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Abstract
Background: According to the WHO it is estimated that depression will soon be the leading cause of 
disease and premature death in the world. There is a connection between chronic pain and mood 
disorders. Severe pain very often leads to mood disorders. Patients who struggle with pain symptoms 
may actually suffer from depressive disorders. Research shows that 75-80% of patients meeting the 
criteria for depressive disorders according to various questionnaires report pain. This is an important 
topic that requires further research and attention in the physiotherapy practice.

Aim of the study: To obtain knowledge on the prevalence of depression symptoms, scars and low back 
pain or degenerative disc disease, its prevalence and functional impacts in adults treated in mental health 
centers in Silesia, Poland.

Material and methods: The study was conducted by means of a diagnostic survey using a questionnaire 
technique. Data from 82 adults and 147 questionnaires were analyzed. The Beck Depression Inventory 
(BDI), the Roland-Morris Disability Questionnaire (RMQ), the Subgroups for Targeted Treatment Back 
Screening Tool (STarT Back Tool), the Oswestry Disability Index (ODI), VAS scale and the Quality of Life 
Assessment Questionnaire (WHOQOL-BREF) were used. 

Results: 92.7% of adults treated for depression symptoms report low back pain. Patients with depression 
and LBP have significantly lower results in the STarT, ODI and RMDQ questionnaires compared to patients 
with depression and LBP from lumbar discopathy (p<0.05). In the VAS LBP level, depression level and 
quality of life – somatic and psychological, no statistically significant differences were observed between 
the study groups. Quality of life – social and environmental quality of life was significantly p<0.05 higher 
in the depression and LBP patients compared to the participants with lumbar discopathy.

Conclusion: Functional negative impacts of depression were significantly greater in patients with 
depression and LBP from lumbar discopathy compared to patients with depression and LBP only. Higher 
depression level is significantly associated with greater pain, worse quality of life and greater negative 
impact on daily functioning.

Keywords: Depression symptoms; Depression; Low back pain; LBP; Degenerative disc disease

Introduction
Psychosomatics concerns the influence of psychological factors on the health and quality 

of life of a person. It has long been observed that the state of our psyche is reflected in our 
physical condition. The state of the psyche translates into our musculoskeletal system, and 
emotional tension and chronic stress result in excessive muscle tension and can contribute 
to spinal pain. Knowledge of the basics of psychosomatics and awareness of the existence 
of such relationships will allow for much more effective physiotherapy, regardless of its 
form. In the field of physiotherapy, we are interested in how mental disorders and mood 
disturbances can affect the ailments which patients report to physiotherapists. Depression 
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is characterized by feelings of sadness, loss of interest and joy, 
as well as feelings of guilt, low self-esteem, sleep and appetite 
problems, chronic fatigue and cognitive difficulties [1]. Depression 
significantly affects the quality of life of the patients, limiting their 
ability to function in various aspects of life, both in the social and 
professional sphere. Women are more predisposed to the disease 
than men. The causes of depression are complex and multifaceted. 
The main factors include endogenous, psychological and somatic 
factors. Psychosocial factors also play a significant role, e.g. loss of 
a loved one, loss of job or personal problems. Stressful situations 
from childhood, such as domestic violence or emotional neglect, 
also play an important role in the pathogenesis of depression [2,3].

According to the WHO forecasts, about 280 million people 
worldwide struggle with depression [1]. The World Health 
Organization predicts that by 2030 it will become one of the most 
common diseases in the world. It is estimated that depression will 
soon be the leading cause of disease and premature death [4]. The 
percentage of depression cases is still growing. In the USA, about 
8% of the population suffers from depression [5], while in Europe 
data from 2019 indicate that it is 7.2% [6]. In Poland, the number of 
people suffering from depression is about 4% (approx. 1.5 million) 
people [7].

There is a connection between chronic pain and mood 
disorders. Severe pain very often leads to mood disorders. 
Patients who struggle with pain symptoms may actually suffer 
from depressive disorders. It is worth noting that one of the early 
symptoms of depression is pain, which can significantly affect the 
patients’ quality of life [8]. A certain relationship can be observed 
- the intensity of depression and anxiety will cause an increase in 
pain and it will work the other way round - the worse the mental 
state, the more pain will be felt. The studies of Kirmayer et al. [9] 
show that 75-80% of patients meeting the criteria for depressive 
disorders according to various questionnaires report pain. This is 
an important topic that requires further research and attention in 
physiotherapy practice [9].

The biopsychosocial model on pain approach and pain 
management refers to the interaction between biological, 
psychological and social factors in the experience of pain. It takes 
into account various aspects influencing the experience of pain. In 
this approach, the disease is treated as a long-term stressor that 
affects both the person and their immediate environment. This 
model assumes that all factors interpenetrate and none of them 
can explain the entire picture of the disease on their own. A holistic 
approach (taking into account all the factors mentioned above), 
which interact with each other, is characteristic to this approach 
[10-12]. It is important for physiotherapists to remember that 
Lower Back Pain (LBP) is considered as a long-term stressor that 
affects the entire patient and their functioning.

