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Abstract

Background: Individuals with physical impairment who are hopeful, live more positive
lives than those who experience hopelessness. One the other side different people use
different coping strategies to handle their stressful situation. Hope and coping strategies
are two crucial elements that have been identified as important contributors to psychosocial
adjustment in the context of Spinal Cord Injury (SCI) which is widely acknowledged
globally. This study helps to provide some light of information about these factors in a
different context.

Aim: To find out the impact of hope and coping on psychosocial adjustment process after
SCI in the rehabilitation centre of Bangladesh.

Methods: The study followed a cross sectional quantitative design by conducting face to
face survey among 109 participants both male and female who were receiving
rehabilitation service from CRP inpatient unit, Savar through purposive sampling.
Standardized questionnaire Adult Hope Scale, Brief Cope and Psychosocial Adjustment to
Illness Scale - Self Report used to know the level of hope, coping, and psychosocial
adjustment with their disability and the correlation between these factors. Descriptive
analysis and analytical cross-sectional analysis used by SPSS 20 to analyze the data and
Spearman’s Rank correlation and Kruskal Wallis tests was used to employed in the study.
Results: 96 Male and 13 Female with mean age 33.76 +13.24 responded the survey. In
these 37.6% were tetraplegia and 62.4% were paraplegia. The study found a low level of
hope among 68.8% of participants, with 2.8% were high level. And the total hope level
represented less hope (Mean £SD = 33.21£12.958) in these participants. Furthermore, the

participants had moderately low levels of problem focused coping and emotion focused



X1v
coping (Mean £SD = 52.6950 £15.28252 and 52.7332 £9.09739). On the other hand,
relatively less avoidant coping (43.7500 £10.70774). The psychosocial adjustment of the
SCI patient had moderately low level of adjustment (1.5361 £.65805). And there was a
negative correlation between hope (r= -.447*%*), problem focused coping (r= -.397*%),
emotion focused coping (= -.244*) with psychosocial adjustment. Also, there were
positive correlation between problem focused coping (= .647**), emotion focused coping
(r=.384**) with Hope. Interestingly, there was no statistically significant correlation
between avoidant coping with hope and psychosocial adjustment.

Conclusion: In conclusion, these findings underscore the need for interventions aimed at
fostering hope, promoting effective coping mechanisms, and addressing psychosocial
adjustment to enhance the overall well-being of SCI patients in Bangladesh. Occupational
Therapists (OTs) can strategies the findings into individualized intervention.

Keywords: Spinal Cord Injury, Hope, Coping, Psychosocial Adjustment, Rehabilitation

Centre.



CHAPTER I: INTRODUCTION

1.1 Background

SCI is a tragic occurrence that affects every aspect of life (Radomski & Latham, 2014).
The damage to neural components inside the spinal canal caused by trauma (such as an
automobile accident) or disease or degeneration (such as cancer) is named SCI (Radomski
& Latham, 2014; SCI, n.d.). Depending on the severity of the injury, paraplegia causes
damage to the trunk, legs, pelvic organs, and also impaired arm function (Radomski &
Latham, 2014).

According to WHO, between 250 000 to 500 000 persons worldwide are affected
by SCI each year. People with SCI which is a serious global health concern are most
significantly impacted in low- and middle-income countries, particularly Bangladesh. In
recent study, there were 28.6% women and 71.4% men. In this study, it was found that
Dhaka Division consists of 48.3% of those who had been diagnosed with SCI. It is
important to note that while 61% of the population lives in rural areas, a higher
concentration of medical practitioners is found in cities, such as the capital city of Dhaka
(Uddin et al., 2023).

After a SCI, the months spent in the hospital are the most challenging for patients
as they learn to live with the possibility of a lifetime of disability. OTs help patients to
achieve their maximum level of functional, physical, and psychological independence
(Grundy & Swain, 2002).

SCl is a devastating occurrence on an emotional level. Paralysis, numerous medical
issues, and being dependent on others for everyday tasks are very common in the early

days following an injury as well as during acute rehabilitation. Numerous emotions,



including those of worry, loss, hope, sadness, depression, stress and helplessness, may be
felt by patients (Radomski & Latham, 2014). In a study found that 1467 out of 48,543
patients in the non-traumatic SCI group and 5375 out of 16,151 patients with traumatic
SCI experienced psychiatric illnesses (Wan et al., 2020).

Some literature reviews provide evidence for the significance of appraisal and
coping mechanisms in SCI adjustment (Chevalier et al., 2009). Hope levels are positively
connected with life satisfaction and adjustment & adversely connects with life problems.
also hope levels have positive impact on coping strategies, such as acceptance, and fighting
spirit (Dorsett et al., 2017). Additionally, it was discovered that basic hope and coping
mechanisms assist in predicting a range of individual growth features (Byra, 2015). This
means, hope and coping strategies are two crucial elements that have been identified as
important contributors to psychosocial adjustment in the context of SCI. But there is still
an absence of research that precisely examines these elements in the particular setting of
Bangladesh. This research aspires to contribute to the development of more tailored and
effective rehabilitation interventions. Ultimately, the findings of this study have the
potential to improve the psychosocial well-being and overall quality of life of individuals

living with SCI in Bangladesh.



1.2 Justification of the study

The researcher is interested in doing this research because there is limited research about
hope and coping on the psychosocial aspects of SCI in Bangladesh. From a study, founding
a comprehensive understanding of how cognitive impairment, mental health, and physical
function have an impact on the overall well-being of a person with SCI (Sargent et al.,
2023). By doing this research we can identify how hope and coping strategies can influence
psychosocial adjustment. By knowing this rehabilitation center can upgrade their therapy
programs to support patients.

Psychosocial adjustment is crucial for a person's mental health and overall well-
being after a SCI. Poor psychosocial adjustment may contribute to depression, anxiety, a
decrease in quality of life, and ruined social relationships (Post & Leeuwen, 2012).
Therapists who work with SCI patients can benefit from understanding how hope and
coping mechanisms contribute to psychosocial adjustment. If the study explores the role of
hope and coping in influencing psychosocial adjustment, it creates alternatives for
interventions. To improve SCI patients' overall adjustment, healthcare providers and
rehabilitation centers may develop therapies that boost hope and coping strategies.

As OTs, we have a vast role in mental health and psychosocial aspects because
these affect a person’s ADL. With this research, we can upgrade our intervention strategies
according to the patient’s mental health needs. Indeed, OT is a holistic approach that goes
beyond just treating physical impairments which aims to enable people with injuries to
participate in meaningful activities and attain independence in their day-to-day lives.

The results of this study can be used as a basis in future studies for investigations

with similar or different context and populations. Patients will also be benefited as they



could know about the recent evidence of these psychosocial aspects.
1.3 Operational Definition

1.3.1.8CI

“SClI is a serious medical condition, which often results in severe morbidity and permanent
disability. It occurs when the axons of nerves running through the spinal cord are damaged,
leading to loss of motor and sensory function below the level of injury. Injury is usually

the result of major trauma, and primary injury is often irreversible” (Grundy & Swain,

2002).

1.3.2 Hope

“Hope can be defined as a positive motivational state that is based on an interactively
derived sense of successful agency (goal-directed energy), and pathways (planning to meet
goals)” (Snyder et al., 1991).

1.3.3 Cope

“Coping is defined as the thoughts and behaviors mobilized to manage internal and external
stressful situations. It is a term used distinctively for conscious and voluntary mobilization
of acts, different from 'defense mechanisms' that are subconscious or unconscious adaptive

responses, both of which aim to reduce or tolerate stress” (Folkman & Moskowitz, 2004).

1.3.4 Psychosocial Adaptation/ Adjustment

“Psychosocial adaptation is defined as the process in which a person with a disability
moves from a state of disablement to a state of enablement and is characterized by the
transformation from negative to positive well-being. The final stage of psychosocial

adaptation, known as adjustment, represents maximum congruence” (Chan et al., 2013).



1.4 Aim of the study
The purpose was to find out the impact of hope and coping on psychosocial adjustment

process after SCI in the rehabilitation centre of Bangladesh.



CHAPTER II: LITERATURE REVIEW

This section covers the review of present and existing literature regarding relationship of
hope, coping and psychosocial adjustment after SCI in different contexts. In terms of
psychosocial adjustment, this chapter has the information from existing literature about

psychological, social, and emotional adjustment. A brief discussion highlighted in the

literature review.
Figure 2.1

Overview of literature review findings

Hope, Coping and Psychosocial adjustment

after SCI.
Hope and Hope and Cope and Psychosocial
Coping after Psychosocial Psychosocial Adjustment
SCI. Adjustment after SCI. Adjustment after SCI. after SCI.
‘ | ‘ ‘ Psychological
. ‘ Adjustment
Hope Coping with Coping and Coping and after SCL.
during SCI. SCL Social Psychological
Adjustment Adjustment
after SCI. after SCL.
Hope and
Acceptance
of disability

during SCI.



2.1 Hope, Coping and Psychosocial Adjustment after SCI

A longitudinal study explores the role of hope in coping and psychosocial adjustment in
47 participants with newly acquired traumatic SCI which was conducted in two
rehabilitation units in Queensland, Australia and Christchurch, New Zealand. According
to that study, hope levels and coping strategies were consistent over time and positively
correlated with life satisfaction and self-reported adjustment and positive coping styles,
and negatively correlated with life problems and negative coping strategies. On the other
hand higher level of hope represent better psychosocial adjustment than the lower hope
(Dorsett et al., 2017). In another study which is a cross-sectional survey was conducted on
54 newly injured individuals, Results showed that hope and primary appraisals of threat
were significantly correlated with the coping strategy of fighting spirit. Appraisals showed
the strongest association with adjustment, accounting for 12% of anxiety and 34% of

depression variance (Kennedy et al., 2009).

2.1.1 Hope and Coping after SCI

SCI is challenged by the strength of clients' hope because of physical, social, and
environmental challenges. A 10-year longitudinal study of 46 people with SCI revealed
that 73% of participants identified hope as an essential factor in coping. Three main foci of
hope emerged: hope for complete recovery, hope for a cure, and hope for a satisfying
quality of life. Hope is a strong theme in the overall adjustment and coping process.
According to the results, 73% of the participants said that hope was a crucial component
in their ability to cope with their injuries (Dorsett, 2010). Another study involving 169
individuals with SCI found that posttraumatic growth (PTG) means positive changes is

primarily manifested in increased appreciation of life (AL). Coping strategies such as



religion, problem-focused thinking, humor, alcohol/drug use ideation, and basic hope
account for 60% of PTG variance. The study suggests that specific coping strategies and
basic hope play a significant role in fostering positive changes (Byra, 2016).

2.1.1.1 Hope during SCI. A study explores the meaning of hope among individuals
with SCI. It uses ethnographic methods and Ernst Bloch's theory of hope. Hope helps them
cope with changes and establish goals. The findings may help to understand the limits and
potentialities of hope in daily life (Zuchetto et al., 2020). Another research used a
longitudinal, descriptive-explorative design and personal interviews to understand patients'
experiences of hope and hope a year after an acute SCI. It demonstrates how hope
experiences were significant to each participant, giving the struggle process strength and
vitality since hope is essential to advancement and personal growth (Lohne & Severinsson,
2006). A study found that Participants experienced hope, with positive expectations for
recovery and can be walk again. The process involved continuous ups and downs (Lohne
& Severinsson, 2004). Another study explores patients' experiences of hope during their
first year with SCI. Data was collected through personal interviews in Norway, revealing
two main themes: "The Vicious Circle' and 'Longing'. The study emphasizes the value of
listening to people who are in suffering and aching to offer them with hope for the future
(Lohne & Severinsson, 2005).

