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Leisure satisfaction and psychiatric morbidity among informal carers

of people with spinal cord injury
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Study design: Cross sectional survey.
Objective: To examine the nature and prevalence of common mental disorders among
informal carers of people with Spinal Cord Injury (SCI) and the association with their leisure
satisfaction.
Setting: Christian Medical College, Vellore, Tamilnadu, India.
Methods: A cross-sectional survey of informal carers of people SCI at the Department of
Physical Medicine and Rehabilitation. Fifty-three informal carers of people with SCI were
interviewed using the Revised Clinical Interview Schedule to assess psychiatric morbidity, and
using the Leisure Satisfaction Scale to measure leisure and contentment. Data on carers with
psychiatric morbidity were compared to those without common mental disorders using
univariate and multivariate statistics.
Results: Study reported a high morbidity (53%), with most consistent diagnoses of depression
and anxiety. Carers who were spouses, women, currently married and those with lower
education had greater psychiatric morbidity and lesser leisure satisfaction, even after adjusting
for age and education using logistic/linear regression. Age, occupation, residence, socio-
economic status, type and duration of SCI were not associated with either morbidity or leisure
satisfaction.
Conclusion: Many carers of people with SCI suffer from psychiatric morbidity and also have
low scores on leisure satisfaction.
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Introduction

Living with spinal cord injury (SCI), a devastating
condition, requires substantial coping by patients and
their carers.1,2 The adjustment process can result in
a significant psychological burden.3,4

Leisure as an important mechanism of coping with
stress5,6 has been discussed in the literature. Studies have
documented that reduction or abandonment of leisure
can lead to increased psychological distress.7 In addition
to the problems of coping with the consequences of
paralysis of their relatives, carers of people with SCI
often abandon or severely alter social and leisure aspects
of their life.7,8 However, the distinction between work
and leisure are culture bound suggesting the need to
examine specific issues in different cultural groups.9

Research from the West has demonstrated that men
with SCI rely predominantly on their spouses for social

support10 and that the spouses have significant psycho-
logical distress and social isolation.11–14 Studies have
recorded the disruption of sex life, wheelchair restric-
tions, personality change in the person with SCI and
problems with bladder care were considered reasons for
distress in carers.11

Methods

A cross-sectional survey was conducted of primary
carers of patients with SCI admitted to the Department
of Physical Medicine and Rehabilitation, Christian
Medical College, Vellore, India.
Primary carers of patients with SCI, living with the

patient and aged between 18 and 65 years were recruited
for the study. Primary carers were defined as those
relatives who provided physical care for people with
SCI. Carers of patients with head injury or severe
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psychiatric morbidity and carers with severe cognitive
difficulties and communication problems were excluded.
The following instruments were used for assessment:

Leisure Satisfaction Scale (LSS)
The Leisure Satisfaction Scale is a standard instrument
to assess leisure satisfaction.15 The scale elicits informa-
tion on leisure activities and provides a measure of
satisfaction. The shortened version of the scale was
employed in this study.16 It consists of six components
or areas of need satisfaction: psychological, educational,
social, relaxational, physiological and aesthetic. Each
area is assessed using four statements. The answers to
each statement are scored on a 5-point Likert scale. The
scale was used to assess the leisure satisfaction for leisure
activities chosen by the respondents. The scale has been
used in the West and has been shown to have good
validity and reliability.16 The scale is also employed in
the institution and is useful in assessing leisure satisfac-
tion among patients and their relatives. The general
format of the statements, the scoring using a Likert scale
and its application to the respondent’s leisure activities
makes it ideal to assess activities across different groups
of people and across cultures.

