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Background:  Spinal cord injury (SCI) affects many aspects of human functioning causing 

the person to require care from family members. Caregiving for such chronic conditions 

has its good and bad effects.  Evidence suggests identifying the way that caregivers cope, 

the effects of it can be assessed. Coping is a person’s cognitive and behavioral efforts in 

response to stressors that direct how those stressors will affect physical and emotional well-

being. With the increasing need of caregiving worldwide the way caregivers cope should 

be studied in a nation like ours that hasn’t yet developed long-term care policies and 

provisions for care. 

Aim: To investigate the coping strategies used by the primary family caregiver of people 

with SCI in both Rehabilitation center and in the Community. 

Methods: The study is done following quantitative cross-sectional design. Data was 

collected from 134 participants by face-to-face survey using the F-COPES (Family Crisis 

Oriented Personal Evaluation Scales). Descriptive analysis was done using SPSS v.20. The 

mean and SD of each subscale score and total score of the F-COPES were calculated to 

determine and compare the coping strategies that were used by family primary caregivers 

of a person with SCI among the two groups: rehabilitation center and community. Further 

Mann-Whitney and Kruskal-Wallis test was done to find out the association between the 

total F-COPES score of the two groups and also the association between coping and socio-

demographic factors. 

Result: Findings showed in two areas, rehabilitation center and community the female 

participants were 73.1% and 76.1% and male participants were 26.9% and 23.9%. The 

Abstract 
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mean of overall scale revealed participants used coping on a moderate level and mean of 

the subscales revealed in both areas, reframing was most used coping strategy. 

Rehabilitation center participants varied from community by using family support in fourth 

and passive appraisal was the least used whereas in community family support was the 

least used.  Except for the coping strategy mobilizing family support (p= 0.000), no 

statistically significant differences were found between F-COPES total and subscales 

between rehabilitation center and community. In terms of association between coping and 

socio-demographic factor only in gender there's a significant difference in mean ranks of 

rehabilitation center but not in community. However, there were no significant differences 

in mean ranks of other factors (e.g. age, duration of caregiving, level of education etc.) 

among both groups. Meaning that coping did not differ according to other factors but may 

differ due to gender of the caregivers. 

Conclusion: This study finds and compares the coping strategies that are used among the 

family primary caregivers of person with SCI in a rehabilitation center and community. 

The study contributes to the field of rehabilitation science by guiding therapists or 

rehabilitation service provider in Bangladesh on how to incorporate families into culturally 

appropriate and competent interventions. 

Keywords: Coping, Spinal Cord Injury (SCI), Family caregiver, Rehabilitation.
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1.1 Background 

Spinal cord injury (SCI) is a great calamity upon the person and the person’s family 

(Dijkers, n.d.) causing the person to need continuous supervision in day-to-day living, 

many impacted people receive familial support who adopt the role of caregiver and become 

the protagonists of care (Gajraj-Singh, 2011; Post et al., 2005; Zanini et al., 2022). In case 

of spinal cord injury (SCI), the condition affects human functioning (Bickenbach et al., 

2013), including body functions and structures (Brinkhof et al., 2016; Sezer et al., 2015; 

Sweis & Biller, 2017), activities and participation in society (Chang et al., 2018; Chhabra 

& Batra, 2016) so the support of family caregivers is particularly valuable. Both globally 

and locally trauma is the most common cause of SCI (Patek & Stewart, 2023). The 

incidence of TSCI worldwide range from 3.3 to 195.4 cases per million with male 

predominance and affecting the middle and low socio-economic societies more often 

(Jazayeri et al., 2023; Quadir et al., 2017). 

In healthcare provision the informal caregivers form a fundamental aspect (Ng & 

Indran, 2021). In Western countries like USA the prevalence of caregiving for an adult or 

child with special needs is reported to be 18.2% to 21.3% and in Europe informal caregivers 

are 10% up to 25% of the total population (Shih2020, n.d; Zigante, 2018). In Asian 

countries such as Malaysia has 5.7% of adult population as informal caregiver and 

Singapore has 8.1% prevalence of informal caregiver (Kong et al., 2021; Statistics 

Singapore Newsletter, 2011). 

CHAPTER I: Introduction 
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In the field of SCI, family members, who look after the SCI patient in the majority 

of cases also falls victim to the event beyond its control. Researchers consistently report 

elevated levels of relationship and financial hardship, stress, depression, anxiety, and a 

general decline in health and quality of life (Baker et al., 2017; Fekete et al., 2017; Lynch 

& Cahalan, 2017; Maitan et al., 2018). However, providing care can also have 

advantageous outcomes. Research indicates that providing care can lead to a rise in self-

efficacy, facilitate the acquisition of new abilities, create a sense of fulfillment and reward, 

and improve relationships with the care recipient (Li & Loke, 2013; Morrison et al., 2014; 

Schulz & Sherwood, 2008). Finding the way caregivers cope, the implications of providing 

care might potentially be clarified. Studies in different fields have shown that adjustment 

in caregivers are predicted by significant coping strategies. For example, in case of 

dementia, caregivers higher self-reported health and life satisfaction were associated with 

increased usage of coping mechanisms (Haley et al., 1987) and in caregivers of people with 

Parkinson disease, higher coping strategies resulted in enhanced quality of life and 

enhanced psychological adjustment (Navarta-Sánchez et al., 2016). Similarly, among 

caregivers of people affected by advanced cancer thanks to coping strategies psychological 

wellbeing was enhanced (Walshe et al., 2017). Support should be provided to resolve all 

doubts as well as to learn knowledge and skills needed to cope with a new and potentially 

more stressful life.   

A person's cognitive and behavioral responses to stressors that control how those 

stressors will influence their physical and emotional well-being are referred to as coping 

(Lazarus & Folkman, 1984). Coping strategies can depend on various factors, one of which 
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is sociodemographic characteristics (Asturias et al., 2021; Bottaro & Faraci, 2022; Lembas 

et al., 2017). 

The study focuses on family primary caregivers for several reasons. First off, the 

experiences of family caregivers in Bangladesh caring for people with disability are not 

well studied and it is vital to encourage academic research and effective intervention 

(Ahsan, 2023). Second, Asian nations are particularly unfamiliar with the problem 

associated with caring in contrast to Western states that have long developed long-term 

care policies and provisions for care (Zhang & Jean Yeung, 2012). Third, providing care 

to family members does not always come without costs. Family caregivers appear to have 

worse health and psychological wellness, according to a study comparing them to the 

general population (Davies & Young, 2017). Fourth, unlike other developing countries, 

Bangladesh does not prioritize medical rehabilitation or disability management; instead, 

the focus is on primary healthcare services, particularly acute care (Uddin et al., 2019). 

Also, literature hasn't done a good job of addressing the unique needs of family members 

in coping with the abrupt trauma of a spinal cord injury or the long-term effects of 

rehabilitation in our nation. It's rarely acknowledged that family members may also need 

to use unique coping strategies to manage both the acute and chronic stages of this illness 

(Atwood, 2017; Reinhard et al., 2019; Roth et al., 2015). In many ways, the adaptive 

changes of such families are comparably equal to the changes required of the patient (James 

Litman, 1966). 

This study provides a baseline for family caregivers' coping strategies based on 

their sociodemographic characteristics. Given that the study is comparative allows us to 

identify how the family caregiver cope when staying at a rehabilitation center versus when 
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they are living in the community. Finally, this study can be used to establish plans of care 

and intervention that would emphasize skills and coping strategies for them to better cope 

and adapt, minimize family members’ burden, enabling them to provide better care and, as 

a result, indirectly decreasing family members’ institutionalization (Fadili et al., 2016; 

Guedes & Pereira, 2013). In light of this, the community should provide care and support 

to the patient as well as their family (Ma et al., 2014). 

1.2 Justification of the study 

The coping strategies of the primary family caregivers of people with SCI should be studied 

in a much broader sense for getting a clear understanding and insight on how they deal 

with the adverse situation along with the behavioral and emotional changes taking place. 

As we know, most of the time the family members are the caregivers. Research in this area 

will help family members to identify their coping strategies to prevent burnout and 

maintain their own health and quality of life. Moreover, a family’s ability to adapt and cope 

with the situation influences the quality of care provided which plays a crucial role on 

patient’s recovery and effective treatment outcome. 

Rehabilitation professionals often limit their attention to patients with SCI, ignoring 

the patient’s family members. Such unequal and single-focus intervention may be 

inadequate and considering the concept of holistic care to be followed by us as occupational 

therapists, we cannot separate the needs of patient from those of the patients’ families. The 

coping strategies identified among family members in this study will help to establish plans 

of treatment which will include use of active coping strategies, better adjustment, 

manipulating patient’s attributional belief, perceiving social support and coping strategies 

endorsement which will also indicate rehabilitation professionals to adopt a multi focused 
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intervention strategy to ensure the best therapeutic results.  

This study will have potential benefits for our country as well, as understanding the 

unique challenges faced by families of person with SCI within cultural and healthcare 

context will lead to development of targeted support programs and services to assist 

caregivers, better access to healthcare services and rehabilitation programs in Bangladesh, 

reduce emotional/financial burden, raise awareness about the challenges they face 

ultimately leading to a more inclusive and supportive community. 

1.3 Operational Definition 

1.3.1 Coping Strategies: Coping strategies refer to how people deal with a certain 

problem (Murphy, 1974; Pearlin & Schooler, 1978; Zeitlin, 1980). 

1.3.2 Family caregiver: A family caregiver could be a son, a daughter, a parent, a 

spouse, or another member of the family or acquaintance. In addition to being with the 

patients, the caregiver makes time to give them the attention they need (Factors et al., 

1999; Pinquart & Sörensen, 2003). 

1.3.3 Primary caregiver: Those who are in charge of giving care to someone who is 

unable to take care of themselves are referred to as primary caregivers (Yan, 2019). 

1.3.4 Spinal Cord Injury: Spinal cord injury can simply be defined as damage to the 

spinal cord which is usually caused by several factors, such as, disease, degeneration, or 

trauma (“World Health Organization: WHO,” 2013). 

1.4 Aim of the study 

To investigate the coping strategies used by the primary family caregivers of people with 

SCI in both Rehabilitation center and in the Community.  
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In this section, information is provided from existing literature on different coping 

strategies, family caregiver and relation of coping strategies with some socio-demographic 

factors such as age, gender, education level, duration of caregiving, relationship with 

person with SCI and financial condition. 

According to Lazarus and Folkman’s (1984) coping is classified as problem- 

focused and emotion-focused coping strategies. Problem-focused coping involves using 

techniques to change or manage it for removing the perceived stressor by increasing control 

over it. It includes making decisions, active planning, resolving interpersonal conflicts and 

learning more about the stressor. Emotion-focused coping, on the other hand, focuses on 

behavioral and cognitive strategies for controlling and overcoming anxious emotional 

responses to stresses (Lazarus & Folkman, 1984). Emotion-focused coping is further 

subdivided into avoidant processes, which include substance abuse, self-distraction, and 

denial to minimize the impact of negative emotional responses and active coping strategies, 

which alter a negative emotional response e.g., acceptance, positive reframing, or religion 

(Holahan and Moos, 1987;Sheridan & Radmacher, 1992).  

 

 

 

 

CHAPTER II: Literature Review 
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Figure 2.1: Overview of literature review findings 

2.1 Coping strategies 

2.1.1 Emotion-focused Coping:  

A descriptive study of families of 120 patients who were hospitalized in ICU in University 

Hospital in Turkey. They found similar to other studies that families facing financial 

difficulties and not receiving assistance from others primarily used the submissive and 

helpless/self-blaming coping mechanism which are emotion-focused strategies (Acaroǧlu 

et al., 2008; Alvarez & Kirby, 2006; Juczyński & Adamiak, 2005).  In another descriptive 

study in two community hospitals' critical care units within first 48-96hrs of admission in 

USA the aim was to examine coping and anxiety levels of the family members of the 

patient. The result was anxiety level was adversely correlated with the coping subscale 

Coping strategies

Problem-based coping Emotion-based coping

Caregiver

Family caregiver Family caregiver of SCI

Socio-demographic factors

Age Gender Education 
level

Relationship 
with person 

with SCI

Duration of 
care-giving

Financial 
condition
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passive appraisal among 75 participants using the coping instrument F-COPES (Reider, 

1994). Using the same instrument another cross-sectional study found results opposite to 

the previous study where reframing (a emotion-focused coping style) was most used and 

passive appraisal was least used. It had 133 participants who were the family members of 

patients admitted in 2 ICUs within 24hrs of regional general hospital in Hongkong (Chui 

et al., 2007). A study in Iran with the aim of identifying the coping mechanisms used by 

family caregivers of schizophrenia patients had 225 participants using descriptive 

correlational cross-sectional method also found most family members used emotion-

focused strategies which was avoidance (Rahmani et al., 2019).  

2.1.2 Problem-focused coping:  

Most participants among 40 spouses had experienced stress throughout six months of 

providing care, they applied both problem- and emotion-focused techniques. It was a cross-

sectional study drawing participants from regional hospitals, rehabilitation centers, 

voluntary organizations, and self-help groups in Honk Kong. The aim was to look at the 

stressors and coping mechanisms used by spouses of SCI patients (Chan, 2000). A study 

assessed the caregivers coping strategies and sociodemographic factors of chronic 

hemodialysis patients of a hospital in Saudi Arabia. The result was caregivers used planful 

problem solving, self-control and positive reappraisal. Furthermore, they found the least 

used coping strategies were confrontive and escape-avoidance (Fadili et al., 2016). On the 

other hand, a study of caregivers of dependent family members receiving care from two 

health centers of North of Portugal, reported using more of alternative perceptions of the 

situation and solving the problem or dealing with the situation (Guedes & Pereira, 2013). 

Similarly at a psychiatric hospital of Sao Paulo, family members' coping mechanisms were 
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the focus of the descriptive study that aimed to relate the coping mechanisms to the patient's 

clinical characteristics and family member sociodemographic characteristics. The results 

were social support and problem solving coping strategies most often used by family 

members (Pompeo et al., 2016).  

2.2 Caregiver 

2.2.1 Family caregiver 

Family or informal caregiving is a demanding and all-consuming task that often negatively 

impacts the financial, emotional, and social well-being of the caregiver (Eifert et al., 2015). 

While family members are extremely important in providing patients with care and 

assistance with long-term diseases, they are also a great source of support for them 

(Chadda, 2014). Roughly 90% of people who look after someone with a chronic illness are 

their family members (Corcoran, 1994; Ehrlich et al., 1992). Usually, the caregiver is a 

woman from a variety of socioeconomic backgrounds., either the patient's wife or daughter, 

between the ages of 29 years and 68 years. For months or even decades, she has been 

providing care, and she usually lives with the patient (Zarit et al., 1987). In a study 

conducted in Brazil, findings where caregivers devote an average of 11.3 hours per day in 

providing care, demonstrating an almost total dedication. In addition, they are accountable 

for household duties and provide care for other dependent family members. Caregivers for 

hemodialysis patients on average spent eight hours a day on caregiving. Despite the fact 

that majority of caregivers (73.3%) have jobs outside, some of them (26.7%) were 

housewives or retired and did not engage in any type of outside employment (Belasco & 

Sesso, 2002). In comparison to the general population, caregivers are more likely to have 

psychopathology than physical illness, visit doctors more frequently, and report being in 
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worse health (Belasco & Sesso, 2002). 

2.2.2 Family caregiver of SCI 

Unlike studies evaluating elder care (Russo et al., 1995; Zarit et al., 1987), a study of 

caregivers found that in addition to spouses (26.6%) and mothers (18.3%) the sisters 

(23.4%) also provided care for individuals with SCI paraplegia. It could be explained by 

the fact that the mean age of paraplegics is often younger (32.9 years) (Blanes et al., 2007). 

These findings are comparable to a study of individuals with SCI, where wives are 

highlighted as the primary caregivers while other family members are mentioned less 

frequently. Typically, the wife bears most of the caregiving duties. Prior research indicates 

that caregivers' physical difficulties often stem from psychosomatic issues (Karlin, 1995; 

Schulz & Sherwood, 2008; Ünalan et al., 2001). Most papers in this subject all convey the 

same message about how SCI negatively affects close family members, such as spouses 

and/or primary caregivers (Alfano et al., 1994; Feigin, 1994; Gerhart, 1991; Kreuter, 2000; 

North, 1999; Weitzenkamp et al., 1997). Many studies have been done on the effects of 

SCI (not severity) on families (Alfano et al., 1994; Feigin, 1994; Killen, 1990; Kreuter, 

2000; Lapham‐Randlov, 1994; North, 1999; Sherrard, 1995; Sullivan, 1990; Weitzenkamp 

et al., 1997;). According to reports, the effects of SCI may cause significant adjustments to 

family members' roles (North, 1999). When it comes to the stability of the marriage, SCI 

makes the patient's spouse feel vulnerable. Additionally, spouses have stated that because 

of SCI, they have a greater sense of dependency and a bigger fear of being alone (Feigin, 

1994; North, 1999; Weitzenkamp et al., 1997). It has been observed that the wives of SCI 

patients—who are also their caregivers—face a great deal of stress in relation to their 

finances, mental health, marriage, and social contacts due to the condition (Chan et al., 
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2000; Moore et al., 1991).  

2.3 Socio-demographic factors 

Coping strategies are seen to be associated with demographic characteristics such as age, 

gender, education level, financial condition, duration of caregiving and caregiver burden 

(Bottaro & Faraci, 2022; Lembas et al., 2017; Rahmani et al., 2019). 

2.3.1 Age: 

A study shows distancing and escape-avoidance were observed to be the two main coping 

mechanisms used by older and married spouses. Younger people with shorter term 

marriages were more problem-focused and had friends to help them (Chan, 2000). 

