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ABSTRACT 

Background: People with spinal cord injury have faced many challenges in their community life 

after completing their rehabilitation. Some of them can engage in their social events in 

modifying way, but many of them can not engage in their social events properly. It also restricts 

their ability and quality of life. 

Objective: This study identified the level of participation among people with spinal cord injury 

in the community of Dhaka district. The purpose of this study was to evaluate social/community 

participation among people living with spinal cord injury. The study also identified the socio-

demographic information, injury related information, socio-economic information and health 

status of the participants. This study also showed the association between demographic 

informations (age, gender, occupation and assistive device) and social participation of the 

participants. 

Methodology: The study was conducted through cross-sectional design in quantitative study 

among 70. Participants were selected by using purposive sampling process. Data were collected 

by conducting face to face interview and used the “Participation scale”. Chi-square test was used 

to find out the association between demographic information and social participation. 

Result:In this study, as a evaluation of social participation of people living with SCI in their 

community, it was found that, about 28.6% (n=20) respondent’s are in “No significant restriction 

stage (score: 0-12)”, about 43.3% (n=31) respondent’s are in “Mild restriction stage (score: 13-

22)”, and about 18.6% (n=13) respondent’s are in “Moderate restriction stage (score: 23-32)”. 

Besides, about 7.1% (n=5) respondent’s are in “Severe restriction stage (score: 32-52)” and 

about 1.4% (n=1) respondent’s are in “Extremely restriction stage (score: 53-90)”. In this study, 

about health status, it was found from total respondents (n=70) that, about 41.4% (n=29) 

respondent’s perception of health is fair, 32.9% (n=23) respondent’s perception of health is good 

and 12.9% (n=9) respondent’s health perception is very good. Besides, about 10.0% (n=7) 

respondent’s health perception is excellent and 2.9% (n=2) respondent’s health perception of 

health is poor. 

Conclusion: The result of the study will be helpful to know about the level of participation 

among the people with spinal cord injury who living in their own community of Dhaka district. 

The result will also very helpful to know about the demographic and health status of the 

participants. It is very essential to address their participation restriction. This study provides the 

basis for identifying levels of social participation of community living spinal cord injured people 

at individual perspective which open the need for foundations for country level participation data 

to inform policy and set-up rehabilitation.  

Key words: Participation, Social/community participation, Participation restriction, community, 

Environmental factors, Spinal cord injury, People living with spinal cord injury. 
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1.1 Background: 

A spinal cord injury (SCI) is a devastating condition with results in enormouspersonal and 

psychosocial consequences.People living with SCI (PLWSCI) have to cope with various 

challenges, of which adapting to community life isone of the greatest. The main challenge for 

PLWSCI starts when they returnhome after institutionalized rehabilitation and they have to 

reintegrate into andparticipate in their communities again. Community participation requires 

beingable to fulfill their roles as members of their households, participants in theircommunities, 

and citizens of their world. Such participation in the community isthe ultimate outcome of 

rehabilitation for people with disabilities, includingspinal cord injury (University of Pretoria, 

2010). This thesis evaluates social participation among people living with spinal cord injury 

(PLWSCI) in their own community of Dhaka district, Bangladesh. 

 

Bangladesh is a developing country and most densely populated country situated at south Asia in 

the world. Bangladesh has a population of 152,518,015 which ranks Bangladesh 8
th

 in the world, 

27% of them live in urban areas and the majority (73%) live in rural areas (Bangladesh Bureau 

of Statistics, 2011). There are an estimated 16 million people with disabilities in Bangladesh, or 

10% of the country's population (Centre for Disability in Development, 2016;&World Bank 

report,2016).The prevalence of disability was about 6% among those below the age of 18 and 

about 14% among those above that age (World Bank report, 2016). According to WHO disability 

report 2011, estimates of disability prevalence of Bangladesh from World Health Survey (2002-

2004) is 31.9%. (WHO,2011). There are an estimated 16 million people with disabilities in 

CHAPTER 01                                                                             INTRODUCTION 
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Bangladesh, or 10% of the country's population(Centre for Disability in Development, 2016; 

&World Bank report, 2016).  

In 2004, the prevalence of disability was about 6% among those below the age of 18 and about 

14% among those above that age(World Bank report, 2016).According to disability in 

Bangladesh, the total figure of disability is increasing with population growth and aging.The 

disease and injury which affect the spinal cord and damage the neurological level are the 

important health problem in our country, so they carry high rates of morbidity and mortality. 

Because, people with spinal cord injury faces lots of restriction in their daily activities and social 

participations (Hoque et al., 1999).  

 

Besides, Social participation is a key indicator of successful aging and is associated with 

mortality,morbidity(Australian Health Review, 2017)and quality of life (Levasseur M. et al; 

2010). Enhancing social participation is a central component of the World Health Organization’s 

response to concerns about population aging (WHO, 2011). People with SCI and their care giver 

cannot carry enough knowledge about SCI and faces main challenge in their own community life 

after completing rehabilitation. For that, SCI people faced different social problems like 

accessibility barriers, family burdens, economic crisis, sexual violation, livelihood and other 

livelihood challenges(Hoque et al., 1999). Besides, for lacking of proper knowledge, it is 

difficult for care giver to take care of SCI people in different secondary complications like 

pressure sore, muscle spasticity, muscle contracture, pain etc. Social stigma and prejudice creates 

negative effects on people with SCI about their social participation (Jorgensen S, Iwarsson S, 

Lexell J, 2016). In many cases, it is seen that, the survival rate is too poor in the community, for 

care-givers poor knowledge and interest of caring people with SCI. Career education is a very 

important aspect about that. In other sides, internationally incidence rate for SCI range from 10.4 

https://en.wikipedia.org/wiki/Disability
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to 83 case per million of population, with significant difference between different country or 

region (Ning, 2011). 

People who have been suffering from spinal cord injury often face life threatening complications 

so they need appropriate management and specialized rehabilitation. The patients of SCI are 

going into the different hospital for the treatment but they do not have enough facilities for their 

treatment. In Bangladesh there is only one non-government organization is Centre for the 

Rehabilitation of the Paralyzed, which has conducting a rehabilitation program for the last 32 

years through which the patients can improve their life style (Islam et al., 2011). After 

completing rehabilitation from CRP, it is very important to know that, how the people with SCI 

lead their life in their community, how much satisfaction achieved by them and how much 

problems/difficulty, they faced in their life event. The nongovernmental special organization, 

CRP managed the patients with multi and inters disciplinary approach which emphasis on the 

development of community based 3 rehabilitation programs (Centre for the Rehabilitation of the 

Paralyzed. Annual report: 2014–2015). 

There are sufficient stuffs that work there sincerely and supported by short term volunteers from 

home to abroad (Hoque et al., 1999). For developing effective program and polices the study will 

help to further enhancing our knowledge about SCI in Bangladesh.  

 

In developing countries, advance care ICU and proper, accurate and long term management and 

rehabilitation have the survival rate and life expectancy which is available only in the non-

government organization (Islam et al., 2011) 

 

According to International Classification of functioning (ICF), Disability is an umbrella term for 

impairments, activity Limitations and participation restrictions. It denotes the negative aspects of 

the interaction (Environment and personal factors) (WHO, 2001).  
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According to ICF, Participation means Involvement in a life situation, activity is the execution of 

a task or action by an individual, and Participation restrictions are Problems an individual may 

experience in involvement in life situations. 

 

Participation requires that individuals are entitled to participate in the decisions that directly 

affect them, including in the design, implementation, and monitoring of health interventions. In 

practice, meaningful participation may take on a number of different forms, including informing 

people with balanced, objective information, consulting the community to gain feedback from 

the affected population, involving or working directly with communities, collaborating by 

partnering with affected communities in each aspect of decision making including the 

development of alternatives and identification of solutions, and empowering communities to 

retain ultimate control over the key decisions that affect their wellbeing. (WHO, Human rights 

and Gender Equality in health sector strategies; 2008) 

 

The International Classification of Functioning, Disability and Health (ICF), defines 

participation as “involvement in a life situation”. Assessing someone’s level of participation is 

seen as essential to understand the social impact of a disability on a person’s life. (Martinuzzi, A, 

Salghetti, A, Betto, S, et al, 2010). Participation represents the social perspective of functioning. 

Participation restriction means problems in an individual may experience in involvement in life 

situations (ICF). Determined by comparing an individual’s participation to that which is 

expected of an individual without disability in that culture society (Ustun et al., 2003). 

 

Social participation is a crucial direction for policy to promote health equity concerns the 

participation of civil society and the empowerment of affected communities to become active 

protagonists in shaping their own health. Broad social participation in shaping policies to 

advance health equity is justified on ethical and human rights grounds, but also pragmatically. 

(WHO, 2008). 

 

The Participation scale (p-scale) focuses on social/community participation and usually used to 

find out the level of participation and also participation restriction of people who are affected by 

disability. The p-scale is also use in an Occupational Therapy department in a hospital or 

rehabilitation centre (van Brakel et al, 2006). The Participation scale has been validated for use 

with people affected by leprosy, people with spinal cord injuries (SCI), polio and other 
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disabilities. Extensive validation and field testing have confirmed that the scale works well under 

different operational circumstances (van Brakel et al, 2006).  

 

Participation, believed to contribute to health and well-being for people with disabilities 

(Fredricks, JA, Eccles, JS. 2006). Participation or involvement in everyday occupations is vital 

for all humans. As described by the World Health Organization, participation has a positive 

influence on health and well-being for people with disabilities (like SCI). Several 

authors consider social participation as an indicator of health, well-being and positive social 

behaviours(Sørensen, LV, Waldorff, FB, Waldemar, G. 2008).  

Social participation is also meaningful participations for the people with SCI in their own 

community, because, social participation helps the people with SCI to find out the actual own 

identity in the community and social participation is regarded as a key determinant of successful 

and healthy aging (Levasseur M et al., 2010). 

In otherside, the term social participation is an area of occupation, encompasses and broadens the 

definition of social integration; it includes expected interactions with others in community, 

family and peer/friend social systems. After cmpleting rehabilitation, people with SCI are tried to 

apply all gathered techniques to lead a better life in their own community. If these can be tried 

successfully, so that, social participation is enhancing health and well-being for the people with 

SCI (American Occupational Therapy Association, 2002). 

 

Major components of social participation are: home and family roles and activities, other 

productive roles (work, school and volunteering), social networks, leisure activities, mobility and 

economic self-sufficiency. (Dijkers M., 1998). Every components of social participation are 

meaningful and also very important for people with SCI to lead their life in community and 

that’s why, social participation is meaningful occupation for SCI (Dijkers M.,1998). 

In terms of social participation, the social consequences of SCI produce changes in an idividual’s 

social roles and interactions, reesulting in need in several areas. (Dijkers M. Abela NB, Gans BM 

and Gordon W. 1995). In a study examinning the unmet needs of people with SCI (in different 

countries and nations) living in the community, a high or very high need relating  to employment 

was reported  by 22% of the sample (Cox RJ, amsters DI and Pershouse KJ, 2001). 
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 In another study by Johnson et al, financial limitations were reported by 25% of their sample 

and comprised the largest category of nonmedical secondary complication (Johnson RL, 1998). 

Sapountzi-Krepia, Soumalis and papadakis found that, 82% of a sample of paraplegics living in 

Athens stated that they had atleast one UTI during their stay at home following discharge 

(Sapountzi-Krepia D et al 1998).  

Chronic pain has also been found to be prevalent in people with SCI who live in community, 

with 82% of people reporting persistent, bothersome pain at some time alter discharge, many 

with pain that frequently interferes with daily living (Turner JA, Cardenas DD Warms CA, 

McClellan CB, 2001) 

Finally, Occupational therapy focuses social participation of the people with SCI in their 

community life, to ensure their well-being and participation in ADLs as much as possible (St. 

Catherine University Online OTA, 17 April, 2017). The purpose of this study is to find out the 

level of participation among people with spinal cord injury in the community of Dhaka district.  

 

1.2 Justification: 

Participation in everyday occupations as much as possible is an important issue of individual 

people with SCI. Participation is a concept in the International Classification of Functioning, 

Disability and Health (ICF), defined as “involvement in a life situation”. 

The goals of occupational therapy for SCI patient’s are to achieve maximum physical 

improvement, reduce deformities and facilitation of maximal independence in self-maintenance. 

Therapists educate the people with SCI about how to regain lost performance and compensatory 

technique. The main focus of occupational therapy treatment is to regain of self-care, 

productivity and leisure activities. Occupational therapist also educates and shares information 

about patient’s condition to family and caregivers.The result of this study will be helpful for 

occupational therapiststo prepare appropriate treatment plan and provide better intervention.  

Caregiver is very important for people with SCI. Manypeople with SCI are dependent on their 

caregiver to perform activity. The caregiver is primarily involved in helping the people with SCI 

to live independently at home. Bangladeshi caregivers are not well known about post SCI 

community participation.  
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They also not have clear idea about the importance of participation. This study will be beneficial 

for client and caregiver. This study will help to create more awareness among patients and 

caregivers about the importance of active participation in community life. 

This study is important to know about the level of participation among people with spinal cord 

injury in the community as it will provide the basis for indentifying kinds the levels of disability 

of community living spinal cord injured people at individual perspective which open the need of 

the foundations of the society experienced by the victims that expose to spinal cord injury.  

This study will be beneficial for the Occupational Therapy department and occupational 

therapists, because many occupational therapists are already working in different settings (SCI, 

CBR) and work about SCI.This study will help them to increase the knowledge about the level of 

community/social participation of people with SCI. 

There are some studies about activity limitation and participation restriction among SCI people. 

But this study mainly focuses social participation of people with spinal cord injury in their 

community. It is very much important to know that, how people with SCI lead their social life, 

how much difficulties/challenges are faced by them. 

This study will evaluate the social participation of them; and their level of participation, health 

status would be known from this study, which is very important for health professionals. 

Besides, this study will helpful to find out the association between socio-demographic and socio-

economic factors.  

Researcher feels very much interest in this area 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. The analysis of socio-demographic 

information’s, socio-economic information’s, health status information’s and participation scale 

information’s will provide significant evaluation of social participation among the people with 

spinal cord injury in Dhaka district. 
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1.3 Research question: 

What is the level of participation among the people with spinal cord injury patient in the 

community of Dhaka district? 

 

1.4 Aim and Objectives of the study: 

 Aim and General objective 

The aim and general objective of this study is to measure the level of participation among the 

people with spinal cord injury in the community of Dhaka district 

 Specific objectives 

1. To find out the level of social participation among people with spinal cord injury in the 

community of  Dhaka district 

2. To find out the association between socio-demographic factors and social participation 

 

1.5 Operational definition: 

Participation: A person’s involvement in a life satiation. It represents the societal perspective of 

functioning. (Ustun et al,2010). 

Community: A group of people living in the same place or having a particular characteristic in 

common.A community is a small or large social unit (a group of living things) that has 

something in common, such as norms, religion, values, or identity. Communities often share a 

sense of place that is situated in a given geographical area (e.g. a country, village, town, or 

neighborhood) or in virtual space through communication platforms.(James, Paul; Nadarajah, 

Yaso; Haive, Karen; Stead, Victoria (2012) 

Functioning: It is an umbrella term for body functions, body structures, activities and 

participation. It denotes the positive aspects of the interaction between an individual (With a 

health condition) and that individual’s environment and personal context. (Ustun et al., 2010). 

Environments Factors: Contextual factors that include the background of a person’s life and 

living, composed of components of the natural environment (Weather or terrain);the human-

made environment (tools , furnishing, the built environment); social attitudes, customs, rules, 

practices and institutions, and other individuals.(Ustun et al,. 2010). 

https://en.wikipedia.org/wiki/Norm_(social)
https://en.wikipedia.org/wiki/Religion
https://en.wikipedia.org/wiki/Values
https://en.wikipedia.org/wiki/Identity_(social_science)
https://en.wikipedia.org/wiki/Place_(geography)
https://en.wikipedia.org/wiki/Paul_James_(academic)
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Spinal cord Injury:A spinal cord injury (SCI) is a medically complex and life-disrupting 

condition which leads to a wide range of func-tional impairments and health-related problems 

(Kirchberger I et al. 2010). It isknown that people with SCI experience difficulties withactivities 

of daily living (ADL) and taking part in socialactivities compared to those without a SCI (Kemp 

B, Adkins R, Thompson L. 2004; Thompson L, Yakura J, 2001; Barclay L, McDonald R, Lentin 

P.,2015). People living with a SCI in less resourced countries such as Bangladesh, face 

challenges due to limited access to health care,rehabilitation programs, and quality assistive 

devices (WHO 2013; Hossain MS et al., 2015). 

People Living With Spinal Cord Injury (PLWSCI):For the purposes of this study, the 

abbreviation PLWSCI is used to refer to a person or peopleliving with spinal cord injury 

(paraplegic or quadriplegic andcomplete or incomplete), who were once patient with spinal cord 

injury atrehabilitation units of public and/or private hospitals, and have since beendischarged to 

their various homes/socio-economic environments. In instanceswhere reference is made to 

PLWSCI still in hospital or a rehabilitationinstitution, the term patientis used. The noun patient 

refers to an individualwaiting for or under medical treatment (Harris, 2007). 

 

Social participation:Social participation as used in this study combines two terms, namely 

community integration and participation. Community integration refers to being part of the 

mainstream of family and community life, resuming normal roles andresponsibilities as 

appropriate to the PLWSCI’s age, gender and culture and being an active and contributing 

member of society (Dijkers, 1998). Participation is defined as involvement in everyday life 

situations (WHO, 2001). Community/social participation therefore requires that PLWSCI should 

overcome the many barriers imposed by their disability and the surrounding environment. 

 

Participation restriction: Participation restriction means problems in an individual may 

experience in involvement in life situations. Determined by comparing an individual’s 

participation to that which is expected of an individual without disability in that culture society 

(Ustun et al., 2010) 

 

 

 



10 
 

CHAPTER 02                                                       LITERATURE  REVIEW 

 

2.1 Spinal Cord Injury 

A spinal cord injury (SCI) is a medically complex and life-disrupting condition which leads to a 

wide range of functional impairments and health-related problems(Kirchberger I et al. 2010). 

SCI, the common type of injury, is also a severely disabling condition and leads to a range of 

impairments and secondary health conditions. Patients with SCI experience difficulty 

participation in society in contexts such as work and leisure activities (Magasi et al., 2008).  

Spinal cord injury (SCI) is a serious condition that results in loss of motor, sensory and 

autonomic function below the lesion level (de Groot et al., 2010). It isknown that people with 

SCI experience difficulties withactivities of daily living (ADL) and taking part in socialactivities 

compared to those without a SCI (Barclay L, McDonald R, Lentin P.,2015). People living with a 

SCI in less resourced countries such as Bangladesh, face challenges due to limited access to 

health care,rehabilitation programs, and quality assistive devices (WHO 2013; Hossain MS, 

Rahman MA, Bowden JL, Quadir MM, Herbert RD & Harvey LA; 2015).Spinal cord injury 

becomes a major cause of mortality, morbidity and continues to be one of the foremost causes of 

disability.  

