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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 

questionnaire, 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.
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CHAPTER I: INTRODUCTION 

 

1.1 Background 

SCI 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 
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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 
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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. 
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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 

SCI 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 
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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% UI 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. 
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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 

 

 

 

 

 

  



7 
 

 
 

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 (Lundström 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 
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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 
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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 (Ataoǧlu et al., 2013). 

2.4 Key Gap of the Study 

• 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. 

• 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 III: METHODS & MATERIALS 

3.1 Study Question, Aim & Objective:   

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  

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

• 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. 

• To find out the severity of depression among the person with SCI after 

rehabilitation. 

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

depression 

• 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 

representative samples (Grujičić & Nikolić, 2021). 
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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  

                     (SCI) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Body function & structure 

Functions: Motor 

impairment, pain, pressure 

ulcer, bowel-bladder 

dysfunction, depression 

(Depressed mood,  

anhedonia, fatigue, sleep 

disturbance, difficulty in 

concentration), UTI. 

Structure: Upper & lower 

body. 

 

Personal factors 

Gender, age, income, 

employment status, education, 

marital status, family type 

 

Activities 

Transfers, 

wheelchair mobility, 

self-care 

 

Participation- 

Using public 

transportation, 

work & 

employment, 

family & civic 

roles, community 

involvement, 

leisure activities 

 

Environmental factors 

family support, 

accessibility, services 
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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.pq/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 q= 0.5 (1-p) and then the sample size (n) it was stand for: 
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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 

• Traumatic and non-traumatic people with SCI including both male and female 

• The age of people with SCI at least 18 years old 

• Take rehabilitation service from CRP 

• Community living experience minimum 3 month 

Exclusion Criteria 

• Physically ill like having of typhoid, jaundice, pneumonia, severe fever for this 

reason unable to talk and give their information. 

• 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

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

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 0 (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) 

• 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 

• The data were analysed using the latest software, Statistical Package for Social 

Science (SPSS). 

• Descriptive data were analysed by simple frequency distribution (mean, standard 

deviation, percentage). 

• 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) 

• 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  

n=126 

Percentage  

(%) Variable Category 

Gender Male 99 78.6 

Female 27 21.4 

 

Age in years 

18 - 45 88 69.8 

46 -65 38 30.2 

Mean= 38.9, SD= 12.057, Minimum=18, Maximum=65 

 

Family type 

Joint family 105 83.3 

Single family 17 13.5 

Staying alone 4 3.2 

 

Family members 

1 - 4 68 54.0 

4 - 8 55 43.7 

>8 3 2.4 

Mean=4.53, SD=1.59, Minimum=1, Maximum=13 

 

 

 

 

Occupation before 

injury 

Self-employed 

(Business, Shop) 

21 16.7 

Day labor 21 16.7 

Agriculture 5 4.0 

Govt. job 5 4.0 

Private job 24 19 

Student 22 17.5 

Home 

making/housewife 

14 11.1 

Unemployment 4 3.2 

Others 10 7.9 

 

 

Occupation after 

rehabilitation 

Self-employment 

(Business, Shop) 

19 15.1 

Agriculture 3 2.4 

Govt. job 5 4.0 

Private job 8 6.3 

Student 11 8.7 

Home 14 11.1 



29 
 

 
 

making/housewife 

Unemployment 60 47.6 

Others 6 4.8 

 

Family income before 

injury 

<16000 20 15.9 

16000 - 30000 49 38.9 

>30000 57 45.2 

Mean=42976.19, SD=37399.778, Minimum=4000, 

Maximum=200000Tk 

 

Family income after 

injury 

<16000 67 53.2 

16000 - 30000 32 25.4 

>30000 27 21.4 

Mean=25855.36, SD=33558.849, Minimum=2000, 

Maximum=300000Tk 

 

 

Educational level 

Illiterate 16 12.7 

Primary education 46 36.5 

Secondary education 32 25.4 

Higher secondary 15 11.9 

Bachelor or above 17 13.5 

 

Marital status 

Married 72 57.1 

Unmarried/single 39 31.0 

Separated/divorced 8 6.3 

Widowed 7 5.6 

 

Living area 

Rural 58 46.0 

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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Table 4.2 

Distribution of respondents regarding Spinal Cord Injury  

Socio-demographic Frequency 

n=126 

Percentage  

(%) Variable Category 

 

 

 

 

 

Causes of injury 

Traumatic 112 88.9 

Fall from high 42 33.3 

Road traffic accident 

(RTA) 

50 39.7 

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 

(TB) spine 

2 1.6 

Spinal tumor 5 4.0 

Other non-traumatic 8 6.3 

 

Type of injury 

 

Traumatic 112 88.9 

Non-traumatic 14 11.1 

 

Severity of injury 

Complete 32 25.4 

Incomplete 94 74.6 

 

Types of paralysis 

Paraplegia 72 57.1 

Tetraplegia 54 42.9 

 

Rehabilitation time (months) 

1 - 4 86 68.3 

>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 29.4 

 

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

Vocational training for 

income generates after 

rehabilitation 

Yes 16 12.7 

No 110 87.3 

 

 

Mobility status 

Walking 22 17.5 

To walk depending on 

something or someone 

else 

17 13.5 

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. 
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4.3 Level of Participation 

Figure 4.1 

 

 

 

 

 

 

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 

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 

 

Variable 

Frequency & Satisfaction of 

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 

 

 

 

 

Occupation before 

injury 

Self-employed (Business, 

Shop) 

21.29±7.988  

 

 

 

2.633 

 

 

 

 

0.011 

Day labor 17.43±6.870 

Agriculture 19.80±5.413 

Govt. job 21.60±7.824 

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 

 

 

 

 

Occupation after 

rehabilitation 

Self-employed (Business, 

Shop) 

24.79±6.042  

 

 

 

6.086 

 

 

 

 

0.001 

Agriculture 24.33±6.658 

Govt. job 23.00±3.536 

Private job 29.38±9.441 

Student 22.36±5.988 

Home making/Housewife 15.43±5.445 

Unemployment 17.93±7.088 

Others 22.50±3.271 

Family income 

before injury 

<16000 15.70±7.399 7.551 0.001 

16000 - 30000 19.59±6.782 

>30000 22.68±7.359 

Family income 

after 

rehabilitation 

<16000 18.42±7.035 5.452 0.005 

16000 - 30000 21.97±7.119 

>30000 23.33±7.942 

 

Living area 

Rural 17.76±6.819 7.298 0.001 

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 

n=126 

Restriction of Participation 

Mean rank Z 

 

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 

 

Age in years 

B 95%(CI) 

Unstandardized Coefficient 

P 

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%(CI) 

Unstandardized Coefficient 

P 

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. 
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Table 4.9 

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

Variable Category Frequency 

n=126 

Restriction of Participation 

Mean 

Rank 
Ⲭ 2 df P 

value 

 