Conversely another study result where older are seen using more problem-focused 

strategies compared to young family caregivers (Rahmani et al., 2019). In a study of 

caregivers between the ages of 30-45, people over 45 tended to utilize confrontive coping 

strategies and take on greater responsibility than those under 30 (Fadili et al., 2016). 

However, significant differences where not found in coping strategies in terms of age, years 

of schooling or religion in another study (Pompeo et al., 2016). 

2.3.2 Gender:  

In an Iranian study evaluating coping mechanisms, family caregivers of schizophrenia 

patients primarily employed avoidance, compulsion, and resignation. Maladaptive coping 

mechanisms was employed by 54.22% of caregivers, whereas 45.78% employed adaptive 

ones. When it comes to problem-focused coping mechanisms, male caregivers were more 

likely to use them than female caregivers (Rahmani et al., 2019). Nevertheless, according 

to a different study, women are more likely than men to escape, avoid, and solve problems 

(Pompeo et al., 2016). In another study, only one coping method differed significantly by 
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gender, where men utilized distancing more frequently than women (Fadili et al., 2016). 

Other numerous studies have shown that women adopt more social support than men in 

coping with anxiety (Acaroǧlu et al., 2008). In a study involving a significant number of 

female spouses of patient from an affiliated hospital of Nanchang University in China, 

males with higher levels of education were shown to employ active coping strategies more 

frequently than females. Despite the gender disparity in the study, it was possible to assess 

the health issues that arise from providing care for their patients (Ma et al., 2014).  

2.3.3 Education level:  

A higher level of education allows caregivers to use problem solving strategy more since 

they can obtain better positions, offer more resources, assistance, and compensation 

(Rahmani et al., 2019). Distancing and self-controlling was found to be associated with 

lower education level (Fadili et al., 2016). Similarly females caregivers with limited 

education used less active coping than males with high education (Ma et al., 2014). 

2.3.4 Relationship with person with SCI:  

A exploratory research reported after son/ daughter’s traumatic spinal cord injury, mother’s 

role were becoming more strained over time and the father and injured child struggled to 

communicate their desires for dominance and control (Atkins, 2005). Son/daughter 

employed self-control more than spouses, and the spouses was more likely than the others 

to seek help (Fadili et al., 2016). Parents are more likely than siblings, children, or other 

family members to use self-control strategies, social support, and positive reappraisal and 

family members with a partner do better in problem solving than those without a partner 

who turn to avoidance and escape as a coping mechanism. Families of patients who do not 

exhibit psychotic symptoms typically use problem solving strategies more frequently 
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(Pompeo et al., 2016). Other caregivers (in-laws, nephews, brothers) reported using more 

"dealing with the situation or solving the problem" and "alternative perceptions of the 

situation," while spouse and child caregivers demonstrated less usage of effective coping 

methods (Guedes & Pereira, 2013). Besides that, spouses of the SCI patient were also more 

likely to use negative coping strategies (Chan, 2000) and a study shows 26% of the men 

were divorced during the time of study who were married at the time of injury (El Ghatit 

& Hanson, 1975). 

2.3.5 Duration of caregiving:  

It is reported that caregivers’ increased use of planful problem solving is caused by 

increased hours of care-giving (Fadili et al., 2016). Results indicated that coping strategies 

were associated with longer durations of care and lower levels of psychological morbidity 

and burden. A significant positive relationship was also established between coping 

strategies and length of caregiving (Guedes & Pereira, 2013). 

2.3.6 Financial condition:  

Financial problems can induce a lot of anxiety, that is experienced by 56.7% of the 

participants due to patient hospitalization in the ICU in Turkey. As the level of anxiety 

increased they used submissive and helpless coping styles (Acaroǧlu et al., 2008). Family 

caregivers experience stress due to financial issues, which leads to the adoption of 

unhealthy coping mechanisms. Additionally, the chronic nature of mental illness increases 

the financial strain on caregivers (Rahmani et al., 2019). Families with four to seven 

minimum-wage earners utilize more positive reappraisal (Pompeo et al., 2016). 
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2.4 Key gaps of the study: 

1. Many studies reviewed were conducted in countries: Turkey, Portugal of Europe 

continent, Brazil in South America continent and USA in North America. In Asia 

continent conducted studies were in Iran, Saudia Arabia, and China mainly less studies 

in the developing countries. 

2. Literature review of articles published in English, not representing non-English 

speaking regions. 

3. Studies have limited generalization due to homogeneous samples. 

4. The idea that coping is static and trait-like is supported by the fact that family members' 

coping reactions are based on single time points.  

5. Most are cross-sectional studies with limited depth and breadth of data. 
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3.1 Study Question, Aim, Objectives 

3.1.1 Research Question 

What are the coping strategies of primary family caregivers of the people with SCI, and 

the association among those in rehabilitation center and in the community? 

3.1.2 Aim 

To investigate the coping strategies used by the primary family caregivers of people with 

SCI in both Rehabilitation center and in the Community.  

3.1.3 Objectives 

• To find out the socio-demographic characteristics of primary family caregivers of 

people with SCI in Rehabilitation center and Community. 

• To identify the coping strategies used by the primary family caregivers of people with 

SCI. 

• To determine the association of coping strategies between the two groups. 

• To determine the association between coping and socio-demographic factors of 

primary family caregiver of people with SCI. 

3.2 Study Design 

3.2.1 Study Method 

Quantitative research method was used for this study. This method deals with numerical 

data or can be turned into numbers. Statistical technique was used for organizing, 

analyzing and interpreting the numerical data for this study. 

CHAPTER III: Methods 



16 

 

3.2.2 Study Design 
 

The study chose cross-sectional design  as cross-sectional studies are observational studies 

in which data from a population is analyzed at a specific point in time. For instance, this 

design is frequently used to assess the frequency of health outcomes, comprehend health 

factors, and define characteristics of a population. They are usually affordable and simple 

to carry out (Wang & Cheng, 2020). So, as in case of this study, population (family primary 

caregiver of individual with SCI) within a defined time period is selected as like taking a 

snapshot and analyzing data to determine characteristics: the exposure (spinal cord injury) 

and outcome (coping strategies), the quantitative cross sectional study design is chosen to 

be the best suited.  

3.3 Study Setting and Period 

This study was conducted in Spinal Cord Injury Unit in the Centre for the Rehabilitation 

of the Paralysed, and in the Community (Savar area) of person with spinal cord injury who 

took rehabilitation service from CRP, Savar. 

The study period was from May’2023 to February’2024 and data collection period 

was from 1st December’2023 to 31st December’2023. 

3.4 Study Participant 

3.4.1 Study population:  

The population in this study will be the primary family caregivers who have at least 1 

month experience of taking care of the person with SCI and is admitted to CRP, Savar and 

now live in the community after taking service from CRP.  

3.4.2 Sampling technique:  

Purposive sampling was used to select participants. Purposive sampling helps to choose 
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participants who are most likely to provide relevant and helpful data (Kelly et al., 2010) 

and it is a method of choosing samples that will make efficient use of the few research 

resources available (Palinkas et al., 2015). Student researchers have established some 

inclusion and exclusion criteria to meet the right population for the study. Which is why 

purposive sampling is the most suitable. 

3.4.3 Inclusion criteria:  

• The primary family caregivers of people with SCI (Parents, Spouse, Siblings, Adult 

Child). 

• At least 1 month experience of taking care of person with SCI. 

• Caregiver’s age at least 18 years. 

• Participating voluntarily. 

3.4.4 Exclusion criteria: 

• Family members of patients with other physical condition rather than SCI. 

• Family members not in contact with the person with SCI or do not provide care. 

• Family caregivers who are not mentally stable. 

• Family caregivers have gaps in duration of caregiving. 

3.4.5 Sample size:  

Sample size was estimated by using Cochran formula n=z2 /4d2 (as sample population and 

population proportion is unknown). 

Prevalence, P=As the prevalence of primary family caregiver of people with SCI is yield, 

so the prevalence of people with SCI was considered 50%. 

Sample size= n,       Confidence Interval= 95% 

Z value= the standard deviation usually set at 1.96,   Level of precision, d= 5% 
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      Z2 

Sample size, n =  

                         

                       = 

 

                       =       384.16~385 

Adding 10% non-response data to the actual sample size = 422.576~423 

According to the equation the sample size was 423 participants. The researcher could 

collect data from 134 participants in this study. 

3.5 Ethical Consideration  

3.5.1 Ethical clearance:  

The consent was sought from Institutional Review Board (IRB) explaining the purpose of 

research through the Department of Occupational Therapy, Bangladesh Health Professions 

Institute (BHPI). The IRB number: CRP-BHPI/IRB/10/2023/762. Permission was taken 

from CBR department and OT Department of Spinal Cord Injury before taking information 

from participants. The humanity and dignity of the participants was preserved.  

All ethics were followed by the ethical principles of World Medical Association 

(WMA) and Declaration of Helsinki created for medical research (Kong et al., 2014; World 

Medical Association et al., 2022) 

3.5.2 Informed consent:  

• All participants were informed about the purpose, aim of the study and their roles in 

the study. 

4d2  

(1.96)2 

4(0.05)2 
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• All participation was voluntarily and written consent was taken from the 

participants. 

3.5.3 Right of refusal to participate or withdraw: 

In this study the participants were able to withdraw participation after two weeks of survey 

without any repercussion. 

3.5.4 Unequal relationship:  

The student did not have any unequal/power relationship with the participants. 

3.5.5 Risk and beneficence:  

The participants did not face any risk and no payment/beneficence were given. 

3.5.6 Confidentiality:  

The information provided by the participant were kept confidential. The names and identity 

were not disclosed to anyone except student researcher and supervisor. The participants 

were informed that their identity will be kept confidential for future uses, such as report 

writing, publication or any other written materials or verbal discussion. 

3.6 Data Collection Process  

3.6.1 Participant recruitment process 

 

 

 

 

 

 

Patient Record Book 

Medical service wing CBR Department 

Family of patient admitted 

in CRP, Savar. 

Family of patient 

discharged from CRP 

living in Community. 

Interviewer called the participants, set a survey 

time and conducted the survey. 
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Figure 3.1: Overview of Participant recruitment process 

Student researcher collected data from two groups of participants, one group was family 

caregiver of patient admitted in CRP who were contacted through patient record book of 

OT Department of Spinal Cord Injury of CRP. The name and bed no. were collected and 

later was interviewed in the patient ward. Another group of participants were contacted 

through the CBR department record book of patients who were living in community after 

getting discharged from CRP. Participants were contacted through the name, phone number 

and address collected from the record book. Interview was then scheduled with the patients 

and their family members and was visited accordingly. Data was collected from both 

groups who met the inclusion and exclusion criteria, by providing them with the research 

information and taking written consent. 

3.6.2 Data collection method:  

Student researcher collected data through face-to-face survey method. Face-to-face surveys 

are done by an interviewer who calls on, or meets with, the respondent and conducts the 

interview. It can be done in two ways one in the form of a paper-and-pencil interview 

(PAPI) another is a computer-assisted personal interview (CAPI). In both ways, 

interviewer reads out the questions and records the respondent’s answers (Dykema et al., 

2012). Face-to-face interview was done in this study by paper-pencil as the participants 

were within the reach of the student researcher and it provides better quality information 

even if more cumbersome and expensive (Bonnel & Le Nir, 1998). 

3.6.3 Data collection instrument: 

A self-developed questionnaire to collect socio-demographic data of primary family 

caregiver (Socio demographic factors included family members phone no., age, gender, 



21 

 

educational level, relationship with the patient, duration of care giving, monthly income 

and monthly expenditure). 

Family Crisis Oriented Personal Evaluation Scales (F-COPES)  

Hamilton McCubbin, David Olson, and Andrea Larsen (1981) developed The Family 

Crisis Oriented Personal Evaluation Scales (F-COPES). F-COPES identifies behavioral 

and problem-solving techniques used by families in challenging situations. This scale is 

based on coping elements of the Resiliency Model of Family Adjustment and Adaptation, 

which include pile-up, family resources, and meaning/perception. English is one of the four 

languages in which it is available. The 30 coping behavior items on the instrument center 

on the two levels of interaction in the Resiliency Model: (1) Family to social environment, 

which measures how a family reacts to issues that emerge outside of its boundaries; and 

(2) Individual to family system, which measures how a family handles difficulties/ disputes 

among its members and its impact (Crisis & Personal, n.d.). Each item has 5-points, ranging 

from always to never. It was proposed that families will handle stressful circumstances 

better if they use coping strategies that emphasize both levels of contact. There is evidence 

supporting the F-COPES's validity and reliability. Test-retest reliability ranges from.61-

.95, and Cronbach's alpha from.62-.87 across a range of research. This instrument's validity 

has been established in multiple extensive investigations with stressed-out families. No 

training is required to administer. Subscale scores and a total score is to be calculated. 

Highter scores on the F-COPES indicate higher levels of coping and problem-solving 

abilities. The total potential score on the test ranges from 30 to 150. Inadequate coping is 

indicated by scores lower than 81 on the total score.  
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3.6.4 Field test:   

A field test was conducted among 4 participants after translating the questionnaires into 

Bangla, the native language of Bangladesh. After field test modifications were made to the 

questionnaire taking permission from the tool’s author. The questions 14, 23, 27 which are 

under the subscale seeking spiritual support were modified according to the country's 

cultural and religious context to help maintain questions quality. 

3.6.5 Non-participant:  

Data was collected from participant group (family primary caregivers) but at the time of 

interview few times other family member/ person with SCI answered on behalf and 

provided data being the non-participants of the study. 

3.7 Data Management and Analysis 

In this study data was managed following the five stages of data lifecycle management. 

Data was collected from 134 participants through face-to-face interviews using 

questionnaire and a standardized tool, answers were recorded in paper and pencil. Data was 

translated into English then entered without any biasness into the SPSS v.20 for storage 

and analysis. Data was also stored in Google drive storage system. Proper use was ensured 

by remaining conscious of using data as it is. All data was archived in Google drive. Student 

researcher and supervisor decided to destroy data after 5 years for maintaining proper data 

safety and valuation (Rahul & Banyal, 2020).  

Socio-demographic data of the participant and items of F-COPES was analyzed 

through descriptive statistics. The student researcher specifically studied the socio-

demographic attributes of age, gender, education level, relationship with the person with 

SCI, duration of caregiving, monthly income, monthly expenditure, and other 
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characteristics. For testing normality of continuous variables, the Kolmogorov-Smirnov 

test was used. Variables were described using (p=0.05) with 95% confidence intervals. 

Coping strategies that were used by family primary caregivers of a person with SCI were 

determined and compared among the two groups rehabilitation center and community by 

calculating mean and SD of each subscale score and total score of the F-COPES. Typically, 

based on raw sub-scale scores the score of F-COPES is interpreted. However, as the sub-

scales have different number of items and possible range of total raw scores, we divided 

each sub-scale by the number of items in that particular sub-scale, thus allowing for 

comparisons across mean of the sub-scales. Association between rehabilitation center and 

community coping was seen through Mann-Whitney test of F-COPES total score and 

subscale score. The association between socio-demographic factors and F-COPES total 

score of the two groups was analyzed through Mann-Whitney and Kruskal Wallis tests. 

3.8 Quality Control and Quality Assurance  

The five stages of data management ensured data safety and quality in this study. Data 

collection and entry process was done without any biasness. All documents were 

photocopied and kept safe in a locked file cabinet to which only the student researcher had 

access. It was also stored in Google Drive storage system. The storage system was well 

protected by a strong password on Google securities. Security was maintained by not 

allowing any unauthorized access and later achieving the data. Data was properly used and 

were rechecked avoiding any modification or any sort of exploitation for data quality 

control and assurance.  
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4.1 Socio-demographic characteristics 

Table 4.1  

Socio-demographic characteristics of the participants 

 

Variable Rehabilitation Center Community 

n % n % 

Age  (18-44) years 46 68.7 49 73.1 

(45-70) years 21 31.3 18 26.9 

 Mean(±SD) = 37.70 years 

(±12.496) 

Minimum=18 years,  

Maximum=70 years 

Mean(±SD) =35.70 

years SD (12.388) 

Minimum=18 years,  

Maximum=70 years 

Gender Male 18 26.9 16 23.9 

Female 49 73.1 51 76.1 

Level of 

Educatio

n 

Illiterate 0 0  2 3.0 

Signature 9 13.4 9 13.4 

Primary 22 32.8 10 14.9 

Secondary 13 19.4 22 32.8 

Higher 

Secondary 

12 17.9 8 11.9 

Honors 7 10.4 8 11.9 

Tertiary 4 6.0 8 11.9 

Religion Muslim 67 100 59 88.1 

Hindu 0 0 7 10.4 

Christian 0 0 1 1.5 

Occupati

on 

Housewife 42 62.7 36 53.7 

Unemployed 2 3.0 0 0 

Student 8 11.9 4 6.0 

Business 7 10.4 6 9.0 

Employed 8 11.9 21 31.3 

Marital 

Status 

Married 55 82.1 58 86.6 

Unmarried 6 9.0 7 10.4 

Widow 6 9.0 2 3.0 

Duration 

of 

caregivin

g 

(1-9) months 63 94 0 0 

(10-18) months 4 6 0 0 

(1-216) months 0 0 60 89.6 

(217-432) months 0 0 7 10.4 

 

 

 

CHAPTER IV: Results 
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Table 4.1  

Socio-demographic characteristics of the participants 

  Mean(±SD) = 3.93 SD 

(±3.149) 

Minimum=1 month,  

Maximum=18 months 

Mean(±SD) =80.63 SD 

(±95.981) 

Minimum=2 months,  

Maximum=432 months 

Monthly 

Income 

(5000-49000) Tk 61 91 63 94 

(50000-100000) 

Tk 

6 9 4 6 

 Mean(±SD) = 20380.60 

SD (±12875.596) 

Minimum=7000tk,  

Maximum=50000tk 

Mean(±SD) =22343.28 

SD (±15253.963) 

Minimum=5000tk,  

Maximum=100000tk 

Monthly 

Expendit

ure  

(5000-49000) Tk 61 91 63 94 

(50000-100000) 

Tk 

6 9 4 6 

 Mean(±SD) = 19492.54 

SD (±12785.377) 

Minimum=7000tk,  

Maximum=50000tk 

Mean(±SD) =21265.67 

SD (±13064.937) 

Minimum=5000tk,  

Maximum=70000tk 

Table 4.1 shows an overview of the socio-demographic characteristics of the primary 

family caregiver of a person with SCI in two groups. In rehabilitation center, the mean age 

of the participants is 37.70 years SD (±12.496) and 26.9% (18) were male, 73.1% (49) were 

female; in community, the mean age is 35.70 years SD (±12.388) comprising of 23.9% 

(16) males and 76.1% (51) females. Most participants completed education up to primary 

level in rehab center and secondary level in community percentage being 32.8% (22) of 

both. Higher proportion of caregiver’s occupation were housewives 62.7% (42) in 

rehabilitation center & 53.7% (36) in community. More were employed in the community 

31.3% (21) compared to rehabilitation center 11.9% (8). The mean duration of caregiving 

in rehab center is found to be 3.93 months SD (±3.149) while it is 80.63 months SD 

(±95.981) in community which is comparatively much higher. In this sample, the mean of 

monthly income in rehab center and community with not much difference is reported 

20380.60 BDT SD (±12875.596) and 22343.28 BDT SD (±15253.963). In case of monthly 



26 

 

expenditure, the mean is slightly more in community 21265.67 BDT SD (±13064.937) than 

rehabilitation center 19492.54 BDT SD (±12785.377). 