Scars are an inevitable consequence of trauma or medical 
procedures and there are many studies showing that the 
occurrence of scars is associated with LBP. However, there are very 
few studies regarding scars as a source of emotional disorders. 
The patient may feel worse when touching or looking at the scar, 

feel disgust towards the scar and therefore his body. This applies 
especially to scars in the area of exposed skin (face, neck, décolleté 
and hands) [13]. It has been proven that if a scar causes chronic 
pain and significant mobility loss, the probability of developing 
depressive disorders is increased [14,15]. Therefore, optimal 
scar care and scar management should also be of fundamental 
importance for psychiatrists and a physiotherapist [14,16,17]. 
The connection and co-occurrence of depression and lower back 
pain seems to be an area that is still under-researched. The studies 
on this topic are lacking in number. In the field of physiotherapy 
the psychosomatic approach is still not widespread. Patients and 
physiotherapists rarely consider the psychosomatic cause of the 
origin of pain. Therefore, the authors of this study point out that 
this topic requires more research and recognition and in the future 
the results may contribute to improving the quality of therapy 
offered and the quality of life of patients.

Aim
The overall aim of the study was to obtain knowledge on 

the prevalence of depression symptoms and low back pain or 
degenerative disc disease, its prevalence and functional impacts in 
adults treated in mental health centers in Silesia, Poland.

The aim of the study was to obtain knowledge on:

a)	 Co-occurrence of depression symptoms in low back pain 
and degenerative disc disease (lumbar discopathy) patients.

b)	 Functional impacts of depression symptoms in low 
back pain and degenerative disc disease (lumbar discopathy) 
patients.

c)	 The relationship between the level of depression and the 
quality of life and pain levels in low back pain and degenerative 
disc disease (lumbar discopathy) patients.

d)	 The relationship between the occurrence of scars and the 
level of depression, quality of life and pain in low back pain and 
degenerative disc disease (lumbar discopathy) patients.

Material and Methods
The study was conducted in several mental health centers 

located in Silesia, Poland:

a)	 “Feniks” Mental Health Center, Gliwice, Poland.

b)	 PZZOZ in Bedzin, Mental Health Ward in Czeladz Hospital, 
Czeladz, Poland. 

c)	 “Przestrzen” Psychotherapeutic and psychiatric Center, 
Katowice, Poland.

d)	 “Kompas” Psychotherapeutic and therapeutic Center, 
Bedzin, Poland.

e)	 “Impuls” Beskid Center for Therapy and Psychoeducation, 
Bystra, Poland.

A.	 The inclusion criteria were: Age 20-40, consent to 
participate in the study, depression symptoms on the Beck (BDI) 
Scale at ≤12 points, no active cancer disease, no history of spine 
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surgeries, severe trauma and comorbidities affecting the spine (e.g. 
ankylosing spondylitis, chronic rheumatic arthritis, fibromyalgia 
syndrome etc.).

B.	 The exclusion criteria included: Lack of consent to 
participate in the study, age >20 and <40, no depression on the 
Beck (BDI) Scale (score >12), active cancer disease, history of spine 
surgeries, severe trauma and comorbidities affecting the spine (e.g. 
ankylosing spondylitis, chronic rheumatic arthritis, fibromyalgia 
syndrome, severe traffic accidents etc.).

Measurements tools

The research tools were Polish language paper-version 
questionnaires. The questionnaires were anonymous. The 
questionnaires were provided by the medical personnel between 
December 2023 and April 2024 in the mental health facilities. 
Mental health centers patients (respondents) were asked to 
complete the questionnaires either online or on paper. Patients were 
also informed in writing about the study purpose and that he may 
withdraw at any time without prejudice to further treatment. The 
patients were asked to complete the questionnaires by themselves 
but could also have asked medical personnel for help if needed.

VAS Scale (VAS): The VAS (Visual Analog Scale) is a commonly 
used tool to assess pain intensity and other subjective sensations. 
The scale has two extreme points: no pain (0) and the most intense 
pain imaginable (10). In this study, a modified version was used, 
where the numbers at the extreme ends are accompanied by 
drawings of faces - smiling, symbolizing no pain, and contorted 
in a grimace of pain, indicating the most severe pain. Due to its 
readability and high reliability and repeatability, this scale is the 
most commonly used tool to describe pain. A disadvantage is that 
7-11% of patients have difficulty understanding the extreme values 
on the scale [18,19].

Beck Depression Inventory (BDI): The Beck Depression 
Inventory (BDI) is used to assess depression and is one of the 
most popular diagnostic tools due to its ease of completion and 
multidimensionality. The questionnaire contains 21 statements 
regarding symptoms of depression, such as sadness, guilt, loss 
of interest, decreased energy, and sleep and appetite disorders. 
The patient completes the scale by selecting one of four answers 
describing their well-being, scored from 0 to 3. The sum of the 
points gives a score ranging from 0 to 63, which determines the 
level of depression in the study group [20,21]. A score of 0-11 
points indicates no depression, 12-19 indicates mild depression, 
the range of 20-25 points indicates moderate depression, and 26-
63 indicates a severe episode of depression [22].

