life-BREF is a 26-item questionnaire that measures an individual
quality of life. This particular measure is designed to work across cultures, which
assesses 4 domains of quality of life (QOL): physical health, psychological health,

social relationships and environment.

Anxiety

anxiety is an emotional state that is characterized by physiological arousal, unpleasant
feelings of tension, and concerns about bad things happening in the future. From
another perspective, anxiety can also be viewed as a great force in motivating people
to engage in various behaviors, including deviant and disturbing ones. Anxiety is a
part of normal human reactions to stressful situations and to real or imaginary threats

(phobias) caused by uncertainty.

Stress

Stress is where a person feels threatened by or under pressure from a particular
situation and their body reacts accordingly. Hormones are released to prepare the body
for action. The heartbeat increases and blood pressure rises. More blood is sent to the
heart and the major muscles and is diverted away from “less important” areas such as

the digestive system hence, the nausea that is often experienced during stress.

Vas scale (Visual analogue scale)

The visual analog scale for pain is a straight line with one end meaning no pain and
the other end meaning the worst pain imaginable. A patient marks a point on the line
that matches the amount of pain he or she feels. It may be used to help choose the right

dose of pain medicine. Also called VAS.
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CHAPTER-II LITERATURE REVIEW

A variety of recognized or undiagnosed disorders or diseases can cause low back
discomfort, which is a symptom rather than a condition. It is identified by the area of
pain, which is commonly between the buttock creases and the lower rib borders
(Dionne et al., 2008). People of all ages frequently complain of having low back pain
(Hoy et al., 2012). 540 million people were estimated to experience activity-limiting
low back pain at any given time in 2015, according to the global point prevalence rate
of 73%. Currently, the leading cause of disability worldwide is low back pain (Vos et
al., 2016).

Chronic low back pain can be caused by catastrophic conditions including cancer,
spinal fractures, infections, or inflammatory diseases like axial spondyloarthritis), but
these represent a very tiny percentage of instances. These conditions necessitate
identification and particular management aimed at the etiology. When compared to
persons who do not report low back pain, those who do frequently experience
concomitant pain in other body regions and more widespread physical and mental
health issues. The underlying causes of low back pain were identified, but four primary
contributory reasons (disc, sciatica, lifting, and injury) as well as one indirect link
between lifting and injury were also identified (Campbell & Muncer, 2005).

The diagnostic process is primarily focused on triaging patients with specific or
nonspecific low back pain. Specific low back pain is defined as symptoms caused by
specific pathophysiological mechanisms such as: B. Medullary herniated nucleus,
infection, osteoporosis, rheumatoid arthritis, fracture or tumor. A U.S. study found that
among low back pain patients receiving primary care, 4% had compression fractures,
3% had spondylolisthesis, 0.7% had tumors or metastases, 0.3% had ankylosing
spondylitis, and 0.01% had infection (Koes et al., 2006). During pregnancy low back
pain is the most observed symptom. Respecting 50% of pregnant women grow low
back ache (FAST et al., 1990).

11



Chronic LBP is a complex, heterogeneous condition, where both nociceptive and
neuropathic pain mechanisms may be involved. In LBP, nociceptive pain results from
activation of nociceptors that innervate ligaments, joints, muscles, fascia and tendons
as a response to tissue injury or inflammation and biomechanical stress. Neuropathic
back pain describes pain arising from injury or disease directly affecting the nerve
roots that innervate the spine and lower limbs, and pathological invasive innervation
of the damaged lumbar discs. Chronic LBP is increasingly considered to be a mixed
pain syndrome consisting of both nociceptive and neuropathic components (Treede et
al., 2007).

In a review of sixteen research articles, Linton (2000) reported that in 14 studies
revealed that, mental distress increased the risk for developing back pain (Bento et al.,
2020).

One of a study also found that a significant number of patients with LBP had mental
distress among 360 patients of LBP, 6.7% of patients had depression, 37.7% had
anxiety, and 46.4% had stress (Azfar et al., 2019). These findings are parallels to the
findings of another current study, which showed higher mental distress among LBP
patients as compared to the control group in which Altogether, 766 patients with LBP
and 909 participants in the reference group were included (Christensen et al., 2015).
An another study conducted with 50 study sample 35 people suffer from chronic
mechanical low back pain and 15 suffer from acute mechanical low back pain.
According to the DASS 21 rating for depression, anxiety and stress around 10% have
severe depression, 24% suffer from severe anxiety and 22% suffer from severe stress.
Pain can cause depression or make existing depression worse. Depression can also
make existing pains worse. Anxiety can cause people to change their behaviors and
posture, including the way they sit, what they do when they sit, whether they slouch,
and so on. Changes in posture — especially when combined with the muscle tension
from anxiety — can cause the muscles to be in uncomfortable positions and ultimately
lead to back pain (Guruprasad et al., 2015).

In japan of the participants surveyed, 425 were identified as having chronic low back
pain. The average age of a respondent with chronic low back pain was 54 years old,

and 44 % were female. When assessed according to depression status, chronic low

12



back pain patients with depression (PHQ-9 > 10; N = 70) were younger than chronic
low back pain patients without depression (PHQ-9 < 10; N = 355) by approximately 9
years on average. The majority of patients had mild (47 %) or moderate (44 %) LBP.
Current and prior week pain severity scores were similar (4.6/10 vs 4.5/10) and almost
half of all patients reported daily pain problems. Depression was significantly
associated with more severe pain and higher levels of pain prevalence of (0.002) (Tsuji
et al., 2016). Epidemiological research suggests that environmental stressors as
experienced on the job and in the family are associated with recurrent and chronic low

back pain (Feuerstein et al., 1987).

