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STUDY DESIGN: Cross-sectional study
OBJECTIVES: To identify the prevalence of posttraumatic stress disorder (PTSD) among the individuals with traumatic spinal cord
injury (TSCI) and to examine the relationships between demographic and clinical characteristics, and PTSD.
SETTING: Spinal Injury Rehabilitation Center (SIRC) and Dhulikhel Hospital, Kathmandu University Hospital (DH, KUH),
Kavrepalanchowk, Nepal.
METHODS: Individuals above 18 years of age with TSCI of at least one month from trauma and admitted to SIRC and DH, KUH from June
2019 toMay 2021were included. The specific stress version of the PostTraumatic Stress Disorder Checklist (PCL), was utilized. To classify the
neurological status of TSCI individuals, International Standard for Neurological Classification of Spinal Cord Injury (ISNCSCI) was used.
Hierarchical multiple regression analysis between independent variables and normalized PCL score was done to evaluate the predictors
of PTSD.
RESULTS: Among 163 patients, the overall prevalence of PTSDwas 27%, and themean PCL score was 36 ± 13.9. Factors predictive of PTSD
included gender, family type, ethnicity, and literacy rate. No significant association was found between the clinical characteristics and PTSD.
CONCLUSIONS: PTSD appears to be considerably prevalent among individuals with TSCI in Nepal. Females, individuals from nuclear
families, individuals with lower literacy, and individuals from lower caste are significantly vulnerable to developing PTSD. However, clinical
characteristics do not appear to be influential in the development of PTSD.
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INTRODUCTION
Traumatic spinal cord injury (TSCI) is associated with posttraumatic
stress disorder (PTSD) [1–3]. According to the WHO, about 10% of
the population in the world is facing mental health disorders, with
even higher prevalence in the population with SCI [4]. The
prevalence is reported in the range of 10 to 40% among
individuals with SCI [5]. Delay in diagnosing PTSD can cause
long-term consequences such as inability to return to work and
increased health care and economic burden [6]; therefore, prompt
recognition and treatment of PTSD among individuals with TSCI
are of utmost importance.
Posttraumatic stress disorder, described in 1980 [7], is defined as

a mental health condition caused by actual or threatened death or
serious injury, or other threat to a person’s physical integrity. The
symptomatic aftermath includes 17 symptoms divided among
three symptom clusters, namely re-experience, avoidance/numb-
ing, and arousal [8]. These symptoms should be present for more
than 1 month, and the disturbance must cause clinically significant
distress or impairment in social, occupational, or other important
areas of functioning [8].
Studies on TSCI and PTSD exist in a sizable number. As shown in

these studies, there is a higher prevalence and incidence of SCI

amongmale individuals but females are at higher risk of developing
PTSD [1]. Studies have also revealed various demographic factors
like younger age at the time of event, being single, illiteracy and
economic instability are associated with more PTSD symptoms in
persons with SCI [4]. Evidences also suggest that various
circumstances under which TSCIs occur are related to increased
symptoms of acute and posttraumatic stress in such populations
[9, 10]. In a study by Starr et al. 43–57% of patients with orthopedic
injuries due to falls and road traffic injuries (RTIs) met the criteria for
PTSD 1 year after injury [11]. According to a recent study in Nepal,
the two major etiologies of spinal cord injury are fall from height
(60%) and RTIs (17%), predominantly common in the age between
32 to 47 years, which highlights the possibility of high prevalence of
PTSD among individuals with TSCI [12].
There are a very few studies reporting prevalence of PTSD in SCI

individuals from a low or middle income country. In the recent
systematic review of risk and vulnerability factors for PTSD among
SCI individuals by Pollock et al. there were no studies from low
income countries and from Asia which highlights the absence of
similar studies from these regions [9]. Nepal is a lower-middle
income country with multi-dimensionally poor population being
4.9 million people (17.4% of total population) [13]. Hence, this
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study would be important in highlighting the prevalence of PTSD
in a unique population of Nepal on which similar study has not
been done in the past. This study aims to evaluate the prevalence
of PTSD among individuals with TSCI presenting to a tertiary care
center or rehabilitation center, and assess the role of demographic
and clinical characteristics in the development of PTSD in Nepal.
Recognition of these factors will be helpful to identify and support
individuals at higher risk of PTSD as early as possible.