Roland-Morris Disability Questionnaire (RMQ): The Roland-
Morris Disability Questionnaire (RMQ) is a tool used to assess the 
degree of disability associated with low back pain. It consists of 24 
simple questions about daily activities, which the patient marks 
if they experience difficulty in performing them. The maximum 
number of points is 24, which indicates complete disability, while 
the minimum score is 0, which indicates no difficulty. The RMQ is 

valued for its high sensitivity and simplicity, which makes it a useful 
tool in everyday physiotherapy practice [23,24]. 

Subgroups for Targeted Treatment Back Screening Tool 
(STarT Back Tool): The STarT Back Tool is a questionnaire 
for assessing Low Back Pain (LBP) in adults. It consists of 9 
items that assess physical factors (lower limb pain, comorbid 
pain, and disability) and psychosocial factors (bothersomeness, 
catastrophizing, fear, anxiety and depression). Patients are asked 
to rate each of the 9 statements by selecting “agree” or “disagree,” 
except for the question about pain bothersomeness, which uses a 
Likert scale (from “not at all” to “extremely bothersome”). Based 
on the responses total (questions 1–9) and psychosocial (questions 
5–9) scores are calculated. A total score of ≤4 points indicate “low 
risk” for LBP. A score of ≥4 in both subscales qualify for “high 
risk”, while a score of ≥4 total and ≤4 in the psychosocial subscale 
indicates “medium risk” of LBP [25,26].

Oswestry Disability Index (ODI): The Oswestry Disability 
questionnaire assesses pain-related disability in people suffering 
from low back pain. The questionnaire consists of 10 items, 1 
concerning pain and 9 concerning limitations in various activities 
of daily living. The respondent indicates a rating on a scale from 0 
to 5, where 5 indicate the greatest disability. The points from each 
section are summed, multiplied by 2 and expressed as a percentage. 
The maximum score is 100% and expresses the maximum disability 
caused by low back pain. In this study, the questionnaire was used 
in its basic version, in which the score is expressed as a percentage 
and represents Oswestry Disability Index (ODI) with respectively: 
0–20%=minimal disability; 21–40%= moderate disability; 
41%-60%=significant disability; 61%–80%=significant disability 
that severely limits daily activity; 81%–100% non-ambulatory, 
depended patients [27,28].

WHO Quality of Life Bref Questionnaire (WHOQOL-
BREF): The WHOQOL-BREF questionnaire was created based on 
the WHOQOL-100 questionnaire and it is its shortened version, 
consisting of 26 questions. It allows for a simultaneous assessment 
of the quality of life in the somatic, social, environmental and 
psychological spheres of the examined persons. The range of points 
for each question is 1-5 and in the individual domains one can 
obtain a maximum of 20 points. In each of the domains, the higher 
obtained score, the better quality of life [29,30].

Statistical analysis

Variables were examined for normality of distribution by the 
Shapiro-Wilk test. In variables that had non-normal distribution 
the U Mann-Whitney test and rho-Spearman’s rank correlation 
coefficient tests were used. The level of significance was set at 
p≤0.05. All computations were made in IBM SPSS Statistics 26 
software. 

Results
Between 1 December 2023 and 19 April 2024, 164 data from 

164 patients were collected. 17 surveys (10.4%) were excluded 
because of incomplete questionnaires. Finally, data from 147 
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questionnaires were analyzed in the study. For the purposes of 
statistical analysis, the respondents with depression and Low Back 
Pain (LBP) (N=65) were separated from those reported with low 
back pain from the diagnosis of degenerative disc disease (lumbar 
discopathy) (N=17).

Baseline characteristics

The average age of individuals with depression and LBP was 
28.71 years, while the average age of individuals with depression 
and lumbar discopathy was 35.65 years. In the group of people 
with depression and LBP, women constituted 83.1% of the group 
(54 people), while in the group of people with depression and 
discopathy, women constituted 70.6% (12 people). Men were 
less numerous in both groups, respectively 16.9% (11 people) 
in the group with LBP and 29.4% (5 people) in the group with 
discopathy. In terms of education, people with depression and LBP 
have predominated secondary education (52.3%, or 34 people) and 
higher education (43.1%, 28 people), while vocational and primary 
education are less common (3.1% and 1.5%, respectively). In the 
group of people with lumbar discopathy, people with secondary 
education (52.9%, or 9 people) and higher education (41.2%, 7 
people) also dominate, although there were no people with primary 
education, and one person (5.9%) had vocational education.

When analyzing the place of residence, in the group with 
depression and LBP the largest percentage are people from small 
towns (44.6%, 29 people), then from large cities with more than 
300 thousand inhabitants (35.4%, 23 people), and the smallest 

percentage of people live in the countryside (20%, 13 people). In the 
group with lumbar discopathy, people from small towns dominate 
(58.8%, 10 people), then from large cities (35.3%, 6 people), and 
only 5.9% of respondents live in the countryside (1 person).