It is possible that mood is most related to pain following the pain episode. Such a
relationship was reported in patients with osteoarthritis of the hip (Lunghi et al., 1978).
(Feuerstein et al., 1985) Work pressure was associated with decreased depression and
less pain. These findings suggested the presence of both stress and operant
mechanisms in the modulation of pain in the family, while operant and distraction
mechanisms appear to characterize the relationship among work environment factors
and pain. The data were collected Subjects included 33 ambulatory patients, 17 males
and 16 females, diagnosed with chronic mechanical low back pain with or without
objective physical findings objective physical findings as determined by an orthopedic
specialist, and 35 healthy controls. All subjects had medical evaluations within the
previous 8 months. (Feuerstein et al., 1985) found that Multivariate Hotelling T2 tests
indicated that low back pain patients experience significantly higher levels of general
life and family stressors as measured by the SRRS and FES (T2 = 67.95, df=21,P ¢
0.05), and silently greater psychological distress as measured by the STAI-T and BDI
(T2 =1250, df =58, P < 0.0l), than control subjects. Depression is a common and
costly health problem. The term “depression” can refer to a mood state or an illness
diagnosed according to various criteria (e.g, the Diagnostic and Statistical Manual of
Mental Disorders (Haggman et al., 2004). The point prevalence of major depression
in patients seen by primary care providers has been estimated (in 1990) to be as high
as 17.1%, 2 and the total cost of the condition has been estimated to be $43 billion

annually in the United States (Pignone et al., 2002).
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The DSM-IV classifies depression into 4 main categories: major depressive disorder,
dysthymic disorder, adjustment disorders, and depressive disorder not otherwise
specified (NOS). Major depressive disorder is characterized by at least 4 of the
following symptoms: depressed mood, loss of interest or pleasure in most activities,
change in weight or appetite, increased or decreased sleep, increased or decreased
psychomotor activity, fatigue or anergia, feelings of worthlessness or guilt, decreased
ability to think, and recurrent thoughts of death or suicide. For the diagnosis of
depression to be made, the essential symptoms include either a depressed mood or loss
of interest or pleasure that must have been present during a 2-week interval (Haggman
et al., 2004).

Depression is common in patients with low back pain (LBP) (MAIN et al., 1992) and
is associated with increased pain intensity, increased physical and psychosocial
disability, increased medication use, and increased likelihood of unemployment
(Sullivan et al., 1992). Although it is not yet clear whether the depression is the cause
or result of the LBP,10 it is clear that the presence of depression is associated with
poor outcomes (Mannion et al., 1996).

The present study included 99 subjects with LBP, 36 (36%) men and 63 (64%) women.
Out of 99 LBP patients, 26 (26%) were free from depression, whereas 73 (74%) had
some degree of depression. Mild depression was recorded in 27 (37%) and moderate,
severe or very severe depression in 46 (63%) patients. The most common symptoms
were general physical symptoms 70 (71%), psychic anxiety 69 (70%) and depressed
mood 66 (67%). It is concluded that depression was more severe in LBP patients with
severe disease compared to patients with mild or moderate LBP. Seventy (71%) LBP
patients responded positively to the presence of general physical symptoms; 45 (64%)
of them reported a feeling of heaviness or pain in the limbs and spine or a feeling of
the loss of power, while 25 (36%) of them reported having all these symptoms. Other
common symptoms were psychic anxiety (psychological fear) in 69 (70%), depressed
mood in 66 (67%), disturbances of work and activity in 63 (64%), difficulty in falling
asleep in 62 (63%) and sleep disturbances in 62 (63%) patients (Table 3). Thirty-six
(36%) patients recognized that they were depressed, 23 (23%) patients recognized that

14



they were ill but attributed it to poor diet, climate, too hard work, infection, or the need
to rest, while 40 (41%) patients completely denied the illness.

Nevid et al. (2005) define anxiety as an emotional state that is characterized by
physiological arousal, unpleasant feelings of tension, and concerns about bad things
happening in the future (Nevid et al., 2005). From another perspective, anxiety can
also be viewed as a great force in motivating people to engage in various behaviors,
including deviant and disturbing ones (Gunarsa, 2008; Wu & McGoogan, 2020).
Anxiety can appear at any time and befalls humans out of necessity, cutting across all
age groups and social stratifications (Ng & Peggy, 2020). Anxiety is a part of normal
human reactions to stressful situations (Fenton et al., 2020) and to real or imaginary
threats (phobias) caused by uncertainty (Namora, 2011).

Anxiety may appear alone or in combination with symptoms of other emotional
disorders (Pan, 2020). It may cause physiological and psychological changes. Its
physical symptoms may include cold fingers, increased heart rate, cold sweats,
headaches, reduced appetite, sleep disturbances, and tightness in the chest. Its
emotional symptoms may include fear, an inability to focus, restlessness, and a desire
to escape reality (Morgan, 2020). The causes of anxiety vary; however, it can generally
be alleviated by the removal of its causes (Wiramihardja, 2005). In short, anxiety
entails fear or worry in threatening situations, leading to uncertainty and fear of facing
the future (Sheherazade & Tsang, 2015).

A cross-sectional study was conducted amongst to 50 patients with mechanical low
back pain to assess the level of depression, anxiety and stress using DASS-21. 29.72%
(25 people) have severe anxiety in the age group 25-35 years whereas 5.88% (11
people) suffer from severe anxiety in the age group from 36-45. 28% (14 people) fall
into the normal criteria for anxiety according to DASS 21 scale, 26% (13 people) have
mild anxiety, 22% (11 people) have moderate anxiety, 24%(12 people) have severe
anxiety (p sathya 2015).

Stress is where a person feels threatened by or under pressure from a particular
situation and their body reacts accordingly. Hormones are released to prepare the body
for action. The heartbeat increases and blood pressure rises. More blood is sent to the

heart and the major muscles and is diverted away from “less important” areas such as
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the digestive system hence, the nausea that is often experienced during stress (Behere
etal., 2011).

