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ABSTRACT

Background: Spinal cord injury (SCI) is a life-altering condition that can lead to long-term
physical limitation and reduce person’s ability to participate in daily life activities. Participation
in daily life is a key indicator of successful community reintegration after rehabilitation. Many
persons with SCI still experience participation restrictions and psychological problems within
community setting after completing rehabilitation.

Aim: To evaluate the level of daily life participation and severity of depression among person
with SCI after rehabilitation and to find out the relationship between participation and depression.

Methods: A cross-sectional study was conducted among 126 community-dwelling persons with
SCI who had completed rehabilitation. Data were collected using a socio-demographic
guestionnaire, The Utrecht Scale for Evaluation of Rehabilitation—Participation (USER-P) to
assess participation frequency, restrictions, satisfaction and the Bangla version of the Patient
Health Questionnaire-9 (PHQ-9) to measure depression severity. Descriptive and inferential
statistical analyses were performed to examine associations and correlations.

Results: Among 126 participants, 78.6% were male and the mean age 38.9 + 12.06 years. Total
family income before injury <16000 BDT was 15.9% and after injury it is 53.2%. Incomplete SCI
was reported 74.6% and 69.0% were wheelchair dependent. Level of participation analysis
showed that lower participation frequency 87.3%, higher participation restrictions 54.0% and
61.9% had higher satisfaction with participation. Regarding depression severity 43.7% had
minimal depression while 27.0% mild, 18.3% moderate, 7.1% moderately severe and 4.0% severe
depression. Statistical analysis showed significant differences in severity of depression across
participation frequency (p=0.002), participation restrictions (p=0.001) and participation
satisfaction (p=0.001). Severity of depression showed a negative correlation with participation
frequency and participation restriction (r = -.505, p < 0.001; r = -.538, p < 0.001). Gender was
significantly associated with participation frequency & satisfaction (p=0.001). Family income
after injury was significantly associated with severity of depression (p=0.005) and mobility status
significantly associated with participation restriction (p<0.001).

Conclusion: Participation limitations and depression are common among persons with SCI after
rehabilitation. Lower participation is significantly associated with greater depression severity.
Improving rehabilitation follow-up, accessibility and reducing environmental barriers may
enhance daily life participation. Public awareness, family support and inclusive policies may
improve daily life participation and quality of life for persons with SCI.

Keywords: Spinal Cord Injury, After Rehabilitation, Participation, Depression.



CHAPTER I: INTRODUCTION

1.1 Background

SCl is characterized by an impairment of any part of the spinal cord that extends from the
spinal cord. This impairment frequently leads to persistent changes in motor and sensory
abilities, as well as other bodily functions below the injury site. The physical disabilities
caused by SCI differ according to the extent and severity of the damage. After SCI, a
person's physical health, employment and occupation, interpersonal connections, and
leisure activities can all be impacted (Dixon & Budd, 2017). People with SCI have
difficult in participation who are not going between the rehab-phase research shows that
participation is a key outcome of rehabilitation and other medical and social service
programs that support person who are less involved their daily living activities for their
impairments. Participation means being involved in life situations, which involves having
some degree of autonomy or control over one's own life, even if one is not actually doing
things themselves (Dijkers, 2010). Study shows that people with SCI have significant
obstacles when it comes to engaging in everyday activities. These barriers includes
environmental impediments, limited access to rehabilitative services, financial
limitations, and social shame are some of these barriers these issues are particularly
noticeable in low- and middle-income nations(Das et al., 2024). The situation is severe in
Bangladesh, where a large number of SCI survivors experience major side effects such
pressure ulcers, UTIs, and psychological distress. According to surveys, the majority still
lack a job, are mostly confined to their homes, and have a low standard of living (Hossain

et al., 2016). About 16 million people or 10% population of Bangladesh between 160



million live with a disability. From 2011 to 2016, CRP Dhaka recorded 2,184 cases of
SCI in which 52% were traumatic paraplegia and 42.6% were traumatic tetraplegia. SCI
seems to be most common among individuals (Rahman et al., 2017). Many survivors face
a harsh reality following acute care and inpatient rehabilitation. Societal stigma, poverty-
driven vulnerabilities, and inaccessible locations constitute significant obstacles to
reintegration. High unemployment, homebound status, and secondary problems such
pressure ulcers were found along with mild depression and a lower quality of
life(Hossain et al., 2016). Post-rehab involvement is further complicated by gender
relations. Research indicates that compared women with SCI frequently face additional
environmental barrier than men, such as limited access, transportation, and social support
(Forchheimer et al., 2004a). During recovery women report less engagement in decision-
making but they occasionally express greater satisfaction with the treatments they got
(Bychkovska et al., 2024). In terms of the injury type tetraplegic individuals need more
help and significantly have greater challenge in everyday duties than people who are

paraplegic (Razzak et al., 2016).

Following a SCI depression and anxiety problems and/or symptoms are frequently
observed (Arafat et al., 2018). Depression is also a common outcome following SCI,
affecting daily functioning and participation. Studies report that 20-40% of individuals
with SCI experience clinically significant depressive symptoms, which negatively
influence rehabilitation outcomes and community reintegration (Craig et al., 2017).
According to the DSM-IV, a minimum number of symptoms must be present for at least
two weeks in order to be diagnosed as a depressive disorder. For instance, three or four

significant weight loss episodes, insomnia or hypersomnia, psychomotor agitation or



retardation, exhaustion, feelings of worthlessness, difficulty thinking or concentrating,
and recurrent thoughts of death or suicide are all indicators of major depressive disorder

(MDD) (Sakakibara et al., 2009).

1.2 Justification of the study

Participation in daily life is recognized as a central outcome of rehabilitation for
individuals with spinal cord injury (SCI). According to the International Classification of
Functioning, Disability and Health (ICF) participation refers to an individual’s
involvement in life situations which directly reflects their functional independence and

social reintegration.

In Bangladesh, while some organization like the Centre for the Rehabilitation of
the Paralysed (CRP) offer organized rehabilitation services, the majority of individuals
with spinal cord injuries face significant challenge when they return to their home and try
to reintegrate into everyday activities and participation in everyday life such as engaging
in paid or unpaid work, education household responsibilities, social and Leisure activities

and relationships is essential for living a meaningful and independent life.

Depression is a common psychological consequence among people with SCI and
has a significant negative impact on motivation, role performance, and community
engagement. However, in Bangladesh limited research has examined how depression
interacts with participation after rehabilitation. By assessing both daily life participation
and depressive symptoms this study will provide a more comprehensive understanding of

the factors influencing post-rehabilitation outcomes.



In contrast to earlier research that was limited to a particular location this study
includes people who finished rehabilitation from different parts of Bangladesh giving a
more comprehensive and representative picture of involvement rates across the country.
This study will be beneficial for the Occupational Therapy department and occupational
therapists, because many occupational therapists are already working in different settings
and work about SCI. This study will help them to identify the differences in participation
based on their gender and injury level and can set individualized rehabilitation goals that

are realistic on actual challenges and abilities rather than assumption.

The researcher is highly interested in this field as a student of occupational
therapy. It is hoped that further resource will be developed in this area after completing
this study. And in future when anyone wants to do future research in this area, health
professionals can get ideas and valuable information’s from this study that will help

them.

1.3 Operational definition

1.3.1 Spinal Cord Injury

SCl is a destructive neurological and pathological state that causes major motor, sensory
and autonomic dysfunctions. Acute and chronic phases make up its pathophysiology,
which includes a series of harmful events like ischemia, oxidative stress, inflammation,

apoptotic pathways, and locomotor dysfunctions (Anjum et al., 2020).

1.3.2 Participation
Participation refers to a person’s involvement in daily life situations, including

productive, leisure, social, and household activities, as defined by the International



Classification of Functioning, Disability and Health (ICF) (Hemmingsson & Jonsson,
2005). In this study, participation measured using the USER-P Participation Scale which

assesses frequency of engagement, restrictions, and satisfaction (Mader et al., 2025).

1.3.3 People Living with Spinal Cord Injury (PLWSCI):

Due to long-term impairment and early mortality, spinal cord injury (SCI) is a significant
cause of health loss. Globally, 20-6 million (95% Ul 18-9 to 23-6) individuals were living
with SCI in 2019. SCI rates increased substantially from 1990 to 2019 for global
prevalence (81:5%, 74-2 to 87-1), incidence (52:7%, 30-3 to 69-8), and YLDs (65-4%,
56-3 to 76-0). However, global age-standardized rates per 100 000 population showed
small changes in prevalence (5-8%, 2-6 to 9-5), incidence (-6-1%, —17-2 to 1-5), and

YLDs (-1-5%, —5-5 to 3-2) (Safdarian et al., 2023).

1.3.4 Depression:

Depression refers to the presence and severity of depressive symptoms such as lack of
interest, sadness, low energy, and sleep disturbance. In this study, depression was
assessed by using the Patient Health Questionnaire-9 (PHQ-9) which categorizes

depression as minimal, mild, moderate, moderately severe, or severe. (Arafat et al., 2018)

1.4 Aim of the study

The study aims to evaluate the level of daily life participation and severity of depression among
person with SCI after rehabilitation and to find out the relationship between participation and

depression.



CHAPTER II: LITERATURE REVIEW

The chapter reviews the existing literature regarding participation, depression and
associated demographic factor among person with spinal cord injury. The student

researcher searched PubMed, research gate and Google Scholar to find relevant articles

regarding this topic.

Figure 2.1

Overview of Literature Review

Daily Life Participation &
Depression among Person with
SCI
1

Associated Participation Depression
Demographic in Daily Life in SCI
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Frequency of Barriers of
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2.1 Associated Demographic Factors
2.1.1 Age

A cross-sectional study conducted in India which shows that age significantly impacts
participation levels in individuals with spinal cord injuries. The significant difference in
participation levels among the age group 16-30 years. But in this study gender, etiology of SCI
and employment status did not significantly impact on participation level. The limitation of this
study is its small sample size which was 80 (Walia et al., 2024). Between 128 individuals with
SCI a cross-sectional study was conducted 2012 in 4 European countries where shows that lower
age at onset was associated with better participation and life satisfaction also higher education
and having paraplegia were significant determinants of increased participation. The instruments
were used in this study to measure participation was the Frequency scale of the Utrecht Scale for
Evaluation-Participation and life satisfaction was measured with 5 items of the World Health
Organization Quality of Life abbreviated form (Post & Reinhardt, 2015). In Sweden at 2014 a
cross-sectional study was conducted on 73 traumatic spinal cord injury persons which shows
increasing secondary health complications (pain, fatigue and decrease muscle strength) and
energy conservation needs negatively impact participation in activities, especially for those 36-55
years (Lundstrom et al., 2017). A study of Iran conducted in 2012 to 2013 was shows that no
correlation between depression scores and age at the time of SCI or current age which indicating
age was not a significant factor in predicting depression in this population. In this study involved

134 adults with SCI. ( Khazaeipour et al., 2015).

