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Purpose: The purpose of this study was to evaluate the level of influence of self-efficacy 

and self-esteem of spinal cord injury patient at CRP. Objectives: The objectives of this 

study were to determine the influence of self-efficacy and self-esteem of spinal cord 

injury patients in rehabilitation period, measure this relationship by a comprehensive bio-

psycho-social perspective and evaluate the Moorong Self-Efficacy Scale and Rosenberg 

Self-esteem Scale. Methods: The cross-sectional study was chosen to carry out this study 

among 60 participants who were selected according to inclusion criteria. The “Moorong 

Self-Efficacy Scale” (MSES) and “Rosenberg Self-Esteem Scale” which are standard 

structured questionnaires along with socio-demographic and disease-related questions 

were used to find the level of self-efficacy and self-esteem of people with spinal cord 

injury during rehabilitation among 60 participants. The study was conducted by using 

quantitative descriptive analysis. Results: The study consisted of 60 SCI participants 

whom 73.3% (n = 44) were male and 26.7% (n = 16) were female. Complete tetraplegia 

16.75% (n = 10), Incomplete tetraplegia 36.7% (n = 22), Complete paraplegia 40% (n = 

24) and Incomplete paraplegia 6.7% (n = 4). The study showed an association between 

MSES or RoSES items and socio-demographic variables such as; age, gender, 

educational qualification, occupation, skeletal level of injury, neurological level of injury, 

causes of lesion, types of paralysis with a 5% (p<0.05) level of significance. 

Conclusions: Spinal cord injury (SCI) on individuals, emphasizing the emotional and 

physical challenges. Psychological and mental health issues are common consequences of 

SCI, which can have a detrimental impact on patient’s overall quality of life. Enhancing 

self-efficacy and self-esteem is a target in SCI rehabilitation, which can be achieved 

through physical exercise and improving self-management skills. 

Key words: Self-Efficacy, Self-Esteem, Spinal Cord Injury, ICF model, MSES, RoSES, 

Rehabilitation. 

Abstract 



10 
 

 

1.1 Background 

Spinal cord injury (SCI) is a health condition, which has not only severe physical, but 

may also have psychological and social consequences. The consequences depend on the 

level and completeness of the lesion, on facilitators and barriers in the surrounding 

environment as well as characteristics of the person. Functioning of the affected 

individuals, even with the same lesion level, may therefore vary considerably (Geyh et 

al., 2012).  

Spinal cord injury (SCI) affects both physical and psychological functioning and 

challenges all areas of a person’s life. Physical aspects include limitations in strength, 

function and mobility, loss of sensation, spasm, pain, and changes in bladder, bowel and 

sexual functioning. These effects are associated with increased dependence on caregivers, 

reduced social and work participation and diminished quality of life. Psychological 

consequences can include elevated depressive mood, anxiety and fatigue, which also may 

have a negative influence on quality of life (Van Diemen et al., 2020).  

In recent years, there has been increased clinical and research interest in the contribution 

of self-efficacy (SE) in people with SCI. Self-efficacy is defined as the belief that one can 

successfully execute behavior required to produce the desired outcomes (Schwarzer, 

2008).  

The SCI Adjustment Model or SCIAM, incorporating aspects of social learning, stress 

and coping, and health belief theories, views SE not just as an indicator or predictor of 

the potential to adjust, but also as a key component in the person’s appraisal/reappraisal 

process, labelled the “engine room” of the capacity to change, and thereby as a crucial 

element for adjustment and coping. In research, SE has been shown to be a key 

determinant of adjustment after SCI, as well as in other chronic health conditions 

(Benyon et al., 2010).  

CHPATER-I                                                                                    INTRODUCTION 
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Self-efficacy is therefore a valuable clinical predictor of adjustment of people with SCI, 

with strong correlations with depressed mood, anxiety, participation and quality of life. 

Arguably, self-efficacy could be a promising target for interventions during the SCI 

rehabilitation process (Bisson and Newsam, 2017).  

A conceptual framework that corresponds to the complexity and many-faceted nature of 

SCI is provided by the World Health Organization’s International Classification of 

Functioning, Disability and Health (ICF) (Üstün et al., 2003). 

 The ICF is based on an integrative bio-psycho social model and serves as a reference for 

the description and understanding of functioning. Functioning is an umbrella term 

referring to body functions and structures, activities and participation. These components 

interact with the health condition (for example, disease or trauma), as well as with 

environmental and personal factors (PFs) (Figure 1). The ICF component ‘personal 

factors’ includes psychological resources, which might serve to buffer negative 

consequences of and to enhance adjustment to SCI. Among them, self-esteem and self-

efficacy are prominent factors. Self-efficacy relates to ‘beliefs in one’s capabilities to 

organize and execute courses of action required to produce given attainments’ (Geyh et 

al., 2011).  

In other words, it is the belief ‘He can do it’. Self-esteem is a general evaluation of the 

self-concept and the ‘sense of personal worth or worthiness’.5 Put in simplified terms, it 

is the belief that ‘He is all right the way he is. According to the findings of previous 

research in SCI, self-esteem and self-efficacy, seem to be associated with different 

components of the ICF framework. Regarding health conditions, persons with high self-

efficacy or self-esteem show better mental health6 and less secondary physical conditions 

(Suzuki et al., 2007).  

At the body level, high self-esteem and self-efficacy were associated with less 

impairment8 and might be compromised by pain. Concerning environmental factors, self-

efficacy and self-esteem seem to be associated with social support in SCI, although some 

findings were contradictory (Müller et al., 2012). Although persons with high self-

efficacy and self-esteem consistently report higher life satisfaction and well-being, the 
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relation of self-efficacy and self-esteem to participation as a key outcome of 

rehabilitation has seldom been examined in SCI (Peter et al., 2012). 
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1.2 Rationale  

Spinal cord injury (SCI) is often a serious and life-changing disease with approximately 

200,000 to 500,000 individuals newly diagnosed annually worldwide. In China, the 

annual incidence of SCI is 23.7 to 60.6 persons per million. SCI is a disastrous event for 

patients and their families owing to the associated lifelong disabilities and types of Spinal 

complications, which lead to deterioration of functioning independence, higher 

depression, higher readmission, poorer self-efficacy, and more problems compared with 

those observed in individuals without SCI. It can decrease one’s quality of life (QOL) 

and have high care and treatment burdens. Self-efficacy is an important determinant of 

adjustment following spinal cord injury. Self-efficacy is defined as the belief that one can 

successfully execute behavior required to produce the desired outcomes. In its original 

conceptualization, self-efficacy refers to the confidence that people have in their ability to 

accomplish specific tasks and behaviors within a specific context. The concept of self-

esteem is characterized by emotional, evaluative, and cognitive perceptions of the self. 

