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Quality of life, social participation, appraisals and coping post spinal cord

injury: a review of four community samples
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Study design: Cross-sectional or psychotherapy, questionnaire.
Objectives: To examine the community needs of people with spinal cord injury (SCI) across
four European countries and to identify areas of unmet needs. It is intended that this
information will be of use to rehabilitation professionals in fostering greater social participation
among SCI individuals.
Setting: United Kingdom, Germany, Austria and Switzerland.
Methods: Self-report questionnaires were sent to 1000 people with SCI resident in the
community in the UK, Germany, Austria and Switzerland. Questionnaires measured current
needs, community integration, mood, appraisals, coping strategies, functional independence and
perceived manageability.
Results: Occupation, sexual activity and pain relief were areas indicative of highest community
needs in all four countries. Most participants were psychologically well adjusted and socially
integrated into the community. Well-addressed needs were skin management, wheelchair needs
and accommodation. Some differences that occurred in certain areas across the four countries
were found.
Conclusion: This study has highlighted that the main areas of unmet needs for a European
community sample of people with SCI includes levels of occupation, sexual activity and pain
relief. The findings will be of interest to those involved in rehabilitation of newly as well as long-
term injured people and demonstrate the need to consistently readdress such issues as part of a
person’s long-term rehabilitation in order to achieve and maximise effective social participation.
Spinal Cord (2006) 44, 95–105. doi:10.1038/sj.sc.3101787; published online 30 August 2005
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Introduction

Community needs of people with spinal cord injury (SCI)
‘Successful community integration can be defined as
being part of the mainstream of family and community
life, fulfilling normal roles and responsibilities and being
an active and contributing member of ones social groups
and society as a whole’.1 It is viewed as one of the key
goals of rehabilitation following an SCI and social
participation is also recognised by the World Health
Organisation as critical outcome following disability.2

Physical, psychological and social consequences of
acquiring an SCI are evident in both the acute and
chronic phases of the condition and have the potential
to influence reintegration into the community. Some
physical consequences pose a lifelong and disruptive
health risk. Pressure sores have been reported at the

rates of 33% in a community-based sample of 100 men
and 40 women examined at a single time point,3 10% in
a sample of patients at each of three time points in their
first, third and fifth year postinjury4 and 23% in
survivors between 20 and 45 years postinjury,5 indicat-
ing that this complication remains a long-term chal-
lenge. SCI is also associated with increased severity and
frequency of bowel dysfunction compared with the
general population.6 In a study of individuals who had
been injured for at least 20 years, 42% reported
constipation, 35% reported gastrointestinal pain and
27% complained of bowel accidents.6 A range of bowel
problems were reported by 50% of outpatients with
chronic SCI, and bowel function was reported to be a
significant source of distress in 54% of these patients in
a study by Glickman and Kamm.7 Urinary tract
infections (UTIs) have been found to be another major
problem. Sapountzi-Krepia, Soumalis and Papadakis8
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found that 82% of a sample of paraplegics living in
Athens stated that they had at least one UTI during
their stay at home following discharge. Chronic pain has
also been found to be prevalent in people with SCI who
live in the community, with 82% of people reporting
persistent, bothersome pain at some time after dis-
charge, many with pain that frequently interferes with
daily living.9 These medical complications are only a few
of the wide-ranging ongoing physical health needs of
people with SCI, who are living in the community and
highlights the need for ongoing consideration of the
physical needs of people with SCI. Such physical health
problems can cause disruption to lives and may have
negative effects on psychosocial functioning.

A ‘need’ may be conceptualised as a circumstance
requiring a course of action, want or requirement. The
need to attend to psychological needs in the community
has been indicated.10,11 In samples of spinal cord injured
persons living in the community, psychological pro-
blems have been shown to be present at varying rates.
Depressive symptomatology has been reported in
31%,12 mild depression in 45% and evidence of clinical
depression in 15%,13 and longitudinal studies have
shown depression and anxiety to be prevalent across
time.10,14 The psychological consequences of SCI have
been shown to influence people’s interaction within the
social environment.12,13,15 The psychological needs
following SCI are therefore of ongoing concern post-
discharge and appropriate psychological care needs
to be available within both SCI rehabilitation and
community settings.10

