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Objective: To identify the predictors of community participa-
tion after spinal cord injury.
Design: Cross-sectional design.
Methods: A total of 139 persons with spinal cord injury 
living in the community completed 4 instruments: the Im-
pact on Participation and Autonomy (IPA-Thai version), 
the Craig Hospital Inventory of Environmental Factors 
(CHIEF-SF-Thai version), the Personal Resource Question-
naire (PRQ2000-Thai version), and a personal history ques-
tionnaire. Functional performance was assessed using the 
Functional Independence Measure (FIM) motor subscale.
Results: Participants comprised 79% males. Fifty-one per-
cent of variance in community participation was explained 
by social support, functional performance, age, and age at 
time of injury.
Conclusion: Key predictors of community participation 
were the availability of social support and the individual’s 
functional performance. These predictors should be empha-
sized when developing interventions in rehabilitation and 
community settings.
Key words: community participation; spinal cord injury; reha-
bilitation.
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INTRODUCTION

The ultimate rehabilitation outcome for persons with spinal 
cord injury (SCI) is to fulfil their social role and optimize 
community participation. However, many persons with SCI are 
restricted in these aspects due to individual and environmental 
factors. Previous studies have reported improved quality of life 
(QoL) and adjustment after SCI if community participation 
concerns are included during the rehabilitation process (1, 2).

Participation is defined by the International Classification 
of Functioning, Disability and Health (ICF) as a person’s 
involvement in a life situation (3). Recently, the concept of 
participation was expanded to include issues of active and 
meaningful engagement, choice and control, and access and 

opportunity (4, 5). Thus, the individual perspective of partici-
pation was highlighted in order to capture the experiences of 
people with disabilities. 

The ICF illustrates the dynamic interaction between health 
condition, body functions and structures, activities, participa-
tion, and contextual factors. In particular, participation is de-
scribed as being affected by impairments, activity limitations, 
environmental factors, and personal factors (3).

Impairments and activity limitations, and personal and envi-
ronmental factors that facilitate participation after SCI have been 
investigated in order to direct intervention as well as to promote 
optimal adjustment and enhanced quality of life (QoL). Impair-
ments and activity limitations that identify aspects of functioning 
also predict the amount of participation (6–8). However, reports 
regarding the impact of secondary complications and sexual 
problems on participation in persons with SCI are rare (1). 
These comorbid health conditions need to be explored in more 
detail in order to understand how they impact on participation.

Environmental and social support factors have been de-
scribed by Lund et al. (9) as having a greater impact than 
demographic or injury characteristics. In contrast, Scelza 
and co-workers (10) reported that environmental factors had 
only a small influence on participation, while family support, 
self-esteem, information support and coping style had a much 
greater impact. Compared with other factors, social support has 
been investigated extensively, with some reports suggesting 
its primary importance. 

Within the personal category, educational level was very im-
portant (2, 6), in addition to age at time of injury, level of injury, 
time since injury, chronological age, gender, marital status, and 
employment status (2, 6, 11–13). Although, these personal vari-
ables are not likely to be altered by rehabilitation, they must be 
recognized and addressed by the rehabilitation team.

In Thailand a high incidence of SCI prevails, particularly 
among young males (14). The Thai healthcare system designs 
rehabilitation services in hospitals and rehabilitation centres. 
Physical therapy and occupational therapy services are rou-
tinely incorporated into rehabilitation, but vocational and 
social training are seldom available. In addition, community 
participation and role fulfilment may be different for individu-
als with SCI in Thailand compared with other countries because 
of cultural factors, including environmental barriers, social 
support and government financial support (welfare) (8, 15, 16).
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Determinants of community participation for Thai individu-
als with SCI have not been investigated previously. Moreover, 
factors impacting on participation, assessed from the individual 
perspective, may differ from factors assessed from the societal 
perspective, as has been done in previous research. 

The aim of the present study was to identify factors influencing 
participation among persons with SCI in Thailand, using meas-
ures based on the concept of participation according to the ICF.