 

Occupation 

after 

rehabilitation 

Self-employed 

(Business, Shop) 

19 87.13  

 

26.824 

 

 

7 

 

 

0.000 Agriculture 3 82.00 

Govt. job 5 70.00 

Private job 8 94.25 

Student 11 74.55 

Home 

making/Housewife 

14 51.82 

Unemployment 60 49.61 

Others 6 78.92 

Family income 

before injury 

<16000 20 42.98 9.502 2 0.009 

16000 - 30000 49 62.01 

>30000 57 71.98 

 

 

Mobility status 

Walking 22 87.91 17.232 2 <0.001 

To walk depending 

on something or 

someone else 

17 76.94 

Wheelchair 

dependent 

87 54.70 

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 

 

Occupation after rehabilitation 

B 95%(CI) 

Unstandardized Coefficient 

P 

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%(CI) 

Unstandardized Coefficient 

P 

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 

 

Mobility status 

B 95%(CI) 

Unstandardized 

Coefficient 

P 

value 

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.  
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Table 4.13 

Kruskal-Wallis test for group differences analysis with severity of depression 

Variable Category Frequency 

n=126 

Severity of Depression 

Mean 

Rank 
Ⲭ 2  df P value 

 

 

 

 

Occupation after 

rehabilitation 

Self-employed 

(Business, Shop) 

19 41.53 15.461 7 0.031 

Agriculture 3 56.67 

Govt. job 5 48.10 

Private job 8 72.25 

Student 11 57.05 

Home 

making/Housewife 

14 58.04 

Unemployment 60 74.68 

Others 6 50.50 

Family income 

before injury 

<16000 20 91.60 15.990 2 0.001 

16000 - 30000 49 63.36 

>30000 57 53.76 

Family income 

after 

rehabilitation 

<16000 67 73.28 10.563 2 0.005 

16000 - 30000 32 54.56 

>30000 27 49.83 

 

 

Secondary 

complication at 

present 

No complication 56 51.02 14.616 5 0.012 

Pressure ulcer 22 79.14 

Pain 27 74.20 

UTI 9 55.72 

Respiratory 

infection 

8 72.88 

Others 4 78.75 

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? 

Not difficult at all 83 50.21 37.173 3 <0.001 

Somewhat difficult 30 81.52 

Very difficult 8 111.88 

Extremely difficult 5 98.60 
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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%(CI) 

Unstandardized Coefficient 

P 

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. 
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Table 4.15 

Linear regression assessing the association between secondary complication at present 

and severity of depression 

Predictor Severity of depression 

 

Secondary complication at present 

B 95%(CI) 

Unstandardized Coefficient 

P 

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 

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? 

B 95%(CI) 

Unstandardized 

Coefficient 

P 

value 

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 

n=126 

Severity of Depression 

Mean 

rank 

Z 

 

p-value 

Severity of 

injury 

Complete 32 46.52 -3.050 0.002 

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 

 

Severity of injury 

B 95%(CI) 

Unstandardized 

Coefficient 

P 

value 

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. 
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Table 4.19 

Mann Whitney U test for group differences analysis with severity of depression 

Variables  Category Frequency 

n=126 

Severity of Depression 

Mean 

rank 

Z 

 

p-value 

Frequency of 

participation 

Higher 

frequency 

16 36.69 

 

-3.153 0.002 

Lower 

frequency 

110 67.40 

Restriction of 

participation 

Higher 

restriction 

68 76.31 - 4.276 0.001 

Less restriction 58 48.48 

Satisfaction of 

participation 

Higher 

Satisfaction 

78 89.73 -6.344 0.001 

Lower 

satisfaction 

48 47.36 

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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Table 4.20  

Pearson correlation matrix 

 1 2 3 4 5 6 7 8 9 10 

1. Age 1          

2. Family members .042 1         

3. Family income before injury .173 .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 .771** 1   

9. Satisfaction of participation -.224* .045 .241** .301** -.050 .130 1.000** .771** 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) 

Unadjusted 

P value B (95% CI) 

Unadjusted 

P value 

Age in years -.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 

 

Predictor 

Severity of depression 

Unadjusted Adjusted 

B (CI) SE P-

value 

B (CI) SE P-

value 

Frequency 

of 

participation 

 

-.392 (-.511 — -.273) .060 .001 -.172 (-.353 — .009) .092 .062 

Restriction 

of 

participation 

 

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

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 



51 
 

 
 

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 (Œ & Œ, 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 

• The data collection from participants and the data entry process was non-biased. 

• The researcher could have a wide geographical variation of participants, as it was 

a telephone survey. 

• Data life cycle management was followed to maintain the quality of the data in 

this study. 

• To ensure data validity, all data used in this study destroyed after a certain period. 

• 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. 

• 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 

• There are some limitations of the study. They are, 

• There were multiple invalid phone numbers in the database, which restricted 

reaching the overall population. 

• Telephone interviews limited direct observation, relying fully on self-reported 

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

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

6.2 Practice Implication 

6.2.1 Recommendations for Future Practice 

• May strengthen community-based rehabilitation (CBR) follow-up services for 

persons with SCI to improve participation in daily activities after discharge. 

• 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. 

• 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. 

• Can educate families/caregivers on supporting ADL performance, participation in 

social roles and reducing activity restrictions at home and community settings. 

• 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: 

• Use longitudinal research designs to observe changes in participation and 

depression over time, particularly during the transition from rehabilitation to long-

term community living. 

• Use mixed-methods or qualitative studies to better understand personal 

experiences, environmental barriers, stigma, and daily life challenges of people 

with SCI in Bangladesh. 

• Conduct studies with larger and more diverse sample sizes to enhance 

generalizability 

• 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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Appendix B  

Information Sheet, Consent and Withdrawal Consent Form (English Version)  

Bangladesh Institute of Health Professions (BHPI)  
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CRP, Chapain, Savar, Dhaka-1343  
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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 Haqae,  

4th year, BSc in Occupational Therapy, 

 Bangladesh Health Professions Institute 

Call: 01567883854 

Email: anamulot24@gmail.com 

Supervisor: Md. Habibur Rahman 

Assistant Professor and Course Coordinator, MSc in OT 

Department of Occupational Therapy 

Bangladesh Health Professions Institute 

CRP, Savar, Dhaka-1343, Bangladesh 

 Email: habiburbhpi@gmail.com 
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Part-1 Information Sheet: 

Introduction: 

I, Md Anamul Haqae, 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 Haqae, 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?  

I 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 I 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 participant‘s 

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 Haqae, 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. I am Md Anamul Haqae, 4th year BSc in Occupational Therapy 

student, session: 2020-2021, Bangladesh Health Professions Institute, Medicine Faculty, 

University of Dhaka. To fulfill my BSc course, I 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. 

I 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 haqae 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⬜     No⬜ 

Am I get your permission for taking interview?  