     

Figure 4.1: Overview of participant relationship with person with SCI 

In figure 4.1 Regarding relationship with the patient, in rehab center highest number are 

wife 29.9% (20) and lowest is husband 1.5% (1) whereas in community also the highest 

number is wife (37.3%, 25) but the lowest is sister/brother 1.5% (1). 

Normality of Socio-demographic variable and F-COPE scale: According to 

Kolmogorov-Smirnov test the socio-demographic variables (Age, Gender, Level of 

education, Relationship with person with SCI, Duration of caregiving, Monthly income 

and Monthly expenditure), the subscale score and total score of F-COPES are not normally 

distributed (<p) where p=0.05 both in rehabilitation center and community. 
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4.2 Overview of F-COPES item. 

Table 4.2  

Overview of F-COPES items in Rehabilitation center. 

Rehabilitation Centre 
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Mean 

(±SD) 

(Items) 
%  

(n) 

% 

(n) 

% 

(n) 

% 

(n) 

%  

(n) 

1. Sharing our difficulties with 

relatives 

0 3  

(2) 

10.4 

(7) 

26.9 

(18) 

59.7 

(40) 

4.43 

(±.802) 

2. Seeking encouragement and 

support from friends 

32.8 

(22) 

11.9 

(8) 

7.5  

(5)  

26.9 

(18) 

20.9 

(14) 

2.91 

(±1.602) 

3. Knowing we have the power to 

solve major problems 

14.9 

(10) 

17.9 

(12) 

40.3 

(27) 

22.4 

(15) 

45  

(3)  

2.84 

(±1.081) 

4. Seeking information and advice 

from person in other families who 

have faced the same or similar 

problems 

23.9 

(16) 

9  

(6) 

11.9 

(8)  

19.4 

(13) 

35.8 

(24) 

3.34 

(±1.610) 

5. Seeking advice from relatives 

(grandparents, etc.) 

11.9 

(8) 

4.5  

(3) 

11.9 

(8) 

22.4 

(15) 

49.3 

(33) 

3.93 

(±1.374) 

6. Seeking assistance from 

community agencies and programs 

designed to help families in our 

situation 

71.6 

(48) 

0 9  

(6) 

9  

(6)  

10.4 

(7) 

1.87 

(±1.455) 

7. Knowing that we have the 

strength within our own family to 

solve our problems 

16.4 

(11) 

17.9 

(12) 

38.8 

(26) 

13.4 

(9) 

13.4 

(9) 

2.90 

(±1.233) 

8. Receiving gifts and favors from 

neighbors (e.g., food, taking in mail, 

etc.) 

37.3 

(24) 

6  

(4)  

3  

(2)  

23.9 

(16) 

29.9 

(20) 

3.03 

(±1.741) 

9. Seeking information and advice 

from the family doctor 

55.2 

(37) 

6  

(4)  

7.5 

(5)  

6  

(4)  

25.4 

(17) 

2.40 

(±1.741) 

10. Asking neighbors for favors and 

assistance 

29.9 

(20) 

3  

(2) 

10.4 

(7)  

20.9 

(14) 

35.8 

(24) 

3.30 

(±1.679) 

11. Facing the problems “head-on” 

and trying to get solution right 

away 

6 

(4)  

17.9 

(12) 

28.4 

(19) 

29.9 

(20) 

17.9 

(12) 

3.36 

(±1.151) 

12. Watching television 13.4 

(9) 

22.4 

(15) 

3  

(2)  

3  

(2)  

58.2 

(39) 

3.70 

(±1.633) 

13. Showing that we are strong 17.9 

(12) 

26.9 

(18) 

14.9 

(10) 

19.4 

(13) 

20.9 

(14) 

2.99 

(±1.430) 
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Table 4.2  

Overview of F-COPES items in Rehabilitation center. 

14. Attending church/ mosque/ 

temple  

11.9 

(8) 

6  

(4) 

23.9 

(16) 

14.9 

(10) 

43.3 

(29) 

3.72 

(±1.391) 

15. Accepting stressful events as a 

fact of life 

1.5 

(1) 

4.5  

(3) 

7.5  

(5)  

38.8 

(26) 

47.8 

(32) 

4.27 

(±.898) 

16. Sharing concerns with close 

friends 

40.3 

(27) 

10.4  

(7) 

4.5  

(3)  

20.9 

(14) 

23.9 

(16) 

2.78 

(±1.695) 

17. Knowing luck plays a big part 

in how well we are able to solve 

family problems 

56.7 

(38) 

28.4 

(19) 

10.4 

(7) 

1.5 

(1) 

3 

(2)  

1.66 

(±.946) 

18. Exercising with friends to stay 

fit and reduce tension 

50.7 

(34) 

1.5  

(1)  

10.4  

(7) 

28.4 

(19) 

9 

(6) 

2.43 

(±1.549) 

19. Accepting that difficulties occur 

unexpectedly 

3 

(2)  

4.5 

(3) 

9 

(6) 

28.4 

(19) 

55.2 

(37) 

4.28 

(±1.012) 

20. Doing things with relatives (get-

together, dinners, etc.) 

20.9 

(14) 

10.4 

(7)  

7.5  

(5)  

25.4 

(17) 

35.8 

(24) 

3.45 

(±1.569) 

21. Seeking professional counseling 

and help for family difficulties 

92.4 

(62) 

0 3 

(2) 

0 4.5  

(3) 

1.24 

(±.889) 

22. Believing we can handle our 

own problems 

6  

(4)  

1.5 

(1)  

9 

(6)  

53.7 

(36) 

29.9 

(20) 

4.00 

(±1.000) 

23. Participating in religious 

activities 

26.9 

(18) 

3  

(2)  

25.4 

(17) 

31.3 

(21) 

13.4 

(9) 

3.01 

(±1.409) 

24. Defining the family problem in 

a more positive way so that we do 

not become too discouraged 

1.5  

(1) 

14.9 

(10) 

13.4 

(9) 

35.8 

(24) 

34.3 

(23) 

3.87 

(±1.100) 

25. Asking relatives how they feel 

about problems we face 

17.9 

(12) 

10.4 

(7)  

16.4 

(11) 

29.9 

(20) 

25.4 

(17) 

3.34 

(±1.431) 

26. Feeling that no matter what we 

do to prepare, we will have 

difficulty handling problems 

13.4 

(9) 

38.8 

(26) 

26.9 

(18) 

10.4 

(7) 

10.4 

(7) 

2.66 

(±1.162) 

27. Seeking advice from a religious 

leader 

34.3 

(23) 

3  

(2)  

7.5 

(5) 

19.4 

(13) 

35.8 

(24) 

3.19 

(±1.743) 

28. Believing if we wait long 

enough, the problem will go away 

32.8 

(22) 

44.8 

(30) 

9  

(6) 

3 

(2) 

10.4 

(7) 

2.13 

(±1.217) 

29. Sharing problems with 

neighbors 

11.9  

(8) 

10.4 

(7) 

7.5 

(5)  

40.3 

(27) 

29.9 

(20) 

3.66 

(±1.332) 

30. Having faith in God 0 0 0 1.5  

(1)  

98.5 

(66) 

4.99 

(±.122) 

 

In the above table 4.2, the 30 items represent the various coping strategies used by family 

caregivers in a rehabilitation center. Here, n=67. The items which the respondents most 
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strongly agree and found as helpful are sharing difficulties with relatives 59.7% (40) and 

accepting difficulties as unexpected 55.2% (37). Conversely, the items most strongly 

disagreed are “seeking assistance from community agencies and programs” 71.6% (48), 

and “knowing luck plays a big part in how well we are able to solve family problems” 

56.7% (38). The respondents were neutral or moderately agreed/disagreed to the other 

items such as attending church/mosque/temple, believing they can solve their own 

problems, sharing problems with neighbors etc. 

Table 4.3  

Overview of F-COPES items in the Community 
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Mean 

(±SD) 

(Items) 
% 

(n) 

% 

(n) 

% 

(n) 

% 

(n) 

% 

(n) 

1. Sharing our difficulties with 

relatives 

11.9 

(8) 

9  

(6)  

7.5  

(5) 

23.9 

(16) 

47.8 

(32) 

3.87 

(±1.413) 

2. Seeking encouragement and 

support from friends 

38.8 

(26) 

13.4 

(9) 

6  

(4) 

17.9 

(12) 

23.9 

(16) 

2.75 

(±1.673) 

3. Knowing we have the power to 

solve major problems 

7.5  

(5) 

22.4 

(15) 

23.9 

(16) 

37.3 

(25) 

9  

(6) 

3.18 

(±1.114) 

4. Seeking information and advice 

from person in other families who 

have faced the same or similar 

problems 

31.3 

(21) 

10.4 

(7) 

10.4 

(7) 

22.4 

(15) 

25.4 

(17) 

3.00 

(±1.624) 

5. Seeking advice from relatives 

(grandparents, etc.) 

26.9 

(18) 

13.4 

(9)  

6  

(4) 

10.4 

(7) 

43.3 

(29) 

3.30 

(±1.732) 

6. Seeking assistance from 

community agencies and 

programs designed to help 

families in our situation 

64.2 

(43) 

6 

(4) 

4.5 

(3) 

11.9 

(8) 

13.4 

(9) 

2.04 

(±1.551) 

7. Knowing that we have the 

strength with our own family to 

solve our problems 

13.4 

(9) 

19.4 

(13) 

16.4 

(11) 

26.9 

(18) 

23.9 

(16) 

3.28 

(±1.380) 

8. Receiving gifts and favors from 

neighbors (e.g., food, taking in 

mail, etc.) 

44.8 

(30) 

4.5  

(3) 

7.5 

(5)  

23.9 

(16)  

19.4 

(13)  

2.69 

(±1.672) 
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Table 4.3  

Overview of F-COPES items in the Community 

9. Seeking information and advice 

from the family doctor 

50.7 

(34)  

3 

(2) 

13.4 

(9)  

10.4 

(7)  

22.4 

(15)  

2.51 

(±1.691) 

10. Asking neighbors for favors 

and assistance 

34.3 

(23) 

6 

(4)  

4.5 

(3)  

31.3 

(21)  

23.9 

(16) 

3.04 

(±1.655) 

11. Facing the problems “head-

on” and trying to get solution 

right away 

3 

(2)  

22.4 

(15) 

32.8 

(22) 

22.4 

(15) 

19.4 

(13)  

3.33 

(±1.120) 

12. Watching television 20.9 

(14) 

10.4  

(7) 

7.5 

(5)  

11.9 

(8)  

49.3 

(33)  

3.58 

(±1.653) 

13. Showing that we are strong 19.4 

(13) 

16.4 

(11)  

11.9 

(8)  

20.9 

(14)  

31.3 

(21)  

3.28 

(±1.535) 

14. Attending church/ 

mosque/temple 

1.5  

(1)  

1.5 

(1)  

28.4 

(19) 

25.4 

(17)  

43.3 

(29) 

4.07 

(±0.958) 

15. Accepting stressful events as a 

fact of life 

1.5 

(1)  

3 

(2)  

6 

(4)  

49.3 

(33)  

40.3 

(27)  

4.24 

(±0.818) 

16. Sharing concerns with close 

friends 

49.3 

(33) 

4.5 

(3)  

7.5  

(5)  

10.4 

(7) 

28.4 

(19) 

2.64 

(±1.781) 

17. Knowing luck plays a big part 

in how well we are able to solve 

family problems 

59.7 

(40) 

31.3 

(21) 

6 

(4)  

3 

(2)  

0 1.52 

(±0.746) 

18. Exercising with friends to stay 

fit and reduce tension 

52.2 

(35) 

3 

(2)  

7.5 

(5)  

16.4 

(11) 

20.9 

(14) 

2.51 

(±1.709) 

19. Accepting that difficulties 

occur unexpectedly 

0 1.5 

(1)  

7.5 

(5)  

47.8 

(32) 

43.3 

(29)  

4.33 

(±0.683) 

20. Doing things with relatives 

(get-together, dinners, etc.) 

31.3 

(21)  

9 

(6)  

4.5 

(3)  

28.4 

(19) 

26.9 

(18)  

3.10 

(±1.653) 

21. Seeking professional 

counseling and help for family 

difficulties 

89.6 

(60)  

0 0 6 

(4)  

4.5 

(3)  

1.36 

(±1.069) 

22. Believing we can handle our 

own problems 

0 3 

(2)  

7.5 

(5)  

37.3 

(25)  

52.2 

(35)  

4.39 

(±0.758) 

23. Participating in religious 

activities 

4.5 

(3)  

1.5 

(1)  

49.3 

(33) 

26.9 

(18) 

17.9 

(12)  

3.52 

(±0.959) 

24. Defining the family problem 

in a more positive way so that we 

do not become too discouraged 

1.5 

(1)  

6 

(4)  

17.9 

(12) 

29.9 

(20)  

44.8 

(30)  

4.10 

(±1.002) 

25. Asking relatives how they feel 

about problems we face 

32.8 

(22)  

7.5 

(5)  

10.4 

(7)  

31.3 

(21) 

17.9 

(12)  

2.94 

(±1.566) 

26. Feeling that no matter what 

we do to prepare, we will have 

difficulty handling problems 

17.9 

(12)  

41.8 

(18)  

17.9 

(12)  

9 

(6)  

13.4  

(9)  

2.58 

(±1.269) 
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Table 4.3  

Overview of F-COPES items in the Community 

27. Seeking advice from a 

religious leader 

37.3 

(25)  

4.5 

(3)  

6 

(4)  

14.9 

(10)  

37.3 

(25)  

3.10 

(±1.793) 

28. Believing if we wait long 

enough, the problem will go away 

44.8 

(30) 

38.8 

(26)  

11.9 

(8)  

4.5 

(3)  

0 1.76 

(±0.836) 

29. Sharing problems with 

neighbors 

14.9 

(10)  

7.5 

(5)  

7.5 

(5)  

28.4 

(19) 

41.8 

(28)  

3.75 

(±1.450) 

30. Having faith in God 1.5 

(1)  

0 0 0 98.5 

(66)  

4.94 

(±0.489) 

Table 4.3 shows the 30 items describing various coping strategies that are used by family 

caregivers in a community setting. Here, n=67. The items “believe they can handle their 

own problems” 52.2% (35) and “sharing difficulties with relatives” 47.8% (32) were the 

more strongly agreed on. Conversely, the items “seeking assistance from community 

agencies and programs” 64.2% (43) and “believing if we wait long enough, the problem 

will go away” 44.8% (30) shows strong disagreement. The respondents were neutral or 

moderately agreed/disagreed to the other items such as accepting stressful events as a fact 

of life, accepting that difficulties occur unexpectedly, participating in religious activities 

etc. 
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4.3 Mean results of subscales and overall scale 

Table 4.4  

Overview of mean and SD of F-COPE overall scale and subscale.  

Scale Rehabilitation 

center 

Community Total 

Mean SD Mean SD Mean SD 

Overall 95.66 ±10.147 94.72 ±13.029 95.19 ±11.643 

Subscale 1: Acquiring 

social support 

23.37 ±5.184 28.07 ±7.486 27.72 ±6.424 

Subscale 2: Reframing 28.49 ±4.962 30.13 ±4.428 29.31 ±4.756 

Subscale 3: Seeking 

spiritual support 

14.91 ±2.983 15.64 ±2.627 15.28 ±2.824 

Subscale 4: Mobilizing 

family support 

14.91 ±2.983 8.91 ±3.558 11.91 ±4.446 

Subscale 5: Passive 

appraisal 

10.15 ±2.420 9.45 ±2.488 9.80 ±2.470 

Table 4.4 shows that family primary caregivers of person with SCI utilized each coping 

method to a greater or lesser extent. The overall mean scores of family coping in 

rehabilitation center 95.66, in community 94.72, and in total 95.19. This suggests that both 

the rehabilitation center and the community are perceived positively in terms of family 

coping. However, there's slightly more variability in perceptions within the community, 

indicated by a higher standard deviation.  