According to the estimation of 2011, there are 17 million people in the world experienced SCI in 

their life (NSCISC 2014). Every year, around the world, between 250000 and 500000 suffer a 

spinal cord injury (SCI). In the article of WHO (2013), it was claimed that, there is no reliable 

estimate of global prevalence. But estimated annual global incidence is 40 to 80 cases per million 

population. Spinal cord injury is a traumatic harm to the spinal cord that can result in alternation 

of normal motor, sensory and anatomic function (DeLisa, et al., 2005).  

 

2.2 SCI feature 

About the feature of spinal cord injury, there are found some types such as traumatic spinal cord 

injury, non-traumatic spinal cord injury. In these, some patterns are also included such as 

paraplegia, tetraplegia, complete SCI; incomplete SCI. 
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Traumatic spinal cord injury is harm to the spinal cord that can result in alternation of normal 

motor, sensory and anatomic function. Paraplegia and tetraplegia are the two common terms 

used in spinal cord injury. The central nervous system- CNS consists of the brain and spinal 

cord. The principle roles of the CNS are to integrate and co-ordinate incoming and outgoing 

neural signals and to carry out higher mental function, such as thinking and learning.Spinal cord 

is an extension of the brain, a thick bundle of nerve fibers from which individual nerve branches 

off to connect your brain with your muscles, skin and internal organs. The spinal cord carries 

message from the brain to the different parts of the body and also from the different parts of the 

body to the brain (DeLisa, et al., 2005). 

Paraplegia involves the lower extremities. Paraplegia is an impairment in motor or sensory 

function of the lower extremities. It is usually caused by spinal cord injury or 

a congenital condition that affects the neural (brain) elements of the spinal canal. The area of the 

spinal canal that is affected in paraplegia is either the thoracic, lumbar, or sacral regions. If four 

limbs are affected by paralysis, tetraplegia or quadriplegia is the correct term. If only one limb is 

affected, the correct term is monoplegia.Spastic paraplegia is a form of paraplegia defined 

by spasticity of the affected muscles, rather than flaccid paralysis(American Spinal Injury 

Association & ISCOS, 2011).The American Spinal Injury Association classifies spinal cord 

injury severity. ASIA A being the complete loss of sensory function and motor skills below the 

injury. ASIA B is having some sensory function below the injury, but no motor function. ASIA 

C some motor function below level of injury, but half the muscles cannot move against gravity. 

ASIA D, more than half of the muscles below the level of injury can move against gravity. ASIA 

E which is the restoration of all neurologic function (American Spinal Injury Association & 

ISCOS, 2011). 

Tetraplegia involves all extremities. Tetraplegia, also known as quadriplegia, is paralysis caused 

by illness or injury that results in the partial or total loss of use of all four limbs and 

torso; paraplegia is similar but does not affect the arms. The loss is usually sensory and motor, 

which means that both sensation and control are lost. Tetraparesis or quadriparesis, on the other 

hand, means muscle weakness affecting all four limbs. It may be flaccid or spastic. (Coulet, B.; 

Allieu, Y.; et al.2002; and Reinholdt, C. 2008). 

 

 

https://en.wikipedia.org/wiki/Spinal_cord_injury
https://en.wikipedia.org/wiki/Congenital
https://en.wikipedia.org/wiki/Tetraplegia
https://en.wikipedia.org/wiki/Monoplegia
https://en.wikipedia.org/wiki/Spastic_paraplegia
https://en.wikipedia.org/wiki/Spasticity
https://en.wikipedia.org/wiki/Flaccid_paralysis
https://en.wikipedia.org/wiki/American_Spinal_Injury_Association
https://en.wikipedia.org/wiki/Paralysis
https://en.wikipedia.org/wiki/Paraplegia
https://en.wiktionary.org/wiki/tetraparesis
https://en.wiktionary.org/wiki/quadriparesis
https://en.wikipedia.org/wiki/Flaccid_paralysis
https://en.wikipedia.org/wiki/Spastic_quadriplegia
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2.3 The challenges for people living with SCI  

Bangladesh is a developing country and most densely populated country in the world. 

Approximately hundred and fifty million people live in this small country. Near about 10% of 

total population are disable in Bangladesh where 43% are physically disable (JICA, 2002). The 

situation of Bangladesh in the access to support service area has very little. It is not people who 

sustain a SCI are discharged home with very little access to support service. It is not surprisingly 

happened that they frequently develop life threatening complications (New & Marshall 2013; 

Elshahidi et al., 2018). 

 

Disable population and also aging population is increasing with the growth rate of all population. 

There is no structured health care delivery system for spinal cord injuries in Bangladesh. People 

having spinal injury can go to any hospital of their choice for management, SCI is more prone to 

rural arearather thyan in urban area about 61.1% of the respondent was from rural area (Rahman 

et al., 2018). 

 

In the context of low income and middle income countries people with SCI are susceptible to life 

threatening complications after discharged from the hospitalSevere disability alters the 

individual's social and occupational role and position. People faced many barriers to participate 

in social life and limiting it, especially in the early period of his illness (Hossain et al. 2018) 

 

SCI presents a number of challenges, barriers to the injured person, the rehabilitation team, the 

family and society at large. For a person who has sustained PLWSCI and who has sustained a 

complete high lesion (i.e. cervical), the challenge becomes even greater because this person loses 

functioning of all four limbs; hence the extent of “disability” becomes greater.  

 

The challenge for the rehabilitation team in the case of a person with such a high lesion relates to 

prolonged rehabilitation periods and the management of health complications.It is even worse 

when the person is from an economically disadvantaged area, where the physical surroundings 

may not be suitable for wheelchairs, and where members of the community regard “crippled 

people” as cursed (Rouland & Lyons, 1989).  
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This might appear to be easier than return to work, but in practice encounters many difficulties. 

Belonging to informal groups is not an absolute necessity, but it must by desired by the people 

with SCI, who must make a fresh start from a lower or different position than before his illness. 

The fear of appearing helpless generates stress and neurosis. The new situation raises the fear of 

not being accepted by the group (Freeman, H. E., Levine, S., Reeder, L. G., 2007).For spinal 

cord injury, people faced a lot of personal, social and occupational challenges and barriers. So 

that, it can be told that, as a result of spinal cord injury, person will have various difficulties in 

social participation. 

 

2.4 Social participation 

Social participation is the extent of people's involvement and interaction with others in their local 

communities, neighbourhood and wider society. Many factors can influence social participation, 

including the facilities and resources available in the community or neighbourhood and the ease 

by which people can access them. Lancashire County Council's Community Projects team works 

with Lancashire residents to support projects to strengthen communities and improve health and 

wellbeing. (Lancashire, 2018) 

 

Social participation can take on a number of different forms including: 

 Informing people with balanced, objective information; 

 Consulting whereby the affected community provides feedback; 

 Involving or working directly with communities; 

 Collaborating by parenting with affected communities in each aspect of the decision 

including the development of alternatives identification of solutions; and  

 Empowering and ensuring that communities retain ultimate control over the key 

decisions that affect their well-being. (WHO, 2011; The world health report, 2008) 

 

Social participation is a very important aspect for people living with spinal cord injury. Home 

and family roles and activities, other productive roles such as work, school, volunteering etc, 

social networks, leisure activities, social networks and economic self-sufficiency are the major 

components for SCI people (Dijkers M, 1998). Measuring people’s level of social participation 

can therefore be used to identify community needs. 

 

https://www.lancashire.gov.uk/benefits-and-grants/grants-and-funding/community-project-support/
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In social participation, there are 3 most disrupted life habits in relation to the consequences of 

spinal cord injury (SCI): residence maintenance, participation in occupational (family roles, 

domestic tasks, employment) and recreational (attending cultural events, sports, fitness, games) 

activities. The least disrupted life habits were identified as verbal communicating skills, making 

friends and maintaining an emotional relationship with family. They concluded that, the quality 

of an individual’s environment (eg. Climate, accessibility, labor market, social support) and level 

of injury appear to significantly influence their ability to maintain their life habits.  

Greater life satisfaction has been documented when people with SCI were involved in productive 

activities such as work, leisure and education (Cushman L, Scherer MA, 2009) and is associated 

with community reintegration (Fuheer MJ, Potter C et al, 1992; Nosek MA, Fuheer MJ et al, 

1995). In general, persons with SCI were satisfied with their lives but when reduced quality of 

life was identified it was particularly related to unsatisfactory work and leisure situations. 

(Schonherr MC, Groothoff JW et al, 2005) 

Activity and participation are important but conceptually complex constructs, and this could well 

account for inadequacies in empirical research. Conceptual and methodological issues with the 

construct of participation and environmental factors interact with impairment (Whiteneck et. al., 

2009). Participation is a highly valuable fact for people with SCI, their caregivers and society at 

large, because it is related to a person’s ability to be an active and contributing member of 

society (Whiteneck, 2006). Participation is also important for disability and rehabilitation policy, 

and is the hallmark of legislative initiatives (Mbeki, 1997), the American with Disabilities Act of 

1990 and the United Nations Standard for the Equalisation of Opportunities for PWD (WHO, 

2001). 

 

Participation requires that individuals are entitled to participate in the decisions that directly 

affect them, including in the design, implementation, and monitoring of health interventions. 

(WHO, Human rights and Gender Equality in health sector strategies).Participation, defined as 

social involvement in a life situation (WHO, 2001), is described as a central goal of 

rehabilitation when the International Classification of Functioning, Disability and Health (ICF) is 

used as a conceptual framework for rehabilitation (Cardol M, et al., 2002) 
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In terms of social participation, the social consequences of SCI produce changes in an idividual’s 

social roles and interactions, reesulting in need in several areas. (Dijkers M. Abela NB, Gans BM 

and Gordon W. 1995). In a study examinning the unmet needs of people with SCI (in different 

countries and nations) living in the community, a high or very high need relating  to employment 

was reported  by 22% of the sample (Cox RJ, amsters DI and Pershouse KJ, 2001). 

Results from such studies vary due to many factors, for example the characteristics of the sample 

and the definition of the employment used. However re-employment rates have been reported as 

ranging from 14 to 44 (Krause JS, 2003).  

Therefore on the whole, work can be concluded to still be an elusive goal for many (Dijkers M, 

1995), highlighting the need for the vocational rehabilitation and careers support to help 

individuals return to work (DeVivo MJ, 1992)  

In another study by Johnson et al, financial limitations were reported by 25% of their sample and 

comprised the largest category of nonmedical secondary complication (Johnson RL, 1998). 

Sapountzi-Krepia, Soumalis And papadakis found that, 82% of a sample of paraplegics living in 

Athens stated that they had at least one UTI during their stay at home following discharge 

(Sapountzi-Krepia D et al 1998). Chronic pain has also been found to be prevalent in people with 

SCI who live in community, with 82% of people reporting persistent, bothersome pain at some 

time alter discharge, many with pain that frequently interferes with daily living (Turner JA, 

Cardenas DD Warms CA, McClellan CB, 2001). Social participation can be measured and 

evaluate by participation scale (18 points scale) 

The Participation scale (P- scale) has 18 items, in which the person is asked to respond whether 

they perceived their level of participation as equal to their peer in each of the situations described 

by the scale items. 

If the person considers that his or her level of participation is lower than that of his/her peer, 

representing a possible restriction to participation, he/she is also asked to indicate to what degree 

this is a problem in his/her daily routine (van Brakel, 2010) 

The P-Scale aims to quantify the restrictions perceived by the individual in eight of the nine 

major areas of life defined by the ICF: learning and applying knowledge; communication; 

personal care; mobility; domestic life; interpersonal interactions and relationships; major areas of 

life; and community, social and civic life(van Brakel et al 2006).   
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An innovative characteristic of the scale is that the individuals are asked to compare themselves 

with a real or hypothetical“peer”– that is, someone who is similar to them in all respects, except 

for illness or disability.  

This comparison was proposed to allow the representation of the roles and expectations for 

participation in different social and cultural contexts (van Brakel et al 2010). These special 

features indicate that the P-scale might be useful to assess client’s participation restrictions in 

diverse life situations. The p-scale is designed to assess and evaluate the participation of 

individuals with a health condition or disability (like SCI), especially conditions associated with 

stigmaand discrimination (van Brakel WH et al,2006) 

Participation and environmental factors that interact with impairment are inadequately 

conceptualized in the ICF and that lack of theoretical clarity impedes successful measurement. 

Whereas the ICF suggests multiple methods for classifying activity and participation, 

participation and activity should be conceptualized and measured as distinct constructs. There 

are a number of conceptual distinctions between activity and participation. Activity is considered 

action by an individual that can be assessed as a characteristic of a person. Participation may 

involve numerous activities that occur with or for others to fulfill societal roles(Whitenecket al., 

2009).  

Participation is assessed at the level of person and environment. “Activity” was understood to 

refer to the broad class behavioral, cognitive, and emotional experiences of individuals. 

“Participation” by contrast, is considered to refer to persons interactions with their social 

environment. The drawing of this conceptual distinction between activity and participation is 

considered one option for utilization of ICF classifications and is consistent with other expressed 

theoretical positions (Whitenecket al., 2009).  

The term community-based participation refers to “the extent of participation in religious, social, 

recreational, vocational, political and other organizational community groups and activities”. 

Community participation is essential to gain some insight after SCI. This will help to provide an 

indication of the effectiveness of post SCI interventions in the community and identify areas 

which need community strengthening. 

Community participation develops the managerial and organizational capacity to increase control 

over the decision of one individual life so it is very important for post stroke survivor after 

rehabilitation. (Botha, UA, Koen, L, Joska, JA, Hering, LM and Oosthuizen, 2010).Social 
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participation is vary in the situation of different county perspective, culture perspective and there 

are different results may be found from developed country perspective and developing/poor 

country perspective about social participation. 

2.5 Own country perspective: 

People living with a SCI in less resourced countries such as Bangladesh, face challenges due to 

limited access to health care,rehabilitation programs, and quality-assistive devices (World Health 

Organization. 2013; Hossain MS, 2015). In addition, they are vulnerable to life threatening 

complications such as pressure ulcers and urinary tract infectionsafter being discharged from a 

hospital; consequently, manyof them die within a few years of the SCI (WHO, 2013). More 

specifically, a recent study from Bangladesh reported that 19%of people who sustained a SCI 

were wheelchair-dependentand die within 2 years of discharge from hospital (Hossain MS et.al, 

2015).There are scarce data on socio-demographic and injury-related factors contributing to 

activity limitations and participation restrictions in people with SCI in less-resourcedcountries. 

Previous studies, predominantly from affluentcountries, have examined that various factors such 

asincreasing age, time since the injury (Whiteneck G, Meade MA, Dijkers M, Tate DG, Bushnik 

T.,Forchheimer MB. 2004)female gender(Whiteneck G, 1999; Krause JS, Broderick L. 2004), 

and tetraplegia (Jorgensen S, Iwarsson S, Lexell J. 2016)were found to be associated with 

activity limitations and participation restrictionsin people with SCI. However, it is difficult to 

generalizethesefindings to less resourced regions/countries due to socio demographic and other 

contextual differences, suchas cultural beliefs, ethnic compositions, and politicalrepresentation. 

Previous studies have demonstrated anassociation between socio-demographic and injury 

relatedcharacteristics of people with SCI in Bangladesh (Hossain et tal. 2015;Islam MS, Hafez 

MA & Akter M. 2011).  

For example, a study of 107 patients at the Centre for theRehabilitation of the Paralyzed (CRP) 

in 2011 identifiedthat most SCIs (93%) were caused by traumatic incidentssuch asroad traffic 

accident,fall from a height, impact of a heavy object onto the neckand/or back(Islam MS, Hafez 

MA, Akter M. 2011). Seventypercent of the study participants were less than 40 years old,83% 

of injured people were males, 65% were married,and 92% were residents in rural areas. In terms 

of thecharacteristics of SCI, tetraplegia and paraplegia accountedfor 46% and 54% of the 

injuries, respectively (Islam MS, Hafez MA, Akter M. 2011). 
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Another study reported that following SCI, the majorityof people were unemployed, house 

bound, and living inpoverty (Hossain MS, et al, 2015) 

 

Besides, in the other part of south-east asia, in rural area of Nepal and India, many patients live 

in remote villages where subsistencefarming is the primary source of income, and where steep 

terrain,limited road access and inaccessible housing are often barriers to thoseusing mobility 

devices(Singh R, Sharma SC, Mittal R, Sharma A2003; Richardson SA. 1983;Goudel C. 

2004).Without good community reintegration, patients are more likely toget secondary health 

complications, such as pressure ulcers (PU) andurinary tract infections (UTI), resulting in re-

hospitalization or evendeath.(Prabhaka MM, Thakker TH, 1983; Goudel C. 2004; Herm FB, 

Spackman J, Anderson, 2000) 

Secondary health complications are more common in Nepal in person with spinal cord injury. 

Besides, lack of home and work place accessibility are also more common issue in Nepal in 

person with SCI. In Nepal, Social participation rate for people with spinal cord injury is not in 

satisfactory level at all(hrestha D, Garg M, Singh GK, Singh MP, Sharma UK. 2007; Lakhey S, 

Jha N, Shrestha BP, 2005) 

In conclusion, it can be said that, social participation might be well or in satisfactory level in 

developed country, because of their high income rate, good environment and accessibility 

facilities. These sides or facilities are not well or not in satisfactory level in low economic 

country, that’s why social participation might not be well in low-economic country. 
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CHAPTER 03                                                                   METHODOLOGY 

3.1 Conceptual framework: 

Dependent variableIndependent variable 

Socio-demographic information 

(Age, gender, care-giver, occupation, 

 income, education etc.) 

 

Injury related information 

(Cause, diagnosis, level of injury, 

Living experience in community)                                                              Social participation 

 

Socio-economic information 

(Family support, community support, 

Vocational training, ability) 

 

Health status  

(Physical, cognitive, psychosocial) 

 

Environment  

(home, community) 
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3.2 Study design:  

Descriptive cross sectional survey design was chosen to meet the study aim as an effective way 

to collect data. Descriptive cross sectional study is one of the forms of observational study. It is 

one of the most commonly used survey research design. It is an easy way to collect information 

among the large number of population in a short time. For this reason, researcher used this 

method for this study. 

In this study, researcher used quantitative research design. A quantitative method is an 

appropriate method to know the subject well-known, comparatively simple and 

clear.Quantitative method is an easy way to collect information among large participant. The 

study was conducted by non-experimental cross-sectional survey research design. Researcher 

used this method to fulfill the aim and objectives of the study.  

The researcher also chosen chi square test for this study. It is a statistical method assessing the 

goodness of fit between a set of observed values and those expected theoretically. 

