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Abstract:  
Background and objective: to minimize complications by proper selection of patients for surgery and to evaluate what is the impact 

of psychiatric co-morbidity in patients admitted to a spinal surgical unit in Basrah, Iraq. 

Patients and Methods: A multi-center cross-sectional prospective cohort study was conducted on 247 patients. In Basrah province. 

During admission complete history was taken in form of identity, complaint, past medical and surgical history, drug history, type 

of previous and the coming surgery and lastly special emphasis on the questioner to assess patient psychological status using the 

Patient Health Questioner. Somatic Anxiety Depressive Symptoms (PHQ.SADS) 

After one week and one-month the same questions were addressed to the patient to check the general condition,and any 

complications or readmission. 

Results: Out of the 247 patients: Eight patients refuse to be part of this study, thirty-one patients lost follow up, three patients 

excluded from the study due to exclusion criteria, five patients their surgery postponded because they were psychologically unstable 

and advised for psychiatrist consultation. 

111 patients (55.5%) of the sample size were male patients. 

A 90 (45%) patients were at age of 38-57 years, 111 (55.5%) of the sample were male 82 patients (41%) were of moderate degree 

using the PHQ.SADS. 62 patients (31%) were within the severe scale PHQ.SADS.132 patients (66%) complained from 

radiculopathy with or without backache,192 (96%) patients discharged safely postoperatively. 

41(39.4%) patients were diagnosed with lumber canal stenosis belongs to the severe group. 

Psychological break down occurs in 10 (5%) patients, 9 (90%) of those patients belong to severe grade category of PHQ.SADS. 

Conclusion: There was a strong association between pre-operative psychological conditions and post-operative complications in 

form of repeated visit after surgery and persistence of pain and disability. 

                                                                                                                                                                                              

1. Introduction 

1.1 background 

The care of surgical patients should not be limited to the details 

of the pathological process and the surgical technique and even 

when spinal surgery seems to be fruitful, it does not necessarily 

improve patients functioning or satisfaction with the care. [1, 2] 

There are a number of psychological, social and behavioral 

factors known to spoil the outcome of surgery like emotional 

stress which affects both the inflammatory response and the 

immune system, both can negatively influence the surgical 

outcome. [3] 

Depression increases the risk of non-adherence to physical 

therapy and refusal to take medications as prescribed and lead 

to dissatisfaction with the outcome of the surgery no matter how 

perfect was the surgery. [4, 5] 

Deep sleep encourages the release of growth hormones, which 

enhance wound healing, emotional stress can delay recovery by 

reducing deep sleep, and so increases the risk of chronic pain. 

[6] 

There is a real need for psychiatric evaluation before 

performing surgery. Pre-operative mental health screening 

should be a routine part of the evaluation of patients in whom 

surgery is being considered. [1] 

Depending on the psychiatric evaluation, the surgeon can 

decide whether the patient is a good candidate for surgery or 

not. Many mental health issues can create problems in the post-

operative period that include the patient with anxiety and 

depression, those with poor self-image or with body 

dysmorphism. 

The following five patient-related factors were identified to be 
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associated with the development of persistent postoperative 

pain like: anxiety, depression, pain catastrophizing, pain 

sensitivity, and preoperative opioid consumption. [7] 

Psychological evaluations were used to help selecting 

appropriate patients for surgery versus conservative treatment. 

This approach reduced the duration of disability and was 

associated with an estimated $859 million savings in one year 

in USA. [8] 

The physician rate of sensitivity when detecting high-level 

distress was 28.7% while a largeer percentage using the 

questioner (64%).This support the importance of routinely 

using the questioner. 

Both orthopedic literature and broader chronic disease literature 

underscore the importance of addressing emotional wellbeing 

before performing orthopedic procedures. [9]  

We feel it’s a mandatory to screen all patients with spinal 

pathology prior to surgery, hopefully our study can prevent the 

annoying outcome after operating on patient who is 

psychologically unwell which may lead to poor postoperative 

outcome with persistent pain and other complaints. Our aim is 

to provide insight into the relationship between preoperative 

psychological status and a variety of outcomes following spine 

surgery. 

Study design 

This cross-sectional prospective cohort study was done for 

patients prepared for spinal surgery in a period from February 

2020 to February 2023. 

Target Population  

Adult patients (age 18 years and above) presenting to a tertiary 

spine center in Basrah. 

Inclusion criteria: Adult patients who can give informed 

consent. 