Yes⬜     No⬜ 

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) 

Information Sheet(Bangla) 

evsjv‡`k †nj_ cª‡dkbm Bbw÷wUDU (weGBPwcAvB)  

Ak y‡ckbvj †_ivwc wefvM 

wmAviwc, Pvcb, mvfvi, XvKv-1343  

M‡elYvi wk‡ivbvg: মেরুদণ্ডে আঘাতপ্রাপ্ত ব্যক্তিণ্ডদর দদনক্তিন জীবণ্ডনর মূল্যায়ন: এ ক্রস-মসকণ্ড ানাল 

স্টাক্তি 

M‡elক: মো: এনামুল হক, 4_© el©, weGmwm Bb Aky‡ckbvj †_ivwc, Aky‡ckbvj †_ivwc wefvM, 

weGBPwcAvB, †mkb: 2020-2021   

ZË¡veavqK: মোোঃ হাক্তববুর রহোন, সহকারী অধ্যাপক এবং মকাস স মকা-অরক্তিণ্ডনটর এে এস ক্তস ইন 

Ak y‡ckbvj †_ivwc wefvM,  weGBPwcAvB, wmAviwc, চাপাইন, mvfvi, XvKv-1343     

B‡gBj: habiburbhpi@gmail.com 

পর্ব- ১ তথ্যপত্র  

f~wgKv    

Avwg মো: এনামুল হক, Avcbv‡K Avgvi M‡elYvq AskMªn‡Yi Rb¨ Avgš¿Y Rvbv‡Z PvB| M‡elYvq 

AskMªn‡Yi Av‡M Avcbv‡K Gi D‡Ïk¨ Ges G‡Z Avcbvi f~wgKv m¤ú‡K© eyS‡Z n‡e| `qv K‡I 

wb‡Pi Z_¨¸‡jv g‡bv‡hvMmnKv‡I coyb| covi c‡I †Kv‡bv cªkœ _vK‡j ev AwZwi³ Z_¨ cª‡qvRb 

n‡j Avgv‡K wRÁvmv Ki‡Z cv‡ib|  

M‡elYvi প্রেক্ষাপট I D‡Ïk¨   

Avwg : মো: এনামুল হক, evsjv‡`k †nj_ cª‡dkbm Bbw÷wUD‡U (weGBPwcAvB) Ak y‡ckbvj 

†_ivwc‡Z weGmwm Aa¨qb KiwQ, hv XvKv wek¦we`¨vj‡qi †gwWwmb Abyl‡`I Aax‡b cwiPvwjZ Ges 
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GwU c¨vivjvBmW e¨w³‡`I cybe©vmb †K› ª̀ (wmAviwc)-Gi GকwU GKv‡WwgK cªwZôvb| Avgvi 

GKv‡WwgK †Kv‡m©I Ask wn‡m‡e Avwg GkwU M‡elYv cwiPvjbv KiwQ| M‡elYvi wk‡ivbvg n‡jv 

Òমেরুদণ্ডে আঘাতপ্রাপ্ত ব্যক্তিণ্ডদর দদনক্তিন জীবণ্ডনর মূল্যায়ন: এ ক্রস-মসকণ্ড ানাল স্টাক্তি” । 

এই গণ্ডবষণার উণ্ডেশ্য হণ্ডলা মেরুদণ্ডে আঘাতপ্রাপ্ত (SCI) ব্যক্তিণ্ডদর কে সজীবণ্ডন সমৃ্পিতার স্তর এবং তা 

তাণ্ডদর দদনক্তিন জীবণ্ডনর সীোবদ্ধতা, সন্তুক্তির ও োনক্তসকভাণ্ডব তাণ্ডদর উপর কী ধরণ্ডনর প্রভাব মেণ্ডল তা 

ক্তনধ সারণ করা। M‡elYvwU ZË¡veavqK: মোোঃ মোোঃ হাক্তববুর রহোন, সহকারী অধ্যাপক এবং মকাস স মকা-

অরক্তিণ্ডনটর এে এস ক্তস ইন Aky‡ckbvj †_ivwc wefvM, weGBPwcAvB, wmAviwc, mvfvi, XvKv-

1343|  

M‡elYvq Kxfv‡e AskMªnY Ki‡eb?   

আমি জানতে চাই, মিরুদতে আঘােপ্রাপ্ত ব্যক্তিরা কীভাতব্ কাতজর সতে যুি আতেন। এর িতযয 

মব্েনভুি কাজ, মেচ্ছাতসব্ািূলক কাজ, পডাত ানা, দদনক্তিন কাজকতি ে অং গ্রহণ এব্ং এসতব্র 

প্রমে োতদর সন্তুষ্টি মকিন এব্ং মব্গে ২ সপ্তাতহ মকান সিসার কারতন কেটা মব্রি মব্ায 

কতরতেন —এই মব্ষয়গুতলা মনতয় মকেু প্রশ্ন থাকতব্ । প্রশ্নগুতলার উত্তর মদতে প্রায় ২৫ মথতক ৩০ 

মিমনট সিয় লাগতব্, এব্ং অং গ্রহণকারীতদর সকল প্রতশ্নর উত্তর মদওয়া প্রতয়াজন।  

Avcbv‡K †Kb AskMªn‡Yi Rb¨ Avgš¿Y Rvbv‡bv n‡q‡Q?  

আোর গণ্ডবষণার ক্তবষয় হণ্ডলা -বাংলাণ্ডদণ্ড  কক্তেউক্তনটিণ্ডত বসবাসরত মেরুদণ্ডে আঘাতপ্রাপ্ত ব্যক্তিণ্ডদর 

মপ াগত সেয় ব্যবহাণ্ডরর ধরন। তাই আক্তে বাংলাণ্ডদণ্ড র কক্তেউক্তনটিণ্ডত বসবাসরত মেরুদণ্ডে আঘাতপ্রাপ্ত 

ব্যক্তিণ্ডদর এই গণ্ডবষণায় অং গ্রহণ্ডণর জন্য আেন্ত্রণ জানাক্তি।  

Avcbv‡K wK AskMªnY Ki‡ZB n‡e? 

এই গণ্ডবষণায় অং গ্রহণ সম্পূণ স মেিামূলক। অং গ্রহণ্ডণর আণ্ডগ অং গ্রহণকারীণ্ডদর সম্মক্তত মনওয়া 

হণ্ডব। একবার মকউ অং গ্রহণ করণ্ডল, তাণ্ডক সকল প্রণ্ডের উত্তর ক্তদণ্ডত হণ্ডব। তণ্ডব, অং গ্রহণকারীণ্ডদর 

ইিা অনুযায়ী তারা জক্তরণ্ডপর দুই সপ্তাণ্ডহর েণ্ডধ্য অং গ্রহণ বাক্ততল করণ্ডত পারণ্ডবন। এ জন্য তাণ্ডদর একটি 

সম্মক্তত প্রতযাহারপত্র মদওয়া হণ্ডব। 
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AskMªn‡Y Kx ai‡bi SyuwK I my‡hvM i‡q‡Q? 