In terms of the type of work performed, in the group with 
depression the largest number of people do sedentary work (55.4%, 
36 people), then physical work (27.7%, 18 people), and a smaller 
percentage are unemployed (10.8%, or 7 people) and pensioners/
retirees (6.2%, 4 people). In the group with discopathy, people with 
sedentary work also predominate (47.1%, 8 people), although the 
unemployed constitute a larger percentage (29.4%, i 5 people), 
while 11.8% (2 people) perform physical work, and pensioners also 
constitute 11.8% (2 people).

The LBP in the last month occurred in 92,7% respondents; of 
which 90,8% patients with depression and LBP and in 100% people 
with depression and lumbar discopathy. 80% of patients with 
depression and LBP and 76,5% of patients with depression and 
lumbar discopathy claimed that depression symptoms worsened 
their lumbar pain. Frequency of taking medications was primarily 
1-2 times a week (50% of the respondents). Leisure time physical 
activity declared 58,5% of the respondents on the mostly moderate 
(52,1%) level. 27 patients (32,9%) had scars located on their trunk 
or back. 57.3% of the patients use physiotherapy for back pain 
treatment, but still 44,6% patients with LBP and 35,3% patients 
with lumbar discopathy declared no physiotherapy treatment 
and 42,7% and 76,8% respectively no other forms of treatment. 
Baseline characteristics of the patients are presented in (Table 1).

Table 1: Baseline characteristics (N = 82).

Variables

Groups

 All Participants (N=82) Group of Participants with 
Depression and LBP (N=65)

Group of Participants with 
Depression, LBP from Lumbar 

Discopathy (N=17)

Metrics

Gender: Women / Men [N (percentage)] 66 (80.5%) / 16 (19.5%) 54 (83.1%) / 11 (16,9%) 12 (70.6%) / 5 (29.4%)

Age: mean (SD) [years] 30.15 (6.88) 28.71 (6.56) 35.65 (5.18)

Education: primary / vocational / secondary / 
higher [N (percentage)]

1 (1.2%) / 3 (3.7%) / 43 
(52.4%) / 35 (42.7%)

1 (1,5%) / 2 (3.1%) / 34 
(52.3%) / 28 (43.1%)

0 (0%) / 1 (5.9%) / 9 (52.9%) / 
7 (41.2%)

Place of residence: village / small town / 
large city (over 300,000 inhabitants) [N 

(percentage)]

14 (17.0%) / 39 (47.6%) / 29 
(35.4%)

13 (20.0%) / 29 (44.6%) / 23 
(35.4%)

1 (5.9%) / 10 (58.8%) / 6 
(35.3%)

Type of employment: unemployed / manual 
labor / sedentary work / pensioner [N 

(percentage)]

12 (14.6%) / 20 (24.4%) / 44 
(53.7%) / 6 (7,3%)

7 (10,8%) / 18 (27.7%) / 36 
(55.4%) / 4 (6,2%)

5 (29.4%) / 2 (11.8%) / 8 
(47.1%) / 2 (11.8%)

Additional Information

Lumbar pain complaints in the past month [N 
(percentage)] 76 (92.7%) 59 (90,8%) 17 (100%)

Depression symptoms worsening lumbar pain 
complaints: yes / no [N (percentage)] 65 (79.27%) / 17 (20.73%) 52 (80.0%) / 13 (20.0%) 13 (76.5%) / 4 (23.5%)

Frequency of medication intake: [N 
(percentage)] no pharmacotherapy / 1-2 times 
a week / 2-3 times a week / daily medication

24 (29.3%) / 41 (50.0%)/ 12 
(14.6%)/ 5 (6.1%)

17 (26.2%) / 35 (53.8%) / 10 
(15.4%) / 3 (4.6%)

7 (41.1%) / 6 (35.3%)/ 2 
(11.8%) / 2 (11.8%)

Leisure time physical activity: yes / no [N 
(percentage)] 48 (58.5%) / 34 (41.5%) 42 (64.6%) / 23 (35.4%) 6 (35.3%) / 11 (64.7%)
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Level of physical activity: low / moderate / 
high [N (percentage)]

7 (14.6%)/ 25 (52.1%)/ 16 
(33.3%)

7 (16.7%) / 21 (50.0%) / 14 
(33.3%) 0 (0%) / 4 (66.7%) / 2 (33.3%)

Presence of scars on the torso/abdomen: yes / 
no [N (percentage)] 27 (32.9%) / 55 (67.1%) 18 (27.7%) / 47 (72.3%) 9 (52.9%) / 8 (47.1%)

Use of physical therapy for lumbar pain 
treatment: yes / no [N (percentage)] 47 (57.3%) / 35 (42.7%) 36 (55.4%) / 29 (44.6%) 11 (64.7%) / 6 (35.3%)

Use of other therapy methods besides physical 
therapy for lumbar pain treatment: yes / no [N 

(percentage)]
19 (23.2%) / 63 (76.8%) 14 (21.5%) / 51 (78.5%) 5 (29.4%) / 12 (70.6%)

N=Number of participants, SD=Standard Deviation; In all cases, the differences between groups were not statistically 
significant (p > 0.05).

