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ABSTRACT

Introduction: Approximately 15% of total populations in world are experiencing some
form of disability, of whom 2-4% experience significant challenges in working and
functioning. Disability is chronic impairment prompting social and financial
drawbacks, deprived of rights with constrained chances of having equal access in
community. Society often excludes the people with impairment but they are unaware

about the value of excluding them. This leads to decrease productivity in community.

Objective: To measure the social participation of persons with disabilities and its
relationship with sociodemographic, personal and environmental factors. To study

differences between staff, students and patients of CRP in this respect.

Methods: A comparative cross-sectional study design was used and 185 data were
collected from the Centre of Rehabilitation of the Paralyzed. Socio-demographic data,
disease/disability related data, environmental data and other data related to personal
factors were collected. Primarily CHIEF-S, Rosenberg self-esteem scale, participation
scale and other self-structured questionnaire were used for data collection. The data

was collected using face to face interview from the patients.

Results: The mean age of the patient was 29.39+8.613. when interpreting the score for
the scales, patients were found to be most affected while staff were discovered as the
less affected by their disability. In final model, having multiple diagnosis (p=0.003),
high magnitude of environmental barrier (p=0.000), poor attitude or support (p=0.000),
being diagnosed as Rheumatoid arthritis (0.009) and work/school subscale (p=0.000)
had significant relationship with social participation. The first three factors were
responsible for hindering the social participation while the last two were facilitating the

participation.

Conclusion: Except 25.4% almost all the participants experience some degree of
restrictions on social participation. Despite of the severe disability status, person can
still enjoy a good participation and self-esteem if attitude and build environment are

made disability-friendly.

Keywords: Person with disability, environmental barrier, self-esteem, social

participation.

vii



CHAPTER1
INTRODUCTION
1.1 Background

Approximately 15% of total populations in world are experiencing some form of
disability, of whom 2-4% experience significant challenges in working and functioning
(World Health Organization, 2019). It is estimated that about 80 per cent of them belong
to developing countries. And 20 per cent are thought to be coming from marginalized
populations of these countries (United Nation, 2006). As estimated by World Bank,
person with disabilities represents 10 % of the population in Bangladesh. In 2004 the
prevalence of disability was about 6% among those below the age of 18 and about 14%
among those above that (Disability in Bangladesh: Prevalence and pattern, 2015; World
Bank, 2004).

According to Department for International Development (2000), disability is
chronic impairment prompting social and financial drawbacks, deprived of rights with
constrained chances of having equal access in community. DFID further claims that
only 2% of the disabled people are receiving rehabilitation and basic health services in
developing countries. Disability is not an individual problem, but it is the problem of
society as well. Society often excludes the people with impairment but they are unaware
about the value of excluding them. This leads to decrease productivity in community
(DFID, 2000).

The World Health Organization (WHO) recognizes participation being
fundamental right for functioning social activities (World Health Organization, 2002).
International Classification of Functioning, Disability and Health (ICF) describe
participation as an individual inclusion in life circumstances (World Health
Organization, 2001). There is general agreement on a fact that being actively engaged
with social work and community inclusion is associated with quality of life as a result,
participation has become focus of rehabilitation (Levasseur, Desrosiers, & St-Cyr
Tribble, 2008). For instance, Chang, Wang, Jang, & Wang (2012) mentioned that
individuals with spinal cord injuries have high quality of life; being highly associated
with social and community participation.

WHO has recognized the significance of individual and environmental factors on
functioning; however constrained participation is continuous within the acute and

endless illness or conditions. There are not many investigations that have investigated



about the variables limiting to social participation. The limited availability of
information and confirmation about the association between relevant elements and
social cooperation can proof that talks on these trends are recently established (Larsson
Lund, Nordlund, Nygard, Lexell, & Bernspang, 2005). So, the study was conducted
with the objectives of identifying the factors that directly or indirectly influences the
social participation of person with disabilities, that can contribute to the existing

generalized knowledge about the variables.

1.2 Justification of study

The World Health Organization International Classification of Functioning,
Disability and Health (ICF) have clearly mentioned about participation that it is the
result of contextual factors that includes personal and environmental factors.

The study conducted in Brazil revealed factors that both increases and limits the
social participation. Factors, for example, educational experience, being occupied with
the work environment, and consumption of liquor are positive elements. While natural
environment, transportation, access towards health services, and social capital are seen
as the most significant hindrances to social participation but the study did not mention
about the role of self-esteem (Silva, Sampio, Ferreira, Camargos & Neves, 2013). The
numerous barriers can negatively influence the self esteem of individuals and might
bring negative impact in social participation.

A literary systematic review of studies by Verdonschot, De Witte, Reichrath,
Buntinx and Curfs (2009) concluded that numerous investigations are not able to clearly
define about the idea of social participation, most of them have only highlighted about
the impact of services that have lead to community participation. Literatures also
revealed that rejections in society for the people with disabilities is more than as
expected and there are additional influential factors other than their health conditions
that is limiting social participation (Silva et al; 2013).

The report on the “situation of persons with disabilities in Bangladesh” mentioned
about the exclusion from other family members and relatives most of the time and
highlighted about rare chance of being participated in social activities (Universal
Periodic Review of Bangladesh, 2012).

Truth to be told, in a systematic survey of psychosocial interventions for depression,
the author claimed statistical significant relationship with social activities participation

leading decrease of psychological symptoms (Forsman, Nordmyr, & Wahlbeck, 2011).



So as to empower people with disabilities in enabling finding opportunities with job
and education, vocational training and skill development, also fulfilling the
developmental task with marriage and a family or a societal role; first they need to be
recognized and incorporated in the society. Social participation closely relates with
interaction in social system or within family, peers or friends (Akyurek & Bumin,
2017).

Therefore, improving social and community engagement is being importantly
focused in clinical areas, particularly for those people who might be in danger for
having less than optimal participation.

Clearly about the concept, there is need of further exploring about individual
characteristics, self-esteem, environmental factors in order to plan and implement
interventions for reducing contextual and personal barriers and enhancing full
participation of every individual in the society. The study will consider the relation
between social participation and above mention factors to be explored to grasp the in-
depth knowledge about the factors limiting the participation among person with
disabilities. Thus, the research on this study area will help to optimize social
participation among person with disabilities and act as guidance to aware people and
professionals as well, and also can be used as a medium for health promotion and
advocacy to government that can help to quantify the burden. Meanwhile, it also helps
to implement the relevant intervention and can influence the existing health policy to
be reviewed.

Center for the Rehabilitation of Paralyzed (CRP) is only non-profitable
organization in Bangladesh which has been working for 40 years on managing and
rehabilitating PWDs. Incorporating holistic approach of rehabilitation and community
reintegration process, CRP has internationally recognized institution that provides
various services to meet the needs of Person with Disabilities such as medical services,
therapy, rehabilitation, assistive technology and devices, education and training on
income generating activities. CRP is one of the largest best institute for patients with
spinal cord injury and chronic illness. The patients come from both the urban and rural
areas for their treatment. So, the study was conducted in CRP with the intentions of

getting good opportunity to interact with PWDs.



1.3 Research hypothesis:

Null hypothesis (Ho).

There is no difference in restrictions on social participation in three different
groups (staffs, students and patients).

Personal factors (socio-demographic variables, disease/disability related
factors, lifestyle factors and self-esteem) don’t have significant influence on
social participation of PWDs.

Environmental factors don’t have significant influence on participation

restriction of PWDs.

Research hypothesis (Hj):

There is difference in restrictions on social participation in three different
groups (staffs, students and patients).

Personal factors (socio-demographic variables, disease/disability related
factors, lifestyle factors and self-esteem) have significant influence on social
participation of PWDs.

Environmental factors have significant influence on social participation of

PWDs.

1.4 Operational definition

Social participation: Social participation is the involvement of individual’s in

community activities and the extent to which they interact with community members

in school, work and in the environment.

Person with disabilities: persons suffering from reduced physical functioning, with

special attention to moving around, performing (activities of daily livings) tasks, and

available stamina.



CHAPTER II
LITERATURE REVIEW

Participating implies being actively involved in different life situation, alongside
access to assets for this consideration. The ICF model portrays participation is
dependent upon individual and environmental attributes. Personal characteristics
delineates individual characteristics and their attributes while external environmental
factors might be other factors than the internal attributes that affects individuals life
decisions, choices, relationships and life in community (World Health Organization,
2001).

The more effect of disability is seen among vulnerable population such as women,
children, elderly people and poor people. Female with disability endure double
discrimination on the basis of their sex and weakness; their education achievement is
also less than their partners. Children with inabilities tends to pass early or are
neglected, denied and are marginalized. While others are socially excluded, made
deprived of education are then unfit for the employment and finally leading more
profoundly to poverty (DFID, 2000; Roncancio, 2015).

The attitudinal and organizational barriers are the basic issues for characterizing
persons with disabilities as negligible and their exclusion from the work place. General
people negative behavior towards the person with disabilities moral downs their values
within the societal level and as a result, person with disabilities remain deprived from
the the equal access of the existing social opportunities (Naraine & Lindsay, 2011).

Physical and social environmental factors have been the focus of numerous
studies that have concluded, environmental boundaries are resulting decrease social
participation. Therefore, environmental variables are viewed as vital in constraints on
functioning of daily living and confinements on social support (Whiteneck et al., 2004;
Noreau & Boschen, 2010). Author Roncancio (2015) mentioned, individuals with
impairments face additional expenses and boundaries for their rehabilitative health care
services and are socially isolated for education and employment opportunities which
adversely affect their consumption leading them to poverty.

Participation characteristics such as its nature, duration or quality are dependent on
traits of person, regardless of having same health condition between individual, it

cannot be compared at all. Participation is evaluated on basis of situation in the society



rather than range of activities of individual. Limited participation can result into certain
medical issues and condition. If participation is adequate, individual can participate in
range of activities in their field. Some people relate participation with social skills,
however as per the specialists, participation is more complicated in comparison with
other (Akyurek & Bumin, 2017).

Qualitative study conducted in post-conflict Sierra Leone (Dos Santos-Zingale and
Ann McColl, 2006) reveals insight into PWDs and community participation. The study
looked after the attitude and helps that PWDs search for from international
organizations and governments. The attitudes discovered were unexpected; desire to
live in a circle of person with disabilities; strong wish to be perceived as equal
inhabitant and be given equivalent chances in country; wish to be financially
independent; and requirement of help. Support from peers, a feeling of belonging,
acceptance and increased social participation were variables impacting PWDs wishing
to live in isolated or segregated communities instead of be coordinated. PWDs realized
that campaign for help from national and international bodies can be attracted if they
live in a segregated community. The examination done in the study uncovered that
person desire for inclusion and integration is dependent upon condition and situation
within the community they reside. While Edmonds' examination (2005) argues that
participation is desire of all PWDs worldwide; difference exists in community people
of developed and developing countries that they lack the idea behind facilitating change
in incorporating the participation of PWD. Edmonds' discoveries demonstrate this is a
shortcoming of nations in experiencing significant change.

In a systemic review study conducted by Smith, Sakakibara, & Miller (2014)
mentioned that social or community participations of wheelchair operators is connected
to factors in ICF domains. Wheelchair factors, availability, abilities with wheelchair
use, pain, funds, and instruction are modifiable factors much of the time answered to
be related with participation. Study also mentioned about the need of exploratory
research concentrating on modifiable variables to assist their comprehension of factors
impacting participation among wheelchair clients.

Individuals having restricted mobility have decreased diminished open door for
cooperation in social and network activities (Williams & Willmott, 2012). Luckily, in
numerous examples, people with limitations in activities are supplemented by
wheelchairs as a means for encouraging mobility and participation. Nonetheless,

regardless of proof that basically having access to wheelchair lead to increased
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participation among people with mobility limitations (Rousseau, Harrison & Rochette,
2012), investigate likewise demonstrates wheelchair clients still experience lower
dimensions of participations in respect to wandering individuals (Best, Routhier, &
Miller, 2014). For instance, Best and Miller reports only 8.3% of participation among
older wheelchair user while with same age ambulatory people having participation of
88.9%.