এই গতব্ষণায় অং গ্রহতণর িাযযতি অং গ্রহণকারীরা মকাতনা আমথ েক সুতযাগ-সুমব্যা পাতব্ন না। 

এোডাও, প্রশ্নপতে মকাতনা মনমেব্াচক ব্া সংতব্দন ীল প্রশ্ন মনই, োই এতে অং গ্রহণকারীতদর 

 ারীমরক ব্া িানমসক মকাতনা ঝুুঁ মক মনই। আপনার অং গ্রহণ আিাতদরতক কমিউমনষ্টটতে 

ব্সব্াসরে মিরুদতে আঘােপ্রাপ্ত ব্যক্তিতদর কি েসম্পৃিো সম্পতকে ভাতলাভাতব্ ব্ঝুতে সাহাযয 

করতব্, যা ভমব্ষযতে অনযতদর জনয উন্নয়তন অব্দান রাখতে পাতর। 

Avcbvi AskMªnY wK †Mvcb ivLv n‡e?   

গতব্ষক এই গতব্ষণার মগাপনীয়ো কত ারভাতব্ রক্ষা করতব্ন। অং গ্রহণকারীতদর নাি শুযুিাে 

সম্মমেপতে উতেখ থাকতব্, আর প্রশ্নপতে একষ্টট মকাড ব্যব্হার করা হতব্ যাতে ব্যক্তিগে েথয 

মগাপন থাতক। শুযুিাে সংমিি গতব্ষক এব্ং সপুারভাইজার এই েথয সম্পতকে সরাসমর জানতে 

পারতব্ন। েথযপে একষ্টট মনরাপদ ড্রয়াতর সংরক্ষণ করা হতব্, এব্ং ইতলকট্রমনক মডটা 

মব্এইচমপআই-এর অকুতপ নাল মথরামপ মব্ভাগ ও গতব্ষতকর ব্যক্তিগে লযাপটতপ সংরমক্ষে 

থাকতব্। 

‡h‡Kv‡bv cª‡kœi Rb¨ †hvMv‡hvM Kiæb: 

M‡elK: মো: এনামুল হক, evsjv‡`k †nj_ cª‡dkbm Bbw÷wUD‡U  (weGBPwcAvB), weGmwm Bb 

Ak y‡ckbvj †_ivwc  ‡mkb: 2020-21 wmAviwc, mvfvi, XvKv-1343, 

B‡gBj:anamulot24@gmail.com   ‡hvMv‡hvM: ০১৫৬৭৮৮৩৮৫৪  

ZË¡veavqK: মোোঃ হাক্তববুর রহোন সহকারী অধ্যাপক, Ak y‡ckbvj †_ivwc wefvM wmAviwc, mvfvi, 

XvKv-1343, B‡gBj: habiburbhpi@gmail.com, ‡hvMv‡hvM: 01670896325 

 

mailto:habiburbhpi@gmail.com
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Withdrawal of Consent Form (Bangla) 

Avwg,------------------------------------ (AskMªnYKvix), wbwðZ KiwQ †h Avwg GB M‡elYv 

†_‡K Avgvi mKj Z_¨ cªZ¨vnvi Ki‡Z B”QyK| GB Aby‡ivawU Z_¨ we‡kølY m¤úbœ nIqvi Av‡M 

Kiv n‡q‡Q Ges Avwg wbwðZ KiwQ †h Avgvi †Kv‡bv Z_¨ M‡elYvi †Kv‡bv As‡k e¨envi ev 

AšÍf©y³ Kiv n‡e bv| AbyMªn K‡i wbwðZ Kiæb †h Avgvi AskMªnY m¤úwK©Z mKj †iKW© 

wbivc`fv‡e AcmviY Kiv n‡q‡Q Ges Avgvi wm×všÍ‡K m¤ú~Y©fv‡e m¤§vb Kiv n‡q‡Q| Avwg GB 

wel‡q Avcbvi mnvbyf~wZ I mn‡hvwMZvi Rb¨ K„ZÁ|  

AskMªnYKvixi bvg: -----------------------------------------------   

AskMªnYKvixi ¯̂v¶i/A½ywji Qvc: --------------------------------------  

ZvwiL: ----------------------------------  
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Consent Form (Bangla) 

Avmmvjvgy AvjvBKyg| Avwg মোোঃ এনামুল হক, XvKv wek¦we`¨vj‡q wPwKrmv Abyl‡`i Aax‡b evsjv‡`k †nj_ cª‡dkbm 

BÝwUwUD‡U we.Gm.wm Bb AKy‡ckbvj †_ivwc wefv‡Mi 4_© e‡l©i QvÎ wn‡m‡e (2020-২০21) †mk‡b Aa¨qbiZ AvwQ| Avgvi 

we.Gm.wm wWMªx m¤úbœ Ki‡Z, Avgv‡K GKwU M‡elYv cªKí cwiPvjbv Ki‡Z n‡e Ges GwU Avgvi Aa¨q‡bi GKwU Ask| 

Avgvi M‡elYvi wk‡ivbvg n‡jv "পুনব সাসন-পরবতী মেরুদণ্ডে আঘাতপ্রাপ্ত ব্যক্তিণ্ডদর দদনক্তিন জীবণ্ডন অং গ্রহণ্ডনর োত্রা: একটি ক্রস-

মসকণ্ড ানাল স্টাক্তি"| Avgvi M‡elYvi j¶¨ n‡jv - পুনব সাসন কায সক্রে ম ষ করার পর মেরুদণ্ডে আঘাতপ্রাপ্ত ব্যক্তিণ্ডদর দদনক্তিন 

জীবণ্ডনর অং গ্রহণ্ডণর োত্রা মূল্যায়ন করা| Avgvi M‡elYvi cªKíwU c~iY Ki‡Z, †WUv msMªn Kivi Rb¨ Avgvi Avcbvi KvQ 

†_‡K wKQy Z_¨ `iKvi| myZivs, Avcwb GB M‡elYvi GKRb m¤§vwbZ AskMªnYKvix n‡Z cv‡ib| মোণ্ডন K_v ejvi gva¨‡g 

Z_¨¸‡jv msMªn Kiv n‡e Ges K‡_vcK_‡bi mgq n‡e ২৫-৩০ wgwbU|  

Avwg Avcbv‡K Rvbv‡Z PvB †h GwU GKwU m¤ú~Y©iƒ‡c GKv‡WwgK Aa¨qb Ges Ab¨ †Kvb D‡Ï‡k¨ e¨envi Kiv n‡e bv| Avwg 