In terms of social participation, the social conse-
quences of SCI produce changes in an individual’s
social roles and interactions, resulting in need in
several areas.16 In a study examining the unmet needs
of people with SCI living in the community, a high or
very high need relating to employment was reported by
22% of the sample.17 Results from such studies vary
due to many factors, for example, the characteristics of
the sample and the definition of employment used.
However, re-employment rates have been reported as
ranging from 14 to 44%.18 Therefore, on the whole,
work can be concluded to still be an elusive goal for
many,16 highlighting the need for vocational rehabilita-
tion and careers support to help individuals return to
work.19,20

Related to low re-employment figures is the reported
need for financial support by people with SCI, living in
the community. In a study by Johnson et al,4 financial
limitations were reported by 25% of their sample and
comprised the largest category of nonmedical secondary
complications. However, given the vital importance
of money in paying for home adaptations, equipment
and care when necessary, Johnson may be inaccurate in
referring to financial limitations as a ‘secondary
complication’. Many people with SCI will be dependent
for long periods on welfare benefits and due to the
complexity of the administration process, may receive
substantially less than their entitlement. Thus, there is a
need for professional advice on these issues.21

Mobility needs in the community can be high4,17 and
can have a wide-ranging effect on a person’s ability to
live in the community. According to previous research,
impaired mobility is related to unemployment,22 in-
creased secondary conditions23 and loneliness and low
self-esteem.24 The mobility of people with SCI has been
acknowledged to be limited due to transport problems,
preventing people from increasing their presence in the
community.25

Family and personal relationship needs postdischarge
have been reported to be met to varying degrees. Needs
regarding close relationships with a spouse/partner and
child-rearing have been identified as being unmet,
although the importance placed upon these needs have
varied between studies.5,11 Unmet needs for peer recrea-
tion and peer support groups have also been found.26

Despite agreement in the literature about the existence
of some of the above areas of need postdischarge,
agreement about the general level of need and conse-
quently support required by people with SCI living in the
community is harder to find. Contrasting studies indicate
that, on the one hand, relatively large proportions of
their community-based samples have no significant
medical or psychosocial problems,27 while others report
a diversity of need found in fairly high percentages of
people studied, and suggest the need for multidisciplin-
ary outreach teams.17 Accurate measurement to assess
individual need in the community is critical.

Measurement of community needs
Major components of social participation are: home and
family roles and activities, other productive roles (work,
school and volunteering), social networks, leisure
activities, mobility and economic self-sufficiency.1 If
social participation is considered to be the major aim of
outpatient rehabilitation,1 the extent to which indivi-
duals with disabilities lack integration into each of these
aspects of life can be considered to constitute a need.
Measuring peoples’ level of social participation can
therefore be used to identify community needs. Very few
instruments have been designed to measure social
participation comprehensively and even fewer are
directly related to the SCI population.

The emphasis when measuring rehabilitation outcome
has previously been on measures of impairment and
disability to the neglect of handicap outcomes,28 or the
closely related concept or community or social integra-
tion. The Craig Handicap Assessment and Reporting
Technique (CHART) focuses on objectively measuring
handicap and is the most commonly used measure in
research with people with SCI. In its various forms it has
been used in multiple studies. As a measure of societal
functioning, or how well individuals are reintegrated
back into the community,5 it has been used to
investigate the relationships between handicap and
depression,12 secondary conditions,4 life satisfaction,29

and physical activity30 among others.
Quality of life (QOL) can be conceptualised as a

global subjective assessment of well-being. Assessment
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of an individual’s satisfaction with their health, family
relations, friendships, employment and finance, as well
as sexual life and leisure time31,32 is often used to assess
subjective QOL.33 Social role functioning and inter-
actions with family and friends are likely to be of high
significance to an individual;34 therefore, measures of
QOL cover content similar to the core aspects of social
participation measures (ie role performance and social
relationships)1 Due to their relevance to social partici-
pation and handicap, subjective QOL measures can
therefore also be considered when assessing community
needs.

The research literature reports that various needs
remain prevalent in persons with SCI postdischarge4

and the provision of support in terms of medical follow-
up, treatment of complications, and education of the
patient and the family does not cease on discharge.20 In
order to provide continuing care following inpatient
treatment, the identification of needs is essential. The
needs of people with SCI living in the community can
be viewed in terms of the success with which they
participate socially, the level of handicap they experi-
ence and by identifying areas of life (roles, activities
and relationships) in which they are disadvantaged
in comparison to peers of the same age, gender and
culture. The present study will use both objective and
subjective instruments to measure QOL, social partici-
pation, cognitive appraisals and coping strategies of
people with SCI residing in the community and will
compare the results across four European countries.