The physiological phenomenon known as “stress” is—in animals and humans alike—
most often characterized as the result of real or perceived threat to the organism,
typically as a reaction to various external exposures (McEwen & Gianaros, 2010).
However, while the bi-directional stress processes between the brain and the
cardiovascular, autonomic, and immune systems are essential in promoting short-term
allosteric adaptations to stressors with the noble, primary goal of maintaining
homeostasis, exposure to long-term stressful conditions leads to a wide array of
negative health consequences (Toussaint et al., 2014).

Indeed, persistent stress has been associated with numerous indicators of poor health,
including depression and anxiety (Doane et al., 2013), poor sleep (Vinstrup et al.,
2018), persistent pain (Arguelles et al., 2006). Generally, greater lifetime stress
severity predicts poor mental and physical health (Cohen et al., 2007), and cumulative
exposure to work-related stressors has been linked to absenteeism from work,
increased healthcare costs, and decreased job performance (HEO et al., 2015).

The patients with low back pain (LBP) not only suffer from physical discomfort, but
also functional limitation that might cause disability and interfere with their quality of
life. This problem cannot be overemphasized because of the increasing number and
cost of the compensated cases with LBP in recent years, and its economic impact is
substantial in terms of its contribution to total health costs and back-related disability

costs imposed on employers and government insurance programs (Patrick et al., 1995).

In a study of Horng et al., 2005 total 232 patients were recruited. The mean age of the
patients and healthy controls was 42.0 15.5 and 37.9 13.1 years, respectively. The
majority of the participants were married and employed during the study period. The
educational level and proportions of female patients were slightly higher in the group
of healthy controls as compared to the patients group. One third of the patients had
chronic LBP, defined as LBP for more than 3 months. Among the 232 patients with
LBP, the mean scores of items of the WHOQOL-BREF ranged from 2.7 to 3.8. The
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mean of the domain scores ranged from 13.0 to 13.8. (Horng et al., 2005). QOL
improves over time for women who have received radiation or chemotherapy. Women
receiving chemotherapy have higher anxiety scores, and higher anxiety at the start of
treatment is associated with decreased QOL at the start of treatment and postdiagnosis
(Schreier & Williams, 2004).
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CHAPTER-III METHODOLOGY

3.1 Study Design
This study was conducted using cross sectional survey under a guantitative 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 hospital Centre for the
Rehabilitation of the Paralysed (CRP) Savar. The data we’re collected from the
Musculoskeletal unit of CRP, Savar.

3.3 Study Population
All the patients suffering with low back pain (LBP) and came at the outpatient

Musculo-skeletal unit of CRP, Savar considered as the population of the study.

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:
n=2%pq+d?

where,

Z (confidence interval) = 1.96
P (prevalence) = 84%
d=0.05

18



And, g= (1-p)
= (1-0.84)
=0.16
N =2Z%pq=+d
=(3.84 x 0.84 x 0.16) + 0.0025
=0.51 + 0.0025
=204

The actual sample size was, n= 204

3.5 Sampling Technique

The study was conducted by using the convenience sampling methods due to the time
limitation. Moreover, it was the one of the easiest, cheapest and quicker method of
sampling process. The purpose of the study was to find out the influence of anxiety,
depression and stress on the Physiotherapy treatment outcome among the patients
suffering with Low Back Pain. Hence convenience sampling procedure better suited

to get the respondents within the data collection period.

3.6 Inclusion Criteria
- People who had suffering from LBP
- Age range 18 to 60 years

- People who were willingly participate in the study.

3.7 Exclusion Criteria
- People who had low back pain (LBP) with psychiatric disorders.
- People who had cognitive problem.
- People who were suffering with serious pathological diseases e.g.

Tumors, tuberculosis etc.
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3.8.1 Data Collection Tools

Researcher used Vas scale, Depression, anxiety, stress scale (DASS 21), WHOQOL
questionnaire, paper and pen.

3.8.1 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 accordingto the Bangla format. For conducting the interview,
the researcher conducted a face to faceinterview and asked questions. Physical
environment was considered strictly. Stimuli thatcould 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 todescribe
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.
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3.9 Data Analysis

Data were analyzed with the software named Statistical Package for the Social Science
(SPSS) version 26.0. 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 cleaningnew 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 (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 decoratingthe 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 theMusculo-skeletal unit of Savar, CRP. The participants would
be informed before to inviteparticipation 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 abouttheir rights and reserves and about the aim and
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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 105 participants in this study. Between 20-30 years age of people are total
25.90%, between 31-40 years age of people are total 46.70%. Between 41-50 years
age of people are total 16.30%, Between 51-60 years age of people are total 8.70%
and between 61-70% years age of people are total 2.90%. From this chart we can see
31-40 years of people are maximum in percentage in this study. Least percentage
people are among 61-70 years of age.

Age

46.70%

25.90%

16.30%

8.70%

I 2.90%
]

20-30 31-40 41-50 51-60 61-70

Figure-1: Age of the participants
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4.1.1 Gender

Among 105 of the participants most of them were male 75% (n=79). And only a few
participants were female 24% (n=26).

Gender

= male = female

Figure-2: Gender of the participants



4.1.1 Marital status

Among 105 participants most of them were married (n=87). And only a few
participantswere unmarried (n=18).
Total married participants were 82.86% and unmarried participants were 17.14%. As

we can see from the pie chart most of them were married participants.

Marital status

= married
= unmarried

Figure-3: Marital status of the participants
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4.1.2 Occupational status of the participants

Among the 105 participants, 25.71% (n=25) participants were in service and 23.81%
(n=23) participants were in business. There were a little number of participants were
students 15.25% (n=15). There were 7.62% (n=7) participants were involving in
garments job and 5.71% (n=5) participants were driver. Among them 2.86% (n=2)

participants were day labourer and 1% (n=1) involved in farming.