 

3.3 Study population: 

Study population was people with spinal cord injury in their own community of Dhaka district. 

 

3.4 Study setting: 

Living area of people with spinal cord injury in Dhaka district. Researcher reached 13 places of 

Dhaka district in total (Mirpur, Dhanmondi, Lalbag, Shutrapur, Kotoali, Savar, Ashulia, 

Dhamrai, Dohar, Nouabgonj, Gabtoli, Katabon, Farmgate etc.). 

 

3.5 Study period: 

The period of this study was from September 2018 to February 2019 
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3.6 Sample size: 

For calculating Sample size: the investigator used the principle of sample size determination:  

n= z
2
.pq/r

2
 (Hicks, 2000). 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 

person 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: 

                                                          n = (1.96)
2
 x 0.5 x 0.5 

                                                                      (0.05)
2 

                                                             = 0.9604/0.0025 

                                                             = 384.16 

The calculated sample size is 384. But it is an educational research for the researcher and there 

were some limitations for the research work, like time limitation, cost limitation etc. That’s why, 

the researcher had collected data from 70 participant’s. 

3.7 Inclusion criteria:     

 Spinal cord injury patients (both of traumatic and non-traumatic) who completed 

rehabilitation from CRP and living in their own community after completing 

rehabilitation. 

 Community living experience: Minimum 6 months and maximum 5 years 

 Age: At least 18 years old.  

 Both male and female 

 Both paraplegic and tetraplegic SCI patient 

3.8Exclusion criteria:  

 Mentally unstable  

 unwilling people 

 Physically ill (like having of typhoid, jaundice, Pneumonia, severe fever etc.) 

 Person with SCI below 18 years of age 

 People with SCI who live in their own community for over 5 years 
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3.9 Sampling technique: 

Researcher selected purposive sampling techniques to collect data and Purposive sampling starts 

with a purpose in mind and the sample is thus selected to include people of interest and exclude 

those who do not suit the purpose. Usually, the population is too large for the research to attempt 

to survey all of its members. 

Researcher founded over ninety participant’s information from CBR department, CRP for data 

collection purpose. But, because of deathness and changing address, researcher reached 70 

participants. 

Purposive sampling technique were selected because it involves the deliberate selection of 

individuals by the researcher based on pre-define criteria and getting of those samples whose 

criteria was concerned with the study purpose. Here another factor is resource limitation to get 

the sample in bigger aspect as well as the limitation of time. Moreover, purposive sampling is a 

non-representive subset of some larger population, and is constructed to serve a very specific 

need or purpose (Oliver, 2013). 

A small, but carefully chosen sample can be used to represent the population. The sample 

reflects the characteristics of the population from which it is drawn.As well as purposefully 

selected 70 people with SCI, who are living in their own community after completing 

rehabilitation from CRP. 

3.10 Data collection tool:  

Participation scale (P-scale) was the data collection tool. Other instruments are: 

1. Information sheet 

2. Consent form 

3. Pen, Pencil 

4. Eraser 

5. Sharper 

6. Consent from Participation scale (P-scale) 18 items Bengali version questionnaire. 
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3.10.1 Information sheet 

Information sheet is an important for the participants that make sure the participant to participate 

the research.An information sheet is necessary to inform the participant about identity of 

researcher, institute affiliation, research related information such as title, aim, period, duties and 

privileges of participants. To provide information about researcher and subjects, researcher 

developed an information sheet in Bangla and English. Researcher was make sure about maintain 

confidentiality about their identity in this study by the information sheet. Data not shared to other 

person except research supervisor who was coordinating this study. The information sheet 

included that the participation was voluntary and this study was not any harm for the participant. 

3.10.2Consent form 

Consent form is an essential part where the person consents to do something. A consent form is 

necessary for a study and it is a standard way to get clearance or agreement of participation 

legally which is important before initial the collect data of any kind of research. To take consent 

from subjects, researcher developed a consent form in Bangla and English. Researcher was set 

printed consent form for participants to confirm the level of accepting of the information sheet, 

awareness about the potential benefits and risks as participant of thestudy. Researcher was taken 

permission from every single participant with signature on a written consent form. Volunteer 

participation of participants was permitted by signing. 

3.10.3Participation scale 

The Participation scale (p-scale) focuses on social/community participation and usually used to 

find out the level of participation and also participation restriction of people who are affected by 

disability. The p-scale is also use in an Occupational Therapy department in a hospital or 

rehabilitation centre (van Brakel, 2010). The Participation scale has been validated for use with 

people affected by leprosy, people with spinal cord injuries (SCI), polio and other disabilities. 

Extensive validation and field testing have confirmed that the scale works well under different 

operational circumstances (Van Brakel, 2010).  

 

The Participation scale (P- scale) has 18 items, in which the person is asked to respond whether 

they perceived their level of participation as equal to their peer in each of the situations described 

by the scale items. If the person considers that his or her level of participation is lower than that 
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of his/her peer, representing a possible restriction to participation, he/she is also asked to indicate 

to what degree this is a problem in his/her daily routine (van Brakel, 2010).  

 

The individual’s score on each item can be “No problem”=1, “Small”=2, “Medium”=3, 

“Large”=5. If the individual does not consider his/her participation less than that of his/her peer. 

To obtain the total score, values attributed to each items are added. The P- scale total score varies 

between 0 (zero) and 90, where 0= “no restriction on participation” and 90= “complete 

restriction in participation”. 

The P-Scale aims to quantify the restrictions perceived by the individual in eight of the nine 

major areas of life defined by the ICF: learning and applying knowledge; communication; 

personal care; mobility; domestic life; interpersonal interactions and relationships; major areas of 

life; and community, social and civic life(van Brakel et al 2006).  An innovative characteristic of 

the scale is that the individuals are asked to compare themselves with a real or 

hypothetical“peer”– that is, someone who is similar to them in all respects, except for illness or 

disability. This comparison was proposed to allow the representation of the roles and 

expectations for participation in different social and cultural contexts (van Brakel et al 2006). 

These special features indicate that the P-scale might be useful to assess client’s participation 

restrictions in diverse life situations. The p-scale is designed to assess and evaluate the 

participation of individuals with a health condition or disability (like SCI), especially conditions 

associated with stigmaand discrimination (van Brakel WH, Anderson AM & Mutatkar RK; 

2006) 

3.11 Data collection method:  

The approval of the study protocol was taken from the Institutional Review Board (IRB) of the 

Bangladesh Health Professions Institute (BHPI). Written permission from the authorities of the 

specific unit of Centre for the Rehabilitation of the Paralyzed (CRP) was provided to conduct the 

study.  

Data for this study was collected through face to face interview via interviewer administrated 

questionnaire.A self-developed socio-demographic questionnaire (including of socio-economic 

information, injury related information and health status) and participation scale were used to 

conduct the interview with the participants. 
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3.12 Data management and analysis: 

There are many statistical methods that might be useful but the researcher used descriptive 

statistics. Descriptive statistics are those that describe, organise and summarise the data and 

include think as frequencies, percentages, and description of central tendency and descriptive of 

relative relation. The data analysis was done by statistical software named Statistical Package for 

Social Science (SPSS) version 20;by using descriptive statistic method and Microsoft excels 

spreadsheet.Each subject was defined by a code number and every question was conducted as a 

variable.  

The code number and variables were labeled in a list in the variable view and the data input was 

performed in the data view of SPSS. The researcher checked the both questionnaire 

(demographic and participation scale questionnaire) and also data view for any unclear or 

missing or incorrect information. Then the data set was ready to analysis.  

Descriptive statistics was used to estimate the information about socio-demographic status, 

socio-economic status, injury and health status; and also used to find out the frequency and 

percentage of these variables and the level of social participation of the participants. A chi-

squared test, also written as x
2 

test, is any statistical hypothesis test where the sampling 

distribution of the test statistic is a chi-squared distribution when the null hypothesis is true. 

Without other qualification, 'chi-squared test' often is used as short for Pearson's chi-squared test. 

The chi-squared test is used to determine whether there is a significant difference between the 

expected frequencies and the observed frequencies in one or more categories (Chi square tests 

PDF, 2018).Chi-square test was used to find out the association between demographic variables 

and social participation. Which associations were found as any according to the previous study 

or literature or article, those only focused in this study; whether statistically significant or 

not(Chi square tests PDF, 2018). This Chi-square test was done by using 2×2 table (crosstab) 

with P-value less than5% (P<0.05) for statistical significance(Chi square tests PDF, 2018). The 

presentation of data was organised in SPSS and in Microsoft Office Word. All data input were 

given within the variable of SPSS. Specific findings were described in bar, graph, pie chart and 

in different tables which were easily understandable for reader. 

https://en.wikipedia.org/wiki/Statistical_hypothesis_testing
https://en.wikipedia.org/wiki/Sampling_distribution
https://en.wikipedia.org/wiki/Sampling_distribution
https://en.wikipedia.org/wiki/Chi-squared_distribution
https://en.wikipedia.org/wiki/Null_hypothesis
https://en.wikipedia.org/wiki/Pearson%27s_chi-squared_test
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3.13 Quality control and Quality assurance:  

The study was conducted through rigorous manner or trustworthiness. The entire study was 

conducted in a systemic way by following research steps under the supervision of an experienced 

supervisor. At the time of data collection and data analysis, the researcher never tries to influence 

the result by his own value or perspectives. The researcher accepted answers of the participants 

whether they would deliver.  

The researcher collected the Bangla version of the Participation scale from the institute of 

Leprosy Mission Bangladesh. The researcher completed the piloting by interviewing 5 

participants before starting the data collection. 

 

3.14 Ethical consideration: 

Ethical considerations implemented to avoid ethical problem. The researcher got permission 

from research supervisor and head of the department of Occupational Therapy of Bangladesh 

Health Professions Institute (BHPI), an academic institute of CRP to conduct the study. 

Researcher also got permission from CBR department to collect research participamnt’s address 

and contact number for data collection purpose. Information sheet and consent form were 

provided to each participants. Aim and objectives were clearly described in information sheet 

and consent form. Researcher informed verbally about the topic and purpose of the study to 

participant. The researcher assured them that confidentiality of personal information will be 

strictly maintained in future. The researcher ensured that the service of patient will not be 

hampered from their participation in this study. Participant had full right to withdraw their 

participation from this study at any time. The researcher also committed not to share the 

information given with others except the research supervisor. As the participants were informed 

by the information sheet about the study, so they provided their consent by the consent form. The 

information gathered from the participants anonymously. The researcher was available to answer 

any study related questions or inquiries from the participants. All sources cited and 

acknowledged appropriately. The field notes and answer sheet not shared or discussed with 

others. 
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CHAPTER 04                                                                                  RESULT 

 

4.1 Results with respect to the Socio-Demographic status 

4.1.1 Table 1: Distribution of respondents by age, educational status, marital status, living 

environment 

Socio-demographic 

characteristics of the 

respondents 

n=70 

Frequency (n) 

n=70 

Percent (%) 

Age range   

18-30 years 17 24.3 

31-40 years 17 24.3 

41-50 years 19 27.1 

51-60 years 11 15.7 

61-70 years 6 8.6 

Mean ± SD 41.91 ± 12.57 41.91 ± 12.57 

Educational status   

Illiterate 1 1.4 

Primary (class 1-5) 13 18.6 

Secondary (class 6-10) 20 28.6 

S.S.C. pass 15 21.4 

H.S.C. pass 11 15.7 

Graduate 10 14.3 

Marital status   

Unmarried 18 25.7 

Married 48 68.6 

Separate 3 4.3 

Divorced 1 1.4 

Living area   

Rural 7 10.0 

Urban 59 84.3 

Semi-urban 4 5.7 

Type of family   

Joint family 24 34.3 

Single family 39 55.7 

Living alone 7 10.0 

 

The above table shows that, the total respondents were 70 (n=70) from 18-70 years with mean 

age of 41.91 (±12.57). There were 17 respondents (24.3%) from 18-30 years and another 17 
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respondents (24.3%) from 31-40 years, 19 respondents (27.1%) from 41-50 years,11 respondents 

(15.7%) from 51-60 years and 6 respondents (8.6%) from 61-70 years. Around 28.6% 

respondents (n=20) had secondary education (class 6-10) and 21.4% respondents (n=15) had 

S.S.C. education. Around 18.6% respondents (n=13) had primary education (class 1-5) and 

15.7% respondents (n=11) had H.S.C. education. Around 14.3% respondents (n=10) had 

graduation on education and 1.4% respondents (n=1) had no education.  

The above table also shows that, maximum respondents of this study lived in urban area. About 

84.3% respondents (n=59) lived in urban area, 10.0% respondents (n=7) lived in rural area, and 

5.7% respondents (n=4) lived in semi-urban area, among total participants (n=70).  

About 25.7% respondents (n=18) were unmarried and 68.6% respondents (n=48) were married 

among 70 participants. Around 4.3% respondents (n=3) were separated from each other and 

1.4% respondents (n=1) had divorced.  

Besides, it was found from the study that, large number of respondents lived in single family. 

Around 55.7% (n=39) respondents lived in single family and nearly 34.3% (n=24) respondents 

lived in joint family among of total respondents. Only 10.0% (n=7) respondents lived alone. 
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4.1.2 Distribution of gender/sex of respondents 

 

Figure 1: Distribution of sex between respondents 

The study had counted both males and females according to subject matter of study. The figure 1 

represents that out of 70 respondents 68.6% (n=48) were males and 31.4% (n=22) were females. 

The numbers of male respondents were higher than females. 

 

 

 

 

 

68.6% 

31.4% 

Male

Female
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4.1.3 Distribution of care-giver of respondents  

 

Figure 2: Statistics of care giver between respondents 

The respondents were asked about their main care-giver at home. Different responses had found 

about this. It was found that, about 20% (n=14) respondents took own care by own self, 35.7% 

(n=25) respondents got care by wife, 14.3% (n=10) respondents got care by their mother. 

Besides, 8.6% (n=6) respondents got care from their husband, 4.3% (n=3) got care by their 

father, 5.7% (n=4) respondents got care by son and 2.9% (n=2) respondents got care by daughter. 

Care was provided by brother to 1.4% (n=1) respondents, by sister to 4.3% (n=3) respondents, by 

relatives to 1.4% (n=1) respondents and by neighbors to 1.4% (n=1) respondents among 100% 

respondents (n=70 persons). 
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4.1.4 Table 2: Distribution of respondents by occupation before injury, occupation after 

injury and assistive devices 

Socio-demographic 

characteristics of the 

respondents 

n=70 

Frequency (n) 

n=70 

Percent (%) 

Occupation before injury   

House-wife 8 11.4 

Service holder 21 30.0 

Own business 11 15.7 

Day labor 10 14.3 

Student 20 28.6 

Current occupation    

House-wife 6 8.6 

Day labor 1 1.4 

Service holder 13 18.6 

Own business 39 55.7 

Student 4 5.7 

Unemployment  7 10.0 

Assistive device   

Use assistive device 64 91.4 

Do not use assistive device 6 8.6 

 

This table shows that, the respondents were asked about their occupation before injury, current 

occupation and assistive device. It was found that, before injury, respondents involved with 

different types of work. 11.4% (n=8) respondents were house-wife, 30.0% (n=21) respondents 

were service holder, 15.7% (n=11) respondents maintained own business, 14.3% (n=10) day 

labor, and 28.6% (n=20) respondents were student before their injury.  

 

But after their injury, it was seen that, maximum respondents involved with own business. About 

55.7% (n=39) respondents maintain own-business, 18.6% (n=13) respondents were service 

holder, 1.4% (n=1) respondents were day labor, 5.7% (n=4) respondents went back to their 

study. About 10.0% (n=7) respondents were unemployment  

 

After injury and completing rehabilitation, it was seen that, significant number of respondents 

91.4% (n=64) used assistive device in their community life to participate in different social 

events and about 8.6% (n=6) respondents do not use assistive device in the stage of community 

life. 
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4.1.5 Distribution of actual assistive device using by respondents 

 

 

Figure 3: Statistics on actual using of assistive device 

The respondents were asked about their assistive device and actual using assistive device in the 

community. Already, it was known that, about 91.4% (n=64) respondents use assistive device in 

their community life and 8.6% (n=6) respondents do not use assistive device. Then, it was found 

(from 64 respondents) that: as assistive device, wheel chair was used by 64.3% (n=45) 

respondents, walking frame was used by 2.9% (n=2) respondents, elbow crutch was used by 

15.7% (n=11) respondents and axillary crutch was used by 2.9% (n=2) respondents in their own 

community. 1.4% (n=1) respondents were used helping stick and 4.3% (n=3) respondents were 

used long trolley as assistive device in the community.  
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4.2 Results with respect to the Socio-Economic status 

4.2.1 Table 3: Distribution of respondents by main earning person of family, earning ability 

and monthly income 

Socio-economic 

characteristics of the 

respondents 

n=70 

Frequency (n) 

n=70 

Percent (%) 

Main earning person of 

family 

  

Own-self 19 27.1 

Father 19 27.1 

Brother 3 4.3 

Wife 12 17.1 

Husband 9 12.9 

Son 6 8.6 

Daughter 1 1.4 

Relatives 1 1.4 

Earning    

Have earning 52 74.3 

Have no earning 18 25.7 

Monthly income   

Below 5,000 2 2.9 

5,001-10,000 18 25.7 

10,001-15,000 14 20.0 

15,001-20,000 5 7.1 

20,001-25,000 5 7.1 

 25,000+ 8 11.4 

No income 18 25.7 

Mean                                   14000 BDT 

 

The above table shows that, total respondents were 70 (n=70) with mean income of 14000 BDT 

and respondents were asked about their main earning person of family, about their earning ability 

and monthly income. It was found that among total participants, 27.1% (n=19) respondents were 

the main earning person for their own family. Besides, the main earning person of the family was 

father for 27.1% (n=19) respondents, brother for 4.3% (n=3) respondents, wife for 17.1% (n=12) 

respondents, husband for 12.9% (n=9) respondents, son for 8.6% (n=6) respondents, daughter for 

1.4% (n=1) respondent and relatives for 1.4% (n=1) respondent.  
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It was also found that, among total participants (70 persons), significant number of respondents 

74.3% (n=52) have own earning and about 25.7% respondents (18 persons) have no earning. 

 

The respondents were also asked about their monthly income. It was known that, among total 

participants (n=70), 2.9% (n=2) respondents had monthly income in below 5000 taka, 25.7% 

(n=18) respondents had monthly income within 5001-10000 taka, 20.0% (n=14) respondents had 

monthly income within 10001-15000 taka. Around 7.1% (n=5) had monthly income within 

15001-20000 taka and another 7.1 % (n=5) respondents had monthly income within 20001-

25000 taka. About 11.4% (n=8) respondents had monthly income of more than 25000 taka. 