Methods

Participants
Participant data were selected from the database of
Manfred Sauer GmbH division Rolli Moden, a depart-
ment that makes disability aids. It is felt that this client
database is comparable to the population sample of
Kennedy et al’s35 longitudinal study. Questionnaires
were sent to selected participants with SCI who resided
in Germany (400), the UK (300), Switzerland (150) and
Austria (150).

Materials
(i) Demographics

There were 10 questions to obtain personal details
such as date of birth and marital status, injury
characteristics including cause, date, level and complete-
ness of injury, as well as information on place of
rehabilitation and employment status.

(ii) Current needs
A specially designed questionnaire (reviewed by an

SCI expert panel) was used to identify the extent to
which current needs were being addressed in the
following areas: activities of daily living, sense of control
over life, management of bowels and bladder, skin
management, sexual activity, transfer ability, adjust-
ment, pain relief, wheelchair needs, personal develop-

ment, social activities, employment, recreation,
relationships, emotional well-being, life goals and
accommodation. Responses were made on an 11 point
scale (0¼ not at all; 10¼ fully achieved). Participants
were also asked which of the following resources were
most likely to meet their needs; (a) readmission to SCI
centres, (b) admission for general rehabilitation care, (c)
home-based treatment and rehabilitation, (d) admission
to a specialist SCI training centre with psychological
and physiotherapeutic care, (e) psychological support
and development, (f) general health spa, (g) employment
training. Participants were asked to select any of the
above which they felt applied to them.

(iii) The Craig Handicap Assessment and Reporting
Technique36

This measure quantifies individual handicap in terms
of five areas: physical independence, mobility, occupa-
tion, social integration and finances. The CHART36 has
been shown to be reliable, with test–retest correlations
from 0.80 to 0.95 for the subscales and 0.93 for the
total score. It has also shown to be valid, successfully
differentiating between groups of subjects globally
evaluated by rehabilitation professionals as having
high or low levels of handicap.36 The CHART was
applied to a non-US setting through converting the
currency in accordance with instruction from authors of
the scale.

(iv) Life Satisfaction Questionnaire (LSQ)37,38

This measure provides a subjective interpretation of
QOL, producing ratings of individuals’ satisfaction with
life as a whole and in eight other specific areas: self-care,
leisure, vocational and financial situations, family life,
partnership relations, sexual life, and social contact with
friends. Answers could be allocated to one of six
categories: 1¼Very dissatisfying, 2¼Dissatisfying,
3¼Rather dissatisfying, 4¼Rather satisfying,
5¼ Satisfying, 6¼Very satisfying. Taking into consid-
eration, the typical QOL instrument criteria (ie relia-
bility, validity, responsiveness, interpretability,
practicality and cross-country applicability),39 it has
been found that the LSQ40 is a satisfactory QOL
measure. Previous research has used this measure with
people with disability including patients with stroke,37

multiple sclerosis,41 and other physical disabilities42

including SCI.38 The LSQ has previously been used in
studies with persons with SCI living in the community38

for which a Cronbach’s alpha of 0.74 was obtained.
(v) Hospital Anxiety and Depression Scale (HADS)43

This scale provides a brief state measure of anxiety
and depression enabling detection of clinical cases and
assessment of severity without contamination of scores
by reports of physical symptomatology. It has been
found to perform well in various adult medical
populations.44,45 A review of papers assessing the
validity of the HADS indicated that it has good
psychometric properties, with internal consistency vary-
ing from 0.68 to 0.93 (mean¼ 0.83) for the HADS-A
and between 0.67 and 0.90 (mean¼ 0.82) for the HADS-
D. Its concurrent validity has been established with
other commonly used questionnaires ranging from 0.49
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to 0.83 (mean¼ 0.66).45 A psychometric evaluation of
the HADS in a sample of 985 adults with an SCI46

found the internal consistency for the HADS-A to be
0.85 and 0.70 for HADS-D.

