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ABSTRACT 

FARAD SAFAR KA YED MANEE 

A COMPARISON OF THE ADAPTATION AND QUALITY OF LIFE OF INDIVIDUALS 
WITH SPINAL CORD INJURIES FROM KUWAIT AND THE UNITED STATES: A 

CROSS CULTURAL PERSPECTIVE 

DECEMBER 2008 

According to the National Spinal Cord Injury Statistical Center (NSCISC, 2006), 

SCI is a nationwide issue and its annual incidence worldwide has been reported to be 

between 11.5 and 57 .8 cases per million population. In the United States, the estimated 

incidence rate of new SCI cases is quite large at approximately 11,000 per year (NSCISC, 

2006). Such a traumatic injury can result in significant and permanent life changes for the 

injured individual including his/her physical, psychological, and social aspects. Due to 

the devastating consequences of SCI, QOL becomes the outcome of greatest concern 

among health care professionals. In tum, quality of life (QOL) is considered one of the 

major outcomes in occupational therapy and spinal cord injury (SCI) survivors are one of 

the most common groups that occupational therapists treat. The purpose of this line of 

research was to investigate the role of adaptation in QOL research among SCI survivors. 

This line of research also compared the factors that influence the QOL of SCI survivors 

cross-cu I tural ly. 

The first study was a quantitative study aimed at comparing the HRQOL of adult 

Kuwaitis with that of normative data for the American general population as well as with 
Vl 



the HRQOL of Americans with SCI. The second and third studies employed mixed 

methods designs. This dissertation concluded that recovery from a SCI depends on the 

dynamic relationship between person, environment, occupation, adaptation, and QOL. 

These three studies were prepared and submitted to peer reviewed journals. 

One outcome of this dissertation was to contribute to the knowledge base of 

occupational therapy about the recovery experience of SCI survivors. It seems most 

important for therapists to understand the adaptation process of SCI survivors and the 

factors that influence their QOL cross-culturally. This dissertation also investigated 

actors that influence the QOL of SCI survivors' living in Kuwait and the U.S. Results 

from these three studies could be utilized in occupational therapy education, practice, and 

research. Recommendations are offered to further explore the findings of this study. 
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CHAPTER I 

INTRODUCTION 

Quality of life (QOL) is considered one of the outcome measures in occupational 

therapy (AOT A, 2002) and has long been of central focus to occupational therapists 

(Wilcock, 1993; Yerxa, 1994). The importance of QOL was emphasized by Yerxa et al. 

( 1990), who stated that "medicine is concerned with preserving life; occupational therapy 

is concerned with the quality of life preserved" (p. 8). Many occupational therapists agree 

that QOL is multidimensional, dynamic, and intimately related to occupation (Radomski, 

1995). Several authors describe the central objective of occupational therapy as 

promoting health and QOL through enabling occupation (Fisher, 1998; Polatajko, 1994; 

Y erxa, 1994; Youngstrom et al., 2000). It is because of this connection to health through 

occupation that many occupational therapists strongly advocate for the use of QOL in 

both practice and research (Laliberte-Rudman et al., 2000; Liddle and McKenna, 2000; 

Radomski, 1995). 

The term QOL first appeared in research literature in the 1930's and remains 

prominent in recent literature of other disciplines. Quality of life has been studied 

extensively by researchers from different disciplines including rehabilitation, social 

services, medicine, education, and psychology, however, the body of knowledge in 

occupational therapy on this topic is still limited. 
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When working with persons with chronic disabilities such as spinal cord injury 

(SCI), a person's QOL is considered the ultimate goal for most occupational therapists. 

Occupational therapy literature on QOL for people with chronic conditions identifies a 

significant relationship between QOL and that of meaningful occupation and 

participation (Dooley and Hinojosa, 2004; Duncan-Myers & Huebner, 2000; Huebner et 

al., 2003; Laliberte-Rudman et al., 2000). Such evidence supports the premise that 

mastery and occupational performance are associated with improved well-being 

(Youngstrom et al., 2000). Occupational therapy research also demonstrates a positive 

relationship between meaningful roles, interests, values, goal-directed action, personal 

control and life satisfaction and well-being (Duncan-Myers & Huebner, 2000; Hammell, 

2007, Smith, Kielhofner, & Watts, 1986). These findings solidify the connection between 

occupation and health and well-being. 

A person's QOL is considered to be complex and multifaceted. In addition to 

occupation, there are various factors that influence a person's QOL. International studies 

show that a participant's culture may influence a person's QOL (Dijkers et al., 2002; 

Kreuter et al., 2005; Ide and Fugl-Meyer, 2001, McColl et al., 2002). These studies have 

shown that satisfaction with life, and therefore QOL varies among groups and among 

nations due to various factors such as technology, culture, environment, and the health 

care system. Researchers in occupational therapy need to further investigate and 

understand the extent to which occupational performance, environment, and adaptation 

influence a person's perceptions of his/her QOL. It is important to note that adaptation 
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can play an essential role in facilitating a person's engagement in functional activities and 

therefore influencing that person's health, well-being, and QOL. 

Occupational therapy as a discipline must consider the significant role of 

adaptation in QOL. Researchers need to carefully investigate and understand how 

integration of adaptive responses plays a key role in the dynamic relationship between 

occupational performance and QOL. One way to do this is by conducting occupational 

therapy cross-cultural QOL studies comparing occupational challenges, adaptive 

responses, and QOL among people with SCI. Such studies can assist in explaining the 

differences in a particular group's QOL and could also be of great benefit in making 

suggestions for improvement in occupational therapy services nationally and 

internationally. Currently, there is no study that assesses and compares the QOL of 

persons with SCI living in an Arabic country to that of persons living in a more 

developed country. Thus, the scope of this line of research compares the QOL of people 

with SCI in Kuwait with that of those in the United States. 

Statement of the Problem 

Quality of life is one of the outcomes of occupational therapy identified in the 

Occupational Therapy Practice Framework (OTPF) (AOTA, 2002, p. 628). The term 

QOL continues to emerge as a central construct in outcomes research in the practice of 

occupational therapy (Fisher, 1998; AOTA, 2002; CAOT, 1994; Polatajko, 1994; 

Wilcock, 1993; Yerxa, 1994; Youngstrom et., 2000). While it has been studied 

extensively by researchers from other disciplines, the occupational therapy (OT) body of 

knowledge on this topic remains limited. Research shows that the domains of 
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occupational therapy such as adaptation, occupation, and environment are principal 

constructs in the QOL knowledge base (Dijkers, 1998; Dooley and Hinojosa, 2004; 

Duncan-Myers & Huebner, 2000; Fuhrer, 1996; Hammell, 2007; Huebner et al., 2003; 

Laliberte-Rudman et al., 2000). The outcome of QOL also remains consistent with the 

International Classification of Functioning, Disability and Health (ICF) (WHO, 2001 ). 

With specific reference to clients with chronic physical conditions such as SCI, the role 

of the occupational therapist is to promote the QOL for such clients. Although 

occupational therapists have significantly contributed to QOL research, more studies are 

necessary to fully expand the concept for other populations. 

Statement of the Purpose 

While QOL is considered the ultimate goal for most occupational therapists 

working with persons with disabilities (Graff et al., 2006, Robyn & Linsey, 2007; Todd, 

2007), the concept of QOL remains very complex and multifaceted. This proposed 

dissertation was comprised of two major goals. The first goal was to investigate the role 

of adaptation in QOL research. To do so, the Occupational Adaptation (OA) model was 

used as a template for interpretation of the three studies' findings (Schkade & Schultz, 

2003; Johnson & Schkade, 2001; Schkade & McClung, 2001; Schkade & Schultz, 1992; 

Schultz & Schkade, 1992). This research carefully investigated ways in which the 

integration of adaptive responses plays a key role in the dynamic relationship between 

occupational performance and QOL. The second goal was to conduct cross-cultural QOL 

studies to compare occupational challenges, adaptive responses, and QOL among people 
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with SCI. To date, no study has assessed and compared the QOL of persons with SCI 

living in an Arabic country to that of persons living in a developed country. 

Specific Aims 

The dual purpose of this dissertation was accomplished in three separate, but related 

studies. These studies addressed the adaptation and QOL of individuals with SCI in 

Kuwait and the United States through a cross-cultural perspective. The first study, "Cross 

cultural perspectives of quality of life between Kuwaitis and Americans with spinal cord 

injuries," was a quantitative study aimed at comparing and investigating the differences 

of the QOL between adult Kuwaitis and Americans with SCI. The study explored the 

following research questions: 

1. How do Kuwaitis with SCI perceive their health related QOL? 

2. What are the similarities and differences of perceived health related QOL of the 

Physical Component Summary (PCS) and Mental Component Summary (MCS) 

as identified in the SF-36 between adult Kuwaitis and Americans with SCI? 

3. What are the implications for occupational therapy practice based on identified 

cultural differences? 

The second study, ''Perspectives of Kuwaitis living with spinal cord injuries: A 

mixed-method study," employed a mixed methods design and included both quantitative 

and qualitative methods. The study examined these research questions: 

1. How do Kuwaitis with SCI perceive their roles before and after the injury? 

2. How do persons with SCI from Kuwait adapt to their injury? 

5 



3. How does the occupational environment in Kuwait impact adaptation following 

SCI? 

4. What are the perceptions of the future for Kuwaitis with SCI? 

The third study, ''Perspectives of Americans living with spinal cord injuries: A mixed-

method study," used a mixed methods design and asked the following questions: 

1. How do Americans with SCI perceive their roles before and after SCI? 

2. How do persons with SCI from the United States adapt to their injury? 

3. How does the occupational environment in the United States impact adaptation 

following SCI? 

4. What are the perceptions of the future for Americans with SCI? 

Significance of the Line of Research 

Findings from these studies would increase awareness among occupational 

therapists about the factors related to successful QOL following SCI. Moreover, the 

theoretical understanding of a disability through the Occupational Adaptation (QA) 

framework should allow clinicians and researchers to take account of the important roles 

that environment, occupational performance, and adaptive response take in influencing a 

person's health, well-being, and ultimately QOL. With a clearer picture about the 

person's environment, occupational therapists can develop more individualized therapies 

and thus create successful QOL outcomes for persons with SCI. This broadens or opens-

up the actual definition of QOL to include the individual client's perspective. 

These findings might lead to future research regarding the delivery and 

development of SCI rehabilitation services across other countries and cultures such as in 
6 



Kuwait. Finally, these cross-cultural QOL studies should promote greater collaborative 

effort and support between occupational therapists on a global level. Researchers could 

make important comparisons across cultures to determine key differences in domains that 

make up successful QOL. These types of comparisons are of great interest as they 

promote actual client inclusion within their own plan of treatments and fulfill the goal of 

occupational therapy. Hence, collaborative findings from these studies would contribute 

to the improvement of occupational therapy services both nationally and internationally. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

Several related topics are discussed in this literature review. First, operational 

definitions of QOL from occupational therapy and non-occupational literature are 

described. Quality of life is an outcome that has long been of interest to occupational 

therapists. Second, QOL as an outcome measure is emphasized by several authors and 

researchers who describe the central objective of occupational therapy as promoting 

health and QOL (Fisher, 1998; Polatajko, 1994; Yerxa, 1994; Youngstrom et al., 2000). 

Because occupational therapy literature on QOL strongly advocates its use in research 

and practice, QOL research studies in occupational therapy literature are discussed. 

Major advantages of using QOL as a goal or outcome measure exist, so advantages of 

QOL measures for occupational therapy are addressed. Because the researcher's interest 

is particular to SCI, the QOL of SCI survivors is discussed here. Since adaptation is a 

highly emphasized concept in occupational therapy literature, human adaptation is also 

investigated. Lastly, an overview of the OA framework is provided, since it was used as a 

template for understanding a client's adaptive response to an occupational challenge 

within his/her occupational environment. 
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Operational Definitions 

The Occupational Therapy Practice Framework (OTPF): Domain and Process 

(AOT A, 2002) defines outcomes as "important dimensions of health that are attributed to 

interventions, including ability to function, health perceptions, and satisfaction with care" 

(p.618). The OTPF lists seven categories of occupational therapy outcomes -- one of 

them being quality of life (QOL) (AOTA, 2002). The OTPF defines QOL as "A person's 

dynamic appraisal of his or her life satisfactions (perceptions of progress toward one's 

goals), self-concept (the composite of beliefs and feelings about oneself), health and 

functioning (including health status, self-care capabilities, and role competence), and 

socioeconomics factors (e.g., vocation, education, income)" (AOTA, 2002, p. 633). 

Accordingly, QOL consists of an individual's overall perception of and satisfaction with 

his/her life. It is this overall perception and satisfaction with life that ties into Zhan's 

(1992) operational definition of QOL. 

Zhan's operational definition of QOL includes four dimensions: life satisfaction, self-

concept, health and functioning, and socioeconomic factors. This definition of QOL 

emphasizes "doing" ( one of the premises of occupational therapy) as the foundation of 

self-actualization (Fidler & Fidler, 1978). This definition, describes the influence of 

purposeful activity ( occupation) on QOL as the medium for motivation, satisfaction, 

sense of mastery, and performance (Wu, Trombly, & Lin, 1994). Zhan's model suggests 

that proficiency in activities of daily living (AOL) is but one factor that contributes to 

perception of a good life (Radomski, 1995). It also suggests that QOL is more than the 

sum of these parts: life satisfaction, self-concept, health and functioning, and 
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socioeconomic factors (both actual and perceived) are all interrelated (Radomski, 1995). 

Because QOL captures the realities experienced by the individual, it tends to be a client-

centered approach. A client-centered approach can be defined as "an approach to 

occupational therapy which embraces a philosophy of, respect for, and partnership with, 

people receiving services" (Law, Baptiste, & Mills, 1995, p. 253). Since the term QOL 

first appeared in research literature in the 1930s, it has been extensively researched, 

reviewed, and discussed in the social sciences, psychology, economic, and medical fields 

ofliterature. Ferrans and Powers (1992) defined QOL as "A person's sense of well-being 

that stems from satisfaction or dissatisfaction with the areas of life that are important to 

him/her" (p. 29). 

Quality Of Life As an Outcome Measure 

QOL is considered one outcome of occupational therapy. Outcome measures are 

essential in health care because of the move towards greater accountability and evidence 

based practice. Outcome measures are designed to give an indication of the efficacy of a 

treatment, by evaluating whether therapeutic goals have been met (Liddle and McKenna, 

2000; Rogers & Holm, 1994). 

Occupational therapy outcomes of QOL and occupational performance are also 

consistent with the International Classification of Functioning, Disability and Health 

(ICF) (WHO, 2001). Using the ICF terminology, makes it is easier to attain a more 

comprehensive picture of a client's outcome by including measures at all three levels of 

the disablement model: impairment, activities, and participation (Laliberte-Rudman et al., 

2000; Liddle and McKenna, 2000). Similarly, occupational therapy scholars recommend 
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that occupational therapists classify their goals and outcomes of treatment more 

specifically to the WHO' s model. Many occupational therapists suggest that QOL is an 

outcome measure at the participation level. 'Participation' (previously handicap) is 

associated with performance of life roles, such as that of worker, and often involves 

interaction at a societal level (Liddle and McKenna, 2000; Rogers & Holm, 1994). Health 

and well-being of the individual are seen as holistic (a core belief of the profession) and 

can be maintained through active engagement in occupation. In the occupational therapy 

profession, the construct of QOL has gained prominence because the experience of 

participation in occupations is considered to be closely associated with QOL (Laliberte-

Rudman et al., 2000). 

Measurement of Quality of Life 

Both qualitative and quantitative methodologies have been used to explore the 

construct of QOL. Both methods have strengths, and the purpose of the measurement 

determine the more appropriate choice (Liddle and McKenna, 2000). Qualitative research 

is important in exploring new areas, or in demonstrating complex realities. This approach 

involves finding people who have experience in an area, and describing their experience 

in detail (Liddle and McKenna, 2000). The techniques commonly used to obtain people's 

insights and perspectives are persona] interviews and focus groups using discussions and 

open ended questioning (Liddle and McKenna, 2000). Qualitative research is particularly 

useful in explaining the theoretical conceptualization of QOL, a necessary and important 

forerunner to the development of QO L measures and benchmarks (Lau, Chi, & 

McKenna, 1998). 
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In contrast, quantitative methodology typically yields numerical values that may 

quantify outcomes, in order to determine efficacy of treatment methods and resource 

allocation (Liddle and McKenna, 2000). Questionnaires and numerical outcomes are 

typically used. Quantitative research in the area of QOL is based on the underlying 

assumption that QOL has elements that are common to all people (Liddle and McKenna, 

2000). This methodology has provided as a means of establishing a consensual picture of 

the QOL of large numbers of people (Liddle and McKenna, 2000). 

Quality Of Life and Occupational Therapy Literature 

There are parallels between the constructs of QOL and the philosophy of occupational 

therapy (Liddle and McKenna, 2000). Occupational therapy literature from different 

fields emphasizes the value and importance of QOL to a person. Laliberte-Rudman et al. 

(2000) conducted a QOL study in the mental health field with clients who had 

schizophrenia. Their study aimed to explore the perspectives of clients with 

schizophrenia regarding QOL and develop a QOL assessment that addresses factors 

experienced as important by consumers. Results revealed seven major factors that had an 

impact on QOL including activity, social interaction, time, disclosure, "being normal," 

finances, and management of i llncss. These factors relate to three overall themes: 

managing time, connecting and belonging, and making choices and maintaining control. 

The findings support beliefs regarding occupation that are central to occupational therapy 

and the use of occupation as means and ends of therapy. 

With specific reference to clients with chronic physical disabilities, Huebner et al. 

(2003) described the following outcomes of occupational therapy: increase performance 
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of the activities of life; reintegration into the community and participation in life roles; 

and QOL. In a study of outcomes after traumatic brain injuries, Huebner et al., (2003) 

followed 25 adult participants, on average 21 months post-injury. Various areas including 

community participation and QOL were studied. Results showed that participants were 

often unemployed, depressed and withdrawn, and experienced limitation in community 

integration. Half of these participants expressed dissatisfaction in life. They rated their 

opportunities for learning and control of their life as well as their future below that of the 

control group. Findings also indicated that less disability (fewer activity limitations) and 

higher social integration were associated with various aspects of QOL (higher self-

esteem, spirituality, and recreation). Further, the study showed that QOL was highly 

related to all aspects of community integration. 

Occupational therapy theory is based on the premise that the provision of choice 

and achievement of successful adaptation motivates performance and promotes an 

internal locus of control (Kielhofner, 1992; Nelson & LaMore, 1992). The literature on 

occupational therapy has demonstrated a positive relationship between measures of 

interests, values, personal causation, and life satisfaction (Smith, Kielhofner, & Watts, 

1986). In a study on the association between perceptions of personal control and QOL 

among older persons, two self-report instruments were used (Duncan-Myers & Huebner, 

2000). Both the Quality of Life Rating (QOLR) and the Duncan Choice Index (DCI) 

were administered to 21 residents in a long-term care facility. The DCI was developed for 

this study to measure the amount of choice available in 29 self-care and leisure activities. 

The results showed a significant positive correlation (r=.54; P = .01) between the amount 
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of choice residents perceive they have and QOL. This study suggests that by engaging 

people in meaningful roles and goal-directed actions, occupational therapy can empower 

individuals to have control they desire in their everyday lives. 