The F-COPES score across the 5 subscales where the reframing method (28.49) 

was most used followed by social support (23.37) both in the rehabilitation center and in 

community. Passive appraisal method was utilized the least (10.15) in rehabilitation center 

and family support was the least utilized in community (8.91). Description of results of the 
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five subscales of F-COPES for the participants in rehab center and in community are given 

below: 

Acquiring Social Support: It is a measurement of the participant’s capacity to proactively 

seek out assistance from friends, neighbors, family members, and other acquaintances. The 

mean scores indicate community (28.07 ±7.486) participants are actively seeking social 

support slightly more positively compared to rehabilitation center (23.37, ±5.184). 

Reframing: This strategy emphasizes how well a person can redefine upsetting 

experiences to make them easier to handle. Again, the community (30.13, ±4.428) shows 

slightly higher mean scores compared to the rehabilitation center (28.49, ±4.962), 

indicating more active efforts in cognitive restructuring of thoughts. 

Seeking Spiritual Support: It evaluates the person's capacity to find spiritual assistance. 

The participants in rehab center scored a lower mean of 14.91 than the compared 

community of 15.64 although the differences are minimal.  

Mobilizing Family Support: It evaluates the participant's capacity to look for and accept 

assistance from others in the community. There seems to be a notable difference regarding 

this strategy, with the community showing lower mean scores compared to the 

rehabilitation center (8.91 vs. 14.91) suggesting that community might perceive less 

support from their families than rehabilitation center. 

Passive Appraisal: It focuses on evaluating issues through the lens of inactive or passive 

behaviors, like avoidance. The participants scored much lower in both groups as compared 

to other coping strategies. The rehab center group and community group mean scores are 

10.15 and 9.45, respectively where community shows slightly lower mean scores than 

rehabilitation center. 
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Overall, these findings suggest generally positive perceptions of coping efforts, 

with some variations in specific aspects such as family support and passive appraisal 

between rehabilitation center and community. The community tends to have higher 

standard deviations across most subscales, indicating more diverse perceptions than 

rehabilitation center. 

4.4 Association between Rehabilitation center and Community coping.  

Table 4.5  

Association between Rehabilitation center and Community F-COPES score. 

The non-parametric Mann Whitney test is used for variables with 2 levels (Islam, 2020). 

Variable n Mean 

rank 

Mann-

Whitney 

P 

value 

F-COPES Rehabilitation Center 67 69.13 2135 .626 

Community 67 65.87 

Acquiring Social Support Rehabilitation Center 67 65.32 2098.500 .515 

Community 67 69.68 

Reframing Rehabilitation Center 67 61.28 1827.500 .063 

Community 67 73.72 

Seeking spiritual support Rehabilitation Center 67 62.91 1937 .168 

Community 67 72.09 

Mobilizing family support Rehabilitation Center 67 94.00 469 .000 

Community 67 41.00 

Passive appraisal Rehabilitation Center 67 73.21 1862 .086 

Community 67 61.79 

Table 4.5 illustrates the Mann-Whitney test comparing the mean ranks of the F-COPES 

variable between rehabilitation center and community. The test result shows rehabilitation 

Center (67): Mean rank = 69.13 and community (67): Mean rank = 65.87. 

In this test, the p-value is 0.626, which is greater than 0.05, so there is insufficient evidence 

to reject the null hypothesis. In this context, there is no significant difference between the 
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mean ranks of the F-COPES variable in the rehabilitation center group compared to the 

community group. 

However, subscales result of F-COPES reveals participants in rehabilitation centers 

differ significantly from those in the community in terms of their tendency to mobilize 

family support (p= .000, p< 0.05), while other coping strategies is not statistically 

significant at the conventional level (p < .05). 

4.5 Association between Coping and Socio-demographic factors. 

Table 4.6  

Association between coping and socio-demographic variables of the participants (in 

rehabilitation center). 

The non-parametric Mann Whitney test is used for variables with 2 levels (Islam, 2020). 

    F-COPES total score 

Variable Categories (2 levels) n Mean rank Mann-Whitney P value 

Age (18-44) years 46 32.65 421 .401 

(45-70) years 21 36.95 

Gender Male 18 43 279 .022 

Female 49 30.69 

Duration of 

caregiving 

(1-9) months 63 34.10 119.500 .863 

(10-18) months 4 32.38 

Monthly 

income 

(5000-49000) Tk 61 33.31 141 .356 

(50000-100000) Tk 6 41.00 

Monthly 

expenditure 

(5000-49000) Tk 61 33.31 141 .356 

(50000-100000) Tk 6 41.00 

Table 4.6 shows comparison of mean ranks across coping in rehabilitation center for 

various socio-demographic variables with 2 levels. There are no significant differences in 

mean ranks between age groups (p= 0.401), duration of caregiving (p= 8.63), monthly 

income (p= 0.356) and monthly expenditure (p= 0.356) where p>0.05. Gender is the only 

variable that varied significantly for the use of coping strategies (p= 0.022, p<0.05) in terms 
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of the total F-COPES score, with males mean rank (43) more than females (30.69). Thereby 

association may be present indicating males employ more family coping compared to 

females.  

Table 4.7  

Association between coping and level of education of the participants and relationship with 

person with SCI (in rehabilitation center) 

The non-parametric Kruskal Wallis test is used for variables more than 2 levels (Islam, 

2020). 

   F-COPES total score 

Variable Categories (>2 levels) n Mean rank X2 df P value 

Level of 

education 

Illiterate 0 0 7.873 5 .163 

Signature 9 32.06 

Primary 22 31.84 

Secondary 13 29.88 

Higher Secondary 12 33.00 

Honors 7 38.43 

Tertiary 4 58.88 

Relationship 

with person 

with SCI 

Wife 20 30.93 6.747 7 .456 

Husband 1 39.50 

Father 5 44.70 

Mother 19 28.66 

Son 6 42.50 

Daughter 5 28.30 

Sister 5 39.90 

Brother 6 42.67 

Table 4.7 shows that for both variable: level of education (p=0.163) and the relationship 

with the person with SCI (p=0.456), with a p-value greater than 0.05 there are no significant 

association with coping of the participants in rehabilitation center. 
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Table 4.8  

Association between coping and socio-demographic variables of the participants (in 

Community) 

The non-parametric Mann Whitney test is used for variable with 2 levels (Islam, 2020). 

   F-COPES total score 

Variable Categories (2 levels) n Mean rank Mann-Whitney P value 

Age 18-44 49 36.27 330 .116 

45-70 18 27.83 

Gender Male 16 36.38 370 .576 

Female 51 33.25 

Duration of 

caregiving 

(1-216) months 60 33.06 153.500 .246 

(217-432) months 7 42.07 

Monthly 

income 

(5000-49000) Tk 63 33.69 106.500 .606 

(50000-100000) Tk 4 38.88 

Monthly 

expenditure 

(5000-49000) Tk 63 33.69 106.500 .606 

(50000-100000) Tk 4 38.88 

Table 4.8 shows p-value is greater than 0.05 of family caregivers coping based on their age 

(p=0.116), gender (p= 0.576), duration of caregiving (p= 0.246), monthly income (p= 

0.606) and based on monthly expenditure (p= 0.606). So there is no statistically significant 

difference in the mean ranks for all comparisons between the two categories of each 

variable. 
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Table 4.9  

Association between coping and level of education of the participants and relationship with 

person with SCI (in Community) 

The non-parametric Kruskal Wallis test is used for factors with more than 2 levels (Islam, 

2020). 

   F-COPES score 

Variable Categories (>2 levels) n Mean rank X2 df P 

value 

Level of 

education 

Illiterate 2 6.50 12.054 6 .061 

Signature 9 23.39 

Primary 10 31.70 

Secondary 22 33.73 

Higher Secondary 8 47.63 

Honors 8 41.88 

Tertiary 8 34.94 

Relationship 

with person 

with SCI 

Wife 25 33.94 9.410 7 .225 

Husband 2 59.00 

Father 3 33.33 

Mother 20 31.73 

Son 7 24.79 

Daughter 8 34.88 

Sister 1 65.00 

Brother 1 59.50 

Table 4.9 shows the two variables, level of education (p= 0.061) and the relationship with 

the person with SCI (p= 0.225), p-value greater than 0.05, so there is no statistically 

significant association with coping for the participants in community.  
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In this study, the mean age of the participants in rehabilitation center is 37.70 years. On the 

other hand, in the community, the mean age is 35.70 years. Geographically, caregiver ages 

differ; younger mean ages was found in Brazil and India (Blanes et al., 2007; Raj et al., 

2006) and higher mean ages seen in the USA (Elliott et al., 2008; Koszycki et al., 2010) 

and the UK (Weitzenkamp et al., 1997). The study's participants majority were female in 

both groups (73.1%) in rehabilitation center and (76.1%) in community which aligns with 

many previous studies (Chui et al., 2007; Koszycki et al., 2010; Schultz & Wood, 1989; 

Shewchuk et al., 1998). Regarding relationship with the person with SCI, most caregivers 

in this study were women where 34% were wife and 29% were mothers. Similarly, 

caregivers in Iran 29% were spouses and 23% were parents (Khazaeipour et al., 2017). 

This is consistent with the idea that, in many regions of the world, women tend to be 

caregivers. For instance, in UK 58% of caregivers were women, and females accounted for 

roughly 70% of family caregivers in other Asian countries (Zanini et al., 2022). This 

research found few male caregivers, in contrast to a study conducted in South India where 

most caregivers for patients with schizophrenia were male (Stanley et al., 2017). 

The coping strategy that families in both community and rehabilitation centers most 

frequently endorsed were reframing. Items on the F-COPES reframing sub-scale reflect 

participant’s ability to manage stressful events by redefining them. Families that employ 

reframing demonstrate a passive acceptance mindset and tend to deal with issues within 

the family rather than seeking outside assistance. Families that score highly on this measure 

are therefore unlikely to be actively looking for community services, friends, or extended 

CHAPTER V: Discussion  
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family help. It's possible that this reluctance to ask for help is due to worries about the 

stigma toward SCI in society. Many families with people living with SCI have experienced 

rejection or ostracism in the past, which has led to a mindset of inactivity or resistance to 

outside help. 

Social support ranks second in terms of coping mechanisms employed among both 

groups. Lack of social support is not a recent discovery or something that only affects those 

who have SCI. This study is different to a study that listed "seeking social support" and 

"mobilizing family to acquire and accept help" as the third and fourth often employed 

techniques (Yeh et al., 1994) in Taiwan. Considering that social assistance has been shown 

to be an effective tool for preserving the emotional well-being of families facing chronic 

disease (Neville, 1998; Varni et al., 1993), it is good that families of individuals with SCI 

are using social services more frequently. Since lack of outside assistance may have 

detrimental effects on one's physical and mental health. Interventions that support 

caregivers in locating and utilizing nonjudgmental, supportive social interactions are 

therefore necessary. 

The subscale "Seeking Spiritual Support" is related to religious practices and 

beliefs. It should come as no surprise that some people who have an illness that alters their 

lives go to religion for solace from such experiences. It is moderately used among 

participants in both groups. Many research has examined spiritual coping in populations 

with chronic illnesses, and it is becoming increasingly clear that in order for clinicians to 

fully understand their patients' illness experiences, they must also understand their spiritual 

or religious beliefs (Pendleton et al., 2002; Ross(née Waugh), 1995). 

Mobilization of family support was utilized fourth in rehab center as families 
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struggle to cope. In rehab center 71% and in the community 64.2% did not seek assistance 

from community agencies or programs. This was the least used coping method in 

community but second least method used in rehab center which is in contrast with (Twoy 

et al., 2007).   

The F-COPES Passive Appraisal sub-scale's items, the coping strategy which is 

used significantly the least in rehab center but second least in community aligns with the 

study in Hong Kong (Chui et al., 2007). Passive appraisal tactics minimize or deny an issue 

that may provide family members more time to come to terms with the condition or to 

avoid feeling overwhelmed by negative emotions (Danielson et al., 1993). Consequently, 

when faced with an unexpected stressful occurrence, families tended to employ more 

passive appraisal techniques. Yet, according to (Nyamathi et al., 1992) using denial 

excessively or for an extended period of time has detrimental impacts. Passive coping 

families often feel powerless to make a positive difference about the condition. Instead of 

dealing with these issues directly, these families may give over management of the person's 

condition to others, such the medical staff. In certain circumstances, this might be 

beneficial, but if families don't actively monitor the person's status, it might cause issues. 

In terms of F-COPES subscales mean score participants in rehabilitation centers 

appear to differ significantly from those in the community in terms only one coping 

strategy that is their tendency to mobilize family support (p= .000, p< 0.05), while other 

coping strategies: acquiring social support (p= .515), reframing (p= .063), seeking spiritual 

support (p = .168), passive appraisal (p= .086) do not differ significantly. Significance was 

identified in various subscales in a study comparing Asian Americans and Caucasians and 

noteworthy findings were in reframing and the passive appraisal subscale (Twoy et al., 
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2007). 

The overall F-COPES scores in this study although suggest that there's a chance 

both groups employ useful coping mechanisms in response to issues or challenges that the 

families face, the overall mean scores of family coping: 95.66 for the rehabilitation center, 

94.72 for the community, and 95.19 in total, there is no significant difference between 

individuals in the rehabilitation center and those in the community. This is in line with the 

study measuring coping in families with cancer patients who are in good physical health 

(Thoma et al., 1993) and in parents of child with autism (Twoy et al., 2007) but in 

disagreement with previous comparative studies of caregivers coping  of children with 

autism pre and post counselling program and coping strategies by stepfamilies and 

traditional nuclear families during pregnancy where there was significant differences in 

coping among two participant groups (Mevarech, 1982; Purnami, 2016). For both girls and 

boys, there were noteworthy correlations discovered between parental and child coping 

(Kliewer & Lewis, 1995), and among various illness groups (Brown et al., 1993; Kupst et 

al., 1995). 

In the present study, there were hardly any significant statistical association of 

family caregivers coping with their sociodemographic characteristics. This is in line with 

what other research has shown (Hickman et al., 2010; Karabulutlu, 2014). Numerous 

research that contradicts the results of this one have suggested an association between 

specific coping mechanisms and socioeconomic status (Sheridan & Radmacher, 1992). 

According to Haan (2013), people with higher socioeconomic level are less likely to resort 

to defensive coping mechanisms like rigidity and irrationality and more likely to employ 

more adaptive coping mechanisms like flexibility, logical choice, and adherence to 
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consensual reality. 

Unlike previous studies (O’Farrell et al., 2000; Santavirta et al. 2001), this study 

found no significant association between age and use of coping strategies neither in 

rehabilitation center nor in community. Similar findings were made by (Chui et al., 2007; 

Pompeo et al., 2016) regarding Hong Kong Chinese families, showing no significant 

variations in stress levels and coping mechanisms across age groups.  

In rehabilitation center gender was only socio-demographic factor significantly 

associated with use of coping strategies indicating males employ more family coping 

compared to females this is consistent with the study where analysis indicated coping 

varied significantly among male and female caregivers (Ma et al., 2014), but no significant 

association was found in community among gender and coping strategies. This finding 

remain consistent with the study where no significance was found between gender and 

coping but the only noteworthy results concerned language and ethnicity (Twoy et al., 

2007). 

Coping is not statistically significant with the education level of caregivers in both 

rehabilitation center and community. This is consistent with the finding made by Martin et 

al. (2004) that no F-COPES sub-scale was substantially correlated with the degree of 

education of the caregiver, the family's race, the child's gender, or age (Martin et al., 2004). 

However, Pearlin and Schooler (1978) discovered that those who were more educated and 

wealthier were less likely to utilize selective ignoring while coping with marital and 

occupational issues. Higher educated respondents were shown to depend more on problem-

focused coping strategies and to be less likely to adopt avoidance coping (Billings & Moos, 

1984). 
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This study in rehabilitation center and community indicates no significant statistical 

difference in duration of caregiving with caregiver employ of coping. The results of 

previous studies, on the other hand, showed a favorable correlation between the length of 

caregiving and coping mechanisms (Guedes & Pereira, 2013) but in accordance with 

(Twoy et al., 2007) reporting no significant association. 

In this study there are no statistically significant differences in the mean ranks of 

the relationship categories with coping. This finding conflicts with studies (Guedes & 

Pereira, 2013) that demonstrate significant differences between other caregivers (in-laws, 

nephews, brothers) and spouses or children, with the latter group reporting higher use of 

coping mechanisms and (Pompeo et al., 2016) reporting a significant relationship between 

family relationships and self-control strategies, social support, and positive reappraisal. 

According to some research, coping strategies vary depending on the family composition 

(one-versus two-parent families) (Brazil & Krueger, 2002) and the caregiver's relationship 

to the child (biological versus alternative caregivers) (Rose, 1998).  

No significant differences in mean ranks of monthly income, or monthly 

expenditure. Meaning that coping did not differ according to monthly income, or monthly 

expenditure neither in rehabilitation center nor in community. This result is consistent with 

research that found no statistically significant association between income and coping 

(Twoy et al., 2007). 
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6.1 Strength and Limitation 

6.1.1 Strengths 

• Data was collected through face-to-face interview which ensured more quality of 

information.  

• Data collection process and entry was not biased. 

• This study used a standardized questionnaire so easy comparison can be seen 

among two group of participants and consistency was maintained. 

• The study tool was modified according to the participants culture and religious 

context.  