2.1.2 Gender
A cohort study conducted at Metropolitan Detroit where participants were 140 SCI
persons this study shows that women with spinal cord injuries perceive more risks and

leading to lower community integration and participation. In this study participants were



just over 40 years old and had been living with SCI for 10.8 years where one-third were
women. In this study outcome measured by RISCI score, community integration measure
(CIM), and level of and satisfaction with community participation. This study also found
that women who perceived higher risks reported lower levels of community integration
and participation as well as lower satisfaction with their participation (Lysack et al.,
2014). Another study shows that gender is associated with environmental barriers in SCI
here women experiencing more barriers gender differences were found for the
Occupation scale of the CHART but not for its other scale. This study conducted in 2004
the total sample used for this study consisted of 2048 participants where 1595 (77.9%)
were men and 453 (22.1%) were women (Forchheimer et al., 2004b). The study
conducted in England, Canada and United States in 2004 with 134 SCI persons where 67
were men and 67 women this study shows that women experiencing pain, fatigue, skin
problems and transportation problems while men experienced more health problems,
diabetes and change in adaptive equipment highlighting different challenges. The abstract
also notes that older men and women with SCI spent their time differently aligning with
traditional gender roles which suggest differences in participation or activities based on
gender (Mccoll et al., 2004). The study conducted in Iran with 134 participants confirmed
that gender have significant predicator of depression. Here shows that being female,
tetraplegia and low education level are associated with a higher probability of depression

(Khazaeipour et al., 2015).

2.1.3 Severity of Injury
A cross-sectional was conducted in India at 2024 shows that no significant difference in

participation levels based on injury severity (Khazaeipour et al., 2015). On the other



hand, another research shows severity of injury increases difficulty or need for assistance
in life habits particularly for those with tetraplegia. This study was involving 482
participants and using the “assessment of life habits” tool (Noreau & Fougeyrollas,
2000). Another cross-sectional study conducted in Switzerland the data collection period
was 2011-2013, the population of this study was 1,549 SCI persons this study shows
individual with tetraplegia or complete lesions and those who have their injury for less
than 10 years indicating a focus on severity of injury. This study also shows the results
which indicate participation restriction and satisfaction are crucial for buffering the
negative effects of pain on mental health and quality of life, especially in those with more
severe injuries cause in this study pain is associated with depressive symptoms and
quality of life and that participation restriction and satisfaction mediate this relationship.
The instrument was using in this numerical rating scale for pain intensity; Utrecht Scale
of Evaluation of Rehabilitation—Participation; USER-Participation for participation
frequency, restriction and satisfaction; 5-item Mental Health Index of the Short Form
Health Survey; MHI-5 used for depressive symptoms and World Health Organization
Quality of Life Scale; WHOQoL-BREF for selected quality of life items (Halvorsen et

al., 2021).

2.1.4 Employment Status

Employment is an essential component of good health and quality of life of persons with
disabilities (Schedin et al., 2016). A study in United Kingdom shows that after spinal
cord injury employment levels decrease significantly. In this study the limitation was a
small sample size which 45 (Tasiemski & Bergstro, 2000). A cross-sectional survey study

globally conducted in 22 countries with 9875 participates where shows that the
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worldwide employment rate for individual with spinal cord injury is 38%, the variation in
employment rates across the countries: 10.3% to 61.4%, the gaps in employment rates
compared to the general population was 14.8% to 54.8% and men are slightly higher
employment rates rather than others gender also smaller employment gaps in women.
The biggest strength of this study was the identification of country-specific factors which
influencing employment rates (Marcel et al., 2026). A semi-structured interviews
conducted in Europe which qualitatively analysed using a grounded theory approach and
74 SCI people participated shows that employment is highly valued by individuals with
spinal cord injuries for personal identity, social recognition, time structure, and social
interaction(Schedin et al., 2016). A sequential mixed method study was conducted in
Queensland, Australia where participators were 270 people with SCI this study shows
paid or unpaid employment is the strongest independent factor associated with
community participation and time since injury, completeness of injury, secondary
conditions, functional independence also associated. This study also shows rehabilitation
services need for the individuals with SCI to find out a meaningful employment (Carr et
al., 2017). A study conducted in New England with 149 SCI persons where used the
standardized questionnaire shows that participation in organized sports was positively

associated with employment in adults with SCI (Blauwet et al., 2014).

2.1.5 Mobility Status

A cross-sectional study with CHART-SF questionnaire conducted in India at Karnataka
shows individual with spinal cord injury experience severe mobility-related participation
restrictions (Mahaveer et al., 2025). At the United States a cross-sectional study was

conducted in 2024 with 129 participants of spinal cord injury person where shows
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manual wheelchair users with spinal cord injuries are more satisfied with social roles and
activities compared to ambulatory individuals (Abou et al., 2024). A Sweden study shows
that by optimizing housing accessibility for older adults with spinal cord injuries is
associated with increased their autonomy and participation. The instruments used in this
study were Impact on Participation and Autonomy questionnaire (IPA) and Housing
Enabler (HE) assessment tools and total participation in this study were 123 people with
spinal cord injury (Norin et al., 2017). A UK study shows the distinct differences in
mobility between participants with SCI and those without SCI which is relevant to
understanding the mobility status of individual with SCI. This study found that
participants with spinal cord injuries who only used wheelchairs spent a considerable
amount of time moving in their wheelchairs, with a range of 4 to 13 hours over a week
this provide the insight the mobility patterns of this group and the distance covered by
these participants ranged from 7 to 28 kilometers which is another measure of their

mobility (Wilson et al., 2008).

2.2. Participation in Daily Life

2.2.1 Frequency of Engagement

A cross-sectional study in 2019 was conducted in Switzerland by using Utrecht Scale for
Evaluation of Rehabilitation-Participation (USER-Participation) tool this study shows the
factors such as more severe SCI, higher age, being female, not having a partner and lower
educational level associated with lower participation. In this study specific activities with
high engagement levels are mentioned like domestic leisure activities 65.4% and
maintaining social relationships 76.1% (Gross-Hemmi et al., 2019). A Canadian study

conducted in 2016 where used structured telephone interviews using the PARA-SCI
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interview protocol the paper provides detailed results on the frequency and intensity of
daily physical activities among adults with spinal cord injury the adults with spinal cord
injury engage in an average time spent on daily activities is 127.92 + 142.79 minutes per
day, time spent on mild-intensity activities: 78.93 + 104.62 minutes per day, time spent
on moderate-intensity activities: 40.23 £ 68.71 minutes per day and time spent on heavy-

intensity activities: 8.75 + 24.53 minutes per day (Perrier et al., 2017).

2.2.2 Barriers to Participation

A cross-sectional study at United State with 3,162 individuals in 2017 shows
environmental barriers are negatively associated with social participation in individual
with SCI where the tools were Craig Hospital Inventory of Environmental Factors-Short
Form (CHIEF-SF) and Craig Handicap Assessment and Reporting Technique-Short Form
(CHART-SF). This study finding suggest that addressing assistance barriers could be a
key strategy to improve social participation among individual with SCI (Nicolas W. et al,
2017). A semi-structured interview in 2016 shows barriers to participation for SCI
individuals include physical environment, unsupportive social attitudes, and mental
health issues (Barclay et al., 2016). Another Denmark cross-sectional survey shows
physical limitations, time constraints and activity suitability are the main barriers to
participation in leisure-time activities among SCI people here the survey was conducted
between 479 participants (Skovbjerg et al., 2025). A semi-structured review in 2020
identified the five major categories of environmental barriers to travel participation for
people with SCI those categories are partial accessibility, systemic ignorance, travel

hassles, poor service performance and lack of support (Cole et al., 2022).
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2.2.3 Facilitators of Participation
In 2015 a systemic review of 23 studies shows adequate personal care assistance, social
support, specialized equipment, and occupational therapy input facilitate social and

community participation for SCI individuals (Barclay et al., 2015).

In 2010 at South Carolina conducted a study that identify facilitators of participation for
SCI individuals are most frequently found in the built environment (Newman, 2010). A
semi-structured in-depth interview was conducted at Yogyakarta Province, Indonesia in
2021 it shows the facilitators of participation for SCI individuals include perceived
importance of work and social participation, adaptations to disability conditions and
social support (Newman, 2010). Another semi-structured interviews shows that adequate
financial resources and social support from friends, family and peer mentors facilitate
social participation for SCI individual (Barclay et al., 2016). A study conducted at low
and middle income countries including Nepal, India, Nigeria, Indonesia, Zimbabwe and
Mongolia in 2021 shows that spirituality, family/friends support, self-efficacy and
resilience are identified as facilitators of participation for individual with SCI (Mohan &

Deb, 2021)

2.2.4 Satisfaction with Participation

A qualitative study conducted between 17 people in Nigeria at 2020 shows participation
with SCI reported dissatisfaction in sexual, marital and social aspect of life (Malomo et
al., 2020). On the other hand a cross-sectional study conducted in British Columbia
shows individual with SCI are generally satisfied with their participation outcomes

particularly in community, social and domestic life (Rushton et al., 2010). A study at
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Netherlands with 261 SCI peoples shows that disability management self-efficacy is
associated with higher participation and life satisfaction where use the University of
Washington Self-Efficacy Scale Short Form (UW-SES-6) as instrument and tool
(Cijsouw et al., 2017). Based on a review of 28 studies shows spirituality is positively
associated with life satisfaction and quality of life in individuals with SCI (Jones et al.,
2016). Another study conducted in 2020 shows that religiosity and spirituality may
positively impact mental well-being and satisfaction in SCI individuals (Serpanou et al.,

2020).

2.3 Depression in SCI

2.3.1 Prevalence

A cross-sectional study in Iran shows that 49.3% of participants had mild to severe
depression which indicating a high prevalence of depression in individual with SCI. The
prevalence of depression varied by time post-SCI with higher rates in the first year and
decreasing rates over time (Khazaeipour et al., 2015). Another meta-analysis in Iran at
2020 shows the prevalence of depression among SCI patients 22.6% is mild, 19.6% is
moderate and 12.1% is severe (Hatefi et al., 2019). A study used Centre for
Epidemiologic Studies Depression Scale (CSE-D) as it instrument tool and it was
conducted between 64 women with SCI where shows high prevalence (59.4%) of
depression among them and it associated with perceived stress and lack of social support
(Hughes et al., 2001). A systemic review study show approximately 30% of people with
SCI are at risk of depressive disorder during rehabilitation and 27% have raised

depressive symptoms in the community (Craig et al., 2009).
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2.3.2 Factor Associated with Depression

A cohort study at Southeast and Midwest conducted with 801 adults with SCI which
shows that health behaviors like pain medication use, activity levels and exercise and
demographic factors such as race, gender, age, and time since injury are significantly
associated with probable major depression in SCI individuals (Saunders et al., 2012). A
cross-sectional study in Iran between 134 adults with SCI shows that the factors
associated with higher probability of depression like being female, tetraplegia, suicidal
thoughts, low education level and specific family care (Khazaeipour et al., 2015). A
retrospective study with 2,256 participants at United States using Patient Health
Questionnaire-9 (PHQ-9) which identified specific factors associated wit a higher risk of
Major Depressive Disorder (MDD) at both 1- and 5-years post-injury including age,
employment status, bladder management and ASIA motor index score and at 5 years
post-injury additional factors such as sex and education level are noted to be associated

with MDD (Arango-Lasprilla et al., 2011).