Dooley and Hinojosa (2004) also studied QOL for persons with Alzheimer's 

disease as well as that of their family caregivers. They examined the extent to which 

adherence to occupational therapy recommendations would increase the QOL of persons 

with Alzheimer's disease living in the community and decrease the burden felt by family 

members caring for them. Using a pre-posttest control group design, the Assessment of 

Instrumental Function (AIF) was administered to two groups of persons with Alzheimer's 

disease in their own homes (n=40). Caregivers completed measures of feelings of burden 

and QOL. Results revealed a significant main effect for caregiver burden and three 

components of QOL (positive affect, activity frequency and self-care status). The 

findings suggest that individualized occupational therapy intervention based on the 

person-environment fit model appears to be effective for both caregivers and clients. 

These findings in QOL shows that the construct of QOL can be explored using 

both qualitative and quantitative methodologies. QOL can be studied by a subjective 

evaluation of the life circumstances of an individual with respect to his/her values. The 

literature also shows that QOL can be explained by an objective numerical measure. 

Depending on the type of QOL assessment tool (objective or subjective measure), various 

factors of QOL can be identified. Analysis of the QOL concept for adults with either 

mental health problems or physical disabilities shows various factors (domains) related to 

QOL. Studies, thereby, prove the importance of health status, physical and psychological 
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factors (psychiatric symptoms), time, social relations, finances, living situation, leisure, 

productivity, spiritual well-being, meaningful roles, and the accomplishment of 

meaningful occupations to the understanding of QOL. 

A frequently noted common weakness is the lack of existing QOL assessments to 

guide the conceptual framework of QOL. The current literature indicates that there is no 

agreement on how to best conceptualize or measure QOL. Another common limitation is 

that the definition of QOL and its domains have largely been based on researchers' 

perspectives, with little input from clients (Laliberte-Rudman et al., 2000). Little is 

known about clients' values and preferences regarding what domains or factors are 

important for QOL and how these factors are experienced as affecting QOL. The ways in 

which researchers and clinicians define QOL and the factors they perceive to be 

important contributors may be different from clients' perspectives (Clark et al., 1996). 

Thus, some potential miss-matches between clinicians' and clients' views exist. 

First, clinicians and clients may disagree on the importance of specific domains, 

such as work or education, in terms of their contribution to QOL. Second, clinicians and 

clients may have different reference systems in judging satisfaction and performance 

within such domains (Laliberte-Rudman, et al., 2000). Although clients and clinicians 

may provide similar ratings of satisfaction with respect to symptoms and function, there 

might be little agreement in terms of social relations and occupational aspects of QOL 

(Laliberte-Rudman et al., 2000). 

Due to the potential discrepancies among the perspectives of researchers, 

clinicians, and clients, exploring clients' perspectives is increasingly being recognized as 
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an important research venture, both as a way to further the understanding of issues 

important to clients and as an initial step in the development of assessments (Clark et al., 

1996). There is an emerging consensus that clients' values and preferences need to be 

addressed in treatment planning and evaluation. This is to ensure that services are not 

biased to the perspective of service providers and are optimally relevant to clients' lives 

(Laliberte-Rudman et al., 2000; Radomski, 1995; Youngstrom et al., 2000). Thus, the use 

of existing QOL assessments that have not incorporated the perspective of clients may 

mean that treatment and outcome evaluations become focused on factors that clients 

neither experience nor define as key to their QOL (Laliberte-Rudman et al., 2000). 

Unfortunately, such an approach contradicts the client-centered philosophy of the 

profession of occupational therapy. 

16 



Advantages of Quality Of Life Measures for Occupational Therapy 

In occupational therapy, intervention goals are focused on improving the QOL of 

the individual. Treatment techniques focus on enhancing the life of a client (Radomski, 

1995). Because QOL relates to the actual perfonnance and satisfaction of the client on a 

participation ( e.g., social role) level, it takes into account factors that the client deems to 

be important (Radomski, 1995). Therefore, it facilitates an intensely person-centered 

approach (Liddle & McKenna, 2000). Improving QOL as a goal of therapy may also give 

recognition to areas of practice that are not as easily measured, such as the rapport 

between the therapist and client (Robnett & Gliner, 1995). 

Quality of life can also provide a measure of any potentially detrimental effects of 

therapy. Intervention at an impairment or activity level may interfere with the 

performance of life roles due to time in therapy and fatigue. As a result, measures at the 

impairment or activity level may not show these effects, but a QOL measure at a 

participation level may (Liddle & McKenna, 2000; Radomski, 1995). Quality of life 

measures can also assist in determining resource allocation, comparing outcomes, and 

evaluating the effects of disorders and treatments. These measures also facilitate the 

discussion of outcomes with other allied health workers, as well as the client and his or 

her family (Liddle & McKenna, 2000). 

In addition, outcomes research and management have influenced the practice of 

occupational therapy in three main ways: (a) they have fostered the development of and 

reliance on functional status measures and health related quality of life (HRQOL) 

evaluations to determine treatment effectiveness; (b) they have forced the participation of 
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occupational therapy in cultivating outcomes research to remain viable and competitive 

in the market place; and ( c) their impact has dramatically altered the settings in which 

occupational therapy is delivered (Ellenberg, 1996). 

A trend in occupational therapy outcomes research is the use of HRQOL 

evaluations as a component of rehabilitation outcomes (Ellenberg, 1996). The HRQOL 

can be used for a specific diagnosis as well as for chronic conditions to report an 

individual's physical status, emotional wellbeing, social life, overall satisfaction, energy, 

vitality etc. Various HRQOL instruments exist that are designed specifically for 

outcomes research, including the Medical Outcome Study 36-item short form health 

status questionnaire (SF-36) (Hays, Sherboume, and Mazel, 1993) and Ferrans and 

Powers Quality of Life Index (QLI) (Ferrans and Powers, 1985). 

Correspondingly, Rogers, and Holm (1994) suggested a comprehensive agenda 

for outcomes research in occupational therapy encompassing: (a) Directions for research 

of efficacy in programs, (b) Outcomes as therapists relate to variability in practices, ( c) 

Development of practice-based research networks to investigate efficacy in targeted 

populations, ( d) Development of occupational therapy scientists in the research of 

methods and designs appropriate for studying effectiveness of practice, ( e) Increased 

participation of occupational therapy scientists on federal grant review panels, and (f) 

Inclusion of essential occupational performance variables in national health databases. 

Despite major advantages, the use of QOL as a goal or outcome measure in 

occupational therapy has not been widely reported in the occupational therapy literature 

(Liddle & McKenna, 2000; Mayers, 1995; Radomski, 1995). Lack of consensus of the 
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literature may have limited its use in occupational therapy; and clinicians may lack the 

time to access the broad range of literature on QOL (Eakin, 1997; Liddle & McKenna, 

2000). Besides, QOL is a more subjective construct and occupational therapists tend to 

focus more on objective outcomes. 

A major reason for limited use of QOL measures in occupational therapy is that 

the profession lacks a "gold standard" measurement instrument of QOL. Many of the 

outcome measures traditionally used by occupational therapists have tended to focus on 

performance components, such as range of motion and muscle strengths, or fragments of 

a person's broader life roles, such as certain activities of daily living. There has been less 

concern with measuring more holistic or global outcomes, such as the return to desired 

life roles or life satisfaction, which may more potently reflect the success of occupational 

therapy intervention (Radomski, 1995; Robnett & Gliner, 1995; Liddle & McKenna, 

2000). Thus, occupational therapists must advocate for the inclusion and value of 

occupational therapy in all levels of outcomes research and management (Ellenberg, 

1996). Consequently, many occupational therapists strongly advocate for the use of QOL 

in practice and research (Laliberte-Rudman et al., 2000; Liddle & McKenna, 2000; 

McKenna, 1993; Radomski, 1995; Robnett & Gliner, 1995). Occupational therapists need 

to further understand and investigate how occupational performance significantly 

influences a person's perceptions of one's life satisfaction, health, and well-being. To 

enrich occupational therapy literature on QOL, this line of research focused upon the 

QOL of people with chronic physical disabilities, specifically SCI. 

19 



Quality of Life and Spinal Cord Injury 

Spinal Cord Injury is considered a chronic condition. The estimated incidence rate of 

SCI is approximately 11,000 new cases per year in the USA (National Spinal Cord Injury 

Statistical Center, 2005). Spinal Cord Injury can affect people of all ages, but statistically, 

primarily affects young adult males. Since 2000, the average age at injury is 37.6 years 

and 79.6% of spinal cord injuries reported to the national database have occurred among 

males (National Spinal Cord Injury Statistical Center, 2005). Impairment severity of SCI 

is classified based on the American Spinal Injury Association (ASIA) classification 

system (ASIA, 2002), that combines level and completeness of injury. An ASIA A 

(Complete) is defined as a person with no motor or sensory function preserved in the 

sacral segments S4-S5. An ASIA B (Incomplete) is defined as a person with sensory but 

no motor function is preserved below the neurological level and includes the sacral 

segments S4-S5. An ASIA C (Incomplete) is defined as a person with preserved motor 

function below the neurological level, and more than half of key muscles below the 

neurological level have a muscle grade of 3 or more. An ASIA D (Incomplete) is defined 

as a person with preserved motor function below the neurological level, and at least half 

of key muscles below the neurological level have a muscle grade of 3 or more (ASIA, 

2002). SCI is associated with considerable changes in medical health, physical ability, 

functional status, psychological well being, and social role functioning. 

The consequences of a SCI are enormous upon the individual (De Vivo, 1997; Krause 

& Crewe, 1991 ). A SCI is associated with considerable changes in medical health, 

physical ability, functional status, psychological well being, and social role functioning. 
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Current and existing knowledge shows that the QOL of persons with chronic disabilities 

( such as SCI) is as essential to understanding their condition as health care outcomes. 

There is a growing awareness that improvement in long-term QOL should be a primary 

goal of rehabilitation (DeLateur, 1997; Parmenter, 1994; Rogers & Holm, 1994). The 

research on SCI shows that QOL has multiple factors. Five broad domains of QOL have 

been identified: 

1. Medical health domain (Fuhrer et al., 1993, a; Johnson et al., 1998; Menter et al., 

1997; Turner et al., 2001) 

2. Physical health domain (Dahlberg et al., 2005; Tooth et al., 2003; Saikkonen et 

al., 2004) 

3. Psychological domain (Dahlberg et al., 2005; Fuhrer et al., 1993, a; Saikkonen et 

al., 2004; Tate et al., 1994) 

4. Employment domain (Athanasou et al., 1996; Krause & Anson, 1996; Krause & 

Broderick, 2005; Jang et al., 2005; Saikkonen et al., 2004) 

5. Social well being (Dijkers, 1997; Dijkers, 1998; Dijkers et al.,2002; Fuhrer et al., 

1993,b) 

Few SCI studies have shown that QOL is considered to be an outcome measure at 

the participation level. Literature has shown that there is very little relationship between 

the severity of SCI (i.e., level or completeness of injury) and life satisfaction or between 

the degree of disability (such as a measure of Activities of Daily Livings [AD Ls]) and 

life satisfaction (Dijkers, 1997; Fuhrer, 1996; and Sjosten, et al., 1990). In Dijker's meta-

analysis (1997) of the effect of SCI on QOL, no significant correlation between 
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impairment measures (level of spinal cord) and feelings of well-being and life satisfaction 

were found. In this same review, the average correlation between impairment level and 

life satisfaction was .00. Correspondingly, the level or severity of SCI is not a moderating 

variable between SCI and life satisfaction as one ages, meaning that further studies 

should be conducted to find out perceptions of QOL among SCI survivors as they age. 

Similarly, in Fuhrer's meta-analysis {Fuhrer, 1996), the average correlation between 

disability and QOL across all studies was low (.20). In Dijker's review, it was .17. This 

means that only 4% of the variation in QOL among people with SCI is due to their degree 

of disability. At the same time, in a study by Pain et al., (1998), clients undergoing 

physical rehabilitation and their family members were interviewed to identify their 

perceptions of QOL. Participants clearly identified their QOL to be associated with their 

level of perceived societal participation. 

Other researchers have reported that psychological and social variables may help 

explain why levels of impairment or disability do not correlate with measures of QOL 

(Kemp & Ettelson, 2001). Researchers have proposed that coping strategies and social 

activities may explain the possible relationship between perceptions of QOL and levels of 

participation and engagement in life roles among people with SCI. They have found that 

variables that are most highly corre1ated with QOL in samples of persons with disability 

fall into two categories: those that are related to adequate coping with SCI and those that 

arc related to social and community involvement (Kemp & Ettelson, 2001 ). Examples of 

coping well with SCI include using social support, perceived self-control, and possessing 
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a positive personality. Examples of community involvement include: participation in 

social activities, work, family life, and enjoyable activities (Kemp & Ettelson, 2001 ). 

Since satisfaction is considered an important health outcome (Ware, Davis-Avery, and 

Stewart, 1978) and the goal of most health care systems worldwide is to allow all persons 

to have a better QOL (Haddad, Fournier, and Potvin, 1998), more research is needed to 

compare the adaptation and QOL of persons with SCI across a variety of cultures. 

Human Adaptation 

Adaptation is an essential part of occupational therapy. According to Schultz & 

Schkade (1997), "Adaptation is a change a person makes in his or her response approach 

when that person encounters an occupational challenge" (p. 474). In everyday life, it is an 

ongoing and developmental process involving multiple dimensions (King, 1978; 

Montgomery, 1984; Schkade and Shultz, 1992; Schultz & Schkade, 1992). In considering 

its internal and external demands, adaptation is also a lifelong, holistic, and universal 

concept (Schkade and Schultz, 1992). Adaptation relates to the individual, the 

environment, and his/her interaction through participation in occupation. Moreover, 

adaptation can play an essential role in facilitating a person's engagement in functional 

activities, thereby influencing a person's health, life satisfaction, and QOL (Schultz & 

Schkade, 1992). To better evaluate the significant relationship between QOL and 

adaptation, it is necessary to know more about how human beings adapt to a changing 

environment and how internal changes affect their capacity to act in the environment. 

Occupational therapy researchers need to consider the significant impact of environment 

on adaptation and in tum, the person's QOL. 
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Cultural Differences 

Other scholars interested in QOL have conducted international studies to compare 

life satisfaction among people with chronic conditions across different cultures (Dijkers 

et al., 2002; Ide & Fugl-Meyer, 2001; Kreuter et al., 2005; McColl et al., 2002). In a 

cross-sectional study, Kreuter et al. (2005) did a comparative survey study between two 

groups of persons with SCI, an Australian group consisting of 89 individuals and a 

Swedish group consisting of 71 individuals. The two groups were matched for sex, age, 

time since injury and level of injury. The 36-item short-form health survey (SF-36) and 

the SCI QOL-23-item questionnaire were used to cover essential generic and specific 

domains of health and QOL. Results revealed that Australian and Swedish groups did not 

differ concerning pain, general health and mental health. However, the Australian group 

reported significantly more limitations in physical function and in role performance due 

to physical problems. The Australian group also had significantly more limitations in 

social functioning and interaction with others due to emotional problems compared to the 

Swedish group. 

Ide and Fugl-Meyer (200 I) investigated cultural differences in life satisfaction 

between East Asians and Northern European with long-term SCI. These researchers 

conducted a cross-sectional study in Sweden and Japan using a unified questionnaire. 

Results showed that Swedish individuals with SCI appeared to be more satisfied than 

Japanese individuals with SCI in general health, economy, social activity, social service, 

family life, and sexual life. Several life domains indicated significant differences in life 

satisfaction between persons with and without a partner in the Japanese sample (i.e., 
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general health, leisure, family life, and sexual life). The Japanese respondents who had a 

partner had higher satisfaction than those who did not have a partner with regard to their 

general health, leisure, family life, and sexual life. However, no life domains indicated 

significant differences between those with and without a partner in the Swedish group. 

Other international researchers, Lau, Chi, and McKenna ( 1998), studied self-

perceived QOL of Chinese elderly in Hong Kong and found that participants' culturally 

related philosophical beliefs influenced their QOL. These researchers identified the 

following domains and components as being important to QOL: physical and functional 

well-being (good health, leisure), psychological well-being (life satisfaction, happiness), 

and social well-being (social interaction, social network/support), and economic well-

being (money, housing). 

Research shows that the domains of occupational therapy such as adaptation, 

occupation, and environment are central constructs in the QOL knowledge base (Dijkers, 

1998; Dooley and Hinojosa, 2004; Duncan-Myers & Huebner, 2000; Fuhrer, 1996; 

Hammell, 2007; Huebner et al., 2003; Laliberte-Rudman et al., 2000). Although 

occupational therapists have shown they can significantly contribute to QOL research 

when working with people with chronic conditions, a need to justify or expand their role 

still exists. One way to do that is by comparing the living experiences of persons with 

SCI cross-culturally. 
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Occupational Adaptation (OA) Model 

Occupational Adaptation (QA) is a frame of reference that discusses functional 

performance in terms of three elements: the person, the environment, and the interaction 

between them. According to OA, the person is viewed as possessing a combination of 

physical, psychosocial, and cognitive capacities. The environment is comprised of 

physical, social, and cultural factors. The interaction between the environment and the 

person occurs through occupation. The individual's performance of an occupation in 

response to personal and environmental demands represents the interaction (Schkade & 

Schultz, 1992; Schultz & Schkade, 1992). 

The critical goal of occupational therapy, using the OA frame work, is to facilitate 

adaptation. According to OA, adaptation is defined as an internal process that requires the 

individual to generate, evaluate, and integrate responses to occupational challenges 

presented by the environment (Schkade & Schultz, 1992). The generation, evaluation, 

and integration of responses are referred to as sub-processes of the adaptation process. 

The adaptive response generation sub-process requires the individual to assess the type of 

energy needed, the strategy to use, and the method of employing the plan. Adaptive 

energy in OA is either primary or secondary. Primary energy is highly structured and 

focused attention. On the other hand, secondary energy is less structured and more 

creative. Adaptive responses arc termed modes within OA. In essence the individual 

chooses between the whole groups of existing strategies, combinations of parts from 

multiple strategies, or totally new approaches to an environmental challenge. The 

methods for employing the responses are said to be primitive, transitional, or mature. 
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Primitive behaviors are those with no variation from previous plans. Transitional 

behaviors are random plans that denote more a trial and error approach. Mature behaviors 

mix the primitive and transitional approaches. According to Schkade & Schultz (1992), 

mature behaviors can produce an adaptive response to a challenge. Following the 

execution of the adaptive response the individual evaluates the result by examining the 

efficiency, effectiveness, and satisfaction with their actions. Finally, the person 

incorporates the adaptive response in the integration sub-process. During integration, the 

person adds the experience to their adaptive repertoire for future occupational challenges. 

While the individual is evaluating and interpreting the results, the environment is also 

examining the implication on a broader scale. According to Schkade & Schultz (1992), 

during the adaptation process the environment represents an occupational challenge, 

which is couched with a role expectation. Consideration of the environment as an 

interactive process is taking prominence in occupational therapy (Dunn, Brown, & 

McGuigan, 1994). 