• Study conducted among participants from two areas a) Rehabilitation center and b) 

Community. 

6.1.2 Limitations 

• Structured interview caused a limit in data depth and breath. 

• The severity of the condition was not assessed. It is possible due to the variance 

this result was found. 

• The number of participants were 134 which is significantly less than total sample 

size calculation. So, the coping strategy among family primary caregiver of person 

with SCI could not be generalized.  

CHAPTER VI: Conclusion  
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• This study did not include back-translation of the instrument (semi structured 

questionnaire) from Bangla to English, as per ITC requirements. 

6.2 Practice Implication  

6.2.1 Institution based practice implication. 

The current rehabilitation program in CRP focuses more on people with SCI. Family 

caregiver coping can influence the work of occupational therapists who are involved in 

intervention of people with SCI. From the results of this study the items that caregivers in 

rehabilitation center strongly disagreed as we can see were seeking professional counseling 

and help (92.4%), seeking assistance from community agencies and programs (71.6%) and 

to know luck plays a big part in solving family problems (56.7%). Thereby recognizing 

these multifaceted needs interventions can be tailored to provide any training, counselling, 

or support services to help them fulfill caregiving responsibilities.  

6.2.2 Community based practice implication 

Occupational therapist should be the advocate for the families of people with SCI living in 

the community. They should make the person with SCI and the community aware of the 

family primary caregiver. Community is to be made aware of the needs, challenges, and 

rights of caregivers. This study finds that the caregivers in the community strongly 

disagreed on the items seeking professional counseling and help for family difficulties 

(89.6%), seeking assistance from community agencies and programs (64.2%) and 

exercising to reduce tension (52.2%). Occupational therapists can hence offer education 

about using effective coping strategies, counselling or design specific caregiving tasks or 

caregiver exercise program. 
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6.2.3 Recommendation for future practice:  

• The coping strategies identified in this study will help direct future rehabilitation 

interventions. For example, perception of social support or seeking spiritual 

support. 

• To include the families also in the treatment as early as possible.  

• Endorsement of coping mechanisms to help client transition more successfully. 

• Establishing an early rehabilitation program for family primary caregivers 

6.2.4 Recommendation for future research:  

• The study to be conducted on a large scale or a longitudinal study. 

• To identify the quality of life of primary caregivers of people with SCI. 

• Future study may adopt a qualitative approach. 

• More than one member of the family maybe included to perceive individual family 

member coping. 

• Multitude of coping questionnaires to be used. 

6.3 Conclusion  

The results of this study indicated that the family primary caregivers of person with SCI in 

a rehabilitation center and community most frequently used reframing. Spiritual support 

was reported as third in both areas. Passive appraisal is the least used by participants in 

rehabilitation center and family support is the least used in community.  A significant 

difference is found in case of the coping strategy mobilizing family support between 

rehabilitation center and community and gender is the only sociodemographic variable that 

varied significantly for the use of coping strategies in rehabilitation center with males mean 

ranking more than females. As we know prioritizing caregiver coping allows occupational 



48 

 

therapists to better provide their clients with superior care. In light of these findings, 

caregiver education or counselling can be provided to help them mobilize family support 

or seeking spiritual support as these are used comparatively less than other strategies. The 

results of this study will provide guidance to therapists in Bangladesh on how to support 

families by providing culturally appropriate and competent interventions. Caregivers can 

be supported by conducting sessions in the clinical care settings to reinforce them to 

overcome challenges while taking care of a family member with SCI. In order to approach 

their work with clarity, empathy, and effectiveness and, ultimately, improve results for the 

people they serve, therapists must first of course manage their own stress and emotional 

well-being. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



49 

 

 

Acaroǧlu, R., Kaya, H., Şendir, M., Tosun, K., & Turan, Y. (2008). Levels of anxiety and 

ways of coping of family members of patients hospitalized in the Neurosurgery 

Intensive Care Unit. Neurosciences, 13(1), 41–45. 

Ahsan, M. K. (2023). M Kamrul Ahsan. November. 

Alfano, D. P., Neilson, P. M., & Fink, M. P. (1994). Sources of stress in family members 

following head or spinal cord injury. Applied Neuropsychology, 1(1–2), 57–62. 

https://doi.org/10.1080/09084282.1994.9645331 

Alvarez, G. F., & Kirby, A. S. (2006). The perspective of families of the critically ill 

patient: Their needs. Current Opinion in Critical Care, 12(6), 614–618. 

https://doi.org/10.1097/MCC.0b013e328010c7ef 

Asturias, N., Andrew, S., Boardman, G., & Kerr, D. (2021). The influence of socio-

demographic factors on stress and coping strategies among undergraduate nursing 

students. Nurse Education Today, 99(December 2020), 104780. 

https://doi.org/10.1016/j.nedt.2021.104780 

Atkins, R. (2005). Family Adaptation to AIDS. The Hospice Journal, 7(1/2), 71–83. 

https://doi.org/10.1300/j011v07n01_06 

Atwood, J. (2017). Family therapy and chronic illness. Routledge. 

Baker, A., Barker, S., Sampson, A., & Martin, C. (2017). Caregiver outcomes and 

interventions: a systematic scoping review of the traumatic brain injury and spinal 

cord injury literature. Clinical Rehabilitation, 31(1), 45–60.   

https://doi.org/10.1177/0269215516639357 

Belasco, A. G., & Sesso, R. (2002). Burden and quality of life of caregivers for 

List Of Reference 



50 

 

hemodialysis patients. American journal of kidney diseases, 39(4), 805-812. 

Bickenbach, J., Weltgesundheitsorganisation, & International Spinal Cord Society. (2013). 

International perspective on spinal cord injury. 

Billings, A. G., & Moos, R. H. (1984). Coping, stress, and social resources among adults 

with unipolar depression. Journal of personality and social psychology, 46(4), 877. 

Blanes, L., Carmagnani, M. I. S., & Ferreira, L. M. (2007). Health-related quality of life of 

primary caregivers of persons with paraplegia. Spinal Cord, 45(6), 399–403. 

https://doi.org/10.1038/sj.sc.3102038 

Bonnel, P., & Le Nir, M. (1998). The quality of survey data: Telephone versus face-to-face 

interviews. Transportation, 25(2), 147–167.  

https://doi.org/10.1023/A:1005098605972 

Bottaro, R., & Faraci, P. (2022). The influence of socio-demographics and clinical 

characteristics on coping strategies in cancer patients: a systematic review. Supportive 

Care in Cancer, 30(11), 8785–8803. https://doi.org/10.1007/s00520-022-07267-0 

Brazil, K., & Krueger, P. (2002). Patterns of family adaptation to childhood 

asthma. Journal of Pediatric Nursing, 17(3), 167-173. 

Brinkhof, M. W. G., Al-Khodairy, A., Eriks-Hoogland, I., Fekete, C., Hinrichs, T., Hund-

Georgiadis, M., Meier, S., Scheel-Sailer, A., Schubert, M., & Reinhardt, J. D. (2016). 

Health conditions in people with spinal cord injury: Contemporary evidence from a 

population-based community survey in Switzerland. Journal of Rehabilitation 

Medicine, 48(2), 197–209. https://doi.org/10.2340/16501977-2039 

Brown, R. T., Kaslow, N. J., Doepke, K., Buchanan, I., Eckman, J., Baldwin, K., & 

Goonan, B. (1993). Psychosocial and Family Functioning in Children with Sickle Cell 



51 

 

Syndrome and Their Mothers. Journal of the American Academy of Child and 

Adolescent Psychiatry, 32(3), 545–553.  

https://doi.org/10.1097/00004583-199305000-00009 

Chadda, R. K. (2014). Caring for the family caregivers of persons with mental illness. 

Indian Journal of Psychiatry, 56(3), 221–227.  

https://doi.org/10.4103/0019-5545.140616 

Chan, R. C. K. (2000). Stress and coping in spouses of persons with spinal cord injuries.  

Clinical Rehabilitation, 14(2), 137–144.  

https://doi.org/10.1191/026921500675826560 

Chang, F.-H., Liu, C.-H., & Hung, H.-P. (2018). An in-depth understanding of the impact 

of the environment on participation among people with spinal cord injury. Disability 

and Rehabilitation, 40(18), 2192–2199.  

https://doi.org/10.1080/09638288.2017.1327991 

Chhabra, H., & Batra, S. (2016). Spinal Cord Injury and its Impact on the Patient, Family, 

and the Society. International Journal of Recent Surgical and Medical Sciences, 

02(01), 001–004. https://doi.org/10.5005/jp-journals-10053-0001 

Chui, W. Y., Nurse, R., Unit, I. C., Hospital, Q. E., Kong, H., & Chan, S. W. (2007). Stress 

and coping of Hong Kong Chinese family members during a critical illness. 372–381. 

https://doi.org/10.1111/j.1365-2702.2005.01461.x 

Corcoran, M. A. (1994). Management decisions made by caregiver spouses of persons with 

Alzheimer’s disease. The American Journal of Occupational Therapy, 48(1), 38-45 

Crisis, F., & Personal, O. (n.d.). The Resilience , Adaptation and Well-Being Project. 

Danielson, C. B., Hamel-Bissell, B., & Winstead-Fry, P. (1993). Families, health \& 



52 

 

illness: perspectives on coping and intervention. No Title. 

Davies, M., & Young, B. (2017). The new 4 . 3 billion word NOW corpus , with 4--5 million 

words of data added every day. 

Dijkers, M. P. J. M. (n.d.). Department of Veterans Affairs Quality of life of individuals 

with spinal cord injury: A review of conceptualization, measurement, and research 

findings. In Supplement I Journal of Rehabilitation Research & Development (Vol. 

42, Issue 3). 

Dykema, J., Basson, D., & Schaeffer, N. C. (2012). Face-To-Face Surveys. The SAGE 

Handbook of Public Opinion Research, December, 240–248. 

https://doi.org/10.4135/9781848607910.n23 

Ehrlich, F., Bowring, G., Draper, B., Poulos, C., & Salgado, R. (1992). Caring for carers - 

A national problem. Medical Journal of Australia, 156(9), 590–592. 

https://doi.org/10.5694/j.1326-5377.1992.tb121449.x 

Eifert, E. K., Adams, R., Dudley, W., & Perko, M. (2015). Family Caregiver Identity: A 

Literature Review. American Journal of Health Education, 46(6), 357–367. 

https://doi.org/10.1080/19325037.2015.1099482 

El Ghatit, A. Z., & Hanson, R. W. (1975). Outcome of marriages existing at the time of a 

male’s spinal cord injury. Journal of Chronic Diseases, 28(7–8), 383–388. 

https://doi.org/10.1016/0021-9681(75)90034-X 

Elliott, T. R., Brossart, D., Berry, J. W., & Fine, P. R. (2008). Problem-solving training via 

videoconferencing for family caregivers of persons with spinal cord injuries: A 

randomized controlled trial. Behaviour Research and Therapy, 46(11), 1220–1229. 

https://doi.org/10.1016/j.brat.2008.08.004 



53 

 

Factors, S., Affect, T., Strain, C., Bugge, C., Alexander, H., & Hagen, S. (1999). Stroke 

Patients’ Informal Caregivers. 

Fadili, W., Adnouni, A., & Laouad, I. (2016). Saudi Journal of Kidney Diseases and 

Transplantation Renal Data from the Arab World Hemodialysis Safety : Evaluation 

of Clinical Practice. Saudi J Kidney Dis Transpl, 27(3), 553–556. 

Feigin, R. (1994). Spousal adjustment to a postmarital disability in one partner. Family 

Systems Medicine, 12(3), 235.  

Fekete, C., Tough, H., Siegrist, J., & Brinkhof, M. W. (2017). Health impact of objective 

burden, subjective burden and positive aspects of caregiving: an observational study 

among caregivers in Switzerland. BMJ Open, 7(12), e017369. 

https://doi.org/10.1136/bmjopen-2017-017369 

Gajraj-Singh, P. (2011). Psychological impact and the burden of caregiving for persons 

with spinal cord injury (SCI) living in the community in Fiji. Spinal Cord, 49(8), 928–

934. https://doi.org/10.1038/sc.2011.15 

Gerhart, K. A. (1991). Spinal cord injury outcomes in a population-based sample. Journal 

of Trauma and Acute Care Surgery, 31(11), 1529-1535. 

Guedes, A. C., & Pereira, M. da G. (2013). Burden, coping, physical symptoms and 

psychological morbidity in caregivers of functionally dependent family members. 

Revista Latino-Americana de Enfermagem, 21(4), 935–940.  

https://doi.org/10.1590/S0104-11692013000400015 

Haan, N. (2013). Coping and defending: Processes of self-environment organization.  

Elsevier. 

Haley, W. E., Levine, E. G., Brown, S. L., & Bartolucci, A. A. (1987). Stress, appraisal, 



54 

 

coping, and social support as predictors of adaptational outcome among dementia 

caregivers. Psychology and Aging, 2(4), 323–330.  

https://doi.org/10.1037/0882-7974.2.4.323 

Hickman, R. L., Daly, B. J., Douglas, S. L., & Clochesy, J. M. (2010). Informational coping 

style and depressive symptoms in family decision makers. American Journal of 

Critical Care, 19(5), 410–420. https://doi.org/10.4037/ajcc2010354 

Holahan, C. J., & Moos, R. H. (1987). Personal and contextual determinants of coping  

strategies. Journal of personality and social psychology, 52(5), 946. 

Islam, M. T. (2020). Learning SPSS Without Pain. 

James Litman, R. (1966). THE FAMILY AND PHYSICAL REHABILITATION. In J. 

chron. Dis (Vol. 19). Pergamon Press Ltd. 

Jazayeri, S. B., Maroufi, S. F., Mohammadi, E., Dabbagh Ohadi, M. A., Hagen, E. M., 

Chalangari, M., Jazayeri, S. B., Safdarian, M., Zadegan, S. A., Ghodsi, Z., & Rahimi-

Movaghar, V. (2023). Incidence of traumatic spinal cord injury worldwide: A 

systematic review, data integration, and update. In World Neurosurgery: X (Vol. 18). 

Elsevier Inc. https://doi.org/10.1016/j.wnsx.2023.100171 

Juczyński, Z., & Adamiak, G. (2005). Zasoby osobiste i społeczne sprzyjaja̧ce radzeniu 

sobie opiekunów z depresja̧ członka rodziny. Psychiatria Polska, 39(1), 161–174. 

Karabulutlu, E. Y. (2014). Coping with stress of family caregivers of cancer patients in 

Turkey. Asia-Pacific Journal of Oncology Nursing, 1(1), 55–60. 

https://doi.org/10.4103/2347-5625.135822 

Karlin, N. J., & Retzlaff, P. D. (1995). Psychopathology in caregivers of the chronically 

ill: personality and clinical syndromes. The Hospice Journal, 10(3), 55-61. 



55 

 

Kelly, S. E., Bourgeault, I., & Dingwall, R. (2010). Qualitative interviewing techniques 

and styles. The SAGE handbook of qualitative methods in health research, 19, 307-

326. 

Khazaeipour, Z., Rezaei-Motlagh, F., Ahmadipour, E., Azarnia-Ghavam, M., Mirzababaei, 

A., Salimi, N., & Salehi-Nejad, A. (2017). Burden of care in primary caregivers of 

individuals with spinal cord injury in Iran: Its association with sociodemographic 

factors. Spinal Cord, 55(6), 595–600. https://doi.org/10.1038/sc.2016.195 

Killen, J. M. (1990). Role stabilization in families after spinal cord injury. Rehabilitation 

Nursing, 15(1), 19-21.  

Kliewer, W., & Lewis, H. (1995). Family influences on coping processes in children and 

adolescents with sickle cell disease. Journal of Pediatric Psychology, 20(4), 511–525. 

https://doi.org/10.1093/jpepsy/20.4.511 

Kong, H., West, S., & States, U. (2014). World Medical Association Declaration of 

Helsinki: ethical principles for medical research involving human subjects. The 

Journal of the American College of Dentists, 81(3), 14–18. 

https://doi.org/10.1093/acprof:oso/9780199241323.003.0025 

Kong, Y. L., Anis-Syakira, J., Jawahir, S., R’ong Tan, Y., Rahman, N. H. A., & Tan, E. H. 

(2021). Factors associated with informal caregiving and its effects on health, work, 

and social activities of adult informal caregivers in Malaysia: findings from the 

National Health and Morbidity Survey 2019. BMC Public Health, 21(1). 

https://doi.org/10.1186/s12889-021-11022-1 

Koszycki, D., Raab, K., Aldosary, F., & Bradwejn, J. (2010). A multifaith spiritually based 

intervention for generalized anxiety disorder: A pilot randomized trial. Journal of 



56 

 

Clinical Psychology, 66(4), 430–441. https://doi.org/10.1002/jclp 

Kreuter, M. (2000). Spinal cord injury and partner relationships. Spinal cord, 38(1), 2-6. 

Kupst, M. J., Natta, M. B., Richardson, C. C., Schulman, J. L., Lavigne, J. V., & Das, L. 

(1995). Family coping with pediatric leukemia: Ten years after treatment. Journal of 

Pediatric Psychology, 20(5), 601–617. https://doi.org/10.1093/jpepsy/20.5.601 

Lapham‐Randlov, N. (1994). How the family copes with spinal cord injury: a personal 

perspective. Rehabilitation Nursing, 19(2), 80-83. 

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. Springer. 