2.1.1.2. Hope and Acceptance of disability during SCI. A cross-sectional study
in Poland investigated the correlations between basic hope, acceptance of disability, and
posttraumatic growth in people with traumatic paraplegia. Data was collected from 281
individuals with paraplegia. Results showed a positive correlation between basic hope,

acceptance of disability, and posttraumatic growth (Byra, 2019).



2.1.1.3 Coping with SCI. A study of 256 Swedish individuals with traumatically
acquired spinal cord lesions found that coping strategies were crucial for successful
adjustment to severe physical illness/disability. Even in situations where coping resources
are scarce, the study shows that coping strategies and resources- in particular, engagement
coping- are highly associated with adaptation to SCI, which has significant implications

for rehabilitation (Elfstrom et al., 2005).

2.1.2 Hope and Psychosocial Adjustment after SCI

A study of 57 individuals with severe physical disabilities, results showed that goal-
directed determination and ability to find ways to meet goals predicted lower psychosocial
impairment post-injury. However, pathways were predictive of impairment and depression
regardless of disability duration. Snyder's components of hope significantly impacted
social capacity perceptions (Elliott et al., 1991). In another study, the Trait Hope Scale
(THS) in individuals with SCI, finding that agency and pathways thinking positively affect
hope-related constructs like self-efficacy, self-esteem, disability acceptance, and life
satisfaction, warranting its use in rehabilitation research (Smedema et al., 2013). SCI can
significantly impact a patient's physical and psychological well-being. Therapists often
struggle to promote hope for recovery. This review explores the role of hope after injury,
its benefits, and strategies to support it in physiotherapy practice which show that hope can
reduce depression, improve coping, and increase life satisfaction (Lit & Kayes, 2014).
2.1.3 Cope and Psychosocial Adjustment after SCI

A cross-sectional survey of 95 individuals with SCI who received outpatient rehabilitation
services in the mid southern US investigates the impact of SCI survivors' use of coping

resources and strategies on their psychosocial adaptation which found that coping resources
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and strategies were significantly associated with psychosocial adaptation. The findings
suggest that engagement coping positively influences psychosocial adaptation even when
coping resources are mostly absent (Livneh & Martz, 2014). Another study aimed to
understand the factors influencing coping in 243 adults with spinal cord injuries and the
predictors of coping which found that less educated, less hardy, and recently injured
participants were more likely to use escape-avoidance coping and less likely to use social
support, problem-solving, and positive reappraisal coping behaviors. This research
highlights the importance of understanding and implementing coping strategies to enhance
the quality of life for individuals with spinal cord injuries (Barone & Waters, 2012). Coping
and adaptation theory synthesizes data on psychological recovery from SCI. Factors like
premorbid personality and influence explain patient coping (Bracken & Shepard, 1980).

2.1.3.1 Coping and Social Adjustment after SCI. A study analyzed coping
strategies in individuals with SCI and found that planful problem-solving was the most
common coping strategy. Other coping strategies, except escape-avoidance, positively
correlated with social adjustment. Positive reappraisal, accepting responsibility, and
distancing contributed to 33.5% of social adjustment (Song & Nam, 2010).

2.1.3.2 Coping and psychological Adjustment after SCI. An article reviews
literature on the psychological adjustment to SCI and highlights the use of a Stress
Appraisal and Coping model (SAC) for rehabilitation. Results show that psychological
adjustment is influenced by coping, appraisal, and psychosocial resources (Galvin &
Godfrey, 2001). Another study examined the impact of coping strategies and psychological
adjustment on Spinal Cord Injured (SCI) patients. Results showed that positive and

problem-focused coping strategies were positively correlated with psychological
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adjustment, while active avoidance and religion & denial coping strategies were negatively
correlated (Noor et al., 2016). A paper reviews the literature on psychological adjustment
to SCI highlights the importance of appraisals and coping strategies in adjustment,
addresses methodological issues, and suggests longitudinal research to prevent
maladaptive adjustment issues and identify unique coping strategies for the spinal cord

injured population (Chevalier et al., 2009).

2.1.4 Psychosocial Adjustment after SCI
A study investigates the impact of disability-related medical and psychological variables
on psychosocial adaptation to SCI or disorder (SCI/D). The study found that negative
emotional responses, disengagement-type coping, and the severity and impact of disability
were related to lower levels of adaptation (Martz et al., 2005). Another study examined the
psychosocial adjustment patterns of 102 individuals with SCI in Taiwan. The study found
that vocational, sexual, and leisure areas of adjustment were the most problematic for
individuals with SCI in Taiwan. Counseling and rehabilitation intervention efforts should
focus on these identified needs (Wu & Chan, 2007).

2.1.4.1 Psychological Adjustment after SCI. A study used data from the Swiss
SCI inception cohort study, focusing on individuals 16 years old or older with recently
diagnosed SCI who completed clinical rehabilitation. Four profiles of psychological
adaptation outcomes were identified, with higher optimism, purpose in life, and self-
efficacy associated with a Minimal impact profile. The results suggest that rehabilitation
that strengthens psychological resources may contribute to better adaptation outcomes

(Aparicio et al., 2020).
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2.2 Key Gaps of the Study

Although SCI is very common in Bangladesh but there is limited information about
the clinical and demographic characteristics of SCI patients.

There is no national database or registration for people with SCI in Bangladesh,
and most of the previous research on the condition was either out-of-date or focused
on a single centre.

No study was accessible for researcher on hope, coping and psychosocial aspects
of person with SCI in Bangladesh.

The sample size was limited by the overall population size and while the numbers
are relatively small, they do represent a sizable proportion of the people who sustain
SCI.

Also limited study was found that focused the three aspects (hope, coping and
psychosocial adjustment) together.

The cross-sectional method limited the study’s scope to investigate the influence of
time post-injury on coping strategies. Previous research using longitudinal design
has found this to be an influential factor in choice of coping strategy. Longitudinal
research would be more adequate to explain the relationship between these factors.
Different studies used different coping strategies scale which cannot help to

determine the exact coping level.
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CHAPTER III: METHODS

3.1 Study Questions, Aim and Objectives

3.1.1 Research Questions
What is the impact of hope and coping strategies on psychosocial adjustment among
individuals undergoing rehabilitation for SCI a rehabilitation center in Bangladesh?
3.1.2 Aim
The purpose was to find out the impact of hope and coping on psychosocial adjustment
process after SCI in the rehabilitation centre of Bangladesh.
3.1.3 Objectives
e To identify the level of hope among people with SCI.
e Toidentify the level of coping strategies such as Problem Focused Coping, Emotion
Focused Coping and Avoidant Coping among person with SCI.
e To identify the level of psychosocial adjustment after SCI.

e To identify the correlation between hope, coping and psychosocial adjustment.

To see the sociodemographic information among person with SCI.

3.2 Study Design

3.2.1 Study Method

This study used Quantitative Study Method. This method looked at real-life situations and
described them using numbers and simple languages. Then, it used math to analyze the
collected data. By using this method numerical values acquired through observations to

described and explained the processes that the observations shaded light on (Taherdoost,

2022).
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3.2.2 Study Approach
The Cross-Sectional Study Approach was used in this study to find out the impact of hope
and coping on psychosocial adjustment process following a SCI.

In a cross-sectional study, the researcher simultaneously assessed the participants'
exposures and outcomes. After choosing the study subjects, the researcher conducts the
study in order to evaluate the exposure and results. The association between these variables
can be examined by the researcher (Setia, 2016). So here, the exposure was hope and
coping strategies among SCI patient who were admitted in CRP inpatient unit and the
outcome was their psychosocial adjustment. This approach was chosen because in the
context of studying hope, coping, and psychosocial adjustment after SCI, a cross-sectional
design involved assessing these factors in individuals at a particular moment. This
approach helped researchers to capture a snapshot of how these variables such as- hope
and coping are interconnected with psychosocial adjustment at a specific point of time
when they are staying in a rehabilitation center. This design allowed researchers to examine
relationship between exposures and outcomes. So that, Cross sectional study was

absolutely perfect for this study.
3.3 Study Setting and Period
3.3.1 Study Setting

The survey was conducted at Centre for the Rehabilitation of the Paralysed (CRP), Savar,

Dhaka.

3.3.2 Study Period
The study period was between May 2023 to February 2024 and the data collection period

was between 1 December 2023 to 31 December 2023.
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3.4 Study Participants

3.4.1 Study Population
The population of the study was SCI patient who admitted into CRP and taking
rehabilitation services from CRP.
3.4.2 Sampling Techniques
To conduct the study, researcher set some inclusion and exclusion criteria to meet the exact
population for the study. Through the purposeful sampling researcher intentionally selected
participants based on their capacity to clarify a certain theme, concept, or phenomenon
(Robinson, 2014). This sampling depended on researcher’s own judgement to ensure a
better match between the sample and the study’s aims and objectives (Campbell et al.,
2020; Sharma, 2017) . Therefore, purposive sampling was the best way to select the
participants of this study.
3.4.3 Inclusion Criteria

e The participants were both male and female who had confirm diagnosis of SCI.

e The age limit was from 16 years to older.

e Participants who took rehabilitation from CRP.

e Participants who were willing to take part in the study.

3.4.4 Exclusion Criteria
e Participants who had a significant brain injury and diagnosed cognitive impairment.
e Participants who were not medically stable gave their own information.

e Participants who received rehabilitation service from only the out-patient unit of

CRP.
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3.4.5 Sample Size

2
Sample size, n = Z°pq
d2
Here, Z= the standard normal deviate usually set at 1.96

p=0.5; As the prevalence of SCI is yield, so the quantity of person with SCI is considered
as 50%.
g= (1-p) = 0.5; proportion in the target population not having the characteristics.

Confidence Interval= 95%; d= 5%; Level of precision
(1.96)*x0.5 x 0.5

(0.05)>
= 384.16 ~ 385

Sample size, n =

Adding 10% non-response data to the actual sample size =422.57 ~ 423
According to the equation the sample size would be 423 participants. The researcher could

collect 109 from the participants of the study.
3.5 Ethical Consideration

3.5.1 Ethical Approval from IRB

The ethical issues were sought from the Institutional Review Board (IRB) with the
explanation of aim, objective and purpose of the study through the Department of
Occupational Therapy, Bangladesh Health Professions Institute (BHPI). The IRB number
CRP-BHPI/IRB/10/2023/767. Permission from Head of the OT department, BHPI and OT
SCI department also taken before taking participant’s information (World Medical
Association, 2022).

3.5.2 Informed Consent

The researcher explained the aim, objective, and purpose of the study to the participants

through an information sheet. The participants, who felt willingly interested to participate
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in the study, their data was collected. Researcher took signed consent in a consent form

from the participants during the face-to-face survey.

3.5.3 Right to Refusal to Participate or Withdraw

Participants had complete freedom to choose whether to participate or not in this study.
The withdrawal form was attached with the consent form, so that the participants could
withdraw their participation from the study within two weeks from the time of

collecting data.