Consequently, the OA framework was chosen as the theoretical support for my 

line of research for two main reasons. First, the framework combines two important 

concepts: occupation and adaptation. When one's occupational performance suffers due 

to a major life crisis such as a SCI, a person's adaptational process can better be 

understood by applying the OA framework (Schkade & Schultz, 1992; Schultz & 

Schkade, 1997). Second, the OA framework is concerned with the interaction between 

the person and environment in which the research has shown that the environment 

influences an individual's occupational performance following SCI (Sjosten et al., 1990). 
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Finally, by understanding the occupational adaptation process, the occupational therapist 

can provide his/her client the desired therapeutic intervention to meet the person's 

occupational challenge due to an injury, facilitate an adaptive response, and promote 

functioning. 
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CHAPTERIII 

CROSS CULTURAL PERSPECTIVES OF QUALITY OF LIFE BETWEEN 

KUWAITIS AND AMERICANS WITH SPINAL CORD INJURIES 

Introduction 

A spinal cord injury (SCI) is an unexpected injury that can happen to almost 

anyone regardless of social class, gender, or race. The annual incidence of SCI worldwide 

has been reported to be between 11.5 and 57 .8 cases per million population (Ackery et 

al., 2004). In the United States, it was estimated that the incidence rate of SCI is 

approximately 11,000 new cases per year (National Spinal Cord Injury Statistical Center 

-NSCISC, 2006). Some SCI survivors have been fortunate enough to receive 

rehabilitation services in order to adapt to their injury (Ditunno, et al. 2005). Spinal cord 

dysfunction can occur due to trauma or disease to the vertebral column or the spinal cord 

itself (Trombly, 1995). In 2000, the most common cause of SCI was motor vehicle 

crashes, accounting for 44 % of reported cases (NSCISC, 2006). The second most 

commonly reported cause of SCI are acts of violence (24%) followed by falls (22%). 

Although SCI can affect persons of all ages, it statistically affects young adult males the 

most. In 2006, 79.6% of SCI cases reported to the national database ofNSCISC occurred 

among males with the average age at injury being 37.6 years of age (NSCISC). 

After SCI, there are numerous secondary complications that can disrupt a person's 

life and a great deal of responsibility lies with them to prevent these complications. 
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Secondary complications may include pressure ulcers, shoulder pain, and bowel 

dysfunction (Ballinger, Rintala, & Hart, 2000; Garber et al., 1996; Garber & Rintala, 

2003; Kannisto & Rintala, 1995). Other complications include respiratory distress or 

arrest, urinary tract infections, and problems with blood pressure (Zejdlik, 1992). In 

addition, pain, spasticity, and overuse syndrome are also common among persons with 

SCI (Rintala, Hart, & Priebe, 2004; Rintala et al., 2005; Paker et al., 2006; Young et al., 

1995). The consequences of SCI are complex due to the incidence or development of 

secondary conditions. Thus, long-term, treatment and rehabilitation of persons with a SCI 

must be adequate and satisfactory to the individual. It is important to understand that 

these factors not only affect the physical aspect but also contribute to the individual's 

Quality of life (QOL). QOL is perhaps the outcome of greatest concern among health 

care professionals. 

Statement of the Problem 

The overall goals of many SCI care centers and rehabilitation settings include not 

only the prevention of death and disability, but also the facilitation of functional recovery 

and personal independence, the promotion of community reintegration, and good QOL 

over time (Clayton & Chubon, 1994). Interest in QOL as an outcome following SCI has 

increased in recent years among the rehabilitation fields. Clinicians, researchers, and 

policy makers have attempted to identify and understand the source factors determining a 

person's QOL. This can be very complex. Quality of life for SCI survivors cannot be 

determined unless health care professionals and researchers understand the complex 

interaction between inter- and intra-personal factors as well as environmental variables. 
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Research on SCI has demonstrated that a number of factors cause significant 

changes in the health experience of persons with SCI. Environmental factors, such as 

societal, community and cultural issues, have the potential to ease or to complicate the 

experiences for persons with SCI. Specifically, many researchers have been interested in 

studying and assessing health-related quality of life (HRQOL) in terms of the differences 

and disparities among persons from different ethnic, racial, and cultural backgrounds 

(Fabian, 1990; Fuhrer, Rintala, and Hart, 1993; Fuhrer, et al., 1993; Whiteneck, 1994) 

Purpose of the Study 

The purpose of this study was to compare the HRQOL of adult Kuwaitis with 

HRQOL normative data for the American general population and with the HRQOL of 

Americans with SCI. This study explores the following research questions: 

1. How do Kuwaitis with SCI perceive their HRQOL compared with American 

general population norms? 

2. What are the similarities and differences of perceived HRQOL between adult 

Kuwaitis and Americans with SCI? 

3. What are the implications of the findings for occupational therapy practice? 

Literature Review 

Quality of Life 

In the last decade, interest in QOL has increased in importance within the 

rehabilitation field and has been studied by researchers from various scientific disciplines 

(Fabian, 1990; Fuhrer, Rintala, and Hart, 1993, a; Fuhrer et al., 1993, b; Whiteneck, 

1994). A growing awareness exists that improvement in long-term QOL is a primary goal 
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of rehabilitation. In addition, there is a need to identify those QOL factors that can impact 

rehabilitation interventions in order for improvement in recovery to occur (Boswell et al., 

1998). 

In the SCI research literature, the terms HRQOL and QOL are often used 

interchangeably. Quality of life represents the widest range of human experience, 

composed of all the things individuals value (Patrick & Erickson, 1998). The World 

Health Organization (WHO; Szabo, 1996) defines QOL as "Individuals' perception of 

their position in life in the context of the culture and value systems in which they live, 

and in relation to their goals, expectations, standards and concerns" (p.355). In short, 

QOL not only reflects an individual's overall perception of and satisfaction with how 

things are in his/her life, but also permits him/her to select those areas of greatest 

importance (Homquist, 1982; Sjosteen et al., 1990). 

To date, experts still cannot agree on a single definition for QOL, but there seems 

to be an emerging agreement that HRQOL takes into account an individual's perception 

of his/her physical, mental ( emotional and cognitive), social and role functioning as well 

as his/her perception of health and well being (Berzon, Hays, and Shumaker, 1993; 

Fitzpatrick et al., 1992). Kannisto et al. ( 1998) defined HRQOL as "The level of well-

being and satisfaction associated with an individual's life and how this is affected by 

disease, accidents and treatments" (p.193). Patrick and Erickson (1998) defined HRQOL 

as "the value assigned to the duration of life as modified by impairment, functional status, 

perception and opportunity influenced by disease, injury, treatment and policy" (p.6). In 

addition, disease specific HRQOL measures incorporate specific symptoms and 
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dysfunctions relevant to the disorder. For example, pain and sexual function might be 

included in measures for use with persons who have SCI (Dahlberg, Alaranta, and 

Sintonen, 2005). There is emerging research that indicates that QOL for persons with SCI 

is significantly lower than that of both non-disabled controls and the overall population 

(Bach & Tilton, 1994; Clayton & Chubon, 1994, Decker & Schulz, 1985; Krause & 

Crewe, 1991, Rintala et al., 1992; Sjosteen et al., 1990). Current knowledge shows that 

the QOL of persons with chronic disabilities can affect the progress of the condition as 

well as health care outcomes. Health care professionals such as occupational therapists 

can play a major role in improving the QOL of persons with SCI. 

Occupational Therapy, SCI, and QOL 

QOL is an outcome that has long been a concern to occupational therapists. The 

link between occupation and QOL is one of the basic beliefs guiding the practice of 

occupational therapy (Wilcock, 1993; Yerxa, 1994). Many scholars describe the central 

objective of occupational therapy as promoting health and QOL through enabling 

occupation (Polatajko, 1994; Yerxa, 1994). Its importance was emphasized by Yerxa et 

al. (1990), who stated that "medicine is concerned with preserving life; occupational 

therapy is concerned with the QOL preserved" (p. 8). The role of occupational therapy is 

to necessitate conditions for improved QOL. Appropriate occupational therapy 

intervention can help persons with SCI to have happy and productive lives (American 

Occupational Therapy Association [AOTA], 2001). The philosophy guiding occupational 

therapy, as characterized by Rogers ( 1982), is one of independence, that is, to promote 
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skills and habits that reduce the experience of incapacity, enhance the ability to meet 

increasing challenges in function, and thus increase the chances for autonomy. 

The occupational therapist acts as a resource for his/her clients, educating and 

encouraging them to be as adaptive and as functionally independent as possible given the 

constraints of existing environmental factors. Through the utilization of purposeful and 

meaningful occupational roles, occupational therapy can prevent dysfunction and elicit 

maximum independence for a person with a SCI. "The unique contribution of 

occupational therapy is that the practitioner creates the opportunity for individuals to gain 

the skills and confidence to accomplish activities and tasks that are meaningful and 

productive, and in doing so, increases their occupational performance, thus their 

function" (AOTA, 1995, pp. 1019-1020). Hence, occupational therapy intervention for a 

person with SCI must be purposeful and meaningful to the individual. Again, this is 

based on the belief that "purposeful activity ( occupation), including its personal and 

environmental components, may be used to prevent and mediate dysfunction and to elicit 

maximum adaptation" (AOTA, 1979, p. 785). 

The role of occupational therapy is to offer people with SCI the necessary means 

for long-term QOL. Our profession can play a huge role in the life of SCI survivors. 

Researchers have shown that factors such as age, gender, ethnicity, culture, and religion 

can significantly influence the QOL of survivors with SCI (Hjelm et al., 2005). Thus, 

occupational therapists who work with SCI survivors must recognize the influence of 

various ethnicities, backgrounds and cultures on the individual's QOL in facilitating their 

adaptation. 
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Ethnicity and Cultural Health Differences 

Further investigation of QOL cross culturally seems needed. Life domains that 

may influence QOL include general health, economy, social activity, social service, 

family life, sexual life, and culture/spiritual life (Hjelm et al., 2005). These domains may 

differ substantially across different national groups. Consequently, it is necessary to 

consider and explore the cultural and ethnic differences that tend to play a major role in 

determining the QOL among SCI survivors. 

McColl et al. (2002) identified international differences in outcomes for persons 

with SCI involving three populations - American, British and Canadian. Results revealed 

that there are clear international differences among the three samples. American 

participants had a better psychological profile and fewer health and disability-related 

problems. British participants reported less joint pain and were less likely to perceive that 

they were aging more quickly than those without SCI. Canadians had more health and 

disability complications. 

To assess the degree to which environmental barriers impact social participation 

in two countries, Dijkers et al. (2002) did a comparative analysis between individuals 

with SCI living in the USA and Turkey. They found significant differences in terms of 

barriers that interfere with day-to-day life activities. The U.S. subjects described more 

active 1 ives and reported fewer environmental barriers than the Turkish subjects. In 

Turkey, individuals with SCI experienced more environmental barriers regarding 

government and business policies, work and school, and services and assistance outside 

the home. 
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Quality of life varies among groups and among nations. It depends on various 

factors (e.g., technology, culture, environment, and health care system). Since client 

satisfaction is considered an important health outcome (Ware, Davis-Avery, & Stewart, 

1978), more research is necessary to compare the QOL of persons with SCI across a 

variety of cultures. Currently, there is no study that assesses and compares QOL between 

an Arabic country and that of a more developed country. Due to growing numbers of SCI 

survivors in Arabic countries and the need to preserve their long-term QOL, it seems 

necessary to study and compare the QOL between survivors of SCI in the USA and 

Kuwait. Such a study could provide useful information specifically for the Kuwaiti 

population as well as increase our understanding of the role that different physical, 

cultural, and social environments play in the lifestyle of SCI survivors. 

Comparison Between Kuwait and USA 

It's important to look at the background and history of Kuwait when determining 

what factors to use for comparison. Although Kuwait is quickly becoming a westernized 

country, it is still traditional in many ways by retaining old values and practicing old 

customs. The Kuwait constitution states that health care is the right of every individual 

and that the government is responsible for providing health care facilities for prevention 

and treatment, health promotion, and rehabilitation (Aywaa Group Corporation Kuwait, 

2008). Table 1 provides a comparison between Kuwait and USA in term of health care 

systems, governmental, cultural, and environmental supports and barriers for persons 

with disabilities. Comparison was adapted from Dijkers et al. (2002). 
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Kuwait has a total population of approximately three million persons which 

includes approximately two million non-nationals (Ministry of Information, Kuwait, 

2008). Kuwait is a small but rich country. It has a relatively open economy with 10% of 

the world's proven crude oil reserves. The official language of Kuwait is Arabic, 

although English is generally understood throughout the country. About 85% of Kuwait's 

population is Muslim; however, there are much smaller Christian and Hindu populations 

as well. 

Methods 

Study Design 

This study was quantitative in design. The HRQOL of adult Kuwaitis with SCI living 

in the community as measured by the SF-36 were compared to American general 

population norms and the results from American survivors with SCI reported in the 

Forchheimer et al. study (2004) using the means and standard deviation scores. 

Participants 

Study participants included 30 Kuwaiti SCI survivors. The participants were 

recruited from the Kuwaiti Disabled Club in Kuwait. In order to allow for comparison 

with the study by Forchheimer et al. (2004), the researcher recruited only participants 

living in the community. The sample of participants was intended to be as heterogeneous 

as possible (i.e., various SCI levels of severity, various ages, both genders, and various 

lengths of time since injury). Since the study by Forchheimer et al. (2004) included 80% 

male participants and 20% female, this study attempted to use similar ratios of 80% male 

participants (n=24) and 20% female (n=6). 
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The inclusion criteria consisted of (a) participants have had a SCI; (b) participants who 

are at least 18 years of age; ( c) Participants who are 1-20 years post injury; ( d) 

participants with impairment level of grades A, B, or C on the ASIA scale; ( e) 

participants who reside in the community; and (f) participants who have not been 

hospitalized within the last 4 weeks. The exclusion criteria consisted of (a) clients on 

ventilators, (b) clients with an impairment level of Grade D on the ASIA scale, ( c) clients 

living in a nursing home, and ( e) any significant neurological disorder other than SCI. 

Data Collection Procedures 

After obtaining approval from both the Texas Woman's University Institutional 

Review Board (IRB) and the Kuwaiti Disabled Sports Club in Kuwait to interview 

Kuwaiti individuals with SCI, 30 community living Kuwaiti adult participants with SCI 

were recruited. The participants signed a consent form indicating their willingness to 

participate in the study. 

The primary researcher received permission to interview community living 

individuals from this club. A gatekeeper at the Club (a physician) assisted with the 

recruitment process. He identified Kuwaiti community living participants with SCI who 

met the inclusion and exclusion criteria. The primary researcher then informed these 

identified Kuwaiti participants of the study (about 35 individuals) by giving them a brief 

presentation at the club. Persons interested in participating in this study provided his/her 

name and phone number to the primary researcher. Then, the potential participant was 

contacted by the primary researcher to set a date and time to conduct the interview at a 

location selected by the participant. 
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Research Instrnment 

To measure HRQOL, the standardized generic Arabic version of the Short-Form 

36-item health status questionnaire was used (SF-36) (Hays, Sherbourne, and Mazel, 

1993). The SF-36 has been shown to have good psychometric properties (Freeman et al., 

2000; Jacoby, Baker, & Steen, 1999) and has been translated into many languages 

including Arabic. It has been validated in Saudi Arabia and has been available for 

research in the Arab language since 1997 (Coons et al., 1998; Mrabet et al., 2004). 

The SF-36 includes eight health domains representing multiple operational 

definitions of health, including function and dysfunction, distress and well being, and 

favorable and unfavorable self-ratings of one's general health status (Ware & 

Sherboume, 1992). The physical functioning scale (PF; 10 items) measures the ability to 

perform basic activities of daily living and also more demanding activities such as 

pushing a vacuum cleaner and participating in sports. Role physical (RP; four items) 

reflects the extent that physical health has a limiting effect on work or other activities. 

Bodily pain (BP; two items) concerns the amount of pain felt and whether it interferes 

with normal activities. Genera] health (GH; five items) measures perceived general health 

status. Vitality (VT; four items) includes items on energy, tiredness, etc. Social 

functioning (SF; two items) concerns how social activities are affected by physical health 

or emotional problems. Role emotional (RE; three items) reflects the extent that work or 

other activities are limited by emotional problems. Mental health (MH; five items) 

measures emotional wel1 being. All scale scores range from O to 100 after weighting and 

linear transformation according to an algorithm, where high scores represent optimal 
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physical functioning and psychological well being. The eight domains are collapsed to 

create two global components, a physical component (PCS) and a mental component 

score (MCS). Four of the subscales (PF, RP, BP, and GH) combine to yield a physical 

component summary (PCS) and the other four subscales (MH, RE, SF, and VT) combine 

to yield a mental component summary (MCS). The eight subscales and the two 

component scales are standardized to a mean score of 50 and standard deviation (SD) of 

10 (Ware & Sherbourne, 1992). 

Normative data of the general U.S. population was taken from Ware et al. (2000). 

The total sample size was 2,474 (males - 1,052, females - 1,422). The U.S. general 

population sample included adult individuals from various age groups (18-75 and over). 

Linear transformations were performed to transform scores to a mean of 50 and standard 

deviations of 10, in the general U.S. population. It makes it possible to meaningfully 

compare scores for the eight-scale profile and the physical and mental summary measures 

(Kosinski et al., 2000). 

Forchheimer et al. (2004) conducted a study to explore the applicability of the SF-

36 for assessing HRQOL among persons with SCI. A sample of community living 

individuals (n = 215) who had experienced new traumatic SCI were included in the study. 

Correlations between the SF-36's physical and mental component scores were appraised. 

Their results revealed that the two components measured separate and distinct constructs. 

Data Analysis 

The descriptive statistics including means and SDs of the demographic data as 

we11 as the SF-36's eight subscales and two component summaries (PCS & MCS) were 
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calculated using SPSS 15.0. In order to allow for ready comparisons across scales, data 

were transformed such that means equal 50 and standard deviations equal 10. Statistical 

significance was based on an alpha level of 0.005 (0.05/10) due to the analysis of 10 

dependent variables. Using t-tests, the Kuwaiti participants' scores on the eight subscales 

and the two summary scores of the SF-36 were compared to the data reported by Ware et 

al. (1992) for the American normative sample and to the data for Americans with SCI as 

reported by Forchheimer et al. (2004). Additionally, the demographic data of the Kuwaiti 

participants with SCI were compared to those of the American sample with SCI. 

Results 

Characteristics of the Sample 

The demographic variables for the 30 Kuwaiti participants with SCI consisted of 

gender, age at injury, age at interview, ASIA scale, marital status, educational level, 

employment status at the time of the injury, employment status at the time of the 

interview, and living situation. The age of the Kuwaiti subjects at the time of the 

interview ranged from 21 to 52 years. Their ages at the time of the injury ranged from 18 

to 50 years. As planned, there were more male subjects (n = 24, 80%) than female 

subjects (n = 6, 20%). A comparison was done between the demographics of the 

American and Kuwaiti samples. Results revealed that there were significant differences 

between the two SCI samples in term of age at interview, age at injury, ASIA 

neurological classification, and pre-injury employment (See Table 2) 
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Comparison with the American Normative Data 

The Kuwaitis with SCI scored significantly lower than the American normative 

group on all subscales. The scores of the eight SF-36 scales and the PCS and the MCS 

measures were significantly lower (p < 0.001) with regard to the normative value of a 

mean of 50 and a standard deviation of 10 (See Table 3) 

Comparison with the Adult Americans with SCI 

When comparing the scores of the Kuwaiti participants with the adult Americans 

with SCI as cited in Forchheimer et al. study (2004), the scores of the Kuwaitis were 

significantly lower on three of the subscales (i.e., social functioning, role emotional, and 

mental health) and the MCS of the SF-36 (See Table 4) 

Discussion 

This study shows that adult Kuwaitis with SCI had a significantly lower HRQOL 

compared with that of American general population norms on all eight subscales and the 

two composite summaries of the SF-36. Furthermore, the Kuwaiti sample had lower 

HRQOL than a sample of American's with SCI on three mental and emotional subscales 

and the MCS. 

The first research question in this study addressed how Kuwaitis with SCI 

perceived their HRQOL. This study showed that the Kuwaiti participants with SCI had 

poor QOL in their functional activities as well as in their psychological well-being 

compared with the American normative sample. 