Occupation

25.71%
23.81%

18.10%

15.25%

7.62%
5.71%

2.86%
0.90% l
||

Farmer Garments Driver Day Labour  Service  Businessman  Student Others
worker Holder

Figure-4: Occupational status of the participants
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4.1.3 Educational qualification of the participants

Most of the participants were not highly educated 16.19% (n= 17). Among them
23.81% (n= 23) participants were completed primary and 38.10% (n=39) participants
could complete their SSC education and 23.81% (n=24) were completed HSC

education.
Educational status
38.10%
23.81%
21.90%
I I 16.19%
primary ssc hsc bachelor

Figure-5: Educational status of the participants
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4.1.6 Residental area

Among 105 participants most of them were living in urban 80% (n=80). And rural
participants were 16.19% (n=17). A few people were living in semi urban 3.81%
(n=4).

Residential area

3.81%

= Urban = Rural = Semi urban

Figure-6: Residential area of the participants



4.1.7 Smoking of the participants

Among 105 participants most of them were smoker 55.24% (n=58). And
nonsmoker participants were 44.76% (n=47).

Smoking

—

= smoker = nonsmoker = =

Figure-7: Smoking of the participants



4.1.8 pain rating of the participants

There were 105 participants in this study. 12.38% scored vas scale 5, 34.29% scored
6 and 35.24% scored 7 and 18.10% scored 8.

Pain rating of the Participants

34.29% 35.24%

18.10%
12.38% I
5 6 7 8

Figure-8: pain rating of the participants
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4.1.9 Monthly income of the participants

Total of 105 patients there were 26 person monthly income 0-10000, 34 person
monthly earn 11000-20000, only 9 person monthly income 21000-30000 and 17
person monthly income is highest 31000-75000.

Monthly Income

34
26
17
9

0-10000 11000-20000 21000-30000 31000-75000

Figure-9: Monthly income of the participants
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Table-1 Demographic Features of the Participants

Variable Frequency, (n) Percentage,(%)
Age
20-30 27 25.9%
31-40 49 46.7%
41-50 17 16.3%
51-60 9 8.7%
61-70 3 2.9%
Gender
Male 9 75%
Female 26 25%

Marital status

Married 87 82.86%
Unmarried 18 17.14%

Educational status

Primary 23 23.81%
SSC 40 38.10%
HSC 23 21.90%
Bachelor 17 16.19%
Occupation
Farmer 1 0.90%
Garment worker 7 7.62%
Driver S 5.71%
Day labourer 2 2.86%
Service holder 25 25.71%
Businessman 23 23.81%
Student 15 15.25%
Others 18 18.10%
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Residential area

Rural 17 16.19%
Semi urban 4 3.81%
Urban 84 80%
Smoking
Yes 58 55.24%
No 47 44.76%
Vas score
5 12 12.38%
6 34 34.29%
/ 35 35.24%
8 18 18.10%
Monthly Income
0-10000 26 26.32%
11000-20000 34 34.29%
21000-30000 9 9.10%
17 17.28%

31000-75000
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Table 2: Evaluation the quality of life of the patients with LBP suffering along with
anxiety, depression and stress

Variable Chi square value P value
(X
Depression
Physical Health 76.975 0.00
Psychological Health 254.578 0.00
Social Relationships 264.170 0.00
Environment 167.190 0.00
Anxiety
Physical Health 360.915 0.00
Psychological Health 254.575 0.00
Social Relationships 161.734 0.00
Environment 181.981 0.00
Stress
Physical Health 247.724 0.00
Psychological Health 242.075 0.00
Social Relationships 121.196 0.00
Environment 160.222 0.00
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Table-3  Level of Depression, Anxiety and Stress according to DASS

DASS Score Percentage Frequency
(%) (n)
Level of Depression Normal (0-4) 45.7% 48
Mild (5-6) 7.7% 8
Moderate (7-10) 46.7% 49
Normal (0-3) 11.5% 12
Mild (4-5) 28.6% 30
Level of Anxiety Moderate (6-7) 29.5% 21
Severe (8-9) 19.1% 20
Extremely severe (10+) 11.4% 12
Normal (0-7) 15.3% 16
Mild (8-9) 35.2% 37
Level of Stress
Moderate (10-12) 41% 43
Severe (13-16) 8.6% 9
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Table-4 Relation between DASS and intensity of pain

Variable Pain
Chi square Value (X?) P Value
Depression 59.913 0.00
Anxiety 101.464 0.00
Stress 76.975 0.00
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Table 2: Evaluation the quality of life of the patients with LBP suffering along with
anxiety, depression and stress

From this study, researcher found a relation between Depression and Physical Health Their
chi square value was 76.975 and P value was 0.00 which was highly significant. Researcher
also found a relation between Depression and Psychological Health. Their chi square value
was 254.578 and P value was 0.00 which was highly significant. Furthermore, this study
showed, a relation between Depression and Social Relationships has been associated. Their
chi square value was 264.170 and P value was 0.00 which was highly significant. Finally
the 4™ factor of WHO-QOL the Environment factor was related with Depression. Their chi
square value was 167.190 and P value was 0.00 which was highly significant.

From this study, researcher found a relation between Anxiety and Physical Health. Their
chi square value was 360.915 and P value was 0.00 which was highly significant.
Researcher also found a relation between Anxiety and Psychological Health. Their chi
square value was 254.575 and P value was 0.00 which was highly significant. Furthermore,
this study showed, a relation between Anxiety and Social Relationships. Their chi square
value was 161.734 and P value was 0.00 which was highly significant. Finally, researcher
found a relation between Anxiety and Environment. Their chi square value was 181.981
and P value was 0.00 which was highly significant.

From this study, researcher found a relation between Stress and Physical Health. Their chi
square value was 247.724 and P value was 0.00 which was highly significant. Researcher
also found a relation between Stress and Psychological Health. Their chi square value was
242.075 and P value was 0.00 which was highly significant. Furthermore, this study
showed, a relation between Stress and Social Relationships. Their chi square value was
121.196 and P value was 0.00 which was highly significant. Finally, researcher found a
relation between Stress and Environment. Their chi square value was 160.222 and P value
was 0.00 which was highly significant.