2.3.3 Impact on Depression on Quality of Life

A cross-sectional study conducted in Sweden shows that over 55 years and mental
disorders negatively affect work participation in men with traumatic spinal cord injury
(\Valtonen et al.,, 2006). A study conducted in Southern California with 134 SCI
participants this study highlights that depression is a significant barrier to achieving
higher Quality of Life (QOL) and also shows addressing depression is crucial for
improving QOL in SCI individuals (Kemp et al., 2014). A cross-sectional study between
134 participants shows that depression is highly prevalent in SCI individuals affecting

quality of life (Khazaeipour et al., 2015). A cross-sectional study conducted in Turkey
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where the participants were 140 patients with SCI shows presence of chronic pain was
associated with higher depression ratings measured by Beck Depression Inventory (BDI)
the BDI scores were correlated with several domains of the SF-36, which assesses quality
of life. Specifically, these correlations were negative, indicating that higher depression

scores were associated with lower quality of life (Ataoglu et al., 2013).

2.4 Key Gap of the Study

e Most research on participation and depression among persons with SCI has been
conducted in high-income countries. Due to socio-cultural and economic
differences, these findings cannot be directly generalized to the Bangladeshi
context.

¢ Many studies have examined participation or depression separately with limited research
exploring their interrelationship alongside socio-demographic and injury-related factors
within a single framework.

e Findings on factors such as age, gender, injury severity, employment, and mobility
remain inconsistent and standardized tools like USER-P and PHQ-9 have not been widely
applied among community-dwelling persons with SCI in Bangladesh indicating the need

for context-specific evidence.
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CHAPTER I1l: METHODS & MATERIALS

3.1 Study Question, Aim & Obijective:

3.1.1 study Question

How is the daily life participation and depression and relation between participation &

depression among person with SCI after rehabilitation?

3.1.2 Aim
To evaluate the level of daily life participation and severity of depression among person
with SCI after rehabilitation and to find out the relationship between participation and

depression.

3.1.3 Objectives

e To describe the socio-demographic characteristics of the participants.

e To assess the level of daily life participation (frequency of participation,
restriction of participation and satisfaction of participation) among the person
with SCI after rehabilitation.

e To find out the severity of depression among the person with SCI after
rehabilitation.

e To identify the factors associated with daily life participation and severity of
depression

e To explore the relationship between daily life participation and depression.
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3.2 Study Design

3.2.1 Study Method

The researcher used a quantitative study design to evaluate the participation in daily life
and its associated factors in person with SCI after rehabilitation. The researcher used this
method because quantitative research methods are designed to be objective and unbiased.
It allowing for generalizability to larger populations and widely used in various fields
(Hasan, 2024). Quantitative research methods are used to obtain accurate and reliable

measurements for statistical analysis (Downey et al., 2017).

3.2.2 Study Approach

In this study, the researcher used a cross-sectional approach. A cross-sectional study was
chosen because the nature of cross-sectional studies as observational studies that analyze
data at a single point in time. Cross-sectional studies are less expensive and easier to
conduct and which is a practical advantage in research planning (Mulyani, 2024). Cross-
sectional studies provides a snapshot of the current situation and the advantages of cross-

sectional studies include being cheaper, faster and to perform with no recall bias and

cene



3.2.3 Conceptual Framework

ICF-Based Conceptual Framework for Participation and depression in Person with

SCI:

The ICF is useful for identifying and evaluating participation problems in SCI

rehabilitation particularly for reintegration into community life (Rauch et al., 2010).

Health Condition

Body function & structure

(Depressed mood,
anhedonia, fatigue, sleep
disturbance, difficulty in
concentration), UTI.
Structure: Upper & lower

Participation-

Functions: Motor Using public
impairment, pain, pressure wheelchair mobility, transportation,
ulcer, bowel-bladder work &

dysfunction, depression employment,

family & civic

roles, community
involvement,

leisure activities

|

[

I
1

Environmental factors
family support,
accessibility, services

Personal factors
Gender, age, income,
employment status, education,
marital status, family type
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3.3 Study Setting and Period
3.3.1 Study Setting
Living area of people with spinal cord injury in the community. The researcher conducted

this study in Urban, semi-urban & rural areas some of the division of Bangladesh.

3.3.2 Study period
The period of the study was June 2025 to December 2025, and the data collection period

was from August 2025 to September 2025.

3.4 Study Participant
3.4.1 Study Population
Study population was the people with spinal cord injury living in community of and

completed their in-patient rehabilitation service from CRP.

3.4.2 Sample Size
For calculating Sample size: the investigator used the principle of sample size

determination:

n=z2.pg/r2. Sample size was estimated for this study according to the following formula-

95% confidence interval and 5% sampling error.

Here, the confidence interval is (z) = 1.96 and the sampling error (r) = 0.05 precise
number of people with spinal cord injury was unknown as well as prevalence of was

assumed p=0.5, where g= 0.5 (1-p) and then the sample size (n) it was stand for:

n=(1.96)°x05x05
(0.05)%
= 0.9604/0.0025
= 384.16
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According to this equation, the sample should be 384 participants. After matching the
inclusion and exclusion criteria within a short period of time, the researcher reached 126

participants.

3.4.3 Sampling Techniques

Convenience sampling technique used to conduct this study. In convenience sampling,
participants are selected based on their availability and willingness to take part (Wang &
Cheng, 2020). The student researcher selected convenience sampling because the study
had some inclusion and exclusion criteria and collected data based on participant's
availability and their willingness. Therefore, convenience sampling is the most suitable

sampling technique to select the participants for this study.

3.4.4 Inclusion and Exclusion Criteria

Inclusion Criteria

e Traumatic and non-traumatic people with SCI including both male and female
e The age of people with SCI at least 18 years old
e Take rehabilitation service from CRP

e Community living experience minimum 3 month

Exclusion Criteria

e Physically ill like having of typhoid, jaundice, pneumonia, severe fever for this
reason unable to talk and give their information.

e Participants who have non-verbal communication
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3.5 Ethical Consideration
The researcher maintained ethical considerations according to the Helsinki Act‘s 2014

guidelines:

3.5.1 Ethical Clearance
The researcher took permission from the Institutional Ethical Review Board of
Bangladesh Health Professions Institute (BHPI) through the Department of Occupational

Therapy. The IRB number is: CRP BHPI/IRB/07/2025/1120 (Please See Appendix- A).

3.5.2 Informed Consent

All the participants were informed about the purpose and aim of the study. The researcher
took consent forms from the participants. The participants participated voluntarily (Please
See Appendix- B). The participants got an opportunity to ask questions before the

interview started.

3.5.3 Unequal relationship
The researcher gathered data using a standardized questionnaire, and the participants
completed it independently. This approach eliminated potential bias, ensuring a balanced

power relationship.

3.5.4 Risk and Beneficence
Participation in this study did not involve risk and beneficence. There was no monetary

or any other benefit involved in this study.
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3.5.5 Confidentiality

The researcher was highly concerned about keeping the participants' information
confidential. Their names, identities, and other personal details were only shared with the
supervisor, which was clearly mentioned in the information sheet. Furthermore, any
identifiable information about the participants would not be disclosed for future purposes
like reports, publications, conferences, or discussions. The participants were informed

about all of the confidential issues through an information sheet.

3.6 Data Collection Process
3.6.1 Participant Recruitment Process:

Figure 3.6.1

Overview of the participant recruitment process

| Obtained permission from the rehabilitation wing CRP I

Through the research and evaluation department to access the SCI database
of the CBR department

Collected an initial list of SCI persons who recieved rehabilitation service
from CRP

Take the general information from the form

| Check the valid contact number I

Finally collected the data from person with SCI over the phone
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3.6.2 Data Collection Method

The researcher conducted a telephone survey to gather data from participants because all

the participants live in communities in different regions. So, it was not easy to reach the

participants for face-to-face interviews. Telephone surveys are widely used for cost-

effective and timely data collection (Sripriya et al., 2012).

3.6.3 Data Collection Instrument

Structured questionnaire for demographic data. The Researcher used the
demographic information sheet to collect data (Please see Appendix -E).

Utrecht Scale for Evaluation of Rehabilitation-Participation (USER-Participation)
The USER-Participation is a self-report questionnaire of 32 items with 3 separate
scales: Frequency, Restrictions, and Satisfaction. The Frequency scale consists of
11 items, 4 items on vocational activities and 7 items on leisure and social
activities. The 4 items on vocational activities address the number of hours spent
per week, and are scored on a 6-point ordinal scale from 0 (not at all) to 5 (36 h or
more). The 7 items on leisure and social activities address the frequency in the
last 4 weeks scoring from 0 (not at all) to 5 (19 times or more). The Restrictions
scale consists of 11 items that address activities that may be restricted by their
health condition. The perceived difficulty in performing the activity is rated on a
4-point scale, ranging from 0 (not possible at all) to 3 (no difficulty at all). If any
item is not relevant to the person or the restrictions are not related to the person’s
health status, the option “not applicable” is available. The Satisfaction scale
consists of 10 items on satisfaction with vocational, leisure and social activities.

Items are rated on a scale from O (not satisfied at all) to 5 (very satisfied). For the
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items on vocational activities and partner relationship a “not applicable” option is
available. The sum score of each scale is based on all applicable items and is
converted to a 0-100 scale, with higher scores indicating better participation
(more time spent/ higher frequency, less restrictions, higher satisfaction). There is
no total USER-Participation score aggregating the scores from each scale. (Mader
et al., 2016)

e The Patient Health Questionnaire (PHQ-9). The PHQ-9 is a self-report measure
that asks subjects how often they have been bothered by the following problems
in the past 2 weeks: (1) little pleasure or interest in doing things; (2) feeling down,
depressed, or hope less; (3) sleeping too little or too much; (4) feeling tired or
having little energy; (5) poor appetite or overeating; (6) feelings of worthlessness
or guilt; (7) concentration problems; (8) psychomotor retardation or agitation; and
(9) thoughts of suicide. Subjects were asked to rate how often each symptom
occurred: 0 (not at all), 1 (several days), 2 (more than half the days), or 3 (nearly
every day). First and most commonly, the PHQ-9 can be summarized by the sum
of the 9-item scores, ranging from 0 to 27 (Bombardier et al., 2012). The severity
was calculated based on the PHQ-9 scale score distribution as mentioned; 0-4
minimal depression, 5-9 mild depression, 10-14 moderate depression, 15-19

moderately severe depression, and 20-27 severe depression (Arafat et al., 2018).