MATERIAL AND METHODS
Participants
Eligible participants comprised individuals who had sustained trau-
matic SCI at least one year previously, aged between 18 and 55 years, 
and had a neurological classification of SCI as tetraplegia or paraplegia 
American Spinal Injury Association (ASIA) grade A, B or C. Inclu-
sion criteria included that the person lived in the community, used a 
wheelchair as their primary mobility tool, did not have traumatic brain 
injury, and did not have depression, as determined by a score of 11 or 
less on the Thai version of the Hospital Anxiety and Depression Scale.

Instruments
Impact on Participation and Autonomy Questionnaire – Thai version 
(IPA-Thai version). The IPA assesses the degree of participation based on 
the ICF concept. This self-administered scale has 2 sections. Perceived 
participation in various life situations consists of 32 items in 5 domains: 
autonomy indoors; autonomy outdoors; family role; social life and rela-
tionships; and work and education. These are graded on a 5-point scale, 
from 0 (very good) to 4 (very poor). The problems experienced section 
includes 8 items: mobility; self-care; family role; financial situation; 
leisure; social life and relationships; work; and education. This section 
is graded on a 3-point rating, from 0 (no problem) to 2 (severe problem). 
All item responses are summed to provide the 2 domain scores. good 
reliability and validity have been demonstrated (17). 

The IPA-Thai version was translated following the guidelines for 
cross-cultural adaptation of self-report measures and tested for its 
psychometric properties. The IPA-Thai version showed good reliability 
and acceptable validity (18).

Craig Hospital Inventory of Environmental Factors Short Form – Thai 
version (CHIEF-SF–Thai version). The CHIEF-SF was used to assess 
the frequency and magnitude of perceived environmental barriers 
(19). This scale consists of 12 items with 5 subscales: physical and 
structural barriers; attitudinal and support barriers; barriers to services 
and assistance; policies; and barriers at work and school. Each item 
is scored by multiplying the frequency (range: never 0; daily 4) and 
magnitude scores (range: little problem 1; big problem 2) to yield a 
product or overall “impact” score. The final score is the mean value 
of the 12 items. A higher score demonstrates greater limitation due to 
environmental barriers. The CHIEF-SF-Thai version was translated 
following the guidelines for cross-cultural adaptation of self-report 
measures and tested for its psychometric properties. The reliability of 
this scale (Cronbach’s alpha) was 0.72 (20).

Personal history questionnaire. The personal history questionnaire 
comprises 4 parts: demographics; injury-related factors; secondary 
complications; and sexual problems.
• Demographic factors: chronological age (years), gender (male/

female), marital status (married/single, divorced, widowed), edu-
cational level (primary school or below/secondary school/college 
or above), and current employment status (employed/unemployed).

• Injury-related factors: age at time of injury (years), time since injury 
(years), and level of injury (tetraplegia/paraplegia).

• Secondary complication factors in the past 3 months: number of 
health problems including pain, spasticity, pressure sores, and bowel 

and bladder function. Answers were either present or absent and a 
total score comprised the number of complications presented.

• Sexual problems factor: presence or absence of the problem.

Functional Independence Measure (FIM-motor subscale). The FIM 
measures functional performance. The FIM-motor subscale consists of 
13 items: eating; grooming; bathing; dressing upper extremity; dressing 
lower extremity; toileting; bowel management; bladder management; 
transfer to bed, chair or wheelchair; transfer to tub or shower; transfer 
to toilet; walking or wheelchair propulsion; and stair climbing. Each 
item is measured on a 7-point ordinal scale (1 = total dependence to 
7 = total independence). The sum of all items is the final score, rang-
ing from 13 (total dependence) to 91 points (total independence) (21). 
Reliability and validity are well proven (21, 22).