Table-3  Level of Depression, Anxiety and Stress according to DASS

Data presented in the Table- 3 showed that the two third (54.7%) of the subjects
experienced some level of depression. Among them highest percentage (46.7%) belonged
to moderate depression, only 7.7% to mild category.

(88.6%) of the subjects experienced some level of anxiety. Among them highest
percentage (29.5%) belonged to moderate anxiety, only 11.4% to extremely severe
category, 28.6% belonged to mild anxiety and only 29.5% moderate category.
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(84.8%) of the subjects experienced some level of stress. Among them highest percentage
(41%) belonged to moderate stress, only 8.6% to severe category, 35.2% belonged to mild
stress.

Table-4 Relation between DASS and intensity of pain

From this study, researcher found a relation between pain and depression. Their chi square
value was 59.913 and P value was 0.00 which was highly significant, And researcher also
found a relation between pain and anxiety. Their chi square value was 101.464 and P value
was 0.00 which was highly significant. Furthermore, From this study, a relation between
pain and stress also found. Their chi square value was 76.975 and P value was 0.00 which
was highly significant.
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CHAPTER-V DISCUSSION

5.1 Discussion

As discussed above, back pain is one of the leading causes of disability across the
globe and there is also a wealth of evidence that it negatively impacts the quality of
life and heightens the risk of mental health problems and mood disorders (Bento et
al., 2020).

A recently published study found that an intervention consisting of physiotherapy
combined with cognitive functional therapy was superior to a treatment option
consisting of physiotherapy focusing only on the physical aspects of pain and
disability (Damgaard et al., 2013). Due to prodigious evidence in favor of the parallel
relation of chronic pain and mental health Bruns & Disorbio (2014) proposed that the
psychological evaluation should be an integral part of the diagnostic workup for
chronic pain (Bruns & Disorbio, 2014).

In this present study, we found that out of 105 patients with lower back pain, 76% n =
79 are males, while 24% n= 26 are females. This gender and age distribution of patient
reflects the fact that the population of savar comprises a large number of expatriates
and many of them are male workers.

However, Wood et al., 2010 showed that female subjects are more prone to mental
distress as compared to their male counterparts.

In the present study depression, anxiety and stress was screened by Depression
Anxiety and Stress Scale (DASS), which is a set of 3 self-report scales designed to
measure symptoms of psychological distress including depression, anxiety, and stress
(Lovibond & Lovibond, 1995). The Depression scale assesses low positive affect, loss
of self-esteem and incentive, and sense of hopelessness. The anxiety scale assesses
autonomic arousal and fearfulness (physiological hyperarousal). The stress scale
assesses difficulty relaxing, persistent tension, irritability, and low threshold for
becoming upset or frustrated. Each of the 3 scales contains 7 items that can be summed
to represent a composite measure of negative emotional symptoms or psychological
distress (Lovibond & Lovibond, 1995).
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Various cross-sectional studies indicate an association between psychological factors

and the occurrence of low back pain (Smith, 1997).

The prevalence rates were significantly greater than the rates in the general population;
54.2% of patients with depression, 88.6% of those with anxiety disorders and 84.8%
of those with stress disorders. The present study found a high prevalence of anxiety,
depression and stress in chronic low back pain patients. Moderate levels of anxiety,
depression and stress were found in 29.5%, 46.7% and 41% of the patients. Mild levels
of anxiety, depression and stress were found in 28.6%, 7.7% and 35.2% of the patients,
respectively Out of them, 19.1% and 8.6% were severe for anxiety and stress
respectively, and 11.4% were extremely severe for anxiety respectively. The present
study also found that a significant number of patients with LBP had mental distress.

Christensen et al., 2015 conducted a study among 360 patients of LBP and suggested
that 6.7% of patients had depression, 37.7% had anxiety, and 46.4% had stress. These
findings are parallels to the findings of another current study, which showed higher
mental distress among LBP patients as compared to the control group.

Pain rating of the 105 participants shows that 12.38% of the participants scored in vas
scale rating 5, 34.29% of the participants scored 6, 35.24% showed 7 and 18.10% has
pain on vas scale rating score 8. This research also found pain is significantly

associated with depression, anxiety and stress.

Pain can cause depression or make existing depression worse. Depression can also
make existing pains worse. Stress has both physical and emotional effects on our
bodies. It can raise our blood pressure, increase our breathing rate and heart rate, and
cause muscle tension. These things are hard on the body. They can lead to fatigue,
sleeping problems, and changes in appetite. Anxiety can cause people to change their
behaviors and posture, including the way they sit, what they do when they sit, whether
they slouch, and so on. Changes in posture — especially when combined with the
muscle tension from anxiety — can cause the muscles to be in uncomfortable positions

and ultimately lead to back pain. Another issue related to anxiety is hypersensitivity.
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Those with anxiety tend to experience physical sensations more than those without
anxiety. Also in the study by Mok et al. depression and anxiety were correlated with
intensity of pain (Mok & Lee, 2008). There were 48 male and 54 female adult
participants in the study. The level of anxiety and depression was significantly
positively correlated with pain intensity (r= 0-471, p<0-0005) and was also a
significant predictor of pain intensity (t=3-918, p<0-0005, 95% CI 0-050-0-154). The
results of this study showed that anxiety and depression are not only associated with
pain intensity but that they also, partly, predict pain intensity in patients with low back

pain who are newly admitted to an acute care hospital (Mok & Lee, 2008).