There were 25.7% (n=18) respondents have no earning. 
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4.2.2 Information about source of income of respondents 

 

 

Figure 4: Statistics on source of income of respondents 

 

This figure shows that, the total respondents were asked about their source of income. Different 

responses found from different respondents about this. Already, it was known that, about 74.3% 

respondents (52 persons) had earning and about 25.7% respondents (18 persons) had no earning, 

among 70 participants. It had seen that, among 52 earning participants, self-employment was the 

source of income for 54.3% (n=38) respondents, govt. job was the source of income for 5.7% 

(n=4) respondents, non govt. job was the source of income for 11.4% (n=8) respondents and 

farming work was the source of income for 2.9% (n=2) respondents.  
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4.2.3 Table 4: Distribution of respondents by main role in family and vocational training 

Socio-economic 

characteristics of the 

respondents 

n=70 

Frequency (n) 

n=70 

Percent (%) 

Main role in family   

Mother 14 20.0 

Father 27 38.6 

Brother 3 4.3 

Wife 1 1.4 

Husband 8 11.4 

Son 9 12.9 

Daughter 6 8.6 

Own-career 2 2.9 

Vocational training   

Taking vocational training 38 54.3 

Taking no vocational training 32 45.7 

 

The above table shows the statistics on the participant’s main role in family and also about their 

vocational training. Among total participants (n=70) of this study, 38.6% (n=27) respondents 

played their main role as father in family, 20.0% (n=14) as mother, 11.4% (n=8) as husband and 

12.9% (n=9) as son in family. Besides, 4.3% (n=3) respondents played their main role as brother 

in their family, 8.6% (n=6) as daughter, 1.4% (n=1) as wife in their family. Only 2.9% (n=2) 

respondents played their main role as self-career in their family. 

 

It was found that, among total participants (n=70), maximum respondents took vocational 

training from CRP. About 54.3% (n=38) respondents took vocational training from CRP and 

about 45.7% (n=32) respondents didn’t take any vocational training from CRP. 
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4.2.4 Actual taking of vocational training by respondents 

 

Figure 5: Statistics on taking actual vocational training by respondents 

All respondents (n=70) were asked about their actual taking vocational training from CRP. 

Different person took different vocational training from CRP. It was already known that, from 70 

participants, 54.3% (n=38) respondents took vocational training. Other 45.7% (n=32) 

respondents didn’t take vocational training.  

This figure shows that, among 38 respondents (who took vocational training), 24.3% (n=17) took 

shop management training, 10.0% (n=7) took electric training, 8.6% (n=6) took computer 

training, 7.1% (n=5) took tailoring training, 2.9% (n=2) took wood work training and 1.4% (n=1) 

took animal husbandry training. These respondents took those vocational training to lead their 

life comfortably in their community. 
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4.3 Injury related information of participants 

4.3.1 Distribution of respondents by injury type 

 

Figure 6: Injury type of the respondents 

It was found that, among total participants (n=70), maximum respondents faced Spinal Cord 

Injury (SCI) with traumatic paraplegia. About 58.6% (n=41) respondents faced Spinal Cord 

Injury (SCI) with traumatic paraplegia, 31.4% (n=22) respondents faced SCI with traumatic 

tetraplegia. Besides, about 7.1% (n=5) respondents faced SCI with non-traumatic paraplegia and 

2.9% (n=2) respondents faced SCI with non-traumatic tetraplegia. 

 

 



39 
 

4.3.2 Causes of injury of the respondents 

 

Fig 7: Reasons behind the injury of the participants 

The respondents were asked by causes/reasons of their injury. Different reasons were found. But, 

the identifiable and most common reason in this study is road accident. Among total participants 

with SCI (n=70); as the cause, about 48.6% (n=34) respondents faced road accident, 32.9% 

(n=23) respondents faced fall from height, 4.3% (n=3) respondents faced violence, 2.9% (n=2) 

respondents faced SCI during play and 4.3% (n=3) respondents faced SCI by diving. These 

reasons indicate traumatic spinal cord injury.  

Besides, among total participants with SCI (n=70); as the cause, about 4.3% (n=3) respondents 

faced SCI by tumor (in body), 1.4% (n=1) by spina bifida, 1.4% (n=1) by degenerative spinal 
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column, 1.4% (n=1) by congenital medical issues and another 1.4% (n=1) by faced SCI 

infections. These reasons indicate non-traumatic spinal cord injury. 

4.3.3 Distribution of respondents by their actual health complications 

 

 
 

Figure 8: Statistics on actual health complications of respondents 

 

It was already known that about 80% (n=56) respondents of this study had faced different types 

of health complications. Among them (n=56), about 25.7% (n=17) respondents had pain, 18.6% 

(n=13) had pressure sore, 20.0% (n=14) respondents had UTI (Urinary Tract Infection). Besides, 

about 4.3% (n=3) respondents had muscle spasticity,5.7% (n=4) respondents had muscle 

contracture, 2.9% (n=2) respondents had burning sensation and 4.3% (n=3) respondents had 

seizure as health complication. 
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4.4 The association between demographic factors (age, sex, current occupation, assistive 

device) and social participation 

 

The study found that, there are associations between demographic factors (age, sex, current 

occupation, assistive device) and social participation. A participant’s chi-square test was 

performed to show association between these variables. 

 

4.5.1 Table 5:The association between participant’s age and social participation(equal 

opportunities as peers to find work as peers) 

 

 

 

This table is showed that, here is no strong association between the participant’s age and social 

participation (in equal opportunities as peers to find work as peers), while n= 70. 

 

 

 

 

 

 

 

 

Age range 

 

Social participation 

 

 

 

Total 

 
1.a. Equal opportunities as peers to find work 

 

Yes 

 

 

Sometimes 

 

 

No 

 

18-30 years 5  

(29.4%) 

3  

(17.6%) 

9 

 (52.9%) 

17  

(24.3%) 

31-40 years 2  

(11.8%) 

2 

(11.8%) 

13 

(76.5%) 

17  

(24.3%) 

41-50 years 4  

(21.1%) 

5 

(26.3%) 

10 

(52.6%) 

19  

(27.1%) 

51-60 years 2  

(18.2%) 

0 

(0.0%) 

9 

(81.8%) 

11  

(15.7%) 

61-70 years 2 

(33.3%) 

2 

(33.3%) 

2 

(33.3%) 

6 

(8.6%) 

Total 15 

(21.4%) 

12 

(17.1%) 

42 

(60.0%) 

70  

(100%) 
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4.5.2 Table 6:The association between participant’s age and restriction of social 

participation 

 

 

 

 

 

 

Age 

range 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

1.b. How big problem is it to the participant 

 

 

No 

proble

m 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicable 

 

18-30 

years 

0 

(0.0%) 

2 

(11.8%) 

2 

(11.8%) 

8 

(47.1%) 

5 

(29.4%) 

17 

(24.3%) 

27.156 0.040 

31-40 

years 

0 

(0.0%) 

0 

(0.0%) 

3 

(17.6%) 

12 

(70.6%) 

2 

(11.8%) 

17 

(24.3%) 

27.156 0.040 

41-50 

years 

1 

(5.3%) 

0 

(0.0%) 

9 

(47.4%) 

5 

(26.3%) 

4 

(21.1%) 

19 

(27.1%) 

27.156 0.040 

51-60 

years 

0 

(0.0%) 

0 

(0.0%) 

4 

(36.4%) 

5 

(45.5%) 

2 

(18.2%) 

11 

(15.7%) 

27.156 0.040 

61-70 

years 

1 
(16.7%) 

0 

(0.0%) 

2 

(33.3%) 

0 

(0.0%) 

3 

(50.0%) 

6 

(8.6%) 

27.156 0.040 

Total 2 

(2.9%) 

2 

(2.9%) 

20 

(28.6%) 

30 

(42.9%) 

16 

(22.9%) 

70 

(100%) 

27.156 0.040 

 

This table is showed that, here is strong association between the participant’s age and restrictions 

of social participation (in equal opportunities as peers to find work as peers). The founded 

value is 27.156 and p<0.040, while n= 70. 
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4.5.3 Table 7:The association between participant’s sex and social participation(equal 

opportunities as peers to find work as peers) 

 

 

 

 

       Sex 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

1.a. Equal opportunities as peers to find work 

 

Yes 

 

 

Sometimes 

 

 

No 

 

Irrelevant/I 

don't want to/I 

don't have to 

 

Male 14 

(29.2%) 

9 

(18.8%) 

25 

(52.1%) 

0 

(0.0%) 

48 

(68.6%) 

8.275 0.041 

Female 1 

(4.5% 

3 

(13.6%) 

17 

(77.3%) 

1 

(4.5%) 

22 

(31.4%) 

8.275 0.041 

Total 15 

(21.4%) 

12 

(17.1%) 

42 

(60.0%) 

1 

(1.4%) 

70 

(100%) 

8.275 0.041 

 

It was found that, here is strong association between the participant’s sex and social participation 

(in equal opportunities as peers to find work as peers). The founded value is 8.275 and 

p<0.041, while n= 70. 

 

4.5.4Table 8:The association between participant’s sex and restriction of social 

participation 

 

 

 

 

 

 

Sex 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

1.b. How big problem is it to the participant 

 

 

No 

proble

m 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicable 

 

Male 2 

(4.1%) 

1 

(2.9%) 

11 

(22.9%) 

20 

(41.6%) 

14 

(29.1%) 

48 

(68.6%) 

5.657 0.226 

Female 0 

(0.0%) 

1 

(4.5%) 

9 

(40.9%) 

10 

(45.5%) 

2 

(9.1%) 

22 

(31.4%) 

5.657 0.226 

Total 2 

(2.8%) 

2 

(2.8%) 

20 

(28.6%) 

30 

(42.8%) 

16 

(22.9%) 

 

70 

(100%) 

5.657  
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This table is showed that, here is no strong association between the participant’s sex and 

restrictions of social participation (in equal opportunities as peers to find work as peers). The 

founded value is 5.657 and p<0.226, while n= 70. 

 

 

4.5.5Table 9:The association between participant’s sex and social participation(Ability to 

make visits outside of community as peers) 

 

 

It was found that, here is strong association between the participant’s sex and social participation 

(in ability to make visits outside of community as peers), while n= 70. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sex 

Social participation  

 

 

Total 

 
2.a. Ability to make visits outside of community as 

peers 

 

Yes 

 

 

Sometimes 

 

 

No 

 

Male 35  

(72.9%) 

7 

(14.6%) 

6 

(12.5%) 

48 

(68.6%) 

Female 10 

(45.5% 

9 

(40.1%) 

3 

(13.6%) 

22 

 (31.4%) 

Total 45 

(64.2%) 

16 

(22.9%) 

9 

(12.9%) 

70  

(100%) 
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4.5.6Table 10:The association between participant’s sex and restriction of social 

participation 

 

 

 

 

 

 

Sex 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

2.b. How big problem is it to the participant 

 

 

No 

problem 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicable 

 

Male 5 

(10.4%) 

3 

(6.2%) 

2 

(4.2%) 

3 

(6.3%) 

35 

(72.9%) 

48 

(68.6%) 

9.461 0.051 

Female 6 

(27.2%) 

5 

(22.7%) 

1 

(4.5%) 

0 

(0.0%) 

10 

(45.5%) 

22 

(31.4%) 

9.461 0.051 

Total 11 

(15.7%) 

8 

(11.4%) 

3 

(4.3%) 

3 

(4.3%) 

16 

(22.9%) 

 

70 

(100%) 

9.461 0.051 

 

This table is showed that, here is no strong association between the participant’s sex and 

restrictions of social participation (in ability to make visits outside of community as peers). The 

founded value is 9.461 and p<0.051, while n= 70. 
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4.5.7Table 11:The association between participant’s sex and social participation(Socially 

activeness as peers) 

 

 

It was found that, here is strong association between the participant’s sex and social participation 

(in socially activeness as peers), while n= 70. 

 

4.5.8 Table 12:The association between participant’s sex and restriction of social 

participation 
 

 

 

 

 

 

Sex 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

3.b. How big problem is it to the participant 

 

 

No 

problem 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicable 

 

Male 10 

(20.8%) 

3 

(6.2%) 

1 

(2.1%) 

1 

(2.1%) 

33 

(68.8%) 

48 

(68.6%) 

11.852 0.018 

Female 12 

(54.5%) 

3 

(13.6%) 

1 

(4.5%) 

0 

(0.0%) 

6 

(27.3%) 

22 

(31.4%) 

11.852 0.018 

Total 22 

(31.4%) 

6 

(8.6%) 

2 

(2.9%) 

1 

(1.4%) 

39 

(55.7%) 

 

70 

(100%) 

11.852 0.018 

 

 

 

 

Sex 

Social participation  

 

 

Total 

 
3.a. Socially activeness as peers 

 

Yes 

 

 

Sometimes 

 

 

No 

 

Male 33  

(68.8%) 

10 

(20.8%) 

5 

(10.4%) 

48 

(68.6%) 

Female 6 

(27.3% 

8 

(36.4%) 

8 

(36.4%) 

22 

 (31.4%) 

Total 39 

(55.7%) 

18 

(25.7%) 

13 

(18.6%) 

70  

(100%) 
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This table is showed that, here is strong association between the participant’s sex and restrictions 

of social participation (in socially activeness as peers). The founded value is 11.852 and 

p<0.018, while n= 70. 

 

4.5.9  Table 13:The association between participant’s sex and social participation(Ability to 

visit public places as peers) 

 

It was found that, here is heavy strong association between the participant’s sex and social 

participation (in ability to visit public places as peers), while n= 70. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sex 

Social participation  

 

 

Total 

 
4.a. Ability to visit public places as peers 

 

Yes 

 

 

Sometimes 

 

 

No 

 

Male 35 (72.9%) 11 

(22.9%) 

2 

(4.2%) 

48 

(68.6%) 

Female 4 

(18.2% 

10 

(45.5%) 

8 

(36.4%) 

22 

 (31.4%) 

Total 39 

(55.7%) 

21 

(30.0%) 

10 

(14.3%) 

70  

(100%) 
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4.5.10Table 14:The association between participant’s sex and restriction of social 

participation 
 

 

 

 

 

 

Sex 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

4.b. How big problem is it to the participant 

 

 

No 

problem 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicable 

 

Male 5 

(10.4%) 

5 

(10.4%) 

3 

(6.2%) 

0 

(0.0%) 

35 

(72.9%) 

48 

(68.6%) 

21.086 0.000 

Female 12 

(54.5%) 

4 

(18.2%) 

2 

(9.1%) 

0 

(0.0%) 

4 

(18.2%) 

22 

(31.4%) 

21.086 0.000 

Total 17 

(24.3%) 

9 

(12.9%) 

5 

(7.1%) 

0 

(0.0%) 

39 

(55.7%) 

 

70 

(100%) 

21.086 0.000 

 

This table is showed that, here is heavy strong association between the participant’s sex and 

restrictions of social participation (inability to visit public places as peers). The founded value 

is 21.086 and p<0.000, while n= 70. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



49 
 

4.5.11Table 15:The association between participant’s sex and social participation(Ability of 

comfortness in meeting with new people) 

 

 

The founded information was that, here is heavy strong association between the participant’s sex 

and social participation (in ability of comfortness in meeting with new people), while n= 70. 

 

4.5.12Table 16:The association between participant’s sex and restriction of social 

participation 

 

 

 

 

 

 

Sex 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

5.b. How big problem is it to the participant 

 

 

No 

problem 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicable 

 

Male 0 

(0.0%) 

6 

(12.5%) 

2 

(4.2%) 

1 

(2.1%) 

39 

(81.2%) 

48 

(68.6%) 

21.086 0.000 

Female 1 

(4.5%) 

10 

(45.5%) 

1 

(4.5%) 

0 

(0.0%) 

10 

(45.5%) 

22 

(31.4%) 

21.086 0.000 

Total 1 

(1.4%) 

16 

(22.9%) 

3 

(4.3%) 

1 

(1.4%) 

49 

(70.0%) 

 

70 

(100%) 

21.086 0.000 

 

 

 

Sex 

Social participation  

 

 

Total 

 
5.a. Ability of comfortness in meeting with new 

people 

 

Yes 

 

 

Sometimes 

 

 

No 

 

Male 39  

(41.2%) 

6 

(12.5%) 

3 

(6.2%) 

48 

(68.6%) 

Female 10 

(45.5% 

11 

(50.0%) 

1 

(4.5%) 

22 

 (31.4%) 

Total 49 

(70.0%) 

17 

(24.3%) 

4 

(6.7%) 

70  

(100%) 
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This table is showed that, here is heavy strong association between the participant’s sex and 

restrictions of social participation (inability of comfortness in meeting with new people). The 

founded value is 21.086 and p<0.000, while n= 70. 