Avk¦vm w`w”Q †h mg Í̄ Z_¨ †Mvcb ivLv n‡e| Avcbvi AskMªnY †¯^”Qvq n‡e| ‡WUv msMª‡ni GK mßv‡ni g‡a¨ †h †Kvb mgq 

Avcbvi m¤§wZ cªZ¨vnvi Kivi AwaKvi _vK‡Z cv‡i| Z‡e †WUv msMª‡ni GK mßvn c‡i cªZ¨vnvi Ki‡Z cvi‡eb bv| 

GB M‡elYv m¤ú‡K© Avcbvi †Kvb cªkœ _vK‡j, Avcwb M‡elK মোোঃ এনামুল হক A_ev mycvifvBRvi মোোঃ হাক্তববুর রহোন 

(সহকারী অধ্যাপক এবং মকাস স সেন্বয়কারী, এেএসক্তস ইন অকুণ্ডপ নাল মেরাক্তপ, অকুণ্ডপ নাল মেরাক্তপ ক্তবভাগ, ক্তবএইচক্তপআই, 

ক্তসআরক্তপ-চাপাইন, সাভার, ঢাকা-১৩৪৩) Gi mv‡_ †hvMv‡hvM Ki‡Z cv‡ib| 

Z_¨ cª`vb ïiæ Kivi Av‡M Avcbvi †Kvb cªkœ Av‡Q? 

n¨vu       ☐        bv     ☐ 

Zvn‡j, B›UviwfD †bIqvi Ab¨ Avwg wK Avcbvi m¤§wZ †c‡Z cvwi? 

n¨vu       ☐        bv     ☐ 

AskMªnYKvixi ¯̂v¶i Ges ZvwiLt                    অং গ্রহণকারীর মোবাইল নং            Z_¨ msMª‡ni ¯̂v¶i Ges ZvwiLt  

 

-------------------------------                  -----------------------------------      ------------------------------- 
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Appendix C: Questionnaire 

Section-1: Socio-demographic part 

 

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 

Single family 

Staying alone 

1 

2 

3 

5. What was your occupation before injury? Self-employed (Business, 

Shop) 

Day labor 

Agriculture 

Govt. job 

Private job 

Student 

Home making/Housewife  

Unemployment 

Others (_________________) 

 

1 

2 

3 

4 

5 

6 

7 

8 

9 

6. What is your Occupation after rehabilitation? Self-employed (Business, 

Shop) 

Agriculture 

Govt. job 

Private job 

Student 

Home making/Housewife 

Unemployment 

Others (______________) 

 

1 

2 

3 

4 

5 

6 

7 

8 

7. What is your family income before injury 

(BDT per month)? 

_____________Taka 

8. What is your family income after injury (BDT 

per month)? 

 

_____________Taka 

9. Rehabilitation time (in month) ________Month 

10. Staying community after discharge (in month) ________Month 

11. What is your educational level? Illiterate  

Primary Education  

Secondary Education  

Higher Secondary  

1 

2 

3 

4 
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Bachelor or above 5 

12. What is your Marital status? Married 

Unmarried/single  

Separated/divorced 

widowed 

1 

2 

3 

4 

13. In which type of environment/area you live? Rural 

Urban 

Semi-urban 

1 

2 

3 

14. What is your mobility status? Walking  

To walk depending on 

something or someone else 

Wheelchair dependent 

1 

2 

3 

15. After rehabilitation from CRP, did you take 

any vocational training for income 

generation? 

Yes  

No 

1 

2 

14. What is the types of your paralysis? Paraplegia 

Tetraplegia 

1 

2 

15. What is the severity of your injury? Complete 

Incomplete 

1 

2 

16. What is your American Spinal Injury 

Association Impairment Scale (AIS) 

classification? 

ASIA A 

ASIA B 

ASIA C 

ASIA D 

ASIA E 

1 

2 

3 

4 

5 

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 
(_______________) 

 

1 

2 

3 

4 

5 

6 

7 

8 

 

20. At present do you have any secondary 

complications? 

No complication 

Pressure ulcer 

Pain 

UTI 

Respiratory infection 

Osteoporosis 

Others (______________) 

1 

2 

3 

4 

5 

6 

7 
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Sociodemographic Information (Bangla Version) 

ব্যক্তিগত ও আে স-সাোক্তজক অবস্থাসম্পক্তক সত সাধারণ প্রেপত্র 

ক্রক্তেক নং প্রোবলী সমূহ েতােত সমূহ মকাি 

১. আপনার ক্তলঙ্গ কী? পুরুষ     

নারী 

১ 

২ 

২. আপনার বয়স কত (বছণ্ডর)? _________ বছর 

৩. আপনার পক্তরবাণ্ডরর সদস্য সংখ্যা কত? _________ জন  

৪. আপক্তন মকান ধরণ্ডণর পক্তরবাণ্ডর োণ্ডকন? মযৌে পক্তরবার 

একক পক্তরবার 

একা োণ্ডকন  

১ 

২ 

৩ 

৫. আঘাণ্ডতর আণ্ডগ আপক্তন কী কাজ করণ্ডতন? ক্তনজে ব্যবসা  

ক্তদনেজুর  

কৃক্তষকাজ  

সরকাক্তর চাকক্তর  

মবসরকাক্তর চাকক্তর  

ক্ত ক্ষােী  

গৃক্তহণী  

মবকার  

অন্যান্য (______________________________) 

১ 

২ 

৩ 

৪ 

৫ 

৬ 

৭ 

৮ 

৯ 

৬. পুনব সাসণ্ডনর পণ্ডর এখন কী কাজ কণ্ডরন? ক্তনজে ব্যবসা  

কৃক্তষকাজ  

সরকাক্তর চাকক্তর  

মবসরকাক্তর চাকক্তর  

ক্ত ক্ষােী 

গৃক্তহণী  

মবকার  

অন্যান্য (_______________________________) 

১ 

২ 

৩ 

৪ 

৫ 

৬ 

৭ 

৮ 

৭. দুঘ সটনার আণ্ডগ আপনার পক্তরবাণ্ডরর োক্তসক আয় কত 

ক্তছল (টাকায়)? 

 

_____________________________ টাকা 
৮. এখন আপনার পক্তরবাণ্ডরর োক্তসক আয় কত (টাকায়)?  

_____________________________ টাকা 

৯. পুনব সাসণ্ডনর সেয় (োণ্ডস) ________ োস 

১০. পুনব সাসন মসবা মনওয়ার পর কত োস বাক্তিণ্ডত বা 

সোণ্ডজ ক্তছণ্ডলন? 