Functional impacts of depression

Patients with depression and LBP have significantly lower 
results in the STarT, ODI and RMDQ questionnaires compared 
to patients with depression and LBP from lumbar discopathy 
(p<0.05). In the VAS LBP level, depression level and quality of life 

– somatic and psychological, no statistically significant differences 
were observed between the study groups. Quality of life – social 
and environmental quality of life was significantly p<0.05 higher in 
the depression and LBP patients compared to the participants with 
lumbar discopathy. Detailed data are presented in (Table 2).

Table 2: Questionnaire results (N = 82).

Variables

Groups

All Participants (N=82)
Group of Participants 

with Depression and LBP 
(N=65)

Group of Participants with 
Depression, LBP from 

Lumbar Discopathy (N=17)

p* Value between 
Groups

Questionnaire Mean (SD); (Min- Max) 

*VAS LBP [points] 5.67 (1.656); (2-9) 5.54 (1.68); (2-9) 6.18 (1.51); (2-8) 0.129

* Beck Depression Inventory [points] 27.06 (11.4); (12-57) 27.09 (11.92); (12-57) 26.94 (9.59); (12-44) 0.819

*Star TBackTool – Total [points] 4.31 (2.396); (0-9) 3.95 (2.22); (0-9) 5.75 (2.62); (1-9) 0.005

*Star TBackTool– Psychosocial 
[points] 2.55 (1.433); (0-5) 2.38 (1.43); (2-5) 3.18 (1.29); (1-5) 0.039

*ODI1 [%] 29.90 (17.583); (0-82) 25.02 (16.48); (0-82) 34.12 (20.24); (2-68) 0.048

*RMDQ2 [points] 3.87 (4.597); (0-24) 3.22 (3.71); (0-18) 6.35 (6.59); (0-24) 0.028

* QoL Somatic sphere3 [points] 16.99 (3.995); (9-35) 16.95 (4.29); (9-35) 17.12 (2.67); 12-21) 0.671

* QoL Psychological sphere3 [points] 15.74 (3.299); (10-25) 15.89 (3.38); (10-25) 15.18 (3); (10-20) 0.505

* QoL Social sphere3 [points] 8.22 (2.625); (3-15) 8.48 (2.81); (3-15) 7.24 (1.44); (4-9) 0.044

* QoL Environmental sphere3 [points] 23.49 (5.365); (11-37) 24.13 (5.67); (11-37) 21.12 (3.1); (16-26) 0.020

N=Number of Participants, SD=Standard Deviation; LBP= Low Back Pain; 1Oswestry Disability Index; 2Roland Morris 
Disability Questionnaire; 3Quality of Life WHOQOL-BREF; * U Mann-Whitney Test.

The relationship between the level of depression and 
the quality of life and pain level 

The first to be examined were the relationships between the 
level of LBP and depression and the quality of life of the respondents 
and the pain they experience. For this purpose, the rho-Spearman 
correlation analysis was performed (Table 3). The results of the 
analysis showed that the level of depression significantly correlates 

with all the variables studied. In the STarTBackTool questionnaire 
the correlation was strong and positive, in the VAS, ODI, RMDQ 
scores correlated positively and moderately. The quality of life in 
the psychological approach correlates strongly and negatively, the 
somatic, social and environmental quality of life – moderately and 
negatively. To explore the analysis results more thoroughly, the next 
step was to analyze both groups separately (Table 4).

Table 3: The relationship between depression levels and patients’ quality of life and pain (N = 82).

Rho-Spearman Correlation Analysis (N=82)
Beck Depression Inventory

Correlation Result (r) p value

StarTBackTool – Total [points] 0.611 0.0001

StarTBackTool– Psychosocial [points] 0.708 0.0001

VAS LBP [points] 0.382 0.0001

ODI1 [%] 0.423 0.0001
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RMDQ2 [points] 0.381 0.0001

QoL Somatic sphere3 [points] -0.426 0.0001

QoL Psychological sphere3 [points] -0.666 0.0001

QoL Social sphere3 [points] -0.39 0.0001

QoL Environmental sphere3 [points] -0.385 0.0001

N=Number of participants, LBP= Low Back Pain; 1Oswestry Disability Index; 2Roland Morris Disability Questionnaire; 
3Quality of Life WHOQOL-BREF.