 

 

4.5.13Table 17:The association between participant’s current occupation and social 

participation (Economical contribution ability to household as peers) 

 

 

 

 

Current occupation 

Social participation 

1.a. Economical contribution ability to household as peers 

 

Yes 

 

 

Sometimes 

 

 

No 

 

 

Total 

 

House-wife 0 

(0.0%) 

0 

(0.0%) 

6 

(100.0%) 

6 

(8.6%) 

Farmer 1 

(100.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(1.4%) 

Govt. service holder 4 

(100.0%) 

0 

(0.0%) 

0 

(0.0%) 

4 

(5.7%) 

Non Govt. service 

holder 

7 (77.8%) 1 

(11.1%) 

1 

(11.1%) 

9 

(12.9) 

Own business 28 

(71.8%) 

7 

(17.9%) 

4 

(10.3%) 

39 

(55.7%) 

Student 0 

(0.0%) 

0 

(0.0%) 

4 

(100.0%) 

4 

(5.7%) 

Unemployment (able 

to work) 

0 

(0.0%) 

0 

(0.0%) 

4 

(100.0%) 

4 

(5.7%) 

Unemployment 

(unable to work) 

0 

(0.0%) 

0 

(0.0%) 

3 

(100.0%) 

3 

(4.3%) 

Total 40 8 22 70 

(100.0%) 

 

The founded information was that, here is heavy strong association between the participant’s 

current occupation and social participation (in economical contribution ability to household as 

peers), while n= 70. 
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4.5.14Table 18:The association between participant’s Current occupation and restriction of 

social participation 

 

 

 

 

 

 

Current 

occupatio

n 

Social participation  

 

Total 

 

 

 
value 

 

P 

Valu

e 

 

1.b. How big problem is it to the participant 

 

 

No 

problem 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicabl

e 

 

House-

wife 

5 

(83.3%) 

1 

(16.7%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

6 

(8.6%) 

89.829 0.000 

Farmer 0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(100.0%) 

1 

(1.4%) 

89.829 0.000 

Govt. 

service 

holder 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

4 

(100.0%) 

4 

(5.7%) 

89.829 0.000 

Non Govt. 

service 

holder 

0 

(0.0%) 

0 

(0.0%) 

0 

0.0%) 

2 

(22.2%) 

7 

(77.8%) 

9 

(12.9%) 

 

89.829 0.000 

Own 

business 

1 

(2.6%) 

5 

(12.8%) 

2 

(5.1%) 

3 

(7.7%) 

28 

(71.8%) 

39 

(55.7%) 

89.829 0.000 

Student 4 

(100.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

4 

(5.7%) 

89.829 0.000 

Unemploy

ment (able 

to work) 

0 

(0.0%) 

0 

(0.0%) 

2 

(50.0%) 

2 

(50.0%) 

0 

(0.0%) 

4 

(5.7%) 

89.829 0.000 

Unemploy

ment 

(unable to 

work) 

1 

(33.3%) 

0 

(0.0%) 

0 

(0.0%) 

2 

(66.7%) 

0 

(0.0%) 

3 

(4.3%) 

89.829 0.000 

Total 11 

(15.7%) 

6 

(8.6%) 

4 

(5.7%) 

9 

(12.9%) 

40 

(57.1%) 

70 

(100.0%) 

89.829 0.000 

 

This table is showed that, here is heavy strong association between the participant’s current 

occupation and restrictions of social participation (ineconomical contribution ability to 

household as peers). The founded value is 89.829 and p<0.000, while n= 70. 
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4.5.15Table 19:The association between participant’s current occupation and social 

participation (Maintaining long term relationship with life partner as peers) 

 

 

 

 

Current 

occupation 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

2.a. Maintaining long term relationship with life 

partner as peers 

 

Yes 

 

 

Someti

mes 

 

 

No 

 

Irrelevant/I 

don't want to/I 

don't have to 

 

House-wife 2 

(33.3%) 

2 

(33.3%) 

1 

(16.7%) 

1 

(16.7%) 

6 

(8.6%) 

32.783 0.049 

Farmer 1 

(100.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(1.4%) 

32.783 0.049 

Govt. service 

holder 

1 

(25.0%) 

3 

(75.0%) 

0 

(0.0%) 

0 

(0.0%) 

4 

(5.7%) 

32.783 0.049 

Non Govt. 

service holder 

3 

(33.3%) 

1 

(11.1%) 

1 

(11.1%) 

4 

(44.4%) 

9 

(12.9) 

32.783 0.049 

Own business 9 

(23.1%) 

11 

(28.2%) 

17 

(43.6%) 

2 

(5.1%) 

39 

(55.7%) 

32.783 0.049 

Student 2 

(50.0%) 

0 

(0.0%) 

0 

(100.0%) 

2 

(50.0%) 

4 

(5.7%) 

32.783 0.049 

Unemployme

nt (able to 

work) 

1 

(25.0%) 

2 

(50.0%) 

0 

(100.0%) 

1 

(25.0%) 

4 

(5.7%) 

32.783 0.049 

Unemployme

nt (unable to 

work) 

2 

(66.7) 

1 

(33.3%) 

0 

(0.0%) 

0 

(0.0%) 

3 

(4.3%) 

32.783 0.049 

Total 21 

(30.0%) 

20 

(28.6%) 

19 

(27.1%) 

10 

(14.3%) 

70 

(100.0%) 

32.783 0.049 

 

The table is showed that, here is strong association between the participant’s current occupation 

and social participation (in maintaining long term relationship with life partner as peers). The 

founded value is 32.783 and p<0.049, while n= 70. 
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4.5.16Table 20:The association between participant’s Current occupation and restriction of 

social participation 

 

 

 

 

 

 

Current 

occupatio

n 

Social participation  

 

Total 

 

 

 
value 

 

P 

Valu

e 

 

2.b. How big problem is it to the participant 

 

 

No 

problem 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicabl

e 

 

House-

wife 

0 

(0.0%) 

0 

(0.0%) 

2 

(33.3%) 

1 

(16.7%) 

3 

(50.0%) 

6 

(8.6%) 

33.855 0.206 

Farmer 0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(100.0%) 

1 

(1.4%) 

33.855 0.206 

Govt. 

service 

holder 

0 

(0.0%) 

0 

(0.0%) 

3 

(75.0%) 

0 

(0.0%) 

1 

(25.0%) 

4 

(5.7%) 

33.855 0.206 

Non Govt. 

service 

holder 

0 

(0.0%) 

1 

(11.1%) 

0 

0.0%) 

1 

(11.1%) 

7 

(77.8%) 

9 

(12.9%) 

 

33.855 0.206 

Own 

business 

6 

(15.4%) 

2 

(5.1%) 

6 

(15.4%) 

14 

(35.9%) 

11 

(28.2%) 

39 

(55.7%) 

33.855 0.206 

Student 0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

4 

(100.0%) 

4 

(5.7%) 

33.855 0.206 

Unemploy

ment (able 

to work) 

1 

(25.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(25.0%) 

2 

(50.0%) 

4 

(5.7%) 

33.855 0.206 

Unemploy

ment 

(unable to 

work) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(33.3%) 

2 

(66.7%) 

3 

(4.3%) 

33.855 0.206 

Total 7 

(10.0%) 

3 

(4.3%) 

11 

(15.7%) 

18 

(25.7%) 

39 

(44.3%) 

70 

(100.0%) 

33.855 0.206 

 

This table is showed that, here is no strong association between the participant’s current 

occupation and restrictions of social participation (inmaintaining long term relationship with life 

partner as peers). The founded value is 33.855 and p<0.206, while n= 70. 
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4.5.17Table 21:The association between participant’s assistive device and social 

participation (Hard working ability as peers) 

 

 

 

 

Assistive 

device 

Social participation 

1.a. Hard working ability as peers 

 

Yes 

 

 

Sometimes 

 

 

No 

 

 

Total 

 

Wheel chair 8 

(17.8%) 

17 

(37.8%) 

20 

(44.4%) 

45 

(64.3%) 

Walking 

frame 

1 

(50.0%) 

1 

(50.0%) 

0 

(0.0%) 

2 

(2.9%) 

Elbow crutch  7 

(63.6%) 

0 

(0.0%) 

4 

(36.4%) 

11 

(15.7%) 

Axillary 

crutch 

2 

(100.0%) 

0 

(0.0%) 

0 

(11.1%) 

2 

(100.0%) 

Helping stick 1 

(100.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(100.0%) 

Long trolley 1 

(33.3%) 

0 

(0.0%) 

2 

(66.7%) 

3 

(4.3%) 

Total 23 

(32.9%) 

20 

(28.6%) 

27 

(38.6%) 

70 

(100.0%) 

 

The table is showed that, here is strong association between the participant’s current occupation 

and social participation (in hard working ability as peers), while n= 70. 
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4.5.18 Table 22:The association between participant’s assistive device and restriction of 

social participation 

 

 

 

 

 

 

Assistive 

device 

Social participation  

 

Total 

 

 

 
value 

 

P 

Valu

e 

 

1.b. How big problem is it to the participant 

 

 

No 

problem 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicabl

e 

 

Wheel 

chair 

1 

(2.2%) 

6 

(13.3%) 

18 

(40.0%) 

12 

(26.7%) 

8 

(17.8%) 

45 

(64.3%) 

31.842 0.131 

Walking 

frame 

0 

(0.0%) 

0 

(0.0%) 

1 

(50.0%) 

0 

(0.0%) 

1 

(50.0%) 

2 

(2.9%) 

31.842 0.131 

Elbow 

crutch  

0 

(0.0%) 

0 

(0.0%) 

1 

(9.1%) 

3 

(27.3%) 

7 

(63.6%) 

11 

(15.7%) 

31.842 0.131 

Axillary 

crutch 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

2 

(100.0%) 

2 

(2.9%) 

 

31.842 0.131 

Helping 

stick 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(100.0%) 

1 

(1.4%) 

31.842 0.131 

Long 

trolley 

1 

(33.3%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(33.3%) 

1 

(33.3%) 

3 

(4.3%) 

31.842 0.131 

Not 

applicable 

1 

(16.7%) 

1 

(16.7%) 

0 

(0.0%) 

1 

(16.7%) 

3 

(50.0%) 

6 

(8.6%) 

31.842 0.131 

Total 3 

(4.3%) 

7 

(10.0%) 

20 

(28.6%) 

17 

(24.3%) 

23 

(32.9%) 

70 

(100.0%) 

31.842 0.131 

 

This table is showed that, here is no strong association between the participant’s current 

occupation and restrictions of social participation (inhard working ability as peers). The founded 

value is 31.842 and p<0.131, while n= 70. 

 

 

 



56 
 

4.5.19 Table 23:The association between participant’s assistive device and social 

participation (Acceptance of opinion in family discussion as peers) 

 

 

 

 

Assistive 

device 

Social participation  

 

Total 

 

 

 
value 

 

P 

Value 

 

2.a. Acceptance of opinion in family discussion 

as peers 

 

Yes 

 

 

Sometimes 

 

 

No 

 

Irrelevant/I 

don't want to/I 

don't have to 

 

Wheel chair 33 

(73.3%) 

8 

(17.8%) 

4 

(8.9%) 

0 

(0.0%) 

45 

(64.3%) 

49.376 0.000 

Walking 

frame 

1 

(50.0%) 

1 

(50.0%) 

0 

(0.0%) 

0 

(0.0%) 

2 

(2.9%) 

49.376 0.000 

Elbow crutch  11 

(100.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

11 

(15.7%) 

49.376 0.000 

Axillary 

crutch 

1 

(50.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(50.0%) 

2 

(2.9%) 

49.376 0.000 

Helping stick 0 

(0.0%) 

1 

(100.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(1.4%) 

49.376 0.000 

Long trolley 2 

(66.7%) 

0 

(0.0%) 

1 

(33.3

%) 

0 

(0.0%) 

3 

(4.3%) 

49.376 0.000 

Not applicable 5 

(83.3%) 

1 

(16.7%) 

0 

(0.0%) 

0 

(0.0%) 

6 

(8.6%) 

49.376 0.000 

Total 53 

(75.7%) 

11 

(15.7%) 

5 

(7.1%) 

1 

(1.4%) 

70 

(100.0%) 

49.376 0.000 

 

The table is showed that, here is heavy strong association between the participant’s current 

occupation and social participation (in acceptance of opinion in family discussion as peers). The 

founded value is 49.376 and p<0.000, while n= 70. 
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4.5.20 Table 24:The association between participant’s assistive device and restriction of 

social participation 

 

 

 

 

 

 

Assistive 

device 

Social participation  

 

Total 

 

 

 
value 

 

P 

Valu

e 

 

2.b. How big problem is it to the participant 

 

 

No 

problem 

 

 

 

Small 

 

 

 

Medium 

 

 

 

Large 

 

Not 

applicabl

e 

 

Wheel 

chair 

0 

(0.0%) 

2 

(4.4%) 

4 

(8.9%) 

6 

(13.3%) 

33 

(73.3%) 

45 

(64.3%) 

31.283 0.027 

Walking 

frame 

0 

(0.0%) 

0 

(0.0%) 

1 

(50.0%) 

0 

(0.0%) 

1 

(50.0%) 

2 

(2.9%) 

31.283 0.027 

Elbow 

crutch  

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

11 

(63.6%) 

11 

(15.7%) 

31.283 0.027 

Axillary 

crutch 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

2 

(100.0%) 

2 

(2.9%) 

 

31.283 0.027 

Helping 

stick 

0 

(0.0%) 

1 

(100.0%) 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(1.4%) 

31.283 0.027 

Long 

trolley 

0 

(0.0%) 

0 

(0.0%) 

0 

(0.0%) 

1 

(33.3%) 

2 

(66.7%) 

3 

(4.3%) 

31.283 0.027 

Not 

applicable 

0 

(0.0%) 

1 

(16.7%) 

0 

(0.0%) 

0 

(0.0%) 

5 

(83.3%) 

6 

(8.6%) 

31.283 0.027 

Total 0 

(0.0%) 

4 

(5.7%) 

5 

(7.1%) 

7 

(10.0%) 

54 

(77.1%) 

70 

(100.0%) 

31.283 0.027 

 

This table is showed that, here is strong association between the participant’s current occupation 

and restrictions of social participation (in acceptance of opinion in family discussion as peers). 

The founded value is 31.283 and p<0.027, while n= 70. 
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4.6 Level of participation among people with SCI in community after completing 

rehabilitation 

 

 
 

 

Figure 9: Statistic about level of participation of participant’s with participation restriction score 

range 

The total respondents (n=70) were asked about their social perception according to the 

questionnaire of participation scale. Different responses were found about these from the 

participant’s. After completing data collection from the participant’s, it was found that, about 

28.6% (n=20) respondent’s are in “No significant restriction stage (score: 0-12)”, about 43.3% 

(n=31) respondent’s are in “Mild restriction stage (score: 13-22)”, and about 18.6% (n=13) 

respondent’s are in “Moderate restriction stage (score: 23-32)”. Besides, about 7.1% (n=5) 

respondent’s are in “Severe restriction stage (score: 32-52)” and about 1.4% (n=1) respondent’s 

are in “Extremely restriction stage (score: 53-90)” 

 

 

28.6% 

(n=20) 

44.3% 

(n=31) 

18.6% 

(n=13) 

7.1% 

(n=5) 

1.4% 

(n=1) 

0-12 (No restriction)

13-22 (Mild restriction)

23-32 (Moderate restriction)

33-52 (Severe restriction)

53-92 (Extremely restriction)
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CHAPTER 05                                             DISCUSSION AND CONCLUSION 

 

5.1 Discussion 

The purpose of the study was to evaluate social participation among spinal cord injury people, 

living in the community of Dhaka city. Besides, the association was showed between the 

demographic factors and social participation of the participants through this study. In other hand, 

socio-economic status and health status are also showed through this study. For evaluating social 

participation, “participation scale (P-scale)” was used in the study, which is directly focused on 

social/community participation and the scale is validated for the people living with spinal cord 

injury. 

In this study, the participant’s were 70, while 68.6% (n=48) were male and 31.4% (n=22) were 

female and age range was 18-70 years and participants mean±SD was 41.91 ±12.57. In another 

study in Nepal, total participants were 37, while male were 25 and another 12 were female and 

age range of them was 13-73 years, and participants mean±SD was32 (±13). (CY Scovil, MK 

Ranabhat, IB Craigheadand J Wee, 2007). But in another two study in Canada, sample was 145 

(n) and male were 79% (n=115), female were 21% (n=30) and mean±SD was 48.7±17.4 

approximately similar comparing with this study (Noonan et. Al., 2010). In one another study in 

UK, a sample of 357 people (response rate-44%)with SCI recruited through the British Columbia 

Paraplegic association. The mean agestandard deviation was 46.0±14.7years, mean time since 

SCI was 13.0±11.0 years, and 68% of therespondents were men; and respondents ranged in age 

from 17 to 98 years (Carpenter C, Forwell SJ, Jongbloed LE, Back-man CL. Community 

participation after spinal cord injury.Arch Phys Med Rehabil 2007;88:427-33) 

In this study, 25.7% participants (n=18) were unmarried, 68.6% participants (n=48) were 

married, 4.3% participants were separated and 1.4% participants (n=1) were divorced. But in 

Canada, 31% (n=45) were unmarried, 55% (n=80) lead cohabiting life and 14% (n=20) were 

divorced (Noonan et al., 2010). 

In this study, at educational level, about 28.6% participants (n=20) were in secondary level, 

18.6% participants (n=13) were in primary level, 21.4% participants (n=15) were S.S.C. pass, 

15.7% participants (n=11) were H.S.C. pass, 14.3% (n=10) were graduated and only 1.4% (n=1) 
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were illiterate. In Canadian study, 43% (n=62) participants were completed education from high 

school, 49% (n=71) were completed education from college or under graduation and 8% (n=12) 

were graduate (Noonan et al., 2010). 

 

In this study, it was seen that, after the injury, as current occupation; maximum respondents 

involved with own business. About 55.7% (n=39) respondents maintain own-business, 18.6% 

(n=13) respondents were service holder, 1.4% (n=1) respondents were day labor, 5.7% (n=4) 

respondents went back to their study. About 10.0% (n=7) respondents were unemployment  

 

In this study, It was found that, among total participants (n=70), maximum respondents faced 

Spinal Cord Injury (SCI) with traumatic paraplegia. About 58.6% (n=41) respondents faced 

Spinal Cord Injury (SCI) with traumatic paraplegia, 31.4% (n=22) respondents faced SCI with 

traumatic tetraplegia. Besides, about 7.1% (n=5) respondents faced SCI with non-traumatic 

paraplegia and 2.9% (n=2) respondents faced SCI with non-traumatic tetraplegia. In another 

study at Nepal, among total participants (n=37), about 19 participants faced complete paraplegia, 

10 participants faced incomplete paraplegia, 3 participants faced complete tetraplegia and 4 

participants faced incomplete tetraplegia (CY Scovil, MK Ranabhat, IB Craigheadand J Wee, 

2007). 

In this study, as a evaluation of social participation of people living with SCI in their community, 

it was found that, about 28.6% (n=20) respondent’s are in “No significant restriction stage 

(score: 0-12)”, about 43.3% (n=31) respondent’s are in “Mild restriction stage (score: 13-22)”, 

and about 18.6% (n=13) respondent’s are in “Moderate restriction stage (score: 23-32)”. Besides, 

about 7.1% (n=5) respondent’s are in “Severe restriction stage (score: 32-52)” and about 1.4% 

(n=1) respondent’s are in “Extremely restriction stage (score: 53-90)”. In other study at UK, No 

limitations to participation were experienced by18.5% of the respondents. Satisfaction with 

transportation wasassociated with owning one’s own vehicle (P<001). Therewas overall 

satisfaction with access to community buildings(mean score range, 6.9–8.5; where 10 is most 

satisfied). Beingphysically active was important to a majority and 75% werecurrently engaged in 

physical activity(Carpenter C, Forwell SJ, Jongbloed LE, Back-man CL., 2007) 
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In this study, significant strong associations were found between demographic factors (age, sex, 

occupation and assistive device) and social participation of the participants. Associations were 

found between: participant’s sex and social participation (in equal opportunities as peers to find 

work as peers), while p<0.041; participant’s sex and social participation (in ability to make visits 

outside of community as peers), while p<0.042; participant’s sex and social participation (in 

socially activeness as peers), while p<0.003; participant’s sex and restrictions of social 

participation (in socially activeness as peers), while p<0.018; participant’s sex and social 

participation (in ability to visit public places as peers), while p<0.000; participant’s sex and 

restrictions of social participation (inability to visit public places as peers), while p<0.000; 

participant’s sex and social participation (in ability of comfortness in meeting with new people), 

while p<0.003; participant’s sex and restrictions of social participation (inability of comfortness 

in meeting with new people), while p<0.000; participant’s current occupation and social 

participation (in economical contribution ability to household as peers), while p<0.000; 

participant’s current occupation and restrictions of social participation (ineconomical 

contribution ability to household as peers), while p<0.000;participant’s current occupation and 

social participation (in hard working ability as peers), while  p<0.045;participant’s current 

occupation and social participation (in acceptance of opinion in family discussion as peers), 

while p<0.000;participant’s current occupation and restrictions of social participation (in 

acceptance of opinion in family discussion as peers), while  p<0.027. 
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5.2 Limitation: 

 The researcher chose just 70 samples due to time limitation which is very small to 

generalize the result in all over the Bangladesh 

 There are few literatures found about activity participation of people with SCI in the 

world. 