The second research question investigated the similarities and differences of 

perceived HRQOL between adult Kuwaitis with SCI and Americans with SCI. This study 
42 



showed that the Kuwaiti participants scored significantly lower than the American 

participants in regard to mental health and psychological well-being. 

A demographic comparison showed significant differences between the two SCI 

samples in term of age at interview, age at injury, and ASIA neurological classification. 

Kuwaiti participants were younger at injury as well as time of interview. The mean age of 

the Kuwaitis at injury was 24 years and the mean of their ages at time of the interview 

was 33 years. In contrast, the mean age of the Americans at injury was 34 years and the 

mean of their ages at time of interview was 38 years. 

According to the ASIA scale, comparison analysis showed that Kuwaitis were 

less impaired. The Kuwaiti sample had more participants with paraplegia (63.3%). 

Kuwaiti participants with low tetraplegia were 23.3% and participants with high 

tetraplegia were 13 .3 %. On the other hand, the American sample had equal distribution of 

ASIA scales. For instance, participants with ASIA D were 24.8%, with paraplegia were 

35.9%, with low tetraplegia were 26.7%, and with high tetra were 12.6%. Yet, the 

Kuwaiti sample as well as the American sample with SCI had a low mean subscale score 

in physical functioning (PF). Most of the 10 items found in the PF scale of the SF-36 

essentially dealt with the capacity for walking and climbing stairs. Even though the 

majority of the SCI survivors compensate adequately for this "physical functioning" by 

the use of an adapted wheelchair, both groups scored the lowest on the PF scale. 

Although there was no significant difference between the two samples on the PF scale, 

the direction of the differences between the two groups was always the same such that 

that Kuwaitis with SCI had lower scores than Americans with SCI. 
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In addition, both Kuwaiti and American individuals with SCI reported low QOL 

in the bodily pain (BP) and general health (GH) subscales of the SF-36. Medical 

complications such as pain and other physical symptoms following SCI may account for 

poor QOL scores in these subscales. Research shows that individuals with SCI 

experience various medical complications post- injury such as urinary tract infections, 

decubitus ulcers and pain (Johnson et al., 1998; Menter et al., 1997; Saikkonen et al., 

2004; Turner et al., 2001). Possibly due to these neurological issues, medical 

complications, and limited functional activities in their everyday lives, Kuwaiti 

participants rated the QOL of their general health (GH) as only fair. 

With regard to mental health, scores of the Kuwaiti sample on the four scales that 

mainly contribute to the mental health summary measure (VT, SF, RE, MH) were 

significantly lower than that of the normative data. Additionally, three of those sub scales 

(MH, SF, and RE) were significantly lower than Americans with SCI as cited in 

Forchheimer et al. study (2004). Studies have shown that fatigue is common among 

people with SCI (Dahlberg et al., 2005; Saikkonen et al., 2004). Therefore, it is not 

surprising that both Americans and Kuwaitis with SCI rated their QOL in the vitality 

scale (VT) as poorer than the American normative sample. Kuwaitis also rated their QOL 

in social functioning (SF) as poorer than those of both the normative sample and the 

Americans with SCI. 

There are many possible reasons for the poor rating scores but given the scope of 

this study, we can only speculate on the causative factors. Foremost, the American 

sample was older than the Kuwaiti sample at the time of injury. Perhaps, as a result, the 
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Americans had more maturity which helped them to adapt to their SCI; in turn, the 

Kuwaitis were did not possess sufficient maturity to deal with their injuries and adapt to 

their SCI. Environmental accessibility could also be another factor for low scores. 

Restricted physical environments in Kuwait might lead participants to be isolated and 

unable to participate in activities outside the home. Diverse environments can either 

facilitate or hinder opportunities toward a successful and productive life (Dunn et al., 

1994; McCuaig & Frank, 1991). The World Health Organization (WHO; 2001) 

emphasizes the impact of the external environment on the individual. Another causative 

factor could be the stigma from the Kuwaiti society toward people with disabilities. This 

could lead to a lack of community integration and cause frequent interference with the 

participants' social activities. 

This study also showed that Kuwaitis with SCI had greater emotional and 

psychological problems (MH) than both the American normative and SCI samples. SCI 

studies have shown that depression following SCI is common (Dahlberg et al., 2005; 

Fuhrer et al., 1993; Saikkonen et al., 2004). Distress and anxiety are also common among 

people following SCI (Hancock ct al., 1993; Tate, Forchheimer, Maynard, & Dijkers, 

1994 ). There are various possible reasons for Kuwaitis to have poorer mental health than 

Americans with SCI. Again, social stigma from society can lead to isolation. SCI 

survivors are more likely to lose their previous roles both at the personal and social level. 

In terms of their role emotional (RE) state, the Kuwaitis also had a lower QOL score. One 

possible reason for Kuwaitis with SCI to score lower on the role emotional scale than 

Americans with SCI might be that they are not as active as they used to be before their 
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injuries. They might feel that they are not being productive in regards to personal 

activities, school, and/or work and have lost many of their social activities and contacts 

with friends. These changes can have a huge effect upon the emotional state of the 

individual. 

The functional and emotional state of a person with a SCI depends on many 

factors such as the quality of rehabilitation services and health care management, 

environmental accessibility, social support, and options available in the environment in 

which the individual functions. It is no surprise that the Kuwaiti individuals with SCI 

were found to have relatively poor QOL in terms of their physical and emotional states. 

Implications for Occupational Therapy Practice and Research 

Quality Of Life is considered one of the main outcomes of occupational therapy 

(AOTA, 2002, p. 628). Results of this study have implications for both occupational 

therapy practitioners and researchers. Findings indicate that occupational therapy 

practitioners in undeveloped countries like Kuwait need to broaden their views when 

working with people with chronic disabilities. They must begin to recognize that every 

human being has the potential for a high QOL, regardless of disability. Practitioners 

should consider the complexity and multifaceted factors determining QOL. Instead of 

focusing only at the impairment level, they need to take a more holistic approach with 

their clients. Occupational therapy assessments and therapeutic interventions should 

clearly emphasize the person's we11-being, life satisfaction, and QOL. Lastly, 

occupational therapists working in undeveloped countries must further recognize the 

essence of comprehensive occupational therapy services that impact the lives of people 
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with SCI. Using a client-centered approach, occupational therapy practitioners can 

closely work with their clients to attend to multidimensional domains of QOL such as 

emotional health, social functioning, community integration, and psychological well-

being in addition to general health, physical ability, functional status. 

Studies in SCI show that the element of participation correlates significantly with 

an individual's QOL (Dijkers, 1997; Fuhrer, 1996). This study also showed that adult 

Kuwaiti participants with SCI were less functionally active than the American general 

population and less socially engaged than both the normative sample and Americans with 

SCI. These results imply that the Kuwaitis with SCI have relatively poor QOL. This 

means that participation of an individual in an occupation may have a major effect on a 

person's overall satisfaction and well-being in life. This evidence is also in accordance 

with the belief of occupational therapy that health and well-being are maintained through 

active engagement in meaningful occupation (AOT A, 2002). This evidence should also 

encourage occupational therapy researchers to continue to investigate and understand the 

value of occupational performance and occupational roles on a person's QOL in both 

developed and undeveloped countries. Such research can demonstrate the importance of 

occupational roles and active occupational engagement for a successful and productive 

life. 

This reinforces the vital role that occupational therapy holds as a profession that enables 

clients with disabilities to stay healthy, accomplish life necessities, and gain life 

satisfaction. 
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Limitations of the Study 

Despite the obvious usefulness of the SF-36 as a self-report questionnaire 

addressing HRQOL, it cannot provide a complete global understanding of an individual's 

QOL and the factors that influence it. Hence, it is likely to be helpful to expand our 

understanding of QOL using qualitative methodology. Second, the sample of this study 

was not randomly selected. A selection bias could be argued since all participants 

belonged to the Kuwaiti Disabled Sports Club and may not be representative of all adult 

Kuwaitis with SCI. Third, since the SF-36 normative values for the Kuwaiti general 

population were not available, the normative values for the general American population 

were used. There might be some differences in the QOL between the normative general 

populations of Kuwait and America. Fourth, the results of this study were compared to 

the results of a study that was 4 years old. Due to the advancement of SCI management in 

the U.S., Americans with SCI could have different views and better scores in their QOL 

when administering the SF-36 compared to that of four years ago. Fifth, exclusion criteria 

in this study did not match exclusion criteria in Forchheimer et al. study (2004). 

Forchheimer et al. included persons with ASIA D, which would raise their scores at least 

on the physical scales compared to current study in which persons with ASIA D were 

excluded. 

Conclusion 

Quality of life is an important outcome and improving it is often stated as the 

major goal of therapy. Cross cultural QOL studies can help our understanding of QOL for 

persons with chronic disabilities. To the author's knowledge, this study was the first of its 
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kind to compare the QOL between survivors of SCI in the USA and Kuwait. This present 

study may encourage policy makers in Kuwait to develop new health policies to improve 

services and rehabilitation outcomes in Kuwait. Also this methodology introduces a new 

area of research for occupational therapists cross-culturally. Such cross-cultural studies 

can help in generating many new hypotheses regarding occupational therapy health care 

issues. 

This area of research also contributes to the body of knowledge on occupational 

adaptation by expanding greater opportunities for its inclusion in international research. 

In dealing with people of chronic conditions (such as SCI), occupational therapy 

researchers and practitioners must take into consideration the complexity of QOL. When 

working with people with chronic conditions, occupational therapy practitioners and 

researchers must analyze and understand the complex interaction between areas of 

occupation, environment, and adaptation. Further investigation on the impact of those 

constructs on the QOL of persons with SCI both nationally and internationally could lead 

to better, healthier and more productive lives. 
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Table 1 

Summary of Barriers and Supports for Persons with a Disability Between Kuwait and the 

USA* 

Domain 

Health System 

Health care coverage 

Provision of lifelong 
pension/support 

Cultural view of 
disability 

USA Kuwait 

Health care system is well-planned and Health care system is not well-

developed (emergency, medical care 

services, rehabilitation, and social 

services). 

Low income individuals receive 

Medicaid and Medicare health care 

coverage. It covers limited health and 

rehabilitative services. 

People with disabilities are entitled to 

lifelong pensions from Supplemental 

Security Income (SSI) and Social 

Security Disability Income (SSDI) 

programs. 

Movement toward independence. 

Movement toward accepting disability 

( cognitive/physical) as just another 

human characteristic. 

50 

planned and developed. Limited 

emergency and health care services. 

Limited specialized orthopedic and 

rehabilitation hospitals 

Government provides universal 

health-care coverage to all its 

citizens including rehabilitative 

services. 

A Kuwaiti person with a disability is 

entitled to a governmental life long 

pension. 

Emphasis is on interdependence. 

More family/care giver involvement 

with the person with a disability. 

Disability is considered to be sent 

by God and is commonly accepted 

and respected. 



Table 1 (Continued) 

Summary of Barriers and Supports for Persons with a Disability Between Kuwait and the 

USA* 

Domain 

Accessibility 

Coverage of medical 
supplies 

USA Kuwait 

Americans with Disabilities Act (ADA) Laws are written down, but civil 

allows laws and civil rights guarantees organizations lack the power to 

(accessibility, schooling, employment, impose enforcement. Majority of 

and health care) public and governmental buildings 

are not accessible. Schooling and 

employment options are very 

limited. 

Depends on health care coverage. Basic Government provides all basic 

medical supplies are covered. medical supplies including 

wheelchairs, hearings aids, orthoses 

and walking aids. 

Governmental programs Support for vocational rehabilitation 

and independent living programs and 

The government provides support 

for one vocational rehabilitation 

program in the country. recreation programs 

Note. * Adapted from Dijkers et al. (2002). 
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Table 2 

Comparison of Demographic Data Between Kuwaiti Sample with SCI and American 

Sample with SCI as Cited in Forchheimer et al. Study (2004) 

Demographic Background Kuwaitis Americans p 

With SCI With SCI 

(n=30) (n=215) 

Age at injury, yrs, mean, (SD) 24 (9.31) 34.7 (15.2) t = 3.75 <0.001 

Age at time of interview, yrs, mean, 33.1 (8.96) 38.8 (14.5) 

(SD) t = 2.10 0.037 

% % 

Gender Fisher 1.000 

Male 80.0 78.5 exact 

Female 20.0 21.5 

Neurological Classification (ASIA 

Scale) Chi sq.= 0.006 

ASIAD 0.0 24.8 12.63 

Paraplegia, ASIA, A,B,C 63.3 35.9 

Low Tetraplegia ASIA A,B,C 23.3 26.7 

High Tetraplegia ASIA A,B,C 13.3 12.6 
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Table 2 ( Continued) 

Comparison of Demographic Data Between Kuwaiti Sample with SCI and American 

Sample with SCI as Cited in Forchheimer et.al. Study (2004) 

Demographic Background Kuwaitis Americans p 

With SCI With SCI 

(n=30) (n=215) 

Marital Status Chi sq.= 0.855 

Single 53.3 47.8 0.314 

Married 30.0 33.0 

Divorced 16.7 12.9 

Education Status Chi sq.= 0.086 

Less than high school 36.7 26.4 4.896 

high school 36.7 57.7 

More than high school 26.7 15.9 

Employment status at time of injury Chi sq.= <0.001 

Employed 46.7 66.3 20.16 

Homemaker 10.0 4.3 

Student 43.3 14.4 

Retired 0.00 6.7 

Unemployed/Other 0.00 6.3 
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Table 2 (Continued, 2) 

Comparison of Demographic Data Between Kuwaiti Sample with SCI and American 

Sample with SCI as Cited in Forchheimer et al. Study (2004) 

Demographic Background Kuwaitis Americans 

With SCI With SCI 

(n=30) (n=215) 

Employment status at time of Chi sq.= 

interview 20.0 21.6 6.275 

Employed 10.0 4.3 

Homemaker 10.0 11.5 

Student 30.0 16.3 

Retired 30.0 36.5 

Unemployed/Other 
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Table 3 

Comparison of the Kuwaitis SF-36 Scales, PCS, Mean Scores with the Normative Scores. 

P-value of The Two-Sided Comparison (alpha =.005) 

Scale Kuwaiti American t-test p-value* 

Sample Normative 

Mean (SD) Sample 

(n = 30) Mean (SD) 

(n = 2474) 

Physical functioning (PF) 22.74 50 14.90 0.000* 

(4.62) (10) 

Role function, physical (RF) 37.14 50 6.99 0.000* 

(10.69) (10) 

Bodily pain (BP) 38.95 50 6.00 0.000* 

(10.87) (10) 

General Health (GH) 39.24 50 5.86 0.000* 

(8.58) (10) 

Vitality (VT) 44.79 50 2.84 0.009* 

(7.15) (10) 

Social functioning (SF) 34.15 50 8.62 0.000* 

(9.84) (10) 
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Table 3 (Continued) 

Comparison of the Kuwaitis SF-36 Scales, PCS, Mean Scores with the Normative Scores. 

P-value of The Two-Sided Comparison (alpha =.005) 

Scale Kuwaiti American t-test p-value* 

Sample Normative 

Mean (SD) Sample 

(n = 30) Mean (SD) 

(n = 2474) 

Role function, emotional 37.08 50 6.99 0.000* 

(RE) (14.08) (10) 

Mental Health (MH) 38.78 50 6.11 0.000* 

(8.53) (10) 

Physical Component 32.66 50 9.47 0.000* 

Summary (PCS) (6.28) (10) 

Mental component summary 42.55 50 4.04 0.000* 

(MCS) (11.01) (10) 

Note. df for all tests = 2502. 
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Table 4 

Comparison of the SF-36 Scales, PCS, and MCS Scores with Adult Americans with SCI. 

P-value of the Two-Sided Comparison (alpha =.005) 

Scale Kuwaitis' Americans' t-test p-value 

Mean& Mean& 

(SD) (SD) 

(n = 30) (n = 215) 

Physical Component Summary 32.6 33.5 0.44 0.660 

(PCS) (6.2) (10.1) 

Physical functioning (PF) 22.7 26.6 1.81 0.071 

(4.6) (11.5) 

Role function, physical (RF) 37.1 40.7 1.67 0.095 

(10.6) (10.9) 

Bodily pain (BP) 38.9 42.2 1.36 0.174 

(10.8) (12.4) 

General Health (GH) 39.2 44.4 2.30 0.021 * 

(8.5) (11.8) 

Mental component summary 42.5 53.5 4.86 0.000** 

(MCS) (11.0) (11.6) 

Vitality (VT) 44.7 46.8 1.10 0.271 

(7.1) (9.6) 

Social functioning (SF) 34.1 43.0 3.50 0.000** 

(9.8) (13.3) 

Role function, emotional (RE) 37.0 49.0 5.52 0.000** 

(14.0) (10.6) 

Mental Health (MH) 38.7 48.3 4.54 0.000** 

(8.5) (11.0) 
Note. df for all tests= 243. 
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CHAPTER IV 

PERSPECTIVES OF KUWAITIS LIVING WITH SPINAL CORD INJURIES: 

A MIXED-METHOD STUDY 

Introduction 

A spinal cord injury (SCI) is a devastating event that results in significant and 

permanent life changes for the injured individuals. In the United States, the estimated 

incidence rate of new SCI cases is approximately 11,000 per year (NSCISC, 2006). 

Although SCI can occur among people of all ages, it most commonly affects young adult 

males with an average age of 37 years old at injury. The consequences of a SCI are 

significant from the physical, psychological, and social aspects. This brings about the 

emergence of quality oflife (QOL) as a major concern in the healthcare field. 

Quality of life is generally considered to be a multidimensional construct, 

primarily based on an individual's subjective appraisal of his or her physical, functional, 

emotional, and social well-being (Berzon et al., 1993; Fitzpatrick et al., 1992). A 

catastrophic injury such as a SCI imposes multiple challenges to those constructs that 

encompass QOL. Healthcare practitioners have begun to recognize the importance of 

measuring QOL as a major contributor to successful treatment and rehabilitation 

outcomes. The recognition of the importance of QOL is an essential part of the adaptation 

process for both survivors and their family members. 

58 



Statement of the Problem 

Spinal cord injury is a nationwide issue (Ackery et al., 2004). Changes in life 

roles due to SCI can influence the ability to satisfactorily perform various roles such as 

spouse, caregiver, and/or worker. These changes especially represent as challenge for 

people with SCI and their QOL. Because reactions to disabilities vary by individual, each 

individual with SCI will experience a unique adaptive process. Since adaptation to an 

injury is a very complex process (Schkade and Schultz, 1992), it cannot be assessed 

unless researchers understand the complicated interaction between inter- and intra-

personal factors as well as environmental influences. Without a clear understanding of 

the person's perception, personal values, and goals, it is difficult to help an individual 

develop adaptive strategies. Due to the complex nature of the concept of QOL and the 

lack of adaptation studies among SCI survivors in developing countries, health care 

professionals have limited information about the impact of SCI injury on QOL, possible 

challenges to QOL, and over all satisfaction with QOL of the injured person. It seems 

essential to explore the values, experiences, adaptive responses, and QOL of people with 

SCI from their perspectives. Such research can help in understanding and investigating 

dimensions that facilitate a satisfying and a productive QOL for SCI survivors. 
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Statement of Purpose 

The purpose of this study was to gain a deeper understanding from the 

perspectives of Kuwaiti individuals about their occupational challenges, adaptive 

responses, and life satisfaction following a SCI. This study explored the following 

research questions: 

1. How do Kuwaitis with SCI perceive their roles before and after the injury? 

2. How do persons with SCI from Kuwait adapt to their injury? 

3. How does the occupational environment in Kuwait impact adaptation following 

SCI? 