3.5.4 Confidentiality

The information provided by the participants was confidential. Their name and identity
were not disclosed to anyone except for the supervisor, and it was stated on the information
sheet. The participants were informed that their identity will remain confidential for future
uses, such as report writing, publication, conference or any other written materials and

verbal discussion.

3.5.5 Unequal or Power Relationship
The researcher did not have any unequal relationship or any power relationship that may
influence their decision in participation. The researcher collected data following a

standardized questionnaire so there was no scope to bias.

3.5.6 Risk and Beneficence
The participation in this study did not involve any kind of risk and beneficence in
participating in this study. However, the researcher prioritized their safety and wellbeing.

There was no financial or any other benefit involved in this study.
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3.6 Data Collection Process

3.6.1 Participants Recruitment Process
Figure.3.6.1

Participants Recruitment Process

The researcher went to CRP inpatient unit and collected the record book from the nursing
station and halfway hostel OT Department, CRP to collect information of the participants.
The researcher collected the name, type of injury, neurological level, ASIA score, age of
injury, date of injury, date of admission and contact numbers of the participants. Following

the inclusion and exclusion criteria, potential participants were listed to collect data.
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3.6.2 Data Collection Method

The data was collected by face-to-face survey. After taking verbal consent from the
participants, data was taken by initially sociodemographic questionnaire and also using the
standardized tools (The Psychosocial Adjustment to Illness Scale (PAIS), Brief Cope,
Adult Hope Scale). The questionnaire was close to ending. Before that the researcher talked
about the purpose and consent for the study. The researcher also gathered the socio-
demographic data (Age, gender, education level, etc.) The researcher was physically
present to ask the survey questions and to help the respondent if they had faced any kind
of problem to understand the question with their responses in a face-to-face survey. Face-

to-face survey maintained the quality of data (Doyle, 2005).

3.6.3 Data Collection Instrument

The Psychosocial Adjustment to Illness Scale (PAIS)

PAIS and its self-report variant, the PAIS-SR, is a broad, semi-structured clinical interview
which consists of 46 items and There are 7 primary domains of adjustment in this scale.
Such as- Health Care Orientation, Vocational Environment, Domestic Environment,
Sexual Relationships, Extended Family Relationships, Social Environment and
Psychological Distress. A 4-point (0-3) adjustment rating scale is used for each
PAIS/PAIS-SR item, with higher scores indicating poorer adjustment status (Derogatis,
1986); (Clinical Psychometric Research | PAIS/PAIS-SR - Derogatis Psychological
Testing, n.d.). In this study The PAIS-SR was used to measure how well medical patients
are adjusting to their disease on a psychological and social level (Clinical Psychometric

Research | PAIS/PAIS-SR - Derogatis Psychological Testing, n.d.).
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Brief Cope

The Brief Cope was developed by Charles S. Carver which contains 28 items on 14 factors
(Solberg et al., 2021). Four items, measure conceptually distinct aspects of problem-
focused coping (active coping, planning, suppression of competing activities, restraint
coping, and seeking instrumental social support); Five items, measure elements of what
might be viewed as emotional-focused coping (seeking emotional social support, positive
reinterpretation, acceptance, denial, and turning to religion); Four items, measure coping
responses that specifically tries to evaluate people's attempts at active coping as well as
any coping behaviors that can hinder or interfere with active coping (Carver et al., 1989).
Higher subscale scores represent more frequent usage of that coping technique (Carver,
1997). In this study The Brief Cope was used to evaluate the various ways in which
individuals respond to stress (Carver et al., 1989).

Adult Hope Scale

Adult Hope scale is developed by Rick Snyder which consists of 12 items. This scale is
divided into two subscales: (1) Agency (i.e., goal-directed energy) and (2) Pathways (i.e.,
planning to attain objectives). The Agency subscale have 4 items and the Pathways
subscale have 4 items. Two items of this scale indicate the present, one represents the past.
Researcher used this scale to measure a person's level of hope (Snyder et al., 1991).

3.6.4 Field Test

The field test was conducted with two people with SCI from halfway hostel. Throughout
this field test, some changes were fixed later such as- ASIA score and Neurological level
were added in sociodemographic information as well as fixed some Bengali sentences in

the questionnaire by keeping the original meaning unchanged.
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3.7 Data Management and Analysis
Data management, which refers to the systematic method of handling, organizing, and
guaranteeing the quality and accessibility of data during the study period and its lifecycle,
is an essential and integral component of quantitative cross-sectional research, as well as
any other type of research. This typically includes various stages from data creation to
disposal. Effectively managing data assets, preserving data integrity, conducting analyses,
and providing quick, safe access to produced information are the objectives of research
data management. In this instance, following careful data management planning, the
procedure began with gathering data through face-to-face surveys using a well-crafted and
structured data collection questionnaire. In order to further the cause, the data was now
processed, cleansed, and loaded into Statistical Package for Social Science (SPSS) version
20. This required looking for, locating, and fixing any problems, duplicate entries,
inconsistent data, etc. Following that, appropriate data storage on Google Cloud was made
sure of, allowing the data to be conveniently accessible, safe, and structured when needed.
The most important aspect of data management at this point is to conduct data
analysis in a way that advances the goals and objectives of the study. Researcher used
descriptive statistics analysis to calculate means, standard deviations and frequency
distributions for level of Hope, Cope and Psychosocial Adjustment. After the revision of
the data set and checking the normality and to determine the relationship and examine
correlation between Hope, Cope and Psychosocial Adjustment Spearman’s rank
correlation coefficient was used for analysis. Once this crucial portion is finished, it is
crucial to involve appropriate individuals in the data sharing process, such as supervisors

in order to ensure data quality and researchers to guarantee data sharing while maintaining
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privacy and ethical compliance. And it is necessary to disseminate the findings and insights
gained from the data analysis and that is why it was written and presented through tables
and reports for the purpose of conveying information effectively. The data preservation
and archiving stage of data management is now centered on storing the data in a secure and
accessible manner because data has evolved into information and is important for future
reference. After ten years, data that is no longer needed or relevant will be safely deleted

or destroyed to safeguard privacy in accordance with established laws and regulations.

3.8 Quality Control and Quality Assurance

The study ensured the highest level of data quality and safety by strictly adhering to the
five steps of data cycle management. 109 participants actively participated in this study.
The surveys were conducted in a paper document format with areas set aside for answers,
along with informed consent and withdrawal forms. Every response of the participants and
data was maintained confidentiality. Every document was photocopied for further
preservation in order to increase security. Both the data gathering procedure and the
ensuing data input were carried out with fairness. All data was originally saved in the SPSS.
Furthermore, copies of the data were safely kept in the personal laptop which was highly
secured. There was a strong focus on making sure the data was used responsibly, and strict
precautions were made to avoid any unwanted access. Throughout the investigation, the
data were kept in their original condition; neither alteration nor exploitation took place. As
they anticipate its significance for future research projects, the supervisor and the
researcher both urge for comprehensive preservation. Realizing that the data will only be
useful for a short time once the study period is over, the data utilized in this research will

be properly disposed of after its assessment is over.
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CHAPTER 1V: RESULTS

4.1 Socio-Demographic Characteristics

This chapter represents the findings of the study. The chapter contains the study findings
in tables and figures focusing on the socio demographic information, the level of hope,
coping and psychosocial adjustment and the correlation between these variables.

Table 1

Socio-Demographic characteristics [Table 1 extends from page 23-24]

Variable Frequency Percentage
(n=109) (%)
Sex Male 96 88.1
Female 13 11.9
Age 16-26 years 42 38.5
27-37 years 30 27.5
38-48 years 19 17.4
49-59 years 12 11.0
60-70 years 6 5.5

Mean £SD = 33.76 £13.24 years,
Minimum=16 years, Maximum=65 years

Marital status Married 71 65.1
Unmarried 38 34.9
Residence Area Rural 87 79.8
Semi urban 5 4.6
City 17 15.6
Educational Illiterate 14 12.8
Qualification Primary 41 37.6
SSC 27 24.8
HSC 15 13.8
Graduation 9 8.3
Post graduation 3 2.8
Occupational Job 18 16.5
Status Business 20 18.3
Day labor 28 25.7

Farmer 16 14.7
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Variable Frequency Percentage
(n=109) (%)
Occupational Unemployed 3 2.8
Status Housewife 5 4.6
Student 19 17.4
Causes of injury  Road accident 29 26.6
Fall from height 57 52.3
Falling of heavy object on head 15 13.8
or neck
Tumor 8 7.3
Types of injury Tetraplegia 41 37.6
Paraplegia 68 62.4
ASIA Score Complete A 72 66.1
Incomplete B 19 17.4
Incomplete C 14 12.8
Incomplete D 4 3.7
Neurological C1-C8 34 31.2
Level TI1-T12 47 43.1
L1-L5 28 25.7
Pressure sore Present 28 25.7
Absent 81 74.3
Duration of 1-48 Month 108 99.1
injury 98-146 Month 1 9
Duration of 0-15 Days 36 33.0
taking 16-30 Days 18 16.5
rehabilitation 31-60 Days 28 25.7
61-90 Days 27 24.8

The study population (n=109) exhibited diverse sociodemographic characteristics. The

majority of participants were male 88.1% (96) and smaller proportion females 11.9% (13).

Age distribution ranged from 16 to 70 years, with the largest group falling within the 16-

26 years category 38.5% (42), followed by 27-37 years 27.5% (30), 17.4% were 38-48

years category, 11% were 49-59 years category and 5.5% were 60-70 years category.

Regarding marital status, a significant portion of participants were married 65.1% (71)

compared to unmarried individuals 34.9% (38). Geographically, most participants resided
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in rural areas 79.8% (87), fewer were from semi-urban 4.6% (5) and urban areas 15.6%
(17). Educational attainment varied, with primary education being the most common
37.6% (41), followed by SSC 24.8% (27) and HSC 13.8% (15). Occupationally,
participants were engaged in a range of activities, including day labor 25.7% (28), business
18.3%, (20), and farming 14.7% (16). Notably, a small portion identified as unemployed
2.8% (3) or housewives 4.6% (5), while others were students 17.4% (19). The participants
having SCI through fall from height which were the predominant cause, accounting for
52.3% (57), while only 7.3% (8) injuries resulting from diseases. Furthermore, 26.6% was
for road accident and 13.8% for falling of heavy object on head or neck. In terms of injury
types, paraplegia was more prevalent, affecting 62.4% (68) of participants, compared to
tetraplegia, which affected 37.6% (41). Among the patients, 34 (31.2%) were classified
with injuries in the cervical region, 47 (43.1%) in the thoracic, and 28 (25.7%) in the lumbar
region. The ASIA score indicated that complete injury (Grade A) was the most common,
observed in 66.1% (72) of cases, followed by incomplete injuries of various severities:
Grade B 17.4% (19), Grade C 12.8% (14), and Grade D 3.7% (4). Pressure sores were
present in 25.7% (28) of participants. Regarding the duration of injury, the majority 99.1%
(108) reported experiencing injuries for a period ranging from 1 to 48 months, with only
1% reporting a longer duration of 98 to 146 months. In terms of rehabilitation, participants
underwent varying durations, with a mean duration of 57.68 months (£51.675). Most of
the participants were taking rehabilitation from 0-15 days 33% (36 ), followed by 16-30
days were 16.5% (18), 31-60 days were 25.7% (28) and 61-90 days were 24.8% (27). These
findings provide a comprehensive overview of the sociodemographic aspects of spinal cord

injuries within the study population.
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4.2 Overview of Hope of the Participants

Table 2

Scores of Adult Hope Scale

Variables Frequency (n) Percentage (%)
Agency Low Agency 74 67.9
High Agency 35 32.1
Mean +SD = 15.63 +£6.391
Pathway  Low pathways 55 55
High pathways 54 54
Mean £SD = 17.58 £7.079
Total 8-39 (Less Hope) 75 68.8
Hope 40-48 (Hopeful) 15 13.8
49-56 (Moderate Hopeful) 16 14.7
57-64 (Higher Hope) 3 2.8

Mean £SD = 33.214+12.958
The Adult Hope Scale was utilized to assess the participants' levels of hope, comprising

two components: Agency (goal-directed energy) and Pathway (planning to accomplish
goals). From table 2 the high agency (32.1%) was less than low agency (67.9%) of the
participants. That means among 109 participants most of the participants (74) have not
enough goal directed energy. On the other hand, 54% of participants have the ability to
make small steps towards goal (high pathway) whereas 55% of participants had low
pathway. In the bottom, The Total Hope score, combining Agency and Pathway. Upon
further analysis, the participants were categorized based on their Total Hope scores into
four groups. In this study, the noticeable thing is a significant portion falling into the less
Hope category. 68.8% of participants reported they have no hope which indicated that low
level of hope. On the other hand, a little portion of participants, 2.8% reported high levels
of hope. 14.7% of participants were moderate hope level and a smaller yet noteworthy
proportion of participants, totaling 15 individuals or 13.8%, indicated feeling "Hopeful.