Table 4: The relationship between depression levels and quality of life and pain depression and LBP patients compared 
to the patients with LBP from lumbar discopathy (N = 82).

rho-Spearman correlation analysis (N 
= 82)

Beck Depression Inventory

Correlation Result (r) p value Correlation Result (r) p value

Group of Participants with Depression and 
LBP (N=65)

Group of Participants with Depression, LBP 
from Lumbar Discopathy (N=17)

StarTBackTool – Total [points] 0.670 0,001 0.460 0.063

StarTBackTool– Psychosocial [points] 0.739 0,001 0.651 0.005

VAS LBP [points] 0.383 0,001 0.413 0.100

ODI1 [%] 0.473 0,001 0.328 0.198

RMDQ2 [points] 0.410 0,001 0.218 0.400

QoL Somatic sphere3 [points] -0.402 0,001 -0.596 0.012

 QoL Psychological sphere3 [points] -0.657 0,001 -0.737 0.001

QoL Social sphere3 [points] -0.396 0,001 -0.413 0.099

QoL Environmental sphere3 [points] -0.428 0,001 -0.369 0.145

N=Number of participants, LBP= Low Back Pain; 1Oswestry Disability Index; 2Roland Morris Disability Questionnaire; 
3Quality of Life WHOQOL-BREF.

In the group of patients with depression and Low Back Pain 
(LBP) in STarT Back Tool (Total) questionnaire, the correlation 
coefficient was 0.670, which indicates a strong positive relationship 
- which suggests that depression may intensify problems related 
to low back pain (p=0.001). In the STarT Back Tool (Psychosocial) 
questionnaire, the coefficient was 0.739, which indicates a very 
strong positive relationship – depression level is strongly associated 
with the pain intensity (p=0.001). Psychological quality of life also 
has a correlation coefficient of -0.657, which indicates a strong 
negative correlation – higher levels of depression significantly 
worsen the assessment of quality of life in the psychological sphere 
with the correlation being statistically significant (p =0.001).

For pain on the VAS scale, the correlation coefficient was 0.383, 
which indicates a moderate positive relationship - a higher level of 
depression is associated with a greater sensation of pain (p=0.001). 
The ODI has a correlation coefficient of 0.473, which indicates 
a moderate positive relationship - patients with higher levels of 
depression are more likely to report a greater impact of pain on 
their lives (p=0.001). For the RMDQ, the correlation coefficient was 
0.410, which also indicates a moderate positive relationship - a 
higher level of depression is associated with a greater impact of pain 
on the patient’s daily functioning (p= 0.001). In relation to quality 
of life: somatic quality of life has a correlation coefficient of -0.402, 
which indicates a moderate negative relationship - a higher level of 
depression is associated with a worse assessment of the somatic 
aspect of quality of life, and the value of p=0.001 confirms statistical 

significance. For social quality of life, the correlation coefficient 
is -0.396, which indicates a moderate negative correlation – 
depression significantly worsens patients’ social relationships 
and quality of life in this area (p=0.001). Environmental quality 
of life has a correlation coefficient of -0.428, which also indicates 
a moderate negative correlation – higher levels of depression are 
associated with lower quality of life in the environmental context 
(p=0.001). 

The results indicate that higher levels of depression are 
associated with greater pain, worse quality of life (somatic, 
psychological, social and environmental), and also with a greater 
impact of pain on daily functioning. All correlations are statistically 
significant, which suggests that depression plays a key role in the 
experience of pain and quality of life of patients with LBP. The 
analysis of the correlation between the level of depression and 
various aspects of the quality of life and pain in patients with 
depression and Low Back Pain (LBP) is presented in (Table 4).

In the group of participants with depression and LBP from 
lumbar discopathy the STarT Back Tool (Psychosocial) questionnaire 
has a correlation coefficient of 0.651 (p=0.005), which indicates a 
statistically significant strong positive relationship. Quality of life: 
somatic sphere has a correlation coefficient of -0.596 (p=0.012), 
which means a statistically significant strong negative correlation. 
Psychological quality of life shows a very strong negative 
correlation with a correlation of -0.737 (p=0.001), which indicates 
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a significant negative impact of depression on this aspect of life. The 
results suggest that depression significantly affects psychological 
and somatic quality of life, as well as the STarT Back Tool 
Psychosocial sphere. The remaining variables, although they show 
some correlations with the level of depression, were statistically 
insignificant. The detailed analysis is presented in (Table 4).

The occurrence of scars and the level of depression, 
quality of life and pain in low back pain and degenerative 
disc disease (lumbar discopathy) patients

In the group of people with depression and LBP (n=18) 
the variable of positive scar occurrence did not correlate in a 

statistically significant way with all variables (Table 5). In the 
group of participants with depression and LBP from lumbar 
discopathy a statistically significant (p=0.019), moderate positive 
(0.579) correlation was found for the STarT Back Tool (Total) 
questionnaire and also statistically significant (p=0.004) strong 
positive correlation (0.658) was found for the STarT Back Tool 
(psychosocial) questionnaire. The impact of ODI has a correlation 
coefficient of 0.483 (p=0.049), which indicates a moderate 
positive relationship, which is also statistically significant. Other 
relationships, such as the level of pain, depression and quality of 
life in various aspects, although showing some correlations, are not 
statistically significant (Table 5). 