Back pain is rarely fatal but profoundly affects functioning, so there are important
implications for the quality of life of these patients. Previous reports have already
indicated the significance of both physical activity limitation and psychological stress
in patients with LBP (Astrand, 1987). According to the gender depression, anxiety
and stress was seen more with females (22 females) than in males (28 males). A higher
rate in females with low back pain suffering from depression, anxiety and stress than
males, may be due to the possibility of greater rates of pains due to osteoporosis,
menstruation, and pregnancy among women, or possibly because women were more
willing to report depression, anxiety and stress than men (Abdulbari Bener et al.,
2013).

In this study researcher has found association with depression and physical health,
psychological health, social relationships and environment. Similarly with anxiety and
stress association is significant which means quality of life influence by depression,

anxiety and stress.

Depression is known to occur more commonly in patients with PD than age-matched
controls, and be associated with increased disability, worse Hr-QoL and greater
caregiver burden (Schrag, 2006). Anxiety is known to intensify physical symptoms
and, thus, influence overall QOL. Anxiety is a barrier to the treatment of breast cancer

patients and overall QOL during chemotherapy period (Schreier & Williams, 2004).
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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 LBP 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 CONCLUSION & RECOMMENDATION

6.1 Conclusion

Screening for symptoms of depression, anxiety and stress during the initial
consultation is important because they are an indicator of poor prognosis. Because
depression has clearly been shown to influence the clinical course of mechanical low
back pain, screening for depressive symptoms is crucial for optimal physical therapist
management.

The findings of this study revealed that LBP and psychological issues are related to
each other. A notable number of patients had anxiety, depression and stress.
Moreover, depression, anxiety and stress was associated with quality of life and pain.
Therefore, these findings acknowledge the importance of psychological assessment
and treatment, in addition to biomedical aspects when managing patients with LBP.
This study divulges that clinicians should be aware of potentially high rates of
emotional distress syndromes in chronic low-back pain and enlist mental health
professionals to help maximize treatment outcomes. Further research is required to
find out more about the links between LBP and mental distress to ensure the

development of effective treatments.

43



6.2 Recommendation

Depression is an inevitable consequence after having LBP as well as anxiety and stress
and has negative influence ondaily, physical, cognitive functioning among people
having Low Back pain (LBP). So, the necessity is to give more attention to this
psychologicalaspect which is linked to LBP. There are many studies based on LBP but
there are fewamount of studies related to the concept of this patient's psychology such
as depression, anxiety and stress. 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

Informed consent
(Please read out to the participant)
Assalamualaikum,
My name is Imtiaz Ahmed. | am conducting this research study which is the part of B.Sc. in

Physiotherapy program and my research title is “ Influence of Anxiety, Depression and Stress
for the patients with Low back pain on physiotherapy treatment outcome attended at Centre
for the Rehabilitation of the Paralyzed (CRP), Savar” under Bangladesh Health Professions
Institute (BHPI), University of Dhaka. | would like to know about some personal and other
related information regarding depression, anxiety, stress and quality of life among people
who having low back pain. 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 Imtiaz Ahmed or my supervisor Dr. Shamima Islam Nipa , Lecturer Department of
Rehabililtation Science, BHPI, CRP, Savar, Dhaka-1343.

Do you have any questions before | start?

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

Yes .......... No

Signature of the Participant’s.....................o..e. Date..................
Signature of the Witness’s...............ooiviiiinin.n. Date..................
Signature of the Data collector’s......................... Date.................
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Questionnaire

(English)

Part :1 Socio-demographic Information

Question Answer
Participants name
Age
Address
Mobile number
Gender 1= Male
2 = Female
Marital status 1 = Married
2 = Unmarried
Educational status 1 = lliterate
2 = Primary

3 = Secondary

4 = Higher secondary
5 = Graduation

6 = Post graduate

Occupation

1 = Farmer
2 = Garments worker
3 = Driver

4 = Day laborer

5 = Service holder
6 = Businesses

7 = Retired

8 = Student

9 = Others

Monthly income

Living area

1.Rural
2.semirural
3.Urban

Do you smoke cigarettes ?

1.Yes
2.No
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Part 2- Vas scale & Session related questions

How many Physiotherapy session do you have taken?

Are you willing to discontinue the physiotherapy treatment

by your own?
1.Yes
2. No
Why you want to discontinue the physiotherapy treatment?

Do you have any pain in your body?

1. Yes
2. No
What is your type of pain?

1. Acute pain
2. Chronic pain

Place a mark on the line below to indicate your current level of pain

10

No pain pain as bad as it

could possibly be
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Part : 2 DASS 21 Questionnaire

1 (s) I found it hard to wind down 1 2 3
2 (a) 1 was aware of dryness of my mouth 1 2 3
3 (d) I couldn’t seem to experience any positive 0 1 2 3
feeling at all
4 (a) | experienced breathing difficulty (e.g.
excessively rapid breathing, Breathlessness in the 0 1 2 3
absence of physical exertion)
5 (d) I found it difficult to work up the initiative to 0 1 2 3
do things
6 (s) I tended to over-react to situations 0 1 2 3
7 (a) | experienced trembling (e.g. in the hands) 0 1 2 3
8 (s) | felt that | was using a lot of nervous energy 0 1 2 3
9 (a) I was worried about situations in which I might 0 1 9 3
panic and make a fool of myself
10 (d) I felt that I had nothing to look forward to 0 1 2 3
11 (s) | found myself getting agitated 0 1 2 3
12 (s) | found it difficult to relax 0 1 2 3
13 (d) I felt down-hearted and blue 0 1 2 3
14 (s) | was intolerant of anything that kept me from 0 1 9 3
getting on with what | was doing
15 (a) | felt I was close to panic 0 1 2 3
16 (d) I was unable to become enthusiastic about

. 0 1 2 3
anything
17 (d) I felt I wasn’t worth much as a person 0 1 2 3
18 (s) | felt that I was rather touchy 0 1 2 3
19 (a) I was aware of the action of my heart in the
absence of physical exertion (e.g. sense of heart rate 0 1 2 3
increase, heart missing a beat)
20 (a) | felt scared without any good reason 0 1 2 3
21 (d) I felt that life was meaningless 1 2 3
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Part : 3 WHOQOL-BREF

Very poor | Poor Neither poor Good | Very
nor good good
How would you rate
your quality of life? 1 3 4 5
Very Dissatisfied | Neither Satisfied | Very
dissatisfied satisfied Satisfied
nor
dissatisfied
How satisfied
are you with 1 2 3 4 5
your health?