 There is no related study found about level of participation of Bangladesh. Thus it is 

difficult to compare the study with the other research. 

 In this study, only Dhaka city wasthe study area to generalize for wider population 

 The questionnaire was developed only through searching sufficient literature but 

considering the context of the demography of the population a pilot study would 

substantial before developing questionnaire. 

There are some limitations that should be kept in mind during conducting the study. The 

researcher always tried to consider these limitations. The following limitations have been 

identified during conducting the study. 

 In this study purposive sampling was used to select the respondents. A small sample size 

is preferred when in-depth information is required. The findings of this study cannot be 

generalized to all people with SCI. Because, the sample size was small. 

 Interview was conducted in Bangla. However the study is presented in English. 

Researcher had to translate interview information from Bengali to English. Sometimes it 

may difficult to discover actual meaning of some information from the data translation. 

But researcher tried heart and soul to give the actual information of the data in the study. 

 There were limited resources and information available about participation because it is a 

new study within a Bangladeshi context. 
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5.3 Conclusions 

This study provides a common metric of the impact of spinal cord injury in terms of community 

living. It also makes it possible to design and monitor the impact of health and health related 

interventions and for providing proper guidelines, techniques in terms of community living, in 

case of spinal cord injury. This study provides the basis for identifying levels of social 

participation of community living spinal cord injured people at individual perspective which 

open the need for foundations for country level participation data to inform policy and set-up 

rehabilitation. This study makes it possible to focus directly on level of social participation from 

community living spinal cord injured people. 

On the other hand, proper rehabilitation is very necessary for people with SCI. It helps the people 

with SCI become as independent as possible and to attain the best possible quality of life and 

increase their participation in community.The findings of the study identified that there is a 

significant association between social participation and demographic status of the participants. 

However it should be considered that it is necessary to provide more information during the 

rehabilitation period. It is recommended that occupational therapist involved in the rehabilitation 

of people with SCI in Bangladesh should pay greater attention to the perceived and experienced 

restrictions in participation and be skilled to assist stroke survivors and their family members to 

identify and overcome these participation restrictions. If we increase awareness among the 

community people to enhance accessibility and well transportation system for the respondents 

which helps them to increase participation level in community and then this study will be helpful 

for thepeople with SCI. 
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5.4 Recommendation: 

The researcher’s recommendation is that, OTs needs to study this topic in depth. This may 

involve: 

 A survey to discover a people with SCI satisfaction about their active participation after 

SCI. 

 Experiences of men and women with SCI to adjust to their previous participation in their 

own community after SCI. 

 Find out the value of qualified Occupational Therapists and Occupational Therapy 

student’s practicing purposeful activity during rehabilitation period 

 Researcher also recommends that OTs need to study on find out the level of 

community/social participation in different areas like as GBS, head injury etc.  

 Further research should be conducted with a large numbers of participants on this study 

design. If researcher conducts the study with large samples then it will be easy to 

generalize the result. 
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APPENDIX: IV 

Information Sheet (English) 

 

Introduction 

I amKazi Al-Amin, B.Sc. in Occupational Therapy student of Bangladesh Health Professions 

Institute(BHPI), have to conduct a thesis as a part of this Bachelor course, under thesis 

supervisor, Sk, Moniruzzaman. You are going to have details information about the study 

purpose, data collection process, ethical issues.You do not have to decide today whether or not 

you will participate in the research. Before you decide, you can talk to anyone you feel 

comfortable with about the research. If this consent form contains some words that you do not 

understand, please ask me to stop. I will take time to explain.  

 

Background and Purpose of the study  

People with spinal cord injury, who have completed their rehabilitation program from CRP and 

after rehabilitation program who are living in their own community (in Dhaka city)for at least 6 

months, are cordially invited to participate in this thesis. As a part of this, you are also a 

participant of this thesis and also invited to participate in this thesis. You have also awarded that, 

the main goal of Occupational Therapy is to engage the people in their daily life activities, social 

activities and Occupational activities as much as possible. Social participation in own 

community for People with spinal cord injury, who are completing rehabilitation program from 

CRP are very important and valuable, which helps to lead a better life for them in their own 

community. After rehabilitation, in the stage of community living, it is unknown that, how much 

activeness are creating in the people with SCI in their social participation, and restrictions of 

participation are also be unknown. The general aim of this thesis is to evaluate the social 

participation among people with SCI living in Dhaka city and also to measure the participation 

restrictions, which they face in their social participation. Your participation will be very helpful 

to fulfill the aim of this thesis. 
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Research related information 

The research related information will be discussed with you throughout the information sheet 

before taking your signature on consent form. If the participant is interested to participate in the 

thesis, so that participant would be singed in the consent form. If you confirmed your 

participation, so that a copy of data collection paper will be provided. Then a volunteer team of 

researcher will go to the participant in the giving time of participant to collect data throughout 

the data collection paper. In this thesis, your participation would be voluntary. If you are not 

interested, so that you cannot participate. After participation, if you wish, you can remove your 

participation without any explanation to the researcher. And for this, the participant cannot be 

suffered with CRP, treatment facilities of CRP and also with other friendly organizations of 

CRP. The survey questionnaire will be distributed and collected by Kazi Al-Amin. If you do not 

wish the questions included in the survey, you may skip them and move on to the next question. 

The information recorded is confidential, your name is not being included on the forms, only a 

number will identify you, and no one else except Sk, Moniruzzaman, Supervisor of the study will 

have access to this survey.   

 

Benefits and risks of participation 

For participating in the thesis, you do not get facilities directly. We are hopeful that, which 

informations are identified through the thesis, all of those will be helpful to develop the treatment 

procedure and through those information’s, therapist will be aware about all participants 

experiences. There are no any others risks in this participation.  

 

Confidentiality of the participation 

Through singing the consent form, permission will be provided to the researcher to use the 

participant’s personal information for this research. Every information will be kept with 

confidential and any information cannot be mentioned the participants identity in this research. 
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Always key sign will be used to focus participants information. Only researcher get access to see 

the real information of the participants and every data of participants will be kept in drawer by 

locking to maintain confidentiality. It is hopeful that, the result and information are published in 

different forum research project. But any information cannot be presented, that can mention you. 

Primarily, data has collected through data collection paper. 

 

Who to Contact 

If you have any questions, you can ask me now or later. If you wish to ask questions later, you 

may contact any of the following:Kazi Al-Amin, Bachelor science in Occupational Therapy, 

Department of Occupational Therapy, e-mail: monikamoni.ot.edu@gmail.com, Cell phone- 

01927228603. This proposal has been reviewed and approved by Institutional Review Board 

(IRB), Bangladesh Health Professions Institute (BHPI), CRP-Savar, Dhaka-1343, Bangladesh, 

which is a committee whose task it is to make sure that research participants are protected from 

harm. If you wish to find about more about the IRB, contact Bangladesh Health Professions 

Institute (BHPI) (contact:7745464-5), CRP-Savar, Dhaka-1343, Bangladesh. You can ask me 

any more questions about any part of the research study, if you wish to. Do you have any 

questions?        

 

Can you withdraw from this study: 

You can cancel any information collected for this research project at any time. After the 

cancellation, we expect permission from the information whether it can be used or not.    
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APPENDIX: V 

AskMÖnYKvix‡`i Z_¨ cG 
 

 

evsjv‡`k †nj&_ cÖ‡dkÝ BbwówUDU (weGBPwcAvB) 

AKz‡ckbvj †_ivwc wefvM 

wmAviwcÑ PvcvBb, mvfvi, XvKvÑ1343.  

†Uwj: 02-7745464Ñ5,7741404, d¨v·: 02-774506 

†KvW bs: 

AskMÖnYKvix‡`i Z_¨cG 

 

M‡elbvi welq: ÔÔXvKv kn‡i emevmKvix †giæiæ¾y‡Z AvNvZ MÖ ’̄ gvby‡li mvgvwRK AskMÖnY Gi 

g~j¨vqbÓ| 

M‡elK: KvRx Avj-Avwgb, we.Gm.wm Bb AKz‡ckbvj †_ivwc (4_© el©),†mkb:2014-2015 Bs, evsjv‡`k 

†nj_& cÖ‡dkÝ Bbw÷wUDU (weGBPwcAvB), mvfvi,XvKv- 1343 

ZË¡veavqK: †kL gwbiæ¾vgvb, mnKvix Aa¨vcK I wefvMxq cÖavb, AKz‡ckbvj†_ivwc wefvM, evsjv‡`k 

†nj&_ cÖ‡dkÝ Bbw÷wUDU|  

M‡elbvi ’̄vb: XvKv kn‡i emevmiZ †giæiæ¾y‡Z AvNvZ MÖ ’̄ gvbyl‡`i GjvKv (wgicyi, avbgwÛ, jvjevM, 

myÎvcyi, ‡Kv‡Zvqvjx, mvfvi, Avïwjqv, avgivB, †`vnvi, bIqveMÄ, MveZjx, k¨gjx, KvUveb, dvg©‡MU 

BZ¨v`x)| 

ce© 1 Z_¨cÎ: 

 

f~wgKv: 

Avwg KvRx Avj-Avwgb, XvKv wek¦we`¨vj‡q wPwKrmv Abyl‡`i Aax‡b evsjv‡`k †nj&_ cÖ‡dkÝ Bbw÷wUD‡U 

we.Gm.wm.Bb  AKz‡ckbvj †_ivwc wefv‡M 4_© e‡l©i QvÎ wn‡m‡e œ̄vZK wkÿvKvh©µg (2014-2015 Bs) 

†mk‡b Aa¨qbiZ AvwQ|weGBPwcAvB †_‡K AKz‡ckbvj †_ivwc  we.Gm.wm wkÿvKvh©µgwU m¤úbœ Kivi 
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Rb¨ GKwU M‡elYv cÖKí cwiPvjbv Kiv eva¨Zvg~jK| GB M‡elYv cÖKíwU AKz‡ckbvj †_ivwc wefv‡Mi 

mnKvix Aa¨vcK I wefvMxq cÖavb †kL gwbiæ¾vgvbGi ZË¡veavq‡b m¤úbœ Kiv n‡e| GBZ_¨c‡Îi 

gva¨‡g M‡elYvi cÖKíwUi D‡Ïk¨, DcvË msM‡ni cÖYvjx I M‡elYvwUi mv‡_mswkø÷ welq wKfv‡e iwÿZ 

n‡e Zv we Í̄vwiZfv‡e M‡elYvq AskMÖnYKvix e¨w³i wbKU Dc ’̄vcb Kiv n‡e| hw` GB M‡elYvq AskMÖnb 

Ki‡Z Avcwb B”QzK _v‡Kb, †m‡ÿ‡Î  GB M‡elYvi m¤ú„³ welq m¤ú‡K© ¯”̂Q avibv _vK‡j wm×všÍ MÖnb 

mnRZi n‡e| Aek¨ GLb Avcbvi AskMÖnb Avgv‡`i wbwðZ Ki‡Z n‡e bv| †h †Kvb wm×všÍ MÖn‡bi 

c~‡e©, hw` Pvb Zvn‡j Avcbvi AvZ¥xq-¯̂Rb, eÜz A_ev Av ’̄vfvRb †hKv‡iv mv‡_ GB e¨vcv‡i  Av‡jvPbv 

K‡i wb‡Z cv‡ib| Acic‡ÿ,AskMÖnbKvix Z_¨cÎwU c‡o,hw` †Kvb welqe ‘̄ eyS‡Z mgm¨v nq A_ev hw` 

†Kvb wKQz m¤ú‡K© Av‡iv‡ewk Rvbvi cÖ‡qvRb nq, Z‡e wbwØ©avq cÖkœ Ki‡Z cv‡ib| 

 

M‡elYvi ‡cÖÿvcU I D‡Ïk¨: 

XvKv kn‡i emevmKvix †giæiæ¾y‡Z AvNvZ MÖ ’̄ ‡hmKj e¨w³ cÿvNvZ MÖ ’̄‡`i cyb©evmb †K› ª̀ n‡Z 

cyb©evmb cÖwµqv m¤úbœ Kivi ci, wbR wbR mgv‡R wd‡i wM‡q‡Q‡b Ges AšÍZ c‡ÿ 6 gvm wbR wbR 

mgv‡R emevm K‡i‡Qb, Zv‡`i‡K GB M‡elbvq Avgš¿Y Rvbv‡bv n‡e| Gi Ask wn‡m‡e Avcbv‡KI D³ 

M‡elYv cÖK‡í Avgš¿Y Rvbv‡bv n‡jv| Avcwb wbðB AeMZ Av‡Qb †h, AKz‡ckbvj †_ivwc wPKxrmvi g~j 

D‡Ïk¨ n‡jv, †mevMÖnYKvix e¨w³‡K Zvi •`bw›`b, mvgvwRK I †ckvMZ Kvh©vejx‡Z h_vm¤¢e Ask MÖnY 

Kiv‡bv|cÿvNvZ MÖ ’̄‡`i cyb©evmb †K› ª̀ n‡Z †mevMÖnYKvix †giæiæ¾y‡Z AvNvZ Mª¯’ e¨w³‡`i wPwKrmv I 

cybe©vmb cieZ©x mg‡q wbR wbR mgv‡R Zv‡`i mvgvwRK Ask MÖnY GKwU ¸iæZ¡c~Y© welq| hv Zv‡`i DËg 

Rxeb hvc‡bi †ÿ‡Î mnvqK f‚wgKv cvjb K‡i| wPwKrmv I cybe©vmb cieZ©x mg‡q †giæiæ¾‡Z AvNvZ MÖ ’̄ 

e¨w³ wbR mgv‡R emevm Kvjxb Ae ’̄vq, mvgvRxK Kvh©vejx‡Z Ask MÖn‡Yi †ÿ‡Î KZUzKz cvi`k©x n‡Z 

cv‡ibZv †hgb ARvbv, wVK †Zgwb mvgvwRK Kvh©vejx‡Z Ask MÖn‡Yi †ÿ‡Î Zv‡`i mxgve×Zv ¸‡jvI 

ARvbv| M‡elYvwUi mvaviY D‡Ïk¨ n‡jv- XvKv kn‡i emevmKvix †giæiæ¾y‡Z AvNvZ MÖ ’̄ gvby‡li 

mvgvwRK Kvh©vejx‡Z Ask MÖnY Gi g~j¨vqb Kiv Ges G‡ÿ‡Î Zv‡`i mxgve×Zv ¸‡jvi cwigvc 

Kiv|Avcbvi Kvh©Kvix AskMÖnY M‡elYvi D‡Ïk¨ c~i‡Y mnvqZv Ki‡e e‡j Avgiv Avkvev`x| 

  

GB M‡elYv Kg©wU‡Z AskMÖn‡bi mv‡_ m¤ú„³ welqmg~n wK †m m¤ú‡K© Rvbv hvK| 

Avcbvi †_‡K AbygwZc‡Î ¯v̂ÿi ‡bevi Av‡M, Z_¨c‡Îi gva¨‡g M‡elbv cÖKíwUi cwiPvjbv Kivi 

Z_¨mg~n we Í̄vwiZ fv‡e Avcbvi Kv‡Q Dc ’̄vcb Kiv n‡e| Avcwb hw` GB M‡elbvq AskMÖnb Ki‡Z Pvb, 

Zvn‡j m¤§wZc‡Î Avcbv‡K ¯̂vÿi Ki‡Z n‡e| Avcwb AskMÖnb wbwðZ Ki‡j, Avcbvi msiÿ‡bi Rb¨ 

m¤§wZcÎwUi GKwU Abywjwc w`‡q †`qv n‡e| cieZ©x‡Z M‡elK KZ©„K MwVZ Z_¨-DcvË msMÖ‡ni GKwU 

`‡ji cÖwZwbwa Avcbvi Kv‡Q hv‡e| Avcbvi †_‡K †P‡q †bIqv †h †Kvb GKwU wbw ©̀ó mg‡q GKwU 

cÖkœc‡Îi gva¨‡g Z_¨ msMÖn Kiv n‡e|GB M‡elbvi cÖK‡í Avcbvi AskMÖnY Hw”QK| hw` Avcwb m¤§wZ 

cÖ`vb bv K‡ib Z‡e Avcbv‡K AskMÖnb Ki‡Z n‡e bv| Avcwb m¤§wZ cÖ`vb Kiv ¯‡̂Ë¡I †h ‡Kvb mgq 
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M‡elK‡K †Kvb e¨vL¨v cÖ`vb Kiv QvovB wb‡Ri AskMÖnb cÖZ¨vnvi Ki‡Z cvi‡eb| M‡elbv cÖKíwU‡Z 

AskMÖnb Kiv wKsev bv Kiv A_ev cieZx©‡Z AskMÖnb cÖZ¨vnvi Kivi wm×v‡šÍi mv‡_ Avcbvi cÿvNvZ 

MÖ¯’‡`i cybe©vmb †K‡› ª̀ Ae ’̄vKvjxb wPwKrmv, wPwKrmK‡`i mv‡_ m¤úK©, AKz‡ckbvj ‡_ivwc÷‡`i mv‡_ 

Avcbvi m¤úK© A_ev wmAviwci mn‡hvMx cÖwZôv‡bi mv‡_ m¤úK© †Kvbfv‡e cÖfvweZ n‡e bv| 

AskMÖn‡bi myweav I SuzwKmg~n  wK ? 

M‡elbv cÖKíwU‡Z AskMÖn‡bi Rb¨ Avcwb mivmwi †Kvb myweav cv‡eb bv| Z‡e Avgiv Avkvev`x †h, 

M‡elbvi gva¨‡g cÖvß DcvË ciewZ©‡Z †ivMx‡`i wPwKrmv Kvh©µg‡K Av‡iv MwZkxj Ki‡Z mvnvh¨ Ki‡e 

Ges GB M‡elYvi gva¨‡g†mev cÖ`vbKvix m`m¨MY Avcbvi AwfÁZvi K_v Rvb‡Z cvi‡e Ges c Övß Z_¨ 

mg~n †mevi gvbevov‡Z mvnvh¨ Ki‡e|GLv‡b mswkøó M‡elYvq AskMÖn‡b †Kvb ai‡bi evowZ SzuwK, wecwË 

A_ev A¯ŵ Í̄ †bB e‡j Avkv Kiv hv‡”Q| 

 

Z‡_¨i †MvcbxqZv wK wbwðZ _vK‡e? 