Table 5: The relationship between scar occurrence and the level of depression, quality of life and pain in low back pain 
and degenerative disc disease (lumbar discopathy) patients (N =27).

rho-Spearman correlation analysis 
(N = 27) 

Scar occurrence

correlation result (r) p value correlation result (r) p value

Group of participants with depression and 
LBP (N=18)

Group of participants with depression, LBP from 
lumbar discopathy (N=9)

StarTBackTool – Total [points] 0.17 0.,177 0.579 0.019

StarTBackTool– Psychosocial [points] 0.12 0.339 0.658 0.004

VAS LBP [points] -0.073 0.561 0.223 0.391

ODI1 [%] 0.181 0.149 0.483 0.049

RMDQ2 [points] -0.113 0.37 0.387 0.125

QoL Somatic sphere3 [points] 0.022 0.862 0.385 0.127

QoL Psychological sphere3 [points] 0.165 0.189 -0.182 0.485

QoL Social sphere3 [points] 0.051 0.689 -0.315 0.218

QoL Environmental sphere3 [points] 0.097 0.443 -0.434 0.082

N=Number of participants, LBP=Low Back Pain; 1Oswestry Disability Index; 2Roland Morris Disability Questionnaire; 
3Quality of Life WHOQOL-BREF.

Discussion
Depression makes everyday functioning more difficult, 

negatively affects overall well-being and decreases quality of 
life. The overall aim of the study was to obtain knowledge on the 
prevalence of depression symptoms and its functional impacts 
in adults with Low Back Pain (LBP) treated in mental health 
centers in Silesia, Poland. In our study 92.7% of adults treated for 
depression symptoms report low back pain within the last month 
(of which 90,8% patients had depression and LBP and 100% 
patients had depression and lumbar discopathy). 13.94% (n=17) 
of the respondents have claimed to have been diagnosed with 
degenerative disc disease (lumbar discopathy). The respondents 
were mostly women (80,5%) in their 30s (+/-6,88 years), with 
secondary education (52.4%) and a sedentary job (53.7%), living 
in a small town (47.6%). Frequency of taking medications was 
primarily 1-2 times a week (50% of the respondents). Leisure time 
physical activity declared 58,5% of the respondents on the mostly 
moderate (52,1%) level. The studies show that women are more 
likely than men to develop depression and depressive disorders. 
Depression is less frequently detected in men, but men are also 
much less likely to seek medical help [31].

Parker et al. [32] analyzed hormonal changes in both women 
and men and suggest that a greater activity of the limbic system 
in women affects their reactions to negative stimuli, which in turn 
predisposes them to a greater tendency for anxiety and depression. 
In the previously cited studies, it was found that depression can 
lead to an increased perception of pain, and consequently, in 
women, when the limbic system is hyperactivated, it can also lead 
to more negative feelings associated with pain, which will result in 
a decrease in quality of life. In the group of people with depression 
and lumbar discopathy, women constituted 70.6% and in this 
group, the results of quality of life indicated its decrease, which may 
be due to the predominance of women in this group.

80% of patients with depression and LBP and 76.5% of patients 
with depression and lumbar discopathy claimed that depression 
symptoms worsened their lumbar pain. But only 57.3% of the 
patients had physiotherapy for low back pain and 44.6% of the 
patients with LBP and 35,3% patients with lumbar discopathy 
declared no physiotherapy treatment and 42,7% and respectively 
76,8% no other forms of treatment. Hemmings et al. [33] 
highlighted the barriers of physiotherapy in mental health in daily 
practice. Those barriers were: negative experience of physiotherapy 
resulting in decreased engagement both the therapist and the 
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patient; long complex processes with a lack of service integration, 
low mood and lack of patients’ motivation to the treatment.

In our study functional negative impacts of depression were 
significantly greater in patients with depression and LBP from 
lumbar discopathy compared to patients with depression and 
LBP only. The study group consisted of people diagnosed with 
depression with the result on the Beck Depression Inventory above 
12 points, while at the same time struggling with lower back pain 
and LBP from discopathy. It was shown that the co-occurrence of 
depression and back pain significantly contributes to a decrease in 
the quality of life. The level of depression statistically significantly 
correlates with the quality of life, pain and psychological aspect 
of the WHOQOL-BREF QoL questionnaire as well as with the 
psychosocial part of the STarT Back Tool. The higher the level of 
depression, the greater the intensity of problems with back pain 
was observed. Similar results were reported in the study by Oliveira 
et al. [34] and Tsuji et al. [35]. In the study by Oliveira et al. [34] 284 
patients with anxiety and depression experienced more severe pain 
and higher levels of pain-related disability. In the study by Tsuji et 
al. [35] the effect of depression on patients with chronic low back 
pain in Japan was studied. This study found a significant association 
between depression and more severe pain, poorer quality of life, 
and increased impairment of daily functioning and activity. Oliveira 
et al. [34] suggest that a comprehensive therapeutic approach 
combining psychological treatment and support with physical 
therapy will be more effective for patients and will have a positive 
impact on symptom reduction and improved quality of life. Those 
suggestions are supported by the results of a recent systematic 
review by Hajihasani et al. [36]. Adding to routine physical therapy 
cognitive behavioral treatment component resulted in pain and 
depression reduction, improvement in quality of life and enhanced 
function in patients with chronic low back pain.