That means, these findings suggest a predominant absence of hope among the study
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population, with a notable minority expressing varying degrees of hopefulness after SCI in
rehabilitation centers.

4.3 Overview of the Participants Coping

Table 3

Scores of Brief Cope Scale

Variable Frequency Percentage
(m) (Y0)

Problem (26-50) Have been doing this a little bit 62 56.9

focused coping  (51-75) Have been doing a medium amount 38 34.9
(76-100) Have been doing this a lot 9 8.3
Mean +SD = 52.6950 +15.28252

Emotion (26-50) Have been doing this a little bit 49 45.0

focused coping  (51-75) Have been doing a medium amount 58 53.2
(76-100) Have been doing this a lot 2 1.8
Mean +SD = 52.7332 +9.09739

Avoidant coping (0-25) Haven’t been doing this at all 3 2.8
(26-50) Have been doing this a little bit 85 78.0
(51-75) Have been doing a medium amount 21 19.3

Mean +SD = 43.7500 +£10.70774

Total level of Mean £SD = 56.17 £9.049
Coping

This table shows 3 types of Coping style. In analyzing coping strategies among participants
using the Brief COPE scale, three distinct subscales emerged: Problem-Focused Coping,
Emotion-Focused Coping, and Avoidant Coping. To determine the frequency distribution
of coping behaviors, raw scores were converted to a scale of 0 to 100. Participants were
then categorized based on their responses using a four-point Likert scale, ranging from
"Haven’t been doing this at all" to "Have been doing this a lot."

For Problem-Focused Coping, 56.9% (62) of participants reported engaging in this
strategy a little bit, 34.9% (38) reported a medium amount, and 8.3% (9) reported doing

this a lot, with a mean score of 52.6950 +15.28252 which indicates low level of problem



focused coping.

Emotion-Focused Coping was utilized by 45.0% (49) of participants a little bit,

53.2% (58) a medium amount, and 1.8% (2) a lot, with a mean score of 52.7332 +9.09739

which also indicates low level of emotion focused coping.

Avoidant Coping was less common, with 2.8% (3) reporting not engaging in this
strategy at all, 78.0% (85) a little bit, and 19.3% (21) a medium amount, yielding a mean

score of 43.7500 £10.70774 and the avoidant coping is less than other two coping

strategies.

However, the overall coping level was determined low level of coping among SCI

patients with the mean 56.17 £9.049. That means the people with SCI faced challenges to

coping with their situation.
4.4 Overview of the Participants Psychosocial Adjustment
Table 4

Scores of Psychosocial Adjustment to Illness Scale Section |

Section 1. Health Care Orientation Mean SD
General Health Care Orientation .83 1.085
Health Care - Present Disorder .87 1.055
General attitude toward medicine & doctors .79 771
Attitude toward present treatment & doctor .99 948
Patient expectancies-disorder 1.52 1.111
Patient information-disorder .85 1.153
Patient expectancies-treatment .88 988
Patient information-treatment .90 1.027
Total = Mean £SD 9553 +.63408

This table 4 shows one of the domains from Psychosocial Adjustment to Illness Scale
named Health Care Orientation. Overall, participants demonstrated a moderately high level

of psychosocial adjustment to illness, with a mean score of 0.9553 + 0.63408. This
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indicates that, participants exhibited positive adjustment behavior to Health Care
Orientation. They displayed a relatively high level of general health care orientation (0.83
+1.085) and a positive attitude toward present treatment and doctors (0.99+0.948). This
suggests that participants felt confident and comfortable in their interactions with medical
professionals and their current treatment plans. After that, other items of this sector show,
Health Care - Present Disorder (.87 £ 1.055), Patient information-disorder (.85 £+ 1.153),
Patient expectancies-treatment (.88 + .988), Patient information-treatment (.90 + 1.027)
which indicates relatively positive attitude. The most noticeable thing is in patient’s
expectancies to his disorder mean 1.52 with SD £1.111 which indicates low levels of
adjustment. One the other hand general attitude toward medicine & doctors was well
adjusted (.79 £.771).

Table S

Scores of Psychosocial Adjustment to Illlness Scale Section 11

Section II. Vocational Environment Mean SD
Vocational Impairment 2.72 579
Personal performance evaluation 2.85 404
Time lost on the job 2.97 287
Vocational investment 1.12 1.245
Vocational goals 2.09 1.127
Interpersonal conflicts 78 1.133
Total = Mean £SD 2.0887 + .41733

Table 5 shows, with a total mean score of 2.0887 +0.41733, which is above the threshold
of 1.5, it suggests that participants demonstrated lower psychosocial adjustment within the
vocational environment. This means that, on average, participants faced challenges and
difficulties in adapting to their illness within their work settings. Specifically, participants

reported low levels of vocational impairment (2.72 £ 0.579) and personal performance
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evaluation (2.85 + 0.404), indicating challenges in these areas. Additionally, participants
reported a relatively low level of adjustment in time lost on the job (mean = 2.97, SD =
0.287), which suggests difficulties in maintaining regular work attendance. In terms of
vocational investment and goals, participants demonstrated negative attitudes (1.12 +
1.245. Similarly, participants reported low levels of vocational goals (2.09 + 1.127),
indicating that they maintained aspirations and objectives related to their work despite their
health challenges. Regarding interpersonal conflicts within the vocational environment,
participants reported a relatively low mean score (0.78 + 1.133), suggesting minimal
interpersonal challenges with colleagues or supervisors and it is high adjustment.

Table 6

Scores of Psychosocial Adjustment to lllness Scale Section 111

Section III. Domestic Environment Mean SD
Quality of relations-principal cohabitant .34 819
Quality of relations-additional cohabitants 28 708
Domestic impairment 2.65 .843
Family adaptability .65 875
Family communication .28 705
Dependency posture 1.18 1.211
Physical disability 2.44 .700
Financial resources 2.31 940
Total = Mean £SD 1.2672 + .38357

In table 6, Participants demonstrated a moderately high level of psychosocial adjustment
within the domestic environment, with a total mean score of 1.2672 +£0.38357. In terms of
relationships within the household, participants reported high adjustment for the quality of
relations with both the principal cohabitant (mean = 0.34, SD = 0.819) and additional
cohabitants (mean = 0.28, SD = 0.708), suggesting positive and supportive interpersonal
dynamics at home. Family adaptability and communication were also reported at low mean

scores (mean = 0.65, SD = 0.875 and mean = 0.28, SD = 0.705, respectively), suggesting
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strong adaptability and effective communication within the family unit. Domestic
impairment was reported at a low mean score (mean = 2.65, SD = 0.843), indicating
minimal difficulties in managing household tasks and responsibilities due to their illness.
Overall, participants reported low levels of physical disability (mean = 2.44, SD = (0.700)
and adequate financial resources (mean = 2.31, SD = 0.940), contributing to their positive
psychosocial adjustment within the domestic environment. Dependency posture was
reported at a low mean score (mean = 1.18, SD = 1.211), indicating minimal reliance on
others for assistance with daily activities.

Table 7

Scores of Psychosocial Adjustment to lllness Scale Section IV

Section IV. Sexual Relationships Mean SD
Quality of interpersonal sexual relationships 35 .886
Sexual interest 1.23 1.324
Frequency of sexual activity 1.80 1.439
Sexual satisfaction 1.86 1.443
Sexual dysfunction 1.85 1.439
Interpersonal conflict-sexual 35 832
Total = Mean £SD 1.2401 £.96610

In table 7, Participants demonstrated high psychosocial adjustment within their sexual
relationships, as indicated by a total mean score of 1.2401 (£0.96610). This suggests
positive adjustment despite illness-related challenges. The findings reveal low mean scores
for the quality of interpersonal sexual relationships and interpersonal conflict, indicating
positive and harmonious sexual dynamics. While some variability exists in sexual interest,
frequency of sexual activity, sexual satisfaction, and sexual dysfunction, overall scores fall

within the range indicating high adjustment in sexual relationships.
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Table 8

Scores of Psychosocial Adjustment to Illness Scale Section V

Section V. Extended Family Relationship Mean SD
Communication 1.41 1.307
Interest in interacting 1.42 1.314
Dependency - Physical 1.72 1.292
Dependency - Social 2.63 .801
Quality of Relationship 1.03 937
Total = Mean £SD 1.6422 +.80373

In table 8, participants demonstrated a low level of psychosocial adjustment within their
extended family relationships, as indicated by a total mean score of 1.6422 (+0.80373).
Overall, participants reported low mean scores that means high adjustment for
communication (1.4141.307), interest in interacting and quality of relationship within the
extended family. But there is low adjustment in dependency (both physical and social)
within the extended family.

Table 9

Scores of Psychosocial Adjustment to Illness Scale Section VI

Section VI. Social Environment Mean SD
Individual leisure interest 1.08 1.306
Individual leisure activity 2.54 .866
Family leisure interest 1.35 1.343
Family leisure activities 2.51 812
Social leisure interest 1.25 1.292
Social leisure activities 2.43 .809
Total = Mean £SD 1.8609 +.71164

In table 9, Participants demonstrated a low level of psychosocial adjustment within their
social environment, as indicated by a total mean score of 1.8609 (+0.71164). Overall,
participants reported low mean scores for individual leisure interest, family leisure interest,
and social leisure interest, indicating a strong interest in engaging in various leisure

activities both individually and with family and friends. Although participants reported
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higher mean scores for individual leisure activity, family leisure activities, and social
leisure activities, these scores indicating relatively negative adjustment in engaging in
leisure activities within their social environment.

