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Abstract  

 

Purpose: To assess the individual capacity on daily activities of people with SCI 

attending at specialized rehabilitation centre. Objectives: To find out the socio-

demographic characteristics, clinical parameters and individual capacity on daily 

activities, association among socio-demographic characteristics with clinical parameters 

and the relationship between clinical parameters and individual capacity on daily 

activities of paraplegic SCI participants. Methodology: The study design was cross-

sectional. Total 72 samples were selected conveniently for this study from Centre for the 

rehabilitation of the paralysed (CRP), SCI unit, at Savar. Procedure of data collection: 

Data was collected by using of questionnaire and the individual capacity on daily 

activities was assessed by the FIM scale. Data analysis procedure: The study was 

conducted by using quantitative descriptive analysis through using SPSS software 20.0 

version. Results: Among 72 SCI patients evaluation, Out of 72 participants, the majority 

are male 84.70% (n=61) participants and Female was 15.30% (n=11). Majority 55.60% 

(n=40) were live in rural area, 26.40% (n=19) were live in urban area and 18.10% (n=13) 

were live in semi-urban area. In FIM scale, it is found that male participants are more 

functionally independent in all domains of FIM scale rather than female participants. 

Conclusion: Spinal cord injury is a disastrous condition which causes turn over the 

individual capacity on daily activities. The spinal cord injured persons reported low 

scores on all of the FIM dimensions that characterize poor activity if daily living (ADL) 

among all. The study demonstrated that spinal cord injury greatly affects daily activities 

and gives rise to more problems, especially in the transfer, standing and walking. It is 

necessary to take steps to improve the transfer, standing, walking and able to daily 

activities of persons with spinal cord injury, as this will eventually lead to improvement 

in their activity of daily living. 

 

Key words: Individual capacity, Daily Activities, Spinal Cord Injury (SCI) 
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CHAPTER – I                                                                 INTRODUCTION 

1.1 Background 

Spinal Cord Injury is the most complex injury of all catastrophic injuries where patients 

usually have permanent and devastating neurologic deficits with disability and the injury 

causes negative effect on the injured person's functional, medical, psychological and 

economical well-being (Smith et al., 2013). Acute injury of spinal cord are among the 

most common cause of sever disability & death (Chowdhury et al., 2015). Spinal cord 

injury can occur in everyone's life and the patient with Spinal cord injury faces lots of 

challenges in coping with the injury process as well as rehabilitation; Although some 

patients recover partial to perform the daily living activities through rehabilitation but 

many activities are permanently altered (Kumar & Gupta, 2016). 

The occurrence of traumatic spinal cord injury (T-SCI) may be devastating as it is 

associate with significant permanent functional disabilities. Prediction of function is 

important after a T-SCI in order to improve patient’s care, plan rehabilitation and better 

optimize resources utilization. However, reliably predicting functional outcome following 

acute SCI remains difficult. Failure to consider various clinical factors influencing the 

acute care hospitalization and to underline the most relevant factors among them may 

contribute to that issue. Previous studies agree that the severity of the T-SCI at initial 

presentation is the main factor associated with neurologic and functional outcomes, with 

complete SCI predicting worse outcome (Abdul-Sattar, 2014). 

In recent decades the average life expectancy of the people with spinal cord injury has 

increased (Jensen et al., 2013). Spinal cord injury (SCI) is unexpected which alters 

dramatically the course of an individual’s life; It causes sudden, often devastating 

damage to the central nervous system, with potential adverse effects in multiple body 

systems including musculoskeletal, integumentary , digestive, urinary, cardiovascular, 

reproductive where many of the secondary complications experienced by individuals with 

SCI are quite unlike those experienced by persons with general health issues or other 

neurological disorders (Tulsky et al., 2015). 
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In a developing country like Bangladesh, life expectancy of spinal cord injured persons is 

much lower than in a developed country (Razzak et al., 2011). SCI continues to be a 

major cause of disability throughout Asia as well as in Bangladesh (Islam et al., 2011). 

Most predictive factors of functional recovery following SCI are non-modifiable, 

potential modifiable predictors, such as clinical events occurring during the course of the 

acute care hospitalization may be of importance for the surgical planning and the prevent 

development of early complication (Bourassa-Moreau et al., 2016). 

SCI is a condition with an annual incidence of 12.1–57.8 cases per million worldwide 

(Munce et al., 2013). According to the Noonan et al. (2012), a number of people living 

with SCI in the US is approximately 270,000. In Europe, the incidence is from 10.4 per 

million per year to 29.7 per million per year (Moghimian et al., 2015). Lim et al., (2017) 

stated that the highest prevalence of SCI is 906 per million in the United States. In Asia, 

the incidence rates of SCI range from 12.06 - 61.6 per million, while the average age 

range of affected persons is 26.8 - 56.6 years (Ning et al., 2012). In the United States, the 

annual incidence of traumatic SCI is 40 cases per million or 12000 new cases each year 

(Rabadi et al., 2013).The causes of SCI may differ from person to person due to different 

age, sex, race and socio- cultural activities (Hoque et al., 2012). The most frequent cause 

of traumatic spinal cord injury is motor vehicle accidents. (Chen et al., 2013).  

Spinal cord injury (SCI) is one of the most serious injuries of the musculoskeletal system 

which most cases brings about permanent disability and the unexpected occurrence of the 

injury and experiencing a new life situation result in a decrease in the quality of life in 

individuals with SCI; SCI and its direct consequences entail dramatic changes in the 

functioning of a person, thus affecting virtually every dimension of life. Disorders of the 

respiratory, cardiovascular, digestive and urinary systems as well as sexual dysfunctions, 

spasticity, edema, pain, autonomic dysreflexia, dysfunctions of the endocrine system or 

disorders of biochemical processes are some of the many severe consequences and 

complications regarding particular body organs and systems (Pokaczajło et al., 2016). 

People with SCI must relearn basic skills such as eating, bathing, dressing, driving and in 

addition, individuals with SCI must often cope with an increased incidence of many 

health problems, such as neurogenic bowel and bladder, respiratory symptoms and 
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complications, cardiovascular complications, pressure ulcers, altered sexual functioning, 

urinary tract infections, autonomic dysreflexia, neuropathic pain, osteoporosis and 

fractures and often have to cope with altered social roles and psychiatric comorbidities 

including reactive depression and anxiety disorders ; These issues represent major 

challenges to living with SCI all of which greatly affect the daily activities (Tulsky et al., 

2015) . As the spinal cord is responsible for conducting afferent and efferent stimuli 

between the periphery and the brain, when this organ is injured, organic structures and 

functions are compromised, resulting in limitations to perform Activities of Daily Living 

(Franca et al., 2011). 

Physical deconditioning is a state of diminished strength, stamina, and capacity to 

perform physical activity. A decline in strength, endurance, and functional capacity are 

major health concerns for the individual living with SCI. As stated before, sedentary 

behavior and inactivity are major risk factors for the development of cardiovascular 

disease and metabolic disorders and have been linked to decreased muscular strength, 

reduced aerobic capacity, and increased disability (Dunlop et al., 2015). 

To fully understand the impact of a disability, it is essential to understand how daily 

functioning is affected and spinal cord injury (SCI) substantially alters activity patterns 

for example, men with SCI spend more time partaking in personal care activities and less 

time engaged in work-related activities than men without an SCI and although it has been 

established that SCI affects participation in activities of daily living (ADL), it remains to 

be determined whether there is variation in patterns of ADL within the SCI population 

(Hetz et al., 2010). 

Unfortunately, physicians and researchers have little to scientifically guide their 

prediction of outcome following SCI. The few existing studies often employ variables 

collected outside of the initial injury period (more than 3 days post SCI), and are 

therefore less useful as acute clinical prediction tools (Van Middendorp et al., 2011).  
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1.2 Rationale  

SCI is a common problem in our country and it will increase day by day. SCI affects a 

large number of young individuals with a significant cost to affected persons, families 

and societies both in terms in economic and noneconomic cost. Damage to the spinal 

cord has profound and global effect. Paraplegia is a common condition of SCI patient.  

Our  interventions  have  been  limited to  prevention,  good initial  resuscitation,  modest 

pharmacotherapy  and  nursing  care.  As  Bangladesh  is  a developing  country  and  

trying  to  develop  health  care  system.  We should be more conscious about the 

management. SCI patient needs long time rehabilitation program. The goal of the medical 

rehabilitation is to enhance patient’s quality of daily living and capacity to function 

independently. In Bangladesh, Physiotherapy is new and very challenging  health  care  

profession  and  CRP  is  the  only  place  where  the  SCI patients are  rehabilitated  by  a  

holistic  approach.  It  is  very  important  to  measure  the  function and  independency  

of  a  spinal  cord  injured  persons  after  rehabilitation.  Measurement of  activities of 

daily living in   SCI   patients   is   an   essential   component   of   the rehabilitation  

process  and  has  a  variety  of  applications  both  in  patient  care  and  in clinical  

research.  The research will explore the issue of the individual capacity of daily activities 

of SCI patient at CRP.  It  will  also  help  to  determine  the individual capacity of daily 

activities of  paraplegia  patient  in  order  to  make  more  successful rehabilitation  

program.  As  a  physiotherapist,  we  need  to  maximize  the individual capacity of daily 

activities  of  the  peoples  with  SCI.  That is why we have to set specific functional 

activities which the patients can achieve. The research will help to assess   the   level   of 

individual capacity of daily activities of the people with SCI when performing activities. 
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1.3 Research Question 

What is the individual capacity on daily activities of people with spinal cord injury? 
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1.4 Study objective 

1.4.1 General objective 

To assess the individual capacity on daily activities of people with spinal cord injury. 