The study conducted on spinal cord injury patients portrayed that larger part of the
respondents are having at least one serious issue in participation; the most influential
variable is access to social help in predicting apparent serious issues with participation
in comparison with certain individual and wellbeing related components (Larsson
Lund, Nordlund, Nygérd, Lexell, & Bernspang, 2005). While another study conducted
on person having late effects of Polio proved that participation is also influenced by the
perceived barriers to participation. The individual who did not encounter the barriers
were reporting good participation in the community. However, further study was
suggested to understand more about the participation in life situations among affected
individuals (Lund & Lexell, 2009).

The recent study conducted in Mexico exhibits that the perception of environmental
barriers was associated with female gender, urban area residency, speaking an
indigenous language, experiencing emotional symptoms, walking or movement ability,
presence of visual or self-care disability, having severe/extreme disability, illness
related disability, use of assistive devices, and receiving assistance and care in the home
environment (Giraldo-Rodriguez, Mino-Leon, Murillo-Gonzélez, & Agudelo-Botero,
2019).

The challenges of involvement in everyday activities and disability related health
outcomes may be the product of the decreased physical capacity of individual, the
existence of environmental obstacles and the absence of facilitators, or a combination
of them both. The ICF considers the main function of environmental factors, and
suggests evaluating them from the viewpoint of people with disabilities in order to
design the interventions facilitating the inclusion of person with disabilities
(WHO,2001).

In the context of Bangladesh, the condition of PWDs is deviated from the set
standard in different areas such as education, employment, civil rights and in social

sector. The discrimination towards the disabled people is creating trouble in their daily



lives which directly have negative impact on socio-cultural and financial activities
(Rahman, 2017, p. 19-20).

In Bangladesh, disability is yet a neglected problem. There have been very few
policy-level studies conducted in this field so far. But the execution of the strategy is a
big problem in this political work cycle. Though there is a legal duty for people with
disabilities to allow and maintain equal access and opportunities but only minor
changes were observed in the actual work scenario or education of people with
disabilities (Jalil, 2012).

The study led in Bangladesh by Kader, Perera, Sohrab Hossain, & Islam (2017)
among spinal cord injury patients analyzed only the socio-demographic and injury
related factors that diminishes the activity limitations and participation restriction and
revealed tetraplegia, complete injury, and residing in a rural area as a major factor in
constraining participation and activity. However, the study didn’t analyze the
environmental domains that PWDs are living in and facing the daily challenges.

In 2015, Hossain et al., in their study examined only the status of the participants
followed by spinal cord injury in Bangladesh; most of them were limited to house,
unemployed, living in poverty and victimized by pressure ulcer with depression and
low quality of life.

The background setting where person with disabilities live might lack the setting
to encourage them for involving in various activities, for example learning, working,
visiting a a doctor or playing sport. It has been proposed in the literature that the
environmental obstacles can be greater than the impairment itself (WHO,2011;Layton
& Steel, 2015). Such barriers can cause autonomy loss and increase
dependence(WHO,2011). Moreover, person experiencing environmental barriers are at
greater risk of accidents and injuries, home bounded person are more likely to be
overweight and more prone to experience chronic illness (Giraldo-Rodriguez et
al.,2019).

The above mention studies are useful in understanding the context of person with
disabilities however, focuses on research in international development, health care
reform, psychological rehabilitation, landmines, Community Based Rehabilitation
(CBR), and education, there is only little consideration paid to the inquiries and
difficulties faced in integration of PWDs. Only few have contributed to examine the

factors influencing PWDs' social and community participation, and research on the



experiences of life situation after disability are relatively less (Dos Santos-Zingale &
Ann McColl, 2006).

There is scarcity of information on personal, environmental and disease/disability
related factors contributing towards participation restriction in PWDs in less resourced
country like Bangladesh. The information found from previous studies conducted in
other countries revealed factors such as support from peers, a feeling of belonging,
acceptance and situation within the community (Dos Santos-Zingale and Ann McColl,
2006), availability and using ability of assistive devices (Smith, Sakakibara and Miller,
2014), increasing age, length of disability (Whiteneck et al., 2004 and Whiteneck, Tate,
& Charlifue, 1999) female gender (Whiteneck, Tate, & Charlifue, 19999 and Krause &
Broderick, 2004) and extent of injury (Whiteneck et al., 2004 and Whiteneck, Tate, &
Charlifue, 19999) are found to be closely interrelated with the participation. However,
these findings cannot be generalized to the context of Bangladesh due to demographic
differences, for instance cultural differences, ethnic values, political representation and
geographical structure of the country.

In recent years, studies are focusing on the lifestyle and status after injury of person
with disability, very few studies had paid attention towards exploring the environmental
factors that has direct impact on participation and health and well-being of person with
disabilities in a community. Most of these studies have been conducted in developed
and resourced countries, whereas this type of research is still emerging in middle- and

low-income countries.



CHAPTER III

RESEARCH METHODOLOGY

3.1 Conceptual Framework

predictive variables

Socio-demographic variables

Disease / disability related

factors

Lifestyle factors

response variable

Work/school related factors

Self-esteem level

Environmental factors

The predictive variables of the study are socio-demographic variables, disease or
disability related factors, environmental factors, self-esteem and lifestyle factors and
the response or outcome variable is social participation. The predictive variable can
influence the outcome variable. Age of the participant, gender, marital status, education
level and financial status falls under the socio-demographic variables, while time since
development of disease or disability, use of assistive device and co-morbidities are
categorized under disease/disability related factors. The lifestyle factors are exercise,
smoking, alcohol, sharing opinion with others and leisure time activities. The
work/school related factors are employment status before and after disability,

accommodation/adjustment needs in workplace/school and modes of transport used to

10
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travel to work/school. The environmental factors are policies, physical structure,

work/school, attitudes/support and service/assistance. The predictive variables are

interdependent upon each other and can influence the result of outcome variable.

3.1.1 Variables:

Predictive variables:

Socio-demographic variables: Age, gender, marital status, education level,
working status, financial status

Disease/disability related factors: duration lived with disability, assisting
device, co-morbidities,

Lifestyle factors: exercise, smoking, alcohol, sharing opinion with others,
leisure time activities (including relaxing and activities that give persons
meaning to life)

Work/school related factors: employment status before and after disability,
accommodation/adjustment needs in workplace/school, modes of transport used
to travel to work/school

Self esteem

Environmental  factors:  policies, physical/ structure, work/school,

attitudes/support, service/assistance

Response variables:

Social Participation

3.2 Aims and Objectives:

Aim: To measure the social participation of persons with disabilities and its relationship

with sociodemographic, personal and environmental factors.

Specific objectives:

To measure the self-esteem,environmental barriers and participation restriction
among persons with disabilities.

To identify personal factors and environmental factors influencing social
participation of PWDs.

To study differences between staff, students and patients in above mentioned

factors.
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3.3 Study design

This research study had followed quantitative approach to answer the research
questions. Quantitative approach is used when researcher wants to quantify the problem
and present result in numeric form. The method I had adopted in this research is

comparative cross-sectional.

3.4 Study population

The participants of my research study include person with disabilities present at the
time of data collection in CRP. The study population covers staffs, students (including
those of vocational training: tailoring, ICT: computer programs, repairing mobiles,
other kinds e.g. gardening, wooden furniture making) of CRP and patients and ex-

patients who visited CRP for treatment and annual function respectively.

3.6 Study Area
Centre for the Rehabilitation of the Paralyzed (CRP) including Savar and Gonakhbari.

3.7Sample size and sampling technique:

Sample size = z*p (1-p)/d* where,

7= 1.96 (statistics for a confidence level of 95%)

p=0.14 (14% prevalence) (Disability in Bangladesh: Prevalence and pattern,2015)
d=0.05 (precision of 5%)

n=(1.96)* *0.14(1-0.14)/ (0.05)> =185

The total number of required sample size is 185.

Purposive sampling technique was followed for the patients; who attended CRP
for their treatment or for follow up, and the previous patients who came for the 40"
celebration program of CRP, were interviewed during data collection period. But for
the students of vocational training and staffs of CRP, total enumeration of sample was
done because of limited data size. All of them (staffs and students of CRP) were
interviewed who were present and gave consent to participate in the study at the time
of data collection. Data were collected from the participants visiting CRP during period
of 15" September to 10% January. The total number of sample size is 185. The 40"

annual function gave me opportunity to collect data from previous patients as well.
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3.7 Inclusion and exclusion criteria
Inclusion criteria:

- Person with physical disabilities attending CRP.

- Person whose age is 18 years or older.

- Individuals who have received a diagnosis of spinal cord injury(SCI),cerebral
palsy(CP), club foot, rheumatoid arthritis, status after amputation of
upper/lower extremity, status Guillain barre syndrome (GBS), status after
stroke and status after polio from specialized professionals for the specific
condition.

- Person experiencing disabilities for more than 12 months.

Exclusion criteria:

- Participants who are not able to communicate so as to answer the
questions (e.g. patients with diagnosed aphasia, patients with hearing
problem).

- Those who doesn’t wish to participate and disagree to informed consent.

3.8 Data collection tools

Self-structured questionnaire was developed for collecting socio-demographic
information, disease/disability related information, lifestyle factors and work/school
related factors of the respondents. Rosenberg self-esteem scale was used for assessing
level of self esteem. The scale is ten item Likert scale with items answered on a four
point scale - from strongly agree to strongly disagree in which five items were
composed positively and five negatively. The scale ranges from 0 to 30, with 30
indicating the highest score possible. The score was treated as continuous variable and
interpreted as; higher the score, the higher the self esteem (Rosenberg, 1965). The scale
was translated to Bengali language by Ilyas in 2002.

Craig Hospital Inventory of Environmental Factors (CHIEF-S) form to assess the
environmental factors on people with disabilities (Whiteneck et al., 2001). The form
was translated into Bengali language and validated for the study with permission from
the developers of the instrument. A pre-test was carried out to refine the translation.

Participation scale (P —scale) was used to measure the level of participation
restriction among respondents. It consists of 18 items with each item consisting two

question, the first question addresses the aspect of social participation in comparison of

13



self with their peers, for instance, “Do you have equal opportunity as your peers to find
work?”. If only the participant answer “Sometimes” or “No” the second question is
asked regarding the magnitude of the problem and scores are given accordingly. The
total score can vary from 0 to 90, with high score indicating more restriction in social
participation. Also, the restriction level can be determined based on the scores
interpreted as; i) 0-12: no significant restriction ii)13-22: mild restriction iii) 23-32:
moderate restriction iv) 33-52: severe restriction v)53-90: extreme restriction. The scale
was also available in Bengali language (Van Brake et al., 2006). All the three scales

were treated as continuous variable.

3.9 Data collection technique:

After the translation of the questionnaire, pilot study was done among ten person
with disabilities according to the inclusion and exclusion criteria to validate the
translated questionnaire. From the study it was observed that some of the questions
were not relevant to the context of Bangladesh and needed modification was done
accordingly. From the pilot study necessary changes was brought in the translated
questionnaire by analyzing the opinions obtained from the colleagues and people with
disabilities. It was also ensured that there are no double meaning questions, ambiguous

questions that could confuse and mislead the respondent.

The researcher started data collection after approval of study by the Institutional
Review Board review (IRB) of Bangladesh Health Professions Institute (BHPI) and
Dhaka University. After the ethical approval permission was taken from the head of
program, CRP, Savar for collection of data. During the data collection, the purpose of
the study, information of the researcher was explained briefly to the participants and
was asked for the consent to participate in the research. The researcher was not native
Bengali speaker so; local friend helped the researcher to collect data. The data
collection was done through face to face interview and was explained properly if they
did not understand the question. The scoring of the questionnaire was explained
properly before asking any questions. Also, if the respondent hesitated to answer the
questions were skipped. The respondent was assured about the privacy and

confidentiality.
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3.10 Data analysis and presentation

Data is analyzed using SPSS version 25. Different statistical methods such as
descriptive, inferential and comparative statistical methods is followed for analysis of

data. Data is presented through tables and graphs.

3.11 Quality control and quality assurance

For ensuring quality of study, valid and reliable instrument was used. For further
assurance, language validation was done through forward and backward translation
from English to Bengali language and vice versa. Data was collected by researcher
herself with the help of local friend to ensure avoiding missing of data and was entered
in SPSS accurately. For ensuring the effectiveness of data entered, random filled
questionnaires were picked up and then compared and matched with the data entered

in SPSS. The study is kept plagiarized free.