Personal Resource Questionnaire–Thai version (PRQ2000-Thai ver-
sion). The PRQ2000 measures the perceived level of social support 
(23).The PRQ2000 contains 15 items rated on a 7-point Likert scale, 
from 1 (strongly disagree) to 7 (strongly agree). Scoring is the sum-
ming of items, with a range from 15 to 105. A higher score represents 
higher levels of perceived social support. The reliability of this scale 
in the present study was Cronbach’s alpha = 0.76.

Procedure
The study was approved by the ethics committee, Mahidol University 
Institutional Review Board. The initial participants were victims of 
drunk driving and members of the “Don’t Drive Drunk Foundation”. 
A snowball sampling technique was used to recruit other participants. 
Persons who met the criteria were invited to join the study. The purpose 
of the study was explained and informed consent was obtained. A trained 
physical therapist assessed functional performance using the FIM-motor 
subscale. Participants were asked to complete all questionnaires: the 
personal history questionnaire, the IPA-Thai version, the CHIEF-SF-
Thai version, and the PRQ2000-Thai version. Appropriate time was 
allowed in order to avoid mental fatigue, which might have influenced 
the answers. The participants completed the questionnaires at home or 
in a convenient location. The researcher met with the participants to 
check the completed questionnaire to ensure that the data was complete.

Data analysis
Statistical analysis was performed using SPSS version 17.0, and 
statistical significance was set at p < 0.05 level. Descriptive statistics 
were used to summarize the demographic data. Means and standard 
deviations were used for continuous variables and frequencies and 
percentages for categorical variables. Multiple regression analysis was 
employed for each of the participation outcomes, using a step-wise 
forward selection technique to identify the predictive variables. The 
criterion for adding a variable to the model was to select the inde-
pendent variable with the most significant probability of correlation 
(partial F statistic) and to recalculate the partial F statistic for the 
remaining independent variables; then, to continue to add independent 
variables until the probability of the partial F statistic for a new solu-
tion was above a maximum probability of 0.05. The primary outcome 
variable was the IPA total score, and supplementary analyses were 
performed for each of the IPA subscale scores. Independent variables 
were: demographic and injury-related factors; secondary complica-
tions; sexual problems; functional performance; social support; and 
environmental factors. A power analysis showed that a minimum of 135 
patients should be included in order to achieve 80% power, medium-
effect size (0.15) and a significance level of 0.05.

RESULTS

The 139 participants were mostly male paraplegics in their mid-
30s, with a mean time since injury of 10 years. The majority 
were not married, and most were employed, volunteered or 
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were students and had completed secondary education. Over 
90% reported at least 3 secondary complications (Table I).

Table II presents the results of regression analysis as R2 of 
the variables that explain the total score and 5 domain scores 
of the IPA. The highest percentage (51.3%) was explained by 
the PRQ2000, FIM score, age at time of injury, and current 
age. The 6 variables not included in the regression model 
were: gender, marital status, educational level, level of injury, 
secondary complication, and CHIEF-SF Thai-version score.

Four factors explained 50.6% of the variance in the IPA 
autonomy outdoor domain: PRQ2000 score, FIM score, sexual 
problems, and employment status. Models with both PRQ2000 
score and sexual problems predicted the social relationship 
domain score and the work and education domain score. 
Persons who reported being in employment tended to have a 
high participation score. However, educational level was not 
a predictor for participation in work.

Four factors: FIM score, PRQ2000 score, time since injury, 
and age at time of injury, explained the autonomy indoor and 
family role domain scores. These factors explained 45.7% of 
the variance in the autonomy indoor domain and 29.5% of the 
variance in family role. 