MATERIALS AND METHODS
Study design and site
This is a prospective cross-sectional study done in Dhulikhel hospital,
Kathmandu University Hospital (DH, KUH) and Spinal Injury Rehabilitation
Center (SIRC), Sanga, Nepal. DH, KUH is a tertiary care center which is a
major referral center for patients with spinal injuries. SIRC is a non-profit,
inpatient rehabilitation center for individuals with spinal injury located in
central Nepal which also provides peer counseling and psychology services
as a part of standard care. It is the major referral center for spinal
rehabilitation in Nepal.

Inclusion criteria
All the individuals above 18 years of age with SCI of at least one month
from trauma who were admitted in DH, KUH or SIRC from June 2019 to
May 2021 were included in the study. However, individuals not consenting
for the study; individuals with memory loss and cognitive dysfunction and;
non-traumatic SCI were excluded.

Ethical clearance, tools and sample size calculation
Ethical clearance was obtained from Institutional Review Committee (IRC)
of Kathmandu University School of Medical Sciences (KUSMS) [IRC-KUSMS
approval number: 270/2021]. We utilized the specific stress version of the
Post- Traumatic Stress Disorder Checklist (PCL), a 17-item self-report
instrument corresponding to DSM-IV criteria (American Psychiatric
Association, 1994) for PTSD, which has been translated and validated in
Nepali language [14]. DSM-IV-TR criteria for PTSD includes a history of
exposure to a traumatic event and symptoms from each of three subscale,
namely re-experiences, avoidant, and arousal symptoms. The mean of the
subscale was used to impute the missing values if only 1 item was missing.
A dichotomous variable was created (PTSD, yes or no) using the following
DSM-IV criteria: (a) at least 1 re-experience item, (b) at least 3 avoidance
items, and (c) at least 2 arousal items. A standard total score of >44 [6] was
used as an alternative to diagnose an individual with PTSD. To classify the
neurological status of SCI individuals, International Standards for
Neurological Classification of Spinal Cord Injury (ISNCSCI) was used [15].
The sample size was calculated using a sample size formula for cross-

sectional studies [16]. After assuming the level of confidence of the study
of 95%, precision of 0.05 and expected prevalence of PTSD among
traumatic spinal injured patients of 10%, the calculated sample size was
138 patients. Most individuals filled out the PCL by themselves, while those
needing assistance were interviewed either by trained physiotherapists or
by the treating doctor.

Statistical analysis
The collected data were entered and analyzed using IBM SPSS version 25.0
for Windows (SPSS Inc., Chicago, IL, USA). Normality of continuous variables
was checked using the Shapiro-Wilk test. The continuous variables with
normal distribution were presented as mean ± SD and non-normal
variables were reported as median (interquartile range [IQR]). The total
PCL score was converted into normal distribution by firstly transforming
the total score into a percentile rank (resulting in uniformly distributed
probabilities) and secondly the inverse-normal transformation to the
results of first step was done to form a variable consisting of normally
distributed z-scores [17]. We refer to this variable as the normalized PCL (N-
PCL) score. Spearman correlation test was done for analyzing the
correlation between independent variables and N-PCL score. One way
analysis of variance (ANOVA) was used to evaluate the significance
between the mean injury to interview time between individuals with and
without disability card.
Hierarchical multiple regression analysis between independent variables

and N-PCL score was done to evaluate the predictors of PTSD.
Independent variables showing statistical significance with N-PCL score

(Spearman’s correlation) in this study, and the variables that were found
significant in previous literature were selected for hierarchical regression
analysis. After controlling for participants’ gender in the first step, the main
effect of social factors (social group, family type and educational status)
was tested in the second step. In the third step, the main effect of trauma
related factors (delay from injury to treatment, tetra/paraplegic status, and
presence/absence of disability card) were tested. Delay from injury to
treatment was defined as the time required for the patient to reach the
tertiary care center from the time of traumatic event. Tetraplegia and
paraplegia included motor complete patients in all the limbs or only the
lower limbs respectively (AIS A and B). Issue of multi-collinearity was
addressed by calculating the variance inflation factor (VIF). The VIF of all
the included independent variables was less than 2. A value of P < 0.05 was
considered significant.

RESULTS
Demographics
A total of 163 individuals were included in the study. The majority
(75.5%) were males with a mean age of 36.3 ± 12.4 years. Eighty-
three (51.0%) patients were from joint families (family with more
than two generations living together) and nearly 80% were
married. Most of the participants (92.6%) had no regular income.
Eighty-seven percent of patients were Hindu by religion and 18%
had no formal education (Table 1).