________ োস 

১১. আপনার ক্ত ক্ষাগত মযাগ্যতা কী? ক্তনরক্ষর  

প্রােক্তেক ক্ত ক্ষা  

োধ্যক্তেক ক্ত ক্ষা  

উচ্চ োধ্যক্তেক ক্ত ক্ষা  

স্নাতক বা তার উপণ্ডরর ক্ত ক্ষা  

১ 

২ 

৩ 

৪ 

৫ 

১২. আপনার দববাক্তহক অবস্থা কী? ক্তববাক্তহত  

অক্তববাক্তহত  

তালাকপ্রাপ্ত 

োেী বা স্ত্রী মৃত  

১ 

২ 

৩ 

৪ 
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১৩. আপক্তন মকান এলাকায় োণ্ডকন? গ্রাে  

 হর  

আধা- হর 

১ 

২ 

৩ 

১৪. আপক্তন কীভাণ্ডব চলাণ্ডেরা কণ্ডরন? ক্তনণ্ডজর পাণ্ডয় হাাঁণ্ডটন  

কাউণ্ডক বা ক্তকছুণ্ডক ধণ্ডর হাাঁণ্ডটন 

হুইলণ্ডচয়াণ্ডর চলাণ্ডেরা কণ্ডরন 

১ 

২ 

৩ 

১৫. আপক্তন ক্তক পুনব সাসণ্ডনর পণ্ডর আয় করার জন্য মকাণ্ডনা 

প্রক্ত ক্ষণ ক্তনণ্ডয়ণ্ডছন? 

হ্াাঁ 

না 

১ 

২ 

১৬. আপনার প্যারালাইক্তসণ্ডসর ধরণ কী? প্যারাণ্ডেক্তজয়া  

মটট্রাণ্ডেক্তজয়া 

১ 

২ 

১৭. আপনার আঘাত কতটা গুরুতর ক্তছল? সম্পূণ স প্যারালাইক্তসস  

আংক্ত ক প্যারালাইক্তসস 

১ 

২ 

১৮. আপনার আঘাণ্ডতর ASIA মেক্তণক্তবভাগ কী? ASIA A 

ASIA B 

ASIA C 

ASIA D 

ASIA E 

১ 

২ 

৩ 

৪ 

৫ 

১৯. আপনার আঘাণ্ডতর কারণ কী ক্তছল?  উঁচু স্থান মেণ্ডক পণ্ডি ক্তগণ্ডয় (ছাদ অেবা গাছ)  

সিক দুঘ সটনা  

োোয় ভার বহন  

ক্তকছু দ্বারা আঘাতপ্রাপ্ত   

অন্যান্য আঘাতজক্তনত কারণ 

(_____________________________) 
টিক্তব স্পাইন  

স্পাইনাল টিউোর  

অন্যান্য অ- আঘাতজক্তনত কারণ 

(___________________________) 

১ 

২ 

৩ 

৪ 

৫ 

৬ 

৭ 

৮ 

২০. বত সোণ্ডন আপনার অন্য মকান জটিলতা রণ্ডয়ণ্ডছ? মকাণ্ডনা সেস্যা মনই  

মপ্রসার আলসার (ঘা) 

ব্যো  

মুত্রনালীর সংক্রেণ  

শ্বাসপ্রশ্বাস জক্তনত সেস্যা  

হাণ্ডির ক্ষয়  

অন্যান্য (_______________________________) 

১ 

২ 

৩ 

৪ 

৫ 

৬ 

৭ 
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Section-2 USER-P Questionnaire 

Utrecht Scale for Evaluation of Rehabilitation-Participation Questionnaire (English 

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

এই প্রেপত্রটি আপনার দদনক্তিন জীবন সম্পণ্ডকস এবং চারটি অং  ক্তনণ্ডয় গঠিত: (১ ক) আপক্তন কাজ, পডাণ্ড ানা এবং গৃহস্থাক্তলর কাণ্ডজ কতটা সেয় ব্যয় কণ্ডরন, (১ খ) আপক্তন ক্তনক্তদ সি ক্তকছু 

কাজ কতবার কণ্ডর োণ্ডকন, (২) আপনার দদনক্তিন জীবণ্ডন মকান সীোবদ্ধতা আণ্ডছ ক্তকনা এবং (৩) আপনার দদনক্তিন জীবন ক্তনণ্ডয় আপক্তন কতটা সন্তুি।  

আপনার পক্তরক্তস্থক্ততণ্ডক সবণ্ডচণ্ডয় ভাণ্ডলাভাণ্ডব বণ সনা কণ্ডর এেন উত্তরটি মগাল (⭕) কণ্ডর সেস্ত প্রণ্ডের উত্তর ক্তদন। 

১ ক. আপক্তন সাধারণত ক্তনণ্ডচর কাজগুণ্ডলাণ্ডত সপ্তাণ্ডহ কত ঘণ্টা ব্যয় কণ্ডরন? 

ব্যাখ্যা: 

• এটি একটি সাধারণ সপ্তাণ্ডহর কায সকলাপ মবাঝাণ্ডত বলা হণ্ডয়ণ্ডছ; ছুটির ক্তদন এখাণ্ডন অন্তর্ভসি হণ্ডব না। 

• অনুগ্রহ কণ্ডর এখাণ্ডন মকান ভ্রেণ্ডণর সেয় অন্তর্ভসি করণ্ডবন না। 

অনুগ্রহ কণ্ডর েণ্ডন রাখণ্ডবন: এটি প্রক্তত সপ্তাণ্ডহর মোট ঘন্টার সংখ্যা। 

মবতনর্ভি কাজ  

সকল ধরণ্ডণর মবতনর্ভি কাজ, যার েণ্ডধ্য আপনার ক্তনণ্ডজর ব্যবসার জন্য কাজও অন্তর্ভসি োকণ্ডব 

একদেই 

না 

(০) 

১–৮ 

ঘণ্টা  

(১) 

৯–১৬ 

ঘণ্টা  

(২) 

১৭–২৪ 
ঘণ্টা  

(৩) 

২৫–৩৫ 

ঘণ্টা  

(৪) 

৩৬ ঘণ্টা বা 

মবক্ত  

(৫)  

মবতনহীন কাজ  

সোজ, কক্তেউক্তনটি মসন্টার, স্কুল বা অন্য মকানও মেিাণ্ডসবী কায সকলাণ্ডপর জন্য মেিাণ্ডসবক ক্তহণ্ডসণ্ডব 

কাজ করা 

০ ১ ২ ৩ ৪ ৫ 

ক্ত ক্ষা  

শুধুোত্র আপনার মবতনর্ভি কাণ্ডজর মপ্রক্ষাপণ্ডট অেবা মবতনর্ভি কাজ মপণ্ডত সাহায্য করার জন্য মনওয়া 

প্রক্ত ক্ষণ মকাস সগুক্তল। 

০ ১ ২ ৩ ৪ ৫ 

গৃহস্থাক্তলর কাজ  

রান্না করা, মধায়া মোছা করা, বাজার করা, ক্ত শু পক্তরচয সা করা, ক্তনণ্ডজ ক্তনণ্ডজ করা কাজ, বাগান করা, 

ইতযাক্তদ 

০ ১ ২ ৩ ৪ ৫ 
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১ খ. গত ৪ সপ্তাণ্ডহ আপক্তন ক্তনণ্ডচর কায সক্রেগুণ্ডলা কতবার কণ্ডরণ্ডছন? 