Self-esteem is one of the most popular psychological concepts and has been extensively 

studied, embedding itself in social and popular consciousness. Self-esteem also has been 

to shown to act as a buffer for emotional reactions to negative life events, mitigating their 

impact on emotional distress. In Bangladesh, especially the spinal cord injury patient is 

suffering from anxiety, depression and lead a low quality of life. They have low self-

esteem and self-efficacy which is play and important role to improve quality of life. So, 

the aim of my study to evaluate or measure the influence of self-efficacy and self-esteem 

of spinal cord injury patient should be very helpful. 
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1.3 Research Question 

How self-efficacy and self-esteem influencing the spinal cord injury patients during 

rehabilitation period? 
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1.4 Aims of the Study  

The aim of the study is to find out the influence of self-efficacy and self-esteem of spinal 

cord injury patient during their rehabilitation period. 
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1.5 Objectives of the study  

1.5.1 General Objective 

-To determine the influence of self-efficacy and self-esteem of spinal cord injury patient 

in rehabilitation period. 

1.5.2 Specific Objectives  

-To gather socio demographic information among spinal cord injury patients. 

-To examine the relationship of self-efficacy and self-esteem with participation of person 

with spinal cord injury. 

-To measure this relationship by a comprehensive bio-psycho-social perspective.  

-To explore the relationship of self-efficacy and self-esteem on the basis of conceptual 

framework of the International Classification of Functioning, Disability and Health (ICF).  

-To evaluate the Moorong self-efficacy scale and Rosenberg self-esteem scale. 
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1.6 Conceptual Framework 

Independent variable Dependent variable 

  Sociodemographic variables, 

For example:  

Age 

Sex 

Residential area 

Education, 

Marital status, 

Family size, Family member 

Occupation, Monthly income 

etc. 

Skeletal level 

Neurological level 

 

Self-efficacy , 

Self-esteem, 

& 

ICF 
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1.7 Operational Definition  

ICF The International Classification of Functioning, Disability and Health, is known 

more commonly as ICF, is classification of health and health related domains. As the 

functioning and disability of an individual occurs in a context, ICF also includes a list of 

environmental factors. ICF is the WHO framework for measuring health and disability at 

both individual and population level. (According to WHO)  

Spinal Cord Injury  

Spinal cord injury is an insult to the spinal cord resulting in a change, either temporary or 

permanent, in the cords normal motor, sensory, or autonomic function (Devesa, 2017). 

Patients with SCI usually have permanent and often devastating neurologic deficits and 

disability. The most important aspect of clinical care for the SCI patient is careful about 

their psychological condition.  

Self-Efficacy  

Self-efficacy is a person's belief in his or her capability to successfully perform a 

particular task. Together with the goals that people set, self-efficacy is one on the most 

powerful motivational predictors of how well a person will perform at almost any 

endeavor. A person's self-efficacy is a strong determinant of their effort, persistence, 

strategizing, as well as their subsequent training and job perform. 

Self-esteem  

Self-esteem is an inner attitude at the base of the construction of personality and psychic 

balance in addition to be responsible of adaptive processes over the course of life. The 

concept of self-esteem is commonly used in several disciplines however, it seems that the 

consensus on its conceptualization and its operationalization is not yet reached. 

Paraplegia  

Paraplegia refers to impairment or loss of motor and/or sensory function in the thoracic, 

lumbar and sacral (but not cervical) segments of the spinal cord, secondary to damage of 

neural elements within the spinal canal (Zebracki, Melicosta, Unser and Vogel, 2020). 
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Through paraplegia, arm functioning is spared but the trunk, legs and pelvic organs may 

be involved depending on the level of injury. The term is used in referring to cauda 

equine and consumedullaries injuries, but not to lumbosacral plexus lesions or injury to 

peripheral nerves outsides the neural canal.  

Tetraplegia (preferred to “quadriplegia”) 

It refers to impairment or loss motor and/or sensory function in This term It the cervical 

segments of the spinal cord due to damage of neural elements within the spinal canal. 

Tetraplegia results in impairment of function or paralysis of the arms, usually in the 

trunk, legs and pelvic organs, with including the four extremities. It does not include 

brachial plexus lesions or injury to peripheral nerves outside the neural canal and 

(Kirshblum, Schmidt Read Rupp, 2021).  

Complete lesion  

Complete lesion means complete damage of spinal cord that result in absence of sensory 

and motor functions of the lowest sacral segments.  

Incomplete lesion  

An incomplete lesion is the term used to describe partial damage to the spinal cord. With 

an incomplete lesion, some sensory and/or motor function remain at the lowest sacral 

segments.  

Skeletal level  

The level of vertebra which is mostly injured.  

Neurological level  

The most caudal level, where both sensory and motor function are intact 
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CHAPTER- II                                                                      LITERATURE REVIEW 

 

Spinal cord injury (SCI) is the injury of the spinal cord from the foramen magnum to the 

cauda equina which occurs as a consequence of compulsion, incision, or contusion. The 

functions performed by the spinal cord are disrupted at the distal level of the injury. SCI 

causes grievous disability among patients. Every year, about 40 million people globally 

suffer from SCI. Most of them are young men, typically aged from 20 to 35, although 1% 

of this population are children. (Ko, 2022) 

SCI is permanent neurological damage resulting in varying levels of paralysis, sensory 

impairment, and sphincter disturbance which are irreversible in some cases 

(RahimiMovaghar et al., 2013). The spinal cord is located within the spinal column; 

Spinal cord is 42-45 cm long & it continues down from the brain to the L1-L2 vertebral 

level, ending in the conus medullaris, extending from the end of the spinal cord in the 

spinal canal, is the cauda equina (or “horse‟s tail”). The spinal cord itself has 

neurological segmental levels that correspond to the nerve roots that exit the spinal 

column between each of the vertebrae; There are 31 pairs of spinal nerve roots. Among 

them 8 cervical, 12 thoracic, 5 lumbar, 5 sacral, and 1 coccygeal; Due to the difference in 

length between the spinal column and the spinal cord, the neurological levels do not 

necessarily correspond to the vertebral segments (Motiei-Langroudi & Sadeghian, 2017). 

The incidence of Traumatic Spinal Cord Injury (TSCI) a recent review reported the 

worldwide varied between 4-10 and 83 per million per year. About 15–17 cases per 

million per year over the past decade the age-adjusted incidence rate of TSCI in adults 

aged 15 years has remained at and older surviving to reach hospital. In currently 11.9 

cases per million adults per year is the incidence in Victoria in Australia (Jazayeri et al., 

2023). 

SCI can be traumatic or non-traumatic; traumatic SCI can be resulting from – falls, RTA, 

sports injuries, occupational injuries, violence. On the other hand, non-traumatic SCI 

usually includes pathological causes which can be – infectious disease, tumor, 
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musculoskeletal disease (i.e., osteoarthritis), congenital problems (i.e., spina bifida) 

(Alizadeh et al., 2019). 