(vi) Appraisal of Life Events Scale (ALE)47

This scale consists of a checklist of 16 adjectives
designed to elicit respondents’ cognitive appraisals of
stressful life events in terms of threat (6 adjectives),
challenge (6 adjectives) and loss (4 adjectives). Partici-
pants rated their responses on a six-point scale (0¼ not
at all to 5¼ very much) to indicate the extent to which
each of the adjectives described their perceptions of their
current circumstances. The maximum score for the
threat and challenge subscales was 30 and for the loss
subscale, the maximum score was 20. This scale has been
shown to have adequate factor structure, good test–
retest reliability (ranging from 0.48 to 0.90), acceptable
internal reliabilities (ranging from 0.75 to 0.91), and
construct validity.47

(vii) Spinal Cord Lesion Related Coping Scale (SCL-
RCS)48,49

This scale was developed specifically for use with
individuals with SCI to explore coping processes. It
consists of 12 items measuring the utilisation of three
coping strategies: acceptance (4 items), fighting spirit (5
items) and social reliance (3 items). The scale has good
psychometric properties, with item internal validity
correlations ranging from 0.44 to 0.64 and internal
reliability coefficients ranging from 0.72 to 0.79 for the
three strategies. It is part of a larger scale, the SCL CO-
24, which also includes a scale to measure psychological
outcome in terms of three variables: helplessness,
intrusion, and personal growth.

(viii) Functional Independence Measure (FIM)50

This disability measure assesses degree of indepen-
dence in activities of daily living in each of six areas of
function: self-care, mobility, sphincter control, locomo-
tion, communication and social cognition. The 18 items
of the FIM are scored from 1 (total assistance is
required from someone else to achieve the task) to 7
(total independence). It has been widely used in the SCI
population10 and has a good psychometric profile with
an internal consistency coefficient of 0.91–0.92 for the
total scale and item-total correlations ranging from 0.33
to 0.81 when used with this group.

Procedure
The questionnaires were sent out to people whose names
were recorded on the database of Manfred Sauer GmbH
division Rolli Moden. A letter was included explaining
the purpose of the study. Questionnaires sent out to
Germany, Austria and Switzerland were translated into
German. The original language of the questionnaire was
English and a double backward translation method
was used to establish semantic equivalence. Follow-up
reminders were sent to the participants 2 weeks after the
questionnaires had been distributed. The study was
conducted in accordance with local research ethics
research governance requirements.

Data analysis
Data were analysed across the whole sample and
differences were investigated between the four different
countries, using significance tests where appropriate.

Results

Response rate
The overall response rate was 35%. There were 171
responses from participants resident in Germany,
accounting for 49% of the returned sample, 44
questionnaires were completed by people resident in
Austria (12% of the returned sample), 27 responses
(8%) were from Switzerland and 108 (31%) were from
the UK. The individual response rates from the four
participating countries of Germany, UK, Austria and
Switzerland was 43, 36, 18 and 29%, respectively.

Demographics
Across the whole sample, the mean age was 49 years
(SD¼ 12.1, range 15–76 years). This reflected the mean
age across the four countries, the average age being 49
(SD¼ 11.7) in Germany, 51 (SD¼ 11.3) in Austria, 48
(SD¼ 12.5) in Switzerland and 48 (SD¼ 13.0) in the
UK. Across the whole sample, the ratio of males to
females was approximately 4:1 (277:72). This ratio was
found in the UK sample. However, the ratio of
males:females in Germany (130:41) and Switzerland
(20:7) was roughly 3:1 and in Austria this was increased
to approximately 8:1 (39:5).

The majority of participants (60%) were married or
living with a partner. A total of 102 (29%) were single
and 31 (9%) were divorced or separated. For those
participants who were divorced, all, except one had
become divorced or separated postinjury. Three people
(1%) were widowed. The pattern of marital status of the
whole sample was roughly replicated in Germany,
Austria and the UK but differed slightly in Switzerland
where 56% were single and 44% were married.

Across the whole sample 152 (43%) people had been
injured in an RTA (road traffic accident), 51 (15%)
people by an accident at work, 30 (8%) by a fall, 53
(15%) through a sporting accident, six (2%) due to
medical treatment, 33 (9%) due to illness and 29 (8%)
had been injured due to other reasons. Figure 1 shows
these demographics across the four countries.

Participants had been injured, on average, for 21
years (SD¼ 11.2, range 1–59 years), which was repre-
sentational across the four countries. On average, the
participants from Germany, Austria, Switzerland and
the UK had been injured for 22, 20, 23 and 19 years,
respectively.