3.6.4 Field Test
The researcher translated the questionnaire into Bengali, the native language of
Bangladesh, with the help of a supervisor and a volunteer who was an expert in formal

Bengali writing. The researcher conducted the field test with two persons with
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disabilities. Through this field test, some changes were fixed later, which helped to

maintain the question ‘s quality.

3.7 Data management and Analysis

e The data were analysed using the latest software, Statistical Package for Social
Science (SPSS).

e Descriptive data were analysed by simple frequency distribution (mean, standard
deviation, percentage).

e An inferential statistical test was performed to find out the association (such as
normality test, independent t test, One way ANOVA test, and Linear regression)

e Cross tabulation was used to determine the difference between the dependent and
independent variables. The statistically significant difference was set at a 95 %

confidence interval (CI).

3.8 Quality Control and Quality Assurance

During the study period, Quality control and quality assurance were strictly maintained.
The researcher chose an appropriate study design that best suited the aim and objectives
of this study. The researcher followed the five stages of the data management cycle to
ensure the quality of the data. 126 persons with disabilities participated in this study. The
researcher shared participants with an information sheet explaining the aim, objective,
and purpose of the study during a phone call. To ensure the safety and security of all the
documents were photocopied and kept as soft copies of documents by scanning. The data
was placed into a Statistical Program for Social Sciences (SPSS) file with each question

as a variable to set up the database for analysis. Additionally, these files were stored in
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Google Drive with strong passwords to ensure high security, preventing unauthorized
access. All data were archived in Google Drive for future reference. The researcher and
supervisor emphasized the importance of this archival process. They decided to destroy

the data after five years to ensure safety, as the data might not be usable after that period.
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CHAPTER VI: RESULT

This section provides a statistical analysis of the findings. The findings of the study have

been analyzed and represented by using table in a systematic way.

Table 4.1

sociodemographic characteristics among respondents

Socio-demographic Frequency Percentage
Variable Category n=126 (%)
Gender Male 99 78.6
Female 27 214
18 - 45 88 69.8
Age in years 46 -65 38 30.2
Mean= 38.9, SD= 12.057, Minimum=18, Maximum=65
Joint family 105 83.3
Family type Single family 17 135
Staying alone 4 3.2
1-4 68 54.0
Family members 4-8 55 43.7
>8 3 2.4
Mean=4.53, SD=1.59, Minimum=1, Maximum=13
Self-employed 21 16.7
(Business, Shop)
Day labor 21 16.7
Agriculture 5 4.0
Occupation before Govt. job 5 4.0
injury Private job 24 19
Student 22 175
Home 14 111
making/housewife
Unemployment 4 3.2
Others 10 7.9
Self-employment 19 15.1
(Business, Shop)
Occupation after Agriculture 3 2.4
rehabilitation Govt. job 5 4.0
Private job 8 6.3
Student 8.7

11 )
Home 14 11.1
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making/housewife

Unemployment 60 47.6

Others 6 4.8

<16000 20 15.9

Family income before 16000 - 30000 49 38.9
injury >30000 57 45.2

Mean=42976.19, SD=37399.778, Minimum=4000,
Maximum=200000Tk

<16000 67 53.2
Family income after 16000 - 30000 32 25.4
injury >30000 27 214

Mean=25855.36, SD=33558.849, Minimum=2000,
Maximum=300000Tk

Iliterate 16 12.7

Primary education 46 36.5

Educational level Secondary education 32 25.4
Higher secondary 15 11.9

Bachelor or above 17 13.5

Married 72 57.1

Marital status Unmarried/single 39 31.0
Separated/divorced 8 6.3

Widowed 7 5.6

Rural 58 46.0

Living area Urban 33 26.2
Semi-urban 35 27.8

Table 4.1 presents the socio-demographic and clinical characteristics of the 126
respondents with spinal cord injury (SCI). The majority of the participants were male
78.6% (n=99), while females constituted 21.4% (n=27). The age of the participants
ranged from 18 to 65 years with a mean age of 38.9 years (SD £12.06). Most respondents
69.8% (n=88) were between 18-45 years. Regarding family type most participants lived
in joint families 83.3% (n=105) followed by single family structures 13.5% (n=17) while
3.2% (n=4) were living alone. More than half 54.0% (n=68) had 1-4 family members and
the mean family size was 4.53 (SD £1.59). Before injury participants were involved in a

variety of occupations. Private job holders 19.0% (n=24), students 17.5% (n=22), day
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laborers 16.7% (n=21), and self-employed individuals 16.7% (n=21) were the most
common groups. However, after rehabilitation the unemployment rate increased sharply
with nearly half of the participants 47.6% (n=60) reporting no engagement in income-
generating activities. A smaller proportion continued as homemakers 11.1% (n=14),
students 8.7% (n=11), private job holders 6.3% (n=8), and self-employed workers 15.1%
(n=19). Family income also demonstrated a marked reduction after injury. Before injury
45.2% (n=57) earned more than 30,000 BDT per month. After injury only 21.4% (n=27)
remained in this income range while more than half 53.2% (n=67) reported earning less
than 16,000 BDT per month. The mean family income before injury was 42,976.19 BDT
(SD +37,399.77) which declined to 25,855.36 BDT (SD %33,558.85) after injury.
Educational background showed that 36.5% (n=46) completed primary education while
25.4% (n=32) had secondary education and 13.5% (n=17) completed a bachelor’s degree
or higher. More than half of the respondents were married 57.1% (n=72) while 31.0%
(n=39) were unmarried. Regarding place of residence 46.0% (n=58) lived in rural areas,

27.8% (n=35) in semi-urban, and 26.2% (n=33) in urban settings.
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Distribution of respondents regarding Spinal Cord Injury
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Socio-demographic Frequency Percentage
Variable Category n=126 (%)
Traumatic 112 88.9
Fall from high 42 33.3
Road traffic accident 50 39.7
(RTA)

Causes of injury Carrying load on head 7 5.6
Struck by object 9 7.1
Other traumatic 3 2.4
Non-traumatic 14 11.1
Tuberculous spondylitis 2 1.6

(TB) spine
Spinal tumor 5 4.0
Other non-traumatic 8 6.3
Traumatic 112 88.9
Type of injury Non-traumatic 14 11.1
Complete 32 25.4
Severity of injury Incomplete 94 74.6
Paraplegia 72 57.1
Types of paralysis Tetraplegia 54 42.9
1-4 86 68.3
Rehabilitation time (months) >4 40 31.7

Mean=4.18 SD=1.891, Minimum=1, Maximum=14

Stay community after
rehabilitation (years)

1-5

89

70.6

>5

37

294

Mean=51.00, SD=32.421, Minimum=3, Maximum=120

\ocational training for Yes 16 12.7
income generates after No 110 87.3
rehabilitation

Walking 22 17.5
- To walk depending on 17 13.5

Mobility status something or someone

else

Wheelchair dependent 87 69.0
Secondary complications No complication 56 44.4
Pressure ulcer 22 17.5
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Pain 27 21.4

UTI 9 7.1
Respiratory infection 8 6.3
Other 4 3.2

The table 4.2 presents the majority of injuries were traumatic 88.9% (n=112), mostly
caused by road traffic accidents and falls; non-traumatic injuries accounted for 11.1%
(n=14). In terms of clinical characteristics, 57.1% (n=72) had paraplegia and 42.9%
(n=54) had tetraplegia. Regarding severity, most participants 74.6%, (n=94) had
incomplete SCI, whereas 25.4% (n=32) had complete injury. most participants received
rehabilitation for 1-4 months 68.3% (n=86), with a mean rehabilitation duration of 4.18
months (SD *1.89). After discharge, the majority 70.6% (n=89) had stayed in the
community for 1-5 years. Mobility status revealed that the majority of the participants
were wheelchair-dependent 69.0% (n=87). Additionally, 17.5% (n=22) could walk
independently, while 13.5% (n=17) required support for ambulation. Only a small
proportion 12.7% (n=16) reported receiving vocational training for income generation
after rehabilitation. Secondary complications were reported by more than half of the
participants. Pain was the most common complication 21.4% (n=27), followed by
pressure ulcers 17.5% (n=22), and respiratory problems 10.3% (n=13). However, 44.4%

(n=56) reported no secondary complications.



33

4.3 Level of Participation

Figure 4.1

87.30%

90.00% 61.90%
80.00% 54%
46%
70.00%
60.00% 38.10%
50.00%
40.00% 12.70%
30.00%
20.00%
10.00% -9

0.00%

Lower Higher Higher Less Lower Higher
frequency frequency restriction restriction satisfaction satisfaction

Frequency of Restriction of Satisfaction of
participation participation participation

Figure 4.1 represent the level of participation among the participants. Three types of
participation frequency of participation, restriction of participation and satisfaction of
participation and each have two categories including lower/less and higher. The results
shows that 87.3%, (n=110) participants have lower participation frequency and 12.70%
(n=16) have higher participation frequency. The distribution of restriction presented
54.0% (n=68) participants experienced higher restriction of participation while 46.0%
(n=58) experienced less restriction. A total of 61.9% (n =78) participants reported higher

satisfaction whereas 38.1% (n=48) participants expressed lower satisfaction.
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4.4 Severity of depression

Figure 4.2

43.70%

]

50.00%
40.00%
30.00%
20.00%
10.00%

0.00%

27%

18.30%
' 7.10%
4%
=) =y

Minimal Mild Moderate Moderately Severe
depression depression depression  severe depression
(0-4) (5-9) (10-14) depression (20-27)

(15-19)

Severity of Depression
Figure 4.2 represent the severity of depression among the participants. Severity of
depression divided into five categories with its score minimal (0-4), mild (5-9), moderate
(10-14), moderately severe (15-19), severe (20-27). The result shows between 126
participants 43.70% (n=55) were in minimal depression, 27% (n=34) mild depression,
18.30% (n=23) moderate depression, 7.1% (n=9) moderately severe and 4% (n=5) severe

depression.
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Table 4.5

Group difference analysis (bivariate) with USER-P (frequency and satisfaction of

participation) scores

Frequency & Satisfaction of

Variable Participation
Mean+SD t/F P
value
Gender Male 21.5+7.7 3.273  0.001
Female 16.3+4.96
Severity of Injury Complete 17.81+6.45 -2.270  0.025
Incomplete 21.24+7.67
Self-employed (Business, 21.29+7.988
Shop)
Day labor 17.4346.870
Agriculture 19.8045.413
Occupation before Govt. job 21.60+7.824 2.633 0.011
injury Private job 20.42+8.410
Student 24.59+5.405
Home making/Housewife 14.86+7.047
Unemployment 20.50+5.038
Others 22.60+5.413
Self-employed (Business, 24.79+6.042
Shop)
Agriculture 24.33+6.658
Govt. job 23.00+3.536
Occupation after Private job 29.38+9.441  6.086  0.001
rehabilitation Student 22.36+5.988
Home making/Housewife 15.43+5.445
Unemployment 17.93+7.088
Others 22.50+3.271
Family income <16000 15.70+7.399  7.551  0.001
before injury 16000 - 30000 19.59+6.782
>30000 22.68+7.359
Family income <16000 18.42+7.035 5.452  0.005
after 16000 - 30000 21.9747.119
rehabilitation >30000 23.33£7.942
Rural 17.76+6.819  7.298  0.001
Living area Urban 23.06+7.504
Semi-urban 22.17+7.378
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Table 4.5 represents the group mean difference in participation of frequency and
satisfaction scores within the gender, severity of injury, occupation before injury,
occupation after rehabilitation, family income before injury, family income after
rehabilitation, living area. This table shows that the mean score of participation was
significantly higher among participants who are male, incomplete SCI, students or self-
employed before injury, business/self-employment and private job after rehabilitation,
greater than 30000 BDT per month for both before injury and after rehabilitation, and

whose from Urban area.