The acute phase ranges from 10 to 25/million inhabitants per year which data is recently 

published in Europe on the incidence of SCI in survivors. Showing consistent rates 

between 22 and 25/100 000 inhabitants, in the Nordic countries, two register-based 

studies have been published (Dahlberg et al., 2015). The retrospective study of Japan 

showed that the annual incidence of spinal column injuries ranges from 19-88/100,000. 

15-50 per million per year is the incidence of spinal cord injury. 480-813 per million is 

the prevalence of Spinal Cord Injury. In Pakistan exact incidence of these injuries in this 

region is not known though there are few reports on demographics of spinal injuries 

(Wyndaele & Wyndaele, 2006). 

Symptoms shown in individuals with SCI depend on the degree of injury or nontraumatic 

cause. Symptoms may include – loss of sensory or motor control of the upper limbs, 

trunk, lower limbs. Loss of autonomic regulations can affect breathing, heart rate, blood 

pressure, temperature control, bowel and bladder control, and sexual function. Cervical 

SCI usually causes sensory and motor paralysis in the arms, bod y, and legs 11 which are 

termed tetraplegia. Thoracic SCI causes sensory and/or motor loss in the trunk and legs 

and lumbar SCI commonly causes sensory and motor loss in the hips and legs both 

conditions are known as paraplegia. According to the International Standards for 

Neurological Classification of SCI with the American Spinal Injury Association (ASIA) 

Impairment Scale (AIS), SCI is believed complete if there is no sensory and motor 

function at S4-S5; Although some sensory and or motor function is conserved below the 

level of injury in incomplete SCI including the lowest sacral segments S4-S5, still may 

result in severe disabilities (Hagen, 2015). 

In spinal cord injury risk of morbidity and mortality is high. In the first year after injury 

mortality risk is highest and stays high equated to the general population. People with 

spinal cord injury are likely to die prematurely 2 to 5 times more than general people. 

This grievous condition has several epidemiological studies that have been implemented 

in different parts of the world. The incidence of SCI varies from 9.2 to 56.1 per million 

worldwide (Mathur et al., 2015). Among worldwide incidence of spinal cord injury, the 
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number of males is predominant than females, children also included (Nas et al., 2015). 

According to WHO estimates, males are most at risk in young adulthood between 20-29 

years and older age greater than 70 years. On the other hand, females are most at risk in 

adolescence between 15-19 years and older age greater than 60 years. Studies report 

male-to-female ratios of at least 2:1 among adults, sometimes much higher (DiMarco & 

Dawson, 2014). 

SCI prevalence rate is raising because of better survival rates, worldwide prevalence 

estimation is a range between 223 and 75 per million people. The life expectancy of SCI 

people has been shown to increase in the national database of 30822 SCI people in the 

USA. With the mortality rate reduced, world age-standardized incidence ranges between 

10.4 and 83 per million persons per year; men still being under the risk radar aged 15-24 

years at approximately 40 per million. The majority of people commonly sustain SCI due 

to motor vehicle accidents, fall-related injuries, sports injuries, and gunshot wounds. In 

Bangladesh, falls while carrying heavy loads on the neck or back are a common cause 

(Øderud, 2014). 

In the first systematic review of TSCI in Asia, the range of incidence was counted 

between 12.06 and 61.6 per million. In a comparison of incidence between Asia and 

North America, the estimate suggested that the incidence of TSCI in Asia was lower than 

that of in North America. The article reported that developing countries like in Asia had 

lower incidence rates compared to the developed ones like in North America. The 

average age in Asia ranged between 26.8-56.6 years (Ning et al., 2012). 

The incidence of SCI increased gradually with the expansion of human activities. The 

incidence varies in a range between 13.019 to 163.420 per million people. In developed 

countries, the incidence ranges between 13.121 to 163.420 per million people, and in 

non-developed countries rates varied from 13.019 to 220.022 per million. Among 

developed countries, prevalence ranges from 49024 to 52625 per million. Prevalence is 

about 440.026 per million in non-developed countries (Elshahidi, 2018). 

In Bangladesh, the ratio between males and females is 4.5:1 among the people with SCI. 

According to recent studies the number of females with SCI is on the rise (A. Razzak et 
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al., 2017). In Bangladesh's perspective, 60% is paraplegic TSCI, 40% tetraplegic TSCI; 

besides these among non-traumatic SCI cases 84% paraplegic and 16% tetraplegic. A 

study in Bangladesh uncovered that falling from height (either from trees, construction 

works, electric poles, or roofs) was detected to be the most common cause (40.30%), and 

falling while carrying a heavy load overhead was the second most common cause (16%). 

Among the non-traumatic cases of SCI spinal TB was found to be the most common 

(7%). Other causes were RTA, fall of an object on the back, GBS, and transverse myelitis 

(Øderud, 2014). 

Shnek et al. (1997) defined self-efficacy as the belief of an individual that he/she will be 

able to perform specific behaviors in particular situations that may contain novel, 

unpredictable, and stressful elements. Self-efficacy is a concept that can generally be 

outlined as a person’s belief or sense of confidence in his/her ability to perform a 

particular task or behavior successfully in the future. (Shulman et al., 2019) 

Self-efficacy is the belief that one can successfully execute the behavior required to 

produce the desired outcomes. Therefore, self-efficacy is an important clinical predictor 

13 of adjustment of people with SCI, with strong correlations with depressed mood, 

anxiety, participation, and quality of life. Arguably, self-efficacy could be a promising 

target for interventions during the SCI rehabilitation process (van Diemen et al., 2020). 

Self-efficacy has been evidenced to be a strong predictor of health behaviors, and it can 

be a significant regulator of the experience of chronic illness. Studies have established 

that particular self-efficacy is nearly related to significant outcome measures such as 

subjective well-being, functional recovery, and psychological well-being after spinal cord 

injury (SCI). (Farley, 2019) 

Self-efficacy was greatly linked with depression for the SCI. Employment status and 

disability were also importantly related to self-efficacy. Increased self-efficacy was 

consociated with greater psychological adaptation (Sardá et al., 2009). 

For individuals with SCI, common challenges are often based on limitations in mobility, 

alters in appearance, reduced sensation, alterations in bowel and bladder function, 

continuing pain, and ongoing medical complications. These challenges may affect an 
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individual’s confidence in his/her ability to achieve desired goals such as having 

purposeful relationships, a good sense of well-being, or the ability to manage health 

issues (Emerich et al., 2012). 

Health promotion and self-care of SCI people are of great importance in avoiding 

Secondary Health Conditions (SHCs). It has also been proposed that, in chronic disease, a 

person’s self-efficacy is required to execute self-care. Unitedly this directs to the 

assumption that better self-efficacy will lead to better self-care which in turn may prevent 

SHCs. This systematic review study discussed that there is an association between self-

efficacy and SHCs. The study found that both somatic and psychological SHCs are 

negatively correlated with self-efficacy. These emphasize the magnitude of research into 

the prevention of this and the potential part of enhancing the self-efficacy of persons with 

SCI. Therefore, self-efficacy appears a significant target in the rehabilitation of patients 

living with SCI to prevent SHCs (Jeyathevan et al., 2021). 