ব্যাখ্যা: 

• উদাহরণেরূপ: আপক্তন যক্তদ প্রক্তত সপ্তাণ্ডহ দুইবার হাাঁণ্ডটন, তাহণ্ডল ৪ সপ্তাণ্ডহ মোট ৮ বার হাাঁটণ্ডলন — এণ্ডক্ষণ্ডত্র "৬–১০ বার" এই কযাটাগক্তরটি ক্তনব সাচন করণ্ডবন। 

• মকাণ্ডনা একটি কাজণ্ডক একাক্তধক কযাটাগক্তরণ্ডত গণনা করণ্ডবন না। 

• চাকক্তর, পিাণ্ডলখা বা গৃহস্থক্তলর মকাণ্ডনা কাজ করণ্ডল এখাণ্ডন তা গণনা করা যাণ্ডব না। 

অনুগ্রহ কণ্ডর েণ্ডন রাখণ্ডবন: এখাণ্ডন গত ৪ সপ্তাণ্ডহ কাজটি মোট কতবার কণ্ডরণ্ডছন, মসটির সংখ্যাটি মবাঝাণ্ডনা হণ্ডয়ণ্ডছ। 

ক্রীিা বা ব্যায়াে  

মযেন: মটক্তনস মখলা, হুইলণ্ডচয়াণ্ডর চালনা, ক্তজণ্ডে যাওয়া, দীঘ স হাাঁটা।  

দয়া কণ্ডর েণ্ডন রাখণ্ডবন: অক্তেস বা অন্য মকাোও যাওয়ার উণ্ডেণ্ডশ্য করা এসব কাজ এখাণ্ডন গণনা 

করণ্ডবন না। 

কখণ্ডনা 

না 

(০) 

১-২ 

বার  

(১) 

৩-৫ বার 

(২) 

৬-১০ বার  

(৩) 

১১-১৮ 

বার 

(৪) 

১৯ বা তার 

মবক্ত   

(৫) 

বাইণ্ডর যাওয়া  

বাক্তহণ্ডর খাওয়া, কযাণ্ডে যাওয়া, ক্তসণ্ডনো মদখা, কনসাণ্ডট স যাওয়া, একা বা অন্যণ্ডদর সাণ্ডে একসাণ্ডে 

০ ১ ২ ৩ ৪ ৫ 

ক্তদনব্যাপী ভ্রেণ ও বাইণ্ডরর অন্যান্য কায সক্রে  

মযেন:  ক্তপং, অনুষ্ঠাণ্ডন অং গ্রহন, সমুদ্র পাণ্ডি যাওয়া, েসক্তজণ্ডদ যাওয়া 

০ ১ ২ ৩ ৪  ৫  

অবসর সেণ্ডয় বাসার ক্তবণ্ডনাদনমূলক কাণ্ডজ অং গ্রহণ  

মযেন:কারুক্ত ল্প করা, সুই-সুতার কাজ করা, বই পরা, ধাাঁধার সোধান করা, কক্তম্পউটার মগে মখলা 

০ ১ ২ ৩ ৪ ৫ 

আত্মীয় বা বন্ধুণ্ডদর সাণ্ডে মদখা করণ্ডত যাওয়া ০ ১ ২ ৩ ৪ ৫ 

পক্তরবাণ্ডরর সদস্য বা বন্ধুণ্ডদর আপনার বাসায় আসা ০ ১ ২ ৩ ৪ ৫ 

মোন/কক্তম্পউটারণ্ডযাণ্ডগ অন্যণ্ডদর সাণ্ডে মযাগাণ্ডযাগ করা  

মযেন: মোণ্ডন কো বলা, মেণ্ডসজ করা, ই-মেইল করা 

০ ১ ২ ৩ ৪ ৫ 

২. আপনার অসুস্থতা বা বত সোন অবস্থা ক্তক আপনার ক্তনণ্ডচর কায সক্রণ্ডে মকান বাাঁধা বা সীোবদ্ধতা দতক্তর করণ্ডছ? 

ব্যাখ্যা: 

প্রণ্ডযাজয নয়: আপক্তন এই কাজটি কণ্ডরন না, ক্তকন্তু এর কারণ আপনার  ারীক্তরক অবস্থা নয়।  

অসম্ভব: আপক্তন আপনার বত সোন  ারীক্তরক অবস্থার কারণ্ডন কাজটি করণ্ডত পাণ্ডরন না। 

সহায়তা ক্তনণ্ডয়: আপক্তন এই কাজটি আংক্ত কভাণ্ডব ক্তনণ্ডজ করণ্ডত পাণ্ডরন, ক্তকন্তু আপনার  ারীক্তরক অবস্থার কারণ্ডণ অণ্ডন্যর সাহাণ্ডয্যর প্রণ্ডয়াজন হয়। মযেন: ভারী বাসার কাজ করণ্ডত একজন 
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কাণ্ডজর মলাক ক্তনণ্ডয় আসা, মকাোও যাওয়ার জন্য পক্তরবাণ্ডরর কাণ্ডরা সাহায্য মনওয়া ইতযাক্তদ।এখাণ্ডন মবতনক্তভক্তত্তক সহায়তা এবং পক্তরবাণ্ডরর সদস্য বা বন্ধুণ্ডদর ক্তবনা মবতণ্ডন সহায়তাও 

অন্তর্ভসি। 

কিসাধ্য: আপনার  ারীক্তরক অবস্থার কারণ্ডণ যক্তদ মকাণ্ডনা কাজ করা আপনার জন্য অণ্ডনক মবক্ত  কিকর হয়। মযেন: ওই কাজটি করণ্ডত আপনার সেয় মবক্ত  লাণ্ডগ, োঝপণ্ডে ক্তবোে ক্তনণ্ডত 

হয়, কাজটি আণ্ডগর তুলনায় কে কণ্ডরন বা কে সেয় কণ্ডরন। 

 

মবতনর্ভি কাজ, মবতনহীন কাজ, ক্ত ক্ষামূলক কায সক্রে প্রণ্ডযাজয 

নয় 

(√) 

অসম্ভব 

(০) 

সহায়তা 

ক্তনণ্ডয় 

(১) 

কিসাধ্য 

(২) 

সাবলীলভাণ্ডব 

(৩) 

গৃহস্থাক্তলর কাজ  

রান্না করা, মধায়া মোছা করা, বাজার করা, ক্ত শু পক্তরচয সা করা, ক্তনণ্ডজ ক্তনণ্ডজ করা কাজ, বাগান করা, ইতযাক্তদ 