4. What are the perceptions of the future for Kuwaitis with SCI? 

Literature Review 

Measurement of Quality Of Life 

An increase in the use of QOL measures among health care practitioners and for 

researchers in particular as evident in the field of rehabilitation, where clients with SCI 

are often the major focus of therapy (Dahlberg et al., 2005). In spite of general agreement 

concerning the importance of QOL as an outcome, the way this concept is defined and 

measured remains unclear. Wide ranges of both definitions and measures of QOL are 

used among different practitioners and researchers. Though numerous quantitative studies 

have been conducted, a common limitation within the area of QOL research is the use of 

descriptive methods such as qualitative (interview, participant observation, and 

documents) or mixed methods design (objective and subjective measures). A possible 

reason for the imbalance may be that researchers and practitioners are simply at a loss as 
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to how to best capture the various constructs of QOL. Creating common ground would 

help set a precedent for understanding the extent to which QOL affects individual 

outcomes following chronic injury. 

Quantitative Measurement 

Quantitative methodology typically yields numerical values that quantify 

outcomes in order to determine efficacy of treatment methods and resource allocation 

(Liddle and McKenna, 2000). Quantitative methodology typically uses questionnaires 

and numerical outcomes based on the underlying assumption that QOL has elements that 

are common to all people (Liddle & McKenna, 2000). While this assumption may not 

necessarily be valid (McKenna, 1993), this methodology has provided a means of 

establishing a consensual picture of the constructs of QOL for large numbers of people 

(Liddle & McKenna, 2000). 

Qualitative Measurement 

Qualitative research is essential to explore individual response and to describe 

complex realities. The approach involves identifying people who have experience in a 

particular area and who can describe their experience in detail (Liddle & McKenna, 

2000). Listening to an individual's experience of an injury is of great importance because 

it reflects the person's feelings, thoughts, emotions, and satisfaction level. The techniques 

commonly used to obtain these perspectives are personal interviews and focus groups 

using discussions and open ended questioning (Liddle & McKenna, 2000). 
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Mixed Methods Design 

A number of studies have used a combination of subjective and objective 

measures to develop a greater understanding of the nature of QOL after SCI. This mixed 

methods study design is becoming popular in QOL research due to its multifaceted and 

multidimensional aspects (Patton, 2002). Such an approach is helpful in order to 

elaborate on the perception of a complex topic such as QOL following a chronic injury 

such as a SCI (Boschen et al., 2003; Chappell & Wirz, 2003). The exploration of 

individuals' perspectives objectively and subjectively is increasingly recognized as an 

important approach to further understanding the importance of QOL to the individual 

(Hammell, 2007). Mixed-method analyses of QOL studies suggest that QOL should be 

viewed in a holistic way. The holistic approach means taking into account an individual's 

perception from various dimensions including the person's physical, emotional, 

cognitive, social, and role functioning as well as his/her perception of health and well-

being (Boschen et al., 2003; Chappell & Wirz, 2003). 

Adaptation 

The onset of a sudden, severe disabling condition such as a SCI results in 

profound disruption of a person's life and social situation. A SCI imposes multiple 

cha] lcnges to adaptation for persons with SCI and their family members. The challenge to 

adaptation of life changes creates further stress by altering or potentially threatening to 

change many aspects of social roles and functional abilities (Montgomery, 1984). Thus, 

adaptation is a critical factor in the relationship between stressful life events created by a 

SCI and successful adjustment to it. 
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Following a SCI, the transition from living in a state of independent function to 

dependency often necessitates redefining and reevaluating personal, social, and 

vocational goals (Gill, 1999; North, 1999). One of the main reasons for studying coping 

and adaptation strategies is to understand why people's responses to the same significant 

life events differ so much and how these responses affect their overall QOL outcomes. 

Occupational Therapy and Adaptation 

The field of occupational therapy has focused on helping individuals adapt in 

meaningful ways (Meyer, 1922; White, 1971; Yerxa, 1967). Adaptation in occupational 

therapy refers to an internal and external process of change. From an individual 

perspective, adaptation is an internal shift in one's thoughts, beliefs of self, and actions 

that lead to improved functional performance (King, 1978), and hence improved QOL. 

From an external view, occupational therapy often refers to adaptation as environmental 

modification, assistive technology, or physical changes made to enhance compensation 

(Wood, 1995). Montgomery (1984) described adaptation as individual, flexible behavior 

to face the shifting needs of the changing environment. In order to have a successful 

adaptation process, the individual must interact with the environment. Ultimately, 

adaptation can be facilitated when the occupational therapist develops a more supportive 

context enabling the person to perform better within that context (Dunn et al., 1994). 

All human beings have adaptive potential, but impairment and disability increase the 

degree of challenge. While challenges themselves add to a person's QOL, the difference 

exists in the debilitating conditions and types of challenges that can occur as a result of an 

injury like SCI thus, adversely affecting a person's QOL. Schkade and Schultz (1992) 
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advocate successful adaptation occurs when the individual engages in meaningful 

activity, with the occupational therapist as the agent of change within the environment. 

Occupational Adaptation (OA) Model 

Occupational Adaptation (OA) is a frame of reference that discusses functional 

performance in terms of three elements: the person, the environment, and the interaction 

between them. According to the OA, the person is viewed in a combination of physical, 

psychosocial, and cognitive capacities. The environment is comprised of physical, social, 

and cultural factors. Occupation is the interaction between the environment and the 

person. The individual's performance of an occupation in response to individual and 

environmental demands represents the interaction (Schkade & Schultz, 1992; Schultz & 

Schkade, 1992). The critical goal of occupational therapy, using the OA frame work, is, 

of course, to facilitate adaptation. According to OA, adaptation is defined as an internal 

process that requires the individual to generate, evaluate, and integrate responses to 

occupational challenges presented by the environment (Schkade & Schultz, 1992). The 

generation, evaluation, and integration of responses are referred to as sub-processes of the 

adaptation process. The adaptive response generation sub-process requires the individual 

to assess the type of energy needed, the strategy to use, and the method of employing the 

plan. 

The person incorporates the adaptive response in the integration sub-process. 

During integration, the person adds experience to adaptive repertoire for use in dealing 

with future occupational challenges. During the adaptation process the environment may 

represent an occupational cha I lcnge (Schkade & Schultz, 1992), which is couched with 
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role expectations. Often times role expectations are essential parts in a person's QOL due 

to social norms and other factors that influence his/her experiences. 

Culture and Adaptation 

A person's cultural environment may also influence his/her QOL following a SCI. 

Factors that weigh heavily on QOL may differ among people due to their cultures, ethics? 

and religious values (Radomski, 1995). Occupational therapy literature on QOL strongly 

advocates exploring cultural issue in research and practice, but the profession lacks 

research studies that focus upon adaptation of people following SCI. While research in 

such areas remains very limited, the topic of QOL has been studied by some international 

occupational therapists (Lau et al., 1998). The authors reported that participants' 

culturally related philosophical beliefs were found to influence their QOL. Further 

investigation of adaptation following SCI in different cultures seems warranted. 

Methods 
Study Design 

This study used a mixed methods design to describe the participants' perspectives 

of SCI, their adaptive responses, and life satisfaction. The researcher used the 

phenomenological approach for the qualitative aspects of the study. For the quantitative 

measurement of QOL, the researcher used the Arabic Version (Halabi, 2006) of the 

Ferrans and Powers Quality of Life Index (QLI)- Generic Version - III (Ferrans & 

Powers, 1985). 
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Sample 

Eight Kuwaiti participants with SCI who participated in an earlier study were 

asked to participate in the current study. These participants were heterogeneous (in term 

of different SCI diagnoses, ages, gender, and varied lengths of time since injury). 

The inclusion criteria consisted of (a) participants have a SCI; (b) participants are at least 

18 years of age; ( c) participants are 1-20 years post injury; ( d) participants have an 

impairment level of grade A, B, or C on the ASIA scale; ( e) participants reside in the 

community; and (f) participants have not been hospitalized within the last 4 weeks. The 

exclusion criteria were (a) persons on ventilators, (b) persons with impairment level on 

Grade D on the ASIA scale, ( c) persons living in a nursing home, and ( d) persons with 

any significant neurological disorder other than SCI ( e.g., stroke, traumatic brain injury). 

Data Collection Procedures 

After obtaining approval from both the Texas Woman's University Institutional 

Review Board as well as the Kuwaiti Disabled Sports Club in Kuwait to interview 

Kuwaiti individuals with SCI, eight community living participants were recruited. The 

participants signed a consent form indicating their willingness to participate in this study. 

This study included both qualitative and quantitative data collection methods. 

First, the participants were interviewed by the investigator using an Arabic interview 

guide form which had been translated by a certified translator and approved by two 

bilingual speakers. Arabic translated interview questions were used along with prompts if 

necessary to elicit greater details. All the interviews were conducted in Arabic by the 

primary researcher who is a bilingual speaker. Then, the Arabic interviews were 
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translated into English by a certified translator. Two coders coded the English translated 

transcripts. Interviews took approximately one hour and were audio taped upon the 

participant's approval. Each interview was conducted at a time and private location 

preferred by the participant. 

To quantitatively measure the QOL of individuals with SCI, the investigator 

asked the participants to complete the Arabic questionnaire. Halabi (2006) found the 

Arabic QLI to be reliable and valid tool (Halabi, 2006). The QLI is a self-administered 

questionnaire but can also be administered in an interview format. It takes approximately 

10-20 minutes for respondents to complete. The QLI consists of two parts. The first 

addresses satisfaction with daily life and the second covers the importance of activities of 

daily living. Each of the parts consists of 33 items, for a total of 66 items. All of the items 

are used to calculate a total score, which reflects overall QOL. Besides the total QOL 

score, there are four subscale scores reflecting (a) health and functioning, (b) social and 

economic, (c) psychological/spiritual, and (d) family. Responses are ranked from 1 to 6, 

with 1 representing very dissatisfied or unimportant and 6 representing very satisfied or 

important. Scores can range from 0-30, with higher scores viewed as indicative of higher 

QOL. 

Data Analysis 

Audiotaped data were transcribed verbatim using a private transcriber hired by the 

researcher. Participants' names were omitted. Transcripts were subjected to open coding 

analysis by the researcher and two other coders familiar with qualitative methodology. 

The readings were completed until redundancy was reached. Then, the codes were 
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identified and described by the author and the coders and placed into emerging clusters of 

themes (Patton, 2002). To ensure credibility and quality of the findings, member 

checking and data triangulation techniques were utilized (Krefting, 1991; Patton, 2002). 

The researcher reviewed the data with the Kuwaiti informants to ensure that these data 

reflected their own experience via a member check. Additionally, two peer reviewers 

were asked to confirm the data. They communicated with the researcher regarding 

agreement with identified themes. 

To determine the mean and standard deviation of the overall QOL score and the 

four subscale scores for the Kuwaiti sample, the researcher used SPSS software, version 

15. The researcher followed the scoring calculations of the generic version of the QLI 

available on the web (Ferrans & Powers, 1998). 

Results 

Characteristics of the Sample 

Demographic data of the key informants are summarized (See Table 5). The 

demographic variables for the eight Kuwaiti participants with SCI included gender, age at 

injury, age at interview, ASIA scale, marital status, educational level, employment status 

at the time of the injury, employment status at the time of the interview, and living 

situation. The age of the Kuwaiti subjects at the time of the interview ranged from 26 to 

49 years (mean= 33, SD= 7.96). There were six male subjects (75%) and 2 female 

subjects (25%) interviewed. 
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Results from Quantitative Data 

Means, standard deviations, and ranges for the total QLI and the four subscales 

were calculated and depicted in Table 6. Results of the study revealed that Kuwaiti 

survivors with SCI had relatively low scores in all areas of QOL measurement. The 

overall QLI score for the Kuwaiti survivors with SCI was 12.69 out of 30. The four QOL 

subscales for the Kuwaiti survivors also resulted in low scores, ranging from 10.46 to 

15.56 out of 30. 

Themes from Qualitative Data 

During face-to-face semi-structured interviews, each of the eight informants was 

interviewed in a private room at the Kuwaiti Disabled Sports Club in Kuwait. Each 

informant was encouraged by the researcher to elaborate extensively and freely about 

his/her experiences, thoughts, concerns, and feelings regarding his/her life before and 

after SCI, challenges encountered, adaptation to the injury, QOL, hope and the future 

following the injury. As a result, rich data were gained leading to the emergence of seven 

themes and sub-themes {Table 7). The themes were (a) Role change, (b) Participation 

restrictions, (c) Social unacceptenace, (d) Psychosocial issues, (e) Ways of overcoming 

injury, (f) Dissatisfaction with support systems, and (g) Faith, support, and hope. 

Role Change 

Before injury. Most of the Kuwaiti participants were satisfied with their lives 

before the SCI. When asked about their lives before injury, most of them reported that 

they considered themselves to be normal. They perceived that they had good QOL before 
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the injury because they were able to do things they liked and they were independent, 

socially active and integrated into the community. 

According to informant #1, "I was having a normal life like anyone ... I was 

employed in the ministry of defense and I enjoyed my social life." Likewise, informant 

#5 added "before injury, I was a normal person and I enjoyed my life ... .I enjoyed 

swimming, getting outdoors, going out with friends to the sea." Most participants 

reported having a normal life cycle prior to the injury. The majority of them reported that 

they were very satisfied with their lives before the injury. 

After injury. After injury, most of the Kuwaiti survivors with SCI experienced a 

considerable amount of role change. Most reported that SCI had a negative impact on the 

quality of their lives due to lost social and occupational roles, inability to do things that 

they used to do before the injury, dependency on others, and inability to engage in leisure 

activities. 

SCI caused a disruption in the routine of the informant # 1. He reported that his 

daily life activities were affected. He felt that there was a change in his daily routine, 

reporting that he currently needed help in most of his daily activities. He also revealed 

that he had a personal assistant to help him in some of his everyday functional activities 

such as pushing the wheelchair, placing the wheelchair inside the trunk of the car, and 

organizing his personal items. 

Informant #2 said about his life after injury" Now, I don't need my wife to help 

me physically, but I need her help in washing my clothes, cleaning the house, and 

cooking my favorite meals." Likewise, when describing her life after injury, informant #8 
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said, "Faithfully, now I am dependent on my self at a rate of about 60% and the rest I 

depend on my maid." She added "the maid helps me in cleaning and organizing my 

bedroom, washing my clothes, and preparing the bathroom for me." 

Participation Restrictions 

Following SCI, most of the Kuwaiti survivors expressed feelings about the 

challenges they faced. There were various occupational challenges which prevented them 

from practicing their leisure activities and integrating into the community. 

Informant #2 complained of restrictions from Kuwait Aitways. He said, "I don't 

enjoy traveling as before because Kuwait Airways don't provide us comfortable seats 

while we are on board." Dependency on others is another reason that prevented Informant 

#5 from participating in leisure and social activities. He said "when I need to go outside 

the home, I need somebody to be with me ...... because I always encounter those barriers 

in Kuwait." He added "I like swimming and going to the beach but I face problems 

practicing such activities in Kuwait." 

When describing her restrictions going to the beach, informant #6 said that she 

could not enjoy the beach as before due to the heavy sand and inaccessible roads. As a 

result, she rarely went to the beach. Informant #8 was restricted from shopping and 

outing activities again due to the inaccessible community. Environmental barriers and 

restrictions have greatly affected some of the participants' leisure and social activities. 

This has resulted in the participants' reduced integration into the community. 
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Social Unacceptenace 

Societal stigmatizing beliefs about disability and its influences on the participants 

were commonly reported. Since Kuwaiti society does not actively encourage wheelchair 

users through its inaccessibility, they are essentially excluded as part of the community. 

A great deal of this reasoning exists in the culture of Kuwaiti society and it 

underestimates the capabilities of people with disabilities and thus diminishes the QOL. 

According to informant #1, he stated "Unfortunately, our society doesn't help us to be 

part of the society .... people in Kuwait tend to under-estimate wheelchair users and look 

at them as weak persons. Similarly, informant #2 said, "Some people neglect disabled 

person especially those who are wheelchair users." At the cultural level, Kuwaiti society 

has not bridged the gap in making the connection with integration into community and 

how it affects QOL for persons with disabilities. 

Astonishment and staring are typical behaviors expressed by Kuwaiti people 

when they encounter wheelchair users. Informant #3 said, "When I go to malls or other 

places on my wheelchair, people look at me with astonishment, amazement, and gaze." 

He added, "Sometimes, I prefer not to go outside my home due to their strange look." 

Curiosity from the public and ignorance are also constant behaviors among 

Kuwaitis when dealing with people with disabilities. For example, informant #7 said, 

"Some people don't care about us and they take our parking spots." At the same time, 

informant #8 added, "Whenever I go outside with my wheelchair, people keep looking at 

me as they think it is an odd thing for a girl in a wheelchair to be out shopping." 
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The majority of the Kuwaiti SCI survivors agreed that Kuwaiti society has 

diminished understanding about the skills of the disabled individual. Society lacks 

awareness regarding concerns, needs, and priorities of persons with disabilities. Such a 

society does not accept those individuals to be a part of the community. It considers them 

as weak and unproductive. Additionally, some informants expressed their concerns that 

the general public in Kuwait think that disabled persons should not marry or enjoy a 

normal life. 

Psychosocial Issues 

Besides role changes, participation restrictions, and social unacceptenace 

following SCI, other psychosocial issues were common among the participants. The most 

commonly reported psychosocial manifestations were feelings of shock, depression, 

sadness, isolation, anxiety, nervousness, agitation, helplessness, and loss of hope. 

During their first months following injury, most of the participants were in states 

of shock, depression, and sadness when they first realized their medical condition. 

Informant #4 said "frankly, I cried the whole day when I learned that I am going to be a 

quadriplegic all of my life." Informant #5 and #8 were also very sad and depressed when 

they learned of their paralyses. 

Isolation from others was a common behavior among survivors with SCI. After 

knowing their level of injuries, most of the participants tended to isolate themselves from 

others. For example, Informant #4, "at the beginning of my injury, I didn't like to go out, 

visited friend ... .I preferred to be alone and isolated." Similarly, Informant #8 said" I 
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didn't like to go to parties, weddings, celebrations, and not even to visit my friends and 

relatives." 

Some participants were also very anxious, nervous, and agitated. For example, 

informant #6 said, "I was very anxious and worried about my general condition ... .I 

wanted to know whether or not I would be able to return to my normal life and duties as a 

wife and as a mom." Other clients also expressed their anxiety about their future, 

wondering about their chances for getting married and having children. 

Ways of Overcoming Injury 

Kuwaiti survivors with SCI were challenged with role changes, occupational 

challenges, participation restrictions, societal unacceptenace, and psychosocial 

manifestations. To eliminate and/or reduce their hardships and difficulties in performing 

their life roles, participants generated their own adaptive responses to overcome the 

encountered occupational challenges. These adaptive actions helped them to maximize 

their own function at home, work, community, and society. 

Exploring new leisure activities that were enjoyable and satisfying to the 

individual was one way to elicit an adaptive response. For example, Informant #1 utilized 

his laptop computer and the internet as a means to fill his time. Similarly, informant #2 

used a laptop computer to help him with his job assignments and to communicate with 

his friends. 

Another means of adaptation occurred through the utilization of peer support. The 

majority of the participants utilized their peers at the Kuwaiti club as a way to receive 

supports and advice from others to overcome the challenges in their lives. For example, 
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Informant #1 said, "I looked for a place that could suit my disability which is the Kuwaiti 

Disabled Club .... .I like this club because there are supportive peers that could answer my 

questions." Informant #2 pointed out that at the club, he could meet friends with the same 

injury and shared with them ideas, suggestions, and solutions to the problems that he 

faced. 