A multicenter randomized controlled trial study was done in Korea to evaluate the effects 

of self-efficacy enhancement program on self-care behaviors, self-care knowledge, and 

14 self-efficacy concerning pressure ulcer prevention in patients with a spinal cord injury 

resulted in a significantly greater in the experimental group. The group was given an 8- 

week self-efficacy enhancement program. The study concluded that the self-efficacy 

enhancement program empowered patients with a spinal cord injury to engage in 

continued self-care behaviors and served them to improve their knowledge and self-

efficacy regarding pressure ulcer prevention (Kim & Cho, 2016). 

There has been found an association between self-efficacy or perceived control with 

definite aspects of participation, such as physical activity, mobility, work, school, 

recreation, or social integration. The study concluded that interventions focusing on 

targets like self-efficacy and self-esteem may enhance participation, sense of coherence, 

social support to enhance the quality of life (Mihalko et al., 2018). 

The limitations that an SCI enforces may dramatically affect each individual’s belief in 

his or her ability to execute daily tasks and attain larger life goals. The measurement of 

self-efficacy within rehabilitation may help discover areas in which individuals with SCI 
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may have limited self-efficacy, so that these areas may be covered in counseling and the 

development of rehabilitation goals. As persons with SCI go through a loss of physical 

functioning that may greatly affect their sense of self-efficacy, the psychometrically 

sound measurement of self-efficacy is important in rehabilitation settings. Subjective 

well-being and social support were found to be significantly correlated with self-efficacy 

in persons with SCI (Van Diemen et al., 2020). 

A study conducted with over 100 persons with SCI living in the community and found 

that low self-efficacy and high pain intensity were associated with reduced QOL above 

and beyond the consequence of any physical impairment. Findings suggestive of the 

negative impact on QOL may well be cumulative. The combination of the two negative 

factors „low self-efficacy‟ and „pain intensity‟ was linked with an even greater reduction 

in QOL (Middleton et al., 2007). 

Another study reported a small positive correlation between the FIM motor score and the 

score on the Moorong Self-Efficacy Scale. This suggests that people with better physical 

function report higher self-efficacy. Some past studies suggested that people with higher 

15 education report higher self-efficacy. The study also found a positive and strong 

relationship between social functioning and self-efficacy. More confident people are 

more able to manage their symptoms this results in happier with their social roles and 

functions (Brooks et al., 2014). 

Several mediating factors (e.g., hopelessness/helplessness and low self-efficacy) were 

considered that are felt to enhance the vulnerability of people with SCI to develop 

psychological morbidity. For instance, in a considerable number of SCI people, increased 

levels of hopelessness/helplessness and low self-efficacy have been accounted, and this 

has been found to alter their risks of developing depression and PTSD (Berardelli et al., 

2019). 

Given the number of depressions among people with SCI, it would be important to 

distinguish potentially modifiable causative psychological factors. Three of the given 

factors may be acquired helplessness, self-efficacy, and cognitive distortions (Kraft & 

Dorstyn, 2015). 
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Strengthening resources such as self-efficacy is important can help to achieve betterments 

in health behavior, which could in turn assist to avoid secondary complications in SCI, 

such as pressure sores or urinary tract infections. Improvements in self-efficacy of 

persons with SCI have been attained with an active or independent living program, 

physical activity, or sports programs (Kim & Cho, 2016). 

Measurement of self-efficacy of SCI persons is important within rehabilitation settings 

and research. Individuals determined of having low self-efficacy anticipations may 

benefit from counseling directed at increasing confidence in their abilities (Middleton et 

al., 2007). 
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CHAPTER-III                                                                                METHODOLOGY 

 

3.1 Study Design  

A cross-sectional study was selected by the researcher to execute the research. Cross-

sectional studies were carried out at a one-time point or over a short period. In this study, 

a cross-sectional study design is accustomed to determining the level of self-efficacy of 

people also with self-esteem with spinal cord injury at the time of rehabilitation in CRP. 

This study design was suitable to discover the objectives. The data was collected all at the 

same time or within a short time frame. A cross-sectional design provides a snapshot of 

the variables included in the study, at one particular point in time. 

3.2 Study Site 

Data was gathered from patients with spinal cord injury attending at SCI unit in Centre 

for the Rehabilitation of the Paralyzed (CRP), Savar, Dhaka; the only specialized & 

largest rehabilitation center in Bangladesh 

3.3 Study Population and Sample Population  

In this study, the people who had SCI and people who admitted at CRP were selected to 

carry out the study. About 60 samples were selected for this study 

3.4 Sample Technique  

Samples were selected through the convenience sampling method for carrying on this 

study. A convenience sample is a group of people who (conveniently) were available for 

study. 
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3.5 Sample size  

The equations of finite population correction in case of cross-sectional study 

n=
𝑍2𝑝𝑞

𝑑2
 

= (1.96) 2× 0.15𝑥 0.85/ (0.05)2 

=195 

Here, Z (confidence interval) = 1.96  

P (prevalence) = .15 (Singh, Prakash, Bhatti and Mahen, 2019) 

 And, q= (1-p) 

 = (1-0.15)  

= 0.85  

The actual sample size was, n= 195. 

Researcher was chosen to take 60 sample of population. 

3.6 Inclusion Criteria  

•Persons with spinal cord injury in community. It is an important criterion to conduct the 

study with appropriate identification of population. 

• The Patients attending at the halfway hostel. 

 • Both male and female patients (Nasiri et el.,2020). It will help to identify ration of male 

and female to the study. It will also indicate who more vulnerable for the risk factor are.  

• Patients who were willing to participate. Unwilling and unconscious patient will make a 

negative impact to the study.  

• The patients who will volunteer with interest This will help to conduct the study in a 

smooth way (Equebal, Anwer and Kumar, 2013). 
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3.7 Exclusion Criteria  

• Children with spinal cord injury. 

• Patients who were mentally unstable. This patient can’t provide correct information.  

• Undiagnosed patient. If it is not diagnosed correctly then the correct information will 

not be available. Unconscious patient. If patient is unconscious can’t give information. 

Not willing to participate (Amer, 2013). 

3.8 Data Collection method 

 

3.8 Data Collection method & tools 

• The researcher used a 6 paged data collection form to collect information from the 

samples.  

• Consent Form: The researcher took written consent from every participant during 

data collection by using a Bangla consent form.   

• Structured questionnaire: The researcher used a structured questionnaire for 

collecting data.  