Lembas, D., Starkowska, A., Mak, M., Konecka, M., Bikowska, M., Groszewska, K., & 

Korzonek, M. (2017). Impact of demographic factors on usage of stress coping 

strategies chosen by elderly people. Family Medicine and Primary Care Review, 

19(1), 34–38. https://doi.org/10.5114/fmpcr.2017.65088 

Li, Q., & Loke, A. Y. (2013). The positive aspects of caregiving for cancer patients: a 

critical review of the literature and directions for future research. Psycho-Oncology, 

22(11), 2399–2407. https://doi.org/10.1002/pon.3311 

Lynch, J., & Cahalan, R. (2017). The impact of spinal cord injury on the quality of life of 

primary family caregivers: A literature review. Spinal Cord, 55(11), 964–978. 

https://doi.org/10.1038/sc.2017.56 

Ma, H. P., Lu, H. J., Xiong, X. Y., Yao, J. Y., & Yang, Z. (2014). The investigation of care 

burden and coping style in caregivers of spinal cord injury patients. International 

Journal of Nursing Sciences, 1(2), 185–190.  

https://doi.org/10.1016/j.ijnss.2014.05.010 

Maitan, P., Frigerio, S., Conti, A., Clari, M., Vellone, E., & Alvaro, R. (2018). The effect 



57 

 

of the burden of caregiving for people with spinal cord injury (SCI):  a cross-sectional 

study. Ann Ist Super Sanità, 54(3), 185–193. 

Martin, S. C., Wolters, P. L., Klaas, P. A., Perez, L., & Wood, L. V. (2004). Coping styles 

among families of children with HIV infection. AIDS Care - Psychological and Socio-

Medical Aspects of AIDS/HIV, 16(3), 283–292.  

https://doi.org/10.1080/09540120410001665295 

Mevarech, Z. R. (1982). Research Briefs. Journal of Teacher Education, 33(6), 45–46. 

https://doi.org/10.1177/002248718203300610 

Moore, A. D., Stambrook, M., Peters, L. C., & Lubusko, A. (1991). Family coping and 

marital adjustment after traumatic brain injury. The Journal of Head Trauma 

Rehabilitation, 6(1), 83-89. 

Morrison, A. K., Schapira, M. M., Gorelick, M. H., Hoffmann, R. G., & Brousseau, D. C. 

(2014). Low Caregiver Health Literacy Is Associated With Higher Pediatric 

Emergency Department Use and Nonurgent Visits. Academic Pediatrics, 14(3), 309–

314. https://doi.org/10.1016/j.acap.2014.01.004 

Murphy, L. B. (1974). Coping, vulnerability, and resilience in childhood. Coping and 

Adaptation, 69–100. 

Navarta-Sánchez, M. V., Senosiain García, J. M., Riverol, M., Ursúa Sesma, M. E., Díaz 

de Cerio Ayesa, S., Anaut Bravo, S. ., & Portillo, M. C. (2016). Factors influencing 

psychosocial adjustment and quality of life in Parkinson patients and informal 

caregivers. Quality of Life Research, 25, 1959-1968., 25, 1959–1968. 

Neville, K. (1998). The relationships among uncertainty, social support, and psychological 

distress in adolescents recently diagnosed with cancer. Journal of Pediatric Oncology 



58 

 

Nursing, 15(1), 37–46. https://doi.org/10.1016/s1043-4542(98)90006-6 

Ng, R., & Indran, N. (2021). Societal narratives on caregivers in Asia. International 

Journal of Environmental Research and Public Health, 18(21). 

https://doi.org/10.3390/ijerph182111241 

North, N. T. (1999). The psychological effects of spinal cord injury: a review. Spinal  

cord, 37(10), 671-679.  

Nyamathi, A., Jacoby, A., Constancia, P., & Ruvevich, S. (1992). Coping and adjustment 

of spouses of critically ill patients with cardiac disease. Heart &amp; Lung : The 

Journal of Critical Care, 21(2), 160—166. 

http://europepmc.org/abstract/MED/1544810 

O’Farrell, P., Murray, J., & Hotz, S. B. (2000). Psychologic distress among spouses of 

patients undergoing cardiac rehabilitation. Heart and Lung: Journal of Acute and 

Critical Care, 29(2), 97–104. https://doi.org/10.1067/mhl.2000.105753 

Palinkas, L. A., Horwitz, S. M., Green, C. A., Wisdom, J. P., Duan, N., & Hoagwood, K. 

(2015). Purposeful Sampling for Qualitative Data Collection and Analysis in Mixed 

Method Implementation Research. Administration and Policy in Mental Health and 

Mental Health Services Research, 42(5), 533–544. https://doi.org/10.1007/s10488-

013-0528-y 

Patek, M., & Stewart, M. (2023). Spinal cord injury. Anaesthesia & Intensive Care 

Medicine, 24(7), 406–411. https://doi.org/10.1016/j.mpaic.2023.04.006 

Pearlin, L. I., & Schooler, C. (1978). The Structure of Coping. Journal of Health and Social 

Behavior, 19(1), 2–21. https://doi.org/10.2307/2136319 

Pendleton, S. M., Cavalli, K. S., Pargament, K. I., & Nasr, S. Z. (2002). Religious/spiritual 



59 

 

coping in childhood cystic fibrosis: a qualitative study. Pediatrics, 109(1), 1–11. 

https://doi.org/10.1542/peds.109.1.e8 

Pinquart, M., & Sörensen, S. (2003). Differences between caregivers and noncaregivers in 

psychological health and physical health: A meta-analysis. Psychology and Aging, 

18(2), 250–267. https://doi.org/10.1037/0882-7974.18.2.250 

Pompeo, D. A., Carvalho, A. De, Olive, A. M., Souza, M. da G. G., & Galera, S. A. F. 

(2016). Estratégias de enfrentamento de familiares de pacientes com transtornos 

mentais. Revista Latino-Americana de Enfermagem, 24.  

https://doi.org/10.1590/1518-8345.1311.2799 

Post, M. W. M., Bloemen, J., & De Witte, L. P. (2005). Burden of support for partners of 

persons with spinal cord injuries. Spinal Cord, 43(5), 311–319. 

https://doi.org/10.1038/sj.sc.3101704 

Purnami, A. A. (2016). 主観的健康感を中心とした在宅高齢者における 健康関連指

標に関する共分散構造分析 [Analysis of the Co-dispersion Structure of Health-

related Indicators, the Center of the Subject's Sense of Health, and the Elderly People 

Living at Home]. https://doi.org/10.7537/marslsj13061601.Key 

Quadir, M. M., Sen, K., Sultana, M. R., Ahmed, M. S., Taoheed, F., Andalib, A., Kabir, 

R., Fariduzzaman, A., & Arafat, S. Y. (2017). Demography, Diagnosis and 

Complications of Spinal Cord Injury Patients in a Rehabilitation Center of 

Bangladesh. International Journal of Neurorehabilitation, 04(01), 1–4. 

https://doi.org/10.4172/2376-0281.1000244 

Rahmani, F., Ranjbar, F., Hosseinzadeh, M., Razavi, S. S., Dickens, G. L., & Vahidi, M. 

(2019). Coping strategies of family caregivers of patients with schizophrenia in Iran: 



60 

 

A cross-sectional survey. International Journal of Nursing Sciences, 6(2), 148–153. 

https://doi.org/10.1016/j.ijnss.2019.03.006 

Rahul, K., & Banyal, R. K. (2020). Data Life Cycle Management in Big Data Analytics. 

Procedia Computer Science, 173(2019), 364–371.  

https://doi.org/10.1016/j.procs.2020.06.042 

Raj, J. T., Manigandan, C., & Jacob, K. S. (2006). Leisure satisfaction and psychiatric 

morbidity among informal carers of people with spinal cord injury. Spinal Cord, 

44(11), 676–679. https://doi.org/10.1038/sj.sc.3101899 

Reider, J. (1994). No Title. Dimensions of Critical Care Nursing, 13(5), 272–279. 

Reinhard, S. C., Feinberg, L. F., Houser, A., Choula, R., & Evans, M. (2019). Valuing the 

invaluable: 2019 update—Charting a path forward. American Journal of Hospice and 

Palliative Medicine, 35(8), 1109–1117. https://doi.org/10.1177/1049909118755453 

Rose, M. A., & Clark-Alexander, B. (1998). Caregivers of children with HIV/AIDS: 

Quality of life and coping styles. Journal of the Association of Nurses in AIDS 

Care, 9(1), 58-65. 

Ross(née Waugh), L. (1995). The spiritual dimension: its importance to patients’ health, 

well-being and quality of life and its implications for nursing practice. International 

Journal of Nursing Studies, 32(5), 457–468. https://doi.org/10.1016/0020-

7489(95)00007-K 

Roth, D. L., Fredman, L., & Haley, W. E. (2015). Informal Caregiving and Its Impact on 

Health: A Reappraisal From Population-Based Studies. The Gerontologist, 55(2), 

309–319. https://doi.org/10.1093/geront/gnu177 

Russo, J., Vitaliano, P. P., Brewer, D. D., Katon, W., & Becker, J. (1995). Psychiatric  



61 

 

disorders in spouse caregivers of care recipients with Alzheimer's disease and 

matched controls: a diathesis-stress model of psychopathology. Journal of abnormal 

psychology, 104(1), 197. 

Santavirta, N., Kettunen, S., & Solovieva, S. (2001). Coping in spouses of patients with  

acute myocardial infarction in the early phase of recovery. Journal of Cardiovascular  

Nursing, 16(1), 34-46. 

Schultz, R., & Wood, D. (1989). Determinants of Well‐Being in Primary Caregivers of 

Spinal Cord Injured Persons. Rehabilitation Nursing, 14(1), 6–8. 

https://doi.org/10.1002/j.2048-7940.1989.tb00664.x 

Schulz, R., & Sherwood, P. R. (2008). PHYSICAL AND MENTAL HEALTH EFFECTS 

OF FAMILY CAREGIVING. Journal of Social Work Education, 44(sup3), 105–113. 

https://doi.org/10.5175/JSWE.2008.773247702 

Sezer, N., Akkuş, S., & Uğurlu, F. G. (2015). Chronic complications of spinal cord injury. 

World Journal of Orthopedics, 6(1), 24–33. https://doi.org/10.5312/wjo.v6.i1.24 

Sheridan, D., & Radmacher, A. (1992). Personal and Contextual Determinants Strategies. 

Journal of Personality and Social Psychology, 52(5), 945–955. 

Sherrard, I. (1995). Love and duty: issue of concern for nurses when newly physically  

disabled persons are discharged into the care of families. Nursing Praxis in New  

Zealand inc, 10(2), 29-34.  

Shewchuk, R. M., Scott Richards, J., & Elliott, T. R. (1998). Dynamic processes in health 

outcomes among caregivers of patients with spinal cord injuries. Health Psychology, 

17(2), 125–129. https://doi.org/10.1037/0278-6133.17.2.125 

shih2020. (n.d.). 



62 

 

Stanley, S., Balakrishnan, S., & Ilangovan, S. (2017). Correlates of caregiving burden in 

schizophrenia:A cross-sectional, comparative analysis from India. Social Work in 

Mental Health, 15(3), 284–307. https://doi.org/10.1080/15332985.2016.1220440 

Statistics Singapore Newsletter. (2011). 

Sullivan, J. (1990). Individual and family responses to acute spinal cord injury. Critical  

Care Nursing Clinics of North America, 2(3), 407-414. 

Sweis, R., & Biller, J. (2017). Systemic complications of spinal cord injury. Current 

Neurology and Neuroscience Reports. 

Thoma, M. E., Hockenberry-Eaton, M., & Kemp, V. (1993). Life Change Events and 

Coping Behaviors in Families of Children With Cancer. Journal of Pediatric 

Oncology Nursing, 10(3), 105–111. https://doi.org/10.1177/104345429301000306 

Twoy, R., Connolly, P. M., & Novak, J. M. (2007). Coping strategies used by parents of 

children with autism. Journal of the American Academy of Nurse Practitioners, 19(5), 

251–260. https://doi.org/10.1111/j.1745-7599.2007.00222.x 

Uddin, T., Islam, M. T., Rathore, F. A., & O'Connell, C. (2019). Disability and 

rehabilitation medicine in Bangladesh: current scenario and future 

perspectives. Journal of the International Society of Physical and Rehabilitation 

Medicine, 2(4), 168-177. https://doi.org/10.4103/jisprm.jisprm 

Ünalan, H., Gençosmanoğlu, B., Akgün, K., Karamehmetoğlu, Ş., Tuna, H., Önes, K., ...  

& Tüzün, F. (2001). Quality of life of primary caregivers of spinal cord injury 

survivors living in the community: controlled study with short form-36 

questionnaire. Spinal cord, 39(6), 318-322. 

Varni, J. W., Katz, E. R., Colegrove, R., & Dolgin, M. (1993). The impact of social skills 



63 

 

training on the adjustment of children with newly diagnosed cancer. Journal of 

Pediatric Psychology, 18(6), 751–767. https://doi.org/10.1093/jpepsy/18.6.751 

Walshe, C., Roberts, D., Appleton, L., Calman, L., Large, P., Lloyd-Williams, M., & 

Grande, G. (2017). Coping Well with Advanced Cancer: A Serial Qualitative 

Interview Study with Patients and Family Carers. PLOS ONE, 12(1), e0169071. 

https://doi.org/10.1371/journal.pone.0169071 

Wang, X., & Cheng, Z. (2020). Cross-Sectional Studies: Strengths, Weaknesses, and 

Recommendations. Chest, 158(1S), S65–S71.  

https://doi.org/10.1016/j.chest.2020.03.012 

Weitzenkamp, D. A., Gerhart, K. A., Charlifue, S. W., Whiteneck, G. G., & Savic, G. 

(1997). Spouses of spinal cord injury survivors: The added impact of caregiving. 

Archives of Physical Medicine and Rehabilitation, 78(8), 822–827. 

https://doi.org/10.1016/S0003-9993(97)90194-5 

World Health Organization: WHO. (2013). Spinal Cord Injury. 

World Medical Association, W. M., Assembly, W. M., & Africa, S. (2022). WMA 

International Code of Medical Ethics. Journal of the Indian Medical Association, 

120(11), 83–86. https://doi.org/10.4314/sjmrp.v10i2.4 

Yan, E. (2019). Primary Caregivers. In D. Gu & M. E. Dupre (Eds.), Encyclopedia of 

Gerontology and Population Aging (pp. 1–3). Springer International Publishing. 

https://doi.org/10.1007/978-3-319-69892-2_851-1 

Yeh, M. L., Gift, A. G., & Soeken, K. L. (1994). Coping in spouses of patients with acute 

myocardial infarction in Taiwan. Heart &amp; Lung : The Journal of Critical Care, 

23(2), 106—111. http://europepmc.org/abstract/MED/8206766 



64 

 

Zanini, C., Fiordelli, M., Amann, J., Brach, M., Gemperli, A., & Rubinelli, S. (2022). 

Coping strategies of family caregivers in spinal cord injury: a qualitative study. 

Disability and Rehabilitation, 44(2), 243–252.  

https://doi.org/10.1080/09638288.2020.1764638 

Zarit, S. H., Todd, P. A., & Zarit, J. M. (1987). Subjective burdens of husbands and wives  

as caregivers: a longitudinal study. Alzheimer Disease & Associated Disorders, 1(2),  

109-110. 

Zeitlin, S. (1980). Assessing Coping Behavior. American Journal of Orthopsychiatry, 

50(1), 139–144. https://doi.org/10.1111/j.1939-0025.1980.tb03269.x 

Zhang, Y., & Jean Yeung, W. (2012). Shifting boundaries of care in Asia: an introduction. 

International Journal of Sociology and Social Policy, 32(11/12), 612–622. 

https://doi.org/10.1108/01443331211280665 

Zigante, V. (2018). Informal care in Europe: Exploring formalisation, availability and 

quality. European Commission, London School of Economics and Political Science. 

 
 

 
 

 
 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



65 

 

 
 
 

Appendix A: Approval Letter and Permission Letter 

IRB Approval Letter 

 
 

 

 

Appendices 



66 

 

Permission Letter for Data Collection 

 



67 

 

 
 

 



68 

 

 
 

 



69 

 

Permission for using and modifying F-COPE Scale 

 

 
 

 



70 

 

Appendix B: Information Sheet, Consent Form and Withdrawal Form  

(English version) 

Bangladesh Health Professions Institute 

Occupational Therapy Unit  

CRP, Savar, Dhaka-1343 

Information Sheet (English) 

Title of the study: Coping Strategies of Primary Family Caregivers of the People with 

Spinal Cord Injury: A Cross-Sectional Study 
Name of researcher: Fariza Rehnuma Adiba, 4th year, B.Sc. in Occupational Therapy. 

You are invited to participate in a research study. Before deciding to participate, it is crucial 

that you understand the purpose of the study, what will be asked of you, and your rights as 

a participant. Please read the information below and feel free to ask any questions you may 

have. 

Who am I and what is this study about: 

I am Fariza Rehnuma Adiba, a student of 4th year, B. Sc in Occupational Therapy, 

Department of Occupational Therapy, Bangladesh Health Professions Institute (BHPI), the 

academic institute of Centre for the Rehabilitation of the Paralysed (CRP). As a part of my 

academic course curriculum, I am obliged to conduct a dissertation this academic year. The 

title of my study is " Coping Strategies of Primary Family Caregivers of the People with 

Spinal Cord Injury: A Cross-Sectional Study." The aim of this study is to assess the coping 

strategies of primary family caregivers of people with SCI and its associated factors. 

The study is supervised by Luthfun Nahar, lecturer of Occupational Therapy Department, 

Bangladesh Health Professions Institute (BHPI), CRP, Savar, Dhaka. 

What are the reasons for participating in this study? 

I will be measuring the coping strategies of primary family caregivers of people with SCI. 