For some of the Kuwaiti SCI survivors, self-determination and internal motivation 

were key factors that led them to their desired adaptive responses. For example, 

informant #4 said, "When I understood that my injury was permanent, I had to adapt my 

self to the injury and get accustomed." He added, "One way to be totally self-dependent 

was through trial and error Informant #7 added, "I challenged difficulties and adapted 

myself." 

Dissatisfaction with Support Systems 

Most of the participants in this study expressed their dissatisfaction with the 

health care services in Kuwait. They were unhappy with the SCI rehabilitation services in 

Kuwait. The majority of them reported that they did not benefit from the rehabilitation. 

Some of them even reported they went abroad to Europe and U.S for further 

rehabilitation. 

Caregiver restrictions and misunderstanding of disability was another factor that 

caused dissatisfaction among participants. They pointed out that some of their caregivers 

lacked awareness about SCI. Therefore, they did not understand the possible capabilities 

of a person with a SCI. For instance, during the early months of injury, most of the 
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survivors' caregivers asked participants to remain at home instead of participating in 

outing activities. 

The majority of the participants complained of the shortcomings of the Kuwaiti 

government. They expressed their dissatisfaction with the present disability law system in 

Kuwait. For example, those relying primarily on the monthly government's support 

(about $1400) felt that amount was not sufficient. Others expressed their dissatisfaction 

with the employment system for people with disabilities. Some of the participants were 

not allowed to return to work. Finally, some of the participants pointed out that the 

Kuwaiti government neglected them. Participants expressed their sorrow that civil rights 

laws are only written on paper but unfortunately they are not enforced. Participants 

believed that reasoning behind being treated as a minority group in Kuwait is due to the 

weak actions of the Kuwaiti government. Again, this is one example of how cultural 

views of persons with disabilities can influence government and thus shape a person's 

QOL. 

Faith, Support, Hope, and QOL 

Faith in God, prayers, and spiritual support were reported by some of the 

participants as helpful. They utilized such strategies to overcome their occupational 

challenges and to attain a satisfactory QOL. Informant #3 showed the impact of prayers 

in improving his QOL following his injury. He said, "Religious lectures, prayers and 

reciting Quran had great effect on my happy life." Increased faith in God and a strong 

belief in Allah helped informant #4 to accept his quadriplegic injury and strive to be a 

productive and a successful person. 
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Furthermore, several participants indicated that the spiritual support they received 

from family members, relatives, friends, and others contributed significantly to their self-

esteem, enhanced their psychological status, prompted their adaptive responses, and 

promoted their health and QOL. Hope was a strong facilitator of the client's adaptive 

responses because it substantially motivated the clients to believe that a satisfied life was 

awaiting them. Hope led some Kuwait survivors with SCI to overcome their challenges, 

reduce their restrictions and therefore to continue their lives in Kuwait. 

Informant # 1 and informant #5 hoped to get married and have children. Informant 

#2 hoped to live a better life without barriers and restrictions. Likewise, informant #5 

hoped to graduate from the university and become a teacher. 

Additionally, the two women with SCI (informants #6 and #8) reported they still 

hoped to walk again. Informant #8 said, "I am still hopeful that one day I will have a 

successful operation to help me walk again." Informant #6 said, "I hope that I can have a 

surgery that will make me walk again." 

Narrative descriptions of SCI survivors are beneficial in identifying issues of 

QOL from the individual's perspective. People with chronic conditions should be 

encouraged to express their feelings, concerns, and needs regarding QOL following their 

injuries, especially if they are to achieve successful rehabilitation outcomes. 

Rehabilitation professionals should consider utilizing qualitative sections in their 

assessments as well as in their intervention programs in order to find ways to improve the 

QOL of their clients and family/caregivers, 
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Discussion 

The purpose of the mixed design was to investigate the QOL of Kuwaiti survivors 

with SCI. Quantitatively; the study utilized the Arabic version of the Ferrans and Powers 

QLI to understand the overall QOL of the survivors as well as their specific domains of 

life including health and function, social and economical, psychological/spiritual, and 

family. Qualitatively, this study aimed to identify factors that influenced the survivors' 

QOL. From their perspectives, the effects of the injury, challenges encountered and 

subsequent impact on their occupational performance, adaptation, and QOL were 

examined. 

The first research question in this study addressed how Kuwaitis with SCI 

perceived their roles before and after the injury. The face-to-face interviews in this study 

showed that the Kuwaiti participants were satisfied with their lives before the SCI. 

However, after injury, the interviews and the QLI showed that the majority of Kuwaitis in 

this study had poor QOL. 

Quantitative results from Ferrans and Powers QLI- III questionnaire supported 

1iterature that maintains that SCI can influence the QOL of SCI survivors (May and 

Warren, 2002). Kuwaiti SCI survivors rated their overall QOL as poor as well as each of 

the four subscales of hea1th and function, social and economical, psychological/spiritual, 

and family. 

To clearly understand the QOL of Kuwaiti survivors compared with persons from 

other countries with the same injury, the Kuwaiti data were compared to American 

survivors with SCI. The American data were used from a previously published study by 
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May and Warren (2002) who used the English version of the Ferrans and Powers 

questionnaire. Comparison of the two groups showed that Kuwaitis with SCI had 

significantly lower scores than Americans with SCI in all areas of QOL measurement 

(See Table 8). 

The second research question in this study investigated how Kuwaitis with SCI 

adapted to their injuries. Through qualitative data, this study showed that adaptative 

strategies varied among participants. Of the 8 Kuwaiti participants, 5 were unable to 

adapt to their role functioning successfully following injury. On the other hand, three 

were able to adapt successfully to their SCI. They were able to carry out their roles and 

they appeared to be satisfied with their lives. 

The perceived low QOL of the Kuwaitis was further interpreted using the 

Occupational Adaptation (OA) model as a guide for interpretation of study findings. 

According to Schkade and Schultz (1992), humans experience a normative internal 

process in periods of transition. This process is called occupational adaptation. The OA 

model views the process of occupational adaptation as one that emerges from complex 

interaction of person, context, and occupation. Transition in life, such as what occurs in 

SCI, represented difficulties for the Kuwaitis due to various challenges that they 

experienced from their context ( e.g., caregivers, society, and the physical environment), 

their occupational performance (role changes in basic and instrumental activities of daily 

living, leisure activities, work and school), as well as the personal level (psychosocial, 

cognitive, and sensorimotor). Such complex interactions influenced the adaptation 

process of the Kuwaiti SCI survivors. 
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After a SCI, a person can be negatively affected due to the improper balance 

between the psychosocial, cognitive, and sensorimotor subsystems. In this study, many 

Kuwaitis encountered many psychosocial problems following their injury. Consequently, 

the psychosocial subsystem can override and dominate the person's other subsystems 

(cognition and sensorimotor involvement) causing an imbalance. Such an improper 

balance affected the Kuwaitis' desired role performance, thus limiting their ability to 

successfully adapt to their injury. Consequently, the majority of the participants in this 

study had poor QOL due to experiences of occupational limitations in self-care tasks, 

leisure, and work. 

Informants #1, 2, 3, 6, and 8 had poor QOL. During their interviews, those 

participants seemed not to have a desire for mastery, internal motivation, and 

participation in meaningful occupations. They were dependent on their aids and their 

caregiver/family members for their basic self-care tasks. Additionally, various restrictions 

and barriers from the occupational environment (physical environment, societal stigma, 

and restrictions from family members /caregivers) made life more difficult for them. The 

occupational challenges diminished the participants' hope, led to weakening of their 

relative mastery, and decreased satisfying outcomes. Such obstacles affected the balance 

in the Kuwaiti survivors' person subsystems and did not assist them in overcoming their 

encountered challenges. Ultimately, the majority of the Kuwaiti SCI survivors produced 

maladaptive responses. Most of them accepted the injury by relying on others and 

isolating themselves from work or leisure opportunities. As a result, they were unable to 

carry out their roles and rated their QOL as poor. 
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On the other hand, three persons (Informants #4, 5, and 7) appeared to have the 

desire for mastery, internal motivation, and participation in meaningful occupations. That 

desire promoted more balance in these persons' subsystems and assisted them in 

overcoming the encountered challenges and producing more adaptive responses. In 

addition to the availability of support from caregivers and peers, increased faith and hope 

led to improved relative mastery and thereby promoted their outcomes. Thus, those SCI 

survivors were able to carry out their roles. They appeared satisfied with their lives and 

scored a fair QO L. 

Some literature shows that the level of SCI affects the extent of the survivor's 

physical abilities (Dahlberg et al., 2005; Saikkonen et al., 2004; Tooth et al., 2003). 

Persons with higher levels of injury tend to have more physical impairments and 

therefore a poorer QOL (Dahlberg et al., 2005; Tooth et al., 2003). However, findings 

from this study contradict this point. This study confirmed with other studies that showed 

impairment (e.g., level of injury, completeness of the injury) and disability did not 

correlate with QOL (Dijkers, 1997; Fuhrer, 1996; Sjosteen, et al., 1990). In this study, 

some individuals with a high level of lesion (Informant# 4 and #6) had fair QOL 

compared to others with a lower level of injury. 

The third research question in this study addressed how the occupational 

environment in Kuwait impacted adaptation following SCI. This study showed that the 

Kuwaiti environment is often inaccessible and causes multiple restrictions and barriers to 

people with disabilities. Therefore, such unsupportive occupational environments 

influenced the SCI survivors' successful adaptation. 
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Participants identified several factors that they believed affected their QOL, 

including an inaccessible community, societal stigma, restrictions imposed by caregivers, 

and ineffective SCI rehabilitation. Such restricted occupational environmental factors 

presented challenges to the participants because they disrupted the adaptation process as 

well as QOL. These factors require closer attention from occupational therapists and 

caregivers in order to make the connection of just how outcomes can be affected. Policy 

makers also need to acknowledge these issues as they make recommendations for 

benefits to help improve QOL outcomes for SCI survivors. Acknowledgment and 

understanding will provide the initial step towards a better community life for people 

with disabilities. 

The fourth research question in this study investigated the perceptions of the 

future for Kuwaitis with SCI. Findings from this study showed the different perceptions 

about the future and satisfaction in life among participants. Specifically, this study 

showed that some Kuwaiti male participants were hopeful and optimistic about their 

future unlike Kuwaiti female participants. 

Females in this study did not accept the reality of their injury and conditions. Both 

females still hoped to recover from their injuries and dreamed of walking again. Both 

reported that they could not successfully perform their different occupational roles in life 

since they were considered wheelchair users. Although each of these women had a good 

social support system, they seemed to have psychosocial issues such as low self-esteem, 

depression and hopelessness. Such negative feelings did not facilitate their adaptive 
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responses to meet the encountered challenges. Therefore, those feelings seem to increase 

their suffering and decrease their hope, future, and QOL. 

Significance of the Study 

This study reflected the QOL of people living with chronic disabilities across two 

different cultures. The present study demonstrated the utility of the OA framework as a 

template for the interpretation of clinical research findings. Such a study could also 

explain the relationship between occupational challenges, adaptive responses and a 

person's QOL. It also identified possible unique components of QOL including 

community accessibility, government support, and cultural influences. The current study 

shows that further attention should be given to the SCI survivors' QOL. 

Limitations of the Study 

This study had some limitations. First, data gathering was taken from just one site 

in Kuwait. Second, due to the design of this study, the findings can not be generalized to 

a larger population. Third, further research studies are needed to support the utility of the 

OA framework with other chronic physical conditions such as traumatic brain injuries, 

stroke, and multiple sclerosis. Fourth, replication studies are recommended to examine 

the cultural applicability of the OA framework and support its inclusion at the 

international level. 

Conclusion 

According to this study, Kuwaitis with SCI had poor QOL. This study presented 

insights from SCI survivors about their QOL as influenced by their injury. Utilizing OA 

as a framework, the adaptation and QOL of Kuwaiti SCI survivors were explored. 
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Possible components of QOL identified in this study included social support, 

environmental accessibility, government support, and cultural values. To allow Kuwaiti 

individuals with chronic conditions to experience good QOL, long term-rehabilitation 

and psychosocial follow- up services are recommended. Further studies as to the extent 

that culture influences social and environmental constructs of QOL would also prove 

beneficial on the international front. 
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Table 5 

Background Information on Participants in Study II 

Informant Age/ ASIA Scale Years Marital Education Employm 

s gender Post Status al ent 

Injury Status Status 

#1 30/male High 8 Divorce Less than Retired 

Tetraplegia d High 

ASIAA,B,C School 

#2 40/male Paraplegia 20 Married High Retired 

ASIAA,B,C School 

#3 35/male Paraplegia 3 Single Less than Unemploy 

ASIAA,B,C High ed 

School 

#4 28/male Low 8 Single More than Employed 

tetraplegia High 

ASIA A,B,C School 

#5 26/male Paraplegia 9 Single More than Student 

ASIA A,B,C High 

School 

#6 49/femal Paraplegia 1 Married High Retired 

e ASIA A,B,C School 
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Table 5 (Continued) 

Background Information on Participants in Study II 

Informant Age/ ASIA Scale Years Marital Education Employm 

s Gender Post Status al ent 

Injury Status Status 

#7 27/male Low 6 Single More than Retired 

tetraplegia High 

ASIAA,B,C School 

#8 29/femal Paraplegia 6 Divorce Less than Homemak 

e ASIAA,B,C d High er 

School 
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Table 6 

Sample Means and Standard Deviations 

QOL Scores Mean 

QLI 12.69 

HFSUBa 10.46 

SOCSUBb 14.50 

PSPSUBc 12.97 

FAMSUBd 15.56 

Standard 

Deviation 

4.57 

5.34 

5.36 

6.55 

5.26 

Range 

7.75-22.20 

4.46-22.50 

7.71-21.71 

4.14-25.71 

7.50-24.20 

Note.* n=8, HFSUBa (Health and Function), SOCSUBb (Social and Economic), PSPSUBc 

(Psychological/Spiritual), and FAMSUBd (Family). 
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Table 7 

Factors Associated with Quality of Life of SCI Survivors: Main Themes 

Main Themes 

Role Change 

Before injury 

After injury 

Participation Restrictions 

Social U nacceptenace 

Psychosocial Issues (For example feelings of shock, depression, sadness, isolation, 

anxiety, nervousness, agitation, helplessness, and loss of hope). 

Ways of Overcoming Injury 

Dissatisfaction With Support Systems 

Faith, Support, and Hope 
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Table 8 

T-Test Comparisons of Sample Means and Standard Deviations with American 

Survivors' Means and Standard Deviations as Scores Were Obtained from Marry and 

Warren (2002) 

QOL Kuwaitis' Americans Mean & t-test p-value* 

Scores Mean& (SD) (SD) 

QLI 12.69 21.01 5.26 0.000 

(4.57) (4.27) 

HFSUBa 10.46 19.92 5.28 0.000 

(5.34) (4.83) 

SOCSUBb 14.50 21.56 4.41 0.000 

(5.36) (4.26) 

PSPSUBc 12.97 21.74 4.28 0.000 

(6.55) (5.49) 

FAMSUBd 15.56 22.94 3.60 0.000 

(5.26) (5.58) 

Note.* df for all tests= I 04, HFSUBa (Health and Function), SOCSUBb (Social and Economic), PSPSUBc 

(Psychological/Spiritual), and FAMSUB<l (Family). 
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CHAPTER V 

PERSPECTIVES OF AMERICANS LIVING WITH SPINAL CORD INJURIES: A 

MIXED-METHOD STUDY 

Introduction 

A spinal cord injury (SCI) is an unexpected injury that typically occurs among 

young adult males (NSCISC, 2006). In the United States, the estimated incidence rate of 

new SCI cases is approximately 11,000 per year (National Spinal Cord Injury Statistical 

Center -NSCISC, 2006). Such injury can result in significant and permanent life changes 

for the injured individuals. Due to the devastating consequences of SCI, quality of life 

(QOL) becomes the outcome of greatest concern among health care professionals. 

The concept of QOL is very complex and multifaceted (Berzon et al., 1993; 

Fitzpatrick et al., 1992). A catastrophic injury such as a SCI imposes multiple challenges 

to those constructs that encompass QOL. Adaptation to life changes following an injury 

is a critical factor contributing to QOL. Adaptation can play a key role in explaining the 

relationship between stressful life events and satisfaction in life, health and well-being. 

Healthcare practitioners have begun to recognize the great importance of adaptation as a 

major contributor to successful and satisfying outcomes. Adaptation plays an essential 

role in facilitating a person's engagement in functional activities, thus influencing the 

person's health, well-being, and QOL. 
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Statement of Problem 

Quality of life is one of the outcomes of occupational therapy identified in the 

Occupational Therapy Practice Framework (OTPF) (AOTA, 2002, p. 628). QOL is 

central to the practice of occupational therapy (AOTA, 2002; CAOT, 1994; Fisher, 1998; 

Polatajko, 1994; Wilcock, 1993; Yerxa, 1994). The term QOL continues to emerge as a 

central construct in outcomes research. It has been studied extensively by researchers 

from different disciplines. However, the occupational therapy (OT) body of knowledge 

on this topic remains limited. Research shows that the domains of occupational therapy 

such as adaptation, occupation, and environment are central constructs in the QOL 

knowledge base (Dijkers, 1998; Dooley and Hinojosa, Duncan-Myers & Huebner, 2000; 

2004; Fuhrer, 1996; Hammell, 2007; Huebner et al., 2003; Laliberte-Rudman et al., 

2000). The outcome of QOL also is a concept used in the International Classification of 

Functioning, Disability and Health {ICF) (WHO, 2001). 

With specific reference to clients with chronic physical conditions such as SCI, 

the role of the occupational therapist is assumed to be the promotion of QOL of such 

clients. Although occupational therapists have shown they can significantly contribute to 

QOL research, a need to justify and expand their role exists. One way to contribute to this 

body of research is by studying the relationship between adaptation to stressful life events 

created by a SCI and QOL. 

Purpose of Study 

The purpose of this study was to gain a greater understanding from the 

perspectives of the American survivors with SCI about their occupational challenges, 
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adaptive responses, and life satisfaction following a SCI. This study explored the 

following research questions: 

1. How do Americans with SCI perceive their roles before and after SCI? 

2. How do persons with SCI from the United States adapt to their injury? 

3. How does the occupational environment in the United States impact adaptation 

following SCI? 

4. What are the perceptions of the future for Americans with SCI? 

Review of the Literature 

Spinal Cord Injury and Quality of Life 

Spinal cord injury is a nationwide injury (NSCISC, 2006). According to the 

American Spinal Injury Association (ASIA), impairment severity of SCI is classified 

based on the ASIA classification system (ASIA, 2002) which combines the level and 

completeness of injury. This injury is associated with considerable changes in medical 

health, physical ability, functional status, psychological well being, and social role status. 

Current knowledge shows that facilitating QOL for persons with chronic disabilities 

(such as SCI) is essential to the person's progress as well as health care outcomes 

(Dahlberg, Alaranta, and Sintonen, 2005; Dijkers, 2005; Jang, Wang, and Wang, 2005; 

Krause & Broderick; 2005). 