Morong self-efficacy scale: The Moorong Self-Efficacy Scale (MSES) is a self-report 

questionnaire developed to measure self-efficacy in performing functional activities of 

daily living in people with SCI. It consists of two factors and sixteen items 

 

Validity: High correlation with Sickness Impact Profile-68 (SIP68) Psychosocial 

Subscale: ρ = -0.80 

Moderate to High correlation with Depression Anxiety Stress Scale - 21 (DASS-21) 

Subscales: r = -0.58 to -0.63 

Moderate correlation with Centre for Epidemiologic Diseases Depression Scale (CESD-

10) and correlation with Satisfaction with Life Scale (SWLS): CEDS: r = -0.54; SWLS: r 

= 0.51 
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Moderate correlation with Hospital Anxiety and Depression Scale (HADS) Subscales: ρ= 

-0.31 to -0.56 

Moderate correlation with age and Factor 1 (Social Function Self-Efficacy): r=-.32 

(P<.01) 

Reliability: Low to High internal consistency for the item-total correlation: 6 of 8 items: 

0.46-0.80 2 of 8 items (item 2 and item 4): 0.17 and 0.25 

Moderate internal consistency for Factor 1 (social function self-efficacy; 5 items): α=.77 

High internal consistency for Factor 2 (general self-efficacy; 4 items): α=.81 

High internal consistency for Factor 3 (personal function self-efficacy; 7 items): α=.80 

Rosenberg Self-Esteem Scale (RSE) 

Scoring: As the RSE is a Guttman scale, scoring can be a little complicated. Scoring 

involves a method of combined ratings. Low self-esteem responses are “disagreed” or 

“strongly disagree” on items 1, 3, 4, 7, 10, and “strongly agree” or “agree” on items 2, 5, 

6, 8, 9. Two or three out of three correct responses to items 3, 7, and 9 are scored as one 

item. One or two out of two correct responses for items 4 and 5 are considered as a single 

item; items 1,8, and 10 are scored as individual items; and combined correct responses 

(one or two out of two) to items 2 and 6 are considered to be a single item. The scale can 

also be scored by totaling the individual 4-point items after reverse-scoring the negatively 

worded items 

Reliability: The RSE demonstrates a Guttman scale coefficient of reproducibility of .92, 

indicating excellent internal consistency. Test-retest reliability over a period of 2 weeks 

reveals correlations of .85 and .88, indicating excellent stability. 

Validity: Demonstrates concurrent, predictive and construct validity using known 

groups. The RSE correlates significantly with other measures of self-esteem, including 

the Coopersmith Self-Esteem Inventory. In addition, the RSE correlates in the predicted 

direction with measures of depression and anxiety 
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3.10 Data Analysis  

Data were analyzed with Statistical Package for Social sciences (SPSS) version 22. The 

researcher analyzed the data by descriptive statistics using Frequency, Percentage (%), 

Pie diagram, Bar diagram, 95% confidence interval, Interquartile Range (IQR) and also 

showed the association by Chi-Square test. 

Chi-Square test equation 

It is used for data that consist of variables distributed across various categories and is 

denoted by χ2.  

The chi-square formula is:  

χ2 = ∑ (Oi – Ei)
2/Ei,  

Oi = observed value (actual value)  

Ei = expected value. 

∑ = Summation 

χ2 = Chi-Square value. 

 

3.10.1 Association between socio demographic information with morong self-efficacy 

score 

Association between 

variable 

        Chi squre test value               P value 

Age with maintaining 

hygiene with or without 

help 

             44.580              .024* 

Age with avoiding bowel 

accidents 

             44.580              .024* 
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Age with participating 

active number of 

household work 

             46.747              .014* 

Age with maintaining 

relation with family 

            53.488              .024* 

Gender with dealing with 

unexpected problem 

           16.014              .007** 

Gender with spending 

time with friend 

          16.818             .010** 

Gender with imaging 

working in future 

          17.395             .002** 

Types of paralysis with 

participating active 

number of household 

work 

           33.373            .004** 

   

Types of paralysis with 

maintaining relationship 

in family 

          34.424           .003** 

types of paralysis with 

getting of room whenever 

needs to go 

          34.289          .024* 

Types of paralysis with 

enjoy time with friend 

         71.754         .000*** 
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Types of paralysis with 

finding hobbies and 

leisure that interests 

        39.021         .002** 

Types of paralysis with 

maintaining contact with 

people that are important 

        44.622        .000*** 

Types of paralysis with 

dealing with unexpected 

problem 

       68.546       .000*** 

   

Types of paralysis with 

being able to work in the 

future 

               32.094 .001*** 

Types of paralysis with 

accomplishing most thing 

that set to do  

              40.313 .002** 

Types of paralysis with 

learning new things until 

persist successful 

              47.888 .000*** 

   

Level of injury with 

dealing with unexpected 

problem that come up in 

life 

             18.422 .048* 

Level of injury with 

imagine to have full filling 

lifestyle in the future 

             22.748 .012* 
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Cause of injury with 

getting of room for 

whenever to go  

            15.241 .018* 

Causes of injury with 

enjoying spending time 

with friend 

            14.687 .023* 

*p<.05 level of significance, **p<.01 level of significance, ***p<.001 level of significance 

 

3.10.2 Association between socio demographic information with Rosenberg self-

esteem scale  

Association between 

variable 

             Chi square test 

value 

                P value 

I feel I worth for equal 

plan with others with age 

               25.400                 .031* 

I wish I had most respect 

for myself with age 

              24.145                 .044* 

I wish I had most respect 

for myself with 

educational status 

              22.836                 .011* 

I feel I worth for equal 

plan with others with types 

of paralysis 

             13.287                 .039* 

I do not have much to be 

proud of with types of 

paralysis 

            33.156                 .000*** 

On the whole I satisfied 

with myself with types of 

paralysis 

           18.781                 .027* 
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I certainly feel useless at 

times with types of 

paralysis 

          39.100                 .000*** 

 *p<.05 level of significance, **p<.01 level of significance, ***p<.001 level of significance 

 

3.11 Informed consent: Written consent was given to all participants prior to the 

completion of the structured questionnaire. I explained the participants about his or her 

role in this study. I received a written consent form every participant including signature. 

So, the participant assured that they could understand about the consent form and their 

participation was on voluntary basis. The participants were informed clearly that their 

information would be kept confidential. I assured the participants that the study would 

not be harmful for them. It was explained that there might not a direct benefit from the 

study for the participants but in the future cases like them might got benefit from it. The 

participants have the right to withdraw consent and discontinue participation at any time.  

3.12 Ethical consideration 

•  Permission will be taken must from ‘Institutional Review Board’(concern 

authority) before of the collecting data. 

•  All participants were informed about the aim, objectives for the study prior to 

participants.  

•  Must be informed consent had been taken. 

•  The participations or patients had given right to proceed & withdrawal from the 

study in anytime. 