Across the whole sample, 160 (48%) participants
were classified as having complete paraplegia, 31 (9%)
participants had incomplete paraplegia, 84 (25%)
participants had complete tetraplegia and 58 (18%)
participants had incomplete tetraplegia. This pattern
was roughly shown for the four countries except the UK
where there were a greater proportion of participants
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with complete tetraplegia. Across the whole sample, 147
(46%) participants were injured at the cervical level, 152
(47%) participants at the thoracic level and 23 (7%)

participants at the lumbar level and one (0.3%) at the
sacral level. Examining data across the countries, for
Germany, Switzerland and Austria, the percentage of
participants with a cervical injury ranged from 36 to
42% and the percentage of participants with a thoracic
injury was greater, ranging from 51 to 60%. In the UK,
there were more participants with a cervical injury
(58%) than a thoracic injury (32%).

Just over half of the participants (185, 52%) were
currently in paid or voluntary employment. Figure 2
shows the percentages across the different countries.

Current needs
The extent to which different needs are addressed across
the whole sample is presented in Figure 3.

Across the whole sample, sexual activity had the
lowest mean score of 4.01 (SD¼ 3.66), followed by
employment (5.58, SD¼ 3.77) and pain relief (5.94,
SD¼ 3.17). The three needs least met in Austria,
Switzerland and Germany were sexual activity, employ-
ment and pain relief. Participants from the UK
indicated that sexual activity and employment were
not being adequately addressed but also indicated
that recreation and pain relief were poorly addressed
needs.

In total, 72% of participants (252) stated that they
were satisfied with their current life circumstances. A
residential SCI training centre with specialist psycholo-
gical and physiotherapeutic care was seen the treatment
most likely to meet participants’ needs (23% of
responses). This was closely followed by a general health
spa, which was indicated by 22%. Home-based treatment
and rehabilitation was the treatment of choice for 20% of
responses, and 17% of responses indicated psychological
support and development. Admission for general reha-
bilitative care accounted for 10% of responses. Employ-
ment training and readmission to an SCI rehabilitation
centre accounted for only 4 and 3%, respectively. There
were no significant differences between countries except
for one treatment, specialist SCI residential training with
psychological and physiotherapeutic care. The majority
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of German participants (69%) stated that this treatment
would meet their needs, whereas only 16% of Austrians
and less than 10% of Swiss (5%) and British (9%)
participants indicated this to be the case. The resources
reported as most likely to meet participants needs across
the whole sample are presented in Figure 4.

Craig Handicap Assessment and Reporting Technique
The mean score for each subscale was calculated and
presented in Table 1.

A Kruskal–Wallis test revealed significant differences
between the mean scores across the countries for the
subscales, physical independence and economic self-
sufficiency (Po0.01) and social participation (Po0.05).
Participants from the UK indicated significantly less
physical independence and social interaction but
significantly greater economic self-sufficiency.

Life Satisfaction Questionnaire
Tests of significance only found a significant difference
between countries for the domain, satisfaction with
leisure situation. Looking at the percentages of those
who were dissatisfied and satisfied, it appeared that
respondents from the UK were considerably more
satisfied with their leisure situation than respondents
from the other countries.

Hospital Anxiety and Depression Scale
A w2 test compared the anxiety subscale with the
depression subscale. Significant differences were found

(Po0.01) between the scores across the whole sample
for both anxiety and depression. Over two-thirds of
respondents showed normal levels of anxiety and
depression. These figures were significantly lower for
mild, moderate and severe levels of anxiety and
depression. When comparing levels of anxiety and
depression directly, there was a greater percentage of
respondents indicating mild, moderate or severe anxiety
in comparison with the percentage of respondents
indicating such levels of depression. However, the
percentages indicating mild, moderate or severe levels
of anxiety and depression were low overall.

A Kruskal–Wallis test showed that there were
significant differences (Po0.01) between the number of
people exhibiting normal, mild, moderate and severe
depression and anxiety across the different countries.
Comparing the data across the four countries, it seems
that a greater percentage of participants from the UK
indicated anxiety and depression at the moderate level,
suggesting that UK participants were experiencing
slightly higher levels of anxiety and depression than
participants from other countries.

Appraisal of Life Events Scale
Across the whole sample, the mean scores for the threat,
challenge and loss scales were 5.81 (SD¼ 6.39), 15.82
(SD¼ 6.89) and 4.04 (SD¼ 4.40), respectively.