GB m¤§wZc‡Î ¯̂vÿi Kivi ga¨ w`‡q, Avcwb GB M‡elbv cÖK‡í Aa¨qbiZ M‡elYv Kgx©‡K Avcbvi 

e¨w³MZ Z_¨ msMÖn I e¨envi Kivi AbygwZ w`‡q‡Qb| GB M‡elYv cÖK‡íi Rb¨ msM„nxZ †h†Kvb Z_¨, hv 

Avcbv‡K mbv³ Ki‡Z cv‡i Zv †Mvcbxq _vK‡e| Avcbvi m¤ú‡K© msM„nxZ Z_¨mg~n mvs‡KwZK Dcv‡q 

D‡jøL _vK‡e| kyaygvÎ Gi mv‡_ mivmwi mswkøó M‡elK I Zvi ZË¡veavqK GB Z_¨mg~‡n cÖ‡ekvwaKvi 

cv‡eb| mvs‡KwZK Dcv‡q wPwýZ DcvË mg~n cieZx© DcvË we‡køl‡bi Kv‡R e¨en„Z n‡e|Z_¨cÎ¸‡jv 

Zvjve× Wªqv‡i ivLv n‡e| weGBPwcAvB Gi AKz‡ckbvj †_ivwc wefv‡M I M‡el‡Ki e¨w³MZ j¨vcU‡c 

DcvËmg~‡ni B‡jKUªwbK fvm©b msM„nxZ _vK‡e|  

cÖZ¨vkv Kiv n‡”Q ‡h, GB M‡elYv cÖK‡íi djvdj wewfbœ †dviv‡g cÖKvwkZ Ges Dc ’̄vwcZ n‡e| †h †Kvb 

ai‡bi cÖKvkbv I Dc ’̄vcbvi †ÿ‡Î Z_¨mg~n Ggb fv‡e mieivn Kiv n‡e, †hb Avcbvi m¤§wZ Qvov 

Avcbv‡K ‡Kvb fv‡eB mbv³ Kiv bv hvq| Z_¨-DcvË cÖv_wgK fv‡e KvMRc‡Î msMÖn Kiv n‡e |  

 

djvdj cÖPvi m¤ú©wKZ Z_¨  

GB M‡elbvi djvdj wewfbœ mvgvwRK gva¨g, I‡qemvBU, m‡¤§jb, Av‡jvPbvmfvq Ges ch©v‡jvwPZ 

Rvb©v‡j cÖKvk Kiv n‡e| 

 

AskMÖYKvixi cvwikÖwgK 

GB M‡elYvq AskMÖn‡bi Rb¨ †Kvb DÏxcbv I cvwikÖwgK †`evi e¨e¯’v †bB| 
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M‡elYv cwiPvjbvi Rb¨ e¨qK„Z A‡_©i Drm 

GB M‡elYvwUi LiP m¤ú~Y© M‡el‡Ki wbR¯̂ Znwej †_‡K e¨q Kiv n‡e| GB M‡elYvwU †QvU cwim‡i Kiv 

n‡e Ges GLv‡b †Kvb A_© ewnivMZ Drm †_‡K Avm‡e bv| 

 

AskMÖnY ‡_‡K cÖZ¨vnvi m¤ú©wKZ Z_¨mg~n 

Avcwb m¤§wZ cÖ`vb Kiv ¯̂‡ËI †h ‡Kvb mgq M‡elK‡K †Kvb e¨vL¨v cÖ`vb Kiv QvovB wb‡Ri AskMÖnb 

cÖZ¨vnvi Ki‡Z cvi‡eb| evwZj Kivi ci Z_¨mg~n wK e¨envi Kiv hv‡e wK hv‡ebv Zvi AbygwZ 

AskMÖnYKvixi cÖZ¨vnvi c†Î (ïaygvÎ †¯^”Qvq cÖZ¨vnviKvixi Rb¨ cÖ‡hvR¨) D‡jøL Kiv _vK‡e| 

 

 

M‡el‡Ki mv‡_ †hvMv‡hv‡Mi wVKvbv 

M‡elbv cÖKíwUi wel‡q †hvMv‡hvM Ki‡Z PvB‡j A_ev M‡elbv cÖKíwUi m¤ú©‡K †Kvb cÖkœ _vK‡j,GLb 

A_ev cieZ©x‡Z ‡h †Kvb mg‡q Zv wRÁvmv Kiv hv‡e| †m‡ÿ‡Î Avcwb M‡el‡Ki mv‡_ D‡jøwLZ 

01927228603 (KvRx Avj-Avwgb)  bv¤̂v‡i †hvMv‡hvM Ki‡Z cv‡ib|  

 

Awf‡hvM 

GB M‡elbv cÖKí cwiPvjbv cÖm‡½ †h†Kvb Awf‡hvM _vK‡j  cÖvwZôvwbK ‣bwZKZv cwil‡`i mv‡_ GB 

bv¤̂v‡i (7745464-5) †hvMv‡hvMKi‡eb|GB M‡elbv cÖKíwU evsjv‡`k †nj&_ cÖ‡dkÝ Bbw÷wUDU, 

mvfv‡ii cÖvwZôvwbK ‣bwZKZv cwil` †_‡K wmAviwc-weGBPwcAvB/AvBAviwe/10/18/1231 ch©v‡jvwPZ I 

Aby‡gvw`Z n‡q‡Q| 

 

M‡elbv  ‡_‡K wb‡R‡K cÖZ¨vnvi Kiv hv‡e wK?  

Avcwb m¤§wZ cÖ`vb Kiv ¯̂‡Ë¦I †h ‡Kvb mgq M‡elK‡K †Kvb e¨vL¨v cÖ`vb Kiv QvovB wb‡Ri AskMÖnb 

cÖZ¨vnvi Ki‡Z cvi‡eb| evwZj Kivi ci Z_¨mg~n wK e¨envi Kiv hv‡e wK hv‡ebv Zvi AbygwZ 

AskMÖnYKvixi cÖZ¨vnvi c†Î (ïaygvÎ †¯^”Qvq cÖZ¨vnviKvixi Rb¨ cÖ‡hvR¨) D‡jøL Kiv _vK‡e| 
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APPENDIX: VI 

 

Withdrawal Form 

 Participants Name: …………………………………………  

ID number: ………………...............  

Reason of Withdraw: …………………………………………………………………… 

…………………………………………………………………………………………... 

Participants Name: ……………………………………  

Participants Signature: ………………………………..      Day/Month/Year: …………………   
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APPENDIX: VII 

AskMÖnYKvixi cÖZ¨vnvi cÎ 

(ïaygvÎ †¯^”Qvq cÖZ¨vnviKvixi Rb¨ cÖ‡hvR¨) 

 

AskMÖnbKvixi bvg: ..................................................................... 

cÖZ¨vnvi Kivi Kvib: 

.....................................................................................................................................

.....................................................................................................................................

.....................................................................................................................................

.....................................................................................................................................

............................................................................................................ 

c~e©eZx© Z_¨ e¨env‡ii AbygwZ _vK‡e wKbv?  

n¨vu/bv 

 

AskMÖnbKvixi bvg:  

AskMÖnbKvixi ¯v̂ÿi:  ZvwiL: 

*hw` AskMÖnYKvix wbiÿi n‡q _v‡Kb, †m‡ÿ‡Î- 

AskMÖnYKvixi Av½y‡ji Qvc- 

 

 

 

¯v̂ÿxi bvg: 

¯v̂ÿi: 

ZvwiL:†KvW bs: 
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APPENDIX: VIII 

Consent form (English) 

 

Statement by Participants  

I have been invited to participate in research titled “Evaluating social participation among people 

with spinal cord injury in Dhaka city”. I have read the foregoing information, or it has been read 

to me. I have had the opportunity to ask questions about it and any questions I have been asked 

have been answered to my satisfaction. I consent voluntarily to be a participant in this study       

Name of Participant___________________________________________________   

 

Signature of Participant ___________________Date   ___________________________    

 

Statement by the researcher taking consent   

I have accurately read out the information sheet to the potential participant, and to the best of my 

ability made sure that the participant understands that the following will be done:    

1. Every information will be use in research work 

2. Every information will be kept with proper confidential 

3. Participants name and identity cannot be focused 

I confirm that the participant was given an opportunity to ask questions about the study, and all 

the questions asked by the participant have been answered correctly and to the best of my ability. 

I confirm that the individual has not been coerced into giving consent, and the consent has been 

given freely and voluntarily.    

A copy of this participant’s data collection form has been provided to the participant.    

Name of Researcher taking the consent________________________    

Signature of Researcher taking the consent__________________________    

Date ___________________________        
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APPENDIX:IX 

AskMÖnYKvix‡`i m¤§wZcG 
ÔÔXvKv kn‡i emevmKvix †giæiæ¾y‡Z AvNvZ MÖ¯’ gvby‡li mvgvwRK AskMÖnY Gi g~j¨vqbÓ- kxl©K 

M‡elbvq AskMÖn‡bi Rb¨ Avgv‡K Avgš¿b Rvbv‡bv n‡q‡Q| Avwg c~e©wjwLZ Z_¨ cÎwU c‡owQ ev GUv 

Avgv‡K c‡o †kvbv‡bv n‡q‡Q| GB wel‡q Avgvi cÖkœ wRÁvmv Kivi my‡hvM wQj Ges †h †Kvb cÖ‡kœi Avwg 

mš‘yóRbK DËi †c‡qwQ| GB M‡elbvq GKRb AskMÖnbKvix nevi Rb¨ Avwg †m¦”Qvq m¤§wZ w`w”Q| 

 

AskMÖnbKvixi bvg:        

AskMÖnbKvixi ¯v̂ÿi:   ZvwiL:........................ 

 

*hw` AskMÖnYKvix wbiÿi n‡q _v‡Kb, †m‡ÿ‡Î- 

AskMÖnYKvixi Av½y‡ji Qvc- 

 

 

 

¯v̂ÿxi bvg: 

¯v̂ÿi: 

ZvwiL: 

 

M‡elK I m¤§wZKvixi wee„wZ: 

Avwg AskMÖnbKvix‡K AskMÖnbKvixi Z_¨cÎwU c‡o ïwb‡qwQ Ges Avgvi m†e©v”P mvg_© Abyhvqx wbwðZ 

K‡iwQ †h, AskMÖnbKvixi  †evaMg¨ n‡q‡Q †h, wb†¤vœv³ welqmg~n Kiv n‡e| 

1) mKj Z_¨ M‡elYvi Kv‡R e¨eüZ n‡e| 

2) Z_¨mg~n m¤ú~Y©fv‡e †Mvcbxq Kiv n‡e| 

3) AskMÖnbKvixi bvg I cwiPq cÖKvk Kiv n‡e bv 

 

AvwgwbwðZ K‡iwQ †h, GB welq m¤ú©‡K AskMÖnbKvix‡K cÖkœ wRÁvmv Kivi my‡hvM †`qv n‡q‡Q  Ges 

AskMÖnbKvix †h mKj cÖkœ wRÁvmvK‡i‡Qb, Avgvi m†e©v”P mvg_© Abyhvqx ‡m¸‡jvi mwVK DËi cÖ`vb Kiv 
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m¤¢e n‡q‡Q| AvwgwbwðZ K‡iwQ †h, †Kvb e¨w³‡K m¤§wZ `vb Ki‡Z eva¨ Kiv nqwb| wZwb Aev‡a A_ev 

†¯^”Qvq m¤§wZ w`‡q‡Qb| 

 

AskMÖnbKvix‡K AskMÖnbKvixi Z_¨ I m¤§wZc‡Îi GKwU Abywjwc †`Iqv n‡q‡Q| 

 

M‡el‡Ki bvg:  

M‡el‡Ki ¯v̂ÿi:       ZvwiL:   
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APPENDIX: X 

Questionnaire 

Complete items before starting each interview 

Respondents identity number  

Interviewer identity number  

 

 

Interview date 

 

 

 

 

Day 

 

 

 

 

Month 

 

 

Year 

Duration of interview  

Respondent’s address 

 

 

Respondent’s mobile number  

 

Part one: Socio-demographic information 

Sl. 

No. 

Questions Coding categories Code 

 

1. 

 

How old are you? 

 

 

……………Years 

 

 

 

2. 

 

Sex 

Male = 1 

Female = 2 
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Sl. 

No. 

     Questions      Coding categories  Code 

 

 

 

3. 

 

 

 

What is your 

educational status? 

 

Illiterate =1 

Primary pass =2 

High school pass=3 

SSC = 4 

HSC = 5 

Graduate = 6 

 

 

 

 

 

4. 

 

 

 

What is your 

Marital status? 

Unmarried = 1 

Married = 2 

Separated = 3 

Divorced = 4 

Widowed/Widowed = 5 

Reluctant to answer = 6 

 

5. In which type of 

environment/area, 

you live? 

Rural = 1 

Urban = 2 

Semi-urban = 3 

 

6. In which type of 

family, you live? 

Joint family = 1 

Single family = 2 

Staying alone = 3 
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Sl. 

No. 

     Questions      Coding categories  Code 

 

 

 

 

 

7. 

 

 

 

 

Who provides care 

to you at home? 

Self = 1 

Mother  = 2 

Father  = 3 

Brother  = 4 

Sister = 5 

Wife = 6 

Husband = 7 

Siblings = 8 

Relatives = 9 

Others = 10 

 

 

 

 

 

 

 

8. 

 

 

 

 

What was your 

occupation before 

injury? 

House-wife = 1 

Agriculture = 2 

Govt. job = 3 

Non-govt. job = 4 

Self-employed (business, shop) = 5 

Teacher = 6 

Garment worker = 7 

Day labor = 8 

Student = 9 

Unemployment = 10 

Others,(………………)= 11 
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Sl. 

No. 

     Questions      Coding categories  Code 

 

 

 

 

 

9. 

 

 

 

 

What is your 

current 

occupation? 

House-wife = 1 

Agriculture = 2 

Govt. job = 3 

Non-govt. job = 4 

Self-employed (business, shop) = 5 

Teacher = 6 

Garment worker = 7 

Day labor = 8 

Student = 9 

Unemployment (able to work) = 10 

Unemployment (unable to work) = 

11 

Others,(………………)= 12 

 

 

 

 

10 

 

 

At present, are 

you using any 

assistive 

device/equipment? 

Yes = 1 

No = 2 

 

If yes, which one: 

Wheel chair = 1 

Walking frame = 2 

Elbow crutch = 3 

Axillary crutch = 4 

One stick = 5 

Others,(………………)= 6 
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Socio-economic information 

Sl. 

No. 

     Questions      Coding categories Code 

 

 

 

 

1 

 

 

 

At present, who is 

the main earning 

person of your 

family? 

Self = 1 

Mother  = 2 

Father  = 3 

Brother  = 4 

Sister = 5 

Wife = 6 

Husband = 7 

Siblings = 8 

Relatives = 9 

Others = 10 

 

 

 

 

 

2 

 

 

 

After 

rehabilitation from 

CRP, did you take 

any vocational 

training for 

income 

generation? 

 

 

 

Yes = 1 

No = 2 

 

If yes, which one:  

Tailoring = 1 

Computer training = 2 

Shop management = 3 

Electronics = 4 

Bee keeping = 5 

Animal Husbandry = 6  

Mushroom farming = 7 

Wood work = 8 

Others,(………………)= 9 
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Sl. 

No. 

     Questions      Coding categories Code 

 

3 

 

At present, do you 

have any earning? 

 

 

Yes = 1 

No = 2 

(If yes, how much? 

…………………………..) 

 

 

 

 

4 

 

 

 

What is your 

source of income? 

Agriculture = 1 

Govt. job = 2 

Non-govt. job = 3 

Self-employed (business, shop) = 4 

Teacher = 5 

Garment worker =6  

Day labor = 7 

Others,(………………)= 8 

 

 

 

5 

 

 

What is your main 

role in your 

family? 

Mother  = 1 

Father  = 2 

Brother  = 3 

Sister = 4 

Wife = 5 

Husband = 6 

Siblings = 7 

Others,(………………)= 8 
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Part two: Injury related information 

 

Sl. 

No. 

     Questions      Coding categories         Code 

 

1. 

 

What is the 

diagnosis of your 

injury? 

Traumatic Tetraplegia = 1 

Traumatic Paraplegia = 2 

Non-traumatic tetraplegia = 3 

Non-traumaticparaplegia = 4 

 

 

 

2. 

Living experience 

in own 

community, after 

completing 

rehabilitation 

 

……………………………years 

 

 

 

 

3. 

 

 

What is the cause 

of injury 

Road accident = 1 

Fall from height = 2 

Violence = 3 

During play = 4 

Diving = 5 

Others = 6 
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Sl. 

No. 

     Questions      Coding categories         Code 

 

 

 

 

 

4. 

 

 

 

 

At present, do you 

have any 

secondary/injury 

related 

complications? 

Yes = 1 

No = 2 

 

If yes, which one: 

Pain = 1 

Pressure sore = 2 

UTI = 3 

Muscle spasticity = 4 

Muscle contracture = 5 

Burning sensation = 6 

Others (…………………) = 7 
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Participation scale version 6.0 
N

o
 

 

Participation Scale 

N
o
t 
s
p
e

c
if
ie

d
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n
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n
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Y
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 d
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n
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w
a
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t 
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N
O
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m
 

S
m

a
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M
e

d
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m
 

L
a
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e

 

S
C

O
R

E
 

 

1 
 

Do you have equal opportunity as your peers to find work? 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

2 
 

Do you work as hard as your peers do? (same hours, type of work etc) 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

3 Do you contribute to the household economically in a similar way to 

your peers? 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

4 
Do you make visits outside your village / neighborhood as much as 

your peers do? (except for treatment) e.g. bazaars, markets 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

5 Do you take part in major festivals and rituals as your peers do? 

(e.g. weddings, funerals, religious festivals) 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

6 Do you take as much part in casual recreational/social activities as do 

your peers? (e.g. sports, chat, meetings) 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

7 Are you as socially active as your peers are? (e.g. in 

religious/community affairs) 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

8 
 

Do you have the same respect in the community as your peers? 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

9 Do you have opportunity to take care of yourself (appearance, 

nutrition, health, etc.) as well as your peers? 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

10 Do you have the same opportunities as your peers to start or 

maintain a long-term relationship with a life partner? 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

11 
 

Do you visit other people in the community as often as other people 

do? 

 

0 
  

0 
     

  

[if sometimes or no] How big a problem is it for you? 

     

1 2 3 5 
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No 

 

Participation Scale 
 N

o
t 

s
p

e
c
if
ie

d
, 

n
o

t 
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n
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12 
Do you move around inside and outside the house and around the 

village / neighbourhood just as other people do? 

 0   0 

    
 

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

13 
In your village / neighbourhood, do you visit public places as often 

as other people do? (e.g. schools, shops, offices, market and 

tea/coffee shops) 

 0   0 

    
 

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

14 
 

In your home, do you do household work? 

 0   0 

    
 

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

15 
 

In family discussions, does your opinion count? 