Sampling Method/Recruitment Process: 

The identified patients were invited to give written 

confirmation to be part of the study and a copy of the concent 

was kept in the clinical note and one in the study file. Evaluation 

took place within the first 24 hours of the patients’ admission. 

Each patient invited was given an internal study number. Only 

the local investigators were able to match this with the personal 

details of the patients. 

The age and gender were also recorded. 

Study Procedures 

The front sheet contains the participant number, details of 

patient’s identity (hospital number, name, date of birth). 

- Patients were given written and verbal clarification about 

the study. 

- Details about the patient’s timing of surgery, 

comorbidities, frailty, alcohol consumption, smoking, 

recreational drug use as well as the number of medications, 

literacy, marital status and education were recorded. 

The diagnoses on discharge, date of discharge, the outcome as 

well as data regarding readmission (7 and 30 days) post-

discharge, death were also recorded after discharge on the 

questioner, one death was also recorded after transfer to the 

intensive care unit. 

2.8 Statistical Analysis 

The data were checked and fed into computer system. The 

statistical analysis was made by using SPSS (statistical package 

for social sciences) version 25 

We depend on PHQ.SADS 10 in this study [20]. 

 
Figure1: simplified questioner protocol. 
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Table 1: Socio-Demographic Distribution 

 
The table above showed the demographic details of the studied patients. 

Figure2: Pie chart showed the details of the psychological 

status using PHQ.SADS.  

Table (2): Medical and Psychological Comorbidity 

 
Table 2 shows the medical and psychological comorbidity. 

 

Figure 3: pie chart showing Distribution of clinical 

presentation of patient’s complaint  

 
Figure (4): Pie chart showed clinical presentation of the 

patients’ diagnosis 

Table (3): Timing of surgery table 

 
52 % (104 patients) diagnosed with lumber canal stenosis, 62 

patients (31 %). lumber disc prolapses 
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Table (4): the outcome of the patients in our study. 

E.D. emergency department visit

Table (5): Association between diagnosis and age of the patients 

 

• There was significant statistical association in which: 

• 33 patients (73.3%) within 18-37 year of age were diagnosed with disc prolapse 

• 27 patients (30%) within age group of 38-57 years with same diagnosis. 

• 51 patients (78.5 %) aged 58 years and more diagnosed with stenosis.  

• 3.8 Association between PHQ.SADS and the age of patients 

• patients aged 18-37 years 22 of patients (48.9%) showed moderate PHQ.SADS, compared to 32 patients (35.6%) and 28 of 

patient (43.1%) aged 38-57 years and 58 years and older respectively showed moderate condition but this was not statistically 

significant association.  

• 3.9 Association between PHQ.SADS, Diagnosis, and patients' fate 

•  41 patients (39.4%) diagnosed with stenosis had severe PHQ.SADS compared to   15 patients 24.2% and 3 patients (21.4%) 

with disc prolapse and Spondylolisthesis respectively had severe condition PHQ.SADS, but there was no statistically significant 

association. 

• The questioner showed mild score 16 patients (80%) of those submitted for emergent surgery, while 79 patients (43.9%) of 

patients with elective surgery showed moderate PHQ.SADS and this was statistically significant(pvalue) association. There 

was statistically significant association between PHQ.SADS severity and outcome as showed in the table and highly significant 

statistical association between PHQ.SADS and psychological breakdown, follow up and hospital stay.
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Table (6): Association between PHQ.SADS, diagnosis and patients' outcome 

 

Discussion  

Pre-surgical psychological screening was used as a routine 

screen in the literature to lower failure rate after surgery.  

Overall, the studies reviewed provides insight into the 

relationship between preoperative depression and a variety of 

outcomes, following spine surgery. Given that depression is a 

potentially modifiable risk factor for adverse outcomes, future  

 

work might identify ways to mitigate the impact of depression 

and to improve outcomes for patients undergoing lumbar 

fusion. In assessing post fusion outcomes [1], [10],[11]. 

The preoperative assessment of depression should be included 

and that the disorder should be considered as a potential impact 

comorbid condition. [12]. 

 

The outcome of surgery may help improve patient selection and 

possible targeted intervention, and the amount and need of 

narcotics to be used post operatively [12, 2]. 

The psychological risk factors in adult patients scheduled for 

spine surgery include depression, anxiety, anger, fear-

avoidance of pain and injury, stress, recreational drug use, other 

pre-existing psychiatric comorbidities, and history of abuse. 