Table 10

Scores of Psychosocial Adjustment to Illness Scale Section VII

Section VII. Psychological Distress Mean SD
Anxiety 2.17 .848
Depression 2.17 .859
Hostility 1.54 .996
Guilt .99 1.151
Worry 2.05 917
Self-devaluation 1.65 1.083
Body image distortion 1.31 997
Total = Mean £SD 1.6986 + .68988

In table 10, Participants demonstrated low psychosocial adjustment regarding
psychological distress, with a total mean score of 1.6986 (£0.68988). This indicates
moderate adjustment despite facing some psychological challenges related to their illness.
Specifically, participants reported low mean scores for hostility, guilt, self-devaluation, and
body image distortion, indicating high adjustment in these areas which indicate high
adjustment. However, participants reported relatively high mean scores for anxiety,
depression, and worry, suggesting some level of distress in these emotional domains

indicates low adjustment.
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Table 11

Total Scores of Psychosocial Adjustment to Illness Scale

Variables Mean = SD
Section I. Health Care Orientation 9553 +£.63408
Section II. Vocational Environment 2.0887 +.41733
Section III. Domestic Environment 1.2672 +.38357
Section IV. Sexual Relationships 1.2401 +£.96610
Section V. Extended Family Relationship 1.6422 +.80373
Section VI. Social Environment 1.8609 £.71164
Section VII. Psychological Distress 1.6986 +.68988
Total Score of Psychosocial Adjustment 1.5361 +.65805

The psychosocial adjustment of SCI patients was assessed across various domains using
the provided variables. The results indicate that, on average, participants reported low
psychosocial adjustment, with a total score of 1.5361 + 0.65805. These findings indicate
that on average, patients scored above 1.5 in the Total Psychosocial Adjustment section,
suggesting a low level of psychosocial adjustment among SCI patients.

4.5 Correlation of the participant’s Hope, Cope and Psychosocial Adjustment
Table 12

Correlation of the participant’s Hope, Cope and Psychosocial adjustment

PAIS Emotion Problem Avoidant Adult
Focused Focused Coping Hope
Coping  Coping

PAIS 1.000

Emotion Focused Coping -.244"  1.000

Problem Focused Coping -.397" 4417 1.000

Avoidant Coping 167 .09 057 1.000

Adult Hope - 447 384" 647" .035 1.000

In table 11 shows that there is significant relationship between coping strategies (problem

focused, emotion focused, and avoidant coping), adult hope, and psychosocial adjustment
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to illness in SCI patients. The correlation of Hope and Psychosocial Adjustment to Illness
(PAIS) among SCI patients was statistically negatively significant where coefficient was -
0.447**, In this case, the negative correlation suggests that higher levels of adult hope are
associated with lower levels of psychosocial adjustment, suggesting that individuals with
greater adult hope may experience fewer psychosocial difficulties with SCI.

On the other hand, there was a statistically negatively significant correlation
between problem-focused coping, Emotion-Focused Coping and psychosocial adjustment
among SCI patients, with the coefficient of -0.397** and -0.244*. This indicates that higher
levels of problem-focused coping and emotion focused coping strategies are associated
with lower levels of psychosocial adjustment, suggesting that individuals who utilize more
problem-focused coping mechanisms and individuals who rely more on emotion-focused
coping mechanisms may experience fewer psychosocial difficulties in coping with SCI.
Furthermore, this table shows that the correlation between avoidant coping and
psychosocial adjustment was not statistically significant (r=.167, .083).

Furthermore, there was a significant positive correlation between Adult hope and
Coping Strategies (Problem Focused Coping and Emotion focused Coping) with a
coefficient of .647**, .384**_ This indicates that higher hope is associated with a high level
of Problem Focused Coping and Emotion focused Coping. Interestingly, there was no

statistically significant correlation between Adult Hope and Avoidant Coping.
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4.6 Mean Differences Between Rehabilitation Stages of SCI and Hope, Coping

and Psychosocial Adjustment among SCI Patients

Table 13

Kruskal-Wallis Test for Identifying Significant Difference between Rehabilitation Stages

of SCI and Hope, Coping and Psychosocial Adjustment among SCI Patients

Variables Stages Duration of  Frequency Mean Chi- p-
taking n=109 rank square value
rehabilitation (9]
(Days)
Acute 0-15 36 38.99
Active 16-30 18 58.36
Coping Rehabilitation 31-60 28 64.23 14314 .003
Community ¢ g 27 64.54
reintegration
Acute 0-15 36 42.35
Active 16-30 18 59.33
Hope Rehabilitation 31-60 28 60.39  8.838 .032
C(.)mmunl‘ty 61-90 27 63.39
reintegration
Acute 0-15 36 60.58
Psychosocial Active 16-30 18 46.33
Adjustment Rehabilitation 31-60 28 49.07 4.004 261
Community ¢, o 27 59.48
remtegration

The Kruskal-Wallis Test was conducted to investigate the relationship between

rehabilitation stages of SCI and the variables of hope, coping, and psychosocial adjustment

among individuals with SCI.

Statistically significant differences were found in coping (y*> = 14.314, p = .003)

and hope (x> = 8.838, p = .032) across the various stages of rehabilitation. Higher mean

ranks in coping and hope, particularly evident in the Community Reintegration Stage. That

means it indicated greater abilities to cope and higher levels of hope among individuals at

later stages of rehabilitation.
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However, no statistically significant difference was observed in psychosocial
adjustment across rehabilitation stages (x> = 4.004, p = .261), although higher mean ranks
in the Community Reintegration Stage suggest relatively higher levels of psychosocial
adjustment. These findings underscore the importance of addressing coping strategies and
fostering hope throughout the rehabilitation process, while also suggesting the resilience

of psychosocial adjustment across different stages of rehabilitation.
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CHAPTER V: DISCUSSION

The findings of this study shed light on the intricate interplay between hope, coping
strategies, and psychosocial adjustment among individuals with SCI in the selected
rehabilitation center of Bangladesh.

At first, the results of this study show that SCI patients in this context exhibit a
lower level of hope. Several studies found that hope is beneficial to patients with SCI for
their foster recovery (Kennedy et al., 2009; Dorsett et al., 2017; Zuchetto et al., 2020; Byra,
2015; Van & Kayes, 2014). Another important finding is that SCI patients had a lower
level of hope after their injury and individuals with complete spinal cord lesions who have
little hope for recovery can maintain a contradictory hope to walk while fully engaging in
a rehabilitation program (Kennedy et al., 2009; Dorsett et al., 2017). Another study
revealed that participants often experienced limited social support, low self-worth, and
hopelessness within a vicious circle (Lohne & Severinsson, 2005). A study confirms that
rehabilitation professionals often struggle with maintaining a person's lower hope to walk
again and prepare for living with a mobility disability. This is also evident in palliative
care, where hope is widely acknowledged in contradictory circumstances (Dorsett et al.,
2017). Another study found that participants' individual dimensions of hope varied,
possibly due to personality, injury, or disability. During the initial months after SCI,
patients expressed hope in their physical abilities, particularly walking, standing, running,
or dancing again, as the injury altered their bodily functioning. Increased sensory levels
and movement abilities during recovery stimulated hope (Lohne & Severinsson, 2004).
The patient with SCI demonstrated that hope empowers them to overcome obstacles and

transform them into possibilities by adopting a new perspective (Zuchetto et al., 2020).
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Basic hope remains stable despite traumatic events or radical life changes, but its impact
may vary at specific PTG stages (Byra, 2015).

Furthermore, this study reveals that SCI patients in this context tend to employ
moderate levels of problem-focused coping and emotion-focused coping strategies.
Problem-focused coping involves efforts to directly address and manage the stressor or
problem, while emotion-focused coping involves regulating emotional responses to the
stressor. Interestingly, the study also found a low level of avoidant coping among SCI
patients in the selected rehabilitation center. Avoidant coping is the strategies that aimed
at avoiding or minimizing the stressor or its associated emotions. The low use of avoidant
coping strategies suggests that individuals with SCI in this population may be more
inclined to confront and address their challenges rather than avoid them, which could have
positive implications for their overall adjustment and rehabilitation outcomes. A study
confirmed that the most commonly used coping strategies include planful problem-solving,
positive reappraisal, and confrontive coping (Song & Nam, 2010). Another study found
that emotion-focused coping strategies significantly influence social reintegration. This
contradicts previous research suggesting that problem-focused coping strategies are more
effective in overall adjustment, highlighting the importance of coping strategies in
achieving adaptation (Chevalier et al., 2009). On the other hand according to Barone,
Recently injured individuals often used escape- avoidance coping behaviors without
seeking social support, problem-solving, or personal growth strategies (Barone & Waters,
2012). Another study found that more revaluation of life values (acceptance) and fewer
tendencies towards dependent behavior (social reliance) improved health-related quality of

life. The findings suggest that greater focus should be on coping strategies and facilitating
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adaptive outcomes in rehabilitation (Elfstrom et al., 2005).

However, despite these coping efforts, this study indicates that SCI patients in this
context exhibit moderately low levels of psychosocial adjustment. Psychosocial adjustment
encompasses various aspects of functioning, including emotional well-being, social
relationships, and overall quality of life. The finding of moderately low psychosocial
adjustment underscores the significant challenges faced by individuals with SCI in
adapting to their condition and achieving optimal psychological well-being. More
specifically the result of this study is low level of psychosocial adjustment in Vocational
Environment, Extended Family Relationship, Social Environment and psychological
Distress. On the other hand, moderately high level of psychosocial adjustment in Health
Care Orientation, Domestic Environment, Sexual Relationship. A study in Taiwan
identified four groups of individuals with SCI: well adjusted, moderately adjusted,
moderately adjusted and sexually inexperienced, and poorly adjusted. The study found that
vocational, sexual, and leisure areas were the most problematic for adjustment (Wu &
Chan, 2007). Another study reveals negative emotional responses, disengagement-type
coping, and disability severity negatively impact adaptation levels. The revised model fits
well with medium effects on psychosocial adaptation (Martz et al., 2005).

The correlations identified in this study provide additional insight into the
relationship between hope, coping strategies, and psychosocial adjustment among SCI
patients. The negative correlations observed between hope, problem-focused coping,
emotion-focused coping with psychosocial adjustment which suggest that lower levels of
hope and low active coping strategies are associated with better psychosocial adjustment.

Also, there was a positive significant correlation between Hope and Coping Strategies
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(Problem focused and Emotion focused coping). But at the same time there was no
statistically significant correlation between Hope and avoidant Coping as well as
Psychosocial adjustment and avoidant Coping. Several studies reported that higher hope
individuals with SCI show better psychosocial adjustment outcomes and hope levels
positively correlate with positive coping styles like reappraisal, planning, acceptance, and
fighting spirit, while negatively correlated with negative coping strategies like behavioral
disengagement and social reliance (Dorsett et al., 2017; Lit & Kayes, 2014). According to
Kennedy, the varying coping measures across studies complicates comparison of current
findings with previous research on adjustment-associated coping strategies (Kennedy et
al., 2009). This finding is contrary to some studies which have suggested that Adjustment
was positively correlated with most coping strategies except escape-avoidance (Song &
Nam, 2010). More specifically, a study found a significant correlation between positive
and problem-focused coping strategies and psychological adjustment, while a negative
correlation was observed with active avoidance and religion & denial coping strategies
(Noor et al., 2016). Lower levels of adaptation to SCI were linked to negative emotional
responses, disengagement-type coping, and the severity and impact of disability (Livneh
& Martz, 2014). Other study found that coping resources and strategies have significant
association to psychosocial adaptation (Livneh & Martz, 2014).