1.4.2 Specific objectives 

i. To find out the socio-demographic characteristics of paraplegic SCI participants. 

 

ii. To identify the clinical parameters and individual capacity on daily activities of 

paraplegic SCI participants. 

 

iii. To explore the association among socio-demographic characteristics with clinical 

parameters.  

 

iv. To find out the relationship between clinical parameters and individual capacity 

on daily activities. 
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1.5 Conceptual Framework 

 

 

 

 

                                                                                        

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Response variables 

Severity of injury e.g.  

Complete or Incomplete 

Predicted variables 

Individual capacity on daily 

activities 

Socio-demographic 

variable e.g. Age, Gender, 

Education, Occupation etc. 

 

Level of injury 
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1.6 Operational Definitions 

Spinal Cord Injury (SCI): A spinal cord injury (SCI) is damage to the spinal cord that 

causes temporary or permanent changes in its function. 

Paraplegia: Paralysis of lower portion of the body and of both legs. 

Tetraplegia: Tetraplegia (sometimes referred to as quadriplegia) is a term used to 

describe the inability to voluntarily move the upper and lower parts of the body. 

Complete SCI: A complete SCI produces total loss of all motor and sensory function 

below the level of injury. 

Incomplete SCI: An incomplete injury means that the ability of the spinal cord to 

convey messages to or from the brain is not completely lost. 

Functional independence measurement scale (FIM): The FIM instrument refers to a 

scale that is used to measure one's ability to function with independence. The FIM is used 

worldwide in medical rehabilitation units. 

Rehabilitation: Rehabilitation  is  the  course  of  training  that  is  required  to  develop 

who  some  disability  illness  their  physical  progress,  psychological  well-being,  social 

status and capacity for gainful occupational according to their capability. 

Individual capacity of daily activities: Investigation  what  a  person’s  capable  of  

doing  how  much assistance he/she needs and what equipment have to need to perform 

his/her activities. 
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CHAPTER – II                                                LITERATURE REVIEW 

The  bundles  of  nerve  fibers  that  make  up  the  spinal cord  itself  which  contain  the  

upper  motor  neurons  spinal  nerves  originated  from  the neck and  the  back  contains  

the  lower  motor  neurons  from  the  spinal  cord. The spinal cord is about 45cm long 

and 1.25cm wide extending from the base of the brain to the level of the waist (Cho, 

2015). The  spinal  cord  has  covered  three  layers-  Durra  matter,  Arachnoid  and  Pia 

matter and the   space  between   the   arachnoid matter and pia matter   is   known   as 

subarachnoid  space  which  contains  Cerebrospinal  Fluid  (CSF)  and  extends  as  

down as  the  second  sacral  vertebra.  The  spinal  cord  acts  as  the  main  pathway  for  

all incoming  and  outgoing  impulses  from  the  higher  center  to  the  periphery  for  

reflex activities and also exerts traffic control over the muscular system (Ma et al., 2019). 

Spinal  cord  injury  (SCI)  is  an  insult  to  the  spinal  cord  resulting  in  a  change,  

either temporary  or  permanent,  in  its  normal  motor,  sensory,  or  autonomic  function  

(Chin, 2015). Spinal Cord Injury (SCI) is damage to the spinal cord that results in a loss 

of function such as mobility or feeling. The spinal cord does not have to be severed in 

order for a loss of function to occur. In most SCI cases, the spinal cord is intact, but the 

damage to it results in loss of function (Tran et al., 2018). 

A Spinal  Cord  Injury (SCI)  refers  to  any  injury  to  the spinal  cord that  is  caused  by 

trauma instead  of  disease during depending on where the spinal cord and nerve roots are 

damaged, the symptoms can vary widely, from pain to paralysis to incontinence.  Spinal  

cord  injuries  are  described  at  various  levels  of  "incomplete", which  can  vary  from  

having  no  effect  on  the patient  to  a  "complete"  injury  which means a total loss of 

function (Nas et al., 2015). Damage to the spinal cord has profound and global effects. 

SCI can also affect the functioning of the sensory, respiratory, cardiovascular, 

gastrointestinal, genitourinary system (Ahuja et al., 2017). 

Spinal Cord Injuries are most often traumatic, caused by lateral bending, dislocation, 

rotation, axial loading, and hyper flexion or hyperextension of the cord or cauda equina. 

Motor vehicle  accidents  are  the  most  common  cause  of  SCIs,  while  other causes  

include  falls,  work-related  accidents,  sports  injuries,  and  penetrations  such  as stab 
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or gunshot  wounds  (Scivoletto et al., 2013). SCIs can also be of a non-traumatic origin, 

as in the case of cancer, infection, intervertebral disc disease, vertebral injury and spinal 

cord vascular disease (Fernandez et al., 2010). 

Paraplegia  -  Injury  in  the  spinal  cord  in  the  thoracic,  lumbar,  or  sacral  segments 

includes the cauda equina and conus medullaris (Brouwers et al.,2017).  

Tetraplegia  or  quadriplegia  -  Injury  to  the  spinal cord  in  the  cervical  region,  with 

associated  impairment  or  loss  of  muscle  strength  in  all  four  extremities  and  trunk. 

Complete – In a complete lesion, there is total absence sensory and or motor function in 

the lowest sacral segment (S4-S5).  Complete injuries often damage the nerve root in the 

foramen (Roberts et al., 2017) and in  incomplete  lesion  there  is  a  partial  preservation  

of  sensory  and/or  motor  function below the neurological level and in the lowest sacral 

segment. 

ASIA  first  published  an  international  classification  of  spinal  cord  injury  in  1982, 

called  the International  Standards  for  Neurological  and  Functional  Classification  of 

Spinal  Cord  Injury.  It is based on neurological responses, touch and pinprick sensations 

tested in each dermatome, and strength of ten key muscles on each side of the body 

(Kirshblum and Waring, 2014): 

A indicates a "complete" spinal cord injury where no motor or sensory function is 

preserved in the sacral segments S4-S5. B  indicates  an  "incomplete"  spinal  cord  

injury  where  sensory  but  not  motor function   is   preserved   below   the   neurological   

level   and   includes   the   sacral segments S4-S5. C indicates an "incomplete" spinal 

cord injury where motor function is preserved below  the  neurological  level  and  more  

than  half  of  key  muscles  below  the neurological level have a muscle grade of less 

than 3. D indicates an "incomplete" spinal cord injury where motor function is preserved 

below  the  neurological  level  and  at  least  half  of  the  key  muscles  below  the 

neurological level have a muscle grade of 3 or more. E indicates "normal" where motor 

and sensory scores are normal. 
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An individual capacity on daily activities or  evaluation  investigation  what  a  parson  is  

capable  of  doing how  much  assistance  he/she  needs  and  what  equipment  have  to  

need  to  perform his/her activities (Faronbi et al., 2019). The major thrust of the 

physiotherapy components of rehabilitation is  to  increase  functional  capability;  this  

part  of evaluation  is  very  important.  The therapeutic  program  measures  according  to  

the  evaluation  of  the  functional  gain. Documentation  of  functional  abilities  must  be  

accurate  as  all  other  areas  of  the evaluation (Hadley et al., 2013). 

Depending  on  the  level  of  the  spinal  cord  injury,  whatever  sparing  the  patient  has  

optimized (Fouad and Tetzlaff, 2012).  Bed  mobility,  transfers,  wheelchair  mobility  

skills,  and  performing  other activities  of  daily  living (ADLs)  are  just  a  few  of  the  

interventions  that  physical therapists  can  help  the  patient  with  spinal  cord  injury 

(Rahimi et al., 2020).  ADLs  can  be  difficult  for  an individual  with  a  spinal  cord  

injury (Simpson et al., 2012). However,  through  the  rehabilitation  process, individuals 

with SCI  may  be  able  to  live  independently  in  the  community with or without full-

time attendant care, depending on the level of their injury (Barclay et al., 2016). 

Further interventions focus on support and education for the individual and caregivers 

(Wasilewski, 2017).  This includes an evaluation of limb function to determine what the 

patient is capable of doing independently, and teaching the patient self-care skills 

(Velstra et al., 2014). Independence in daily activities like eating, bowel and  bladder  

management  and  mobility  is  the  goal,  as  obtaining  competency  in  self-care   tasks   

contributes   significantly   to   an   individual's   sense   of   self   confidence (Mlinac and 

Feng, 2016)  and  reduces  the  burden  on  caregivers.  Quality  of  life issues  such  as  

sexual  health  and  function  are  also  addressed (Baumann et al., 2014). 

Physical rehabilitation is a common form of restoring process. It may often be utilized 

after a major surgery, an accident or any event that reduce the mobility or function of an 

individual (Walsh et al., 2015).  This form of rehabilitation pairs the patient with the 

trained personnel who help him/her to recover as much of his/her previous physical 

powers as possible. Rehabilitation  techniques  can  greatly  improve  patients'  health  

and  quality  of  life  by helping  them  learn  to  use  their  remaining  abilities (Darmon, 

2020).  They start by setting functional goals. Functional  goals are a realistic expectation  
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of activities that a person with SCI eventually  should  be  able  to do  with  a  particular  

level  of  injury. These goals are set during rehabilitation with the medical team (Rohm et 

al., 2013). They help the patient with SCI learn new ways to manage his/her daily 

activities and stay healthy and the SCI units include kitchens and laundry facilities, 

vocational training center and other equipment so that patients can learn independent 

living skills, such as cooking meals or ironing clothes (Piatt et al., 2016). A  spinal  cord  

injury  can  also  affect  the  nerves  and  muscles  and can cause bowel and bladder 

problems and  skin problems (Wheeler et al., 2018). Special care is needed for the 

children, especially for teenagers. Parents of spinal cord injured children also need to 

learn how to take care of their spinal-cord injured child (Vogel et al., 2012). Having a 

spinal cord injury does  not  mean  that  children  have  to  stop  participating  in  games  

and  enjoyable activities (Chun and Lee, 2010). Most  SCI  units  have  recreational  

therapists  on  staff  to  show  kids  how  to play wheelchair basketball, volleyball, and 

tennis, as well as specially adapted games (Kim and Lehto, 2013). 