The Revised Clinical Interview Schedule (CIS-R)
The Revised Clinical interview Schedule (CIS-R) is a
standardized semi-structured interview to assess for
common mental disorders and other non-psychotic
morbidity.17 The instrument has 14 sub-sections: so-
matic symptoms, fatigue, concentration, sleep problems,
irritability, worry about physical health, depression,
depressive ideas, worry, anxiety, phobia, panic, obses-
sions and compulsions. Scores for sub-sections range
from 0 to 4. The ratings obtained at interview provide a
score for each section, which together can be summed to
yield an overall score. Previous studies have shown that
subjects with scores of 12 and above have common
mental disorders. The schedule does not require the
interviewer’s clinical judgement thus minimizing obser-
ver bias. Most aspects of the interviewing style are
prescribed by the interview, including the exact wording
of the questions and specific rules for coding each
symptom.17 The CIS-R has been shown to have high
inter-rater reliability. It takes 10–20min to administer.
Algorithms have been developed to arrive at a Interna-
tional Classification of Diseases-10 Primary Care (ICD-
10 PC)18 diagnoses. This instrument has been translated
into many Indian languages and used in ethnic Indian
populations.19,20

In addition, information about socio-demographic
characteristics of the carer was collected using a
specially designed proforma. This information included
the following: age, gender, marital status, occupation,
economic status, education, place of residence and
relationship to patient and clinical details of SCI.
Carers of consecutive individuals with SCI attending

in-patient treatment services who satisfied the study

criteria were contacted and the study was explained.
Informed consent was obtained. The instruments to
assess psychiatric morbidity, leisure satisfaction and
socio-demographic variables were administered. The
carers were interviewed alone in the hospital by the
primary investigator (JTR). The average duration of
the interview was 1 h.
Mean and standard deviation were used to describe

continuous variables, and frequency distributions were
obtained for categorical data. The w2-test was used to
assess the significance of associations for categorical

Table 1 Socio-demographic data of participants and clinical
profile of care recipients

Characteristics
Mean (SD)/
Frequency (%)

Data on carers
Age (in years) 32.4 (SD 12.7)
Sex
Male 27 (50.9%)
Female 26 (49.1%)

Education
No education 7 (13.2%)
Primary 10 (18.9%)
Secondary 29 (55.1%)
Graduate 6 (11.3%)
Post graduate 1 (1.9%)

Residence
Rural 16 (30.2%)
Urban 37 (69.8%)

Relationship to care recipient
Parents 18 (34.0%)
Siblings 9 (17.0%)
Spouses 16 (30.2%)
Children 5 (9.4%)
Others 5 (9.4%)

CISR scores of carers 10.7 (SD 8.2)
No. with psychiatric morbidity
(CISR scoreX12)

28 (52.8%)

ICD 10 diagnosis
No diagnosis 25 (47.2%)
Depression 17 (32.1%)
Generalised anxiety disorder 2 (3.8%)
Mixed anxiety depression 8 (15.1%)
Neurasthenia 1 (1.9%)

Leisure Satisfaction Scale score 47.3 (SD 19.3)

Data on care recipients
Age (in years) 40.3 (SD 14.3)
Sex
Male 47 (88.7%)
Female 6 (11.3%)

Level of lesion
Paraplegia 42 (79.2%)
Quadriplegia 11 (20.8%)

Duration of illness after injury (in months)
1–3 15 (28.3%)
4–6 25 (47.2%)
6–9 5 (9.4%)
10–12 1 (1.9%)
13 or more months 7 (13.2%)
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variables. Student’s t-test was used to test the associa-
tions for continuous data. Pearson’s correlation coeffi-
cient was used to assess association among continuous
variables. Linear and logistic regressions analysis were
also done. The statistical software SPSS for Windows
(Release 11, 0.1) was employed for the analysis.

Results

Sixty carers were contacted. Six carers did not meet
inclusion for the following reasons: two were aged below
18 years and four carers were not staying with the
patient. Only one carer who was eligible to participate
in the study refused consent. There was no significant
difference between subjects who took part in the study
and those who did not on socio-demographic variables.
Table 1 shows the socio-demographic of carers and

clinical profiles of patients. The psychiatric morbidity
documented among carers was high (28; 53%). The
common ICD-10 diagnoses were depression and mixed
anxiety depression.
The factors associated with psychiatric morbidity are

documented in Table 2. Carers who were spouses,
women, currently married and those with lower educa-
tion had greater psychiatric morbidity. These associa-
tions remained statistically significant even after
adjusting for age and education using logistic regression.
Age, occupation, residence, socioeconomic status, type
and duration of SCI were not associated with morbidity.
Carers who were spouses (t¼�2.2; df¼ 34.0;