Overall, the findings of this study contribute to our understanding of the factors
influencing psychosocial adjustment among individuals with SCI in the selected
rehabilitation center of Bangladesh. Future research could explore potential cultural and
contextual factors that may influence hope, coping strategies, and psychosocial adjustment

in this population and examine the effectiveness of interventions.
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CHAPTER VI: CONCLUSION

6.1 Strengths and Limitations
6.1.1 Strengths
e Author permitted to use these tool- Adult Hope Scale, Brief Cope, and PAIS-SR
Bangla questionnaire.
e To ensure the quality of data, five stages of data life cycle management had been
followed.
e Datawas collected in a face-to-face survey method and stored in the personal laptop
which was highly secured.
e There was no unauthorized access without the researcher. All data was used as it
is. No modification was done.
e Provide valuable insights into the hope, coping strategies and psychosocial
adjustment of SCI patients in a current situation.
6.1.2 Limitations
There are some limitations of the study. They are,
e Insufficient time for data collection may have restricted sample representation and
depth of understanding.
e This study focused on a specific rehabilitation centre (CRP), which made the
sample a small group of people.
e The calculated sample size was 423 but this study conducted the survey with a
sample size of 109 participants in CRP inpatient unit, so the result of this study may
not be generalized.

e As there were some sensitive questions in PAIS-SR scale, the participants were not
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comfortable to share their information.
6.2 Practice Implication
6.2.1 Recommendations for Future Practice

e Coping intervention can be modified by Occupational Therapists, emphasizing the
development of problem-focused coping mechanisms and correcting maladaptive
ones like avoidance coping.

e OTs can Integrate the interventions which aimed at fostering adult hope, including
goal setting and resilience-building programs into rehabilitation services.

e Ots can establish psychosocial support programs within rehabilitation centers such
as fostering inclusion in social environment, addressing challenges in vocational
environment and extended family relationship. Provide a platform for sharing
experiences and receive emotional support to minimize psychosocial distress.

e Adoption of a holistic rehabilitation approach that encompasses physical,
psychological, and social aspects of care to promote optimal psychosocial
adjustment and overall well-being among individuals with spinal cord injuries in
Bangladesh.

e Enhancing the multidisciplinary approach to SCI rehabilitation by collaboration
with other healthcare experts, such as psychologists, social workers, and
rehabilitation specialists which can improve patient’s psychosocial adjustment by
providing comprehensive care.

e Encourage people with SCI and their families to understand the value of hope and
useful coping mechanisms can help them to overcome the challenges related to their

condition and make adaptation to easier everyday life after an accident.
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e Provision of mental health services, including counseling and education for
healthcare professionals, to address the psychological aspects of adjustment.
By implementing these practice implications, rehabilitation centers can improve the quality
of life and long-term rehabilitation success for patients living with spinal cord injuries.
6.2.2 Recommendations for Future Research
e Identify the association between sociodemographic characteristics and Hope,
Coping and Psychosocial Adjustment.
e A qualitative study should be conducted on this topic to find out the reason behind
the correlation between hope, cope and psychosocial adjustment.
e Can be Conducted longitudinal studies to track long-term effects of coping
strategies and hope on psychosocial adjustment among SCI patients in Bangladesh.
e A study can be conducted to explore cultural factors influencing coping behaviors
and perceptions of hope in this population.
e A study can be conducted to Investigate the role of family and social support

networks in coping with SCI and maintaining hope among patients.
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6.3 Conclusion

This study investigated the impact of hope and coping on psychosocial adjustment
following SCI (SCI) in a selected rehabilitation center in Bangladesh. The findings shed
light on several key aspects of this relationship and provide valuable insights into the
experiences of SCI patients in this context. Firstly, the study contributes to our
understanding of the sociodemographic characteristics and current status of this
population. Findings revealed lower levels of hope among SCI patients, alongside
moderate use of problem-focused and emotion-focused coping strategies, and low levels
of avoidant coping. The study identified moderately low levels of psychosocial adjustment.
There were also negative correlations were observed between hope, problem-focused
coping, emotion-focused coping, and psychosocial adjustment, indicating that higher levels
of hope and adaptive coping are associated with better adjustment outcomes. A positive
correlation was found between hope and problem-focused coping and emotion-focused
coping. However, no significant correlation was found between hope and avoidant coping,
or between psychosocial adjustment and avoidant coping. These findings emphasize the
importance of addressing hope and encouraging adaptive coping strategies in rehabilitation
interventions for SCI patients in Bangladesh to enhance psychosocial adjustment
outcomes. Furthermore, research are needed to explore additional factors influencing

adjustment and to develop targeted interventions tailored to the needs of this population.
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Permission Letter

Date: 28.10.2023

To

The Head of the Department

Department of Occupational Therapy

Centre for the Rehabilitation of the Paralysed (CRP)
Savar, Dhaka-1343, Bangladesh

Subject: Application for permission to collect data for the research project.

Sir,

With due respect, I would like to state that I am a student of 4th year, B.Sc. in OCCUpatiorinl
Therapy at Bangladesh Health Professions Institute (BHPI). 1 have to submit a research paper

to the University of Dhaka in partial fulfillment of the degree of Bachelor of Science in
Occupational Therapy. My research title is “Impact of Hope and Coping on Psychosocial
Adjustment afler Spinal Cord Injury in the Selected Rehabilitation Center of Bangladesh™ which
is supervised by Md. Saddam Hossain, Lecturer in Occupational Therapy, Department of
Occupational Therapy, Bangladesh Health Professions Institute (BHPI). The aim of this study is
to explore the impact of hope and coping on psychosocial adjustment process after spinal cord
injury in the selected rehabilitation centre of Bangladesh. As it is a Quantitative rescarch, |
would like to take interviews from patients with spinal cord injury at Spinal Cord Injury unit in
CRP, Savar.

T assure you that anything in my study will not cause any harm to anyone and all the information
gathered during the process will be kept confidential.

So, I look forward to having your permission to start data collection to conduct a successful

study as a part of my course.

Sincerely yours,
Rupent Mo
Rupanti Majumder Rupa
4™ Year B.Sc. in Occupational Therapy
Session: 2018-2019, Student TD: 122180329
Bangladesh Health Professions Institutc (BHPI)
CRP-Savar, Dhaka-1343, Bangladesh
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JAet. Head of the Department of Occupational Therapy
Centre for the Rehabilitation of the Paralysed (CRP)
Savar, Dhaka-1343, Bangladesh
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Datc: 28.10.2023

To

The Head of the Department

Department of Occupational Therapy
Bangladesh Health Professions Institute (BHPI).
CRP, Savar, Dhaka-1343, Bangladesh

Subject: Application for permission to collect data for the rescarch project.

Sir,

With due respect, T would like to state that T am a student of 4th year, B.Sc. in Occupational
Therapy at Bangladesh Health Professions Institute (BHPI). [ have to submit a research paper

to the University of Dhaka in partial fulfillment of the degree of Bachelor of Scicnce in
Occupational Therapy. My research title is “Impact of Hope and Coping on Psychosocial
Adjustment after Spinal Cord Injury in the Selected Rehabilitation Center of Bangladesh™ which
is supervised by Md. Saddam Hossain, Lecturer in Occupational Therapy, Department of
Occupational Therapy, Bangladesh Health Professions Institute (BHPI). The aim of this study is
to explore the impact of hope and coping on psychosocial adjustment process after spinal cord
injury in the selected rehabilitation centre of Bangladesh. As it is a Quantitative rescarch. [
would like to take interviews from patients with spinal cord injury at Spinal Cord Injury unit in
CRP, Savar.

I assure you that anything in my study will not causc any harm to anyone and all the information
gathered during the process will be kept confidential.

So, I look forward to having your permission to start data collection to conduct a successful
study as a part of my course.

Slncerely yours,

CM'H Mo
Rupanu Majumder Rupn
4™ Year B.Sc. in Occupational Therapy
Session: 2018-2019, Student ID: 122180329
Bangladesh Health Professions Institute (BHPT)
CRP-Savar, Dhaka-1343, Bangladesh

Sk. Moniruzzaman K2(19] L0272
Associate Prof. & Head of the Department
Dcpartment of Occupational Therapy
Bangladesh Health Professions Institute (BHPT)
CRP-Savar, Dhaka-1343, Bangladesh

55



56

Appendix B: Information Sheet, Consent form, Withdrawal Form (English
version)
Bangladesh Health Professions Institute
Occupational Therapy Unit
CRP, Savar, Dhaka-1343

Information Sheet

Research title: Impact of Hope and Coping on Psychosocial Adjustment After SCI in the
Selected Rehabilitation Centre of Bangladesh.

Name of researcher: Rupanti Majumder Rupa, 4th year, B.Sc. in Occupational Therapy.

Supervisor: Md. Saddam Hossain, Lecturer, Department of Occupational Therapy,
Bangladesh Health Professions Institute (BHPI), CRP, Savar, Dhaka.

I Rupanti Majumder Rupa, want to invite you 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 how you are related to it. Please read the information below and feel
free to ask any questions that you may have.

Who am I and what is this study about:

I am Rupanti Majumder Rupa, 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 Paralyzed (CRP). As a part of my
academic course curriculum, I am going to conduct a research activity which is supervised
by Md. Saddam Hossain. The title of my study is " Impact of Hope and Coping on
Psychosocial Adjustment After SCI in the Selected Rehabilitation Centre of Bangladesh."
The aim of this study to explore the impact of hope and coping on psychosocial adjustment

process after SCI in the selected rehabilitation center of Bangladesh.



57

What to do to participate in the study?

I will be measuring the level of hope, coping and psychosocial adjustment of SCI patient.
For which I will use three scales to measure hope, coping and psychosocial adjustment.
Also, sociodemographic data will be collected by using a self-developed questionnaire. All
the questions should be answered by the participants. Time will be taken for 30-35 minutes.
Why are you invited to participate in this study?

Participants who are willing and meet the inclusion criteria of the study are invited to
participate.

Do you have to participate?

Participation in the study is entirely voluntary and consent will be taken. After
participating, they will be accounted for to answer all the questions. You have the right to
withdraw your consent and discontinue participation after two weeks of conducting survey
without any repercussions.

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 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
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secrecy. No information will be shared with anyone else outside of the study unless it is
required by the law. Only the 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 researcher and lock cloud system.

What will be the result of the study?

The findings of this research will help the health professionals to better understand the
impact of hope and coping on psychosocial adjustment after SCI in several rehabilitation
centers. The findings will also help the Occupational therapist in providing treatment to the
patient with SCI. The results will help the Department of Occupational Therapy to upgrade
their intervention plan for better psychosocial adjustment after SCI. Furthermore, the
results of this study can be used as a basis in future studies for investigations with similar
or different context and populations.The result of the study may be published in a scientific
journal.

Promotional result:

The results of this research will be published and presented through print media, electronic/

social media, conferences and criticism.



For more information, please contact the address below
Student researcher: Rupanti Majumder Rupa

B.Sc. in Occupational Therapy

Session: 2018-19, Roll: 21

BHPI, CRP, Savar, Dhaka.

Contact number: 01611444902

Email: rupantimajumder@gmail.com

Supervisor: Md. Saddam Hossain
Lecturer in Occupational Therapy
Department of Occupational Therapy
BHPI, CRP, Savar, Dhaka.