DISCUSSION

The predictors of community participation identified by the 
total participation and autonomy score among Thai persons 
with SCI in this study were: social support (PRQ2000); func-
tional performance (FIM); age at time of injury; and current 
age. This implied that persons with SCI who had greater so-
cial support, better functional performance, were injured at a 
younger age, and were currently older were more likely to have 
greater community participation. Social support and functional 
performance had the strongest impact on participation of the 
13 variables. Social support was the greatest contributor of all 
IPA subscale scores, except for the autonomy indoor subscale. 
Previous studies have revealed that social support helps people 
to develop confidence to cope with difficulties, creates a feel-
ing of autonomy, and motivates them to control their illness, 
which leads to appropriate coping. Support may help people 
with disabilities to relieve stress, by facilitating healthy be-
haviours (24, 25). The positive influence of social support was 
in accordance with other existing quantitative findings (9, 26). 
Song (26) found that family support had a positive impact on 
social integration in Korean persons with SCI. In a Swedish 
population of persons with SCI, Lund et al. (9) reported that 
access to social support was highly correlated with participa-
tion. These findings suggest that professionals should pay 
attention to social support needs sooner in the rehabilitation 
process in order to facilitate more successful participation. For 
example, family members may need to be instructed how to 
provide appropriate physical and emotional support in order to 
enhance the confidence needed for community re-integration, 
and continued social support mechanisms need to be in place 
in order for persons with SCI to be functional community 

Table I. Characteristics of spinal cord injury participants

Characteristics

Age, years, mean (SD)
Range

34.2 (8.4) 
18–55

Age at time of injury, years, mean (SD)
Range

23.5 (6.9)
3–46

Time since injury, years, mean (SD)
Range

10.6 (7.1)
1–38

gender, n (%)
Male
Female

110 (79.1)
29 (20.9)

Marital status, n (%)
Married
Single/divorced/widowed

34 (24.5)
105 (75.5)

Education level, n (%)
Primary school or below
Secondary school
College or above 

16 (11.5)
74 (53.2)
49 (35.3)

Employment, n (%)
Working (full-time/part-time/student/volunteer)
Not working (unemployed)

113 (81.3)
26 (18.7)

Level of injury, n (%)
Quadriplegia
Paraplegia

49 (35.3)
90 (64.7)

Secondary complications, n (%)
0
1
2
3
4
5
6
7

1 (0.7)
4 (2.9)
8 (5.8)

16 (11.5)
30 (21.6)
36 (25.9)
29 (20.9)
15 (10.8)

Sexual problem, n (%)
yes
No

66 (48.2)
71 (51.8)

SD: standard deviation.

Table II. Regression analysis

IPA variable Predictors R2

IPA Total PRQ2000
FIM
Age at time of injury
Age

0.513

IPA Autonomy outdoors PRQ2000
FIM
Sexual problem
Employment status

0.506

IPA Autonomy indoors FIM
PRQ2000
Time since injury
Age at time of injury

0.457

IPA Social and relationships PRQ2000
Sexual problem

0.415

IPA Work and education PRQ2000
Employment status
Sexual problem

0.376

IPA Family role PRQ2000
Age at time of injury
FIM
Time since injury

0.295

IPA: Impact on Participation and Autonomy Questionnaire; PRQ2000: 
Personal Resource Questionnaire; FIM: Functional Independence 
Measure. 
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participators. The effects of physical therapy management in 
encouraging family support, specifically emotional and so-
cial aspects, are not reported in the related literature. Further 
research is needed into this issue, regarding at what level it 
is available in Thai society, and how, when and by whom, it 
should be provided.

The functional performance assessed by the FIM was a 
facilitator to participation. People with a higher level of func-
tional performance were more likely to report a higher level 
of community participation, especially in the family role and 
indoor and outdoor autonomy. In the autonomy indoor domain 
measuring self-care activity, functional performance was a 
stronger predictor than social support. The autonomy indoor 
measure focuses on the individual’s perception of participation 
in daily activities. It assesses where, when and what equip-
ment and assistance they require. In addition, persons who 
cannot achieve their maximum potential or cannot take care 
of themselves (due to the level of their injury) also need social 
support. Rehabilitation, either as an inpatient or outpatient, 
should maximize functional ability in order to optimize com-
munity participation. 