Table 4.6

Mann Whitney U Test for group differences analysis with restriction of participation

Variable Category Frequency Restriction of Participation
n=126 Mean rank A p-value
Age in years 18-45 88 69.57 -2.843 0.004
46-65 38 49.45
Severity of injury Complete 32 46.52 -3.050 0.002
Incomplete 94 69.28

Table 4.6 represents Mann Whitney U test results (dependent variable is restriction of
participation. Independent variables are age in years with two levels 18-45, 46-65 and
severity of injury with two levels complete, incomplete). The p value of chi square test is
0.004 which means the restriction of participation among the respondents who is 18-45
years and who is 46-65 years. The p value of chi square test is 0.002 which means the
restriction of participation among the respondents who is complete injury and who is

incomplete injury.
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Table 4.7

Linear regression assessing the association between age in years and Restriction of

participation

Predictor Restriction of participation
B 95%(ClI) P
Age in years Unstandardized Coefficient value
18-45 Reference
46-65 -1.990 (-3.329, -.652) 0.004

Table 4.7 in regression output, age in years 46-65 is associated with 1.990 times lower
the USER-P score that means higher restriction of participation. It is statistically

significant with a range of -3.329 to -.652 and p value is 0.004.

Table 4.8

Linear regression assessing the association between severity of injury and Restriction of

participation

Predictor Restriction of participation
Severity of injury B 95%(Cl) P
Unstandardized Coefficient value
Complete Reference
Incomplete 2.348 (.949, 3.748) 0.001

Table 4.8 in regression output, severity of injury incomplete is associated with 2.348
times higher the USER-P score that means lower restriction of participation. It is

statistically significant with a range of .949 to 3.748 and p value is 0.001.



Table 4.9
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Kruskal-Wallis H test for group differences analysis with restriction of participation

Variable Category Frequency Restriction of Participation
n=126 Mean X2 df P

Rank value

Self-employed 19 87.13
(Business, Shop)

Occupation Agriculture 3 82.00 26.824 7 0.000
after Govt. job 5 70.00
rehabilitation Private job 8 94.25
Student 11 74.55
Home 14 51.82

making/Housewife

Unemployment 60 49.61
Others 6 78.92

Family income <16000 20 42.98 9502 2 0.009
before injury 16000 - 30000 49 62.01
>30000 57 71.98

Walking 22 87.91 17232 2 <0.001
To walk depending 17 76.94

Mobility status on something or
someone else
Wheelchair 87 54.70
dependent

Table 4.9 shows the Kruskal-Wallis test reveals a statistically significant difference in

restriction of participation across occupation after rehabilitation groups (p-value=0.000),

family income before injury groups (p-value=0.009) and mobility status groups (p-

value=0.000 which are <0.05).
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Table 4.10

Linear regression assessing the association between occupation after rehabilitation and

Restriction of participation

Predictor Restriction of participation
B 95%(Cl) P
Occupation after rehabilitation Unstandardized Coefficient value
Self-employed (Business, Shop) Reference
Agriculture -.211 (-4.235, 3.814) 918
Govt. job -1.074 (-3.244, 1.097) 329
Private job .301 (-1.064, 1.666) 663
Student -.484 (-1.466, .498) 331
Homemaking/Housewife -1.077 (-1.831, -.310) .006
Unemployment -1.077 (-1.564, -.590) .000
Others -.240 (-.999, .518) 532

Table 4.10 in regression output, occupation of homemaking/housewife 1.077 times lower
the USER-P score that means higher restriction of participation. It is statistically
significant with a range of -1.831 to -.310 and p value is 0.006. Occupation of
unemployment 1.077 times lower the USER-P score which indicates higher restriction of
participation it is statistically significant with a range of -1.564 to -.590 and p value is

0.001.
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Table4.11

Linear regression assessing the association between family income before injury and

Restriction of participation

Predictor Restriction of participation
Family income before injury B 95%(ClI) P
Unstandardized Coefficient value
<16000 Reference
16000 - 30000 1.773 (-.053, 3.600) 0.057
>30000 1.897 (.704, 3.090) 0.002

Table 4.11 in regression output, Family income before injury greater than 30000 is
associated with 1.897 times higher the USER-P score that means lower restriction of
participation. It is statistically significant with a range of .704 to 3.090 and p value is

0.002.

Table 4.12
Linear regression assessing the association between mobility status and Restriction of

participation

Predictor Restriction of participation
B 95%(Cl) P
Mobility status Unstandardized value
Coefficient
Walking Reference
To walk depending on something or someone else -1.432 (-3.573, .710) 0.188
Wheelchair dependent -2.280 (-3.335, -1.225)  0.001

Table 4.12 in regression output, being wheelchair dependent 2.280 times lower the
USER-P score that means lower restriction of participation. It is statistically significant

with a range of -3.335 to -1.225 and p value is 0.001.



Table 4.13

Kruskal-Wallis test for group differences analysis with severity of depression
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Variable Category Frequency Severity of Depression

n=126 Mean X2 df Pvalue
Rank

Self-employed 19 4153 15461 7 0.031

(Business, Shop)
Agriculture 3 56.67
Govt. job 5 48.10
Occupation after Private job 8 72.25
rehabilitation Student 11 57.05
Home 14 58.04
making/Housewife

Unemployment 60 74.68
Others 6 50.50

Family income <16000 20 91.60 15990 2 0.001
before injury 16000 - 30000 49 63.36
>30000 57 53.76

Family income <16000 67 73.28 10563 2  0.005
after 16000 - 30000 32 54.56
rehabilitation >30000 27 49.83

No complication 56 51.02 14616 5 0.012
Pressure ulcer 22 79.14
Secondary Pain 27 74.20
complication at UTI 9 55.72
present Respiratory 8 72.88

infection

Others 4 78.75

If you checked Not difficult at all 83 50.21 37.173 3 <0.001
off any problems  Somewhat difficult 30 81.52
between the Very difficult 8 111.88
questions of Extremely difficult 5 98.60

PHQ-9, how
difficult have
those problems
made it for you
to do your work,
take care of
things at home,
or get along with
other people?
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Table 4.13 shows the Kruskal-Wallis test reveals a statistically significant difference in
Severity of depression across occupation after rehabilitation groups (p-value=0.031),
family income before injury groups (p-value=0.001), Secondary complication at present
groups (p-value=0.012) and also reveals a statistically significant difference in severity of
depression across difficulty to do the work, take care of things at home or get along with

other people (p-value=0.001), which are <0.005.

Table 4.14

Linear regression assessing the association between family income after rehabilitation

and severity of depression

Predictor Severity of depression
Family income after rehabilitation B 95%(Cl) P
Unstandardized Coefficient value
<16000 Reference
16000 - 30000 -1.417 (-2.618, -.216) 0.021
>30000 -1.218 (-2.067--.368) 0.005

Table 4.14 in regression output, Family income after rehabilitation between 16000-30000
is associated with 1.417 times lower the PHQ-9 score that means lower severity of
depression. It is statistically significant with a range of -2.618 to -.216 and p value is
0.021. Family income after rehabilitation greater than 30000 is associated with 1.218
times lower the PHQ-9 score that means lower severity of depression. It is statistically

significant with a range of -2.067 to -.368 and p value is 0.005.



43

Table 4.15

Linear regression assessing the association between secondary complication at present

and severity of depression

Predictor Severity of depression
B 95%(ClI) P
Secondary complication at present Unstandardized Coefficient value
No complication Reference
Pressure ulcer 2.347(.962, 3.733) 0.001
Pain 1.157 (.297, 2.017) 0.009
UTI 0.099 (-.890, 1.088) 0.843
Respiratory infection 0.657 (-.175, 1.490) 0.121
Others 1.006 (.056, 1.956) 0.038

Table 4.15 in regression output, pressure ulcer of secondary complication is associated
with 2.347 times higher the PHQ-9 score that indicates higher severity of depression. It is
statistically significant with a range of .962 to 3.733 and p value is 0.001. Also, the pain
of secondary complication is associated with 1.157 times higher the PHQ-9 score that
indicates higher severity of depression. It is statistically significant with a range of .297 to
2.017 and p value is 0.009. Some participants have other secondary complication
(convulsion, burning sensation, trigger finger, DQT) which also associated with 1.006
times higher in PHQ-9 score which is indicates higher severity of depression. It is

statistically significant with a range of .056 to 1.956 and p value is 0.038.
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Table 4.16

Linear regression assessing the association between If you checked off any problems
between the questions of PHQ-9, how difficult have those problems made it for you to do

your work, take care of things at home, or get along with other people? and severity of

depression
Predictor Severity of depression
If you checked off any problems between the B 95%(Cl) P
questions of PHQ-9, how difficult have those Unstandardized value
problems made it for you to do your work, take Coefficient
care of things at home, or get along with other
people?
Not difficult at all Reference
Somewhat difficult 2.232 (1.206, 3.259) 0.001
Very difficult 3.424 (2.235, 4.614) 0.001
Extremely difficult 2.449 (1.340, 3.559) 0.001

Table 4.16 in regression output, shows participants who reported their problem as
somewhat difficult, very difficult, and extremely difficult is associated with 2.232, 3.424
and 2.449 times higher the PHQ-9 score respectively that indicates higher severity of
depression and all category are statistically significant with a range of 1.206 to 3.259,
2.235 to 4.614 and 1.340 to 3.559 with the p value of 0.001, 0.001 and 0.001 for each

category.
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Table 4.17

Mann Whitney U test group differences analysis with severity of depression

Variable Category Frequency Severity of Depression
n=126 Mean Z p-value
rank
Severity of Complete 32 46.52 -3.050 0.002
injury Incomplete 94 69.28

Table 4.17 the table represents Mann Whitney U test results (dependent variable is
severity of depression and independent variable is severity of injury with two levels —
complete, incomplete). The p value is 0.002 which indicates significant differences in

severity of depression between who is complete injury and who is incomplete injury.

Table 4.18

Linear regression assessing the association between severity of injury and severity of
depression

Predictor Severity of Depression
B 95%(Cl) P
Severity of injury Unstandardized value
Coefficient
Complete Reference
Incomplete -1.328 (-2.491, -.165)  0.026

Table 4.18 in regression output, severity of injury incomplete is associated with 1.328
times lower the PHQ-9 score that means lower severity of depression. It is statistically

significant with a range of -2.495 to -.165 and p value is 0.026.