A  rehabilitation  team  includes  physician,  physiotherapist,  occupational  therapists, 

recreational  therapist,  rehabilitation  nurse,  rehabilitation  psychologist,  counsellor, 

social workers, nutritionists and other specialists. A case-worker or program manager 

coordinates care. Physiotherapists focus both upper and lower extremity function and on 

difficulties with mobility (Hooker & Emery-Tiburcio, 2018). 

Physiotherapists also help to remain clear the airway of those who has excess secretion in 

the chest (Flude et al., 2012). Rehabilitation  nurses  are  concerned  with the  issues  of  

bowel  and bladder dysfunction  and  the  management  of  pressure ulcers (Woo et al., 

2017). Psychologists  deal  with  emotional  and  behavioral  concerns  of  the  newly  

injured patient  and  with  any  potential  cognitive  dysfunction.  Case  manager  and  

social workers  are  the  primary  interface  among  the  rehabilitation  team,  the  patient  

and his/her family (Saulino, 2013). 
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CHAPTER – III                                                      METHODOLOGY 

3.1 Study design 

A cross sectional study was chosen to conduct the study and as it was found to be an 

appropriate design to find out the objectives. Cross-sectional studies measure 

simultaneously the exposure and health outcome in a given population and in a given 

geographical area at a certain time.  

This study included the maximum proportion of SCI participants who came for receiving 

treatment from May 2021 to September 2021 at the CRP. Moreover this design was cost 

and time effective for the researcher compare to an experimental study.  

3.2 Study site 

The study was conducted at the Centre for the  Rehabilitation of the Paralysed (CRP) in  

Bangladesh  which  is  the  largest  spinal  cord  injury  rehabilitation  center  for  the 

patient with spinal cord injury in South Asia. 

3.3 Study population 

The  target  population  was  the  people with Spinal  Cord  Injury  during rehabilitation 

& reintegration stage at  CRP  spinal  cord  injury  unit, Savar, Dhaka. 

3.4 Sampling technique 

Convenient sampling method was used. The samples were collected on the basis of some 

inclusion and exclusion criteria. It is the one of the easiest, cheapest and quicker method 

of sample selection. Convenience sampling is a type of nonprobability sampling in which 

people are sampled simply because they are “convenient” sources of data for researches. 

Non probability sampling is does not involve known non-zero probabilities of selection. 

It is a type of nonprobability or nonrandom sampling where members of the target 

population that meet certain practical criteria, such as easy accessibility, geographical 

proximity, availability at a given time, or the willingness to participate are included for 

the purpose of the study (Etikan et al., 2016). 
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3.5 Sample size calculation  

Sampling procedure for cross sectional study done by following equation- 

𝑛 =
𝑍2𝑃𝑞

𝑑2
  

Where  

d is the desired level of precision (i.e. the margin of error). 

p is the (estimated) proportion of population which has the attribute in question. 

If p = 0.5 now let`s say we want 95% confidence, and at least 5% plus or minus 

precision. 

A 95% confidence level gives us Z values of 1.96, per the normal tables, so we get, 

Sample size: 

𝑛 =
𝑍2𝑃𝑞

𝑑2
  

𝑛 =
(1.96)2×0.5×0.5

(0.05)2
  

     =384.16 

      =384 

 

According to this equation sample size was 384. Due to the COVID-19 pandemic, the 

academic activities were closed and interrupted which influenced the data collection 

procedure therefore only 72 sample was taken. 

 

 

 



15 
 

3.5.1 Inclusion criteria 

 All patients with paraplegic spinal cord injury. 

 Both male and female patients was selected. 

 Subject who were willing to participate in the study 

3.5.2 Exclusion criteria 

 SCI patient including cord contusion. 

 Patients with head injury. 

 Non co-operative /non interested participants. 

 

3.5.3 Data collection tools 

A consent form and questionnaire (English) was used.  

3.5.4 Measurement tool  

Functional Independent Measure (FIM) scale.  

Functional Independence Measure (FIM) is a functional assessment tool and is used to 

assess the impact of SCI on the patient’s functional abilities. It quantifies the extent of 

individual disability and complements the neurological assessment by providing scores. 

The seven levels rating of FIM are 

7= Complete independence: The activity is typically performed safely, without 

modification, assistive devices or aids, and within reasonable time. 

6= modified independence: The activity requires an assistive device and/or more than 

reasonable time and/ or is not performed safely. 

Dependent (human supervision or physical assistance is required): 

5=Supervision or setup: No physical assistance is needed, but cuing, coaxing or setup is 

required. 
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4=Minimal contact assistance: Subject requires no more than touching and expends 

75% or more of the effort required in the activity. 

3=Moderate assistance: Subject requires more than touching and expends 50 ± 75% of 

the effort required in the activity. 

2=Maximal assistance: Subject expends 25 ± 50% of the effort required in the activity. 

1=Total assistance: Subject expends 0 ± 25% of the effort required in the activity. 

It appears to be the best functional outcome scale used to describe disability among 

SCI patients, both early and late after injury. It is easy to administer and is valid and 

reliable. 

3.5.5 Procedure of data collection 

Before data collection, researcher was first introduced himself to the participants & took 

verbal consent. Then provide written consent form to the participant, and after signed the 

consent form, data was collected through a questionnaire from the participants by face to 

face conversation. In that way questionnaire was present and data was completed. In the 

questionnaire, there was participant’s demographic information including Demographic 

information included age, sex, educational level, marital status, previous occupation, 

along with questionnaire of Functional Independence Measure (FIM) scale. 

3.6 Data analysis procedure 

After complete the initial data collection, every answer was cross checked to find out 

mistakes or unclear information. Then data was analyzed through Statistical package of 

social science (SPSS) Version 20.  Microsoft Excel worksheet 16 was used to create the 

most of the graphs and charts. Then data was analyzed through descriptive and 

interferential statistics. The categorical data was presented as frequency and percentage 

of proportion through different visualization tool such as pie chart, bar graph.  To find out 

the relationship between sociodemographic characteristics, clinical parameters and 
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individual capacity on daily activities, Chi-square test for independence and Linear 

Regression test was applied.  

 

3.7 Ethical consideration:  

The whole process of this research project was done by following the Bangladesh 

Medical Research Council (BMRC) guidelines, Institution Review Board (IRB) and 

World Health Organization (WHO) Research guidelines. The proposal of the dissertation 

including methodology was approved by Institutional Review Board and obtained 

permission from the concerned authority of ethical committee of Bangladesh Health 

Professions Institute (BHPI). Informed consent was used to take permission from all 

participants. Participants’ rights and privileges were ensured. All the participants were 

aware about the aim and objectives of the study. Findings of the study were disseminated 

with the approval of regarding authority. The researcher strictly maintained the 

confidentiality regarding participant’s condition and treatment. 
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CHAPTER – IV                                                                      RESULTS  

Sociodemographic characteristics 

 

4.1 Age of participants 

 

Figure-01: Age of participants 

 

Among the 72 participants, where 19.40% (n=14) were age range 10-20 years, 30.60% 

(n=22) were age range 21-30 years, 23.60% (n=17) were age range 31-40 years, 15.30% 

(n=11) were age range 41-50 years, 6.90% (n=5) were age range 51-60 years, 4.20% 

(n=3) were age range 61-70 years. 
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4.2 Gender of participants 

 

 

Figure-02: Gender of participants 

 

Out of 72 participants, the majority was male 84.70% (n=61) and Female was 15.30%  

(n=11). 
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4.3 Educational status 

 

 

Figure-03: Educational status 

 

Out of 72 participants, where 16.70% (n=12) were illiterate, 22.20% (n=16) were 

primary, 19.40% (n=14) were secondary, 19.40% (n=14) were SSC, 11.10% (n=8) were 

HSC, 8.30% (n=6) were graduate and 2.80% (n=2) were post graduate. 

 

 

 

 

 

 

0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

16.70%

22.20%

19.40% 19.40%

11.10%

8.30%

2.80%

Educational status



21 
 

4.4 Living area 

 

 

Figure-04: Living area 

 

Among the 72 participants, where majority 55.60% (n=40) were live in rural area, 

26.40% (n=19) were live in urban area and 18.10% (n=13) were live in semi-urban area. 
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4.5 Occupation 

 

 

Figure-05: Occupation 

 

Among the 72 participants, where 11.10% (n=8) were service holder, 12.50% (n=9) were 

businessman, 6.90% (n=5) were housewife, 31.90% (n=23) were student, 2.80% (n=2) 

were teacher, 12.50% (n=9) were labor, 19.40% (n=14) were farmer and 2.80% (n=2) 

were others. 
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4.6 Marital status 

 

 

Figure-06: Marital status 

 

Out of 72 participants, the majority was married 65.30% (n=47) and unmarried 34.70% 

(n=25). 
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4.7 Family type 

 

 

Figure-07: Family type 

 

Out of 72 participants, the majority were nuclear family 68.10% (n=49) and extended 

family 31.90% (n=23). 
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Clinical parameters 

 

4.8 Causes of Spinal Cord Injury 

 

 

Figure-08: Causes of Spinal Cord Injury 

 

Among 72 participants, 94.40% (n=68) participants had experienced with spinal cord 

injury due to Traumatic cause such as Fall from height, RTA, Falling of heavy object 

overhead etc. and 5.60% (n=4) participants got SCI due to Non-traumatic cause such as 

TB Spine, Multiple sclerosis, Transverse myelitis etc. 
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4.9 Skeletal level 

Among 72 participants, the skeletal level of thoracic were 44.40% (n=32), lumber were 

50.00% (n=36) and 5.60% (n=4) had no skeletal level due to Non-traumatic cause such as 

TB Spine, Multiple sclerosis, Transverse myelitis etc. In thoracic level, thoracic 11 and 

12 were most common and in lumber level, lumber 1 was most common. The study 

shows the details about the skeletal level of the participants (Table-01). 