Clinical characteristics
The most common SCI etiology was fall (72.4%) followed by road
traffic accident (23.3%). Among the patients, five (3.1%) reported
to have lost their relatives during the traumatic incident. The most
common level of injury was T10. Majority of the patients were
ASIA Impairment Scale (AIS) A (57.7%) followed by AIS C (18.4%).
Using International Standard for Neurological Classification of
Spinal Cord Injury (ISNCSCI), it was found that majority (64%) of
the patients had T1-S4/5 injury with AIS A, B or C followed by
13.4% patients with C1–C4 injury with AIS A, B or C. Among the
patients with AIS A and AIS B, 89 patients (54.6% of total) were
paraplegic and 22 patients (13.5% of total) were tetraplegic;
among them, only 22 (13.6%) patients had disability card, which is
an identity card given by Government of Nepal (GoN) to the
individuals with SCI. The mean injury to interview time was
84.7 ± 33.6 days. There was a statistically significant difference
(One way ANOVA; F-value: 18.5, p < 0.01) between the mean injury
to interview time between the individuals with disability card
(111.9 ± 22 days) and without disability card (80.4 ± 33.5 days).The
participants’ demographic and clinical characteristics along with
their mean PCL scores are presented in Table 1.
Table 1 shows a statistically significant correlation of N-PCL

score with gender, education and presence of disability card.
Female gender, lower education levels, and presence of a
disability card were associated with higher N-PCL scores.

PTSD prevalence and predictors
The median total score of PCL was 34 (24–45) (mean= 36 ± 13.9),
with 27% patients meeting the criteria for PTSD (Total score >44).
The subscale medians were 11(8–17) (mean= 12.45 ± 5.3) for re-
experience, 13(9–17) (mean= 13.5 ± 5.3) for avoidance, and
9(6–13) (mean= 10 ± 4.8) for arousal. The percentage of indivi-
duals diagnosed with PTSD according to DSM-IV criteria
was 25.2%.
In response to the symptoms of persistent re-experience, 29.4%

(mean= 3.06 ± 1.5), 23.3% (mean= 2.87 ± 1.49), and 24.5%
(mean= 2.79 ± 1.56) reported to have been often bothered by
memories of the event, upsetting dreams about event, and
sudden experience of the event again, respectively. Of the
symptoms of persistent avoidance, ‘lost interest in usual activities’
and ‘been less optimistic about future,’ was often reported by
22.1% and 18.4%, respectively. The mean and median of subscales
of the PLC score of individuals with SCI are presented in Table 2.
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Table 1. Demographic and clinical characteristics of the sample, and their Mean PCL Score.

Variables (Demographic) Percentage (N) Mean PCL score (SD) P valuea

Gender Male 75.5 (123) 34.08 (13.23) 0.00

Female 24.5 (40) 41.93 (13.1)

Age (Years) 16–30 38 (62) 35.6 (13.66) 0.80

31–45 36.8 (60) 36.92 (14.70)

46–60 22.7 (37) 35.00 (11.74)

61–75 2.5 (4) 38.00 (14.62)

Family type Nuclear 47.9 (78) 37.91 (14.40) 0.16

Joint 50.9 (83) 34.34 (12.7)

Single 1.2 (2) 31.00 (11.31)

Marital status Married 79.8 (130) 36.74 (13.32) 0.24

Unmarried 19.6 (32) 33.41 (14.57)

Divorced 0.6 (1) 24.00

Income No regular income 92.6 (151) 35.49 (13.42) 0.07

Regular income 7.4 (12) 42.18 (14.42)

Religion Hindu 88.3 (143) 35.72 (13.67) 0.29

Buddhist 5.6 (9) 33.44 (13.82)

Christian 4.3 (7) 48.00 (9.47)

Kirat 1.9 (3) 32.00 (7.00)

Education Uneducated 18.4 (30) 39.93 (14.97) 0.02

Primary 29.4 (48) 36.94 (13.01)

Secondary 25.2 (41) 36.80 (13.21)

Higher secondary 18.4 (30) 31.53 (12.79)

Bachelors 6.1 (10) 31.90 (13.35)

Masters and above 1.8 (3) 32.00 (18.7)

Ethnicity Hill Janajati 27.2 (44) 35.07 (12.95) 0.27

Hill Chhetri 24.7 (40) 38.05 (15.56)

Hill Brahmin 11.1 (18) 37.61 (16.25)