Contact number: 01977398324

Email: saddamot6@gmail.com
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Consent Form

I am Rupanti Majumdar Rupa, 4th year, B.Sc. in Occupational Therapy, session 2018-19
at Bangladesh Institute of Health Professions under Faculty of Medicine, University of
Dhaka, an Academic Institution of Centre for the Rehabilitation of the Paralysed. As part
of the B.Sc course curriculum, I am going to conduct a research project supervised by Md.
Saddam Hossain, Lecturer, Department of Occupational Therapy, BHPI, CRP, Savar,
Dhaka. The title of the study is “Impact of Hope and Coping on Psychosocial Adjustment
after SCI in Selected Rehabilitation Centers of Bangladesh.” The main aim of the study
was to explore the impact of hope and coping on psychosocial adjustment process after
SCI in the selected rehabilitation centre of Bangladesh. In order to complete my research,
I need some information from you. Therefore, I would like to ask you some questions. The
duration of this discussion will be 30-35 minutes.

I assure you that this is part of my study, and it will not be used for any other purpose. Your
participation in this study will not affect your lifestyle or treatment. All information you
provide will be kept confidential and ensure that the source of this information remains
anonymous. Participation in this research is voluntary and you can withdraw from this
study at any time.

Please read the following statements so that you understand the content of the information
sheet and that you agree to participate in the above study.

- I confirm that I have read the Research Participant Information Sheet and understand its
aims and objectives. The information sheet was explained to me, and I was given an
opportunity to ask questions.

- I confirm that I give consent to participate in the above research.
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If you have any queries regarding this research, you can contact the researchers Rupanti

Majumder Rupa. And Md. Saddam Hossain, Lecturer, Department of Occupational

Therapy, BHPI, CRP, Savar, Dhaka.

Participant’s signature

Date

Researcher’s signature

Date

Withdrawal form

Title of the study: “Impact of Hope and Coping on Psychosocial Adjustment After SCI in

the Selected Rehabilitation Centre of Bangladesh.”

Name of researcher: Rupanti Majumder Rupa, 4th year, B.Sc. in Occupational Therapy.

Roll-21

I

consent to the use of data arising from my participation.

Reason for withdrawal:

Name of the participant

Signature of participant/thumbprint

Date

confirm that I wish to withdraw my
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Appendix B: Information Sheet, Consent form, Withdrawal Form (Bangla

Version)
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Appendix C: Questionnaire (English)

Sociodemographic questionnaire

66

Age

Gender

Male
Female

Religion

Muslim
Hindu
Christian
Buddha

Marital status

Married
Unmarried
Widow
Divorce
Separate

Residence area

Rural
Semi urban
City

Educational qualification

Illiterate
Primary

SSC

HSC
Graduation
Post graduation

Occupation

e e Y Y e Y e e e e Y I A

Job

Business
Day labor
Farmer
Unemployed
Housewife
Student
Others

Monthly income

Duration of injury

Hospital admission date

Duration of staying in rehabilitation
center
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How does the injury occure

For accident
For disease

Causes of injury

O O go|jo O

Road accident

Fall from height

Falling of heavy objet on head or
neck

Injured by scurf

Tumor

Others

Types of injury

Tetraplegia
Paraplegia

ASIA score

O 000 -gooooo.m

Complete A
Incomplete B
Incomplete C
Incomplete D
Normal E

Neurological level

Pressure sore

O O

Yes
No

Address

Phone number
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Adult Hope Scale
1= Definitely False 5= Slightly True
2= Mostly False 6= Somewhat True
3= Somewhat False 7= Mostly True
4= Slightly False 8= Definitely True
Item Rating

1. I can think of many ways to get out of a jam

I energetically pursue my goals

I feel tired most of the time.

There are lots of ways around any problem

I am easily downed in an argument.

ISAL IR Bl Il I

I can think of many ways to get the things in life that are most important to

me.

7. 1worry about my health

8. Even when others get discouraged, I know I can find a way to solve the

problem.

9. My past experiences have prepared me for my future.

10. I’ve been pretty successful in life

11. T usually find myself worrying about something.

12. I meet the goals that I set for myself.

Agency subscale score

Pathway subscale score

Total score

Scoring information

Pathways subscale score: Add items 1, 4, 6, and 8. Scores on this subscale can range
from 4 to 32, with higher scores indicating higher levels of pathways thinking.
Agency subscale score: Add items 2, 9, 10, and 12. Scores on this subscale can range
from 4 to 32, with higher scores indicating higher levels of

agency thinking.

Total hope score: Add the pathways and Agency subscales together. Scores can range
from 8 to 64, with higher scores representing higher hope levels.



Brief COPE
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I haven’t
been
doing this
at all

I’ve
been
doing
this a
little bit

I’ve
been
doing a
medium
amount

I’ve
been
doing
this a lot

. I’ve been turning to work or other

activities to take my mind off things

. I’ve been concentrating my efforts on

doing something about the situation
I’m in

. I’ve been saying to myself “this isn’t

real”.

. I’ve been using alcohol or other drugs

to myself feel better

. ’ve been getting emotional support

from others.

. ’ve been giving up trying to deal

with it.

. ’ve been taking action to try to make

the situation better.

. ’ve been refusing to believe that it

has happened.

. I’ve been saying things to let my

unpleasant feeling escape.

10.

I’ve been getting help an advice from
other people.

1.

I’ve been using alcohol or other drugs
to help me get through it

12.

I’ve been trying to see it in a different
light, to make it seem more positive.

13.

I’ve been criticizing myself.

14.

I’ve been trying to come up with a
strategy about what to do.

15.

I’ve been getting comfort and
understanding from someone.

16.

I’ve been giving up the attempt to
cope.

17.

I’ve been looking for something good
in what is happening.

18.

I’ve been making jokes about it.

19.

I’ve been doing something to think
about it less, such as going to movies,
watching TV, reading, daydreaming,
sleeping, or shopping.
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20. I’ve been accepting the reality of the
fact that it has happened.

21. I’ve been expressing my negative
feelings.

22. I’ve been trying to find comfort in my
religion or spiritual beliefs.

23. I’ve been trying to get advice or help
from other people about what to do.

24. I’ve been learning to live with it.

25. I’ve been thinking hard about what
steps to take.

26. I’ve been blaming myself for things
that happened.

27. I’ve been praying or meditating.

28. I’ve been making fun of the situation.

Brief COPE Scoring Procedure
Scores are presented for three overarching coping styles as average scores (sum of item

scores divided by number of items), indicating the degree to which the respondent has
been engaging in that coping style.
1 =1 haven’t been doing this at all
2 = A little bit
3 = A medium amount
4 =I’ve been doing this a lot
A normative percentile is presented based on data from a nonclinical sample of athletes
(Poulus et al., 2020). Interpretation by way of normative percentile helps contextualise
results in comparison to typical responses of regular individuals. In addition, a clinical
percentile is presented which compares responses to clients receiving outpatient mental
health services. A percentile of 50, for example, represents an average score for a client in
psychological therapy, whereas a percentile of 90 indicates that the respondents scored

higher than 90 percent of other individuals in treatment.
Brief COPE Scores

During interpretation it is most helpful to look at the pattern of responding across the three
subscales. Consistently low scores on all subscales may indicate either:

(A) the respondent does not feel they have many stressors to cope with. For example, that
life is stress free.

(B) a lack of reflective capacity or resistance to disclose personal information.

(C) the respondent does not have many coping skills.

The three overarching coping styles are outlined below.

- Problem-Focused Coping (Items 2, 7, 10, 12, 14, 17, 23, 25) Characterised by the
facets of active coping, use of informational support, planning, and positive
reframing. A high score indicates coping strategies that are aimed at changing the
stressful situation. High scores are indicative of psychological strength, grit, a
practical approach to problem solving and is predictive of positive outcomes.
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Emotion-Focused Coping (Items 5, 9, 13, 15, 18, 20, 21, 22, 24, 26, 27, 28)
Characterised by the facets of venting, use of emotional support, humour,
acceptance, self-blame, and religion. A high score indicates coping strategies that
are aiming to regulate emotions associated with the stressful situation. High or low
scores are not uniformly associated with psychological health or ill health, but can
be used to inform a wider formulation of the respondent’s coping styles.

Avoidant Coping (Items 1, 3,4, 6, 8, 11, 16, 19) Characterised by the facets of self-
distraction, denial, substance use, and behavioural disengagement. A high score
indicate physical or cognitive efforts to disengage from the stressor. Low scores are
typically indicative of adaptive coping. In addition to the three overarching
subscales, scores are presented for the below 14 facets. Individual examination of
the questions can pinpoint adaptive or maladaptive styles of coping and be useful
for eliciting a discussion with the respondent.

Active Coping

Use of Instrumental Support
Positive Reframing
Planning

Use of Emotional Support
Venting

Humor

Acceptance

Religion

Self-Blame

Self-Distraction

Denial

Substance Use

Behavioral Disengagement

Cope2 + Cope7 (Problem-Focused Coping)

Copel0 + Cope23 (Problem-Focused Coping)
Copel2 + Copel7 (Problem-Focused Coping)
Copel4 + Cope25 (Problem-Focused Coping)

CopeS5 + Copel5 (Emotion-Focused Coping)
Cope9 + Cope21 (Emotion-Focused Coping)
Copel8 + Cope28 (Emotion-Focused Coping)
Cope20 + Cope24 (Emotion-Focused Coping)
Cope22 + Cope27 (Emotion-Focused Coping)
Copel3 + Cope26 (Emotion-Focused Coping)

Copel + Copel9 (Avoidant coping)
Cope3 + Cope8 (Avoidant coping)

Cope4 + Copel 1 (Avoidant coping)
Cope6 + Copel 6 (Avoidant coping)
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Psychosocial Adjustment to Illness’ Scale-Self-Report (PAIS-SR)
SECTION-I

1) Which of the following statements best describe your usual attitude about taking care of your
health?
[ 10) I am very concerned and pay close attention to my personal health.
[ 11) Most of the time I pay attention to my health care needs.
[ 12) Usually, I try to take care of health matters but sometimes I just don’t get around to it.
[ ]3) Health care is something that I just don’t worry too much about.

2) Your present illness probably requires some special attention and care on your part. Would
you please select the statement below that best describes your reaction?
[ 10) I do thing pretty much the way I always have done them and I don’t worry or take any
special considerations for my illness.
[ 11 Itrytodo all the things I am supposed to do take care of myself, but lots of time I
forget or I am too tired or busy.
[ 12)Ido apretty good job taking care of my present illness.
[ 13)Ipay close attention to all the needs of my present illness and do everything I can to
take care of myself.

3) In general, how do you feel about the quality of medical care available today and the doctors
who provide it?
[ 1 0) Medical care has never been better, the doctors who give it are doing an excellent job.
[ ]1) The quality of medical care available is very good, but there are some areas that could
stand improvement.
[ ]2) Medical care and doctors are just not of the same quality they once were.
[ ]13) Idon't have much faith in doctors and medical care today.

4) During your present illness you have received treatment from both doctors and medical staff.
How do you feel about them and the treatment you have received from them?

[ 10)Iam very unhappy with the treatment I have received and don't think the staff Has
done all they could have for me.

[ ]11) I haven't been impressed with the treatment, but I think probably the best they can do.
[ 12) The treatment has been pretty good, although there have been a few problems.
[ ]3) The treatment and the treatment staff have been excellent.