3.12 Ethical Consideration:

This study was conducted following the standard guidelines of ethical consideration.
WHO guidelines were followed in this study. Firstly, prepared research proposal was
submitted to the concerning authority after getting approval from course coordinator of
Department of Masters in Rehabilitation Science and supervisor. Ethical approval was
taken from Institutional Review Board review (IRB) of Bangladesh Health Professions
Institute (BHPI) for conduction of research.

After getting approval, research proposal was submitted to Ethical Review Board
(ERB) of to conduct the research in CRP, Bangladesh. Informed consent as well as
questionnaires in both Bengali and English language was submitted along with
proposal. Individual informed consent was taken from respondent before starting data
collection. The respondents were informed of his right to leave or not give answer if he
was not willing to answer any question within the questionnaire. Participants were not
forced or coerce to answer the questions if they were not willing to. The information
obtained will be used only for the research purpose. Confidentiality and anonymity of
the information provided by patient will be maintained. It is protected by the law “right
to privacy” which prevents the researcher from disclosing any direct information about

the participants of the research.
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CHAPTER 1V
ANALYSIS AND RESULT OF THE STUDY

4.1 Socio-demographic information of the Respondents

4.1.1: Sample representation

Table 4.1.1

Type of sample in study
Sample representation Frequency Percent
Patients of CRP 69 37.3%
students of CRP 78 42.2%
Staffs of CRP 38 20.5%
Total 185 100.0%

The table 4.1.1 shows the representation of sample in study. 42.2%(n=78) of sample
were students of CRP. Here, students refer to those who were enrolled in vocational
training institute of CRP. 37.3%(n=69) were the patients who visited CRP either for the
treatment or for follow up, or were the ex-patients who visited for the annual function

program of CRP and the rest of the sample were the staffs working in CRP.

4.1.2 Age distribution
Table 4.1.2
Statistical Description of Age

Age Patients Students Staffs Total
(n=69) (n=78) (n=38) (n=185)

Minimum- 18-59 18-43 18-40 18-59

Maximum value

M 35.04 24.72 28.74 29.39

SD 9.7 5.34 5.29 8.613

Note: M=Mean, SD= Standard deviation
The table 4.1.2 describe about the age of respondents. The lowest and highest age value

observed are 18 and 59 respectively. The average value of age of the participants is

29.39, while standard deviation is 8.613.
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Figure 4.1.1: Age of the respondent

The figure 4.1.1 clearly depicts the information on the age of the respondents. Out of
185 participants, 59(31.9%) participants are from age group 24 to 29, 54(29.2%)
participants from age group 18-23, 34 (18.4%) from age group 30-35,18(9.7%) from
age group 36-41, 11(5.9%) from age group 42-47, 6 (3.2%) from age group 48-53 and
very few 3 (1.6%) from age group 54-59. Thus, it can be concluded that most of the

participants were young to middle aged.

4.1.3: Gender and marital status distribution
Table 4.1.3

Distribution of gender

sample groups

Gender Patients students staffs Total
Female 21 (30.4%) 41 (52.6%) 24 (63.2%) 86 (46.5%)
Male

48 (69.6%) 37 (47.4%) 14 (36.8%) 99 (53.5%)
Total 69 (100.0%) 78(100.0%) 38(100.0%) 185(100.0%)

As, shown in the table 4.1.3, n=99, 53.5% of the participants were male and remaining
were female. Number of female participants are higher in students (n=41,52.6%) and
staffs (n=24,63.2%) of CRP. This might be because CRP considers the female

enrollment as well in the institute.
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Table 4.1.4

Distribution of marital status

sample groups

Marital status ~ Patients students staffs Total
Single 11 (15.9%) 37 (47.4%) 13 (34.2%) 61 (33%)
Married 48 (69.6%) 33 (42.3%) 22 (57.9%) 103 (55.7%)
Divorced 5(7.2%) 7 (9%) 2 (5.3%) 14 (7.6%)
Widow 5(7.2%) 1 (1.3%) 1 (2.6%) 7 (3.8%)
Total 69 (100.0%) 78(100.0%) 38(100.0%) 185(100.0%)

The table 4.1.4 represents data of marital status in which it is evident that more than

half of the respondents were married, n=61, 33% of them were single, n=14,7.6% were

divorced and remaining n=7,3.8% were widowed. In patients and staff group most of

the participants were married while among students most of them were single.
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4.1.3: Gender wise distribution of the respondent based on their age categories
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Figure 4.1.2: Gender wise distribution of the participants with respect to their age

category

According to Figure 4.1.2, highest number is seen on age group of 30-35 and 24-29 in

male and female respectively. Similarly, lowest number is seen on 54-59 for male while

for female there are no participants in age group 48-53 and 54-59.
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4.1.4: Educational status of participants

Table 4.1.5

Distribution of educational achievement of the respondents

sample groups

Educational status Patients students staffs Total
Primary 19 (27.5%) 20 (25.6%) 1 (2.6%) 40 (21.6%)
Secondary 7 (10.1%) 23 (29.5%) 10 (26.3%) 40 (21.6%)
Higher secondary 16 (23.2%) 17 (21.8%) 14 (36.8%) 47 (25.4%)
Tertiary 11 (15.9%) 5 (6.4%) 9 (23.7%) 25 (13.5%)
No formal education 16 (23.2%) 13 (16.7%) 4 (10.5%) 33 (17.8%)
Total 69 (100.0%)  78(100.0%) 38(100.0%) 185(100.0%)

The information illustrated in the table 4.1.5 is about the educational status of the
respondents. Only 25(13.5%) respondents had completed tertiary level of education,
while 47(25.4%) respondents had completed their higher secondary level. Similarly,
similar figures were observed for primary (initial stage of education to 5" grade) and
secondary level that is 40 (21.6%) in each and 33 (17.8%) respondents had not received
any kind of formal education. From patients, equal number of participants were
observed in higher secondary and no formal education category that is n=16,23.2%,
from students most of them had completed secondary level n=23,29.5% while from
staffs most of the respondents had completed higher secondary level n=14,36.8%. Here,

students refer to those who were enrolled in vocational training institute of CRP.
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4.1.5: Family income per month

Table 4.1.6

Distribution of family income per month

Family income per

sample groups

month Patients (n=57) Students (n=77) Staffs (n=33) Total (n=167)
Up to 10000 1 (1.8%) 36 (46.8%) 1 (3%) 38 (22.8%)
11000-20000 15 (26.3%) 30 (39%) 11 (33.3%) 56 (33.5%)
21000-30000 23 (40.4%) 9 (11.7%) 18 (54.5%) 50 (29.9%)
31000-40000 16 (28.2%) 1 (1.3%) 3(9.1%) 20 (12%)
>40000 2 (3.5%) 1(1.3%) 0(100.0%) 3 (1.8%)

Mz SD 26947.37+8559 13093.51+1038 19977.25+110

24000+5984.3
5 9.498 86.830

Note: M= Mean, SD= standard deviation

Table 4.1.6 depicts the information about the economic status of the respondents’

family. The highest value, 33.5% is observed in range 11000-20000, while 29.9% of

the respondent’s had family income range in between 21000-30000. Similarly, 22.8%

of respondent had family income less than 10000 per month. Moreover, 12% were

having family income in range of 31000-40000 and only 1.8% of the respondents had

income more than 40,000 per month. Out of 185 participants, 18 participants did not

open up with their monthly family income. The average family income per month is

19977 and standard deviation is 11087. The patient response might have Hawthorne

effect. The possibility of patients hiding their actual income cannot be under looked as

they might have thought decreasing their income status with researcher can help them

in reducing their treatment cost.

21



4.2 Disease/disability related factors

4.2.1.: Medical diagnosis of the condition

Table 4.2.1

Distribution of medical diagnosis of the condition

Medical diagnosis of

sample groups

the condition Patients students staffs Total
Spinal cord injury 26 (37.7%) 21 (26.9%) 21 (55.3%) 68 (36.8%)
Cerebral palsy 4 (5.8%) 8 (10.3%) 3 (7.9%) 15 (8.1%)
club foot 2 (2.9%) 14 (17.9%) 3 (7.9%) 19 (10.3%)
status after

amputation of upper 0 1 (1.3%) 1 (2.6%) 2 (1.1%)
extremity

status after

amputation of lower 15 (21.7%) 17 (21.8%) 4 (10.5%) 36 (19.5%)
extremity

GBS 6 (8.7%) 5 (6.4%) 5(13.2%) 16 (8.6%)
status after stroke 12 (17.4%) 3 (3.8%) 0 15 (8.1%)
Rheumatoid arthritis 0 8 (10.3%) 0 8 (4.3%)
status after polio 4 (5.8%) 1 (1.3%) 1 (2.6%) 6 (3.2%)
Total 69 (100.0%) 78(100.0%) 38(100.0%) 185(100.0%)

The above table 4.2.1 represents the medical diagnosis of the condition of respondents.

Most of the participants; 36.8% were spinal cord injury patients, while 19.5% of

participants had gone through amputation of lower extremity, 10.3% had club foot and

the very few that is 1.1% of participants had gone through amputation of lower

extremity. From all three groups, maximum patient had Spinal cord injury (SCI).
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4.2.2: Duration of length of disability and use of assistive device
Table 4.2.2

Distribution of duration of disease/disability

sample groups

Time since development of Patients Students

disease or disability (n=69) (n=78) Staffs (n=38) Total (n=185)
1-5 years 14(20.3%) 39(50.0%) 9(23.7%) 118 (63.8%)
6-10 years 11(159%) 9(11.5%) 3(7.9%) 14 (7.6%)
>10 years 11(15.9%) 5(6.4%) 1(2.6%) 19 (10.3%)
congenital 33 (47.8%) 25(32.1%) 25(65.8%) 34 (18.4%)
M=+ SD

6.57£10.46 11.51£9.81 9.67+10.76  9.29+10.43

The table 4.2.2 represents the duration of disease or disability in years (the duration of
postinjury to the interview date). Maximum number of respondents that is 63.8% had
lived for 1 to 5 years with disability while only 7.6% had lived for 6 to 10 years with
disability and 18.4% of participants had congenital origin of disability. The mean
number of years that person with disabilities had been living with their disabilities was

9.29 years (median 3 years; standard deviation 10.4384).
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4.2.3: Usage of assistive device in daily living

Table 4.2.3

Distribution of use of assistive device in daily living

Use of assistive device in sample groups

daily living Patients students staffs Total
not using 14(20.3%) 39(50.0%) 9(23.7%) 62 (33.5%)
crutches

11 (15.9%) 9 (11.5%) 3(7.9%) 23 (12.4%)

walking frame

11(15.9%) 5(6.4%) 1 (2.6%) 17 (9.2%)
wheelchair

33 (47.8%) 25 (32.1%) 25 (65.8%) 83 (44.9%)
Total 69 (100.0%) 78(100.0%) 38(100.0%) 185(100.0%)

The table 4.2.3 illustrate about the use of assistive device in daily living. 44.9% of the
participants were found to be wheelchair bounded followed by crutches (44.9%) and
walking frame (9.2%). In group patients and in group staffs, the maximum respondents
were wheelchair user n= 33(47.8%) and n=25(32.1%) respectively while in group
students’ maximum respondents were not using any kind of assistive device n=39(50%)

for daily living.

4.2.4: Mobility status with assistive device

ability to move within house
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Figure 4.2.1: self-mobility status within house using assistive device
Figure 4.2.1 outlines the mobility status of person with disability by using assistive in

daily living with or without help within own residence. In total of 123 participants using
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assistive devices, most of them, 118(95.9%) were able to move around by themselves

in their house with help of assistive device.

ability to move in neighborhood
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Figure 4.2.2: self-mobility status outside in neighborhood using assistive device

Figure 4.2.2 represents the context of moving outside in neighborhood, only 83 (67.4%)
participants mentioned their ability to move around by themselves while remaining

reported that they are unable to move outside house by themselves.