In the study conducted by Łabuz-Roszak et al. [37] regarding 
the occurrence of pain among patients with multiple sclerosis, 
it was noted that at the time of pain intensification, symptoms 
of depression and anxiety were statistically significantly higher, 
compared to people without pain. In connection with the above it is 
worth controlling the patient’s emotional state at the beginning of 
physiotherapy, because it can significantly affect further treatment.

Higher depression level was associated significantly with 
greater pain, worse quality of life and greater negative impact on 
daily functioning. In patients with both depression and degenerative 
disc disease, a significant effect was found in the STarT Back 
Tool Psychosocial questionnaire score and in the psychological 
and somatic quality of life in WHOQOL-BREF. Patients with 
lumbar discopathy reported a greater impact of pain on everyday 
functioning and disability index (ODI: M=34.12 vs. 25.02; RMDQ: 
M= 6.35 vs. 3.22), suggesting that degenerative disc disease may 
lead to more pronounced limitations in daily functioning. This 
claim can be confirmed by the results of the study by Carragee et 
al. [38], in which patients with back pain were divided into several 
groups, including a group of people with suspected discogenic pain 
and a group of people with non-specific low back pain. Pain level, 
physiological and psychological well-being were examined between 

the groups. The worst results in both depression and somatic pain 
were obtained by patients with discogenic pain. The Oswestry 
Index was also the lowest in this group. Despite similar pain levels 
(VAS=7.1) and duration, patients diagnosed with discopathy had 
poorer functional outcomes and abnormal psychological outcomes 
compared to other patients with chronic LBP. The study indicates 
that there are significant psychological difficulties that should be 
considered in the treatment of patients with chronic back pain.

Low back pain and degenerative disc disease (lumbar 
discopathy) patients’ average age was slightly higher (35.65) 
compared to the group with depression and LBP (28.71). In our 
study, patients with lumbar discopathy also consider themselves 
more disabled (ODI and RMDQ score). In the study of Czaja et al. [39] 
on the quality of life of patients with lumbar-sacral discopathy, it is 
mentioned that with the patient’s age, the subjective assessment of 
the degree of pain increases and that with the increase in disability, 
the quality of life decreases, which may reflect in our obtained 
results.

Twenty seven patients (32.9%) had scars located on their trunk 
or back, 27.7% in depression and LBP only and 47,1% in patients 
with depression and LBP from lumbar discopathy. No significant 
relationships were found between the occurrence of scars and 
the level of depression, quality of life and pain in patients with 
depression and LBP. A significant associations was found between 
the occurrence of scars and the level of functional independence 
(ODI) as well as STarT’s Back Tool physical factors (lower limb 
pain, comorbid pain, and disability) and psychosocial factors 
(bothersomeness, catastrophizing, fear, anxiety and depression) 
in patients with depression and LBP from lumbar discopathy. This 
result may indicate that it is not the presence of the scar itself 
that causes difficulties (most of them may be physiological scars). 
Notwithstanding scar tissue may cause pain, tightness, itching and 
difficulty in moving. Due to the way that scar tissue changes over 
time, these symptoms may occur months or years later and they 
may be associated with higher depression level (in our study 76.5% 
patients with depression and LBP from lumbar discopathy claimed 
that depression symptoms worsened their lumbar pain and other 
complaints). According to Allegri et al. [40] lumbar pain could be 
determined by inflammatory/scar tissue after spine surgery or 
in absence of previous surgery by disc herniation, hypertrophy 
of the articular processes or ligaments thickening. It is worth 
recommending that physiotherapists should pay greater attention 
to scars in relation to diagnosis and further therapeutic approach in 
lumbar discopathy patients.

Limitations of the Study 
The main limitation of the study was lack of sample size 

estimation; the groups were small and unevenly numerous, 
which meant that the representativeness was insufficient. The 
surveys were anonymous, which made it impossible to verify 
the truthfulness and reliability of the respondents. There was no 
follow-up assessment. This study only included a comparison of 
the two groups. The results could have been more reliable if more 
patients had been examined and the results had been compared to 
other psychiatric care patients.
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Conclusion
a.	 92.7% of adults treated for depression symptoms report 
low back pain. Co-occurrence was high and relevant. 

b.	 Functional negative impacts of depression were 
significantly greater in patients with depression and LBP from 
lumbar discopathy compared to patients with depression and 
LBP only.

c.	 Higher depression level is significantly associated with 
greater pain, worse quality of life and greater negative impact 
on daily functioning.

d.	 No relationships were found between the occurrence 
of scars and the level of depression, quality of life and pain 
in patients with depression and LBP. Scar occurrence shows 
significant associations with the results in the STarT Back Tool 
questionnaire as well as with the impact of disability index in 
patients with depression and LBP from lumbar discopathy. 
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