A Kruskal–Wallis test showed that there was a
significant difference (Po0.01) between the mean scores
across the different countries for the challenge and loss
subscales. The challenge subscale showed substantial
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Table 1 Mean scores for the CHART subscales

Mean (SD) Physical independence Mobility Occupation Social interaction Economic self-sufficiency

Germany 85.84 (20.14) 90.04 (15.19) 67.69 (31.15) 91.80 (17.86) 76.81 (37.42)
Australia 85.86 (22.67) 83.85 (20.91) 65.13 (33.47) 91.93 (17.77) 65.97 (40.16)
Switzerland 88.51 (20.85) 89.24 (14.19) 67.13 (24.24) 91.96 (17.30) 65.38 (42.47)
UK 66.32 (32.84) 83.86 (19.12) 64.24 (33.79) 85.79 (21.33) 83.95 (30.49)

Total 78.92 (27.34) 87.30 (17.37) 66.26 (31.68) 89.91 (19.12) 76.78 (36.61)
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differences. Swiss respondents gave, on average, higher
scores than the respondents from the three other
countries. For the loss subscale, distinct differences were
apparent between the mean scores given from the
respondents from the UK who indicated greater loss
than participants from the other countries.

Spinal Cord Lesion Related Coping Scale
The mean scores for the three scales of acceptance,
fighting spirit and social reliance were 3.23 (SD¼ 2.38),
4.22 (SD¼ 2.27) and 2.81 (SD¼ 2.05).

A Kruskal–Wallis test found that there were sig-
nificant differences between the different countries’
scores for each subscale. The respondents from the
UK showed less acceptance and fighting spirit and
greater social reliance. Austrian respondents showed the
greatest degree of acceptance whereas German and
Swiss respondents showed the highest (and almost
equal) degree of fighting spirit and lowest levels of
social reliance. Mean scores for SCL RCS subscales for
each country are presented in Table 2.

Functional Independence Measure
The mean score for the motor scale was 63.57
(SD¼ 24.54) and the mean score for the cognitive scale
was 33.75 (SD¼ 4.05) and the mean score for the total
score was 97.30 (SD¼ 25.6). The mean total score was
slightly less than that found in previous research,10

which found that total FIM scores remained relatively
stable at around 105 between 1 month and 2 years
postdischarge. The mean time since injury in the present
study was 21 years, thus it is expected that the
participant sample would be comparatively older in
the current study and therefore the total FIM score
would likely to be less. Mean total FIM scores for each
country are presented in Table 3.

A Kruskal–Wallis test found no significant differences
between the scores across the four countries for the
cognitive, motor or total FIM scales.

Discussion

This study examined aspects of QOL, mood, life
satisfaction, coping and perceived needs in a community
sample of people with SCI from four European
countries. Generally, while participants are well inte-
grated into the community, this was not reflected in all
areas, such as occupation and economic self-sufficiency.
It was found that participants were psychologically
well-adjusted, indicating normal levels of anxiety and
depression, exhibiting positive psychological reactions
to their circumstances and using effective coping
strategies. The needs identified as being addressed least
satisfactorily were in the areas of occupation, sexual
activity and pain relief.

The overall demographics of this community sample
were similar across the four European countries, with
only marital status, cause of injury and employment
status showing significant differences. This community
sample is comparable to that of previous research
conducted in the UK51 and Switzerland52 in terms of
demographics and injury characteristics. Highest per-
ceived needs were associated with sexual activity, pain
relief and employment. Such dissatisfaction with em-
ployment needs was reflected in the CHART36 scale,
where it was found that occupation scored the lowest
mean score (66.31) and only just under a quarter of
participants (25%) scored the maximum score of 100.
This suggests that, with respect to occupation and
employment, full social participation was limited for the
majority of participants. The occupation subscale of
the CHART36 showed this to be the lowest degree of
community integration across all four countries. Eco-
nomic self-sufficiency also showed low levels of social
participation, although participants from Germany and
the UK indicated significantly higher levels than
Austrian and Swiss participants, a factor possibly
related to how health services are funded and conse-
quently how much the individual may have to pay for
health care.