Hill Dalit 10.5 (17) 38.29 (14.32)

Madhesi Chhetri 9.9 (16) 35.94 (12.59)

Terai Janajati 8.6 (14) 31.86 (10.59)

Others 8 (13) 32.85 (8.42)

Variables (Clinical characteristics)

Etiology Fall 72.4 (118) 36.75 (13.8) 0.37

RTA 23.3 (38) 33.47 (12.35)

Others 4.3 (7) 37.29 (16.5)

Relative loss Yes 3.1 (5) 35.40 (14.70) 0.81

No 96.9 (157) 35.88 (13.52)

Disability card Yes 13.6 (22) 44.09 (16.4) 0.02

No 86.5 (141) 34.74 (12.7)

ISNCSCI classification C1–C4 AIS A, B, C 12.9 (21) 34.76 (13.85) 0.62

C5–C8 AIS A, B, C 7.9 (13) 34.66 (14.55)

T1-S4/5 AIS A, B, C 64.0 (105) 36.16 (13.53)

AIS D Any level 9.1 (15) 34.91 (8.7)

Undocumented level/neurology 5.5 (9) 43.2 (10.6)

Tetra/paraplegic (Motor complete injuries) Tetraplegic (AIS A and B) 13.5 (22) 33.59 (14.05) 0.62

Paraplegic (AIS A and B) 54.6 (89) 36.62 (14.10)

AIS C—all levels 17.2 (28) 34.96 (13.14)

AIS D—all levels 9.1 (15) 34.91 (8.7)

Undocumented 5.5 (9) 46.5 (10.6)
aSpearman correlation between independent variables and N-PCL score.

B. Parajuli et al.

3

Spinal Cord Series and Cases            (2023) 9:13 



The hierarchical multiple regression analysis is shown in Table 3
and the model summary in Table 4.
The analysis revealed that at step one, gender contributed

significantly to the regression model (Female gender predicting
higher N-PCL score), F (1, 99)= 11.32, p < 0.05) and accounted for
10.3% of the variation in N-PCL score (Table 4). Introducing the
social factors (social group, family type and educational status)
explained an additional 11.6% of variation in N-PCL score (lower
social group, nuclear family type, and lower educational status
predicting higher N-PCL score) and this change in R² was
significant, F (3, 96)= 12.6, p < 0.001 (Table 4). All the four
variables significantly predicted the N-PCL score with female
gender and lower educational status being the most predicting
variables (p < 0.001) (Table 3). However, adding trauma related
factors (delay from injury to treatment, tetra/paraplegic status, and
presence/absence of disability card) to the regression model
explained only an additional 1.7% of the variation in N-PCL score

and this change in R² was not significant, F (3,93)= 12.75, p= 0.57
(Table 4).

DISCUSSION
Examining the prevalence of PTSD among individuals with TSCI,
our study found more than one fourth (27%) meeting the
diagnostic criteria. The percentage diagnosed with PTSD accord-
ing to DSM-IV criteria was slightly lower, that is, 25.2%. In
comparison to other studies e.g., Agar et al. [18] (24%), Craig et al.
[4] (27%), Cao et al. [19] (24.9%), the reported prevalence in the
present study is very similar. This suggests that Nepalese
individuals with TSCI may have similar psychological coping
mechanisms to trauma compared to individuals with TSCI in the
other parts of the world. However, in the study done by Warren
et al. the prevalence of PTSD in individuals with TSCI was 52% [20],
which is noticeably higher. This discrepancy in the prevalence may

Table 2. Mean PCL scores for subscales.