Skeletal level Frequency 

(n) 

Percentage 

(%) 

No 4 5.60 

T8 6 8.30 

T9 2 2.80 

T10 5 6.90 

T11 9 12.50 

T12 9 12.50 

L1 17 23.60 

L2 5 6.90 

L3 8 11.10 

L4 7 9.70 

 

Table-01: Skeletal level of the participants 
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4.10 Neurological level 

Among 72 participants, the neurological level of thoracic were 37.50% (n=27) and 

lumber 62.50% (n=45). Lumber level were most common than thoracic level. In lumber 

level, lumber 2 were most common and in thoracic level, thoracic 12 were most common. 

The study shows the details about neurological level of the participants (Table-02). 

Neurological level Frequency  

(n) 

Percentage 

(%) 

T8 5 6.90 

T10 4 5.60 

T11 5 6.90 

T12 13 18.10 

L1 10 13.90 

L2 18 25.00 

L3 7 9.70 

L4 4 5.60 

L5 6 8.30 

 

Table-02: Neurological level of the participants 
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4.11 Severity of injury of the participants 

 

 

Figure-09: Severity of injury of the participants 

 

Among 72 participants, Complete A in ASIA Scale were 48.60% (n=35), Incomplete B 

in ASIA Scale were 22.20% (n=16), Incomplete C in ASIA scale were 20.80% (n=15) 

and Incomplete D in ASIA scale were 8.30% (n=6). 
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Individual capacity on daily activities measure 

4.12 Rolling 

 

 

Figure-10: Rolling for FIM scale 

 

Among 72 participants, 4.20% (n=3) of the participants needs maximal assistance, 2.80% 

(n=2) of the participants needs moderate assistance, 6.90% (n=5) of the participants 

needs minimal assistance, 4.20% (n=3) of the participants needs supervision, 20.80% 

(n=15) of the participants became independent with assistive device and majority 61.10% 

(n=44) of the participants became independent. 
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4.13 Lying to sitting 

 

 

Figure-11: Lying to sitting for FIM scale 

 

Among 72 participants, 1.40% (n=1) of the participants became unable to do, 4.20% 

(n=3) of the participants needs maximal assistance, 6.90% (n=5) of the participants needs 

moderate assistance, 12.50% (n=9) of the participants needs minimal assistance, 11.10% 

(n=8) of the participants needs supervision, 16.70% (n=12) of the participants became 

independent with assistive device and majority 42.20% (n=34) of the participants became 

independent. 
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4.14 Sitting to lying 

 

 

Figure-12: Sitting to lying for FIM scale 

 

Among 72 participants, 1.40% (n=1) of the participants became unable to do, 4.20% 

(n=3) of the participants needs maximal assistance, 6.90% (n=5) of the participants needs 

moderate assistance, 12.50% (n=9) of the participants needs minimal assistance, 11.10% 

(n=8) of the participants needs supervision, 16.70% (n=12) of the participants became 

independent with assistive device and majority 42.20% (n=34) of the participants became 

independent. 
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4.15 Supine lying ↔ prone lying 

 

 

Figure-13: Supine lying ↔ prone lying for FIM scale 

 

Among 72 participants, 1.40% (n=1) of the participants became unable to do, 4.20% 

(n=3) of the participants needs maximal assistance, 2.80% (n=2) of the participants needs 

moderate assistance, 8.30% (n=6) of the participants needs minimal assistance, 15.30% 

(n=11) of the participants needs supervision, 22.20% (n=16) of the participants became 

independent with assistive device and majority 45.80% (n=33) of the participants became 

independent. 
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4.16 Sitting balance 

 

 

Figure-14: Sitting balance for FIM scale 

 

Among 72 participants, 4.20% (n=3) of the participants became unable to do, 1.40% 

(n=1) of the participants needs maximal assistance, 5.60% (n=4) of the participants needs 

moderate assistance, 15.30% (n=11) of the participants needs minimal assistance, 9.70% 

(n=7) of the participants needs supervision, 18.10% (n=13) of the participants became 

independent with assistive device and majority 45.80% (n=33) of the participants became 

independent. 
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4.17 Lifting in wheelchair 

 

 

Figure-15: Lifting in wheelchair for FIM scale 

 

Among 72 participants, 5.60% (n=4) of the participants became unable to do, 6.90% 

(n=5) of the participants needs maximal assistance, 5.60% (n=4) of the participants needs 

moderate assistance, 5.60% (n=4) of the participants needs minimal assistance, 5.60% 

(n=4) of the participants needs supervision, 12.50% (n=9) of the participants became 

independent with assistive device and majority 58.30% (n=42) of the participants became 

independent. 

 

 

 

 

0.00%

10.00%

20.00%

30.00%

40.00%

50.00%

60.00%

5.60% 6.90% 5.60% 5.60% 5.60%
12.50%

58.30%

Lifting in wheelchair for FIM scale



35 
 

4.18 Lifting on bed 

 

 

Figure-16: Lifting on bed for FIM scale 

 

Among 72 participants, 5.60% (n=4) of the participants became unable to do, 6.90% 

(n=5) of the participants needs maximal assistance, 5.60% (n=4) of the participants needs 

moderate assistance, 5.60% (n=4) of the participants needs minimal assistance, 5.60% 

(n=4) of the participants needs supervision, 12.50% (n=9) of the participants became 

independent with assistive device and majority 58.30% (n=42) of the participants became 

independent. 
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4.19 Lifting to forward 

 

 

Figure-17: Lifting to forward for FIM scale 

 

Among 72 participants, 8.30% (n=6) of the participants became unable to do, 6.90% 

(n=5) of the participants needs maximal assistance, 6.90% (n=5) of the participants needs 

moderate assistance, 5.60% (n=4) of the participants needs minimal assistance, 15.30% 

(n=11) of the participants needs supervision, 34.70% (n=25) of the participants became 

independent with assistive device and 22.20% (n=16) of the participants became 

independent. 
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4.20 Lifting sideways 

 

 

Figure-18: Lifting sideways for FIM scale 

 

Among 72 participants, 8.30% (n=6) of the participants became unable to do, 8.30% 

(n=6) of the participants needs maximal assistance, 5.60% (n=4) of the participants needs 

moderate assistance, 6.90% (n=5) of the participants needs minimal assistance, 16.70% 

(n=12) of the participants needs supervision, 34.70% (n=25) of the participants became 

independent with assistive device and 19.40% (n=14) of the participants became 

independent. 
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4.21 Lifting backwards 

 

 

Figure-19: Lifting backwards for FIM scale 

 

Among 72 participants, 8.30% (n=6) of the participants became unable to do, 12.50% 

(n=9) of the participants needs maximal assistance, 5.60% (n=4) of the participants needs 

moderate assistance, 11.10% (n=8) of the participants needs minimal assistance, 22.20% 

(n=16) of the participants needs supervision, 26.40% (n=19) of the participants became 

independent with assistive device and 13.90% (n=10) of the participants became 

independent. 
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4.22 Wheelchair to bed 

 

 

Figure-20: Wheelchair to bed for FIM scale 

 

Among 72 participants, 5.60% (n=4) of the participants became unable to do, 9.70% 

(n=7) of the participants needs maximal assistance, 6.90% (n=5) of the participants needs 

moderate assistance, 9.70% (n=7) of the participants needs minimal assistance, 12.50% 

(n=9) of the participants needs supervision, 26.40% (n=19) of the participants became 

independent with assistive device and 29.20% (n=21) of the participants became 

independent. 
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4.23 Wheelchair to toilet 

 

 

Figure-21: Wheelchair to toilet for FIM scale 

 

Among 72 participants, 6.90% (n=5) of the participants became unable to do, 8.30% 

(n=6) of the participants needs maximal assistance, 9.70% (n=7) of the participants needs 

moderate assistance, 16.70% (n=12) of the participants needs minimal assistance, 18.10% 

(n=13) of the participants needs supervision, 20.80% (n=15) of the participants became 

independent with assistive device and 19.40% (n=14) of the participants became 

independent. 
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4.24 High and Low transfers 

 

 

Figure-22: High and low transfers for FIM scale 

 

Among 72 participants, 13.90% (n=10) of the participants became unable to do, 9.70% 

(n=7) of the participants needs maximal assistance, 11.10% (n=8) of the participants 

needs moderate assistance, 23.60% (n=17) of the participants needs minimal assistance, 

22.20% (n=16) of the participants needs supervision, 12.50% (n=9) of the participants 

became independent with assistive device and 6.90% (n=5) of the participants became 

independent. 
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4.25 Wheelie 

 

 

Figure-23: Wheelie for FIM scale 

 

Among 72 participants, 12.50% (n=9) of the participants became unable to do, 5.60% 

(n=4) of the participants needs maximal assistance, 4.20% (n=3) of the participants needs 

moderate assistance, 13.90% (n=10) of the participants needs minimal assistance, 1.40% 