5) When they are ill, different people expect different things about their illness, and have
different attitudes about being ill. Could you please check the statement below which comes
closest to describing your feelings?

[ ]10)Iam sure that I am going to overcome the illness and its problems quickly and get
back to begin my old self.

[ ]1) My illness has caused some problems for me, but I feel I will overcome them fairly

soon, and get back to the way I was before.

[ 12) My illness has really put a great strain both physically and mentally, but I am trying

very hard to overcome it, and feel sure that I will be back to my old self-one of these days.
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[ ]3) I feel worn out and very weak from my illness, and there are times when I don't know
if I am really ever going to be able to overcome it.

6) Being ill can be a confusing experience, and some patients feel that they do not receive
enough information and detail from their doctors and the medical staff about their illness.
Please select a statement below which best describes your feelings about this matter.

[ ]10) My doctor and the medical staff have told me very little about my illness even though
I have asked more than once.

[ ]1)Ido have some information about my illness but I feel I would like to know more.

[ ]2) I have a pretty fair understanding about my illness and feel that if I want to know
more, I can always get the information.

[ 13)Ihave been given a very complete picture of my illness, and my doctor and the
medical staff have given me all the details I wish to have.

7) In an illness such as yours, people have different ideas about their treatment and what to
expect from it. Please select one of the statements below which best describes what you
expect about your treatment.

[ 10)Ibelieve my doctors and medical staff are quite able to direct my treatment and feel it
is the best treatment I could receive.

[ 11)Ihave trust in my doctor's direction of my treatment; however, sometimes I have
doubts about it.

[ ]2)Idon'tlike certain parts of my treatment which are very unpleasant, but my doctors
tell me I should go through it anyway.

[ ]3) In many ways I think my treatment is worse than the illness, and I am not sure it is
worth going through it.

8) In an illness such as yours, patients are given different amounts of information about their
treatment. Please select a statement from those below which best describes information you
have been given about your treatment.

[ 10) I have been told almost nothing about my treatment and feel left out about it.
[ 11D Ihave some information about my treatment, but not as much as I would like to have.
[ ]2) My information concerning treatment is pretty complete, but there are one or two
things I still want to know.
[ ]3) ]I feel my information concerning treatment is very complete and up-to-date.
SECTION-IT
1) Has your illness interfered with your ability to do your job (Schoolwork)?
[ ]10) No problems with my job
[ 11) Some problems, but only minor ones
[ 12) Some serious problems
[ ]3) Illness has totally prevented me from doing my job
2) How well do you physically perform your job (studies) now?
[ 10)Poorly
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[ ]1)Nottoo well
[ ]2) Adequately
[ ]13) Very Well
3) During the past 30 days, have you lost any time at work (school) due to your illness?
[ 10)3 days or less
[ 111 week
[ 12)2 weeks
[ ]3) More than 2 weeks
4) Is your job (school) as important to you now as it was before your illness?
[ ]0) Little or no importance to me now
[ 11)Alotless important
[ ]2) Slightly less important
[ 13) Equal or greater importance than before
5) Have you had to change your goals concerning your job as a result of your illness?
[ 10) My goals are unchanged
[ 11) There has been a slight change in my goals
[ ]12) My goals have changed quite a bit
[ 13)Ihave changed my goals completely
6) Have you noticed any increase in problems with your co-workers (students, neighbors) since
your illness?
[ ]10) A great increase in problems
[ ]1)A moderate increase in problems
[ 12) A slight increase in problems
[ 13)None
SECTION-III
1) How would you describe your relationship with your husband or wife (partner, if not
married) since your illness?

[ 10)Good
[ ]1)Fair
[ 12)Poor

[ 13) Very poor

2) How would you describe your general relationship with the other people you live with (e.g.,
children, parents, aunts, etc.)
[ 10) Very poor

[ ]1)Poor
[ ]2) Fair
[ 13) Good

3) How much has your illness interfered with your work and duties around the house?
[ 10)Not at all
[ ]1)Slight problem, easily overcome
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[ ]2) Moderate problem, not all of which can be overcome
[ ]3) Severe difficulties with household duties
4) In those areas where your illness has caused problems with your household work, how has
the family shifted duties to help you out?
[ ]10) The family has not been able to help out at all
[ 11) The family has tried to help but many things are left undone
[ ]12) The family has done well except for a few minor things
[ 13) No problem
5) Has your illness resulted in a decrease in communication between you and your family?
[ 10) No decrease in communication
[ 11) A slight decrease in communication
[ ]2) Communication has decreased, and I feel somewhat withdrawn from them
[ ]3) Communication has decreased a lot, I fell very alone
6) Some people with an illness like your fell they need from other people (friends, neighbors,
family, etc.) to get things done from day-to-day. Do you feel you need such help and is there
anyone to provide it?
[ ]10)Ireally need help but seldom is anyone around to help
[ ]1)Igetsome help, but I can't count on it all the time
[ 12)Idon't getall the help I need, but maximum time help is there when I need
[ ]13)Idon't feel I need such help, or the help I need is available from my family or friends
7) Have you experienced any physical disability with your illness?
[ 10) No physical disability
[ 11) A slight physical disability
[ ]2) A moderate physical disability
[ ]3) A severe physical disability
8) An illness such as yours can sometimes cause a drain on the family's finances; are you
having any difficulties meeting the financial demands of your illness?
[ ]10) Severe financial hardship
[ ]1)Moderate financial problem
[ 12) A slight financial drain
[ 13) No money problem
SECTION:1V
1) Sometimes having an illness can cause problem in a relationship. Has your illness led to any
problems with your husband or wife (partner, if not married)?
[ 10) There has been no change in our relationship
[ ]11) We are a little close since my illness
[ ]2) We are definitely less close since my illness
[ ]3) We have had serious problems or a break in our relationship since my illness
2) Sometimes when people are ill they report a loss of interest in sexual activities. Have you
experienced less sexual interest since your illness?
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[ ]10) Absolutely no sexual interest since illness
[ ]1)A marked of loss of sexual interest
[ ]2) A slight loss of sexual interest
[ 13) No loss of sexual interest
3) Illness sometimes causes a decrease in sexual activity. Have you experienced any decrease in
the frequency of your sexual activities?
[ 10) No decrease in sexual activities
[ ]1)Slight decrease in sexual activities
[ ]2)Marked decrease in sexual activities
[ 13) Sexual activities have stopped
4) Has there been any change in the pleasure or satisfaction you normally experience from sex?
[ ]10) Sexual pleasure and satisfaction have stopped
[ ]1) A marked loss of sexual pleasure or satisfaction
[ ]2) A slight loss of sexual pleasure or satisfaction
[ ]3) No change in sexual satisfaction
5) Sometimes an illness will cause interfere in a person's ability to perform sexual activities
even though the person is still interested in sex. Has this happened to you, if so, what degree?
[ 10) No change in my ability to have sex
[ 11) Slight problem with my sexual performance
[ ]2) Constant sexual performance problem
[ ]13) Totally unable to perform sexually
6) Sometimes an illness will interfere with a couple's normal sexual relationship and cause

arguments or problems between them. Have you and your partner had any argument like this,
and if so, to what degree?
[ ]10) Constant argument
[ 11) Frequent argument
[ 12) Some argument
[ ]13)No argument
SECTION:V
1) Have you had as much contact as usual (either personally or by telephone) with members of
your family outside your household since your illness?
[ ]10) Contact is the same or greater since illness
[ 11) Contact is slightly less
[ 12) Contact is markedly less
[ 13) No contact since illness
2) Have you remained as interested in getting together with these members of your family since
your illness?
[ ]10) Little or no interest in getting together with them
[ ]1) Interestis a lot less than before
[ ]2) Interest is slightly less
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[ ]3) Interest is the same or grater since illness
3) Sometimes, when people are ill, they force to depend on members of the family outside their
household for physical help? Do you need physical help from them, and do they supply the
help you need?
[ 10) Ineed no help, or they give me all the help I need
[ 11) There is help enough, except for some minor things
[ 12) They give me some help but not enough
[ ]3) They give me little or no help even though I need a great deal
4) Some people socialize a great deal with members of their family outside their immediate
household. Do you do much socializing with these family members, and has your illness
reduced such socializing?
[ 10) Socializing with them has been pretty much eliminated
[ 11) Socializing with them has been reduced significantly
[ ]2) Socializing with them has been reduced somewhat
[ 13) Socializing with them has been pretty much unaffected, or (I have never done so
much socializing of this kind)
5) In general, how have you been getting along with these members of your family recently?
[ 10) Good
[ ]1) Fair
[ 12)Poor
[ 13) Very poor
SECTION:VI

1) Are you still as interested in your leisure time activities and hobbies as you were prior to
your illness?

[ 10) Same level of interest as previously
[ 11) Slightly less interest than before
[ 12) Significantly less interest than before
[ ]3) Little or no interest remaining
2) How about actual participation? Are you still actively involved in doing those activities?
[ 10) little or no participation at present
[ ]1) Participation reduced significantly
[ ]2) Participation reduced slightly
[ ]3) Participation remains unchanged
3) Are you as interested in leisure time activities with your family (i.e., playing cards & games,
taking trips, going swimming, etc.) as you were prior to your illness?
[ 10) Same level of interest as previously
[ 11) Slightly less interest than before
[ 12) Significantly less interest than before
[ ]3) Little or no interest remaining
4) Do you still participate in those activities to the same degree you once did?
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[ ]0) little or no participation at present
[ ]1) Participation reduced significantly
[ ]2) Participation reduced slightly
[ ]3) Participation remains unchanged
5) Have you maintained your interest in social activities since your illness (e.g., social clubs,
church groups, going to movies, etc.)?
[ 10) Same level of interest as previously
[ ]1)Slightly less interest than before
[ ]2) Significantly less interest than before
[ ]3) Little or no interest remaining
6) How about participation? Do you still go out with your friends and do those things?
[ ]0) little or no participation at present
[ ]1) Participation reduced significantly
[ ]2) Participation reduced slightly
[ ]3) Participation remains unchanged
SECTION:VII
1) Recently, have you felt afraid, tense, nervous, or anxious?
[ JO)Notatall [ ]1)A little bit [ 12) Quite a bit [ ]13) Extremely
2) Recently, have you felt sad, depresses, lost interest in things, or felt hopeless?
[ ]10)Extremely [ ]1)Quiteabit [ ]2)A little bit [ ]13)Notatall
3) Recently, have you felt angry, irritable, or had difficulty controlling your temper?
[ ]0)Notatall [ ]1)A little bit [ ]12) Quite a bit [ ]3) Extremely
4) Recently, have you blamed yourself for things, felt guilty, or felt like you have let people
down?
[ 10)Extremely [ ]1)Quiteabit [ ]2)A little bit [ 13)Notatall
5) Recently, have you worried much about your illness or other matters?
[ ]0)Notatall [ ]J1)Alittlebit [ ]2)Quiteabit [ ]3)Extremely
6) Recently, have you been feeling down on yourself or less valuable as a person?
[ ]10)Extremely [ ] 1) Quite a bit [ ]2)Alittlebit [ ]3)Notatall
7) Recently, have you been concerned that your illness has caused changes in the way you look
that make you less attractive?
[ ]JO)Notatall [ ] 1)Alittlebit [ ]2)Quiteabit [ ]3)Extremely
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Appendix D: Supervision Record Sheet
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