4.2.5: Presence of co-morbidities

Table 4.2.4

Distribution of presence of co-morbidities

presence of co- sample groups

morbidities Patients students staffs Total
No 41 (59.4%) 46 (59.0%) 22 (57.9%) 109 (58.9%)
Yes 28 (40.6%) 32 (41.0%) 16 (42.1%) 76 (41.1%)
Total 69 (100.0%) 78(100.0%)  38(100.0%) 185(100.0%)

Figure 4.2.4 represents that 41.1% (n=76) of all person with disabilities who
participated in the study were presented with co-morbidities. Also, almost equal

distribution is seen among three different groups.
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4.3 Lifestyle factors
4.3.1: Engagement in regular exercise

Table 4.3.1

Distribution of Participants engagement in regular exercise

Engaged in regular sample groups

exercise Patients students staffs Total
No 32 (46.4%) 46 (59.0%) 18 (47.4%) 96 (51.9%)
Yes

37 (53.6%) 32 (41.0%) 20 (52.6%) 89 (48.1%)

Total 69 (100.0%) 78(100.0%) 38(100.0%) 185(100.0%)

The table 4.3.1 represents that there is not much differences among participants,
however participants number who are engaged in regular exercise is slightly lower
(48%, n=89) than those who are not engaged (52%, n=96). Comparatively, patients

were found to be more engaged in exercise than other groups.

4.3.2: smoking status
Table 4.3.2:

Smoking status of participants

sample groups

Smoker Patients students staffs Total
No 40 (58%) 64 (82.1%) 33(86.8%) 137 (74.1%)
Yes 29 (42%) 14(17.9%) 5(13.2%)  48(25.9%)
Total 69 (100.0%)  78(100.0%) 38(100.0%)  185(100.0%)

Figure 4.3.2 represents that only 25.9%(n=48) of participants were smoker, whilst rest

were non-smoker. Most of the smokers were from patient group.
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4.3.3: Sharing opinion with others
Table 4.3.3

Distribution of participants sharing opinions with other

sample groups

Sharing opinion with others Patients students staffs Total
Never 5(7.2%) 1(1.3%) 0 6 (3.2%)
Frequently 9 (13.0%) 49(62.8%) 24(63.2%) 82 (44.3%)
Sometimes 55(79.7%) 28(35.9%) 14(36.8%)  97(52.4%)
Total 69 (100.0%)  78(100.0%)  38(100.0%)  185(100.0%)

Table 4.3.3 represents about the frequency of sharing opinion with others. More than
half of the participants (53%, n=97) mentioned that they share their opinion sometimes,
44%(n=82) mentioned that they frequently share their opinion whilst remaining
mentioned that they never share their opinion with others. In comparison between
groups it is observed that patients are having more trouble in sharing opinion. It might
be because students and staffs receive an opportunity to share their opinion at the work

or school. In contrast patient might not be as outgoing as others.

4.3.4: Leisure time activities

Table 4.3.4

Common leisure time activities of person with disability

Response type Response %
Reading 17 9.2
Listening to music 91 49.2
Talking with other persons 81 43.8
Watching television 65 35.1
Visiting others 46 24.9
Total 185 100

Table 4.3.4 represents the common leisure time activities of person with disability.
Highest response rate is observed on listening to music that is 49.2%, followed by

talking with other person as 43.8%, watching television as 35.1%, visiting others as
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24.9% and least response rate is observed on reading (9.2%). Most of the respondents

enjoy listening to music in comparison to other activities.

4.4 Work factors

4.4.1: Employment status of participants

Table 4.4.1

Distribution of employment status of participants among sample groups

variables Patients Students Staffs Total
current paid
_ 13(18.8%) O 38 (100%) 51 (27.6%)
working status  employment
Self-
16 (23.2%) O 0 16 (8.6%)
employment
student 4 (5.8%) 78 (100%) 0O 82 (44.3%)
retired 7 (10.1%) 0 0 7 (3.8%)
unemployed
29 (42%) 0 0 29 (15.7%)
due to health
Total 69 (100%)  78(100%) 38(100%) 185(100%)
working status paid
before employment
_ 34 (49.3%) 14 (17.9%) 13(34.2%) 61 (33%)
becoming
disabled
self -
9 (13%) 2(2.6%) 3(7.9%) 14 (7.6%)
employment
student
7 (10.1%) 22(28.2%)  12(31.6%) 41 (22.2%)
retired 3 (4.3%) 0 0 3 (1.6%)
unemployed 6 (8.7%) 11(14.1%)  9(23.7%) 26 (14.1%)
not
' 10 (14.5%) 29(37.2%) 1(2.6%) 40(21.6%)
applicable
Total 69 (100%)  78(100%) 38 (100%) 185(100%)

The working status of respondents is illustrated in table 4.4.1. In total of 185

respondents, 78 and 38 respondents were currently engaged in CRP as a student and

staff respectively. The remaining 69 respondents were patients and ex-patients of CRP.
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Among them, 29 were unemployed due to health conditions, 16 were self-employed,
13 were having paid employment, 7 were retired and remaining 4 were students.
Similarly, for past employment status before disease or disability, 61 were having paid
employment, 41 were students, 26 were unemployed, 3 were retired and for remaining
40 participants the question was not applicable because their disability was either
congenital or they were attacked during their early childhood.

Table 4.4.2

Distribution of employment status of participants among gender

Female Male Total
working status paid
before becoming employment 14 (16.3%) 47 (47.5%) 61 (33%)
disabled
Self-
6 (7%) 8 (8.1%) 14 (7.6%)
employment
student 23 (26.7%) 18 (18.2%) 41 (22.2%)
retired 0 3 (3%) 3 (1.6%)
unemployed 18 (20.9%) 8 (8.1%) 26 (14.1%)
not applicable 25 (29.1%) 15 (15.2%) 40 (21.6%)
Total 86 (100%) 99 (100%) 185 (100%)
current working paid
29 (33.7%) 22 (22.2%) 51 (27.6%)
status employment
Self-
employment 5 (5.8%) 11 (11.1%) 16 (8.6%)
y
Student 43 (50%) 39 (39.4%) 82 (44.3%)
retired 0 7 (7.1%) 7 (3.8%)
unemployed
q health 9 (10.5%) 20 (20.2%) 29 (15.7%)
ue to healt
Total 86 (100%) 99 (100%) 185 (100%)

The above table 4.4.2 represents the cross tabulation of employment status with gender.
Although female is considered for having double disadvantage after disability, here we
can see that female have more participation in employment and education after

disability as compare to men. This result might be because of changing policies that
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prioritizes women or because of the setting where the sample had been collected, as

CRP focuses on inclusive and equal participation.

4.4.3: Modes of transport used to travel to workplace/school

Table 4.4.3
Distribution of modes of transport used among sample groups n=149

sample groups
Mode of transport used Patients students staffs Total
walking 3(9.1%) 29(37.2%) 6 (15.8%) 38(2.5%)
wheeling 11(33.3%) 26(33.3%) 25 (65.8%) 62(41.6%)
being wheeled/pushed 0 1(1.3%) 0 1 (0.7%)
per riksha 19 (57.6%) 11(14.1%) 3 (7.9%) 33 (22.1%)
per CRP transport 0 11(14.1%0 4(10.5%) 15 (10.1%)
Total 33(100%) 78(100%) 38 (100%) 149 (100%)

As per table 4.4.3, total of 149 participants were currently engaged in work/school. The
primary modes of transport to work was wheeling themselves (33.5%, n=62,) and
walking (20.5%, n=38,). 17.8%(n=33) of employed participants used Riksha (tri-cycle
rode by owner of it) as their mode of transport. 8.1%(n=15) used CRP (organization)
vehicle to get to work while only one participant (0.5%, n=1)) was being wheeled to
the workplace by someone else. It is observed that small population of students and
staffs have relied upon riksha and CRP transport as compare to patient group this might
be because most of the staff is living at the CRP hospital or nearby, as well as the

students.
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4.4.4: Accommodation/adjustment need in work/school

Table 4.4.4:

Distribution of accommodation/adjustment need among work/ school going

participants

Work/school accommodation

sample groups

/adjustment needs been met  Patients students staffs Total
yes 30 (90.9%)  77(98.7%) 38 (100%) 145(97.3%)
no 3 (9.1%) 1 (1.3%) 0 4(2.7%)
Total 33(100%) 78 (100%) 38 (100%) 149 (100%)

Result in table 4.4.4 represents that maximum employee’s needs had been met and very

few requires some adjustment. This result may also be influenced by the data collection

setting. As CRP environment is disability friendly and it also considers the need of

participants.

4.5: Participation restriction level of person with disabilities

Table 4.5

Distribution of participation restriction level among sample groups

sample groups

Patients Students Staffs
Participation restriction Total
No significant restriction 7 (10.1%) 22 (28.2%) 18 (47.4%) 47 (25.4%)
Mild restriction 19 (27.5%)  7(9.0%) 6 (15.8%) 32 (17.3%)
Moderate restriction 24 (34.8%) 23 (29.5%) 5(13.2%) 52 (28.1%)
Severe restriction 18 (26.1%) 26 (33.3%) 9 (23.7%) 53 (28.6%)
Extreme restriction 1 (1.4%) 0 0 1 (0.5%)
Total 69(100%) 78 (100%) 38 (100%) 185 (100%)

The table 4.5 represents the descriptive result of restriction level on social participation

among different sample groups. The score is interpreted as; i) 0-12: no significant

restriction 11)13-22: mild restriction iii) 23-32: moderate restriction iv) 33-52: severe

restriction v)53-90: extreme restriction (Van Brake et al., 2006). In the above table we
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can observe that maximum respondents had experienced some level of restriction in
participation, out of which 28.6%, 28.1%, 17.3% and 0.5% had experienced severe

restriction, moderate restriction, mild restriction and extreme restriction respectively.

4.6 scores for the scales
Table 4.6.1
Scores for 1) (CHIEF) “environmental barriers” scale plus five environmental barrier

subscales 2) the Participation Scale 3) the Rosenberg self-esteem scale

Characteristics Mean Standard Range

deviation

Environmental barrier

CHIEF Frequency score 1.2414 0.63 0-2.58
CHIEF Magnitude score 0.80 0.36 0-1.67
Attitude/support sub scale 1.38 1.01 0-3.50
Services/assistance sub scale 1.61 0.99 0-3.25
Physical/structural sub scale 1.92 1.02 0-4
Work/school (n=156) sub scale 0.72 0.59 0-2.50
Policies sub scale 0.28 0.70 0-4
Participation scale 23.82 11.654 2-65
Self esteem 20.93 3.254 11-28

The table 4.6.1 depicts the descriptive result of the mean and standard deviation for
three different scales; the Craig Hospital Inventory of Environmental Factors (CHIEF)
“environmental barriers” scale plus five environmental barrier subscales (barriers to
participation), the Participation Scale (restrictions on participation) and the Rosenberg
self-esteem scale. A frequency score on a scale of 0-4 indicates the frequency with
which barriers were encountered. A magnitude score on a scale of 0-2 indicating the
size of the problem which a barrier typically presented. A frequency-magnitude product
score on a scale of 0-8 calculated as the product of the frequency score and the
magnitude score, indicating the overall impact of the barrier. In CHIEF scale
physical/structural barrier and policies barrier were having highest and lowest score
respectively among all environmental subscale. The score was computed after adding

all the questions in a subscale and dividing the obtained score by total number of
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questions in subscale. In the highest possible score of 90 in participation scale, the mean
was noted as 23.82+11.654 with range of 2-65, the mean scored fall on category of
moderate restriction (23-32) (Van Brake et al., 2006). Further for self-esteem scale, in
the highest possible score of 30, the mean was observed as 20.93+3.254 with range of
11-28, indicating overall good self-esteem score. However, huge standard deviation

was observed for the score of the scales, the data in the scales are spread out from mean.

Table 4.6.2
Comparison of scores for 1) (CHIEF) “environmental barriers” scale plus five
environmental barrier subscales 2) the Participation Scale 3) the Rosenberg self-

esteem scale among groups

sample type
Patients Students Staffs

Scales (M= SD) (M= SD) (M= SD)
Environmental barrier scale

CHIEF Frequency score 1.39+0.49 1.26+0.68 0.92+0.68

CHIEF Magnitude score 0.89 +£0.29 0.82+0.38 0.63+0.40

Attitude/support sub scale  1.55 + 0.87 1.40+1.13 1.05+0.94

Services/assistance sub

el 1.85+0.79 1.64£1.06 1.12+1.03

Physical/structural sub scale 2.28+ 0.78 1.92+0.95 1.27+1.23

Work/school sub scale 0.9+ 0.67 0.64+0.54 0.69+0.58

Policies sub scale 0.26+0.75 0.30+0.75 0.28+0.51
Participation scale 26.20+ 10.59 24.04£11.90 19.03+£11.83
Self esteem 20.96+ 3.05 20.44+3.78 21.89+2.05

The table 4.6.2 represents the scale scores among three sample groups. From the table
it is evident that patients group had a lead in all score scale except self-esteem scale. In
contrast, staffs had the least score in all the scales except self-esteem scale. From here,
it is evident that patients are the most disadvantaged groups facing more barrier in
environment and in participation. Though self-esteem scale mean score is found within

normal range, but this group still have low self-esteem in comparison to other groups.
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4.7: Comparison of restriction on social participation between sample groups

Table 4.7.1

Differences in the social participation restriction among three groups.