(n=1) of the participants needs supervision, 22.20% (n=16) of the participants became 

independent with assistive device and majority 40.30% (n=29) of the participants became 

independent. 
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4.26 Up and down slops 

 

 

Figure-24: Up and down slops for FIM scale 

 

Among 72 participants, 13.90% (n=10) of the participants became unable to do, 8.30% 

(n=6) of the participants needs maximal assistance, 8.30% (n=6) of the participants needs 

moderate assistance, 19.40% (n=14) of the participants needs minimal assistance, 26.40% 

(n=19) of the participants needs supervision, 18.10% (n=13) of the participants became 

independent with assistive device and 5.60% (n=4) of the participants became 

independent. 
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4.27 Rough ground 

 

 

Figure-25: Rough ground for FIM scale 

 

Among 72 participants, 16.70% (n=12) of the participants became unable to do, 8.30% 

(n=6) of the participants needs maximal assistance, 12.50% (n=9) of the participants 

needs moderate assistance, 26.40% (n=19) of the participants needs minimal assistance, 

22.20% (n=16) of the participants needs supervision, 9.70% (n=7) of the participants 

became independent with assistive device and 4.20% (n=3) of the participants became 

independent. 
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4.28 Small steps 

 

 

Figure-26: Small steps for FIM scale 

 

Among 72 participants, 30.60% (n=22) of the participants became unable to do, 19.40% 

(n=14) of the participants needs maximal assistance, 18.10% (n=13) of the participants 

needs moderate assistance, 16.70% (n=12) of the participants needs minimal assistance, 

6.90% (n=5) of the participants needs supervision, 4.20% (n=3) of the participants 

became independent with assistive device and 4.20% (n=3) of the participants became 

independent. 
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4.29 Sit to stand 

 

 

Figure-27: Sit to stand for FIM scale 

 

Among 72 participants, 25.00% (n=18) of the participants became unable to do, 15.30% 

(n=11) of the participants needs maximal assistance, 11.10% (n=8) of the participants 

needs moderate assistance, 25.00% (n=18) of the participants needs minimal assistance, 

6.90% (n=5) of the participants needs supervision, 13.90% (n=10) of the participants 

became independent with assistive device and 2.80% (n=2) of the participants became 

independent. 
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4.30 Standing balance 

 

 

Figure-28: Standing balance for FIM scale 

 

Among 72 participants, majority 34.70% (n=25) of the participants became unable to do, 

6.90% (n=5) of the participants needs maximal assistance, 18.10% (n=13) of the 

participants needs moderate assistance, 18.10% (n=13) of the participants needs minimal 

assistance, 8.30% (n=6) of the participants needs supervision, 11.10% (n=8) of the 

participants became independent with assistive device and 2.80% (n=2) of the 

participants became independent. 

 

 

 

 

0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

30.00%

35.00%

34.70%

6.90%

18.10% 18.10%

8.30%
11.10%

2.80%

Standing balance for FIM scale



48 
 

4.31 Standing table 

 

 

Figure-29: Standing table for FIM scale 

 

Among 72 participants, majority 34.70% (n=25) of the participants became unable to do, 

9.70% (n=7) of the participants needs maximal assistance, 19.40% (n=14) of the 

participants needs moderate assistance, 15.30% (n=11) of the participants needs minimal 

assistance, 9.70% (n=7) of the participants needs supervision and 11.10% (n=8) of the 

participants became independent with assistive device. 
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4.32 Tilt table 

 

 

Figure-30: Tilt table for FIM scale 

 

Among 72 participants, majority 38.90% (n=28) of the participants became unable to do, 

16.70% (n=12) of the participants needs maximal assistance, 18.10% (n=13) of the 

participants needs moderate assistance, 9.70% (n=7) of the participants needs minimal 

assistance, 12.50% (n=9) of the participants needs supervision and 4.20% (n=3) of the 

participants became independent with assistive device. 
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4.33 Flat surface 

 

 

Figure-31: Flat surface for FIM scale 

 

Among 72 participants, majority 55.60% (n=40) of the participants became unable to do, 

16.70% (n=12) of the participants needs maximal assistance, 9.70% (n=7) of the 

participants needs moderate assistance, 8.30% (n=6) of the participants needs minimal 

assistance, 6.90% (n=5) of the participants needs supervision, 1.40% (n=1) of the 

participants became independent with assistive device and 1.40% (n=1) of the 

participants became independent. 
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4.34 Rough surface 

 

 

Figure-32: Rough surface for FIM scale 

 

Among 72 participants, majority 65.30% (n=47) of the participants became unable to do, 

15.30% (n=11) of the participants needs maximal assistance, 5.60% (n=4) of the 

participants needs moderate assistance, 8.30% (n=6) of the participants needs minimal 

assistance, 4.20% (n=3) of the participants needs supervision and 1.40% (n=1) of the 

participants became independent with assistive device. 
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4.35 Steps or slops 

 

 

Figure-33: Steps or slops for FIM scale 

 

Among 72 participants, majority 65.30% (n=47) of the participants became unable to do, 

15.30% (n=11) of the participants needs maximal assistance, 5.60% (n=4) of the 

participants needs moderate assistance, 8.30% (n=6) of the participants needs minimal 

assistance, 4.20% (n=3) of the participants needs supervision and 1.40% (n=1) of the 

participants became independent with assistive device. 
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4.36 Fitting brace 

 

 

Figure-34: Fitting brace for FIM scale 

 

Among 72 participants, majority 48.60% (n=35) of the participants became unable to do, 

16.70% (n=12) of the participants needs maximal assistance, 18.10% (n=13) of the 

participants needs moderate assistance, 8.30% (n=6) of the participants needs minimal 

assistance, 2.80% (n=2) of the participants needs supervision and 5.60% (n=4) of the 

participants became independent with assistive device. 
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Inferential statistical analysis 

4.37 Distribution of the respondents of association between age of the 

participants and causes of injury 

Table 03 showed among the 72 participants, where 19.40% (n=14) were age range 10-20 

years, 30.60% (n=22) were age range 21-30 years, 23.60% (n=17) were age range 31-40 

years, 15.30% (n=11) were age range 41-50 years, 6.90% (n=5) were age range 51-60 

years, 4.20% (n=3) were age range 61-70 years. 

No association found between age of the participants and causes of injury which was 

statistically not significant (P < 0.654). 

Age of the 

participants 

Causes of 

injury 

Chi-square 

value (χ2) 

P-value Significance 

10-20 years 

(n=14) 

21-30 years 

(n=22) 

31-40 years 

(n=17) 

41-50 years 

(n=11) 

51-60 years 

(n=5) 

61-70 years 

(n=3) 

 

Traumatic 

Non-traumatic 

3.297 0.654 Not Significant 

Table-03: Distribution of the respondents of association between age of the 

participants and causes of injury 
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4.38 Distribution of the respondents of association between age of the 

participants and severity of injury 

Table 04 showed among 72 participants, Complete A in ASIA Scale were 48.60% 

(n=35), Incomplete B in ASIA Scale were 22.20% (n=16), Incomplete C in ASIA scale 

were 20.80% (n=15) and Incomplete D in ASIA scale were 8.30% (n=6). 

No association found between gender of the participants and severity of injury which was 

statistically not significant (P < 0.499). 

Age of the 

participants 

Severity of 

injury 

Chi-square 

value (χ2) 

P-value Significance 

10-20 years 

(n=14) 

21-30 years 

(n=22) 

31-40 years 

(n=17) 

41-50 years 

(n=11) 

51-60 years 

(n=5) 

61-70 years 

(n=3) 

Complete-A 

Incomplete-B 

Incomplete-C 

Incomplete-D 

14.356 0.499 Not Significant 

 

Table-04: Distribution of the respondents of association between age of the 

participants and severity of injury 
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4.39 Distribution of the respondents of association between gender of the 

participants and causes of injury 

Table 05 showed among 72 participants, 94.40% (n=68) participants had experienced 

with spinal cord injury due to Traumatic cause such as Fall from height, RTA, Falling of 

heavy object overhead etc. and 5.60% (n=4) participants got SCI due to Non-traumatic 

cause such as TB Spine, Multiple sclerosis, Transverse myelitis etc. 

Association found between gender of the participants and causes of injury which was 

statistically significant (P > 0.001). 

 

Gender of the 

participants 

Causes of 

injury 

Chi-square 

value (χ2) 

P-value Significance 

Male 

Female 

Traumatic 

Non-traumatic 

11.671 0.001 Significant 

 

Table-05: Distribution of the respondents of association between gender of the 

participants and causes of injury 
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4.40 Distribution of the respondents of association between gender of the 

participants and severity of injury 

Table 06 showed among 72 participants, Complete A in ASIA Scale were 48.60% 

(n=35), Incomplete B in ASIA Scale were 22.20% (n=16), Incomplete C in ASIA scale 

were 20.80% (n=15) and Incomplete D in ASIA scale were 8.30% (n=6). 

Association found between gender of the participants and severity of injury which was 

statistically significant (P > 0.019). 

 

Gender of the 

participants 

Severity of 

injury 

Chi-square 

value (χ2) 

P-value Significance 

Male 

Female 

Complete-A 

Incomplete-B 

Incomplete-C 

Incomplete-D 

9.936 0.019 Significant 

 

Table-06: Distribution of the respondents of association between gender of the 

participants and severity of injury 
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4.41 Relation between ASIA scale and total FIM score 

Table 07 showed that there was a significant relation between ASIA scale and total score 

of individual capacity of daily activities of the participants. 

ASIA scale vs total 

FIM score 

Unstandardized Coefficients Standardized 

Coefficients 

Sig. 