Table 4.19

Mann Whitney U test for group differences analysis with severity of depression
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Variables Category Frequency Severity of Depression
n=126 Mean A p-value
rank
Frequency of Higher 16 36.69 -3.153 0.002
participation frequency
Lower 110 67.40
frequency
Restriction of Higher 68 76.31 -4.276 0.001
participation restriction
Less restriction 58 48.48
Satisfaction of Higher 78 89.73 -6.344 0.001
participation Satisfaction
Lower 48 47.36

satisfaction

Table 4.16 represents Mann Whitney U test results (dependent variable is severity of

depression. Independent variables are frequency of participation with two levels higher

frequency and lower frequency, restriction of participation with two levels higher

restriction and less restriction and satisfaction of participation with two levels higher

satisfaction and lower satisfaction). This table reveals the statistically significant

difference in severity of depression across frequency of participation (p-value = 0.002),

restriction of participation (p-value = 0.001), satisfaction of participation (p-value =

0.001), which are <0.05).
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Pearson correlation matrix
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1 2 3 4 5 6 7 8 9 10
1. Age 1
2. Family members .042 1
3. Family income before injury 73 .009 1
4. Family income after injury 129 -.059 .652 1
5. Rehabilitation time in time in month -.019 119 246 -.029 1
6. Stay in community after discharge in month 170 021 156 176" -.023 1
7. Frequency of participation -.224" .045 241" 301" -.050 130 1
8. Restriction of participation -.209" -112 150 124 -.123 148 7717 1
9. Satisfaction of participation -.224" .045 241 .301™ -.050 130 1.0007" 7717 1
10. Severity of depression .022 .019 -274™ -198"  -.097 .014  -505™ -538" -.505™ 1

Note: **p<0.01, *p<0.05. 1=Age in years, 2=Family member, 3=Family income before injury, 4=Family income after injury,

5=Rehabilitation time in month, 6= Stay in community after discharge in month, 7=Frequency of participation, 8=Restriction of

participation, 9=Satisfaction of participation, 10=Severity of injury.
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Table 4.20 shows Pearson’s correlation among the frequency of participation, restriction
of participation, satisfaction of participation, severity of depression, rehabilitation time in
month, stay in community after discharge in month, family member, family income
before injury, family income after rehabilitation and age. The result indicates a weak
negative correlation among the frequency of participation and age which was statistically
significant (r = -.224, p < 0.05), restriction of participation and age which was
statistically significant (r = -.209, p < 0.05) also shows a weak negative correlation
among satisfaction of participation and age which was statistically significant (r = -.224,

p < 0.05).

Severity of depression shows a weak negative correlation with frequency of participation
and restriction of participation which were statistically significant where (r = -.505, p <

0.001; r = -.538, p < 0.001).

Table 4.21

Linear regression analysis predicting the frequency of participation, restriction of

participation and age in years towards the participation

Participation

Predictor Frequency of participation Restriction of participation
B (95% CI) P value B (95% CI) P value
Unadjusted Unadjusted

Ageinyears  -140(-247 —-032) 012  -125(-228—-021)  .019

Table 4.21 shows the linear regression analysis, using this variable which was statistically
significant in Pearson correlation. The predictor factor of frequency of participation were
age in years (OR= -.140, p<0.012) this result indicates that frequency of participation

increased by .140 when age decreased by one point. On the other hand, the predictor
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factor of restriction of participation were age in years (OR= -.125, p<0.019) which is

indicates restriction decreased by .125 when age decreased by one point.

Table 4.22

Linear regression assessing the association among frequency of participation, restriction

of participation and severity of depression

Severity of depression

Predictor Unadjusted Adjusted
B (ClI) SE P- B (CI) SE P-
value value
FreqL:cency -392 (-511 —-273) .060 .001 -172(-353—.009) .092 .062
0

participation

Restriction  -437 (-559 —-.315) .062 .001 -298(-.488 —-.109) .096 .002
of

participation

Table 4.22 The regression coefficient indicates that a one-point increase in the Frequency
of participation and restriction of participation score is associated with (.392, .437) times
decrease in PHQ-9 scores which means decreased in severity of depression and it is
statistically significant. The regression coefficient indicates that a one-point increase in
the restriction of participation score is indicated with (.298) decrease in PHQ-9 scores

which means decrease in severity of depression and it is statistically significant.
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CHAPTER V: DISCUSSION

The present study aimed to evaluate daily life participation and depression among
persons with spinal cord injury (SCI) after completion of rehabilitation and to explore the
relationship between participation outcomes and depressive symptoms. This study is
important in the context of Bangladesh where evidence regarding long-term community
reintegration and mental health outcomes of persons with SCI remains limited. By
examining participation using the USER-P scale and depression using the PHQ-9 this
study provides a comprehensive understanding of both functional and psychological

outcomes after rehabilitation.

The socio-demographic characteristics of the participants reflect trends commonly
reported in SCI populations. The majority of participants were within the economically
productive age group, which aligns with previous research indicating that SCI frequently
affects younger adults. Younger age at injury has been associated with better
participation and life satisfaction (Post & Reinhardt, 2015). In the present study, although
younger participants demonstrated relatively better engagement in certain participation
domains age was not consistently associated with overall participation outcomes. This
variation may be explained by contextual factors specific to Bangladesh. Limited
employment opportunities, environmental inaccessibility and financial dependency may
reduce the advantage typically associated with younger age. Therefore, age alone may not
determine participation outcomes without supportive environmental and structural
conditions. Gender differences observed in this study partially correspond with existing

literature. Women with SCI have been reported to experience lower community
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integration and participation satisfaction (Barclay et al., 2016) and greater environmental
barriers have also been identified among women (Forchheimer et al., 2004a). Similarly,
female participants in this study demonstrated comparatively lower participation levels in
certain domains. In the Bangladeshi socio-cultural context, gender norms may further
restrict mobility and social engagement for women living with disability. However, the
association between gender and depression was not strongly evident in this study
compared to findings reported in other populations (Paper, 2015). This difference may
reflect the protective role of family support or cultural coping strategies within

Bangladeshi communities.

Regarding severity of injury, participants with tetraplegia and more severe lesions
experienced greater participation restrictions. Previous research has indicated that higher
injury severity increases difficulty in performing life habits (E & (, 2000) and is
associated with greater participation restrictions and reduced satisfaction (Report, 2021).
However, similar to findings from some international studies where injury severity did
not independently determine participation outcomes, the present study suggests that
neurological level alone does not fully explain participation variation. Within the
framework of the International Classification of Functioning, Disability and Health (ICF),
body structure impairment interacts dynamically with environmental and personal
factors. Access to assistive devices, family assistance, vocational opportunities, and
environmental accessibility may significantly modify the impact of injury severity on

participation.
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Employment status demonstrated a meaningful association with participation
outcomes. Participants engaged in employment or productive roles reported higher levels
of participation. Employment has been identified as a strong determinant of community
participation (Cole et al., 2022) and it contributes to identity, social interaction, and daily
structure (Schedin et al., 2016). However, employment rates in the present study appear
lower compared to global findings among persons with SCI (Marcel et al., 2026). In
Bangladesh, workplace inaccessibility, lack of inclusive employment policies, and social

stigma may limit opportunities for economic reintegration.

Mobility status also influenced participation outcomes. Individuals with greater
functional mobility reported better engagement in activities. Severe mobility-related
participation restrictions among persons with SCI have been previously documented
(Mahaveer et al., 2025). However, satisfaction with participation in this study was not
solely dependent on mobility type, suggesting that autonomy, environmental support, and
social inclusion play critical roles. According to the ICF model, mobility falls under the
activity domain, but its influence on participation depends largely on environmental

facilitators and barriers.

In relation to participation domains measured by USER-P, participants
demonstrated moderate engagement in domestic and social activities but reported
restrictions in broader community and work-related participation. Lower participation
levels associated with age and educational factors have also been reported in previous
research (Bychkovska et al., 2024). Environmental barriers negatively affecting social

participation have been widely documented (Nicolas W. Cortes-Penfield, Barbara W.
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Trautner & Halberstadt, 2017). In Bangladesh, infrastructural limitations, transportation
barriers, and limited community-based rehabilitation follow-up may further contribute to

participation restrictions.

The prevalence of depression observed in this study reflects a substantial
psychological burden among persons with SCI. Elevated depressive symptoms during
rehabilitation and community living have been reported in previous studies (Craig et al.,
2017). Considerable levels of mild to severe depression have also been documented in
other populations (Hatefi et al., 2019) with some studies reporting even higher prevalence
rates (Hughes et al., 2001). The comparatively moderate prevalence observed in this
study may be influenced by cultural factors affecting self-reporting or the presence of

strong family support systems in Bangladesh that provide emotional buffering.

A significant negative relationship was identified between participation and
depression. Participants who reported greater participation restrictions and lower
satisfaction also demonstrated higher PHQ-9 scores. Participation has been shown to
mediate the relationship between physical impairment and psychological well-being
(Hughes et al., 2001) and depression has been identified as a significant barrier to
achieving higher quality of life (Kemp et al., 2014). Within the ICF framework,
participation represents involvement in life situations, and limitations in this domain may
negatively influence mental health. The findings of this study therefore indicate that
participation is not merely a functional outcome but also a determinant of emotional well-

being.
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The relationship between participation and depression appears to be bidirectional.
Reduced engagement in meaningful roles may contribute to social isolation and
diminished self-worth, increasing vulnerability to depressive symptoms. Conversely,
depressive symptoms may reduce motivation and activity engagement, further limiting
participation. This interaction highlights the importance of addressing both physical and

psychological dimensions in long-term rehabilitation planning.

From an Occupational Therapy perspective, the findings emphasize the need for
participation-focused and community-based interventions following discharge from
rehabilitation services. Routine screening for depressive symptoms using standardized
tools such as the PHQ-9 should be incorporated into follow-up care. Vocational
rehabilitation, mobility training, environmental modification advocacy, and family-
centered interventions may enhance participation outcomes. Occupational therapists
should prioritize not only independence in basic activities but also meaningful role

engagement and psychosocial well-being.

In conclusion, this study contributes important context-specific evidence regarding
participation and depression among persons with SCI living in the community in
Bangladesh. While several findings are consistent with international literature, contextual
differences underscore the influence of socio-cultural and environmental factors. Guided
by the ICF framework, this study demonstrates that participation outcomes are shaped by
the interaction of body impairment, activity limitations, environmental barriers, and
personal factors. Addressing these interconnected dimensions is essential for improving

long-term rehabilitation outcomes and quality of life for persons with SCI in Bangladesh.
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CHAPTER VI: CONCLUSION

6.1 Strength and Limitations
6.1.1 Strength
e The data collection from participants and the data entry process was non-biased.
e The researcher could have a wide geographical variation of participants, as it was
a telephone survey.
e Data life cycle management was followed to maintain the quality of the data in
this study.
e To ensure data validity, all data used in this study destroyed after a certain period.
e This study is among the first in Bangladesh to simultaneously assess daily life
participation and depression among persons with SCI after rehabilitation using the
USER-P scale, thereby contributing new and valuable evidence to the field of SCI
rehabilitation research.
e This study's findings assist rehabilitation health professionals in creating a

comprehensive rehabilitation service plan for patients with spinal cord injury.