Sample groups N Meanrank  Mean Chi-square df sig
Patients of CRP 69 101.64 26.20 7.597 2 022
Staffs working in CRP 38 95.40 19.03
Vocational training 78 24.04
72.38
students of CRP
Table 4.7.2

Pairwise comparison of restriction on social participation between sample groups

Sample 1- sample 2 Mean difference (samplel-sample2) Adjusted sig
Staffs-students -5.012 .089

Staffs- Patients =7.177 020
Students- Patients -2.164 1.000

The data was collected from the patients (both including who came for follow up or
treatment in CRP and former patients who attended the CRP annual function
celebration), staffs working in the CRP and the students receiving vocational training
from CRP. The test of normality was violated for conducting ANOVA, thus Kruskal-
Wallis test was adopted after meeting the underlying assumption. The table 4.7.1
depicts the information about the mean ranks and mean of three different groups.
Patients were found to be the most disadvantaged group. Since, the P-value < 0.05, the
null hypothesis (there is no difference in restrictions on social participation in three
different groups) is rejected. Here, we conclude all the population mean ranks are not
equal and differences in group was determined via Krus-kal-Wallis chi-square with
Dunn’s multiple comparison adjustment. Table 4.7.2 represents the pairwise comparison
of restriction on social participation between the sample groups and the difference is
observed between staffs and patients of CRP. It is noted that there is a big difference
on mean rank between groups, but not on mean score. It is because there were also

persons who were having scores at the extreme level of the scale.
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4.8: Influence of socio-demographic factors on participation scale
4.8.1 Influence of gender on participation scale

Table 4.8.1

Association between gender and participation scale

variables N Mean rank ~ Mann-Whitney U p-value
Gender
Male 99 102.91 3276.0 0.007
female 86 81.59

Table 4.8.1 shows influence of gender on participation scale. Mann-Whitney test was
used for two categorical variables after meeting the underlying assumptions for test.
The table 4.13 indicate notable significant restriction on social participation among
gender, U=3276, p=.007, with a mean rank p-scale score of 102.91 for male subjects
and mean rank participation restriction score of 102.91 for than female subjects

indicating higher restriction among male.

4.8.2 Influence of marital status and educational achievement on participation scale
Table 4.8.2

Association of participants characteristics with the participation scale

Variables N Mean Chi-square p-value
rank

Marital status

single 61 78.79 13.77 0.003
married 103 94.20

divorced 14 124.39

widowed 7 136.36

Educational achievement

primary level 40 104.78 4.258 0.372
secondary level 40 95.86

higher secondary level 47 87.91

tertiary level 25 78.72

no formal education 33 93.32

Table 4.8.2 display the result of association between personal factors and participation

scale using Kruskal Wallis H test. Kruskal Wallis H test was adopted for more than two
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categorical variables after testing the underlying assumptions for test. There was a
statistically significant difference in restriction on social participation according to
marital status (y*(2) = 13.77, p= 0.003), with a high mean rank participation restriction
score of 136.36 for widowed subjects, 124.39 for divorced subjects, 94.2 for married
subjects and 78.79 for single subjects. There wasn’t any significant difference for
restriction according to educational achievement of participants, however the
respondents who only completed their primary level had high restriction as compare to

others.

4.8.3: Co-relation analysis of age and family income with participation scale

Table 4.8.3
Co-relation analysis with personal factors
age family income per month
Participation =~ Pearson Correlation i
173 -.032

restriction

*. Correlation is significant at the 0.05 level(2-tailed).

**_Correlation is significant at the 0.01 level (2-tailed.

The correlation analysis was calculated for continuous variable for examining the
variables influencing restriction on social participation. In table 4.8.3, the variable age
has significant positive weak correlation (McDonald,2014) (r=0.173, N=185, p<0.05)
with response variable (social participation) at 95% confidence interval level 2-tailed.
Thus, it can be concluded that with increase in age the restriction on social participation

also increases.

36



4.9 Influence of disease/disability factors on participation scale
Table 4.9.1

Association between medical diagnosis of the condition and participation scale

Variables N Mean Chi-square p-value
rank
Medical diagnosis of the condition
SCI 68 90.35 22.407 0.004
CP 15 111.37
club foot 19 84.68
status after amputation of 2 86.50

upper extremity
status after amputation of 36 111.74

lower extremity

status after GBS 16 77.38
status after stroke 15 114.57
Rheumatoid arthritis 8 36.31
status after polio 6 56.50

Table 4.9.1 shows the result of Kruskal Wallis H test. There is a significant difference
between medical diagnosis of the condition and participation scale (y*(2) = 22.407, p=
0.004), with a mean rank participation restriction score of 114.57 for after stroke
participants, 111.74 for lower extremity amputee, 111.37 for Cerebral Palsy (CP)
participants, 90.37 for Spinal Cord Injury (SCI) participants and least mean rank of
36.31 for participants with Rheumatoid arthritis.

Table 4.9.2

Co-relation analysis between years lived with disability and participation scale

Years lived with disability

Participation =~ Pearson Correlation 139
restriction '

From the table 4.9.2 it is evident that there exists a negative weak correlation between
years lived with disability and participation scale without any statistically significant

difference (r=-0.139, N=185, p=0.06) at 95% confidence interval level 2-tailed.
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Table 4.9.3

Association between presence of co-morbidities and participation scale

variables N Mean rank ~ Mann-Whitney U p-value

Presence of co-morbidities
Yes 76 11274
No 109 79.23

2641.5 0.000

The table 4.9.3 shows the association between presence of co-morbidities and scores

on participation scale using Mann-Whitney U test. It is evident that participants with

co-morbidities have higher score (mean rank= 112.74) in participation scale than of

others (mean rank= 79.23), U= 2641.5, p= 0.000.

Table 4.9.4

Association between use of assistive device in daily living and participation scale

Variables N Mean Chi-square p-value
rank
Use of assistive device
wheelchair 83 96.01 4.499 0.212
crutches 23 110.15
walking frame 17 82.65
not using 62 85.44

Table 4.9.4 illustrates the result of Kruskal Wallis H test. The participants using

crutches have higher restriction on participation with mean rank of 110.15 followed by

wheelchair users with mean rank of 96.01, (x*(2) =4.499, p=0.212). Thus, statistically

significant difference isn’t seen in use of assistive device in daily living and

participation scale.
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Table 4.9.5

Association between mobility status and participation scale

variables N Mean rank ~ Mann-Whitney  p-
U value
Moving around in own house
Yes 118 60.19 81 0.006
No 5 104.80
Moving around in neighborhood
Yes 83 53.57 960 0.000
No 40 79.5

The table 4.9.5 illustrates the result of Mann-Whitney U Test for self-mobility status
using assistive device in own house and in neighborhood in total score of participation
scale. A Mann-Whitney test indicated that the restriction was greater for participants
who cannot move around by using assistive device (mean rank=104.80 and 79.5), than
those participants who can move around (mean rank= 60.19 and 53.17), U=81, p=0.006
and U=960, p= 0.000 in own house and in neighborhood respectively. Thus, highly
statistically significant difference is found in mobility status using assistive device with

restriction on social participation.

4.10 Association between lifestyle factors and social participation
Table 4.10.1

Association between regular exercise, smoking status and participation scale

variables N Mean rank Mann-Whitney U p-value
Regular exercise
Engaged 89 103.05 3377.5 0.014
Not engaged 96 83.68
Smoking status
Smoker 48 106.63 2634.0 0.04
Non-smoker 137 88.23

The table 4.10.1 represents the result of Mann-Whitney U test, revealed that the
participants engaged in exercise had higher score (mean rank= 103.05) in participation
scale than those who were not engaged in exercise (mean rank= 83.68), U=3377.5, p=
0.014. While smoker had higher score in participation scale (mean rank= 106.63) than
non-smoker (mean score= 88.23), U= 2634, p= 0.04.
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Table 4.10.2

Association between frequency of sharing opinion and participation scale

Variables N Mean rank  Chi-square p-value

Frequency of sharing opinion

never 6 144.92 8.604 0.014
frequently 82 84.02
sometimes 97 97.38

The table 4.10.2 represents the result of Kruskal Wallis H test. The test reported that
the participants who never share their opinion have significantly high restriction in
participation with mean rank of 144.92, mean rank of 84.02 for those frequently sharing
their opinion and mean rank of 97.38 who occasionally shared their opinion with others,

(2(2) = 8.604, p= 0.014).

4.11: Association between work factors and social participation
Table 4.11.1
Association between employment status, accommodation/adjustment needs and

participation scale

variables N Mean rank Mann- p-value
Whitney U

Current employment status
Engaged in work/school 149 85.68 1592 0.000
Unengaged in work/school 36 123.28

Employment status before disability
Engaged in work/school 116 72.74 1651.5 0.880
Unengaged in work/school 29 74.05

Work/school needs
met 145 75.51 215.5 0.381
not met 4 56.38

The present employment status was selected based on categories of seven options: (1)
paid employment, (2) self-employment, (3) volunteering, (4) student, (5) retired, (6)

unemployed due to health, and (7) unemployed due to other reasons. The response
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options were then merged as “engaged in work/school (categories 1-4)” and
“unengaged in work/school” (categories 5—7), while the past employment status was
selected based on categories of six options: (1) paid employment, (2) self-employment,
(3) volunteering, (4) student, (5) retired, and (6) unemployed. The response options
were then merged as “engaged in work/school (categories 1-4)” and “unengaged in
work/school” (categories 5—6) (Ustun et al.,2010). In table 4.10.1, the Mann-Whitney
U test revealed that restriction on participation was significantly greater for those who
were currently unengaged in work/school (mean rank=123.28) than those who were
engaged (mean rank=85.68), U=1592, p=.000. While employment status before
disability and work/school accommodation/adjustment needs did not have any

significant on participation scale.

Table 4.11.2

Association between modes of transportation used for going work/school and

participation scale

Variables N Mean rank Chi-square  p-value

modes of transportation used

walking 38 69.84 8.395 0.078
wheeling 62 78.65

being wheeled/pushed 1 137.00

per riksha 33 82.68

per CRP transport 15 51.93

In table 4.11.2 the Kruskal Wallis H test depicts the higher restriction for the
participants who were in need of being wheeled/pushed for getting to the work/school
with mean rank of 137 but no significant difference is observed between the sample
and participation scale. This result might be affected by living residence of the
participants as most of the staffs and students were residing nearby data collection site;
CRP and Gonakbari where the environment is made assessible for person with

disability.
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4.12: Co-relation analysis between self-esteem and participation scale

Table 4.12.1
Co-relation analysis between self-esteem and participation scale

Self-esteem

Participation =~ Pearson Correlation
-y -.205%*
restriction

*. Correlation is significant at the 0.05 level(2-tailed).

**_Correlation is significant at the 0.01 level (2-tailed.

Table 4.12.1 represents the correlation between self-esteem and participation scale, the
variable self-esteem has negative weak correlation (r=-0.205, N=186, p<0.01) at 95%
confidence interval level 2-tailed that means lower the self-esteem level, higher the
restriction on social participation. Thus, it can be concluded that self-esteem is

significantly associated with social participation.

4.13: Correlation analysis between environmental factors and participation scale

Table 4.13

Correlation analysis of “frequency and magnitude of environmental barriers’’
Frequency of Magnitude of
environmental environmental barrier
barrier

Participation restriction ~ Pearson Correlation  g79** 700™*

*. Correlation is significant at the 0.05 level(2-tailed).

**_Correlation is significant at the 0.01 level (2-tailed.

In table 4.12, frequency and magnitude of environmental barrier have strong positive
correlation of (r=0.679, N=186, p<0.01) and (r=0.7, N=186, p<0.01) respectively with

response variable at 95% confidence interval level 2-tailed.