Participants were most satisfied with their family life,
contact with friends and acquaintances and relationship
with their partners. In total, 70% of participants were
dissatisfied with their sexual lives, an area that was
clearly not being addressed. Participants’ leisure situa-
tion and ability to manage their self-care did not elicit
such strong views but still, just under half of the
participant sample were dissatisfied with these two life
domains. Comparing the results across the countries,
significant differences were found for only one domain,
participants’ leisure situation. Participants from the UK
were considerably more satisfied with their leisure
situation than respondents from the other countries.

Table 3 Mean FIM scores

Germany Austria Switzerland UK Total

Mean (SD) 99.47 (23.726) 99.95 (27.410) 96.96 (25.987) 92.83 (27.031) 97.29 (25.511)

Table 2 Mean scores for SCL RCS subscales

Mean (SD) Acceptance Fighting spirit Social reliance

Germany 13.15 (2.25) 17.05 (2.25) 8.08 (2.11)
Austria 13.69 (2.36) 16.69 (2.92) 8.47 (2.43)
Switzerland 12.72 (2.92) 17.08 (2.12) 8.38 (2.32)
UK 11.94 (2.78) 16.27 (2.42) 9.00 (1.75)

Total 12.81 (2.56) 16.76 (2.40) 8.44 (2.09)
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Just under 45% of participants were dissatisfied with
their employment situation.

Satisfaction with different life domains for people
with SCI has been previously investigated. It has been
found that pain relief is a common health-related issue
for people with SCI. Anke et al53 stated that 46% of the
sample ‘developed pain of moderate or severe intensity’,
a figure echoed by others who state that chronic pain
is prevalent in 25–45% of people with SCI.54,55 The
importance of effective pain relief for people with SCI
is highlighted in a study conducted by Putzke et al.56

It was found that pain in individuals with SCI had
a ‘consistent detrimental impact on functioning across
multiple QOL domains’ and chronic pain was a ‘major
factor that complicates adjustment and compounds the
individual’s sense of burden’. A further study by Putzke
et al57 found that people developing pain between 1 and
2 years postinjury reported decreased life satisfaction,
physical health and mental health and those that
experienced an improvement in pain relief reported an
increase in those domains. Interestingly, a change in
pain interference did not result in a change in people’s
self-reported handicap.

Sexual needs of people with SCI have previously been
examined by White et al.58 A sample of 40 females
resident in the community ranked 11 areas of their life
in terms of importance and satisfaction. Sex life was
ranked 10th in terms of both importance and satisfac-
tion. It was found that compared to a previously studied
male group, the women had distinctive needs that were
not being addressed.

Although figures do vary, dissatisfaction with em-
ployment and occupation status has been previously
acknowledged by Creek et al,59 who found that in a
British sample only 50% were in employment 5 years
postinjury, compared to an employment figure of 97%
at the time of injury. Employment satisfaction is a
crucial factor in a person’s rehabilitation and it has
been stated that employment is ‘a useful definition of
successful rehabilitation’.51

When asked what treatment would most likely to
address the participants’ needs, the most frequent
answer, which accounted for 23% of responses was
residential training in a specialist SCI centre with
psychological and physiotherapeutic care. Readmission
to an SCI rehabilitation centre, treatment which the
majority of participants would have likely to have
received when they were initially injured, accounted for
only 3% of responses. It appears that the majority of
participants believe that specialist treatment or home-
based care rather than general rehabilitation would meet
their needs.

Analysis of the ALE scale demonstrated that across
the whole sample, participants gave low scores for threat
suggesting that participants were not appraising their
environment as anxiety provoking (ie physically harmful
and hostile). Participants across the whole sample gave
high scores for the challenge subscale (Swiss participants
gave significantly higher scores than other participants)
indicating that they perceive their environment as one

that they can learn and develop from (eg informative
and stimulating). Overall, low scores were given for loss,
although participants from the UK gave significantly
higher scores, suggesting that the degree to which
participants from the UK perceive their current
circumstances as depressing was higher than partici-
pants from the other countries. Given that the
participant sample indicated low appraisal scores for
threat and loss and high appraisal scores for challenge, it
could be inferred using the Lazarus and Folkman’s60

model of stress, that the participants are showing
evidence of positive psychological reactions.

Previous research has indicated that the way in which
the environment is appraised and the type of coping
strategy used is related to some degree.61 Ferguson
et al47 demonstrated that avoidance and emotion-
focused coping (as measured by the Endler and
Parker’s62 Coping Inventory for stressful situations)
was associated with increased threat and loss appraisals
(as measured by the ALE scale) and task-focused coping
was positively associated with challenge appraisals, but
this did vary according to the situation.