The following questions ask about how much you have experienced certain things in the
last Four weeks.

Not A A Very An
atall | little moderate | much extreme
amount amount
To what extent do you
feel that
physical pain prevents
you from doing what you
need to do?
Not | A A Very An
At little | moderate | much extreme
all amount amount
How much do you need
any medical treatment to
function in your daily
life?
How much do you enjoy
life?
To what extent do you
feel your life to be
meaningful?
[Not | A | A | Very | Extremely |
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physical environment?

atall | little | moderate | much
amount
7. | How well are you able to
concentrate?
8. | How safe do you feel in
your daily life?
9. | How healthy is your

The following questions ask about how completely you experience or were able to do
certain things in the last four weeks.

Not
at
all

A
little

Moderately

Mostly

Completely

10.

Do you have enough
energy for everyday
life?

11.

Are you able to accept
your bodily appearance?

12.

Have you enough
money to meet your
needs?

13.

How available to you is
the information that you
need in your day-to-day
life?

14.

To what extent do you
have the opportunity for
leisure activities?

15.

How well are you able to
get around?

16.

How satisfied are you
with your sleep?

17.

How satisfied are you
with your ability to
perform your daily living
activities?

18.

How satisfied are you
with your capacity for
work?
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19.

How satisfied are you
with yourself?

20.

How satisfied are you
with your personal
relationships?

21,

How satisfied are you
with your sex life?

22,

How satisfied are you
with the support you get
from your friends?

23.

How satisfied are you
with the conditions of
your living place?

24,

How satisfied are you
with your access to
health services?

25.

How satisfied are you
with your transport?

The following question refers to how often you have felt or experienced

certain things in the last four weeks.

negative feelings
such as blue mood,
despair, anxiety,
depression?

Never | Seldom | Quite |Very | Always
Often | often
26. | How often do you 5 4 3 2 1
have

58




SIAATATYIAAIRP N,

W ENOTG WIRCAW, AR (R ATHS 2H6oos a7 [Ra 29
eGSR (P T 8% ICHT GPGH FEFRAIY | LTINS W R WNF IF6
SR STAN FACO (S 32 J0I AN ATFSD N FICGF AFGI ¥ |

WMNIE SRR [T = (NG T @oneng (SefSretartar fofaesm Suger,
faamor a3 511 99 e |

STNIF SN SAIHFONI ST T NN TR (FINF DA @M AR O SAF©
(AW 43¢ S T GF6 AFIYAS AWV | SIING STAHCAL Gy, WV S0 H2 8%
AT TG (| NN G [N B N N SN SCIINT AR
FA TN ATAGNY CIFET 567 FAT (R | TGN AN SN SNR[INT FGH
TS WHAZNFIR Z(O AN A3 NN TANTS WA SLINT AR FACS
NI SR |

I SR FAMR (T, AR STIIN WHNNF G JF =0 LI TS I M| IIN
GETTRIAT *INCY (FIIFN R 1 JF QO12 (T (F STNCT A I RS AN[EN | a2
ITNT A BT TSN (NN AF(R I WHAZIFIANF TSNS BT T3
(IS AP FIT (I |

T WNNF NIFN STAE (I G AMF S AN AJAZFALE S
PICO ANIN N[IP FNNOTNG WRINH I AL |

®F PAF A ANV (N Y AR ?

Y F ®F FI0© AN 2

31 (R | A

R B E R B C s 5T A OINRL o,
N ST G T A OIRL oo
R N BT E G R T A 1G] | L

59



TG

ARAETEARE X

wify Sfeie TS STENW, AT 220 AT SHOONG JF RIS 2N
(TGOS NN 87 %

szol oo™ YV ToL{om
T SMARNVNT TNy A 1Y BT NAT

SN NI TR T “F (IR PR ROMACT T <>1T <> Srequmt <8 <@ Bcost, Rafiage
Toiet @F 4O 1 B REClT T O N Rl WA S, T o @qR belTe>
TAF TR G A F991

SIS SIRECTT ALPETL T PG T Tl Rl WAL Zae @i footar Sfow; T
TRA 3R @b TR qF0fe T <> FEA@ATET A | TRelAs FAMTTR &, Qe oo AoFg 90 fR0ew
T | ARG THG el ] I T TN QA NI el H7Ret IR Gl GTADN R o7
A G | OGER, AN AR AN GFG THAT 22> Gl ¥azadigal e fooNas @ e 9wy
AT S ATGEA Fesfogiage FH SARRIY S |

Iy ﬁrﬂ:-%jnﬂ@z::-‘[ IAC: W, @3 ARGl f|am & C~‘Mv W@‘T TE qal QLA W TR A
TGl DI AN TP TN (NGl A (o W (o118 7Y BRI 7 sy qm sy foors@e | 93

TRAA 4fe fo® Foige@ntR 2ol 4o AR Folefreae wesifo form o e
AF T NG Al

W &R Rl PR o mecht N foNg fane wegeto o=
foolNae oINEs SRS QM 4 AN |

uF FAK AN A T TF 2 Qe 29w

60



o -5 TL-SAIGE 27

o4 [CRE|
LR ARV T
IS
IPEICI
R IEIEGRIKIE
S, Y
ferst < WfEE
S ¢ y. faze
2. N{AfR®
ECEET
2. AANH
RrI5TS CI1oTe! ;gﬂ%w
¢. NoH
Y, RTO(RIS]
Y. IS
2. S5 A
9, W<
8. v oF
CoPN ¢. IPRAGIR
b, IR
q, SIS
v, et
. SNIT
WIS &I
S, oy
PAMCAS JeTTRI 2. NPFA
9, X9
. =
AN F YA FEA? g