42



4.14: Correlation analysis with environmental factors sub-scale

Table 4.14

Correlation analysis of “frequency of environmental barriers sub-scale’’

Attitude/sup Service/assi Physical/str Work/scho policies

port stance uctural ol

Participation =~ Pearson

L. . 614 665" 590 166" .030
restriction Correlation

*. Correlation is significant at the 0.05 level(2-tailed).

**, Correlation is significant at sthe 0.01 level (2-tailed).

In table 4.14 all the subscale of environmental barriers has positive correlation with
participation except policies, with service/assistance having highest correlation
(r=0.665,N=186, p<0.01) followed by attitude/support (r=0.614,N=186, p<0.01),
physical/ structural (r=0.590,N=186, p<0.01) and work/school (r=0.166, N=156,
p<0.05). This implies that variables service/assistance, attitude/support and physical
structural were statistically significant at the 99% confidence interval and work/school
at 95% confidence interval level 2-tailed. Thus, we reject our third null hypothesis;

Environmental factors don’t have significant influence on social participation of PWDs.
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4.15 Multiple linear regression analysis with response variable
Table 4.15.1
Partial model: result of multiple linear regression analysis of personal characteristics

influencing restrictions on social participation

characteristics Robust [ Robust t p CI

coefficient SE

constant 40.554 5.665 7.158  .000  29.374,51.734
Gender (male) 3.381 1567 2158 .032  0.289.6.474
divorced 6.622 2.887 2204 023 0.926, 12319
Engaged in

-5.876 2.122 2769 .006  -10.064, -1.688
work/school
Rheumatoid

-8.855 3.863 2292 023 -16.478,-1.231
arthritis
Presence of

5.066 1.584 3199 .002  1.941,8.191

comorbidities
If-est
sei-esteem S€ore 755 0.236 3200 .002  -1.220,-0.289

Table 4.15.1 presents the results of the first multiple linear regression model, which
only included the variables for Block 1 (personal factors). The predictive variables that
had associations with P < 0.05 were used in a multiple linear regression model. The
“dummy coding” method was applied to include the nominal variables with more than
two groups. The predictive variables were incorporated into the model hierarehieally in
two blocks, with the first comprising variables related to personal factors (Block 1),
and the second comprising variables related to environmental factors (Block 2). For
each block, the variables were selected using the stepwise method; variables with P <
0.05 were maintained in the model.

The model yielded an adjusted coefficient (R?) of 0.242 (with P = 0.000), indicating
that, in this study, personal factors explained 24.2 % of the variance in restriction on
social participation. Briefly, this partial model suggests that being male, having

divorced and having multiple diagnosis significantly decreases the social participation
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while factors such as being engaged in work or school, having diagnosis rheumatoid
arthritis (RA) and having high self-esteem significantly increases the social

participation.
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Block 2: Personal factors + environmental factors
Table 4.15.2:
Final model: Result of multiple linear regression analysis of personal characteristics

influencing restrictions on social participation

characteristics Robust B Robust t p CI
coefficient SE
Block 1
(Constant) 13.352 3.980 3.354 001 5.485,21.218
Gender (male) -.261 1.133 -.230 818 -2.500, 1.978
divorced marital
2.209 2.130 1.037 301 -2.000, 6.149
status
Rheumatoid arthritis -6.793 2.564 -2.649 009 -11.860,-1.726
presence  of  co-
3.467 1.161 2.986 003 1.172,5.762
morbidities
Self-esteem score -.301 .170 -1.770 079 -.637, .035
Block 2
Magnitude of
environmental 1.380 178 7.734 000 1.027,1.733
barrier
Attitude/support sub-
1.681 365 4.601 000 959, 2.404
scale
Work/school sub-
-2.257 516 -4.374 000 -3.277,-1.238

scale

The table 4.15.2 represents the final model of multiple linear regression. The second
multiple linear regression model retained the variables of the first, partial model but added
the variables for Block 2 (frequency score of environmental factors) and thus shows both

personal and environmental factors associated with restrictions on participants social
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participation. For each block, the variables were selected using the stepwise backward
method; variables with P < 0.05 were maintained in the model.

R? was equal to 0.680 (with P = 0.000), indicating that 68% of the variance in social
participation can be explained by personal and environmental factors combined. In other
words, the inclusion of the environmental factors in the linear regression led to an increase
of almost 44% in the explanatory power of the final model compared to the initial, partial
model (which consisted only of personal factors).

In a nutshell, the final model explains having multiple diagnosis (p=0.003), high magnitude
of environmental barrier (p=0.000) and poor attitude or support(0.000) can significantly
decrease the social participation while being diagnosed as Rheumatoid arthritis(0.009) and
having less barrier in work/school (p=0.000) can significantly increase the social

participation.
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CHAPTER V
DISCUSSION

In the course of recent decades, perception regarding social consequences of injury or
disease has advanced from the idea of impediment, a drawback owing to hindrance and
incapacity to the concept of social participation with focus on the environmental influence

which is considered as a key factor for social inclusion (Noreau & Boschen, 2010).

The social model of disability looks incapacity in the social setting not in the body
impairment where people in the environment confront social biases, discrimination and
absence of opportunities subsequently leading them to poverty. Further, social approach
suggests the changes to be incorporated in social setting so as to ensure inclusion of
individuals with impairments (Oliver, 2009). So, the study of environmental factors plays

a crucial role in this regard.

Moreover, the scientific studies have also proved that interactions of person with
disabilities with their environment is an indicator for measuring and evaluating the extent
to social participation and determining the influential contextual factors (Noreau &
Boschen, 2010; Stark, Hollingsworth, Morgan & Gray, 2007). This cross-sectional study
is supposed to be a rare study conducted in South Asian context and only study in
Bangladesh among person with physical disabilities that investigates the influence of
sociodemographic variables, personal factors, disease or disability related factors and the
environmental factors on the social participation of person with disabilities using non-

parametric tests and multiple linear regression analysis.

In common life and as lay persons, the terms ‘disabled persons’ is used less precisely. To
cope with this challenge, a question was added in a questionnaire regarding the medical
diagnosis/ diagnostic term of their condition and these medical diagnoses were considered
to be related to the disabilities that the person experiences, and a person with such medical

diagnosis were considered as “a person suffering from disabilities” in this study.
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The participation scale used in this study doesn’t include all areas / domains of
participation, especially the sub-categories, but it is also true that it will be too much for a
scale. However, items regarding participation in ‘communication’ (ICF Chapter 3) are
mostly lacking, apart from item 15 of the P scale: ‘In family discussions, does your opinion
count?’ (World Health Organization: Geneva, 2001; Van Brake et al., 2006). Considering
this aspect, two questions (17-18): “What are your common leisure time activities- reading,
listening to music, talking with other persons, watching tv, visiting others, not able to do
anything or other?’, ‘How often do you share your opinion with others- frequently,
sometimes, never ?’ were added in my ‘own’ questionnaire and these questions are kinds
of personal factors. But as a whole, P scale is a good instrument to measure the restrictions

in participation. The participation scale was treated as continuous variable.

Due to the lack of adequate studies conducted among person with disabilities in the
regional context, studies from affluent countries were also retrieved for supporting and
comparing the findings. Most of the previous studies is conducted among spinal cord injury

patients.

In this study, the majority of 53.5% participants were male between 18 to 59 with mean
age of 29.39 and standard deviation of 8.6 years which alike with the study conducted in
Brazil, which recorded 58% were male between 19 to 59 years old with differences in
mean age of 42 and standard deviation of 12.1 years (Silva et al., 2013). Another study
conducted in Bangladesh in spinal cord injury population revealed that most of the
respondents; 83% were male (Kader, Perera, Sohrab Hossain & Islam, 2017). The result

might vary due to the differences in study population.

Although, gender didn’t show up significant association with participation in the final
model of multiple linear regression, it was an unexpected finding for female reporting
lower restriction on participation scale. This finding was similar to the study conducted
among SCI in which female reported higher life satisfaction and community integration
(Dijkers, 1999; Ahmed, Quadir, Rahman & Alamgir,2017). Also, female in this study have
receive more opportunity to participate in employment and education after disability as

compare to men. Considering so many inherent challenges women face to access
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rehabilitative resources and services in this country, women should have reported high total
participation restriction scores. However, this study included only 46.5% female subjects
and they might have sustained injury with lower severity leading them to score low in total
participation restriction score. It is also possible that the different family and social roles
women play in this society make them less vulnerable to the major life-altering
consequences that come with a SCI. This can also be the result of changing policies that
prioritizes women or because of the setting where sample had been collected, as CRP

considers the women participation as well both in hospital and academic setting.

While comparing the current study with another study conducted in Turkey by Akyurek,
Bumin and Crowe (2019), I found this study had 55.7% married versus 41.5%, 33% single
vs 51.9%, 7.6% divorced vs 6.7% and remaining 3.8% widowed vs no widowed which
were quite similar. In addition to education the result slightly varied, there were 21.6% in
primary, 21.6% in secondary,25.4% in higher secondary, 13.5% in tertiary and 17.8% with
no formal education vs 41.9% in primary, 32.6% in secondary and higher secondary, 17%
in tertiary and 8.5% with no formal education. Though the slight variation might be due to

regional context the majority of the participants were literate in both studies.

Despite of being significant on univariate analysis it was noted that marital status didn’t
significantly appear in final model of multiple linear regression analysis, however, a high
mean rank of 136.36 for widowed subjects, 124.39 for divorced subjects were observed
which alike with the study that found lowest life satisfaction among separated in SCI

population (Dijkers,1999).

The study conducted in the same setting with SCI patients of current research had similar
result for employment status; this study had 80% engaged(employed) participants vs 79%
and 20% unemployed participants vs 21% (Kader et al., 2017) while other study in different
regions showed contradictory result; 69.8% and 61.5% unemployed participants (Tsai,
Graves, Chan, Darkoh, Lee & Pompeii, 2017; Akyurek et al.,2019).

It was noteworthy that regardless of being highly significant on univariate analysis and on

partial model of multiple linear regression employment didn’t appeared on final model of
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multiple linear regression. Same scenario occurred while comparing the three different
groups of the study, it was evidenced that patients were most disadvantaged group as the
mean rank was higher for them and also displayed significant relationship initially, but
failed to sustain in the final model of multiple linear regression. So, it can be clearly noted
that being engaged in work or school in a rehabilitation specialist setting or in other setting
doesn’t significantly impact the restriction level. This finding is supported by another study
conducted in CRP, Bangladesh which also highlighted that employment has no significant
impact on participation (Kader et al.,2017). This may be as a result of interviewing
participants from the CRP, a specialist rehabilitation center for SCI in Bangladesh. But
studies conducted in affluent countries, employment status had proven to have a significant
impact on participation (Akyurek et al.,2019; Silva et al., 2013; Jang, Wang & Wang,
2005).

In study conducted in Bangladesh revealed 47% participants had monthly family income
of less than 12000 Bangladesh Taka (Kader et al., 2017) while in current study 33.5% had
monthly family income of 11000-20000 and 29.9% of the respondent’s had family income
range in between 21000-30000. The mean family income was 19977.25 with standard
deviation of 11086.83.

Comparison of medical condition (clinical diagnosis) of the participants couldn’t be done
due to lack of data because to my knowledge, most of the study were conducted among
spinal cord injury survivors in Bangladesh. Further, in this study participants with
following medical conditions spinal cord injury (36.8%), status after lower extremity
amputation (19.5%), club foot (10.3%), GBS (8.6%), cerebral palsy (8.1%), status after
stroke (8.1%), Rheumatoid Arthritis (4.3%), status after polio (3.2%) and status after upper
extremity amputation (1.1%) were interviewed . The highest mean rank of 114.57 was
observed for after stroke participants and least mean rank of 36.31 was observed for
Rheumatoid arthritis participants with a significant impact in participation restriction. In
the final model of multiple regression analysis, it was discovered Rheumatoid arthritis
patients have less restriction on social participation. It was already concluded that people
with less severe form of disability have significantly higher participation in Bangladesh

(Ahmed et al.,2017). But this result opposed the finding of earlier study in which it was
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claimed to have no significant association on social participation. This result was from

Brazil so it was difficult to make final concession (Silva et al., 2013).