[13] 

In our study 144 patients (72%) were of moderate and severe 

degree of PHQ.SADS and this was more than Saunders et al 

study who examined a larger number (n = 801) of American 

adults with traumatic spinal cord injury the clinically significant 

symptoms of depression were in 41.4% of them. [14].  

This result is expected because of the civil psychological 
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disturbance in our locality due to poverty and lack of jobs in 

addition to political unsteadiness and wars. 

37 female patients (41.6%) were belong to the severe group, 

while 38 male patients (34.2%) were belong to the same group.  

A striking point was found that depression was found in middle 

age group more than elder age group about 32 patients (35.6%) 

showed severe scores in PHQ.SAD compared to older group of 

patients which are 17 patients (26.2%). This is probably related 

to socioeconomic status in our locality. 

Our results differ from Sher-Wei Lim et al study which showed 

increasing proportion of depression with old age group. [15] 

In our study 132 patients (66%) complained from radiculopathy 

with or without backache followed by backache alone with 28 

patients (14%) as chief complaint this agrees with result of 

Scott Bialy study their patients had a primary complaint of mild 

lower back pain with or without leg pain and average symptom 

duration (41 days), prior history of lower back pain (70.4%), 

and history of more than 3 episodes (59%). [16] 

180 patients (90%) were submitted to elective surgery and 10 

% to emergency surgery group, the grade of psychological 

distress was low in the emergent surgery group, 16 patients 

(80%) while the score in elective surgery was 40 patient 

(22.2%) which is much lower percentage, the remaining of 

them were belong to the moderate and severe grade on the 

questioner 140 patient (77.8%). 

This was statistically significant association, this may be 

attributed less suffering from chronic pain that may affect 

emotional, social and psychological wellbeing. 

Up to our knowledge we didn’t find a study correlating elective 

and emergent surgery. 

 In Regard to the association between Diagnosis and score of 

PHQ.SADS, we found 41 patients 39.4% diagnosed with 

lumber canal stenosis had severe  score PHQ.SADS compared 

to 24.2% in disc prolapse and 21.4% of patients with 

Spondylolisthesis,  we couldn’t find statistically significant 

association this was in agreement with Avni Khandelwal, et al 

study [17] 

In Our study there was statistically significant association 

between the grade on the questioner and outcome of surgery 

and highly statistically significant association between 

PHQ.SADS and psychological breakdown and hospital stay  

14 patient (22%) who belong to the severe grade remains in 

hospital post operatively 5 days or more, while only 1 patient 

(1.8%) who belongs to mild group remain in hospital for the 

same duration., Greater fear or distress prior to surgery is 

associated with a slower recovery and more postoperative 

complication. 

 Although anxiety presumably interferes with recuperation 

through both behavioral and physiological mechanisms, the 

pathways have been unclear, as showed in recent work in 

psychoneuroimmunology (PNI) [3] the study demonstrated that 

stress delays wound healing in addition, the same article 

illustrated the adverse effects of pain on endocrine and immune 

function. A bio behavioral model described that based on these 

and other data; it suggests a number of routes through which 

psychological and behavioral responses can influence surgery 

and post-surgical outcome [3]. 

Also, well documented that patients with major depressive 

disorder (MDD) showed increased pain sensitivity [19]. 

Patients who suffered from lumber canal stenosis 41patients 

(39.4%) belong to the sever group. this may be attributed to the 

chronic suffering from pain as mentioned by (The scar 

hypothesis) which may increase the likelihood for the 

development of depression [18]. 

Study Limitations 

• The Stigma of mental health in our locality makes some 

patients unwilling to share in our study. 

Conclusions 

• Psychiatric co-morbidity in patients with spinal pathology 

should be screened in addition to other medical 

comorbidity before planning for the type of management. 

• Duration of hospitalization increased as the score in the 

level of psychological depression increase. 

• The rate of psychological breakdown and repeated visits 

after surgery increased when the grading was severe  

• Spinal stenosis was associated with sever grade in the 

questioner, This May be attributed to chronic suffering 

from pain. 

• Poor adherence to surgeon instructions were associated 

with sever grade of psychological condition good example 

is seen in self-discharge patients. 

• Emergent surgery was associated with mild grade of 

psychological upset. 

Recommendation  

1. We recommend the use of this questioner in all spinal 

centers all over the globe as a routine in preoperative 

psychological evaluation. 

2. Another similar study to be applied in spine unit all over 

Iraq. 
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