For which a self-developed questionnaire will be used for socio-demographic information 

and a scale to measure the coping strategies. Participants will be answering all the 

questions. Before participating you will be presented with detailed information about the 

conduct of the research study and consent will be taken. If you are unable to sign for any 

reason, in that case thumb impression will be taken in presence of a witness. Information 

will be collected from you through a questionnaire at any given time. Your participation in 

this study is optional. You do not have to consent; you do not have to participate. After 

giving consent within 2 weeks you may withdraw without giving any explanation to the 

researcher. 

Why are you invited to participate in this study? 

Participants who are willing and meets the inclusion criteria of the study are invited to 

participate. 

Do you have to participate? 

Participation in the study is entirely voluntary and up to the participant’s will. Before 

participation consent will be taken and after participating, they will be accounted to answer 

all the questions. You have the right to withdraw your consent and discontinue participation 
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after two weeks of conducting survey without any repercussions. 

How long will it take? 

Time taken would be 20-30 minutes for the researcher to collect all information related to 

the study. 

What are the possible risks and benefits of participation? 

The participant will not get any direct benefit for participating in this research, however 

the information gained from this research will be contributed for future development and 

improvement of rehabilitation services. Participants will not face any type of problem or 

harm, participating in the research but can feel psychological discomfort while sharing 

their tough experience. If this problem arises during the interview the student research will 

take a break or discuss re-scheduling the interview. Participants can also withdraw their 

consent according to their wish. 

Will the participation be confidential? 

All information collected during this study will be strictly kept confidential by maintaining 

secrecy. No information will be shared with anyone else outside of the study unless it is 

required by the law. Only the student researcher and supervisor are allowed to access the 

data here. The participants will not be named in any reports, publications, or presentations 

that may come from this study. Information paper will be locked in a drawer, in the personal 

laptop of the student researcher and lock cloud system. 

What will be the result of the study? 

The findings of this research will help not only the families but also the person with SCI 

by promoting emotional and physical well-being, better care and family cohesion. 

Occupational therapists will be directed to consider the family members when providing 

treatment to the person with SCI by identifying the coping strategies that is employed by 

the primary family caregivers which will explain their experiences and challenges. The 

results will help enrich Department of Occupational Therapy by improving education, 

intervention plan and support services reinforcing holistic and family centered care. 

Furthermore, the results will also add insights for future literature about the importance of 

coping strategies of not only the patient but their families ultimately leading to better 

outcomes for both patient and his family. 

The result of the study may be published in a scientific journal. 

For more information, please contact the address below: 

Student researcher: Fariza Rehnuma Adiba 

B.Sc. in Occupational Therapy 

Session: 2018-19, Roll: 06 

BHPI, CRP, Savar, Dhaka. 

Contact number: 01853357455. 

Email: farizarehnuma@gmail.com   

Supervisor: Luthfun Nahar 

Lecturer in Occupational Therapy 

Department of Occupational Therapy 

BHPI, CRP, Savar, Dhaka. 

Contact number: 01868846373. 

Email: liza317@gmail.com 
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Consent Form (English) 

Title of the study: Coping Strategies of Primary Family Caregivers of the People with 

Spinal Cord Injury: A Cross-Sectional Study 
I am Fariza Rehnuma Adiba (Researcher), 4th year student, B.Sc. in Occupational Therapy, 

Bangladesh Health Professions Institute (BHPI) the academic institute of Centre for the 

Rehabilitation of the Paralysed (CRP). This study is a part of the curriculum of Department 

of Occupational Therapy. The study is supervised by Luthfun Nahar, lecturer of 

Occupational Therapy Department, Bangladesh Health Professions Institute (BHPI), CRP, 

Savar, Dhaka. 

The participants are informed about the purpose and their role in the study. After knowing 

all the information participant will decide to participate. After getting consent researcher 

will begin data collection.  

The participants will not be harmed in any way. The confidentiality of participation will be 

strictly maintained. 

Participants have the right to withdraw without any repercussion within 2 weeks of data 

collection. 

I am                                              , I have read the above statement, understand the nature 

of my participation in the research, and I freely consent to participate. I recognize my right 

to withdraw my consent and discontinue participation in the study at any time up to 2 weeks 

of survey without fear of any prejudice and recognize that my activities and data generated 

by my participation will remain strictly confidential. 

Name of the participant 

Signature of participant/thumb print    

Date 

Student researcher's signature 

Date 

Withdrawal form (English) 

Title of the study: Coping Strategies of Primary Family Caregivers of the People with 

Spinal Cord Injury: A Cross-Sectional Study 
I                                              , confirm that I wish to withdraw my consent to the use of 

data arising from my participation. 

Reason for withdrawal___________________________________________________ 

_____________________________________________________________________ 

Name of the participant 

Signature of participant/thumbprint 

Date 
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(Bangla version) 

বাাংলাদেশ হেল থ প্রদেশন্স ইন্সন্সন্সিউি (ন্সবএইচন্সিআই) 
অকুদিশনাল হথরান্সি ন্সবভাগ 

ন্সিআরন্সি, িাভার, ঢাকা-১৩৪৩ 
তথযিত্র (বাাংলা) 

গদবষণার ন্সশদরানাম: হমরুেদের আঘাদত আক্রান্ত বযন্সিদের প্রাথন্সমক িন্সরবার িন্সরচর্যাকারীদের হমাকান্সবলা 
করার হকৌশল: একন্সি ক্রি-ন্সবভাগীয় অধ্যয়ন। 
গদবষদকর নাম: োন্সরজা হরেনুমা আন্সেবা, ৪থয বষয, ন্সব.এিন্সি. ইন অকুদিশনাল হথরান্সি। 
আিন্সন একন্সি গদবষণায় অাংশগ্রেণ করার জনয আমন্সিত। অাংশগ্রেণ করার ন্সিদ্ধান্ত হনওয়ার আদগ, আিন্সন 
অধ্যয়দনর উদেশয, আিনাদক কী ন্সজজ্ঞািা করা েদব এবাং একজন অাংশগ্রেণকারী ন্সেিাদব আিনার 
অন্সধ্কারগুন্সল হবাঝা গুরুত্বিূণয। অনুগ্রে কদর নীদচর তথয িডুন এবাং আিনার হর্ হকান প্রশ্ন থাকদল তা 
ন্সনন্সবযধ্ায় করুন। 
আন্সম হক এবাং এই গদবষণার উদেশয: 
আন্সম োন্সরজা হরেনুমা আন্সেবা, ৪থয বদষযর ছাত্রী, ন্সব.এিন্সি ইন অকুদিশনাল হথরান্সি, অকুদিশনাল হথরান্সি 
ন্সবভাগ, বাাংলাদেশ হেলথ প্রদেশনি ইনন্সিন্সিউি (ন্সবএইচন্সিআই), হিন্টার ের েয ন্সরেযান্সবন্সলদিশন অব েয 
িযারালাইজড (ন্সিআরন্সি) এর একন্সি ন্সশক্ষা প্রন্সতষ্ঠান। আমার  হকািয িাঠ্যক্রদমর একন্সি অাংশ ন্সেিাদব, আন্সম 
এই ন্সশক্ষাবদষয একন্সি গদবষণা িন্সরচালনা করদত বাধ্য। আমার অধ্যয়দনর ন্সশদরানাম েল " হমরুেদের 
আঘাদত আক্রান্ত বযন্সিদের প্রাথন্সমক িন্সরবার িন্সরচর্যাকারীদের হমাকান্সবলা করার হকৌশল: একন্সি ক্রি-
ন্সবভাগীয় অধ্যয়ন ।" এই অধ্যয়দনর লক্ষয েল হমরুেদের আঘাদত আক্রান্ত বযন্সিদের প্রাথন্সমক িন্সরবার 
িন্সরচর্যাকারীদের হমাকাদবলার হকৌশলগুন্সল মূলযায়ন করা। 

অকুদিশনাল হথরান্সি ন্সবভাদগর প্রভাষক লুৎেুন নাোর, বাাংলাদেশ হেলথ প্রদেশনি ইনন্সিন্সিউি 
(ন্সবএইচন্সিআই), ন্সিআরন্সি, িাভার, ঢাকা এই গদবষণার তত্ত্বাবধ্ান করদছন। 
এই গদবষণায় অাংশগ্রেদণর কারণগুন্সল কী কী?  
আন্সম হমরুেদের আঘাদত আক্রান্ত বযন্সিদের প্রাথন্সমক িন্সরবার িন্সরচর্যাকারীদের হমাকাদবলার হকৌশলগুন্সল 
িন্সরমাি করদবা। র্ার জনয একন্সি স্ব-ন্সবকান্সশত প্রশ্নাবলী িামান্সজক-হডদমাগ্রান্সেক তদথযর জনয এবাং 
হমাকান্সবলা হকৌশলগুন্সল িন্সরমাদির জনয একন্সি হেল বযবোর করা েদব। অাংশগ্রেণকারীরা িব প্রদশ্নর উত্তর 
হেদবন। অাংশগ্রেদণর আদগ আিনাদক গদবষণা িন্সরচালনার ন্সবষদয় ন্সবস্তান্সরত তথয উিস্থািন করা েদব এবাং 
িম্মন্সত হনওয়া েদব। আিন্সন র্ন্সে হকানও কারদণ স্বাক্ষর করদত অক্ষম েন তদব হিদক্ষদত্র িাক্ষীর উিন্সস্থন্সতদত 
আঙু্গলর ছাি হনওয়া েদব। হর্ হকানও িমদয় একন্সি প্রশ্নাবলীর মাধ্যদম আিনার কাছ হথদক তথয িাংগ্রে 
করা েদব। এই গদবষণায় আিনার অাংশগ্রেণ ঐন্সিক। আিনাদক িম্মন্সত ন্সেদত েদব না; আিনাদক অাংশগ্রেণ 
করদত েদব না। ২ িপ্তাদের মদধ্য িম্মন্সত হেওয়ার িদর আিন্সন গদবষকদক হকানও বযাখ্যা না ন্সেদয় প্রতযাোর 
করদত িাদরন। 
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হকন আিন্সন এই গদবষণায় অাংশ ন্সনদত আমন্সিত?  
অাংশগ্রেণকারীরা র্ারা ইিুক এবাং গদবষণার অন্তভুযন্সির মানেে িূরণ কদর তারা অাংশগ্রেদণর জনয 
আমন্সিত। 
আিনার ন্সক অাংশগ্রেণ করদত েদব? 
গদবষণায় অাংশগ্রেণ িমূ্পণযরূদি হস্বিায় এবাং িম্মন্সত হনওয়া েদব। অাংশগ্রেদণর িদর, তাদের িমস্ত প্রদশ্নর 
উত্তর ন্সেদত েদব। আিনার িম্মন্সত প্রতযাোর করার এবাং হকানও প্রন্সতন্সক্রয়া ছাডাই জন্সরি িন্সরচালনার েুই 
িপ্তাে িদর অাংশগ্রেণ বন্ধ করার অন্সধ্কার রদয়দছ৷ 
কত িময় লাগদব?  
গদবষদকর গদবষণা িম্পন্সকযত িমস্ত তথয িাংগ্রে করার জনয ২০-৩০ ন্সমন্সনি িময় হনওয়া েদব। 
অাংশগ্রেদণর িম্ভাবয ঝুুঁন্সক এবাং িুন্সবধ্াগুন্সল কী কী? 
অাংশগ্রেণকারী এই গদবষণায় অাংশগ্রেদণর জনয িরািন্সর হকাদনা িুন্সবধ্া িাদবন না, তদব এই গদবষণা হথদক 
প্রাপ্ত তথয ভন্সবষযদতর উন্নয়ন এবাং িুনবযািন হিবা উন্নন্সতর জনয অবোন রাখ্দব। অাংশগ্রেণকারীরা গদবষণায় 
অাংশগ্রেণ কদর হকাদনা ধ্রদনর িমিযা বা ক্ষন্সতর িমু্মখ্ীন েদব না ন্সকন্তু তাদের কন্সঠ্ন অন্সভজ্ঞতা ন্সনদয় বলার 
িময় মানন্সিক অস্বন্সস্ত অনুভব করদত িাদর। িাক্ষাৎকাদরর িময় র্ন্সে এই িমিযান্সি হেখ্া হেয় তদব ন্সশক্ষাথযী 
গদবষক একন্সি ন্সবরন্সত হনদব বা িুনরায় িাক্ষাৎকাদরর িময়িূচী ন্সনদয় আদলাচনা করদব। অাংশগ্রেণকারীরা 
তাদের ইিা অনুর্ায়ী তাদের িম্মন্সত প্রতযাোর করদত িাদরন। 
অাংশগ্রেণ ন্সক হগািনীয় েদব? 
এই গদবষণার িময় িাংগৃেীত িমস্ত তথয কদঠ্ারভাদব হগািন রাখ্া েদব। আইদনর প্রদয়াজন না েদল 
অধ্যয়দনর বাইদর অনয কাদরা িাদথ হকাদনা তথয প্রোন করা েদব না। শুধু্মাত্র ন্সশক্ষাথযী গদবষক এবাং 
গদবষণার তত্ত্বাবধ্ায়ক তথয িাংগ্রে করদত িারদবন। এই গদবষণা হথদক আিা হকাদনা প্রন্সতদবেন, প্রকাশনা 
বা উিস্থািনায় অাংশগ্রেণকারীদের নাম হেওয়া েদব না। তথয কাগজ একন্সি ড্রয়াদর লক করা থাকদব, 
ন্সশক্ষাথযী গদবষদকর বযন্সিগত লযািিদি এবাং লক ক্লাউড ন্সিদিম। 
গদবষণার েলােল কী েদব? 
এই গদবষণার েলােল হকবল শুধু্ িন্সরবার নয়, হমরুেদের আঘাদত আক্রান্ত বযন্সিদের ও মানন্সিক এবাং 
শারীন্সরক িুস্থতা, আরও ভাল র্ত্ন এবাং িান্সরবান্সরক িাংেন্সত প্রচার করদত িোয়তা করদব। প্রাথন্সমক 
িন্সরবাদরর িন্সরচর্যাকারীদের বারা ন্সনরু্ি হমাকান্সবলা হকৌশলগুন্সল ন্সচন্সিত কদর তাদের অন্সভজ্ঞতা এবাং 
িমিযাগুদলা বযাখ্যা করার মাধ্যম অকুদিশনাল হথরান্সিিদের হমরুেদের আঘাদত আক্রান্ত বযন্সিদের ন্সচন্সকৎিা 
হেওয়ার িময় িন্সরবাদরর িেিযদের ন্সবদবচনা করার ন্সনদেযশ ন্সেদব। েলােলগুন্সল ন্সশক্ষা, ন্সচন্সকৎিা িন্সরকল্পনা 
এবাং িোয়তা িন্সরদষবাগুন্সল িামন্সগ্রক এবাং িন্সরবার হকন্সিক র্ত্নদক শন্সিশালী কদর অকুদিশনাল হথরান্সি 
ন্সবভাগদক িমৃদ্ধ করদত িোয়তা করদব। তেুিন্সর, েলােলগুন্সল হকবল হরাগীই নয়, তাদের িন্সরবাদরর 
হমাকান্সবলা করার হকৌশলগুন্সলর গুরুত্ব িম্পদকয ভন্সবষযদতর িান্সেদতযর অন্তেৃযন্সি রু্ি করদব র্া হরাগী এবাং 
তার িন্সরবার উভদয়র জনয আরও ভাল েলােদলর ন্সেদক িন্সরচান্সলত করদব। 
গদবষণার েলােল একন্সি ববজ্ঞান্সনক জানযাদল প্রকান্সশত েদত িাদর। 
আরও তদথযর জনয, নীদচর ন্সঠ্কানায় হর্াগাদর্াগ করুন 
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গদবষক: োন্সরজা হরেনুমা আন্সেবা 
ন্সব.এিন্সি. ইন অকুদিশনাল হথরান্সি।  
অন্সধ্দবশন: ২০১৮-১৯, হরাল: ০৬ 
ন্সবএইচন্সিআই, ন্সিআরন্সি, িাভার, ঢাকা। 
হর্াগাদর্াদগর নম্বর: ০১৮৫৩৩৫৭৪৫৫  
ইদমইল: farizarehnuma@gmail.com  
তত্ত্বাবধ্ায়কঃ লুৎেুন নাোর 
অকুদিশনাল হথরান্সির প্রভাষক 
অকুদিশনাল হথরান্সি ন্সবভাগ 
ন্সবএইচন্সিআই, ন্সিআরন্সি, িাভার, ঢাকা। 
হর্াগাদর্াদগর নম্বর: ০১৮৬৮৮৪৬৩৭৩। 
ইদমইল: liza317@gmail.com 