Occupational Therapy and QOL of Individuals with SCI 

When working with persons with chronic disabilities such as SCI, a person's 

QOL is considered to be complex and multifaceted. Occupational therapy research on 

QOL suggests that occupational therapy can contribute significantly to the QOL of 
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individuals with SCI (Dooley & Hinojosa, 2004; Duncan-Myers & Huebner, 2000; 

Huebner et al., 2003; Laliberte-Rudman et al., 2000). Occupational therapy researchers 

need to further investigate and understand how occupational performance, environment, 

and adaptation can significantly influence a person's perceptions of one's life 

satisfaction, health, and well-being (Dooley & Hinojosa, 2004; Duncan-Myers & 

Huebner, 2000; Huebner et al., 2003; Laliberte-Rudman et al., 2000). Occupational 

therapy research shows that the provision of choice and achievement of successful 

adaptation motivates performance and promotes an internal locus of control (K.ielhofner, 

1992; Nelson & LaMore, 1992). The literature also demonstrates a positive relationship 

between meaningful roles, interests, values, goal directed action, personal control and life 

satisfaction and well-being (Duncan-Myers & Huebner, 2000; Hammell, 2007; Smith, 

Kielhofner, & Watts, 1986). 

Human Adaptation 

Adaptation is a frequently described phenomenon in occupational therapy 

literature. According to Schultz & Schkade (1997), "Adaptation is a change a person 

makes in his or her response approach when that person encounters an occupational 

challenge" (p. 4 74). In everyday life it is an ongoing and developmental process 

involving multiple dimensions (King, 1978; Montgomery, 1984; Schkade & Shultz, 

1992S; Schultz & Schkade, 1992). In considering its internal and external demands, 

adaptation is also a lifelong, holistic, and universal concept (Schkade & Schultz, 1992). 

Adaptation relates to the individual, the environment, and their interaction through 

participation in occupation. Moreover, it can play an essential role in facilitating a 
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person's engagement in functional activities, thereby influencing a person's health, life 

satisfaction, and QOL (Schultz & Schkade, 1992). To better evaluate the significant 

relationship between QOL and adaptation, it is necessary to know more about how 

human beings adapt to a changing environment and how internal changes affect their 

capacity to act in the environment. Occupational therapy researchers need to consider the 

significant impact of adaptation on the person's QOL. 

Occupation Adaptation Model 

The Occupational Adaptation (OA) framework was chosen as the theoretical 

support for the current line of research for two main reasons. First, the framework 

combines two important concepts: occupation and adaptation. When one's occupational 

performance suffers due to a major life crisis such as a SCI, a person's adaptational 

process can better be understood by applying the OA framework (Schkade & Schultz, 

1992; Schultz & Schkade, 1997). Secondly, the OA framework is concerned with the 

interaction between the person and environment. Research has shown that the 

environment influences an individual's occupational performance following SCI (Sjosten 

et al., 1990). 

Methods 

Study Design 

This study used a mixed methods design to describe the participants' perspectives 

of SCI, their adaptive responses and QOL. The researcher used the phenomenological 

approach for the qualitative aspects of the study and a quantitative measure of QOL, the 
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Ferrans and Powers Quality of Life Index (QLI)-Generic Version- III (Ferrans & 

Powers, 1985). 

Participants 

Eight American community living adult participants with SCI were recruited from 

the Texas Paralyzed Veterans Affair (TPV A) organization in the Houston area. This 

study included participants from various ethnicities and backgrounds. The inclusion 

criteria consisted of(a) participants have a SCI; (b) participants are at least 18 years of 

age; ( c) participants are 1-20 years post injury; ( d) participants have an impairment level 

of grade A, B, or C on the ASIA scale; ( e) participants reside in the community; and (f) 

participants have not been hospitalized within the last four weeks. The exclusion criteria 

were (a) persons on ventilators, (b) persons with impairment level on Grade D of the 

ASIA scale, ( c) persons living in a nursing home, and ( d) persons with any significant 

neurological disorder other than SCI ( e.g. stroke, traumatic brain injury). 

Data Collection Procedures 

After obtaining approval from both the Texas Woman's University Institutional 

Review Board as well as the PY A organization, eight community living participants were 

recruited. The participants signed a consent form indicating their willingness to 

participate in this study. 

Each participant was interviewed individually in person by the investigator for 60 

minutes. Interview questions were used along with prompts, if necessary, to elicit greater 

details. Interviews were audiotaped upon the participant's approval. 
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To quantitatively measure the QOL of individuals with SCI, the researcher used 

the standardized generic version of the QLI (Ferrans & Powers, 1985). The QLI is a self-

administered questionnaire but can also be administered in an interview format. The QLI 

consists of two parts. The first addresses satisfaction with daily life and the second covers 

the importance of activities of daily living (AOL). Each of the parts consists of 33 items. 

All of the items are used to calculate a total score, which reflects overall QOL. In 

addition to the total QOL score, four subscale scores are obtained: (a) Health and 

functioning, (b) Social and economic, (c) Psychological/spiritual, and (d) Family. 

Responses are ranked from 1 to 6, with 1 representing very dissatisfied or unimportant 

and 6 representing very satisfied or important. Scores ranged from 0-30, with higher 

scores viewed as indicative of higher QOL. The QLI can be completed in 10-20 minutes. 

Data Analysis 

Audiotaped data were transcribed verbatim using a private transcriber hired by the 

researcher. Participants' names were omitted. Transcripts were subjected to open coding 

analysis by the researcher and three coders familiar with qualitative methodology. The 

readings were completed until redundancy was reached. Then, the codes were identified 

and described by the author and the coders and placed into emerging clusters of themes 

(Patton, 2002). To ensure credibility and quality of the findings, member checking and 

data triangulation techniques were utilized (Krefting, 1991; Patton, 2002). The researcher 

reviewed the data with the informants to ensure that these data reflected their own 

experience via a member check. To determine the mean and standard deviation of the 

overall QOL score and the four subscale scores for the sample, the researcher used SPSS 
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software, version 15. The researcher followed scoring instructions of the generic version 

of the QLI available online (Ferrans & Powers, 1998). 

Results 

Characteristics of the Sample 

Demographic data of the key informants are summarized in Table 9. The 

demographic variables for the eight American participants with SCI included gender, age 

at injury, age at interview, ASIA scale scores, marital status, educational level, 

employment status at the time of the injury, employment status at the time of the 

interview, and the living situation. The age of the subjects at the time of the interview 

ranged from 20 to 36 years (mean= 27, SD= 7.03). There were seven male subjects 

(87.5%) and 1 female subject (12.5%) interviewed. 

Results from Quantitative Data 

Results from the QLI index revealed that American survivors with SCI had 

relatively high scores in all areas of QOL measurement. The overall QLI score was 24.04 

out of 30. The four subscales scores ranged from 22.63 to 24.81 (See Table 10). 

The results from the QLI in this study were compared to the findings for the 

general population of healthy individuals. General population data were received from 

Dr. F errans through personal communication. According to Dr. Ferrans, subjects were 

drawn randomly from a telephone directory representing urban, suburban, and rural areas 

in the Midwestern United States. Data were collected by mailed questionnaire. Sample 

size of the general population was 339. Their mean age was 48.42 years (SD= 16.83). Of 

the general population, 65 .2% were male and 34. 8 were female. 
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Comparison of the two groups showed that survivors with SCI in this study did 

not differ significantly from the general population in any area measured by the QLI. The 

overall QLI for the general population was 23 out of 30; whereas the overall QLI score 

for the SCI survivors was 24.04 (See Table 11 ). 

Themes from Qualitative Data 

During face-to-face semi-structured interviews, each of the eight informants was 

interviewed in a private room for duration of one hour. Each informant was encouraged 

by the researcher to elaborate extensively and freely about his/her experiences, thoughts, 

concerns, and feelings regarding his/her life before and after SCI, challenges 

encountered, adaptation to the injury, QOL, and hope and future following the injury. As 

a result, rich data were gained leading to the emergence of seven themes and sub-themes 

(See Table 12). The themes were (a) attitude; (b) activity level; (c) coping strategies; (d) 

support systems; (e) social labels/social ignorance; (f) hope; and (g) the future, and QOL. 

Attitude 

A variety of attitudes were noted among the participants, including self-

confidence, high self-esteem, optimism, determination, strong will, positive thinking, and 

risk taking. Participants were asked about how they accepted their injuries. Informant #1 

said, "Once I broke my neck and realized that I'm paralyzed .... After that I said, "All 

right. You've got to live on and make the best of it." Likewise, informant #2 said, "I'm 

still the same person I was ... I'm just in a chair." He added, "Each person is basically 

judged on how he looks at life and how he perceives it." 
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Additionally, perseverance and determination were essential characteristics of 

success following an injury. Informant #8 reported that having those two traits were 

important because nothing could stop an individual from doing anything that he/she liked 

to do. At the same time, free spirit and strong will were also distinctive features which 

allowed the person to successfully handle a devastating condition such as SCI. Informant 

#3 believed that after his injury, he was a very strong person and he was levelheaded and 

free spirited. Similarly, informant #4 reported that he tried positive thinking. At the same 

time, he was explorative and very optimistic. He said," I am willing to explore and do 

anything ... I am not going to have anything holding me back." 

Activity Level 

Most of the participants were very active before the injury and continued to be 

productive after the injury. They either worked or went back to school. Informants #1, 2, 

6, and 7 were working full time, and informants #3, 4, 5, and 8 were students. Informant 

#2 had his own medical business company. Additionally, a majority of the participants 

enjoyed outdoors activities as well as sports activities. For instance, informants #1 and #2 

loved hand cycling. Informant #2 also enjoyed traveling. While, informants #1, 2, 3, 4, 

and 5 played wheelchair quad-rugby, informants #6, 7, and 8 played wheelchair 

basketball. Informant #4 enjoyed boating and fishing while #7 liked water skiing and 

upper body strengthening exercises. 

Most of the participants agreed that the kinds of sports they practiced helped them 

in many ways. Regularly playing sports helped them to stay in shape, be happy, and have 

fun. Playing sports also kept them healthy and satisfied with their lives. Informant #1 
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described advantages of sports by saying "I haven't allowed my injury to change me too 

much." Informant #2 believed that when he started playing rugby, it opened a many doors 

for him personally, socially, and professionally. 

Coping Strategies 

As a result of the occupational challenges encountered while performing their 

different roles, the participants generated various coping strategies. Such strategies 

helped them to overcome the encountered challenges, maximized their own functioning 

and allowed them to actively participate in meaningful occupations at school, work and 

home. As a means of adaptation, informant's #1 coping strategy consisted of his ability to 

relearn doing things in new ways. For instance, informant #1 reported that he held onto to 

his small son's belt so that he could not run off. 

Exploring new adaptive strategies that were satisfying to the individual was one 

way to elicit an adaptive response. For their school assignments and projects, informants 

#3 and 5 utilized their laptops and other special note taking devices such as speech 

recognition software (e.g., Dragon Naturally Speaking). Another means of adaptation 

occurred through the utilization of peer support. The majority of the participants utilized 

their peers as a way to receive support and advice from others to overcome the challenges 

in their lives. For example, informant #6 believed that peer support from the wheelchair 

basketball team helped her to overcome some of her occupational challenges. Informant 

#4 said about his peer support, "Getting to know how they lived their lives and seeing 

them out doing stuff. They have families and kids and they do everything. So I mean it 
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really changed my outlook and it helped." Similarly, informant #5 liked the support that 

he received from his rugby team peers. He believed they were very supportive. 

For some of the SCI survivors, being innovative, asking for help when needed, 

and having faith in God were key factors in their desired adaptive responses. For 

example, informant #2 believed that he adapted to his injury through trial and error. 

Likewise, informant #6 believed that the major factor to her success was the ability to try 

to figure things out in different ways. 

Asking people for help was another way that survivors coped with their injuries. 

For example, informant #8 said, "When I'm feeling tired, I'll ask people for help." 

Informant #4 relied on his friends for different kinds of transfers when they went fishing 

or boating. Furthermore, faith in God was an important factor in the adaptation process 

following SCI. For example, informants #7 and 8 believed that God had a reason for their 

SCI. For example, informant #1 said, "You just have to go with what God gave you." 

Support Systems 

Most of the participants in this study expressed their satisfaction with the therapy 

services received during their rehabilitation. The majority of them reported that they 

benefited from their rehabilitation and health care providers. Occupational therapy (OT) 

and physical therapy (PT) played a huge role in their success following injury. Most 

participants with SCI reported that rehabilitation team members were very skillful, 

knowledgeable, and hard working. They encouraged them to be active and productive. 

Informant #5 said, "My OT helped me the biggest, he was teaching me how to get 
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dressed and get out ofbed ... That was my biggest thing; I couldn't do that for a long 

time." 

Caregivers, family members, and extended relatives were instrumental to 

participants through their help and support during recovery. For instance, informants # 1 

and 2 reported that their parents and wives played a key role in their successful 

adaptation. Informant #6 reported that she had good support from her husband and her 

parents. Like wise, informants #3, 4, 5, and 8 had good support from parents and peers 

Governmental support was another factor that contributed to the SCI survivors' 

success following their injuries. The majority of the participants agreed that the 

Americans with Disabilities Act (ADA) played a huge role in recovery. They reported 

that they could now go anywhere easily without facing restrictions or problems. For 

instance, those who were still in school (informants# 5 and 8) believed the physical 

environments of their schools were very accessible. 

Social Labels/Social Ignorance 

The participants reported that American society seemed to stigmatize people with 

disabilities. The majority of the participants agreed that there was a social label attached 

to people in wheelchairs. Informant #1 said, "They automatically assume that you need 

help with everything when you generally don't. ... They will come up to you and want to 

push you or help you put your chair together." Likewise, informant #6 added, "We're all 

normal ... and that stigma that we sit at home and look out the window and twiddle our 

thumbs is a very big stereotype.,, Ignorance was also perceived as a cause of stigmatizing 

behavior in American society. Social ignorance was commonly reported by the 
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participants. For example, informant #2 believed that people are not comfortable with 

people with disabilities because people might be scared of being around them. 

Astonishment, gazing, and fear were typical behaviors demonstrated by the public 

when they encountered wheelchair users. Informant #3 said, "I get used to the people's 

glance and that goes out the window." Informants #7 and 8 agreed that when some people 

look at an individual using a wheelchair, they want to say or ask something but they do 

not do so because they are afraid. Additionally, some people tended to avoid directly 

looking at the individual. For instance #5 said, "You can still see that pity look, they 

always look at your legs before they do your face." 

The majority of the participants in this study believed that social stigma would 

always be there. Most of them agreed that they have learned to ignore such behavior and 

not let it bother them. The informants seemed to feel that some people in American 

society have diminished understanding about the skills of individuals with disabilities 

because people do not make an attempt to learn about the world of people with 

disabilities. 

Hope, the Future, and QOL 

Several participants indicated that the support they received from family 

members, relatives, friends, and others contributed significantly to their self-esteem, 

enhanced their psychological status, prompted their adaptive responses, and promoted 

their health and QOL. Hope was a strong facilitator of the client's adaptive responses 

because hope substantially motivated the clients to believe that a satisfying life awaited 
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them. Hope led a majority of SCI survivors to overcome their challenges and to live their 

lives successfully. 

Most of the participants in this study were very hopeful. Informant # 1 hoped to 

maintain his health, be involved more with his family and earn his doctorate degree. 

Informant #2 planned to have his business grow and to have a baby. Informants #3, 4, 5, 

and 8 hoped to get a job, get married and have children. Informant #6 hoped to be more 

in shape and have children. Informant #4 hoped to graduate and get a job. Likewise, 

informant #8 hoped to play for the USA wheelchair basketball team. 

Some participants had worries about the future. Some were unsatisfied with the 

employment system for people with disabilities. They believed that ADA did not help 

people with disabilities at the employment level. Some of the participants reported that, at 

present, there was a great deal of discriminations in terms of job selection and approval of 

people with disabilities. Informants #4, 5 and 8 expressed their worries about their future 

work after graduating from school. They thought that some people do not like to hire 

people in wheelchairs. Some participants reported that there are others who think that 

people with disabilities cannot do the work or they are not fully capable. Because of his 

disability, informant #4 worried about gaining employment and having a steady job. 

Similarly informant #5 expressed his worries about his future job. He said, "I am going to 

try hard to get employed." 

Discussion 

The purpose of this mixed design study was to investigate the QOL of a sample of 

Americans who were SCI survivors. Quantitatively, the study utilized Ferrans and 
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Powers QLI to understand the overall QOL of the survivors as well as specific domains 

of life of their lives including health and function, social and economical, 

psychological/spiritual, and family. Qualitatively, this study aimed at identifying factors 

that influenced the SCI survivors' QOL. From their perspectives, the effects of the injury, 

challenges encountered and subsequent impact on their occupational performance, 

adaptation, and QOL were examined. 

The first research question in this study addressed how Americans with SCI 

perceived their roles before and after the injury. The face-to-face interviews in this study 

showed that participants were satisfied with their lives before the SCI. Similarly, after 

their injuries; most of them were very active and productive. The majority of the 

participants were either working or attending school. Additionally, most of them enjoyed 

playing sports and other outdoor activities. As a result, most of the survivors with SCI 

were able to carry out their roles at different levels (personal, school, work, and society) 

and they appeared to be satisfied with their lives. 

Quantitative results from Ferrans and Powers QLI- III questionnaire in this study 

supported literature that individuals following SCI can still have good QOL (May & 

Warren, 2002; McColl et al., 2002). American SCI survivors rated their QOL high in all 

areas of the questionnaire (mean score= 24.04). They also showed that they were 

satisfied with other domains of life including health and function, social and economic, 

psychological/spiritual, and family. Their QOL scores in the Ferrans and Powers QLI-III 

were similar to the general population. The results of this study contradict other studies 

which have indicated that QOL for persons with SCI is lower than non-disabled controls 
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and the overall population (Bach & Tilton, 1994; Clayton & Chubon, 1994, Decker & 

Schulz, 1985; Krause & Crewe, 1991, Rintala, Young, Hart, Clearman, & Fuhrer, 1992; 

Siosteen et al., 1990). There are possible reasons for the perceived high QOL among 

survivors with SCI. Due to the duration of their injuries, most of the American survivors 

seemed to have successfully adapted to them over time. As a result, they appeared able to 

adjust to most psychosocial problems following their SCI. Such adjustment to their 

psychosocial issues might have facilitated the participants' desired role performance and 

his/her ability to overcome any encountered challenges. Additionally, participants in this 

study had excellent support systems which helped them not only to promote their healthy 

outcomes but also to improve their QOL. 

The second research question in this study investigated how Americans with SCI 

adapted to their injuries. Through qualitative data, this study showed that participants 

utilized various adaptative strategies to overcome their occupational challenges. This 

study showed that Eight American participants adapted successfully to their role 

functioning following injury. 

The perceived high QOL of the American participants with SCI was further 

explored using the Occupational Adaptation (OA) model as a guide for interpretation of 

study findings. According to Schkade & Schultz (1992), humans experience a normative 

internal process in periods of transition. This process is called occupational adaptation. 

The OA model views the process of occupational adaptation as one that emerges from the 

complex interaction of person, context, and occupation. Transition in life, such as what 

occurs in SCI, did not represent difficulties for the Americans due to various possible 
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reasons. At the personal level, the majority of the participants were motivated to adapt to 

their injuries and to continue living as satisfied and happy as possible. Additionally, 

participants in this study had excellent support systems ( context) from their caregivers, 

family members, Americans with Disabilities Act (ADA), and the physical environment. 

In terms of occupational performance, most of the participants with SCI were 

independent in their basic ADLs and Instrumental ADLs such as shopping, doing 

laundry, taking part in social and leisure activities, and driving or arranging 

transportation. Additionally, the participants were very active and productive in various 

other occupations including leisure activities, school, and work. Such complex 

interactions facilitated the adaptation process of the American SCI survivors. At the same 

time, it can be argued that participants' abilities to adapt facilitated their participation in 

the above mentioned occupations. The majority of the participants in this study appeared 

to have a desire for mastery, internal motivation, and participation in those meaningful 

activities and occupations. That desire promoted more balance in the participants' 

subsystems (psychosocial, cognitive, and sensorimotor) and assisted them in overcoming 

the encountered challenges and producing successful adaptive responses. 