Po0.05), women (t¼�4.4; df¼ 51; Po0.001), those
currently married (t¼�4.0; df¼ 51; Po0.001) and
those with lower education (t¼ 6.3; df¼ 50.4;
Po0.001) had significantly lower scores on the leisure
satisfaction scale on univariate analysis. These variables
remained significantly associated with lower leisure
scores when age and education were adjusted for using
linear regression (spouses Po0.03; women Po0.02;
currently married Po0.01; low education Po0.001).
Age, occupation, residence, socio-economic status, type
and duration of SCI were not significantly associated
with leisure scores.

The CIS-R score significantly correlated with the
leisure satisfaction scale score with lower scores among
those with higher morbidity score (Pearson’s correlation
coefficient¼�0.894; P¼ 0.000). This remained signifi-
cant after adjusting for age and education using linear
regression (B¼�0.36; SE of B¼ 0.03; b¼�0.86;
t¼�10.77; P¼ 0.000). CIS-R scores were also found
to be significantly associated with all subscales of the
leisure satisfaction scale aesthetic (P¼ 0.003); educa-
tional (P¼ 0.000); physiological (P¼ 0.003); psycho-
logical (P¼ 0.000); relaxational (P¼ 0.000) and social
(P¼ 0.000).

Discussion

This study examined the psychiatric morbidity and
leisure satisfaction among carers of patients admitted to
a tertiary referral center and found that a substantial
proportion of carers do suffer from distress, depression
and anxiety. Studies from the West have reported
similar conclusions.1–4,21 The risk factors for psychiatric
morbidity among carers of patients with SCI were
similar to those seen among patients attending primary
care. Female gender and low education were signifi-
cantly related to depression and anxiety.22,23 Being a
spouse was also an important risk factor for psychiatric
morbidity among carers of people with SCI.
The risk factors for poor leisure satisfaction were

similar to those found for psychiatric morbidity. Other
studies have also reported that household work, and
child care, and family responsibilities among women
who are carers often force them to abandon or severely
restrict social and leisure aspects of their life.24 This
study found an association between depression and
anxiety and poor leisure satisfaction. However, the
cross-sectional design precludes a conclusion on direc-
tionality.
This study has shown a significant relationship

between the leisure satisfaction and psychiatric morbid-
ity among carers of people with SCI. The findings
suggest the need to routinely screen for psychiatric

Table 2 Socio-demographic and clinical factors associated with psychiatric morbidity among carers

Variable Unadjusted Odds ratio (95% CI) Adjusted Odds ratio (95% CI)a

Gender – female 7.9 (2.3, 27.1) 4.5 (1.2, 17.3)

Age – 41 years or moreb 3.2 (1.04, 9.9) 1.9 (0.5, 6.7)
Education – Secondary school or higher 0.1 (0.02, 0.4) 0.1 (0.02, 0.5)

Marital status – currently married 10.6 (2.5, 44.5) 9.6 (1.8, 51.7)
Relationship – spouse 3.9 (1.01, 14.5) 4.9 (1.1, 21.2)

Occupation – no occupation 0.5 (0.1, 1.6) 0.5 (0.1, 2.1)
outside home
Residence – rural 0.4 (0.1, 1.4) 0.9 (0.2, 3.5)
Socio economic status – lower 3.8 (0.7, 20.6) 3.1 (0.6, 26.3)
Quadriplegia 0.7 (0.2, 2.6) 0.3 (0.1, 1.8)
Duration of SCI – less than 3 months 2.2 (0.6, 7.7) 1.9 (0.5, 8.1)

Significant values are printed in bold
aAdjusted for age and education using logistic regression
bMedian age used to divide into two groups
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morbidity and poor leisure satisfaction among carers of
people with SCI.
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