In order to account for the functional differences between per-
sons with tetraplegia and paraplegia, an analysis was performed 
on the 2 groups. The results showed that social support explained 
the autonomy indoor domain in both groups. In Thailand, the 
length of hospital stay for SCI was relatively short (73 days). 
Most persons with SCI might not have achieved their optimal 
goal in terms of functional performance before returning home 
(14). The rehabilitation team and health insurance system should 
emphasize adequate rehabilitation time in order to maximize the 
potential of persons with SCI to participate in physical activity 
and society. Rehabilitation time includes access to outpatient 
facilities to achieve maximal functional outcomes. Interestingly, 
functional performance did not predict social life and relation-
ships, work and educational domains of the IPA. Anderson et 
al. also found similar results, and explained that beginning or 
maintaining social relationships and returning to education or 
work might be minimally influenced by physical function (6).

Persons with SCI who were injured at a younger age were 
more likely to have greater levels of participation. Whiteneck 
and colleagues (27) also reported that people with SCI who 
were injured at a younger age were more likely to report higher 
participation than those injured at an older age. Age at onset of 
injury has been reported to be a common predictor of long-term 
adjustment, and especially of productivity status (7). Previous 
studies have reported that individuals with SCI decreased com-
munity participation as their age increased (2, 11). However, in 
the present study we found that older persons showed greater 
community participation than younger persons. These conflict-
ing results might be due to the difference in age range in the 
different studies. The chronological age of SCI participants 
in the current study was relatively young compared with the 
other 2 studies. People with a longer time since injury, who 
were employed, and who did not report sexual problems were 
more likely to have better participation. People who reported 
no sexual problems may have maintained a better relationship 

with their spouse, thus influencing the individual’s emotional 
status. The influence of sexual problems on community par-
ticipation has rarely been mentioned in previous research. One 
study revealed that improving sexual function would enhance 
QoL (28). Spousal support and assistance facilitates com-
munity participation in the person with SCI. Addressing, and 
assisting with, sexual function after SCI should be an aspect 
of rehabilitation. However, this study had a greater proportion 
of participants with single/divorced/widowed status and par-
ticipants who responded “no” to the single question “Do you 
have a problem in sexual relationships? (yes/no)”. Therefore, 
their answers might depend on their perception of “having a 
problem or not”, and not depend on their marital status.

Some studies have shown that a higher level of education 
is related to greater participation and a higher rate of return to 
work (2, 29).This did not appear to be the case in the current 
study. Our findings were that over 80% of persons with SCI 
were employed, but only 35% had graduated from college. 
However, the employment measure included volunteering or 
being a student. The social context regarding employment for 
disabled people in Thai society may differ from that found 
elsewhere. Most disabled Thai people do not return to their pre-
vious work, but become lottery ticket vendors. They encounter 
discrimination in entering other employment due to negative 
social stigma about their potential employment performance.

Similar to the findings of other reports (6), gender and 
level of injury were not predictors of community participa-
tion. Interestingly, the environmental factors variable was not 
included in any of the predictive models. This variable may 
have less impact on community participation when considered 
in conjunction with the influence of personal factors, health 
status, and social support. People with SCI who reported a 
low level of participation may rarely go outside, and thus may 
not encounter environmental barriers. In contrast, people with 
high participation may have found ways to overcome the bar-
riers. Whiteneck et al. (27) also reported that environmental 
factors contributed less than 5% of the variance in community 
participation. It was anticipated that the environmental factors 
variable would be included in the predictors of community 
participation. The CHIEF-SF assessed environmental factors 
via the frequency and magnitude of perceived environmental 
barriers. Community participation, as measured in this study, 
was based on the definition in the ICF model of “involvement 
in a life situation”. The concept of involvement means being 
engaged or participating in an area of life, including indoor 
activities, but not requiring outdoor activities.

