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[Abstract] Objective To investigate the effect of depression on response inhibition of patients
after traumatic brain injury (TBI). Methods Glasgow Coma Scale (GCS), Hamilton Depression Rating
Scale-17 Items (HAMD-17) and Activities of Daily Living (ADL) were used to assess the severity of trauma,
depression and activities of daily living in 104 TBI patients (54 with depression and 50 without depression).
Besides, 51 normal controls with matched age, sex and education were enrolled. Stimulus - Response
Compatibility (SRC) task was employed to record the reaction time (RT) of response inhibition of the
subjects in 3 groups. Results Both HAMD - 17 and ADL scores in TBI with depression group were
significantly higher than those in TBI without depression group (P =0.000, 0.000) and normal control group
(P =0.000, 0.000). Besides, HAMD-17 and ADL scores in TBI without depression group were significantly
higher than those in normal control group (P = 0.000, 0.000). Compared with normal control group, no
matter in compatible or incompatible condition, RT was significantly longer in both TBI groups (P = 0.000,
0.000). RT was much longer in TBI with depression group than that in TBI without depression group (P =
0.000). Conclusions Cognitive dysfunction is a common symptom after TBI, which may exist 6 months
after injury or even longer. TBI combined with depression could aggravate the impaired cognitive function,
so early identification and timely intervention is very important.
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Table 1. Comparison of clinical data among 3 groups

TBI without ~ TBI with
depression  depression

(N=50)  (N=54)

‘or P

value  value

Control

(N=51)

Item

Sex [case (%)] 0.506 0.777
Male 36 (70.59) 33 (66.00) 39 (72.22)
Female 15(29.41) 17(34.00) 15 (27.78)
Age 30.18+9.21 29.64+8.60 31.19£8.76  0.410 0.664
(¥ %5, year)
Education 12.63+3.72 13.48+3.68 13.57+3.58  1.046 0.354
(v +s, year)
Duration — 4.03+1.71 4.55+1.63 1.577 0.118
(¥ %5, year)
Cause of injury [case (%)] 3.007 0.391
Traffic accident — 27 (54.00) 23 (42.59)
Falling — 6(12.00) 13 (24.07)
Sports injury — 6(12.00)  5( 9.26)
Hitting — 11(22.00) 13 (24.07)
Injury site [case (%)] 0.474 0.975
Fronto-temporal — 28 (56.00) 30 (55.56)
lobe
Frontal lobe — 10 (20.00) 11 (20.37)
Temporal lobe — 9(18.00) 11(20.37)
Others — 3(6.000 2(3.70)
GCS (v %5, score) — 9.16+£2.64 941275  0.218 0.642
HAMD-17 3.55+1.43 7.38+1.28 20.41+2.88 1008.626 0.000

(¥ %5, score)

ADL (x +s, score)  14.00+0.00 21.94+2.77 24.72+3.67 224.215 0.000

X’ test for comparison of sex, cause of injury and injury site, and
one-way ANOVA for comparision of otherso —,no data, HHi JTEEL
% o TBI, traumatic brain injury, /5 ili 1] {5 ; GCS, Glasgow Coma
Scale, Glasgow B ¥ 1t & ; HAMD-17, Hamilton Depression Rating
Scale-17 Ttems, % /R WAMAR L % 17 5 ; ADL, Activities of Daily
Living, H 4 1% 1% 2 ik ) i 3
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Table 2. Comparison of RT in SRC task among 3 groups
(x5, ms)
Group N Compatible Incompatible

Control (1) 51 436.84+50.71 450.66+52.60

TBI without depression (2) 50 552.38=81.01 588.49 +78.08

TBI with depression (3) 54 611.23+£97.84 645.67+87.50
F value 65.112 94.247

P value 0.000 0.000

TBI, traumatic brain injury , f5 i 8] 43

T332 2B WIS AR A X 0 S N R ] Y
PP L

Table 3. Paired comparison of RT in SRC task among
3 groups*

Paired comparison Compatible Incompatible
1):(2) 0.000 0.000
1):(3) 0.000 0.000
©2):03) 0.000 0.000
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