R2 B Std. Error Beta 

0.241 71.463 7.716 .491 0.000** 

  (*<0.05, **<0.01) 

Table-07: Relation between ASIA scale and total FIM score 

 

 

4.42 Relation between skeletal level and total FIM score 

Table 08 showed that there was a significant relation between skeletal level and total 

score of individual capacity of daily activities of the participants. 

Skeletal level vs 

total FIM score 

Unstandardized Coefficients Standardized 

Coefficients 

Sig. 

R2 B Std. Error Beta 

0.002 109.354 13.652 -0.047 .000** 

  (*<0.05, **<0.01) 

Table-08: Relation between skeletal level and total FIM score 
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4.43 Relation between neurological level and total FIM score 

Table 09 showed that there was a significant relation between neurological level and total 

score of individual capacity of daily activities of the participants. 

 

Neurological level 

vs total FIM score 

Unstandardized Coefficients Standardized 

Coefficients 

Sig. 

R2 B Std. Error Beta 

0.013 90.007 14.506 0.116 .000** 

  (*<0.05, **<0.01) 

 

Table-09: Relation between neurological level and total FIM score 
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CHAPTER – V                                                                      DISCUSSION 

 

Now-a-days the individual capacity on daily activities has become a major topic of 

research in the area of health and the findings contribute to the definition and approval of 

treatments and evaluation of cost benefits of the Spinal cord injury patients. The 

individual capacity on daily activities of patient with SCI was measured by the FIM and 

results showed a greater impact on the FIM component. A cross sectional study was used 

to assess the individual capacity on daily activities of people with spinal cord injury. As 

this was a cross-sectional study, we consider this research as a preliminary study that can 

yield valuable information that may clarify many important questions related to spinal 

cord injury and their individual capacity on daily activities of people with SCI. The 

obtained results may lead to the elaboration of strategies to reduce the impact caused by 

the disease in the life and health of the persons with spinal cord injury. Measurement of 

individual capacity is an integral part of any goal-orientated, multidisciplinary 

rehabilitation program and requires suitable assessment tools. 

The study population consisted 72 participants, the majority was male 84.70% (n=61) 

and Female was 15.30% (n=11). Their age range 10-70 years. The majority of the 

participants were aged between 21-30 years. Most of the patients were young age. 

Among 72 participants, 94.40% (n=68) participants had experienced with spinal cord 

injury due to Traumatic cause such as Fall from height, RTA, Falling of heavy object 

overhead etc. and 5.60% (n=4) participants got SCI due to Non-traumatic cause. In 

association found between age and causes of injury. Scivoletto et al. (2013) found that 

most traumatic spinal cord injury occurs in young patients, 20% of all spinal cord injury 

occurs in person aged 65 year or older. Chowdhury et al., (2015) showed that mean age 

of study population of present series was 32.7 years with a standard deviation of ± 10.51 

years. All patients were between 18 to 55 years age range.  

Male was predominantly higher than female. Majority of the patient were lives in rural 

area same situation also seen in India (Singh et al., 2013).The people of rural area are 

mostly poor and they are engage in risky work that may causing SCI. Farmer was the 
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higher for traumatic spinal cord injury. Daily labor was the second most common 

occupation where spinal cord injury was seen. 

Among the 72 participants, where 11.10% (n=8) were service holder, 12.50% (n=9) were 

businessman, 6.90% (n=5) were housewife, 31.90% (n=23) were student, 2.80% (n=2) 

were teacher, 12.50% (n=9) were labor, 19.40% (n=14) were farmer and 2.80% (n=2) 

were others. Chowdhury et al., (2015) showed that maximum respondents, 18 (36.0%), of 

the study group were day laborer followed by 17 (34.0%) 'Others' different types of 

occupation, 5 (10.0%) business man, 4 (8.0%) service holder, 4 (8.0%) housewife and 2 

(4.0%) student.  

Among 72 participants, 94.40% (n=68) participants had experienced with spinal cord 

injury due to Traumatic cause such as Fall from height, RTA, Falling of heavy object 

overhead etc. and 5.60% (n=4) participants got SCI due to Non-traumatic cause such as 

TB Spine, Multiple sclerosis, Transverse myelitis etc. In the USA DeVivo eta al (2012) 

showed the most common factors responsible for SCI are motor vehicle accidents in 

45%, falls in 22%, flights in 16% and sports accidents in 13%. The skeletal level of 

thoracic were 44.40% (n=32), lumber were 50.00% (n=36) and 5.60% (n=4) had no 

skeletal level due to Non-traumatic cause such as TB Spine, Multiple sclerosis, 

Transverse myelitis etc. In thoracic level, thoracic 11 and 12 were most common and in 

lumber level, lumber 1 was most common. Relation found between skeletal level of 

injury and FIM total score. The neurological level of thoracic were 37.50% (n=27) and 

lumber 62.50% (n=45). Lumber level were most common than thoracic level. In lumber 

level, lumber 2 were most common and in thoracic level, thoracic 12 were most common. 

Relation found between neurological level and total FIM score. 

Severity of injury out of 72 participants, Complete A in ASIA Scale were 48.60% (n=35), 

Incomplete B in ASIA Scale were 22.20% (n=16), Incomplete C in ASIA scale were 

20.80% (n=15) and Incomplete D in ASIA scale were 8.30% (n=6). Most of the 

participants were complete A 48.60% Incomplete B in ASIA Scale were 22.20% 

Incomplete C in ASIA scale were 20.80% and Incomplete D in ASIA scale were 8.30%. 

Approximately 40% of patients with spinal cord injury (SCI) present with complete SCI, 
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40% with incomplete injury, and 20% with either no cord or only root lesions (Zaveri & 

Das, 2017). 

Among 72 participants, 4.20% (n=3) of the participants needs maximal assistance, 2.80% 

(n=2) of the participants needs moderate assistance, 6.90% (n=5) of the participants 

needs minimal assistance, 4.20% (n=3) of the participants needs supervision, 20.80% 

(n=15) of the participants became independent with assistive device and majority 61.10% 

(n=44) of the participants became independent in rolling. 1.40% (n=1) of the participants 

became unable to do, 4.20% (n=3) of the participants needs maximal assistance, 6.90% 

(n=5) of the participants needs moderate assistance, 12.50% (n=9) of the participants 

needs minimal assistance, 11.10% (n=8) of the participants needs supervision, 16.70% 

(n=12) of the participants became independent with assistive device and majority 42.20% 

(n=34) of the participants became independent in lying to sitting. 1.40% (n=1) of the 

participants became unable to do, 4.20% (n=3) of the participants needs maximal 

assistance, 6.90% (n=5) of the participants needs moderate assistance, 12.50% (n=9) of 

the participants needs minimal assistance, 11.10% (n=8) of the participants needs 

supervision, 16.70% (n=12) of the participants became independent with assistive device 

and majority 42.20% (n=34) of the participants became independent in  sitting to lying. 

1.40% (n=1) of the participants became unable to do, 4.20% (n=3) of the participants 

needs maximal assistance, 2.80% (n=2) of the participants needs moderate assistance, 

8.30% (n=6) of the participants needs minimal assistance, 15.30% (n=11) of the 

participants needs supervision, 22.20% (n=16) of the participants became independent 

with assistive device and majority 45.80% (n=33) of the participants became independent 

performed supine to prone lying. 4.20% (n=3) of the participants became unable to do, 

1.40% (n=1) of the participants needs maximal assistance, 5.60% (n=4) of the 

participants needs moderate assistance, 15.30% (n=11) of the participants needs minimal 

assistance, 9.70% (n=7) of the participants needs supervision, 18.10% (n=13) of the 

participants became independent with assistive device and majority 45.80% (n=33) of the 

participants became independently performed sitting balance. 

Among 72 participants, 5.60% (n=4) of the participants became unable to do, 6.90% 

(n=5) of the participants needs maximal assistance, 5.60% (n=4) moderate assistance, 
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5.60% (n=4) minimal assistance, 5.60% (n=4) require supervision, 12.50% (n=9) 

independent with assistive device and majority 58.30% (n=42) became independent 

lifting in wheelchair. 5.60% (n=4) unable to do, 6.90% (n=5) maximal assistance, 5.60% 

(n=4) moderate assistance, 5.60% (n=4) minimal assistance, 5.60% (n=4) require 

supervision, 12.50% (n=9) independent with assistive device and majority 58.30% (n=42) 

independent in lifting on bed. 

Among 72 participants, 8.30% (n=6) of the participants became unable to do, 6.90% 

(n=5) of the participants needs maximal assistance, 6.90% (n=5) of the participants needs 

moderate assistance, 5.60% (n=4) of the participants needs minimal assistance, 15.30% 

(n=11) of the participants needs supervision, 34.70% (n=25) of the participants became 

independent with assistive device and 22.20% (n=16) of the participants became 

independent. 

Among 72 participants, 5.60% (n=4) of the participants became unable to do, 9.70% 

(n=7) maximal assistance, 6.90% (n=5) moderate assistance, 9.70% (n=7) minimal 

assistance, 12.50% (n=9) supervision, 26.40% (n=19) independent with assistive device 

and 29.20% (n=21) independently transfer wheelchair to bed.6.90% (n=5) unable to do, 

8.30% (n=6) maximal assistance, 9.70% (n=7) moderate assistance, 16.70% (n=12) 

minimal assistance, 18.10% (n=13) needs supervision, 20.80% (n=15) independent with 

assistive device and 19.40% (n=14) independently transfer wheelchair to toilet. 13.90% 

(n=10) unable to do, 9.70% (n=7) maximal assistance, 11.10% (n=8 moderate assistance, 

23.60% (n=17) minimal assistance, 22.20% (n=16) supervision, 12.50% (n=9) 

independent with assistive device and 6.90% (n=5) independently perform high and low 

transfer. Jongjit et al., (2014) found that the study group became significantly more 

independent in self-care activities, sphincter control, mobility, and locomotion. 