√ ০ ১ ২ ৩ 

বাক্তহণ্ডর চলাণ্ডেরা  

মযেন: গাক্তড চালাণ্ডনা, বাস বা মট্রণ্ডন ভ্রেণ, হুইলণ্ডচয়াণ্ডর কণ্ডর বাইণ্ডর যাওয়া বা মকনাকাটা করণ্ডত যাওয়া ইতযাক্তদ 

√ ০ ১ ২ ৩ 

ক্রীিা বা ব্যায়াে  

মযেন: মটক্তনস মখলা, হুইলণ্ডচয়াণ্ডর চালনা, ক্তজণ্ডে যাওয়া, দীঘ স হাাঁটা। 

√ ০ ১ ২ ৩ 

বাইণ্ডর যাওয়া  

বাক্তহণ্ডর খাওয়া, কযাণ্ডে যাওয়া, ক্তসণ্ডনো মদখা, কনসাণ্ডট স যাওয়া, একা বা অন্যণ্ডদর সাণ্ডে একসাণ্ডে 

√ ০ ১ ২ ৩ 

ক্তদনব্যাপী ভ্রেণ ও বাইণ্ডরর অন্যান্য কায সক্রে  

মযেন:  ক্তপং, অনুষ্ঠাণ্ডন অং গ্রহন, সমুদ্র পাণ্ডি যাওয়া, েসক্তজণ্ডদ যাওয়া 

√ ০ ১ ২ ৩ 

অবসর সেণ্ডয় বাসার ক্তবণ্ডনাদনমূলক কাণ্ডজ অং গ্রহণ  

মযেন:কারুক্ত ল্প করা, সুই-সুতার কাজ করা, বই পরা, ধাাঁধার সোধান করা, কক্তম্পউটার মগে মখলা 

√ ০ ১ ২ ৩ 

আপনার জীবনসঙ্গীর সাণ্ডে সম্পকস  

মযেন: মবাঝাপডা ও মযৌনতা 

√ ০ ১ ২ ৩ 

আত্মীয় বা বন্ধুণ্ডদর সাণ্ডে মদখা করা বা মদখা করণ্ডত যাওয়া √ ০ ১ ২ ৩ 

পক্তরবাণ্ডরর সদস্য বা বন্ধুণ্ডদর আপনার বাসায় আসা √ ০ ১ ২ ৩ 

মোন/কক্তম্পউটারণ্ডযাণ্ডগ অন্যণ্ডদর সাণ্ডে মযাগাণ্ডযাগ করা  

মযেন: মোণ্ডন কো বলা, মেণ্ডসজ করা, ই-মেইল করা 

√ ০ ১ ২ ৩ 
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৩. আপক্তন কতটা সন্তুি আপনার ক্তনম্নক্তলক্তখত জীবণ্ডনর অং  ক্তনণ্ডয়? 

 

ব্যাখ্যা: প্রণ্ডযাজয নয়: এই কযাটাগক্তর মকবল তখনই ব্যবহার করুন যক্তদ আপক্তন মবতনর্ভি কাজ, মবতনহীন কাজ, ক্ত ক্ষামূলক কায সক্রে করণ্ডত অক্ষে হন বা আপনার সঙ্গী না োণ্ডক। 

 

মবতনর্ভি কাজ, মবতনহীন কাজ, ক্ত ক্ষামূলক কায সক্রে  

অনুগ্রহ কণ্ডর েণ্ডন রাখণ্ডবনোঃ উত্তর হণ্ডব সবণ্ডচণ্ডয় গুরুত্বপূণ স কাজটির জন্য 

খুব 

অসন্তুি 

(০) 

অসন্তুি 

(১) 

োঝাোক্তঝ 

(২) 

সন্তুি 

(৩) 

খুব 

সন্তুি 

(৪) 

প্রণ্ডযাজয 

নয় 

(√) 

গৃহস্থাক্তলর কাজ  

রান্না করা, মধায়া মোছা করা, বাজার করা, ক্ত শু পক্তরচয সা করা, ক্তনণ্ডজ ক্তনণ্ডজ করা কাজ, বাগান করা, 

ইতযাক্তদ 

০ ১ ২ ৩ ৪  

বাক্তহণ্ডর চলাণ্ডেরা  

মযেন: গাক্তড চালাণ্ডনা, বাস বা মট্রণ্ডন ভ্রেণ, হুইলণ্ডচয়াণ্ডর কণ্ডর বাইণ্ডর যাওয়া বা মকনাকাটা করণ্ডত যাওয়া 

ইতযাক্তদ 

০ ১ ২ ৩ ৪  

ক্রীিা বা ব্যায়াে  

মযেন: মটক্তনস মখলা, হুইলণ্ডচয়াণ্ডর চালনা, ক্তজণ্ডে যাওয়া, দীঘ স হাাঁটা। 

০ ১ ২ ৩ ৪  

বাইণ্ডর যাওয়া   

বাক্তহণ্ডর খাওয়া, কযাণ্ডে যাওয়া, ক্তসণ্ডনো মদখা, কনসাণ্ডট স যাওয়া, একা বা অন্যণ্ডদর সাণ্ডে একসাণ্ডে 

০ ১ ২ ৩ ৪  

ক্তদনব্যাপী ভ্রেণ ও বাইণ্ডরর অন্যান্য কায সক্রে  

মযেন:  ক্তপং, অনুষ্ঠাণ্ডন অং গ্রহন, সমুদ্র পাণ্ডি যাওয়া, েসক্তজণ্ডদ যাওয়া 

০ ১ ২ ৩ ৪  

অবসর সেণ্ডয় বাসার ক্তবণ্ডনাদনমূলক কাণ্ডজ অং গ্রহণ  

মযেন:কারুক্ত ল্প করা, সুই-সুতার কাজ করা, বই পরা, ধাাঁধার সোধান করা, কক্তম্পউটার মগে মখলা 

০ ১ ২ ৩ ৪  

আপনার জীবনসঙ্গীর সাণ্ডে সম্পকস ০ ১ ২ ৩ ৪ √ 

আপনার পক্তরবাণ্ডরর সাণ্ডে সম্পকস ০ ১ ২ ৩ ৪  

আপনার বন্ধু ও পক্তরক্তচতজনণ্ডদর সণ্ডঙ্গ মযাগাণ্ডযাগ ০ ১ ২ ৩ ৪  

ক্তবোঃদ্রোঃ গণ্ডবষণার োণ্ডে স প্রেপণ্ডত্র "সাইণ্ডকল"  ব্দ পক্তরবত সন কণ্ডর "হুইলণ্ডচয়ার"  ব্দ ব্যবহার করা হণ্ডয়ণ্ডছ।
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The Patient Health Questionnaire (PHQ-9) (English Version) 
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The Patient Health Questionnaire (PHQ-9) (Bangla Version) 

 

 

 

 

 



89 
 

 
 

Appendix D: Supervision Contact Schedule 
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