 0   0 

    
 

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

16 
 

Do you help other people (e.g. neighbours, friends or relatives)? 

 0   0 

    
 

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

17 
 

Are you comfortable meeting new people? 

 0   0 

    
 

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

18 
 

Do you feel confident to try to learn new things? 

 0   0 

    
 

  

[if sometimes or no] How big a problem is it to you? 

     

1 2 3 5 
 

 

Comment:       Total  score :                                                                                                                                                                                                                                                                                                                                              

 

Name:  

Age:  Gender:  

Interviewer:_  Dateofinterview: / /  

Grades of participation restriction 

 
No significant 

restriction 
 

Mild restriction Moderate 
restriction 

Severe 
restriction 

Extreme 
restriction 

0 – 12 13 – 22 23 – 32 33 – 52 53 – 90 

 

Disclaimer: The Participation Scale is the intellectual property of the Participation Scale 

Development Team. Neither the Team or its sponsors can be held responsible for any 

consequences of the use of the Participation Scale. 
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APPENDIX: XI 

cÖkœvejx (evsjv) 

cÖwZwU mvÿvrKvi ïiæ Kivi Av‡M wb‡Pi cÖ`Ë As¸‡jv c~iY  K‡i wbb 

DËi`vZvi  mbv³KiY b¤̂it  

mvÿvrKvi MÖnYKvixi mbv³KiY b¤̂it  

mvÿvrKvi MÖn‡Yi ZvwiLt 

 

 

w`b  

 

gvm 

 

eQi 

mvÿvrKv‡ii mgq Kvjt  

DËi`vZvi wVKvbvt  

DËi`vZvi  †gvevBj b¤^it  

 

Ask-1  

(RbmsL¨vZvwË¡K Z_¨vejx) 

wmwiqvj  

b¤^i 

cÖkœmg~n ‡KvwWs wefvM ‡KvW 

1 Avcbvi eqm KZ? .............eQi  

2 wj½ 

cyiæl =1 

gwnjv =2 

 

3 Avcbvi wkÿvMZ †hvM¨Zv wK? 

AwkwÿZ =1 

cÖv_wgK wkÿv =2 

nvB ¯‥zj = 3 

gva¨wgK = 4 

D”P gva¨wgK = 5 

¯œvZK = 6  

 

4 Avcbvi •eevwnK Ae¯’v wK? 

AweevwnZ =1 

weevwnZ = 2 

Avjv`v _v‡Kb = 3 

ZvjvK cÖvß = 4 

weaev = 5 

DËi w`‡Z Awb”QzK = 6 
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wmwiqvj  

b¤^i 

cÖkœmg~n ‡KvwWs wefvM ‡KvW 

5 

Avcwb †Kvb ai‡bi cwi‡e‡k/GjvKvq emevm 

K‡ib? 

MÖvgxb = 1 

kû‡i = 2 

Avav-kû‡i = 3 

 

6 Avcwb †Kvb ai‡bi cwiev‡i emevm K‡ib? 

‡h․_ cwievi = 1 

GKK cwievi = 2 

GKv _v‡Kb = 3 

 

7 evwo‡Z †K Avcbvi hZ¥ wb‡q _v‡Kb? 

wb‡R = 1 

gv = 2 

evev = 3 

fvB = 4 

‡evb = 5 

¯¿x = 6 

¯^vgx = 7 

mšÍvb-mšÍwZ =  8 

AvZ¥xq-¯^Rb = 9 

Ab¨vb¨,(.................) = 10 

 

8 AvNvZ cvIqvi c~‡e© Avcbvi †ckv wK wQ‡jv? 

M„wnbx = 1 

K…wlKvR = 2  

miKvix PvKzwiRxwe = 3 

‡emiKvix PvKzwiRxwe = 4 

AvZ¥Kg© ms¯’vb (e¨emv, †`vKvb) = 

5 

wkÿKZv = 6 

MÖv‡g©›U kÖwgK = 7 

w`b gRyi = 8 

wkÿv_x© = 9 

‡eKvi = 10 

Ab¨vb¨, (............) =11  
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wmwiqvj  

b¤^i 
cÖkœmg~n ‡KvwWs wefvM ‡KvW 

9 Avcbvi eZ©gvb †ckv wK? 

M„wnbx = 1 

K…wlKvR = 2  

miKvix PvKzwiRxwe = 3 

‡emiKvix PvKzwiRxwe = 4 

AvZ¥Kg© ms¯’vb (e¨emv, 

†`vKvb) = 5 

wkÿKZv = 6 

MÖv‡g©›U kÖwgK = 7 

w`b gRyi = 8 

wkÿv_x© = 9 

‡eKvi (Kv‡R mÿg e¨w³) = 

10 

‡eKvi (Kv‡R Aÿg e¨w³) = 

11 

Ab¨vb¨,(............) = 12 

 

10 

eZ©gv‡b Avcwb wK †Kv†bv mnvqK DcKib e¨envi 

Ki†Qb? 

 

nu¨v = 1 

bv  = 2 

hw` nu¨v nq, Zvn‡j †KvbwU:  

nyBj †Pqvi = 1 

IqvwKs †dg = 2 

Gw·jvwi µvP = 3 

Gj†ev µvP = 4 

mnvqK jvwV = 5 

Ab¨vb¨ (..............) = 6 
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mvgvwRK-A_©‰bwZK Z_¨vewj 

wmwiqvj  

b¤^i 
cÖkœmg~n ‡KvwWs wefvM ‡KvW 

  1 

eZ©gv‡b, Avcbvi cwiev‡i cÖavb DcvR©bÿg  

e¨w³ ‡K? 

wb‡R = 1 

gv = 2 

evev = 3 

fvB = 4 

‡evb = 5 

¯¿x = 6 

¯^vgx = 7 

mšÍvb-mšÍwZ =  8 

AvZ¥xq-¯^Rb = 9 

Ab¨vb¨,(...........) = 10 

 

 

  2 

wm.Avi.wc. †_‡K c~bev©m‡bi ci Avcwb DcvR©b e„w×i 

Rb¨ †Kvb †fv‡Kkbvj cÖwkÿY wb‡qwQ‡jb wK bv? 

nu¨v = 1 

bv  = 2 

hw` nu¨v nq, Zvn‡j †KvbwU:  

`wR©i KvR = 1 

Kw¤úDUvi cÖwkÿY = 2 

‡`vKvb cwiPvjbv = 3 

B‡jKUªwb· cÖwkÿY = 4 

‡g․gvwQ Pvl = 5 

cï cvjb = 6 

gvkiæg Pvl = 7 

Kv‡Vi KvR = 8 

Ab¨vb¨,(............) = 9 
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wmwiqvj  

b¤^i 
cÖkœmg~n ‡KvwWs wefvM ‡KvW 

  3 eZ©gv‡b Avcbvi †Kvb DcvR©b Av‡Q wK? 

nu¨v = 1 

bv  = 2 

(hw` n¨uv nq, Zvn‡j KZ 

UvKv? .......................) 

 

 

  4 Avcbvi Av‡qi Drm wK? 

K…wlKvR = 1 

miKvix PvKzwi = 2 

‡emiKvix PvKzwi = 3 

AvZ¥Kg© ms¯’vb (e¨emv, 

†`vKvb) = 4 

wkÿKZv = 5 

MÖv‡g©›U kÖwgK = 6 

w`b gRyix = 7 

Ab¨vb¨,(............) = 8 

 

5 cwiev‡i Avcbvi cÖavb fzwgKv wK? 

gv = 1 

evev = 2 

fvB = 3 

‡evb = 4 

¯¿x = 5 

¯^vgx = 6 

mšÍvb-mšÍwZ =  7 

Ab¨vb¨,(............) = 8 
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Ask-2  

(AvNvZ RwbZ Z_¨vewj) 

 

wmwiqvj  

b¤^i 

cÖkœmg~n ‡KvwWs wefvM ‡KvW 

 

 

1 

 

 

Avcbvi AvNv‡Zi wbY©q wK? 

UªgvwUK †UUªv‡cøwRqv  = 1 

UªgvwUK c¨viv‡cøwRqv = 2 

bb- UªgvwUK †UUªv‡cøwRqv= 3 

bb- UªgvwUK c¨viv‡cøwRqv= 4 

 

 

 

2 

 

 

cybe©vm‡bi ci wbR mgv‡R emev‡mi 

AwfÁZv 

 

 

 

 

..................... eQi 

 

 

 

 

3 

 

 

 

AvNv‡Zi Kvib 

moK দরু্ঘটনা= 1 

DPy ¯’vb †_‡K c‡o hvIqv = 2 

wnsস্রZv = 3 

‡Ljvi mgq = 4 

WvBwfs = 5 

Ab¨vb¨ = 6 
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wmwiqvj  

b¤^i 

cÖkœmg~n ‡KvwWs wefvM ‡KvW 

 

 

 

 

 

4 

 

 

 

 

 

eZ©gv‡b Avcbvi AvNvZ RwbZ †Kvb RwUjZv 

Av‡Q wK bv? 

nu¨v = 1  

bv = 2 

 

hw` nu¨v nq Zvn‡j †KvbwU: 

e¨_v = 1 

PvcRwbZ Nv = 2 

BD.wU.AvB. = 3 

gvsm †cwki RoZv = 4 

gvsm †cwki ms‡KvPbkxjZv = 5 

Rvjv‡cvov = 6 

Ab¨vb¨ (.................) = 7 
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PARTICIPATION-SCALE 

mgKÿ e¨w³ m¤ú‡K© AskMÖnYKvix‡K aibv cÖ`vb: Explain the concept of “peers” to the participant . 

 

mvÿvrKvi MÖnYKvix wb‡RB “Peers” (wcqviÕm) m¤ú‡K© eySv Ges DËi`vZv‡K wK fv‡e e¨vL¨v Ki‡e Zv LyeB ¸iæZ¡c~Y©| 

DËi`vZv‡K cwi®‥vi K‡i eySv‡Z n‡e wbw`©ó cÖ‡kœi †ÿ‡Î †K Zvi wcqvi ev mgKÿ e¨w³| mgKÿ e¨w³ ej‡Z †ivM ev 

weKvjv½Zv e¨ZxZ mKj †ÿ‡Î DËi`vZvi gZ GKB ch©v‡qi (‡f․MwjK, mvgvwRK, mvs¯‥…wZK, A_©‣bwZK †ÿ‡Î) e¨w³‡K 

eySvq| DËi`vZv‡K wRÁvmv Ki‡Z n‡e, †m Zvi mgKÿ e¨w³i gZ Ask MÖnY Ki‡Z cv‡i wK bv| hw` cÖkœwU Zvi eqm, 

wjsM, †ckv, mgv‡R Ae¯’vb m¤úwK©Z nq, Zv n‡j ZLb Zvi wcqvi n‡e Zvi mgeqmx, mgwjsM, mg‡ckvi Ab¨vb¨ e¨w³| 

hw` DËi`vZv ‡giæiæ¾‡Z AvNvZMÖ¯’ GKRb e¨w³ nq, ZLb wcqvi n‡e H GjvKvi| mgv‡R Zvi eqmxi e¨w³ hv‡`i 

‡giæiæ¾‡Z AvNvZRwbZ †ivM bvB| DËi`vZv †hb Zvi Ae¯’vi mwnZ Zvi wcqvi ev mgKÿ e¨w³i Ae¯’vi Zzjbv K‡i GUv 

me mgq g‡b Kwi‡q †`Iqv LyeB ¸iæZ¡c~Y©| cÖkœ Kivi mgq DËi`vZv‡K wRÁvmv Ki‡Z n‡e †h, †m †hb GKRb wbw ©̀ó 

e¨w³‡K wPšÍv K‡i (D`vniY ¯̂iƒc mnKg©x, fvB, †evb, GjvKvi †Kvb e¨w³) 
 

Peers are those who are similar to the respondent in all respects (socio-cultural, economic and demographic) except for the 

disease or disability. The respondent is asked whether (s)he is restricted in participation in comparison to his or her peers. If a 

question refers to age, sex, occupation, position in the family or community, then peers would be those of similar age, sex, 

occupation etc. If a young person suffering from Spinal Cord Injury (SCI) is a respondent, then his/her peer would be a young 

person in his/her community not suffering from Spinal Cord Injury (SCI). It is necessary to keep reminding the respondent to 

compare his or her situation with that of their peers. Ask the patient to think of a particular person (e.g. colleague, brother, sister, 

someone from the community) during the questions.  
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Participation-scale 
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   0   0 1 2 3 5  

1 

Avcbvi mgKÿ‡`i †hfv‡e KvR 

†LuvRvi/cvIqvi my‡hvM Av‡Q AvcbviI 

†mfv‡e Av‡Q wK? 

Do you have equal opportunity as your peers to 

find work? 

 0   0      

 GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     

1 2 3 5 

 

2 

Avcwb wK Avcbvi mgKÿ‡`i g‡Zv K‡Vvi 

cwikÖg K‡ib? (GKB iKg mgq/kÖgN›Uv 

Kv‡Ri aib BZ¨vw`) 

Do you work as hard as your peers do? (same 

 0   0      
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hours, type of work etc) 

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

3 

Avcwb wK cvwievwiK Kv‡R Avcbvi 

mgKÿ‡`i g‡Zv cwiev‡i UvKv cqmv w`‡q 

mn‡hvwMZv K‡ib? 

Do you contribute to the household economically 

in a similar way to your peers? 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

 

4 

Avcwb wK Avcbvi mgKÿ‡`i g‡Zv MÖv‡gi 

evB‡i †eov‡Z hvb? (wPwKrmv Qvov) 

D`vniY¯îæc evRvi, †gjv, wbKUeZx© 

MÖv‡g| 

Do you make visits (travel) outside your 

village/neighborhood as much as your peers do? 

(except for treatment) e.g. Bazaars, markets, 

nearby villages . 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

5 

Avcwb  wK eo eo Drm‡e Ges agx©q 

Abyôv‡b †hvM`vb K‡ib, †hLv‡b mevB 

†hvM`vb K‡ib? (D`vniY ¯^iæc weevn, 

A‡šÍ̈ wówµqv, agx©q Abyôvb) 

Do you take part in major festivals and rituals as 

your peers do? (e.g.  wedding, funerals, religious 

festivals) 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

6 

Avcwb wK Avcbi mgKÿ‡`i g‡Zv cvovq 

wewfbœ Abyôv‡b I mvgvwRK Kv‡R Avcbvi 

hZUzKz m¤¢e Ask MÖnb K‡ib? 

(D`vniY¯̂iæc †Ljva~jv, †LvkMí Kiv, 

Av‡jvPbv mfv) 

Do you take as much part in casual 

recreational/social activities as do your peers? (e.g. 

sports, chat, meetings) 

 0   0      
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GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

7 

Avcwb wK Avcbvi mgKÿ‡`i g‡Zv 

mvgvwRK Kg©Kv‡Û mwµq? (D`vniY ¯^iƒc 

agx©q I gnjøvi mvgvwRK Kv‡R) 

Are you as socially active as your peers are (e.g. in 

religious/community affairs) 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

8 

GjvKvq Avcbvi mgKÿ‡`i g‡Zv AvcwbI 

wK GKB iKg m¤§vb cvb? 

Do you have the same respect in the community as 

your peers? 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

9 

Avcbvi wK mgKÿ‡`i g‡Zv wb‡Ri hZ¥ 

†bIqvi my‡hvM Av‡Q (D`vniY ¯^iƒc 

†Pnviv, cywó, ¯^v¯’¨ BZ¨vw`) 

Do you have opportunity to take care of yourself 

(appearance, nutrition, health, etc.) as well as your 

peers?  

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

10 

Avcbvi wK mgKÿ‡`i g‡Zv Rxeb m½xi 

mv‡_ `xN©‡gqv`x m¤úK© ïiæ/eRvq ivLvi 

my‡hvM Av‡Q? 

Do you have the same opportunities as your peers 

to start or maintain a long-term relationship with a 

life partner? 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

11 

Avcwb wK Ab¨‡`i g‡Zv GjvKvi †jvK‡`i 

evox‡Z cÖvq †eov‡Z hvb? 

Do you visit other people in the community as 

often as other people do? 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

12 
Avcwb wK Ab¨‡`i g‡Zv evwoi wfZ‡i, 

evB‡i Ges MÖv‡gi mew`‡K ev cÖwZ‡ekx‡`i 
 0   0      
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evwo‡Z Pjv‡div K‡ib? 

Do you move around inside and outside the house 

and around the village/neighborhood just as other 

people do? 

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

 

13 

Avcbvi MÖv‡g ev GjvKvq †hLv‡b A‡bK 

†jv‡Ki mgvMg †mLv‡b Avcwb wK hvb? 

(D`vniY ¯^iæc we`¨vjq, †`vKvb cvV, 

Kvh©vjq, evRvi, Pv/Kwdi †`vKvb) 

In your village/neighborhood, do you visit public 

place as often as other people do? (e.g. school, 

shop, offices, market and tea/coffee shops) 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

14 

Avcwb wK evwo‡Z cvwievwiK/M„n ’̄vjx KvR 

K‡ib? 

In your home, do you do household work? 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

15 

cvwievwiK Av‡jvPbvq Avcbvi gZvgv‡Zi 

¸iæZ¡ †`q wK? 

In family discussions, does your opinion count? 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

16 

Avcwb wK Ab¨‡`i mvnvh¨ K‡ib? (D`vniY 

¯^iæc cÖwZ‡ekx, eÜz evÜe A_ev AvZ¥xq 

¯^Rb) 

Do you help other people (e.g. neighbors, friends 

 0   0      
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or relatives)? 

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

17 

A‡Pbv †jvK‡`i mv‡_ †`Lv n‡j K_v ej‡Z 

Avcwb wK ¯^v”Q›`¨ †eva K‡ib? 

As you comfortable meeting new people? 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

18 

Avcwb wK AvZ¥wek¦v‡mi mv‡_ bZzb †Kvb 

wKQz wkL‡Z †Póv K‡ib? 

Do you feel confident to try to learn new things? 

 0   0      

 

GwU Avcbvi †ÿ‡Î KZ eo mgm¨v? 

[If sometimes, no or irrelevant] how big a problem 

is it to you? 

     1 2 3 5  

 

 

 

gšÍe¨:  

 

DËi`vZvi bvg: 

eqm:    wj½: 

 

mvÿrKvi MÖnbKvix:      mvÿvrKvi MÖn‡bi ZvwiL: 

 

 

 
No significant 

restriction 
 

Mild restriction Moderate 
restriction 

Severe 
restriction 

Extreme 
restriction 

0 – 12 13 – 22 23 – 32 33 – 52 53 – 90 

 

Disclaimer: The Participation Scale is the intellectual property of the Participation Scale 

Development Team. Neither the Team or its sponsors can be held responsible for any 

consequences of the use of the Participation Scale. 

 
 

 

 

Total score: 