•  Strictly maintained of the participation’s information very confidentiality. 
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CHAPTER-IV                                                                                      RESULTS 

 

 4.1 Characteristics of all participants (n= 60): 

 Table 1 

Variables     Total=n % 

Age of participants n (%)/Mean ±SD   

 27.82 ± 11.43   

Occupation Job holder 12 20% 

Housewife  6 10% 

Businessman 5 8.3% 

Students 20 33.3% 

Others 17 28.3% 

Level of injury Cervical 20 33.3% 

Thoracic 15 25% 

Lumber 25 41.7% 

Gender Male 44 73.3% 

Female 16 26.7% 

Family size Single family 46 76.7% 

Joint family 14 23.3% 

Marital status Married  29 48.3% 

Unmarried 31 51.7% 

Cause of injury Traumatic 56 93.3% 

Non traumatic 4 6.7% 

Educational status Illiterate 7 11.7% 

Primary 18 30% 

Secondary 19 31.7% 

Higher secondary 

Graduation 

11 

4 

18.3% 

6.7% 

Types of paralysis Complete tetraplegia            10 16.7 
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Incomplete tetraplegia          22 36.7 

Complete paraplegia       24 40 

Incomplete paraplegia              4 6.7 

Types of Traumatic 

Injury 

fall from height injury  25 41.7 % 

 shallow water diving injury 1 1.7% 

 road traffic accident 23 38.3% 

 Carrying heavy load 3 5% 

 Others 8 8% 

 

 

4.1.1 Association between Age and Moorong self-efficacy scale 

In MSES there are 16 items. Among 16 items there 4 item was significant. They are 

‘maintain hygiene’ Chi square value is 44.580 with P value .024, ‘avoid bowel accidents’ 

Chi square value is 81.345 with P value .000, ‘imagine to work in the future’ Chi square 

value is 46.747 with P value .014, ‘imagine having full fill life style’ Chi square value is 

53.488 with P value .024. 

 

4.1.2 Association between age to MSES I can maintain my hygiene with or without 

help 

Among 60 participants strongly disagreed 12 participants maintain hygiene with or 

without help where 29 participants disagreed and 4 participants slightly disagreed. 15 

participants agreed that maintaining hygiene with or without any help. 

 

4.1.3 Association between age and I can avoid having bowel accident 

Among 60 participants strongly disagreed 9 participants maintain hygiene bowel 

accidents 29 participant disagreed and 7 participants slightly disagreed. 2 participants 

remain neutral where 13 participants agreed that maintaining their bowel accidents. 
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4.1.4 Association between age and i can participate as an active member of the 

household. Among 60 participants strongly disagreed 8 participants can practice as an 

active member of the household 32 participant disagreed and 12 participants slightly 

disagreed. 6 participants remain neutral where 2 participants agreed that can practice as 

an active member of the househol 

4.1.5 Association between age and i can maintain my relationship in my family 

Among 60 participants strongly disagreed 2 participants can maintain relationship in the 

family 13 participant disagreed and 8 participants slightly disagreed. 3 participants 

remain neutral where 34 participants agreed that can maintain relationship in the family. 

 

4.1.6 Association between MSES and Gender 

Among 16 items there 3 items were significantly associated with gender. they are 

‘spending time with friends’ Chi square value is 16.818 with P value .010, ‘deal 

unexpected problems’ Chi square value is 16.014 with P value .007, ‘imagine to able to 

work in the future’ CHI square value is 17.395 with P value .002. 

 

4.1.7 Association between gender and I can enjoy spending time with my friend 

Among 60 participants strongly disagreed 8 participants can enjoy time with friend 18 

participant disagreed and 4 participants slightly disagreed. 2 participants remain neutral 

where 20 participants agreed that can enjoy time with friend. 

 

4.1.8 Association between gender and i can deal with unexpected problem 

Among 60 participants strongly disagreed 4 participants can deal with unexpected 

problems that come up in life 18 participant disagreed and 13 participants slightly 

disagreed. 9 participants remain neutral where 16 participant agreed deal with unexpected 

problems that come up in life. 

 

4.1.9 Association between gender and imagine to able to work in the 

Among 60 participants strongly disagreed 6 participants can imagine being able to work 

at sometimes in the future. 2participants remain neutral where 42 participants agreed can 

imagine being able to work at sometimes in the future. 
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4.1.10 Association between MSES and Types of paralysis 

Among 16 items there 13 items were significantly associated with paralysis types. They 

are ‘participate an active member of the household’ Chi square value was 33.375 with p 

value .004, ‘maintain relationship in family’ Chi square value was  34.424 with p value 

.003, ‘get of room whenever need to’ Chi square value was 34.289 with p value .024, 

‘enjoy time with friends’ Chi square value was 71.754 with p value .000,  ‘find hobbies 

and leisure that interest me’ Chi square value was 39.621 with p value .002,  ‘maintain 

contact with people who are important to me’ Chi square value was 44.622 with p value 

.000,  ‘deal with unexpected problems’ Chi square value was 68.546 with p value .000,  

‘imagine to being able to work in the future’ Chi square value was 32.094 with p value 

.001,  ‘accomplish most things Iset to do’ Chi square value was 40.313 with p value .002,  

‘learn new things i will persist until successful’ Chi square value was 47.888 with p value 

.000,  ‘when i see someone like to make first contact’ Chi square value was 31.909 with p 

value .023,  ‘maintain good health and wellbeing; Chi square value was 40.770 with p 

value  .000,  ‘imagine having a full filling life style in the future’ Chi square value was 

24.364 with p value .045. 

 

4.1.11 Association between types of paralysis to participate an active member of the 

household 

Among 60 participants strongly disagreed 8 participants can participate as an active 

member of household 32 participant disagreed and 12 participants slightly disagreed. 6 

participants remain neutral where 2 participants agreed can participate as a active 

member of household. 

 

4.1.12 Association between types of paralysis to maintain relationship in family 

Among 60 participants strongly disagreed 2 participants can maintain relationship in the 

family 13 participant disagreed and 8 participants slightly disagreed. 3 participants 

remain neutral where 34 participants agreed maintain relationship in the family. 
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4.1.13 Association between MSES and Level of injury 

 Among 16 items of MSES 2 item were significantly associated with level of injury. They 

were ‘deal with unexpected problems that come up in life’ Chi square value was 18.422 

with p value .048, ‘imagine to having full filling life style in the future’ Chi square value 

was 22.748 with p value .012. 

 

4.1.14 Association between level of injury to deal with unexpected problems that 

come up in life 

Among 60 participants strongly disagreed 4 participants can deal with unexpected 

problem that come up in life 18 participant disagreed and 13 participants slightly 

disagreed. 9 participants remain neutral where 16 participants agreed can deal with 

unexpected problem that come up in life. 

 

4.1.15 Association between level of injury to imagine to having full filling life style in 

the future 

Among 60 participants strongly disagreed 6 participants can imagine being able to work 

at some time in the future. 2 participants remain neutral where 52 participants agreed can 

imagine being able to work at some time in the future. 

 

4.1.16 Association between MSES and Causes of injury 

Among 16 items of MSES 2 items were significantly associated with causes of injury. 