Previous studies have reported that secondary complications 
are important factors in QoL (30–32). An increased number of 
medical complications correlated with decreased community 
participation (1). However, the current results showed that 
secondary complications after SCI did not explain the level 
of community participation. This might be due to the fact that 
persons with SCI in this study, who reported secondary com-
plications, such as neurogenic bladder and bowel dysfunction, 
might already have adequate management. Thus, this might 
not impact on their participation ability. 
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Study limitations
In this study, subjects with SCI were recruited from an urban 
community; therefore, the results may not generalize to sub-
jects who live in rural areas, due to differences in environ-
mental accessibility. The snowball technique was used in the 
recruiting process, and this may introduce limitation in terms 
of participant variability. 

Conclusion
The present study found that the availability of social support and 
the individual’s functional performance level are key contributors 
to community participation in persons with SCI. Rehabilitation 
professionals and the families of persons with SCI therefore 
require a thorough understanding of, and focus on, the manage-
ment of these influential factors. These factors should be used 
in interventions in both rehabilitation and community settings in 
order to optimize community participation and the meaningful-
ness of life for each individual. The healthcare authorities must 
also understand these factors in order to improve the efficiency 
of rehabilitation services and social support for enhanced com-
munity participation of persons with SCI.

REFERENCES

1. Tonack M, Hitzig SL, Craven BC, Campell, Boschen KA, McGil-
livray CF. Predicting life satisfaction after spinal cord injury in 
Canadian sample. Spinal Cord 2008; 46: 380–385.

2. Whiteneck g, Tate D, Charlifue S. Predicting community rein-
tegration after spinal cord injury from demographic and injury 
characteristics. Arch Phys Med Rehabil 1999; 80: 1485–1491.

3. World Health Organisation (WHO). International Classification 
of Functioning, Disability. geneva: WHO; 2001.

4. Hammel J, Magasi S, Heinemann A, Whiteneck g, Bogner J, Rodri-
guez E. What does participation mean? An insider perspective from 
people with disabilities. Disabil Rehabil 2008; 30: 1445–1460.

5. Heinemann AW, Magasi S, Bode RK, Hammel J, Whiteneck gg, 
Bogner J, et al. Measuring enfranchisement: importance of and 
control over participation by people with disabilities. Arch Phys 
Med Rehabil 2013; 94: 2157–2165.

6. Anderson CJ, Krajci KA, Vogel LC. Community integration among 
adults with spinal cord injuries sustained as children or adolescents. 
Dev Med Child Neurol 2003; 45: 129–134.

7. Boschen KA, Tonack M, gargaro J. Long-term adjustment and 
community reintegration following spinal cord injury. Int J Rehabil 
Res 2003; 26: 157–164.

8. Dijkers MPJM, Yavuzer G, Ergin S, Weitzenkamp DE, Whiteneck 
gg. A tale of two countries: environmental impacts on social par-
ticipation after spinal cord injury. Spinal Cord 2002; 40: 351–362.

9. Lund ML, Nordlund A, Nygard L, Lexell J, Bernspang B. Percep-
tions of participation and predictors of perceived problems with 
participation in persons with spinal cord injury. J Rehabil Med 
2005; 37: 3–8.

10. Scelza WM, Kirshblum SC, Wuermser LA, Ho CH, Priebe MM, 
Chiodo AE. Spinal cord injury medicine. 4. Community reinte-
gration after spinal cord injury. Arch Phys Med Rehabil 2007; 
88: S71–S75.

11. Charlifue S, gerhart K. Community integration in spinal cord 
injury of long duration. NeuroRehabilitation 2004; 19: 91–101.

12. Krause JS, Sternberg M, Maides J, Lottes S. Employment after 
spinal cord injury: differences related to geograhic region, gende, 
and race. Arch Phys Med Rehabil 1998; 79: 615–624.

13. Whiteneck gg, Harrison-Felix CL, Mellick DC, Brooks CA, 
Charlifue SB, gerhart KA. Quantifying environmental factors: a 
measure of physical, attiudinal, service, productivity, and policy 
barriers. Arch Phys Med Rehabil 2004; 85: 1324–1335.