Scale Not at all (%) Sometimes (%) Often (%) Mean ± SD

Intrusive images Re-experience 20.2 22.1 18.4 9.8 29.4 3.06 ± 1.5

Repeated nightmares Re-experience 24.5 21.5 19.6 11.0 23.3 2.87 ± 1.49

Flashback Re-experience 32.5 11.7 24.5 6.7 24.5 2.79 ± 1.56

Psychological reactivity Re-experience 65.0 14.7 8.0 5.5 6.1 1.72 ± 1.2

Avoiding activities Avoidance 49.7 16.0 14.1 7.4 12.3 2.16 ± 1.4

Avoiding thoughts Avoidance 66.3 10.4 13.5 4.3 5.5 1.72 ± 1.18

Inability to recall Avoidance 74.2 11.0 7.4 2.5 3.7 1.48 ± 1.0

Physiological reactivity Re-experience 56.4 11.7 16.6 6.7 8.6 1.99 ± 1.3

Lost interest in activities Avoidance 36.8 18.4 17.8 4.9 22.1 2.57 ± 1.5

Feeling of detachment Avoidance 68.1 8.0 15.3 2.5 6.1 1.71 ± 1.18

Feeling emotionally numb Avoidance 78.5 9.8 6.7 1.8 2.5 1.39 ± 0.88

Foreshortened future Avoidance 46.0 7.4 20.9 7.4 18.4 2.45 ± 1.56

Sleep difficulties Arousal 58.3 8.0 14.1 3.7 16.0 2.11 ± 1.5

Irritable or angry outburst Arousal 50.9 14.1 17.2 3.7 14.1 2.16 ± 1.4

Concentration difficulties Arousal 63.2 11.7 16.0 3.1 5.5 1.75 ± 1.16

Hyper-vigilance Arousal 50.3 8.6 22.1 6.1 11.0 2.18 ± 1.4

Exaggerated startle Arousal 65.0 11.7 6.7 3.7 12.9 1.88 ± 1.4

Total Re-experience 39.8 16.3 17.5 8.0 18.4 12.45 ± 5.3

Avoidance 60.0 11.7 13.8 4.4 10.1 13.5 ± 5.3

Arousal 41.0 7.7 11.0 2.9 8.5 10.0 ± 4.8

Table 3. Hierarchical multiple regression analysis.

Model Independent variables B Std. Error Beta t Sig. 95% CI of B (Upper/
Lower)

1 Gender 10.132 3.012 0.320 3.364 0.001 4.156 16.108

2 Gender 7.975 2.921 0.252 2.730 0.008 2.177 13.773

Family type (Joint/Nuclear) −5.033 2.466 −0.184 −2.041 0.044 −9.928 −0.137

Social group/ethnicity −0.710 0.351 −0.188 −2.026 0.046 −1.406 −0.014

Educational status −3.050 1.089 −0.262 −2.801 0.006 −5.211 −0.888

3 Gender 7.586 3.059 0.240 2.480 0.015 1.512 13.660

Family type (Joint/Nuclear) −5.250 2.491 −0.192 −2.108 0.038 −10.197 −0.304

Social group/ ethnicity −0.642 0.356 −0.170 −1.802 0.075 −1.349 0.065

Educational status −2.952 1.100 −0.254 −2.683 0.009 −5.137 −0.768

Treatment delay 1.431 3.077 0.043 0.465 0.643 −4.679 7.541

Tetra/paraplegic 4.019 3.224 0.114 1.246 0.216 −2.384 10.421

Presence of disability card 1.898 4.107 0.044 0.462 0.645 −6.257 10.053
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be due to a smaller sample size (N= 24) in the study by Warren
et al. thereby making this study less generalizable.
Gender was a significant predictor of PTSD in our study with a

higher prevalence of PTSD among females (35%) compared to
males (22%). This finding is similar to the studies by Otis et al. [1]
and Hatcher et al. [10]. Though males are more likely to experience
a potentially traumatic event than females, the female: male ratio
in the prevalence of PTSD is approximately 2:1 [21]. This finding is
also reiterated by a study that reported a higher level of re-
experiencing, avoidance and arousal symptoms among females
[22]. Higher prevalence of PTSD among females may be explained
by the fact that they experience higher levels of associated pre-
traumatic, peri-traumatic and posttraumatic risk factors compared
to males [21].
Type of family was another significant predictor of PTSD in our

study. Patients living in joint families had significantly lower
chances (24%) of developing PTSD compared to patients living in
nuclear families (47%). This is similar to the findings by Farooq
et al. who had studied the prevalence of PTSD among earthquake
survivors in Kashmir, Pakistan [23]. Similarly, Yuchang et al. found
the prevalence of PTSD among 2010 earthquake survivors living in
joint family was 3.8% compared to 67% among survivors living in
nuclear family [24]. A joint family system may have acted as an
important source of support to the individuals in the face of
various adversities.
In Nepal, caste system, which was the practice during the feudal

system based on the people’s profession, is still prevalent in many
parts of the country. Consequently, individuals of lower caste face
social discrimination. Our study showed a higher prevalence of
PTSD among SCI individuals from lower castes; and in the absence
of other comparable studies, the finding of this study may be
noble in the Nepali context. However, in the study by Hatori et al.
where PTSD was evaluated among 2015 earthquake survivors of
Kathmandu, Nepal, a higher prevalence of PTSD was found among
the lower caste individuals [25]. This finding could be due to the
social discrimination faced by the lower caste individuals.
Literacy rate was another significant predictor of PTSD in our