They are ‘ I can get of my room whenever I need to’ Chi square value was 15.241 with p 

value .018,  ‘I can enjoy spending time with my friends’ Chi square value was 14.687 

with p value .023. 

 

4.1.17 Association between cause of injury to I can get of my room whenever I need 

to 

Among 60 participants strongly disagreed 19 participants can get of room whenever 

needs to go 22 participants disagreed and 5 participants slightly disagreed. 1 participant 

remain neutral where 9 participants agreed can get of room whenever needs to go. 
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4.1.18 Association between cause of injury to I can enjoy spending time with my 

friend 

Among 60 participants strongly disagreed 8 participants can enjoy spending times with 

friends 18 participant disagreed and 4 participants slightly disagreed. 2 participants 

remain neutral where 20 participants agreed can enjoy spending times with friends. 

 

4.1.19 Association between Rosenberg self-esteem scale between Age 

 Rosenberg self-esteem scale has 10 items. Among 10 items of RoSES  2 items were 

significantly associated with age. They are ‘I feel I worth for equal plan with others’ Chi 

square value was 25.400 with p value .031, ‘I wish I had most respect for myself’ Chi 

square value was 24.145 with p value .044. 

4.1.20 Association between age to I feel I worth for equal plan with others 

Among 60 participant 7 participants disagree to feel worth for equal plan with others 

where 33 participants agreed to feel worth for equal plan with others. 20 participants 

strongly agreed in this occasion for worth equal plan with others. 

4.1.21 Association between age to I wish I had most respect for myself 

Among 60 participant 1 participants disagree to wish most respect for themselves where 

49 participants agreed to wish most respect for themselves. 10 participants strongly 

agreed in this time for wishing most respect for themselves. 

 

4.2 Association between RoSES and Educational status 

Among 10 items RoSES only 1 item were significantly associated with educational stats. 

That was ‘I wish I had most respect for myself’ Chi square value was 22.836 with p value 

.011. 

4.2.1 Association between educational status I wish I had most respect for myself 

Among 60 participant 1 participants disagree to wish most respect for themselves where 

49 participants agreed to wish most respect for themselves. 10 participants strongly 

agreed in this time for wishing most respect for themselves. 



42 
 

4.2.3 Association between RoSES and Types of paralysis 

Among 10 items of RoSES 4 items were significantly associated with types of paralysis. 

They were ‘I feel I worth for equal plan with others’ Chi square value was 13.287 with p 

value .039, ‘I do not have much to be proud of’ Chi square value was 33.156 with p value 

.000, ‘on the whole I satisfied with myself’ Chi square value was 18.781 with p value 

.027, ‘I certainly feel useless at times’ Chi square value was 39.100 with p value .000. 

4.2.4 Association between types of paralysis to I feel I worth for equal plan with 

others 

Among 60 participant 7 participants disagree to feel worth for equal plan with others 

where 33 participants agreed to feel worth for equal plan with others. 20 participants 

strongly agreed in this time feel worth for equal plan with others. 

 

4.2.5 Association between types of paralysis to I do not have much to be proud of 

Among 60 participant 31 participants disagree to feel do not have much to be proud of 

where 29 participants agreed to feel not have much to be proud of.  

 

4.2.6 Association between types of paralysis to on the whole I satisfied with myself 

Among 60 participant 10 participants disagree to feel the whole I satisfied with myself 

where 50 participants agreed to feel the whole, I satisfied with myself.  

 

4.2.7 Association between types of paralysis to I certainly feel useless at times 

Among the participants 10 participants strongly disagreed to have certainly feel useless at 

time where 19 disagreed. On the other side 19 participants agreed to have certainly feel 

useless at times where 12 participants strongly agreed certainly feel useless at times.  
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CHAPTER-V                                                                                            DISCUSSION        

 

In this study among 60 participants there are 73.3% (n=44) were male and 26.7% (n=16) 

were female that indicates man are more vulnerable than women. Another study shows 

that The mean age of the participants was 41 (SD 11.9) years and 90% were male. 

Participants' mean self-efficacy score was 53.9 (SD 15.7). Multiple linear regression 

results indicated that injury type (i.e., paraplegia or tetraplegia; β = 0.290, p < .001) and 

adaptive coping (β = 0.561, p < .001) were significant predictors, accounting for 62% of 

the variance in self-efficacy scores. 

This study also shows that 11.7% participants were illiterate (n=7), 30% were primary 

(n=18), 31.7% were secondary (n=19), 18.3% were higher secondary (n=11), 6.7% were 

graduate (n= 4), and 1.7% were master’s level (n=1) among 60 participants. That 

indicates most of the participants act in self-efficacy are at secondary education level. 

Among 60 participants most of them were paraplegic 28 and tetraplegic were 32. There is 

no significant difference between the type of injury (paraplegia and tetraplegia), anyone 

with spinal cord injury would be paraplegia or tetraplegia. 16.7% were complete 

tetraplegia (n=10), 36.7% were incomplete tetraplegia (n=24), 40% were complete 

paraplegia (n=24) and 6.7% were (n=4). 

Most of the participant's injuries were caused by trauma 95.6% (n= 56) mostly fall from 

height and RTA. According to Ning et al. (2012) traumatic SCI is more frequent in Asia 

compared to other world regions. 

This study found an association between age and self-efficacy levels among SCI 

participants. Association between gender and can enjoy spending time with my friend. 

Association between types of paralysis to participate an active member of the household. 

Association between types of paralysis to do not have much to be proud of. The 

associated item was “Dealing with unexpected problems”. In this study, there was found 

an association between educational qualification and Self-efficacy levels among SCI 
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participants. The related item was “Able to work in the future” with a p-value of 0.012 

(p<.05) 

Skeletal level of injury was also associated with self-efficacy levels of SCI people in the 

current study. “Personal hygiene”, “Getting out of the house”, “Hobby and leisure 

pursuits”, “Maintaining contacts”, and “Fulfilling lifestyle” these items were significant 

with p<0.05 

In this study, 4 items of MSES were found associated with the type of paralysis. 

Significant items were “Household participation” with a p-value of 0.006, “Getting out of 

the house” with a p-value of 0.039, “Spending time with friends” with a p-value of 0.047, 

and “Hobby and leisure pursuits” with a p-value of 0.001.  

Among 16 items of MSES 2 items were significantly associated with causes of injury. 

They are ‘I can get of my room whenever I need to’ Chi square value was 15.241 with p 

value .018, ‘I can enjoy spending time with my friends’ Chi square value was 14.687 

with p value .023 

Among 10 items RoSES only 1 item were significantly associated with educational stats. 

That was ‘I wish I had most respect for myself’ Chi square value was 22.836 with p value 

.011. 

Among 10 items of RoSES 4 items were significantly associated with types of paralysis. 

They were ‘I feel I worth for equal plan with others’ Chi square value was 13.287 with p 

value .039, ‘I do not have much to be proud of’ Chi square value was 33.156 with p value 

.000, ‘on the whole I satisfied with myself’ Chi square value was 18.781 with p value 

.027, ‘I certainly feel useless at times’ Chi square value was 39.100 with p value .000. 