14. Kuptniratsaikul V. Epidemiology of spinal cord injuries: a study in 
the spinal unit, Siriraj hospital, Thailand,1997–2000. J Med Assoc 
Thai 2003; 86: 1116–1121.

15. Ditunno PL, Patrick M, Stineman M, Morganti B, Townson AF, 
Ditunno JF. Cross-cultural differences in preference for recovery 
of mobility among spinal cord injury rehabilitation professionals. 
Spinal Cord 2006; 44: 567–575.

16. Kennedy P, Lude P, Taylor N. Quality of life, social participation, 
appraisal and coping post spinal cord injury: a review of four 
community samples. Spinal Cord 2006; 44: 95–105.

17. Sibley A, Kersten P, Ward CD, White B, Mehta R, george S. 
Measuring autonomy in disabled people: validation of a new scale 
in a UK population. Clin Rehabil 2006; 20: 793–803.

18. Suttiwong J, Vongsirinavarat M, Vachalathiti R, Chaiyawat P. 
Impact on participation and autonomy questionnaire: psychometric 
properties of the Thai version. J Phys Ther Sci 2013; 25: 769–774.

19. Harrison-Felix C, The Craig Hospital Inventory of Environmental 
Factors. The Center for Outcome Measurement in Brain Injury. 
2001. [Cited 2009 Feb 4]. Available from: http://www.tbims.org/
combi/chief. 

20. Suttiwong J, Vongsirinavarat M, Vachalathiti R, Chaiyawat P. 
Influential factors in community participation among persons with 
spinal cord injury. Salaya: Mahidol University; 2012.

21. Ottenbacher KJ, Hsu y, granger CV, Fiedler RC. The reliability 
of the Functional Independence Measure: a quantitative review. 
Arch Phys Med Rehabil 1996; 77: 1226–1232.

22. Stineman Mg, Shea JA, Jette A, Tassoni CJ, Ottenbacher KJ, 
Fiedler R, et al. The Functional Independence Measure: tests of 
scaling assumptions, structure, and reliability across 20 diverse im-
pairment categories. Arch Phys Med Rehabil 1996; 77: 1101–1108.

23. Measuring social support: PRQ2000. [Accessed 2009 Nov 5]. 
Available from: www.montana.edu/cweinert/prq2000.pdf.

24. Cohen S. Social relationships and health. Amer Psychol 2004; 
59: 676–684.

25. Cohen S, Syme SL. Social support and health. Orlando: Academic 
Press; 1985.

26. Song H-y. Modeling social reintegration in persons with spinal 
cord injury. Disabil Rehabil 2005; 27: 131–141.

27. Whiteneck g, Meade MA, Dijkers M, Tate Dg, Bushnik T, Forch-
heimer MB. Environment factors and their role in participation and 
life satisfaction after spinal cord injruy. Arch Phys Med Rehabil 
2004; 85: 1793–1803.

28. Anderson KD, Borisoff JF, Johnson RD, Stiens SA, Elliott SL. The 
impact of spinal cord injury on sexual function: concerns of the 
general population. Spinal Cord 2007; 45: 328–337.

29. Schonherr MC, groothoff gA, Mulder gA, Schoppen T, Eisma WH. 
Vocational reintegration following spinal cord injury: expectations, 
participation and interventions. Spinal Cord 2004; 42: 177–184.

30. Barker RN, Kendall E, Amsters DI, Pershoude KJ, Hanies TP, 
Kuipers P. The relationship between quality of life and disability 
across the lifespan for people with spinal cord injury. Spinal Cord 
2009; 47: 149–155.

31. Post MWN, de Witte LP, van Asbeck FWA, van Dijk AJ, Schrijvers 
AJP. Predictors of health status and life satisfaction in spinal cord 
injury. Arch Phys Med Rehabil 1998; 78: 395–402.

32. Westgren N, Levi R. Quality of life and traumatic spinal cord 
injury. Arch Phys Med Rehabil 1998; 79: 1433–1439.

J Rehabil Med 47