The mean number of years that person with disabilities had been living with their
disabilities was found to be 9.295 years with standard deviation of 10.4384 which
contraindicated with study conducted in United states where the mean duration lived with
disability was 3.69 years with standard deviation of 3.12 (Tsai et al., 2017). Similarly,
another study displayed the mean duration as 16 and 3 years with standard deviation of 8
and 1 in USA and Turkey respectively (Dijkers, Yavuzer, Ergin, Weitzenkamp, &
Whiteneck, 2002).

In this study, all of the participants were using some kind of assistive device except 33.5%
and most of them were found to be wheelchair user followed by crutches and walking
frame. This finding was similar with other study where only 33.3% were independently
mobile and others were using assistive device for mobility (Akyurek et al.,2019). Among
these users, 96% and 67% were able to move within house and around neighborhood with
respectively. Also, the mean rank of 104.80 and 79.5 was found for participants who cannot

move around by themselves in own house and in neighborhood respectively.

A Mann-Whitney test exhibited highly statistically significant difference U=81, p= 0.006
and U=960, p= 0.000 in mobility status using assistive devices in own house and in
neighborhood respectively on social participation restriction but consistent result was not
seen in multiple linear regression. However, it has been laid out that restriction is higher
among the participants who are dependent on others for being mobile even with assistive
device. The prior study had also highlighted about the capacity to maneuver the assistive

device indoor can facilitate participation (Carver, Ganus, Ivey, Plummer & Eubank, 2015).

The Pearson correlation analysis was calculated for continuous variable for examining the
variables influencing restriction on social participation, variable age showed a significant
positive correlation with social participation but didn’t appear in final model of regression

analysis while disease duration didn’t show a significant association anywhere which

52



contradicted with other finding. The study also mention that the result may be due to the

possibility of variables nature (Mikula et al., 2016).

The variables; gender, age, marital status, employment status, mobility with assistive
device, exercise, smoking status, sharing opinion and self-esteem score were not
independently associated to participation restrictions when controlling for the other
predictive variables, despite demonstrating significant association with univariate analysis.
This finding illustrates a major pitfall in relying on univariate analysis. Very few studies
conducted in Bangladesh have relied on multiple linear regression analysis. In 2017, Kader
et al., claims to conduct the multiple regression analysis for the first time to analyze socio-
demographic and injury related factors leading to activity limitation and participation
restriction in Bangladesh. Further, consistent result was observed for exercise and smoking

status that didn’t lay up any impact on study (Silva et al., 2013).

Sharing experience with peers plays a critical role in managing disability in Bangladesh
(Maloni et al.,2010). Except 3% almost all of the participants share their opinion with
others. Even with the highest mean rank for participants who didn’t share opinion with

others, no significant impact was laid down in the final model.

No any significant difference was noted on educational level, family income, duration lived
with disability, assistive device usage, employment status before disability, work/school
adjustment needs and use of transportation mode while going to work/school with

participation restriction in univariate analysis as well.

In this study 41% of person with disabilities who participated were presented with co-
morbidities. After controlling other variables in multiple linear regression final model, it
was evident that having multiple diagnosis had a significant impact in reducing social
participation. This finding was new for the study conducted in Bangladesh (Ahmed et
al.,2017) but however more future research is suggested to conclude this finding because
being contingent upon self-detailing of optional medical issues without extra tests may

have generated some bias.
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In this study self-esteem have shown a highly significant inverse weak correlation on
participation with Pearson correlation coefficient. In final model of regression analysis also
revealed the inverse relationship meaning lower the self-esteem higher the restriction on
participation but no significant relationship was observed, p= 0.079. Similar finding was
found in study conducted among multiple sclerosis self-esteem wasn’t evidenced as a

significant predictor for social participation (Mikula et al.,2016)

The final model explains, having multiple diagnosis, high magnitude of environmental
barrier and poor attitude or support can significantly decrease the social participation while
in contrast being diagnosed as Rheumatoid arthritis and having less barrier in work/school
can significantly increase the social participation. Only two personal factors evolved in
the final model of linear regression analysis. It has been already discussed above about
how having comorbidities and less severe form of disability can affect the social

participation.

While computing the mean score for CHIEF scale physical/structural barrier (1.92+1.02)
and policies barrier (0.28+ 0.70) had highest and lowest score respectively among all
environmental subscale barrier. Many studies had discovered that person with disabilities
face more problem in a physical or structural dimension compared to other dimensions, the

average was found as 1.32+1.71, 0.80+ 0.65 (Tsai et al., 2017; Silva et al., 2013).

In the final model only two dimensions; attitude/support and work/school succeed to
establish relationship with social participation. In other words, the greater the frequency of
environmental barrier, more specifically the barriers related to attitudes and support, the
greater the increase in restrictions on social participation and conversely the less the barrier
on work and school, the less the restriction on social participation of patients with various
disability/health conditions. This explains the environmental barrier faced in everyday life
can be a result for decreased social participation. In this study, the environmental factors
with adverse effects on social participation was poor attitude and social support. Other
studies examining the relationship between environmental factors and participation also
found the poor attitude and support to be the one of the barriers to participation (Silva et

al., 2013; Verdonschot et al.,2009; Ephraim, MacKenzie, Wegener, Dillingham & Pezzin,
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2006; Keysor, Jette, Coster, Bettger & Haley,2006). In the current study, in addition to the
attitude in home and discrimination in the environment, availability of support and good
attitude in the work or school setting act as a vital to social participation. Access to
appropriate support and help in the home, work or school and community is extremely
important, as these can help the individual return to an active life (Silva et al., 2013; Dijkers
et al.,2002).

Some authors have found that physical and structural setting in environment, unavailability
to service and assistance lead to restrictions on participation in social situations (Silva et
al., 2013; Whiteneck et al., 2004b; Dijkers et al.,2002). The less the problem encountered
in the areas of physical/structural, work and education, and policies in CHIEF-S, the less
the problem faced on social participation (Lund & Lexell, 2009).The constructed
environment is often reported as a barrier by specific groups, such as persons with mobility

restrictions (Lund & Lexell, 2009; Keysor et al.,20006).

In current study, the staff of CRP are all having a paid job while conversely all the
vocational training students were receiving training free of cost, apart from registration and
certificate fees depending on the course duration that isn’t more than thousand Bangladeshi
Taka. Staffs of CRP live either at the CRP area or in the near neighborhood, or at the
Gonakbari campus. The same is true for the momentarily situation of the students.
Moreover, at the CRP and Gonakbari site the environment is positive in attitude and there
are minimal physical barriers (presence of pavements, ramps, broad corridors). The CRP
and Gonakbari sites (and homes) are made accessible for persons that need a wheelchair
for moving around outside of the house. The environment is adapted to wheelchair users.
And accessible transportation to and from CRP is also provided for those who are needing
that. This might be one of the causes for not displaying a significant relationship with

physical and structural barrier in participation score.

Strength and limitation of the study

As far as we know these kinds of studies rarely have contribution in the field of

rehabilitation. Apart from this, first time such advanced statistical methods have been used
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to analyze diverse factors and variables. The three sub groups with sociodemographic

comparison have been included in the study.

Since this study collected data in only one setting CRP, it missed those who were not
present in CRP at the time of data collection. The exclusion of those participants might
have introduced a bias. The staff and students of CRP are living at CRP or Gonakbari or
nearby, where the environment is disability friendly. Apart from (some of) the (ex-
)patients, most of the study sample lives in another situation as those disabled persons
living elsewhere in Bangladesh. Thus, the results are probably not generalizable to the

situation in the whole of Bangladesh

56



CHAPTER VI
CONCLUSION AND RECOMMENDATIONS

In a final note, the main result of this study was except 25.4% almost all the participants
experience some degree of restrictions on social participation. The personal factors related
with participation were participants who were diagnosed with RA and who were having
more than one disease. While the environmental factors such as barrier associated to

attitude/support and work/school were significantly influencing the participation.

This study provides new empirical evidence that personal factors and environmental
barriers do influence participation . It can be concluded that, how good participation and
self-esteem can be notwithstanding with severe disability status if attitude and build

environment are made disability-friendly / design for all such as in the CRP sites.

Thus, restrictions on social participation cannot be attributed solely to individual
differences. Given the opportunity for an individual to participate socially, resources
should be invested in reducing barriers to and enhancing the factors that facilitate the full
participation and greater involvement of people disabled by health conditions or diseases

in day-to-day social interactions.

Future studies might aim to analyze and present information of same kind with similar
instruments on ex patients of CRP residing in their own environment (urban, semi-rural
and rural areas) from other parts of Bangladesh. As far as we know very few studies in
Bangladesh have contributed to the area of social setting that analyzes the impact of
environmental barrier. More studies can be conducted in future to validate the findings of

current study.
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Appendix I: Information sheet

I am Laxmi Paudel, student of M Sc. in Rehabilitation Science under Dhaka University,
BHPI, CRP, Savar of Bangladesh. Towards fulfillment of the course module it is
obligatory to conduct a research study. In this regard, I would like to invite you to take
part in the research study, titled “Factors related to social participation of persons with
disabilities at Center for the Rehabilitation of the Paralyzed”. The aim of the study is to
measure the social participation of persons with disabilities and its relationship with
sociodemographic, personal and environmental factors.

Your participation in this study is voluntary. If you do not agree to participate at
all, you can withdraw your support to the study anytime whenever you want, despite
consenting to take part earlier. There will be no change in this regard to participate or not
to participate in this study. Your answer will be recorded in this questionnaire which will
take approximately 30 minutes and will be kept highly confidential and private. You will
not be paid for your participation. Participation in this study might not benefit you directly.
This study will not the cause any risk or harm to you. Confidentiality of all documents
will be highly maintained. Collected data will never be used in such a way that you could
be identified in any presentation or publication without your permission. If you have any

question now or later regarding the study, please feel free to ask the person stated below.

Laxmi Paudel

M Sc. in Rehabilitation Science

BHPI, CRP-Chapain, Savar, Dhaka-1343
Cell Phone: 88-01323721456

Email: Laxmipaudel2052@gmail.com
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Appendix II: Institutional review board form

JRETA (TR AT 2P0 es ([Re2pPieiR)

N

awioesmy. Bangladesh Health Professions Institute (BHPI)

PROFESSIONS INSTITUTE (The Academic Institute of CRP)

Date: 07/09/9—019

Ref: CRP-BHPI/IRB/09/19/1322

To,

Laxmi Paudel

5™ Batch M.Sc. in Rehabilitation Science
Session: 2018-2019, Student ID 181180128
BHPI, CRP-Savar, Dhaka-1343, Bangladesh

Subject: Approval of thesis proposal “Factors Related to Social Participation of Person with
Disabilities at CRP” by ethics committee.

Dear Laxmi Paudel,

Congratulations.

The Institutional Review Board (IRB) of BHPI has reviewed and discussed your application to
conduct the above mention thesis, with yourself, as the Principal Investigator. The following
documents have been reviewed and approved:

S.N. Name of Documents
1. Thesis Proposal
2% Questionnaire (English and Bengali version)
3q Information sheet & consent form.

The study involves use of questionnaires including Participation scale (p-scale), Craig Hospital
Inventory of Environmental Factors short form (CHIEF-SF), Rosenberg’s Self-esteem scale to
identify the Factors related to social participation of persons with disabilities at CRP. That
may take up to 30 minutes to fill in the questionnaire or participate in the test. There is no
likelihood of any harm to the participants. The members of the Ethics committee have approved
the study to be conducted in the presented form at the meeting held at 10AM on 18 February,
2019 at BHPI.

The institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring in the course of the study, any revision in the protocol and patient information
or informed consent and ask to be provided a copy of the final report. This Ethics committee is
working accordance to Nuremberg Code 1947, World Medical Association Declaration of
Helsinki, 1964 - 2013 and other applicable regulation.

Best regards,
Muhammad Millat Hossain
Assistant Professor, Dept. of Rehabilitation Science

Member Secretary, Institutional Review Board (IRB)
BHPI, CRP, Savar, Dhaka-1343, Bangladesh

CRP-Chapain, Savar, Dhaka-1343, Tel : 7745464-5, 7741404
E-mail : principal-bhpi@crp-bangladesh.org, Web: bhpi.edu.bd, www.crp-bangladesh.org
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Appendix III: Permission letter

To, Date: 11/09/2019

The head of program
CRP-Savar, Dhaka-1343, Bangladesh

Subject: Application for granting permission for data collection.