Rosenberg self-esteem scale has 10 items. Among 10 items of RoSES  2 items were 

significantly associated with age. They are ‘I feel I worth for equal plan with others’ Chi 

square value was 25.400 with p value .031, ‘I wish I had most respect for myself’ Chi 

square value was 24.145 with p value .044 

Though this study found a few associations between socio-demographic variables and 

Self-Efficacy (MSES) items.   
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CHAPTER-VI                                     CONCLUSION AND RECOMANDATIONS 

 

Conclusion  

Spinal cord injury (SCI) causes one of the heaviest emotional and physical challenges to 

face a human being, with annihilating changes to an individual’s physical functioning and 

independence; social, sexual, and vocational roles; and lifestyle. It is a major cause of 

disability in Asia as well as in Bangladesh. Every year many people are affected by spinal 

cord injury with traumatic or non-traumatic causes. Spinal cord injury can affect any 

person, at any age, at any time but active younger males are more prompt to having spinal 

cord injury than females. Spinal cord injury negatively affects not only the patient’s 

physical condition but also all aspects of their lives more importantly their mental status 

and quality of life. Psychiatric disorders among spinal cord injury patients and appear to 

be more common in disabled persons than in non-disabled people. Psychological 

variables are well recognized as influencing health outcomes after the onset of SCI. 

Successful rehabilitation involves reintegration into the community and psychological 

adjustment to disability and changed life circumstances. One psychological variable that 

has been the subject of a recent study concerning health outcomes in people with a range 

of medical conditions is self-efficacy. Self-efficacy has gained interest in SCI research in 

the last decades. Self-efficacy is known as the belief that each individual has about his or 

her ability to acquire desired results when executing particular activities and pursuing 

desired goals. Enhancing self-efficacy has been described as a target in the rehabilitation 

of SCI. For instance, this can be done by exercise, through improving physical condition 

and functional abilities, or by improving self-management abilities through a creative 

way of thinking. Self-efficacy has a central role in the Spinal Cord Injury Adjustment 

Model (SCIAM). Enhanced self-efficacy is associated with positive adjustment in the 

future within this model. Often the outcome discussed in studies focusing on self-efficacy 

relates to a person’s participation. Self-efficacy is important to the psychosocial 

accommodation of all persons, including those with disabilities. Self-Esteem also help the 

people to be confident to do work, it can help to grow functional activity. 
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Recommendations  

Physical and psychological co-morbidities are inevitable as a consequence of having 

Spinal Cord Injury (SCI). It has a negative influence on the quality of life and 

functioning. Self-efficacy in persons with SCI is important within the rehabilitation of 

individuals with SCI. A small number of studies have also examined self-efficacy in 

people with SCI but none has been done in the perspective of Bangladesh’s population. If 

other authors desire to carry out a further related study, they are recommended to do their 

study with an increased sample size, if possible, from a whole country perspective. Also, 

self-efficacy and self-esteem of people with SCI in the community to find out the relation 

with community reintegration or self-efficacy, self-esteem in vocational rehabilitation to 

increase the likelihood of successful employment outcomes can be recommended. I have 

to recommend to take large sample data and also it should be reliable and valid data. To 

minimize the obstacles. Take more time to collect data. 
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Questionnaire in English 

 

Title: - Influence of self-efficacy and self-esteem of spinal cord injury patients at 

CRP-An ICF based study. 

 

Part 1: Personal information 

1.1 Patients name  

1.2 Mobile No-  

1.3 Address  

1.4 Code No- 
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Part 2: Socio-Demographic information 

 

2.1 Age  

2.2 

 

Gender  

2.3 Occupation 1. Service holder 

2. Retired 

3. Housewife 

4. Businessman 

5. Students 

6. Others(Specify) 

2.4  Educational 

Status 

1. Illiterate 

2. Primary 

3. Secondary 

4. Higher Secondary 

5. Graduate  

6. Masters and above 

2.5  Marital Status  1. Married 

2. Unmarried 
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3. Divorced 

4. Separated 

2.6 Residential Area 1. Urban 

2. Semi-rural 

3. Rural 

2.7 Family Size  

2.8 Family Member  

2.9 Monthly Income  

 

 

Part: 3 Injury related Information 

 

3.1 Date of 

admission 

 

3.2 Causes of 

injury 

1. Traumatic  

2. Non traumatic 

3.3 If injury is 

traumatic 

1.Fall from height 2. Shallow water diving 3.RTA 

4.Carrying heavy load  

5.Bull attack  

6.VioleCervicalnce 

7.Others 

3.4 Level of injury 1. Cervical 

2. Thoracic 

3. Lumber 
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3.5 Types of 

paralysis 

1. Complete Tetraplegia 

2. Incomplete Tetraplegia  

3. Complete Paraplegia 

4. Incomplete Paraplegia 

3.6 Neurological 

level 

 

3.7 Skeletal level  

 

 

Part-4: Moorong Self-Efficacy Scale (MS ES) 

SI Question Strongly 

Disagree 

Disagree Slightly 

disagree 

Neutral Slightly 

agree 

Agree Strongly 

agree 

4.1 I can maintain my 

hygiene with or without 

help 

       

4.2 I can avoid having bowel 

accidents 

       

4.3 I can participate as an 

active member of the 

household 

       

4.4 I can maintain 

relationships in my family 

       

4.5 I can get out of my house 

whenever I need to 

       

4.6 I can have a satisfying 

sexual 

relationship 

       

4.7 I can enjoy spending time 

with my friends 
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4.8 I can find hobbies and 

leisure pursuits that 

interest me 

       

4.9 I can maintain contact 

with people who are 

important to 

me 

       

4.10 I can deal with 

unexpected problems that 

come 

up in life 

       

4.11 I can imagine being able 

to work at sometime in 

the future 

       

4.12 I can accomplish most 

things I set out to do 

       

4.13 When trying to learn 

something new, I will 

persist until 

I am successful 

       

4.14 When I see someone, I 

would like to meet, I can 

make the first 

contact 

       

4.15 I can maintain good 

health and well- 

being 

       

4.16 I can imagine having a 

fulfilling 

lifestyle in the future 

       

 

 



61 
 

Part -5: ROSENBERG Self-Esteem Scale 

S.I Question Strongly 

disagree 

Disagree Agree Strongly 

Agree 

5.1 I feel that i am a person of worth, at least on an 

equal plan with others 

    

5.2 I feel that I have a number of good qualities     

5.3 I am inclined to feel that i am a failure     

5.4 I am able to do things as well as most other 

people 

    

5.5 I do not have much to be proud of     

5.6 I take positive attitude toward myself     

5.7 On the whole, I am satisfied with myself     

5.8 I certainly feel useless at times     

5.9 I wish I had most respect for myself     

5.10 At times I think I am no good at all     
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