study. Individuals with lower literacy had higher prevalence of
PTSD. This is similar to the finding by Kuiper et al. where
individuals having higher PTSD symptoms were from primary/
lower education background than with higher education [26].
Similarly, Tang et al., found lower educational status predicting
higher prevalence of PTSD among adult earthquake survivors [27].
Individuals with higher levels of education may have greater social
resources and broader coping methods which may lessen the
impact of traumatic events compared to individuals with lesser
educational status.
Another factor worth mentioning is the relationship of income

with the occurrence of PTSD. Our study showed higher PCL score
(suggesting higher prevalence of PTSD) in individuals with regular
income compared to individuals with no regular income. This is in
contrast to the study by Visser et al. who have shown higher

prevalence of PTSD in individuals with lower income [28]. In Nepal,
individuals with a regular income are probably the major
responsibility bearers and the only income generators in their
family. In a lack of proper social and financial security, TSCI to such
patients can cause a severe financial crisis in the family. This may
add up to the stress contributing to higher PTSD prevalence in
such individuals.
Regarding the relationship of the clinical characteristics with

PTSD, no significant association was found. Studies have
suggested that individuals experiencing assaultive violence are
at greater risk of PTSD [29]. However, all the individuals in our
study had non assaultive trauma which may be the reason for the
type of trauma not predicting the prevalence of PTSD among
individuals with TSCI. Our study showed no correlation between
relative loss and PTSD, though available studies have shown a
strong relationship between them [28]. This may be due to a
smaller number of individuals with relative loss (3.1%) making
statistical comparison non-significant. Severity of neurological
impairment and tetra/ paraplegia also did not show any
correlation with PTSD prevalence among individuals with TSCI.
Though presence or absence of disability card did not predict the
occurrence of PTSD as per the hierarchical multiple regression
analysis, the difference in the mean injury to interview time
between the two groups was statistically significant with patients
with disability card having longer injury to interview time. The
mean PCL score for the individuals with disability card was also
higher signifying higher occurrence of PTSD. The explanation for
higher occurrence of PTSD among individuals with disability card
could be related to a longer injury to interview time among them
which suggests the possible delay in treatment and rehabilitation
leading to higher PCL score.
One of the limitations in this study was the information about

the PTSD stressors and the experience of traumatic events before
the incidence of SCI of all the individuals were not taken. This
could have created a confounding bias in the prevalence of PTSD
among SCI individuals. Similarly, those individuals who were
interviewed either by trained physiotherapists or by the treating
doctor, there is a probability of occurrence of observer bias and/or
interviewer bias. However, due to the same approach of data
collection, response bias could be eliminated. In the context like
Nepal, where the respondents are not educated formally, and thus
have very limited knowledge of their problems, the use of self-
reported measures would not yield the appropriate data. Further,
this study being a cross- sectional study, it may also be difficult to
derive a causal relationship between SCI and PTSD due to only a
one-time measurement of PCL score.
In conclusion, PTSD appears to be considerably prevalent

among individuals with TSCI. Females, individuals from nuclear
families, individuals with lower literacy, and individuals from lower
caste are significantly vulnerable to developing PTSD. However,
clinical characteristics do not appear to be influential in the
development of PTSD. It can be recommended that personal

Table 4. Model summary of hierarchical multiple regression.

Model R R Square Adjusted
R Square

Std. Error of the
Estimate

Change Statistics

R Square Change F Change df1 df2 Sig.
F Change

1 0.320a 0.103 0.094 13.39544 0.103 11.317 1 99 0.001

2 0.468b 0.219 0.187 12.68806 0.117 4.782 3 96 0.004

3 0.486c 0.236 0.178 12.75375 0.017 0.671 3 93 0.572
aPredictors: (Constant), Gender.
bPredictors: (Constant), Gender, Family type(Nuclear/Joint), Social group/ethnicity, Educational status.
cPredictors: (Constant): Gender, Family type(Nuclear/Joint), Social group/ ethnicity, Educational status, Treatment delay, Tetra/paraplegia, Presence of
disability card.
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variables need to be examined closely in the identification of
individuals at higher risk for PTSD for the purpose of early
detection and treatment.

DATA AVAILABILITY
The data set used in this study can be obtained from the corresponding author on
request.
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