Among 72 participants, 12.50% (n=9) unable to do, 5.60% (n=4) maximal assistance, 

4.20% (n=3) moderate assistance, 13.90% (n=10) minimal assistance, 1.40% (n=1) 

supervision, 22.20% (n=16) independent with assistive device and majority 40.30% 

(n=29) independent in wheelie. 13.90% (n=10) unable to do, 8.30% (n=6) maximal 

assistance, 8.30% (n=6) moderate assistance, 19.40% (n=14) minimal assistance, 26.40% 

(n=19) require supervision, 18.10% (n=13) independent with assistive device and 5.60% 
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(n=4) independently up and down slops.16.70% (n=12) unable to do, 8.30% (n=6) of the 

participants needs maximal assistance, 12.50% (n=9) moderate assistance, 26.40% 

(n=19) minimal assistance, 22.20% (n=16) supervision, 9.70% (n=7) independent with 

assistive device and 4.20% (n=3) independent in rough ground. 30.60% (n=22) unable to 

do, 19.40% (n=14) maximal assistance, 18.10% (n=13) moderate assistance, 16.70% 

(n=12) minimal assistance, 6.90% (n=5) needs supervision, 4.20% (n=3) independent 

with assistive device and 4.20% (n=3) independent in small steps. 

Among 72 participants, 25.00% (n=18) unable to do, 15.30% (n=11) maximal assistance, 

11.10% (n=8) moderate assistance, 25.00% (n=18) minimal assistance, 6.90% (n=5) 

require supervision, 13.90% (n=10 independent with assistive device and 2.80% (n=2) 

independent in sit to stand. 34.70% (n=25) unable to do, 6.90% (n=5) maximal 

assistance, 18.10% (n=13) moderate assistance, 18.10% (n=13) minimal assistance, 

8.30% (n=6) require supervision, 11.10% (n=8) independent with assistive device and 

2.80% (n=2) independent in standing balance. The majority of 34.70% (n=25) unable to 

do, 9.70% (n=7) maximal assistance, 19.40% (n=14) moderate assistance, 15.30% (n=11) 

minimal assistance, 9.70% (n=7) require supervision and 11.10% (n=8) became 

independent with assistive device in standing balance. The majority of 38.90% (n=28) 

unable to do, 16.70% (n=12) maximal assistance, 18.10% (n=13) moderate assistance, 

9.70% (n=7) minimal assistance, 12.50% (n=9) needs supervision and 4.20% (n=3) 

independent with assistive device tilt on table. 

Among 72 participants, majority 55.60% (n=40) unable to do, 16.70% (n=12) maximal 

assistance, 9.70% (n=7) moderate assistance, 8.30% (n=6) minimal assistance, 6.90% 

(n=5) needs supervision, 1.40% (n=1) independent with assistive device and 1.40% (n=1) 

independent walking in flat surface. The majority 65.30% (n=47) unable to do, 15.30% 

(n=11) maximal assistance, 5.60% (n=4) moderate assistance, 8.30% (n=6) minimal 

assistance, 4.20% (n=3) require supervision and 1.40% (n=1) independent with assistive 

device. The majority 65.30% (n=47) unable to do, 15.30% (n=11) maximal assistance, 

5.60% (n=4) moderate assistance, 8.30% (n=6) minimal assistance, 4.20% (n=3) 

supervision and 1.40% (n=1) independent with assistive device small steps or slops. 

48.60% (n=35) unable to do, 16.70% (n=12) maximal assistance, 18.10% (n=13) 
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moderate assistance, 8.30% (n=6) minimal assistance, 2.80% (n=2) supervision and 

5.60% (n=4) modified independent in fitting brace. FIM total score of 72 participants 

minimum score 31, maximum 167, mean and standard deviation 103.60± 35.133. At 

pretreatment stage of present series mean (±SD) FIM score of the patients was 92.5 

(±21.66). After one week of treatment mean FIM score was reached 99.24 (±16.85) and 

after six weeks of treatment mean FIM score was reached 107.32 (±18.37) (Chowdhury 

et al., 2015). Another study showed that the FIM admission score was 28.56 ±12.10 and 

after 8-week rehabilitation 75.06± 25.55 and FIM gain 47.12± 19.03 (Post et al., 2015). 

 

 

Limitation of the Study:  

There were a number of limitations and barriers in this research project which had affect 

the accuracy of the study, these are as follow: The samples were collected only from the 

CRP at Savar and the sample size was small, so the result of the study could not be 

generalized to the whole population of Spinal Cord Injury in Bangladesh.  

This study has provided for the first time data on the individual capacity on daily 

activities of people with spinal cord injury in Bangladesh. No research has been done 

before on this topic. So there was little evidence to support the result of this project in the 

context in Bangladesh. A convenience sampling was used that was not reflecting the 

wider population under study. The research project was done by an undergraduate student 

and it was first research project for her. So the researcher had limited experience with 

techniques and strategies in terms of the practical aspects of research. As it was the first 

survey of the researcher so might be there were some mistakes that overlooked by the 

supervisor and the honorable teacher. 
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CHAPTER – VI               CONCLUSION AND RECOMMENDATION 

 

Conclusion 

Spinal cord injury (SCI) is one of the most devastating conditions known to mankind. It 

is a serious condition that affects lives dramatically. Spinal cord injury (SCI) is an insult 

to the spinal cord resulting in a change, either temporary or permanent, in its normal 

motor, sensory, or autonomic function. Although spinal cord injury is one of the most 

serious injuries that a person can survive, it is possible to return to a healthy, happy and 

productive life after even the most severe of cord injuries. Some people are who working 

on the community they are now still suffering post-traumatic stress. 

Recommendation 

The aim of the study was to assess individual capacity on daily activities of people with 

spinal cord injury. Though the study had some limitations but investigator identified 

some further step that might be taken for the better accomplishment of further research. 

The main recommendations would be as follow: The random sampling technique rather 

than the convenience sampling technique would be chosen in further in order to enabling 

the power of generalization the results. The duration of the study was relatively short, so 

in future wider time would be taken for conducting the study. Investigator used 72 

participants as the sample of this study, in future the sample size would be more. In this 

study, the investigator took the participants only from the one selected hospital of Savar 

as a sample for the study. So for further study investigator strongly recommended to 

include the SCI patients from all over the Bangladesh to ensure the generalize ability of 

this study. 
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Appendix-I: 

  বাাংলা ম ৌখিক সম্মখি পত্র 

 

আসসালামু আলাইকুম, 

আমম জামিন তাসমনম, ৪র্ থ বর্ থ মবএসমস ইন মিজজওথর্িামিি ছাত্রী। আমম 

মিজজওথর্িামিি বযাথেলি মিমিি আংমিক িমিিূর্ থতাি জনয এই গথবর্র্াটি িমিোলনা 

কিমছ ।  আমম “স্পাইনাল কর্ডে আঘািপ্রাপ্ত বযক্তির প্রখিখির্নর ক্তিয়াকলার্পর 

ক্ষ িা” এি উিি গথবর্র্া কিমছ । 

এই গথবর্র্াি উথেিয হথলা “স্পাইনাল কর্ডে আঘািপ্রাপ্ত বযক্তির প্রখিখির্নর 

ক্তিয়াকলার্পর ক্ষ িা”। আমম এথেথত্র আিনাথক মকছু বযজিগত , রিাথগি ববমিষ্ট্য 

এবং সংমিষ্ট্ মনযামথকি আনুসামিক মকছু প্রশ্ন কিথত োজি। এথত আনমুামনক ১৫-২০ 

মমমনি সময লাগথব।  

আমম আিনাথক অবগত কিমছ রে, এিা আমাি অধ্যযথনি অংি এবং ো অনয রকাথনা 

উথেথিয বযবহৃত হথব না । এই গথবর্র্ায আিনাি অংিিহর্ বতথমান ও ভমবর্যৎ 

মেমকৎসায রকাথনা প্রকাি প্রভাব রিলথব না। আিমন রেসব তর্য প্রদান কিথবন তাি 

রগািনীযতা বজায র্াকথব এবং আিনাি প্রমতথবদথনি ঘিনা প্রবাথহ এিা মনজিত কিা 

হথব রে এই তথর্যি উৎস অপ্রকামিত র্াকথব।  

এ অধ্যযথন আিনাি অংিিহর্ রেিা প্রথর্ামদত এবং আিমন রেথকাথনা সময এই 

অধ্যযন রর্থক রকাথনা রনমতবােক িলািল ছাডাই মনথজথক প্রতযাহাি কিথত িািথবন। 

এছাডাও রকান মনমদথষ্ট্ প্রশ্ন অিছন্দ হথল উত্তি না রদযা এবং সাোৎকাথিি সময রকান 

উত্তি না মদথত োওযাি অমধ্কাি ও আিনাি আথছ। 

আিনাি অংিিহথর্ি জনয িামিশ্রমমক প্রদান কিা হথব না। 

এই অধ্যযন সম্পথকথ আিনাি রকান প্রশ্ন র্াকথল আিমন আমাি সাথর্ / আমাি 

সুিািভাইজাি প্রথিসি রমাোঃ ওবাযদুল হক, ভাইস মপ্রজিিাল, মবএইেমিআই এি সাথর্ 

রোগাথোগ কিথত িাথিন । 

 

রমাবাইল নংোঃ ০১৭১১-৫৭৯২৬৪ 

 

সুিািভাইজাথিি রমাবাইল নংোঃ ০১৭৩০০৫৯৬৪০ 

 

আমম মক আিনাি অনুমমত মনথয সাোৎকাি শুরু কিথত িামি? 