61




3 O (BT 72 CTN STAF® rraat

o I FIOI FPGSTRAINNG G fNTITR 2

o WA RT3 F eGSR~ BfFe T 37 FA0o 3RF?

e |

2.9
o TGS Bl w1 BreA=g 1 762

o AT NI F (PN A D2

=T
A
o INIF JNAH 43 5 T N2

Y. SIHRP AT
2. RS

o WONIF ISV FAF NG T FATS NHF RN JF6 5% Ay
0 10

JAT N2 AT TOOT Y1 RO A

62



-0 T -2 AT

o TN & GIFRIES ey T

> AE &) AN I FACH ST ATSy
S I G (@ g Aty

© G &) YF Q¥ RS T TSy

S, @ TN A SETANEF FIER =4 SRS SRZY Fed @i i fea

3, 9IfY JATS “Fo @ SR o/ SRFw AR |

(]

©, ECAT (FAFRE AN N FIE F© 1|

(]

8. TNF YPTFCET AT 29 |

¢, s T 2@ (@ e Al AN G FOF T |

v, T W [fen sifaf3fere afefre afefam sam aemet fe=)

q, QI A Pl Sfoessl 2T (@NT TS Fell) |

6|l o6| 06|06

b, SN W 2© @ Afy 49 @R = pieel geife

[

S, afy @xe +ff3fs oI givwias few @ aif Siqeir arefFs 2re
T @32 T FF FIE FACS AT TS T ANEE @ T FAE |

V.2 BV 72 . V2 V.V IV VO B 7 V. VO .

[

So. S T 2foRe, ©f e AN ©IteT fFgag @il 1F |

8, Iy Tl o @ i 37 wf%d =@ iR

33, TN (@14 T A G (o 2O |

o, OIfy JR1 R 8 oo FAo |

38, TN S 4 2W O @ (FI G128 S g 997 Are |

S¢. INIE T 7@ @2 IR A 2R Sgen AroRas 2R |

S, @I frgres wifit @ wad 2e Ao 1

5. O Orped Fe e et ame e @ w177 w121

Str, TIfSl WeT FHOW W GFHree T iRl AR |

6|6l o6|O6|6|O6|06G|O06G| O

3. T s 71 FacEe Wi Mg Fa 9 R[CS AFOH(IF FH
FAN 1

V.2 RV .V . 2 RV 7 V. U2 V.7 IV VA .V I Vo I %

6

0. TAMY T BT TN Sre-TFS (@14 FIO |

VY

QY. HIFoT QLT A WA TS |

63




1 -8 TFC 425 & fFC 8 I [T =&t

SRS XY TN SHL AT 612 FP J32 AN RS (F TS 579 (50F
S35 W =1 ABrS I8 (o I |

I AT

QT

Il 8 WX
LAY WY

S.(fG)

NN G A N
I (P2

3

)

Q%yﬁ

ECACHECY

ERER)
THFES W

CE)

2.(fGr8)

AN F185 (T N
AN STBT?

A

Qéj,ﬁ

e

T SPNQTET 5T TIANR NHITS WOTTOISTa fF AT IR 7 ST |
gFTN oG

o]

O(AFY.8)

I A T SN

SR ATIGA F
(AT PO [0 fRreTw?

Y

Y

9 8

8(IFHH.9)

AN (RHN PN
By (I fofde s

FOLP ATAGA?

€(IF8.Y)

AN GRAE FOLF

GATOT9 FEAN?

Y(IF28 )

AN GIRAE FORH
wef2ef W =W

Q43P 9)

NN TS S
[ EiCEI“ PO
N2

(00]

(TFHG.S
)

AN NG A
G fRtes
FLOHSE 1M TN
FEN?

SIT(2.Y)

TR SR
AT FCOIGH
EIEREN

CIREa R

RIEBRE)(S

S0(IFR.Y)

TN G A
AT =S A2

95(AFA.Y)

QA ==
B2

64




SR(TFHL.Y)

AN F ATIG
CNBITS (AT BIdT
MCR?

Y9(JF20.5
)

Af I (A=
IR TR G
STAMGINIT ©F A2

S8(TF2.5)

JIOAR/RANMCNI
SIS SN

POIGF CR?

I A

AITA

Il 8 AT
AN 8T

SE(ITS.D)

AN o0
OOl BATCRAT
PICO ATCIN?

Q%Jyﬁ

BT 8 T
TELS

Y (IFY.9)

HANE I
AN FTOIGF
TEY?

R é{,ﬁ

24(4%50.9)

AR G B
Fyo! N S

ILORE AEGL?

SH(IFHR.8)

NN FIG FACO
AN ol (VT

AN FCOIGP

SH(TFY. )

AR fNTots
AT SR TET?

20(JFH9. )

MIEDIERNIRRIS
@wﬁmwwﬁ

D(AFHE. )

wwcﬁwﬁw
DAV

FTONE TBE?

23(IF58.8)

JHR TR
HISTR G
AN FCOIGP
TEE?

29(JFH4.9)

QAN AN
AN IE]
N SO TSB!

28(TFHs.9)

AN (T FIBICHAAT
AN OIS [ TBS?

RE(IFR9.9
)

NN NN
Jrorrs Ny

FLORE HBE?

65




FYAIN | P AR
JUE]
Y(IFY.Y) | AR [ AR S 2 8
O™, BTRS
(VBN IO UERIE|
(NFSABF Sy g
En)

66







Department of Py herapn

Lentre 1or the Rehabilitation of ths Paralssed (CRP
Chapain, Savar. 1 haka 1341

Through: Head, Department of Pl iotherapy. BHPI
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my research project entitled: “Influence of Anxiety. Depression and Stress for the patents wi
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