Across the whole sample, results indicated that
participants utilised fighting spirit and acceptance
coping strategies more than social reliance. Examining
the degrees to which different countries utilised each
coping strategy, it was found that participants from the
UK showed less acceptance and fighting spirit and
greater social reliance. This suggests that fewer of the
participants from the UK were accepting their situation
or approaching it with a fighting spirit, in comparison to
participants from other countries. The higher social
reliance scores indicated that more participants from the
UK seemed to be externalising the control for stressors
to other people or relying on bridging the gap between
situational demands and their own personal capa-
city,48,49 in comparison to participants from other
countries.

SCL-related coping factors such as the three factors of
the ALE scale have been shown to predict psychological
outcome in SCL.48,49 Acceptance has been shown to be
particularly associated with less psychological distress
and more positive morale, whereas the coping factor of
social reliance has been shown to be related to increased
psychological distress. Elfström et al48,49 offer an
explanation, suggesting that low acceptance involves
externalising control, and that ‘elevated control attribu-
tions have been associated with higher levels of
psychological distress’. Fighting spirit has been found
to predict psychological outcome less well48,49 although
high levels of internal control, indicated by high levels of
fighting spirit are linked to less psychological distress
and better well-being among people with SCI.63 The
relationship between utilising positive primary apprai-
sals and effective coping strategies and exhibiting less
psychological distress has been indicated in this parti-
cipant sample. The relationships between coping and
psychological adjustment have been previously high-
lighted by Kennedy et al.35 The study examined
psychological impact and coping in people with SCI
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during their early treatment, through rehabilitation
and up to 2 years after discharge, demonstrating the
existence of a significant predictive relationship between
coping strategies and psychological distress.

The FIM mean total score was slightly less than that
found in previous research,10 which found that total
FIM scores remained relatively stable at around 105
between 1 month and 2 years postdischarge. The mean
time since injury in the present study was 21 years, thus
it is expected that the participant sample would be
slightly older in the current study and therefore the total
FIM score would likely to be less. The FIM50 showed
that across the whole sample, participants, on average
scored close to the maximum score for cognitive
independence but scored a lower mean score for motor
independence, indicating that on average minimal
assistance was required with activities of daily living
that required motor function. No significant differences
were found for either the total, motor or cognitive scores
across the four countries. The results mirror those found
by a study conducted by Hall et al,64 who reported that
89–97% of cognitive scores showed a ceiling effect, that
is scored 6 or 7 1 year after discharge and virtually all
cases were independent 2 years after discharge. In
contrast, motor scores varied by level of injury and
time postinjury, ‘providing information on functional
independence across a continuum’.64 This led to the
authors’ conclusion that for people with SCI, the motor
subscale of the FIM is a valid tool but the cognitive
subscale lacks the sensitivity to measure subtle
changes.64

There seem to be few studies examining the commu-
nity needs of individuals with SCI in Germany, Austria
or Switzerland and even fewer studies that appear to
compare the needs of individuals across these countries.
It is therefore difficult to state whether the results from
the countries and significant differences that were found
are valid and representative of the general population in
these identified countries, or whether the results have
been distorted due to small numbers of participants. It is
possible that some of the inter-country differences found
may be attributable to differences in language and
culture.

It is also important to address the needs of partner and
family members. Every participant except one was
divorced or separated after their injury, a result which
is indicative of the problems that partner and family
members can face after a person has an SCI. When
partner and family needs are seriously taken into
account, these become essential factors during long-term
adjustment.65,66 A limitation of this study is the inability
to compare participants who returned the questionnaire
with those who did not, leading to selective attrition.
This is an inherent difficulty with study designs of this
type. Although further analysis is required to examine
the relationship between psychological adjustment,
mood, QOL, appraisal and coping strategies, this study
has highlighted as previous research has carried out, the
dissatisfaction people with SCI have with life domains
such as occupation, sexual activity and pain relief. This

study’s findings will be of interest to those involved in the
rehabilitation of newly as well as long-term injured
people, highlighting the issuesthat may be addressed, and
in doing so, helping to achieve and maximise effective
social participation. It can be concluded that, up to the
present time, social participation seems to be a long-term
process in which three areas of unmet needs have been
identified as occupation, sexual activity and pain relief.
These key issues have to be consistently addressed and
such needs met.
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