Respected madam,

With due respect, I am Laxmi Paudel, student of M.Sc. in Rehabilitation Science program at
Bangladesh Health Professions Institute (BHPI)- an academic institute of CRP under Faculty
of Medicine, University of Dhaka (DU). This is a 2-year full-time course under the project of
"Regional Inter-Professional Master program in Rehabilitation Science" funded by SAARC
Development Fund (SDF). As required by course curriculum, I have to conduct a thesis
entitled, “Factors related to level of social participation of persons with physical
disabilities at CRP”, under the honorable supervisor, Dr. Kamal Ahmed, Former Associate

Professor, IHT, Mohakhali.

The study involves use of questionnaires including Rosenberg self-esteem scale, Participation
scale(P-scale), Craig Hospital Inventory of Environmental Factors (CHIEF-S) form for
determining the self-esteem, participation level, environmental barriers and personal
characteristics andthat may take upto 30 minutes to fill in the questionnaire. The participants
of my study are person with disabilities including staffs, students and patients present in CRP
and Gonakhbari at the time of data collection There is no likelihood of any harm to the
participants. Related information will be collected from the participants. Data collectors will

receive informed consent from all participants. Any data collected will be kept confidential.

I therefore, hope that you would be kind enough to accept my application and grant me 0/
permission to collect data to accomplish my research and thesis work. ‘j%o{\ W
Sincerely, o) M&ED\ S :ng\é\

\ &
. e~ S
Laxmi Paudel \W ’S(‘L% f«fg/b @

{
th Xb
MRS 5™Batch C\ & N
Student of M.Sc. in Rehabilitation Science (MRS) k,cf W\ Gdaf;::;f
V7 et e oo

BHPI, CRP, Savar, Dhaka-1343, Bangladesh @“‘,,@‘%o“‘:\\\&&"

COA

N

) -(/—f/,c—ff("\—aa" \)PC\O’(QA '\QP‘\,C " Factoss selated o SOC}G\ po‘r%lm“‘oé:yi;\gﬁ
hobre] & perton with disobthe, ot CRP.
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Appendix IV: Informed consent

I am Ms. Laxmi Paudel student of Masters in Rehabilitation Science, BHPI, CPR-
Chapain, Savar, Dhaka. I am doing a research on “Factors related to social participation of
persons with disabilities at Center for the Rehabilitation of the Paralyzed” which proposal
has been checked on and affirmed by the Ethics Review Committee of BHPI. This form
provides you information and invites you to be part of this research. You may discuss the
research with anyone you are comfortable with before making a decision to participate or
not. The instrument may contain certain words that may be difficult to understand. Kindly
don't delay to inquire from me anytime in the event, in situation having any inquiries or
need explanation.

Be guaranteed that every one of your answers are private and no data about the
examination will be distributed or published in any structure that would enable any person
to be recognized. All data is coded with the goal that you will stay anonymous. I might
want to get some information regarding personal details and health related details by having
face to face interview and will take about 15 minutes to gather the information according
to the questionnaire. It may not cause any physical or mental risk or harm during or after
participating this study. Participating in study is voluntary and you can generally quit from
the investigation if you wish.

This information given, my question to you is: “are you willing to participate”?

a) Yes

b) No
I have studied the above mention information, or it has been told and explained to me. I
have had the chance to pose inquiries about it and any inquiries that I have posed have been
offered an explanation agreeable to me. I agree voluntarily to participate as a participant in
this research.

NaAME: oot s

Signature: ...........cooiiiiiiiiL. Date: ..ooovviiiiiii
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Appendix V
Questionnaires : English Version
Socio-demographic questionnaire:
1. Age:
. Gender: C male {1 female

. Marital status: [Single. [Married. [1Divorced [1Widow

2
3
4. Education achievement till now:
5. Sample type:

[ Patient visiting CRP

[] Staff of CRP

[] Student of CRP

6. Current working status :

[ paid employment [CJself-employment - volunteering [Istudent

[ retired ] unemployed due to health [i‘
[ unemployed due to other reasons. 1]|
7. Working status before becoming disabled: #{

[ paid employment  [Jself-employment [ volunteering CJstudent _
3 retired }l
]

8. Family income per month

9. Medical diagnosis of the condition/type of disability: &

Spinal Cord Injury 3 i
Cerebral Palsy -

Clubfoot =

Status after amputation of upper extremity (-

Status after amputation of lower extremity C

Status after polio c
Status after stroke =
Rheumatoid arthritis [

other diagnosis (specify)

10. Time since development of disease/ disability
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11. Are you using any assistive device in your daily living? [ Yes CJ No
If yes please specify.

Crutches [, walking frame [1, wheelchair [J, other [J

12. Can you move around by yoursclf by these assistive devices:
- in your own house? [1 Yes (] No
- outside, in your neighborhood? | Yes [I No

13. Presence of co-morbidities [ Yes [ No

14. Are you engaged in regular exercise? [J Yes [ No

15. Are you a smoker? M Yes 11 No

16. Do you consume alcohol? [Yes [l No

17. What are your common leisure time activities?
Ureading, [J listening to music, [ talking with other persons, | watching tv,
{1 visiting others, [] not able to do anything, (] other, ....

18. How often do you share your opinion with others?

[J Frequently [] sometimes ] never
Please fill the below questionnaire if you are currently working or studying.

19. Is your immediate line manager/instructor aware of your disability?

O3 vYes CJNo 3 Unsure
20. Have your work/school accommodation/adjustment needs been met?
3 Yes CJ No

21. How do you get to work or school from where you live?
(1 Walking, [I wheeling, [1 being wheeled/pushed, [ per riksha, | per CRP

transport, [] per private car, [ ] other, ..........
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Rosenberg self esteem scale

Instructions: Below is a list of statements dealing with your general feclings about yourself.
If you strongly agree, circle SA. If you agree with the statement, circle A. If you disagree,
circle D. If you strongly disagree, circle SD.

e On the whole, I am satisfied with myself. SA A D SD
2% Attimes, I think [ am no good at all. SA A D SD
3 I feel that I have a number of good qualities. SA A D SD
4. I am able to do things as well as most other people. SA A D SD
5% 1 feel I do not have much to be proud of. SA A D SD
6.* 1 certainly feel uscless at times. SA A D SD
i I feel that I'm a person of worth, at least on an equal plane SA_ A D SD
with others.
8% I wish I could have more respect for myself. SA A D SD
9%  Allinall, I am inclined to feel that I am a failure. SA A D SD
10.  Itake a positive attitude toward myself. SA A D SD

Scores are calculated as follows:
« Foritems 1, 2,4, 6,and 7:
Strongly agree = 3 Agree = 2 Disagree = | Strongly disagree =0

« For items 3, 5, 8, 9, and 10 (which are reversed in valence):

Strongly agree = 0 Agree = 1 Disagree =2 Strongly disagree = 3

The scale ranges from 0-30. Scores between 15 and 25 are within normal range; scores

below 15 suggest low self-esteem.
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Craig Hospital Inventory of Environmental Factors (CHIEF) scale

First, please tell me how often each of the following has been a barrier to your own participation in the activities that matter to
you. Think about the past year, and tell me whether each item on the list below has been a problem daily, weekly, monthly,
less than monthly, or never. If the item occurs, then answer the question as to how big a problem the item is with regard to
your patticipation in the activities that matter to you,

1 (Note: if a question asks specifically about school or work and you neither work nor attend schoal, check not applicable)

ajgedjdde
ION
wapqoad
Gig
wiapqoid
ap

r
)
c
3@
o~
T T
<5

1. In the past 12 months, how often has the availability of
transportation been a problem for you? i
When this problem occurs has it been a big
prablem or a little problem?
2. In the post 12 months, how often has the natural
environment - temperature, terrain, climate - made it o O o] 0O 0
difficult to do what you want or need to do?
When this problem occurs has it been a big
problem or a little problem?
3. In the past 12 months, how of ten have other aspects of
your surroundings ~ lighting, noise, crowds, etc - made it @ oy ey 0 0
difficult to do what you want or need to do?
When this problem occurs has it been a big
problem or a little problem?
4. In the past 12 months, how often has the information you
wanted or needed not been available in a format youcanuse © © O O O
or understand?
When this problem accurs has it been a big
problem cr a little problem?
5. In the past 12 months, how often has the availability of
health care services and medical care been a problem for I s T o SR o R o
you?

When this problem occurs has it been a big
problem or a little prablem?
6. In the past 12 months, how often did you need somecne
else’s help in your home and could not get it easily?
When this problem occurs has it been a big
problem or a little problem?
7. In the past 12 months, how often did you need someone.
else's help at school or work and could not get it easily?
When this problem occurs has it been a big
prablem ar a little problem?
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8. In the past 12 months, how often have other people’s
attitudes toward you been a problem at home?
When this problem occurs has it been a big
problem or a little problem?
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Big

9. In the past 12 months, how often have other people's

attitudes toward yau been a problem at school or work?
When this problem occurs has it been a big
problem or a little problem?

10. In the past 12 months, how often did you experience
prejudice or discrimination?
When this problem occurs has it been a big
problem or a little prablem?

11. In the past 12 months, how often did the policies and
rules of businesses and organizations make problems for
you?
When this problem occurs has it been a big
problem or a little problem?

12. In the past 12 months, how often did government
programs and policies make it difficult o do what you want
or need to do?

When this problem occurs has it been a big
problem or a little problem?
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No

Participation Scale

Not specified, not

NSWer

Sometimes

Mo

Irrelevant, | don' t

NO problem

Small

Medium

Large

SCORE

Do you have equal opportunity as your peers to find work?

S ves

o

[if sometimes or no] How big a problem is it to you?

Do you work as hard as your peers do? (same hours, type of
work etc)

[if sometimes or no] How big a problem Is it to you?

Do you contribute to the household economically in a similar
way to your peers?

(if sometimes or no] How big a problem is it to you?

Do you make visits outside your village / neighbourhood as
much as your peers do? (except for treatment) e.g. bazaars,
markets

{if sometimes or no] How big a problem is it to you?

Do you take part in major festivals and rituals as your
peers do? (e.g. weddings, funerals, religious festivals)

[if sometimes or no] How big a problem is it to you?

Do you take as much part in casual recreational/social activities
as do your peers? (e.g. sports, chat, meetings)

[if sometimes or no] How big a problem is it to you?

Are you as socially active as your peers are? (e.g. in
religious/community affairs)

[if sometimes or no] How big a problem is it to you?

Do you have the same respecl in the community as your peers?

[if sometimes or no] How big a problem is it to you?

Do you have opportunity to take care of yourself
(appearance, nutrition, health, etc.) as well as your peers?

[if sometimes or no] How big a problem is it to you?

10

Do you have the same opportunities as your peers to start or
maintain a long-term relationship with a life partner?

[if sometimes or no] How big a problem is it to you?

"

Do you visit other people in the community as often as other
people do?

[if sometimes or noj How big a problem is it for you?

i |




o
S
| A 5 P
Participation Scale o §-
@ K =
= .= &
23 € -
o = o=l E
n = = = wl
5 2 IR T BN AN B
z Sl £l ajz |E2 2 El 2| 8] &
12 Do you move around inside and outside the house and around the 0 0
3 village / neighbourhood just as other people do?
[if sometimes or noj How big a problem is it to you? 1 2 3 3
In your village / neighbourhood, do you visit public places as often 0 0
as other people do? (e.g. schools, shaps, offices, market and
tealcoffee shops)
[if sometimes or no] How big a problem s it to you? 11 2(13]|5
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
in family discussions, does your opinion count? 0 / 0
T
[if sometimas or no] How big a problem is it to you? 1 2 3 5
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? : 112]13]|5
Are you comfortable meeting new people? 0 0
[if sometimes or no] How big a problem is it to you? 1121|135
18 |Do you feel confident to try to learn new things? 0 0
[if sometimes or noj] How big a problem is it to you? 11213 ]|5 J
Comment ‘ TOTAL \
Name:
Age: Gender:
Interviewer: Date of interview: o

Grades of participation restriction
5 significant restriction | “TWild reslfiction [ Moderate restricion | Tevere restriclion [ Extreme restriction
0-12 | 13-22 [ 73— 32 [ 33-52 [ 53— 00

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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