িম্মন্সত িত্র (বাাংলা) 
গদবষণার ন্সশদরানাম: হমরুেদের আঘাদত আক্রান্ত বযন্সিদের প্রাথন্সমক িন্সরবার িন্সরচর্যাকারীদের হমাকান্সবলা 
করার হকৌশল: একন্সি ক্রি-ন্সবভাগীয় অধ্যয়ন। 
আন্সম োন্সরজা হরেনুমা আন্সেবা, ৪থয বদষযর ছাত্রী, ন্সব.এিন্সি ইন অকুদিশনাল হথরান্সি, অকুদিশনাল হথরান্সি 
ন্সবভাগ, বাাংলাদেশ হেলথ প্রদেশনি ইনন্সিন্সিউি (ন্সবএইচন্সিআই), হিন্টার ের েয ন্সরেযান্সবন্সলদিশন অব েয 
িযারালাইজড (ন্সিআরন্সি) এর একন্সি ন্সশক্ষা প্রন্সতষ্ঠান। এই গদবষণান্সি অকুদিশনাল হথরান্সি ন্সবভাদগর 
িাঠ্যক্রদমর একন্সি অাংশ। উি গদবশনান্সির তত্ত্বাবধ্ায়ক লুৎেুন নাোর, অকুদিশনাল হথরান্সি ন্সবভাগ, 
বাাংলাদেশ হেলথ প্রদেশনি ইনন্সিন্সিউি (ন্সবএইচন্সিআই), ন্সিআরন্সি, িাভার, ঢাকা।  
অাংশগ্রেণকারীদের উদেশয এবাং গদবষণায় তাদের ভূন্সমকা িম্পদকয অবন্সেত করা েদয়দছ। িমস্ত তথয জানার 
িদর অাংশগ্রেণকারী অাংশগ্রেদণর ন্সিদ্ধান্ত হনদব। িম্মন্সত িাওয়ার ির গদবষক তথয িাংগ্রে শুরু করদব। 
অাংশগ্রেণকারীদের হকানওভাদব ক্ষন্সত করা েদব না। অাংশগ্রেদণর হগািনীয়তা কদঠ্ারভাদব রক্ষা করা েদব। 
অাংশগ্রেণকারীদের তথয িাংগ্রদের ২ িপ্তাদের মদধ্য হকানও প্রন্সতন্সক্রয়া ছাডাই প্রতযাোর করার অন্সধ্কার 
রদয়দছ। 
আন্সম,____________________________আন্সম উিদরর ন্সববৃন্সতন্সি িদডন্সছ, গদবষণায় আমার অাংশগ্রেদণর 
প্রকৃন্সত বুঝদত হিদরন্সছ এবাং আন্সম স্বাধ্ীনভাদব অাংশগ্রেণ করদত িম্মত। আন্সম আমার িম্মন্সত প্রতযাোর 
করার এবাং হকানও ভয় ছাডাই জন্সরদির ২ িপ্তাের মদধ্য হর্ হকানও িময় অধ্যয়দন অাংশগ্রেণ বন্ধ করার 
অন্সধ্কার স্বীকার কন্সর এবাং স্বীকার কন্সর হর্ আমার অাংশগ্রেদণর মাধ্যদম উৎিন্ন আমার ন্সক্রয়াকলাি এবাং 
তথয কদঠ্ারভাদব হগািনীয় থাকদব। 
অাংশগ্রেণকারীর নাম_________________________ 
অাংশগ্রেণকারীর স্বাক্ষর/ ন্সিিই__________________ 
তান্সরখ্____________________________________ 
ছাত্রগদবষদকর স্বাক্ষর_________________________ 

mailto:farizarehnuma@gmail.com
mailto:liza317@gmail.com
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তান্সরখ্____________________________________ 
অাংশগ্রেণকারীর প্রতযাোর িত্র (বাাংলা) 

গদবষণার ন্সশদরানামঃ হমরুেদের আঘাদত আক্রান্ত বযন্সিদের প্রাথন্সমক িন্সরবার িন্সরচর্যাকারীদের হমাকান্সবলা 
করার হকৌশল: একন্সি ক্রি-ন্সবভাগীয় অধ্যয়ন। 
আন্সম__________________________________________ ন্সনন্সিত করন্সছ হর্ আন্সম আমার অাংশগ্রেণ 
হথদক উৎিন্ন তথয বযবোদর আমার িম্মন্সত প্রতযাোর করদত চাই। 
প্রতযাোদরর কারণ:_______________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
অাংশগ্রেণকারীর নাম________________________________________________________ 
অাংশগ্রেণকারীর স্বাক্ষর/ন্সিিিই______________________________________________ 
তান্সরখ্_____________________________________________________ 

Appendix C: Questionnaire 

Sociodemographic information (English Version) 
Age:      ______________________________________________ 

Gender:           Male                           Female                   Transgender 

Present address:   ______________________________________________ 

Contact number:  ______________________________________________ 

Level of education:   ______________________________________________ 

Occupation:   ______________________________________________ 

Marital status:                Married       Unmarried                Divorced 

          Separated                   Widow 

Children (Yes/No): if yes how many: ________________________________________ 

Family type:          Extended                   Nuclear                     

Number of family members:  ______________________________________________ 

Relationship with the patient: ______________________________________________ 

Duration of patient’s injury:  ______________________________________________ 

Stage of treatment:   _____________________________________________ 

Duration of caregiving:  ______________________________________________ 

Monthly income:   ______________________________________________ 

Source of income:  ______________________________________________ 

Monthly expenditure:             ______________________________________________ 

Earning member of family: ______________________________________________ 

 

Sociodemographic information (Bangla version) 

বয়সঃ   ________________________________________________________ 

লিঙ্গঃ             পুরুষ       নারী   তৃতীয় লিঙ্গ 

বততমান লিকানাঃ  _________________________________________________________ 
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ফ ান নাম্বারঃ  _________________________________________________________ 

লিক্ষাগত ফ াগযতাঃ _________________________________________________________ 

ধমতঃ    _________________________________________________________ 

ফপিাঃ   _________________________________________________________ 

বববালিক অবস্াঃ          লববালিত       অলববালিত                তািাকপ্রাপ্ত 

           লবলিন্ন                 লবধবা 

লিশু (িযাাঁ/না)  লি িযাাঁ কতজনঃ _____________________________________________________ 

পালরবালরক ধরনঃ                        ফ ৌথ       একক 

পলরবারর সিসয সংখযাঃ _________________________________________________________ 

ফরাগীর সারথ সম্পকতঃ _________________________________________________________ 

ফরাগীর আঘারতর সময়কািঃ________________________________________________________ 

লিলকৎসার প তায়ঃ  _________________________________________________________ 

 ত্ন ফনওয়ার সময়কািঃ _________________________________________________________ 

মালসক আয়ঃ  _________________________________________________________ 

আরয়র উৎসঃ  _________________________________________________________ 

মালসক খরিঃ  _________________________________________________________ 

পলরবাররর উপাজতনকারী সিসযঃ _____________________________________________________ 

 

F-COPES (English Version) 
 

FAMILY CRISIS ORIENTED PERSONAL EVALUATION SCALES  

© Hamilton I. McCubbin  David H. Olson   Andrea S. Larsen 

Purpose  

The Family Crisis Oriented Personal Evaluation Scales is designed to record problem-

solving, attitudes and behaviors which families develop to respond to problems or 

difficulties.  

 

Directions  

First, read the list of “Response Choices" one at a time. Second, decide how well each 

statement describes your attitudes and behavior in response to problems or difficulties. If 

the statement describes your response very well, then circle the number 5 indicating that 

you strongly agree; if the statement does not describe your response at all, then circle the 

number 1 indicating that you strongly disagree; if the statement describes your response to 

some degree, then select a number 2, 3, or 4 to indicate how much you agree or disagree 

with the statement about your response.  
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Please circle a number (1, 2, 3, 4, or 5) to match your response to each statement. Thank 

you. 

 

When we face problems or difficulties in our 

family we respond by: 

S
tr

o
n

g
ly

 

d
is

a
g
re

e 

M
o
d

er
a
te

ly
 

d
is

a
g
re

e 

N
ei

th
er

 

a
g

re
e 

n
o

r 

d
is

a
g
re

e 

M
o
d

er
a
te

ly
 

a
g
re

e
 

S
tr

o
n

g
ly

 

a
g
re

e
 

1. Sharing our difficulties with relatives 1 2 3 4 5 

2. Seeking encouragement and support from 

friends 
1 2 3 4 5 

3. Knowing we have the power to solve major 

problems 
1 2 3 4 5 

4. Seeking information and advice from person 

in other families who have faced the same or 

similar problems 

1 2 3 4 5 

5. Seeking advice from relatives (grandparents, 

etc.) 1 2 3 4 5 

6. Seeking assistance from community agencies 

and programs designed to help families in our 

situation 

1 2 3 4 5 

7. Knowing that we have the strength with our 

own family to solve our problems 
1 2 3 4 5 

8. Receiving gifts and favors from neighbors 

(e.g., food, taking in mail, etc.) 
1 2 3 4 5 

9. Seeking information and advice from the 

family doctor 
1 2 3 4 5 

10. Asking neighbors for favors and assistance 
1 2 3 4 5 

11. Facing the problems “head-on” and trying 

to get solution right away 
1 2 3 4 5 

12. Watching television 
1 2 3 4 5 

13. Showing that we are strong 
1 2 3 4 5 

14. Attending church/ mosque/ temple  
1 2 3 4 5 

15. Accepting stressful events as a fact of life 
1 2 3 4 5 

16. Sharing concerns with close friends 
1 2 3 4 5 

17. Knowing luck plays a big part in how well 

we are able to solve family problems 
1 2 3 4 5 

18. Exercising with friends to stay fit and 

reduce tension 
1 2 3 4 5 
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19. Accepting that difficulties occur 

unexpectedly 
1 2 3 4 5 

20. Doing things with relatives (get-together, 

dinners, etc.) 
1 2 3 4 5 

21. Seeking professional counseling and help 

for family difficulties 
1 2 3 4 5 

22. Believing we can handle our own problems 1 2 3 4 5 

23. Participating in religious activities 1 2 3 4 5 

24. Defining the family problem in a more 

positive way so that we do not become too 

discouraged 

1 2 3 4 5 

25. Asking relatives how they feel about 

problems we face 
1 2 3 4 5 

26. Feeling that no matter what we do to 

prepare, we will have difficulty handling 

problems 

1 2 3 4 5 

27. Seeking advice from a religious leader 
1 2 3 4 5 

28. Believing if we wait long enough, the 

problem will go away 
1 2 3 4 5 

29. Sharing problems with neighbors 1 2 3 4 5 

30. Having faith in God 
1 2 3 4 5 

 

F-COPES (Bangla Version) 

এে- হকািি 
(েযান্সমন্সল ক্রাইন্সিি অন্সরদয়দন্টড িাদিযানাল ইভালুদয়শন হেল) 

ন্সেকন্সনদেযশ  
প্রথমত, প্রন্সতন্সক্রয়া এর তান্সলকান্সি এক এক কদর িডুন। ন্সবতীয়ত, প্রন্সতন্সি ন্সববৃত িমিযা বা িমিযাগুন্সলর 

প্রন্সতন্সক্রয়ায় আিনার মদনাভাব এবাং আচরণদক কতিা ভালভাদব বণযনা কদর তা ন্সনধ্যারণ করুন। ন্সববৃন্সত 

আিনার প্রন্সতন্সক্রয়া খু্ব ভাল বণযনা কদর, তােদল আিন্সন েৃঢ়ভাদব িম্মত হর্ ইন্সঙ্গত িাংখ্যা ৫ বৃত্ত করুন; 

র্ন্সে ন্সববৃন্সতন্সি আিনার প্রন্সতন্সক্রয়ান্সি এদকবাদরই বণযনা কদর না, তােদল িাংখ্যা ১ বৃত্ত করুন র্া ন্সনদেযশ কদর 

হর্ আিন্সন েৃঢ়ভাদব অিম্মন্সত জানান; র্ন্সে ন্সববৃন্সতন্সি আিনার ন্সকছুিা প্রন্সতন্সক্রয়া বণযনা কদর, তােদল আিনার 

প্রন্সতন্সক্রয়া িম্পদকয ন্সববৃন্সতর িাদথ আিন্সন কতিুকু একমত বা অিম্মত েন তা ন্সনদেযশ করদত একন্সি িাংখ্যা 

২, ৩ বা ৪ ন্সনবযাচন করুন।  

অনুগ্রে কদর প্রন্সতন্সি ন্সববৃন্সতদত আিনার প্রন্সতন্সক্রয়া ন্সমদল এমন একন্সি িাংখ্যা (১, ২, ৩, ৪, বা ৫) বৃত্ত 

করুন। আিনাদক ধ্নযবাে। 
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িান্সরবান্সরক িমিযা বা অিুন্সবধ্ার িমু্মখ্ীন েদল আমরা হর্ 
প্রন্সতন্সক্রয়া জানায়ঃ 
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 ি
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১-আত্মীয়দের িাদথ আমাদের কদির কথা বলা। 
১ ২ ৩ ৪ ৫ 

২-বনু্ধদের কাদছ উৎিাে ও িমথযন চাওয়া। 
১ ২ ৩ ৪ ৫ 

৩- বড িমিযা িমাধ্াদনর ক্ষমতা আমাদেরই আদছ তা 
জানা। 

১ ২ ৩ ৪ ৫ 

৪-অনযানয িন্সরবার র্ারা একই িমিযার িমু্মখ্ীন েদয়দছ 
তাদের কাদছ তথয এবাং িরামশয চাওয়া। 

১ ২ ৩ ৪ ৫ 

৫-আত্মীয়দের কাদছ িরামশয চাওয়া (োো-োন্সে ইতযান্সে) 
১ ২ ৩ ৪ ৫ 

৬-আমাদের মত িন্সরন্সস্থন্সতদত থাকা িন্সরবারগুন্সলদক 
িাোর্য কদর এমন কন্সমউন্সনন্সি এদজন্সন্স বা হপ্রাগ্রামগুন্সলর 
কাদছ িোয়তা চাওয়া। 

১ ২ ৩ ৪ ৫ 

৭-আমাদের িন্সরবাদরর ন্সনদজদের মদধ্যই িমিযা 
িমাধ্াদনর ক্ষমতা রদয়দছ হিন্সি জানা। 

১ ২ ৩ ৪ ৫ 

৮-প্রন্সতদবশীদের কাছ হথদক উিোর এবাং িেদর্ান্সগতা 
গ্রেণ করা (খ্াবার, ন্সচন্সঠ্ ইতযান্সে)। 

১ ২ ৩ ৪ ৫ 

৯- িান্সরবান্সরক ন্সচন্সকৎিদকর কাদছ তথয ও িরামশয 
হনওয়া। 

১ ২ ৩ ৪ ৫ 

১০-প্রন্সতদবশীদের কাদছ িাোর্য ও িেদর্ান্সগতা চাওয়া। ১ ২ ৩ ৪ ৫ 

১১-িরািন্সর িমিযার িমু্মখ্ীন েওয়া এবাং িমাধ্ান হবর 
করার হচিা করা। 

১ ২ ৩ ৪ ৫ 

১২- হিন্সলন্সভশন হেখ্া। ১ ২ ৩ ৪ ৫ 

১৩- ন্সনদজদের শন্সিশালী হেখ্াদনা। ১ ২ ৩ ৪ ৫ 

১৪- ন্সগজযা/মিন্সজে/ মন্সির এ র্াওয়া। ১ ২ ৩ ৪ ৫ 

১৫- ন্সবষােগ্রস্ত মুেূতযদক জীবদনর একন্সি অাংশ ন্সেদিদব 
গ্রেন করা। 

১ ২ ৩ ৪ ৫ 
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১৬ -বনু্ধদের ন্সনকি িমিযার কথা বলা। ১ ২ ৩ ৪ ৫ 

১৭-িমিযা িমাধ্াদনর হক্ষদত্র ভাদগযর বড ভূন্সমকা আদছ 
হি িম্পদকয জানা। 

১ ২ ৩ ৪ ৫ 

১৮-শরীর িবল ও ন্সচন্তা মুি থাকদত বনু্ধদের িাদথ 
বযায়াম করা। 

১ ২ ৩ ৪ ৫ 

১৯-অিুন্সবধ্াগুন্সল হর্ অপ্রতযান্সশতভাদবই ঘদি তা হমদন 
হনওয়া। 

১ ২ ৩ ৪ ৫ 

২০-আত্মীয়-স্বজনদের িাদথ কাজ করা (িবাই একত্র 
েওয়া, রাদতর খ্াবার খ্াওয়া, ইতযান্সে। 

১ ২ ৩ ৪ ৫ 

২১-িান্সরবান্সরক িমিযার জনয হিশাোর কাউদন্সন্সলাং এবাং 
িাোর্য চাওয়া। 

১ ২ ৩ ৪ ৫ 

২২- িমিযা িমাধ্াদন ন্সনদজদের উির ন্সবশ্বাি রাখ্া। ১ ২ ৩ ৪ ৫ 

২৩- উিািনালদয় প্রাথযনায় অাংশগ্রেণ করা। ১ ২ ৩ ৪ ৫ 

২৪-িান্সরবান্সরক িমিযাগুন্সলদক আরও ইন্সতবাচক ভাদব 
হেখ্া র্াদত আমরা ন্সনরুৎিান্সেত না েই। 

১ ২ ৩ ৪ ৫ 

২৫-আত্মীয়দের ন্সজজ্ঞািা করা হর্ আমরা হর্ িমিযার 
িমু্মখ্ীন েই হি িম্পদকয তারা হকমন অনুভব কদর। 

১ ২ ৩ ৪ ৫ 

২৬. এিা অনুভব করা হর্, আমরা র্তই প্রস্তুত থান্সক না 
হকন, আমাদের িমিযার িমু্মখ্ীন েদত অিুন্সবধ্া েদব। 

১ ২ ৩ ৪ ৫ 

২৭- একজন ধ্মযীয় প্রধ্াদনর কাদছ উিদেশ হনয়া। ১ ২ ৩ ৪ ৫ 

২৮- ন্সবশ্বাি কন্সর হর্ র্ন্সে আমরা অদিক্ষা কন্সর তােদল 
িমিযা িমাধ্ান েদয় র্াদব । 

১ ২ ৩ ৪ ৫ 

২৯-প্রন্সতদবশীর িাদথ িমিযা আদলাচনা করা। 
১ ২ ৩ ৪ ৫ 

৩০- িৃন্সষ্ঠকতযার উির ন্সবশ্বাি রাখ্া। ১ ২ ৩ ৪ ৫ 
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Appendix D: Supervision Contact Schedule 
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