6.1.2 Limitations
e There are some limitations of the study. They are,
e There were multiple invalid phone numbers in the database, which restricted
reaching the overall population.
e Telephone interviews limited direct observation, relying fully on self-reported

information.
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e Cross-sectional design cannot determine causality, only find out associations.

e The sample size (n = 126) may limit generalizability and subgroup comparisons.

6.2 Practice Implication
6.2.1 Recommendations for Future Practice

e May strengthen community-based rehabilitation (CBR) follow-up services for
persons with SCI to improve participation in daily activities after discharge.

e Can improve accessibility and remove environmental barriers within
communities. Local authorities and NGOs can give support for wheelchair-
friendly roads, transportation options and accessible public facilities to promote
greater participation.

e May increase public awareness programs to reduce stigma related to disability
and mental health. Community education can enhance social acceptance and
encourage SCI individuals to take part in social and cultural activities.

e Can educate families/caregivers on supporting ADL performance, participation in
social roles and reducing activity restrictions at home and community settings.

e Can encourage policymakers to develop supportive national guidelines that
improve access to rehabilitation, financial support, disability rights and inclusive

participation opportunities.
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6.2.2 Recommendation for Further Research

Some research recommendations are as follows:

e Use longitudinal research designs to observe changes in participation and
depression over time, particularly during the transition from rehabilitation to long-
term community living.

e Use mixed-methods or qualitative studies to better understand personal
experiences, environmental barriers, stigma, and daily life challenges of people
with SCI in Bangladesh.

e Conduct studies with larger and more diverse sample sizes to enhance
generalizability

e Assess caregiver-related factors, including caregiver burden, knowledge, and
support, to determine how they influence the participation and mental health of

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

Information Sheet

Participants Information Sheet

Research Title: “Evaluation of Daily Life Participation among Person with SCI

after Rehabilitation: A Cross Sectional Study”

Name of the researcher: Md Anamul Hagae,

4th year, BSc in Occupational Therapy,

Bangladesh Health Professions Institute
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Part-1 Information Sheet:

Introduction:

I, Md Anamul Hagae, invite you to participate in the research. Before making a decision,
it is important to understand the purpose of the research and your role in it. Please take
the time to read the given information. Please ask me if you need any help after reading

this or if you need more information.

Background and Aim of this Research

I am Md Anamul Hagae, studying for a B.Sc. in Occupational Therapy at Bangladesh
Health Professionals Institute (BHPI), which is under the Medicine faculty of Dhaka
University, an academic institute of Centre for the Rehabilitation of the Paralysed (CRP).
As a part of the B.Sc. course curriculum, I am going to conduct a research activity under
the Assistant Professor and Course Coordinator, MSc in Occupational Therapy
department, Md. Habibur Rahman. The research topic is “Evaluation of daily life among
person with SCI after rehabilitation: A cross sectional study”. The aim of the study is to
assess the daily life participation among person with Spinal Cord Injury after
rehabilitation and factors which are associated with like depression, types of paralysis,

family income after rehabilitation, any other secondary complication at present etc.

What do you do to participate in the study?
| want to evaluate daily living participation and the relation between participation and
depression among people with spinal cord injuries after rehabilitation. This includes

answering questions about your socio-demographic factor, daily life participation
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frequency, restriction and satisfaction and some following problems you bothered in the

past 2 weeks. It will take about 25-30 minutes to complete answer all the questions.

Why are you invited to participate?

As the topic of my research is evaluation of daily life participation among people with
SCI in the daily living activities, so | invite the people with spinal cord injury living in
the community in Bangladesh. However, this study does not include individuals under 18
years of age, those with severe physical illness, and those who do not receive

rehabilitation services from CRP.

Will you have to participate?

Participation in the research is completely voluntary. Before participation consent should
be taken from participants. After the participants participate, they will be accounted to
answer all the questions. Participants will be given a consent withdrawal paper to cancel

their participation according to their wish within two weeks after conducting the survey.

What are the possible risks and opportunities of participation?

There is no direct opportunity for this participation that means participants will not get
any financial opportunity. Apart from this, there is no negative question in the scale.
Therefore, there is no physical or mental risk to participants. Don‘t worry about your
identity, it‘s request. Patient’s name, address will not be included in the data analysis

software to reduce the risk of uncover identity.
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Confidentialities of Information:

The Researcher will strictly maintain the secrecy of the research. The participant’s names
will only be cited in the consent paper, while codes will be used in the question paper to
maintain confidentiality. Only the related researcher and supervisor can know about it
directly. The information paper will be locked in a drawer, and the preservation of
electronics will be in Occupational Therapy Department of BHPI and personal laptop of

the researcher.

Information about Promotional Result:

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

electronic/ social media, conferences, and criticism.

Participant’s Fees:

There is no stimulus and remuneration for participation in this study.

Source of Funding to Manage Research:

The cost of this research will be spent entirely by the researcher‘s funds. This study will

be done in small areas and no money comes from an external source.

Information about Withdrawal from Participation:

Despite your consent, you can withdraw your participation within one week after giving
information without giving any explanation to the researcher. If the information can be
used after the cancellation, its permission will be mentioned in the participants

withdrawal letter (application only volunteer withdrawal).
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If you have any questions, you can contact at the given address.

If you have any questions about the research, you can ask me now or latter. If you wish to
ask a question later, you may contact any of the following: Md Anamul Hagae, B.Sc. in
Occupational Therapy, Bangladesh Health Professions Institute (BHPI), Session: 2020-
2021, E-mail: anamulot24@gmail.com, cell No: 01567883854 for further information
contact with my Supervisor Md. Habibur Rahman, Assistant Professor and Course
Coordinator MSc in  OT, Department of Occupational Therapy, E-mail:

habiburbhpi@gmail.com, Cell No: 01670896325, BHPI, CRP, Chapain, Savar, Dhaka.

Participant’s Withdrawal Form

(Applicable only for voluntary withdrawal)

Reason for withdrawal:

Whether permission to previous information is used?

Yes/No

Participant‘s Name:


mailto:anamulot24@gmail.com
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Consent Form

(Please read out to the participant)

Assalamualaikum. | am Md Anamul Hagae, 4" year BSc in Occupational Therapy
student, session: 2020-2021, Bangladesh Health Professions Institute, Medicine Faculty,
University of Dhaka. To fulfill my BSc course, | have to do a research project. My
research title is “Evaluation of daily life participation among person with SCI: A Cross
Sectional Study”. Study Aim is to assess the daily life participation among person with
Spinal Cord Injury after rehabilitation and factors which are associated with it. Data will
be gathered over the phone call. This will take approximately 25-30 minutes.

| am committed that the study will not harmful or risky for you and all information will
be confidential and in the event of any report or publication.

If you have any question about this study you can contact with the student researcher Md
Anamul hagae or Supervisor Md, Habibur Rahman (Assistant Professor and Course
Coordinator MSc in OT, Department of Occupational Therapy, BHPI, CRP, Chapain,
Dhaka-1343).

Have you any question before provide information?

Have you any question before provide information?

Yes[1 Noll

Am | get your permission for taking interview?

Yes[1 Noll

Signature & Date of Participant Mobile No of Participant Signature & date of Researcher
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Information Sheet, Consent and Withdrawal Consent Form (Bangla Version)
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Section-1: Socio-demographic part
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SL | Questions and filters Response | Code

1. | What is your gender? Male (1) Female (2)

2. | How old are you (in years)? Years

3. | How many members are there in your family? People

4. | In which type of family you live? Joint family 1
Single family 2
Staying alone 3

5. | What was your occupation before injury? Self-employed (Business, 1
Shop) 2
Day labor 3
Agriculture 4
Govt. job 5
Private job 6
Student 7
Home making/Housewife 8
Unemployment 9
Others (

6. | What is your Occupation after rehabilitation? | Self-employed (Business, 1
Shop) 2
Agriculture 3
Govt. job 4
Private job 5
Student 6
Home making/Housewife 7
Unemployment 8
Others ( )

7. | What is your family income before injury Taka

(BDT per month)?
8. | What is your family income after injury (BDT Taka
per month)?

9. | Rehabilitation time (in month) Month

10. | Staying community after discharge (in month) Month

11. | What is your educational level? Iliterate 1
Primary Education 2
Secondary Education 3
Higher Secondary 4




(0]
w

Bachelor or above

12.

What is your Marital status?

Married
Unmarried/single
Separated/divorced
widowed

13.

In which type of environment/area you live?

Rural
Urban
Semi-urban

14.

What is your mobility status?

Walking

To walk depending on
something or someone else
Wheelchair dependent

WNERFRPWNRERIRRWDN RO

15.

After rehabilitation from CRP, did you take
any vocational training for income

generation?

Yes
No

N -

14.

What is the types of your paralysis?

Paraplegia
Tetraplegia

15.

What is the severity of your injury?

Complete
Incomplete

16.

What is your American Spinal Injury
Association Impairment Scale (AIS)

classification?

ASIA A
ASIAB
ASIAC
ASIAD
ASIAE

17.

What is the causes of your injury?

Fall from high

Road traffic accident (RTA)
Carrying load on head
Struck by object

Other traumatic (

Tuberculous spondylitis (TB)

spine

Spinal tumor

Other non-traumatic
( )

)

O ~NOO O WNREFRPOPRRWNENENPE

20.

At present do you have any secondary

complications?

No complication

Pressure ulcer

Pain

UTI

Respiratory infection
Osteoporosis

Others ( )

~No ok, wWwN -
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Section-2 USER-P Questionnaire

Utrecht Scale for Evaluation of Rehabilitation-Participation Questionnaire (English
version)

This questionnaire is about your daily life and consists of four parts: (1A) how much
time you spend working, studying and attending to household duties, (1B) how often
you undertake certain activities, (2) whether you experience any limitations in your
daily life and (3) how satisfied you are with your daily life.

Please answer all the questions by circling the answer that best describes your
situation.

1A. How many hours per week do you usually spend on the following activities?

Explanation:
This is about a normal week, and holidays do nof count.
Piease do not include any traveiling time.

Plaase note: This is the number of hours per weak

Paid work

All forms of paid work, including work for More at all 1-8 0-16  17-24  25-35 36 hours
YO own busingss hours  hours  hours  hours o more
Unpaid work

I.f'r;l.'unmen'ng for 8 SEIEFE'I_].", mmmum'[_}r Mane at all 1-8 516 17-24  25-35 36 hours
centre, at school or any other voluntary hours  hours  hours  hours  or more
activities

Education

Only training courses laken in the Mone at all 18 8-16  17-24  25-35 36 hours
context of your paid work or to help you hours  Rours  howrs  hours  or mane
obtain paid work

Household duties

Such as: cooking, cleaning, shopping, Mare at all 1-8 016 17-24  25-35 36 hours
caring for or supervising children, DIY, hours  hours  hows  hours o mare

gardening afc



1B. How often have you undertaken the following activities in the last 4 weeks?