 

হযা াঁ / না    
 

অংিিহর্কািীি োেি ও তামিখ…………………………………………. 

 

উিাত্ত সংিহ কািীি োেি ও তামিখ……………………………………… 

 

োেীি োেি ও তামিখ…………………………………………………….. 
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English Verbal Consent Form 

  

Assalamu Alaikum, 

I am ZARIN TASNIM, 4th year BSc in physiotherapy student. I am conducting this 

research for the partial fulfillment of the bachelor of physiotherapy degree. The research 

titled is “Individual Capacity on Daily Activities of People with Spinal Cord Injury”.  

The study aim is to find out the Individual capacity on daily activities of people with 

spinal cord injury. To find out that I need to ask several questions to you. The entire 

session will take approximately 15-20 minutes. 

I would like to also inform you that this is a purely academic study and will not be used 

for any other purpose. Your participation in the research will have no impact on your 

present or future treatment. All information provided by you will be kept confidential and 

in the event of any report or publication, it will be ensured that the source of information 

remains secret. 

Your participation in this study is voluntary and you may withdraw yourself at any time 

during this study without any negative questions. You also have the right not to answer a 

particular question that you don’t like or do not want to answer during interview. 

Remuneration will not be provided for your participation. 

If you have any queries about the study you may contact with me / my supervisor 

Professor Md. Obaidul Haque, Vice Principal, BHPI. 

 

Contact no: 01711-579264 

Supervisor contact no: 01730059640 

 

So, may I have your consent to proceed with the interview? 

Yes / No  

Signature and date of the Participant ……………………………………………. 

Signature and date of the Interviewer …………………………………………… 

Signature and date of the Witness ……………………………………………….. 
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Appendix-II 

 

Questionnaire- বাাংলা 

 

 

পব ে ১: বযক্তিগি খববরণ 

 

নামোঃ   

টিকানাোঃ  

রোগাথোথগি 

নাম্বািোঃ  

 

রিাগীি আইমিোঃ  

সাোতকাথিি 

তামিখোঃ 

 

 

 

পব ে-২: জনসাংিযািাক্তিক িথ্যাবলী 

 

এই প্রশ্নিত্রটি স্পাইনাল কথিথ আঘাতপ্রাপ্ত বযজিি প্রমতমদথনি জিযাকলাথিি েমতাি 

মান মনর্ থয কিাি জনয বতমি কিা হথযথছ এবং এই িব থটি মিজজওথর্িামিস্ট বলথিন 

বযবহাি কথি িূির্ কিথবন। 

 

অনুিহিূব থক মনথেি প্রশ্নগুমলি মথধ্য সটিক উত্তথিি বাম িাথি টিক (√) মেহ্ন মদন। 
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িখ ক 

নাং 

প্রশ্নস ূহ অাংশগ্রহণকারীর  িা ি 

 

১.১ বযস (বছি): 
………..বছি 

১.২ মলি ১ .িুরুর্ 

২ .মমহলা 

১.৩ মিোগত 

রোগযতা 

 

১. মনিেি 

২. প্রাইমামি 

৩. মাধ্যমমক 

৪. এস এস মস 

৫. এইস এস মস 

৬. স্নাতক িাি  

৭. স্নাতথকাত্তি 

৮. অনযানয 

১.৪ বসবাথসি স্থান ১.িাম 

২.িহি 

৩.উি িহি 

১.৫ রিিা 

 

১.োকুিীজীবী 

২.বযবসাযী 

৩.গমৃহর্ী 

৪.ছাত্র/ছাত্রী 

৫.মিেক 

৬.শ্রমমক 

৭.কৃর্ক 

৮.অনযানয........................ 
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১.৬ বববামহক 

অবস্থা 

১. মববামহত 

২.  অমববামহত  

৩.  মবধ্বা  

৪.  মববাহমবথিদ  

৫.  একক  

১.৭ িমিবাথিি 

ধ্ির্ 

১.রছাি িমিবাি 

২.রেৌর্ িমিবাি 

 

 

পব ে ৩: অাংশগ্রহণকারী সম্পখকেি িথ্যাবলী 

রিাথগি ধ্ির্োঃ  

আঘাত প্রাথপ্তি তামিখোঃ  

রমরুদথেি আঘাত প্রাপ্ত 

অংিোঃ 

 

ভমতথি তামিখোঃ  

স্নাযুতথেি আঘাত প্রাপ্ত 

অংিোঃ 

 

িমিবাথিি মামসক আযোঃ  

 

 

 



79 
 

অযার্ খরকান স্পাইনাল  অযার্সাখসর্য়শন মেলঃ 

সমূ্পর্ থ এ ০১ 

অসমূ্পর্ থ মব ০২ 

অসমূ্পর্ থ মস ০৩ 

অসমূ্পর্ থ মি  ০৪ 

নিমাল ই ০৫ 

 

 

ফাাংশনযাল প্রর্গ্রস মরট াং মেলঃ 

েযংসমূ্পর্ থ ৭ 

সাহােযকািী মিভাইস/ সহাযক ৬ 

তত্ত্বাবধ্ান ৫ 

অল্প সাহােয ৪ 

রবিী সাহােয ৩ 

খুব রবিী সাহােয ২ 

অেম ১ 

 

পব ে ৪: দিনক্তিন কার্ েকলার্প বযক্তিগি ক্ষ িা 

ক েশীলিা/ (অযাকট খিট স) 

 

মোর/ সাফলযাাংক 
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খবছানায় গখিশীলিা  

গডাগমড  

রিাযা রর্থক বসা  

বসা রর্থক রিাযা  

উিুি হথয রিাযা  

বথস র্াকাি ভািসাময  

উর্তালন  

হুইলথেযাথিি মথধ্য উথত্তালন  

মবছানাি উিি উথত্তালন  

সামথনি মদথক উথত্তালন  

দুই িাথি উথত্তালন  

মিছথনি মদথক উথত্তালন  

স্থানান্তর  

হুইলথেযাি ↔  মবছানা  

হুইলথেযাি ↔  িযথলি  

উিথি এবং মনথে স্থানান্তি  

হুইলর্েয়ার্রর িক্ষিা  

হুইলথেযাি োলাথনাি েমতা  

উেু এবং মনেু ঢাল  

অমসৃর্ ভুমম/ তল  

রছাি ধ্াি  

িাাঁড়ার্না  

বসা রর্থক দা াঁডাথনা  

দা াঁডাথনাি ভািসাময  

দা াঁডাথনাি রিমবল  

টিলি রিমবল  

হা া  

মসৃর্ তল  

অমসৃর্ তল/ অসমতল  

ধ্াি/ ঢাল  

উিেুি রেস/ মিটিং রেস  

রমাি  
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Questionnaire- English 

 

SECTION-1: Personal Details 

 

Name:  

Address:  

Contact number:  

Patient ID:  

Date of interview:  

 

SECTION-2: Socio Demographic Information 

This questionnaire is developed to measure the individual capacity on daily activities of 

people with spinal cord injury and this section will be filled by physiotherapist using a 

pen. 

Please give tick (√) mark at the left side box of the best correct answer 

Question 

Number 

Questions/ 

Information  

Response of the participant 

1.1 Age (in year): 
………..years 

1.2 Gender 1. Male 

2. Female 

1.3 Educational 

status 

1. Illiterate 

2. Primary 
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 3. Secondary 

4. S.S.C 

5. H.S.C 

6. Graduate 

7. Post Graduate 

1.4 Living area 1. Rural 

2. Urban 

3. Semi-urban 

1.5 Occupation 

 

1. Service holder 

2. Businessman 

3. Housewife 

4. Student 

5. Teacher 

6. Labor 

7. Farmer 

8. Other........................ 

1.6 Marital status 1. Married 

2. Unmarried 

3. Widow 

4. Divorce 

5. Single 

1.7 Family type 

 

1. Nuclear family 

2. Extended family 
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SECTION-3: Participant related information 

Diagnosis:  

Date of injury:  

Skeletal Level:  

Date of Admission to CRP:  

Neurological Level:  

Monthly family income:  

 

ASIA scale (Impairment Grading) 

Complete A 01 

Incomplete B 02 

Incomplete C 03 

Incomplete D 04 

Normal E 05 
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Functional Progress Rating Scale 

Independent 7 

Independent with assisted device 6 

Supervision 5 

Minimal assistance 4 

Moderate assistance 3 

Maximal assistance 2 

Unable to do 1 

 

 

SECTION4: Individual Capacity on Daily Activities 

 

Activities                                Scores 

Bed Mobility 

 

 

Rolling  

Lying to sitting  

Sitting to lying  

Supine lying ↔ Prone lying  

Sitting balance  

Lifting 

 

 

Lifting in Wheelchair  

Lifting on bed  
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Lifting to forward  

Lifting sideways  

Lifting backwards  

Transfers 

 

 

Wheelchair ↔ Bed  

Wheelchair ↔ Toilet  

High & Low transfers  

Wheel Chair Skills 

 

 

Wheelie  

Up and down slops  

Rough ground  

Small steps  

Standing 

 

 

Sit to Stand  

Standing Balance  

Standing Table  

Tilt Table  

Walking 

 

 

Flat Surface  

Rough Surface  

Steps/Slops  

Fitting Brace  

Total 
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Appendix-III: IRB Permission Letter 
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Data collection Permission Letter 

 