Explanation:
Example: if you have taken a walk twice a week, this is equivalent to eight times in four weeks
and you should therefore choose the category "6-10 times”.
Do not include any activity in more than one category.
Activities for work, school or household duties showid not be included here

Please mote: this is about the number of timas in the last four weeks

Sports or other physical exercise

Such as: tennis, cycling, gym, long walks 12 35 610 1118 19tmes

Please note: do not include e.g. cycling fo MEVEr  fimes times times times  ormore
work

Gaoing out .
Such as: eating out, visiting a cafe, cinema, Never 2 35 EBID1T-1E 13 lmes

) limes times times times  or mo
concert, alone or together with others s e ' e

Day trips and other outdoor activities
Such as: shopping, attending events, going Mewver
to the beach, church or mosgue

1-2 35 610 118 19times
limes  bmes  bmes  Umes or more

Leisure activities at home
Such as: crafts, neadiework, reading, Menver

puzzles, playing computer games

1-2 5 610 1118 19times
limes  Umes  Umes  Umes  or more

Going to visit family or friends Never 12 35 E1D 1118 19 tmes

limes  Gmes  Omes  Lmes  or more
Family or friends coming to visit at your Never 2 35 10 11418 19times
home limes Gmes Omes  Lmes  or more

Contacting others by phone or computer
Such as: talking on the phone, texting, e- Mever
mailing

1-2 35 610 1118 19times
limes  bmes  bmes  bmes o more

87



2. Does your illness or condition currently limit your daily life?

Explanation:

NA (not applicable): You do not take part in this activity, but this is not because of your condition.

Mot possible: You cannot not take part in this activity, and this is because of your condition.

With assistance: You perform this activity partly by yourself, but need assistance because of your

condition. Such as: a home help to perform heavy household duties, your family helps by taking you fo

places efc. This includes paid help and unpaid help from family or fnemds.

Diffieulty: If your condition means this activity is considerably more difficult for you.

Such as: it takes much mare time, you negd to rest halfway through an activity, you now do it less
frequently, for a shorter time or in & less taxing way.

Paid work, unpaid work or education

Household duties

Such as: cooxing, cleaning, shopping, taking care of

or supervising children, DIY, gardening

Outdoor mobility
Such as: dmang a car, travelling by bus or train,

cycling to work or going shopping, etc

Sports or other physical exercise
Such as: tennis, cycling, gym, long walks

Going out
Such as: eating oul, wsiting a cafe, the cinema, a
concert, alone or with others

Day trips and other outdoor activities

Such as: shopping, attending events, going to the
beach, church or mosgue

Leisure activities at home

Such as: craffs, needlework, reading. puzzies,
playing computer games

Your relationship with your partner
Such as: communication, sexuality

Going to visit family or friends

Family or friends coming to visit at your home

Contacting others by phone or computer
Such as: talking on the phone, texting, e-mailing

MA

MA

MA

MA

MA

MA

MA

MA

MA

MA

MA

Mol
possible

Mol

possible

Mot
possible

Mot
possible
Mot

possible

Mot
possible

Mot
possible

Mot
possible

Mot
possible

Mot
possible

Mot
possible

With
assistance

With

ASSElAnce

With
assislance

With
assislance

With
assislance

With
assistance

With
assislance

With

ASSIElANce

With
assislance

With
assistance

With
assislance

With
difficulty

With
difficulty

With
difficulty

With
difficulty
With

difficulty

With
difficulty

With
difficulty

With
diifficulty

With
difficulty

With
diifficulty

With
difficulty

Withiout
difficulty

Withiout
difficulty

Without
difficulty

Withiout
difficulty
Without

difficulty

Withiout
difficulty

Withioiut
difficulty

Withiout
difficulty

Withiout
difficulty

Withiout
difficulty

Withiout
difficulty



3. How satisfied are you with your current daily life?

Explanation:

- NA (not applicable): only enter this if you are unable to work or study or do not have partner.

Paid work, unpaid work or education
Please nole: complete for the most important
aclivity

Household duties

Such as: cooking, cleaning, shopping, (aking
care of or supervising children, DIY,
gardening

Outdoor mobility
Such as: driving a car, travelling by bus or
frain, cycling to work or going shopping, etc

Sports or other physical exercise
Such as: tennis, cycling, gym, long walks
Going out

Such as: ealing ouwl, visiting a cale, the
cinerma, a concert, alone or with offters
Day trips and other outdoor activities
Such as: shopping, atlending events, going to
the beach, church or mosgque

Leisure activities at home

Such as: crafts, reading, computer

Your relationship with your partner

Your relationship with your family

Your contacts with friends and
acquaintances

Very
dissatished

Very
dissatishied

Vary
dissatishied

Very
dissatished

Vary
dissatrshiad

Very
dissatishied

Vary
dissatishied

Very
dissatishied

Very
dissatishied

Very
dissatished

Dissatislied

Dissatishied

Dissatisfied

Dissatislied

Dissatislied

Dissatislied

Dissatishied

Dissatislied

Dissatislied

Dissatislied

Neutral

Neutral

Neutral

Nautral

Neutral

Nautral

Neutral

Nautral

Nautral

Neutral

Satisfied

Satishied

Satisfied

Satisfied

Satisfied

Satisfied

Satishied

Satisfied

Satisfied

Satisfied

Wary
satisfied

Wary
satisfied

Wary
satisfied

Wary
satisfied

Wary
satisfied

Wary
satisfied

Wary
satisfied

Wary
satisfied

Wary
satisfied

Wary
satisfied

MNA

MA
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The Patient Health Questionnaire (PHQ-9) (English Version)

The Patient Health Questionnaire (PHQ-9)

Patient Name Date of Visit
Over the past 2 weeks, how often have Mot Several More Nearly
you been bothered by any of the At all Days Than Half Every
following problems? the Days Day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed or hopeless a 1 2 3
3. Trouble falling asleep, staying asleep, or 0 1 2 3
sleeping too much
4, FEEImg t|rEd or havmg ||1tle energ}r a 1 2 3
5. Pc:u:rr appente or u:ﬂ.rereatlng 0 1 2 3
G. FEEImg bad ahﬂut ycurself or that you're a a 1 2 3

failure or have let }fDIJFSEH or 1.r|:rur farn||1.r dDWI‘i

7. Trc:uhle concemratmg on thmgs Such as a 1 2 3
readlng the nempaper or watchlng television

8. Mﬂvlng or Speaklng 50 slcnwlj,r that uther 0 1 2 3
people could have noticed. Or, the opposite -
being so fidgety or restless that you have
been moving around a lot more than usual

8. Thoughts that you would be better off dead a 1 2 3
or of hurting yourself in some way

Column Totals + +

Add Totals Together

10. If you checked off any problems, how difficult have those problems made it for you to
Do your work, take care of things at home, or get along with other people?
_| Notdifficult at all ] Somewhat difficult [ Very difficult [ Extremely difficult



The Patient Health Questionnaire (PHQ-9) (Bangla Version)

The Patient Health Questionnaire (Bangla Version)
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Appendix D: Supervision Contact Schedule

Bangladesh Health Professi Institute
Department of Occupational Therapy
4" Year B. Sc in Occupational Therapy

OT 401 Research Project

Thesis Supervisor- Student Contact; face to face or electronic and guidance record

Title of thesis: Evaluation of Daily Life Participation and Depression among Person with Spinal Cord Injury after
Rehabilitation.

Name of student: Md Anamul Haqac

Name and designation of thesis supervisor: Md. Habibur Rahman, Assistant Professor & Course Coordinator, MSc in OT
Department of Occupational Therapy

= Date Place Topic of discussion Duration | Comments of student Student’s Thesis
“E’ (Minutes/ signature sl{pcrvisur
£ 2 Hours) signature
|
1 25.05.25 BHPI Title, Aim, Objective, Scale 1 hour Got a clear concept
Office A’"“”““’( @/\/"’
Building
2 27.05.25 BHPI Proposal Presentation Guideline 1 hour Got a clear concept
Office AMVM»/ @"J
Building
3 01.06.25 BHPI Proposal Presentation Feedback 1 hour Got a clear concept
Office AV\N’\UJ
Building

4 104.06.25 BHPI Discussion about sample size. 1 hour Effective discussion T
Building data collection method M @\“/
5 107.06.25 BHPI Discussion about 2 hours Effective discussion
Buildi iodemographic questionnai Avewnsd i
uilding sociodemographic questionnaire /
6 |09.06.25 BHPI Feedback on socio-demographic | 2 hours Effective discussion 1 W | —
Building questionnaire n W
7 | 11.06.25 | Reddaway | Feedback on Bangla translation of | 1 hour Effective discussion
Hall the questionnaire AWVW"‘/ @ ‘,%
8 |14.06.25 BHPI Guideline on literature review 1 hour Got a clear idea
Building Avsnd /\/
9 | 21.06.25 BHPI Feedback on literature review 2 hours Got a clear idea “/ @&JA
Office A/\A\M r
Building >4
10 | 06.08.25 BHPI Guideline on data collection 2 hours Got a clear idea
Office ﬁv\ﬂ%w{ @/‘// "
Building = |
11 | 19.08.25 BHPI Discussion about data collection 2 hours Effective discussion
Office status AWD\WW( @?/ il
Building
12 | 30.08.25 BHPI Discussion about data entry and 3 hours Got a clear idea L~
Classroom data analysis A’V‘N""‘"’{ M
13 | 01.09.25 BHPI Variables set and data entry 3 hours Got a clear idea /{ —
Classroom guideline A’“‘”‘" W‘
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14 [ 10.11.25 BHPI Datae i
ntry on SPSS 3 hours Gol a clear idea r
Classroom Am\ww! @\I%f
IS i 1i1:31.25 BHPI Descripti i ’
ptive analysis 4 hours Got a clear concept L
Classroom ’ Mw“'( @//
16 | 12.11.25 BHPI Feedback on descriptive analysis | 4 hours Got a clear concept L
Classroom and result writing A“ AM
17 | 13.11.25 BHPI Discussion on inferential statistics | 4 hours Effective discussion AW«’VW'{ r
Classroom /
18 | 16.11.25 BHPI Discussion and feedback on 3 hours Got a clear concept u/ e
Classroom overall result writing A""‘W @/
19 | 23.11.25 BHPI Feedback on 1* draft 3 hours Got a clear concept @/\p/
Building Aol |
20 ‘
A
Note:

1. Appointment number will cover at least a total of 40 hours; applicable only for face to face contact with the supervisors.

2. Students will require submitting this completed record during submission your final thesis.
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