The third research question in this study addressed how the occupational 

environment in America impacted adaptation following a SCI. This study showed that the 

American environment is often accessible for people with disabilities. The American 

environment facilitated greater community participation among SCI survivors without 

restrictions. Therefore, such supportive occupational environments enabled the SCI 

survivors' successful adaptation. 
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Participants identified several environmental factors that they perceived to have 

facilitated their QOL, including supports from their caregivers, family members, and 

peers. Additionally, effective rehabilitation services were vital for their successful 

recovery following injury. Most of the participants praised the SCI rehabilitation services 

in the U.S. They appreciated rehabilitation's effectiveness and usefulness in terms of 

facilitating them to be physically strong, independent in their self-care, and preparing 

them for a new and challenging world. On the other hand, this study showed that there 

were some obstacles that prevented successful adaptation of people with disabilities. 

Most SCI survivors complained of societal stigma and social ignorance. Such negative 

attitudes could present challenges to some of the participants because such negative 

attitudes could disrupt their adaptation process as well as their QOL. As a result, such 

significant environmental factor requires closer attention from occupational therapists, 

other health care providers, and caregivers in order to understand how the environment 

has an effect upon health outcomes. Additionally, policy makers and health care 

managers need to acknowledge the issue of societal stigma and societal ignorance. They 

should understand its consequences and find solutions for these concerns when they are 

formulating health care policies. Such planning is essential because of the effect such 

plans could have in integrating SCI survivors into the community. Acknowledgment and 

understanding of the world of the person with disability could provide first steps to an 

improved community life for people with disabilities. 

The fourth research question in this study investigated the perceptions of the 

future for Americans with SCI. Findings from this study showed different perceptions 
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about the future and life satisfaction. Specifically, this study showed that some SCI 

survivors, who were still students, expressed their worries about future employment. 

Unfortunately, some of them believed that job discrimination was still present in the 

society. Consequently, most of the students with disabilities in this study had some 

doubts and concerns about their future. 

Implications for Occupational Therapy 

All eight participants in this study were occupationally engaged at various levels 

(person, leisure, school, work). Research in SCI demonstrates that occupation promotes a 

person's health and QOL (Dijkers, 1997; Fuhrer, 1996). Additionally, occupational 

therapy literature (Dooley & Hinojosa, 2004; Duncan-Myers & Huebner, 2000; Huebner 

et al., 2003; Laliberte-Rudman et al., 2000) has documented the value and effect of 

occupation upon the individual's health, well-being, and QOL. This evidence is also in 

accordance with the belief of occupational therapy that health and well-being are 

maintained through active engagement in meaningful occupation (AOTA, 2002). 

Similarly, the World Health Organization (WHO) believes in the association between 

positive health and what people do (WHO, 2001). When asking participants in this study 

about the value of occupational engagement, informant #1 said, "It makes me feel good 

that I am doing something ... also that help other people .. .I like to work .... It makes me 

feel whole, it makes me feel good." Likewise informant #5 said, "It gets me out and that 

was great when I went back to school, working for the recreation center just because I 

could talk to everybody, worked on my social skills." These perceptions demonstrate the 
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value of occupational performance and its relationship to the high scores of QOL 

reported by the American participants. 

Such evidence should encourage occupational therapy researchers to continue 

exploring the value and benefits of occupation to the individual. Occupational therapy 

researchers are needed to further investigate and understand the value of occupational 

performance and occupational roles on a person's health and QOL. Their work can 

demonstrate that occupational roles and active occupational engagement are necessary for 

a successful and productive life. Accordingly, occupational therapy researchers can 

advocate the value of their unique profession among other health care disciplines. 

Occupational therapy is a vital profession that enables ·clients with disabilities to stay 

healthy, accomplish life necessities, and improve life satisfaction through participation in 

purposeful and meaningful occupations. 

Significance of the Study 

This study explored the QOL of adult American SCI survivors. It demonstrated 

the utility of the OA framework as a template for the interpretation of clinical research 

findings by explaining the relationship between occupational challenges, adaptive 

responses and a person's QO L. The study also identified a plausible relationship between 

occupational performance and a person's health, well-being, and QOL. The current 

research showed that further attention should be given to the study of QOL with SCI 

survivors. 
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Limitations of the Study 

This study had some limitations. First, current study consisted of a small sample 

size. Second, the participants in this study were from a convenient sample and not 

randomly selected. Third, they were self-selected and came from a particular social 

activity group of SCI survivors. Therefore, participants in this study could not represent 

the attitudes of the majority of Americans with SCI. Fourth, further research studies are 

needed to support the utility of the OA framework with other chronic physical conditions 

such as traumatic brain injuries, stroke, or multiple sclerosis. 

Conclusion 

According to this study, Americans with SCI have a good QOL. This study 

presented insights from SCI survivors about their QOL as influenced by their injury. 

Utilizing OA as a framework, the adaptation and QOL of American SCI survivors were 

explored. This study emphasized the complex interaction between person, occupation, 

adaptation, and environment by identifying possible components of QOL including self-

confidence, self-esteem, internal motivation, occupational performance, successful 

adaptive responses, rehabilitation services supports, social supports, environmental 

accessibility, and government support. To allow American individuals with chronic 

conditions to continue experiencing a good QOL, psychosocial follow- up services and 

studies are recommended to overcome present social stigma/social ignorance. 

111 



Table 9 

Background Information on Participants in Study III 

Subjects Age/ ASIA Scale Years Marital Educational Employment Ethnicity 

gender Post Status Status Status 

# 1 36/male Low 16 Married More than Employed Caucasian/ 

Tetraplegia High School White 

ASIAA,B,C 

#2 36/male Low 19 Married More than Employed Caucasian/ 

Tetraplegia High School White 

ASIAA,B,C 

#3 20/male High 3 Single High School Student Caucasian/ 

tetraplegia White 

ASIAA,B,C 

#4 24/male High 5 Single High School Student Caucasian/ 

tetraplegia White 

ASIAA,B,C 

#5 23/male Paraplegia 6 Single High School Student Caucasian/ 

ASIAA,B,C White 

#6 27/female Paraplegia 10 Married More than Employed Caucasian/ 

ASIA A,B,C High School White 

117 36/male Paraplegia 13 Single High School Employed Hispanic 

ASIA A,13,C 

#8 21/male Paraplegia 10 Married High School Student African 

ASIA A,B,C American 
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Table 10 

Sample Means and Standard Deviations 

OOL Scores 

QLI 24.04 

HFSUBa 24.33 

SOCSUBb 22.63 

PSPSUBc 24.81 

FAMSUBd 24.47 

Standard 

Deviation 

4.07 

4.89 

3.32 

4.38 

5.16 

16.26-29.25 

13.92-30.00 

18.86-28.29 

17.86-30.00 

16.50-30.00 

Note.* n=8, HFSUBa (Health and Function), SOCSUBb (Social and Economic), PSPSUBc 

(Psychological/Spiritual), and FAMSUBd (Family). 
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Table 11 

T-Test Comparisons of Sample Means with General Population Means 

OOL Scores American General t-test p-value* 

survivors' Mean Population's 

&(SD) Mean& (SD) 

QLI 24.04 23.00 .72 .472 

{4.07) {4.04) 

HFSUBa 24.33 23.19 .71 .478 

(4.89) {4.47) 

SOCSUBb 22.63 21.83 .54 .589 

(3.32) (4.11) 

PSPSUBc 24.81 22.95 1.00 .318 

{4.38) (5.21) 

FAMSUBd 24.47 25.60 .69 .490 

(5.16) (4.49) 

Note. * df for all tests= 345, HFSUBa (Health and Function), SOCSUBb (Social and Economic), 
PSPSUBc (Psychological/Spiritual), and FAMSUBd (Family). 
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Table 12 

Factors Associated with Quality of Life of SCI Survivors: Main Themes 

Main Themes 

1. Attitude 

2. Sports Driven 

3. Coping Strategies 

4. Support Systems 

5. Social Labels/Social Ignorance 

6. Hope, the Future and QOL 
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CHAPTER VI 

CONCLUSIONS AND IMPLICATIONS 

Introduction 

This chapter synthesizes the findings of the three studies. Conclusions and 

implications are discussed concerning the following topics: QOL findings from the three 

studies; value of cross cultural QOL studies to occupational therapy education, practice, 

and research; the importance of mixed methods design; significance of the QA model to 

clinicians and researchers; implications for health care professionals and policy makers in 

Kuwait, and a conceptual model. 

Quality Of Life Findings from the Three Studies 

This dissertation was accomplished in three separate, yet related studies. These 

studies addressed the adaptation and QOL of individuals with SCI in Kuwait and the 

United States through a cross-cultural perspective. This line of research was comprised of 

two major goals, the first being to investigate the role of adaptation in QOL research. The 

second goal involved conducting cross-cultural QOL studies among Kuwaitis and 

Americans with SCI. Results from these three studies showed significant differences 

between the QOL of Kuwaiti and American survivors with SCI. Findings from these 

three studies could have major implications in occupational therapy both nationally and 

internationally. 
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The first study compared the Health Related Quality Of Life (HRQOL) of adult 

Kuwaitis SCI survivors with American SCI survivors and normative data for the 

American general population. Three research questions were proposed, beginning with 

how Kuwaitis with SCI perceived their HRQOL compared to that of American general 

population norms. Results showed that adult Kuwaitis with SCI had a significantly lower 

HRQOL compared to that of American general population norms on all eight subscales 

and the two composite summaries of the SF-36 (PCS and MCS measures). When 

compared to the American normative sample, the Kuwaiti participants with SCI had poor 

QOL in their functional activities and in their psychological well-being. 

The second research question in this first study investigated similarities and 

differences of perceived HRQOL between adult Kuwaitis and American SCI survivors. 

As cited in the Forchheimer et al. study (2004), the scores of Kuwaitis proved 

significantly lower on three of the subscales (i.e., social functioning, role emotional, and 

mental health) and the MCS of the SF-36. This meant that Kuwaiti participants scored 

considerably lower than the Americans in regard to mental health and psychological well-

being. The last question in this first study addressed the implications of the findings for 

occupational therapy practice. Findings from the first study indicated that occupational 

therapy practitioners in undeveloped countries need to broaden their views when working 

with people with chronic disabilities. They must recognize that, regardless of disability, 

every human being has the potential for a high QOL. Occupational therapy assessments 

and therapeutic interventions should clearly incorporate the person's well-being, life 

satisfaction, and QOL. Furthermore, occupational therapists working in undeveloped 
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countries must recognize the essence of holistic occupational therapy services that can 

impact the lives of people with SCI. Using a client-centered approach, occupational 

therapy practitioners can closely work with their clients to attend to the multidimensional 

domains of QOL such as emotional health, social functioning, community integration, 

and psychological well-being in addition to general health, physical ability, and 

functional status. 

The second study aimed to gain a deeper understanding of the perspectives of 

Kuwaiti individuals about their occupational challenges, adaptive responses, and life 

satisfaction following a SCI. Four research questions were posed. The first addressed 

how Kuwaitis survivors perceived their roles before and after the injury. Face-to-face 

semi-structured interviews in this study revealed that Kuwaiti participants were satisfied 

with their lives before the SCI. After the injury, qualitative data showed that the majority 

of them were dissatisfied with their lives. The majority of the participants were 

unemployed and relied on a government pension. Most of them had lost their functional 

roles of work and leisure and they had become passive and unproductive. Consequently, 

when assessing their QOL, the Kuwaitis rated it as poor. 

The second research question in this study investigated how Kuwaitis with SCI 

adapted to their injuries. Qualitative data showed that adaptative strategies varied among 

participants. Of the eight Kuwaiti participants, five were unable to adapt successfully to 

their previous role functions fol lowing injury. Only three Kuwaitis apparently were able 

to adapt successfu11y to their injury. These three were able to carry out their roles of 

work, leisure, and outgoing activities. As a result, they appeared to be satisfied with their 
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lives. The third research question in this study pertained to how the occupational 

environment in Kuwait impacted adaptation following SCI. This study showed that the 

Kuwaiti environment is often inaccessible, containing multiple restrictions and barriers 

for people with disabilities such as SCI. There were various obstacles in the occupational 

environment including an inaccessible community, societal stigma, restrictions imposed 

by caregivers, and ineffective SCI rehabilitation. It appeared that these unsupportive 

occupational environments contributed to the Kuwaiti SCI survivors' unsuccessful 

adaptation. The fourth question in this study explored perceptions of the future for 

Kuwaitis with SCI. Unlike the female participants, the findings showed that some 

Kuwaiti male participants were hopeful and optimistic about their future. Two female 

participants reported that they could not successfully perform different occupational roles 

in life because they used a wheelchair. 

The third study helped to gain a deeper understanding from the American SCI 

survivors about their occupational challenges, adaptive responses, and life satisfaction 

following injury. This study explored four research questions. First, it addressed how 

Americans with SCI perceived their roles before and after the injury. Face-to-face 

interviews in this study showed that participants were satisfied with their lives before the 

SCI. Similarly, after their injuries most of the participants were very active and 

productive. The majority of them were either working or studying. Many of the 

participants enjoyed playing sports and other outdoor activites. Results from the Ferrans 

and Powers QLI showed A rncrican SCI participants rated their QOL as high. The second 

question focused on how Americans with SCI adapted to their injuries. The qualitative 
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data here revealed various unique adaptative strategies used by participants to overcome 

their occupational challenges. Eight American participants seemed to have adapted 

successfully to their role functions following injury. Most of these participants indicated 

they were able to carry on their functional roles at different levels (personal, school, 

work, and society). As a result, they appeared to be satisfied with their lives. 

The third question in this study addressed how the occupational environment in 

America impacted adaptation following SCI. This study confirmed that the American 

environment is often more accessible for people with disabilities in contrast to the Kuwait 

environment. The American environment facilitated greater community participation 

among SCI survivors. Such supportive occupational environments enabled the American 

survivors' successful adaptation. The last question in this study dealt with the perceptions 

of the future for Americans with SCI. Some participants, who were still students, 

expressed their worries about future employment. 

Unfortunately, some also felt that job discrimination still occurs in American 

society. Most of the students in this study held some doubts about their future. Despite 

confirmation that an American environment fosters better community participation and 

options for survivors, their concerns remain similar to that of Kuwaiti survivors. These 

similarities and differences reinforce a need to conduct cross cultural studies. 

The participants in the third study were from a convenient sample and not 

randomly selected. In addition, they were self-selected and came from a particular social 

activity group of SCI survivors. Therefore, participants in this study could not represent 
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the attitudes of the majority of Americans with SCI. Thus, findings of current study could 

not be generalized to all Americans with SCI. 

Value of Cross Cultural Quality Of Life Studies to Occupational Therapy Education, 

Practice, and Research 

The three studies in this dissertation have shown the value of cross-cultural 

studies. Cross cultural studies are of great value to health care professionals including 

occupational therapists because they serve as a means of comparing and contrasting 

occupational challenges, rehabilitation environments and QOL. The findings from these 

three studies emphasize the importance of cross cultural studies in that education and 

increased awareness among occupational therapists is important and could have an 

influence on improving practice, thereby improving clients' QOL. 

These studies could inform occupational therapy educators of the value of 

conveying to students how culture influences QOL not only for SCI survivors but also for 

persons with other types of disabilities. By having educators convey the value of 

assessing QOL nationally and internationally among individuals with chronic conditions, 

stigmas or negative perceptions of disability among cultures could be lessened. By 

working with people from different backgrounds, cultures, and ethnicities, occupational 

therapy students stand to broaden their views. As their perspectives expand, this can in 

turn affect individual outcomes by changing the client's view or perspective on his/her 

disability and QOL. 

Each person with a disability values and recognizes his/her QOL differently. As 

an example, the World Health Organization (WHO) now emphasizes the need for further 
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understanding of the individual's overall perception of and satisfaction with how things 

are in his/her life. The WHO believes in the relationship between positive health and 

what people do. In terms of occupational therapy, this concept reinforces the importance 

of facilitating clients from different cultures and backgrounds to adapt. Occupational 

therapy students must understand that it is essential to look at the individual holistically. 

More specifically, they must consider the individual's perception of his/her physical, 

mental, emotional, cognitive, social, role functioning as well as his/her perception of 

health and well being. Quality of life is an important index of outcome after injury and is 

likely to be more relevant to the individual than the impairment or disability (Dijkers, 

1997; Fitzpatrick, et al., 1992). 

Going one step further, occupational therapy educators need to consider the 

relationship between occupation and QOL. Functional engagement of an individual in 

his/her desired occupational roles (i.e., home, school, workplace, and community) is 

extremely relevant to his/her QOL. The three studies in this dissertation as well as others 

(Dijkers, 1997; Fuhrer, 1996) demonstrate how engagement in occupational roles 

correlates significantly with an individual's QOL. This evidence is common across 

cultures. It is also is in accordance with the belief of occupational therapy that health and 

well-being are maintained through active engagement in meaningful occupation (AOTA, 

2002). Both nationally and internationally, occupational therapy educators must work to 

teach students about the major role occupational performance has in shaping a person's 

health, well-being, and QOL. 
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From a practical perspective, QOL is important in measuring the effectiveness of 

occupational therapy interventions. For instance, the second study reported that 

ineffective SCI rehabilitation services might have contributed to poor QOL for most of 

the Kuwaiti participants. On the other hand, American survivors had higher QOL than the 

Kuwaitis and reported feeling very satisfied with their rehabilitation services. In future 

practice, it may be useful to review a client's QOL and how it relates to the level of 

satisfaction with the effectiveness of occupational therapy. 

Occupational therapists should recognize the essence of comprehensive services 

that contribute to the lives of people with chronic conditions. Evaluations and therapeutic 

interventions should go beyond traditional measures of clinical status e.g., range of 

motion, endurance, muscle strength. Rather, practitioners need to attend to the 

multidimensional domains of QOL such as general health, physical ability, psychological 

well-being, functional status, occupational performance, self-fulfillment, and self-worth. 

Since one of the ultimate goals of occupational therapy services is satisfactory QOL, 

occupational therapy practitioners need to broaden their views when working with people 

with chronic disabilities. Instead of focusing only on the impairment level, they should 

view their clients holisticalJy. Occupational therapy assessments and therapeutic 

interventions should clearly emphasize the person's well-being, life satisfaction, and 

QOL. 

Literature from the three studies in this dissertation have shown how researchers 

have long been interested in studying and assessing QOL in terms of the differences and 

disparities among various ethnic and cultural groups (Fabian, 1990; Fuhrer, Fuhrer, 
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Garber, Rintala, Clearman, and Hart, 1993; Rintala, and Hart, 1993). Ethnic and cultural 

differences in the patterns of rehabilitation outcomes and disability are important because 

they may provide data on how QOL for certain groups changes over age and time. 

For example, the cross cultural findings from the first study showed that 

Americans and Kuwaiti have different emotional and social conditions following SCI. 

Due to apparent differences of the availability of resources in these two countries, the 

survivors with SCI had significant differences in terms of their emotional and 

psychological well-being as measured by the SF-36. Qualitative data supported the 

quantitative findings in that the Kuwaitis did not have adequate psychosocial support, 

governmental support, effective rehabilitation and accessible physical environment. 

Therefore, limited resources in Kuwait could affect the HRQOL of the Kuwaiti survivors 

with SCI in terms of mental, emotional and social conditions. 

On the other hand, due to the availability of various resources in the U.S., the 

American survivors with SCI reported better emotional and psychological well-being 

than Kuwaitis as measured by the SF-36. Qualitative data revealed that the Americans 

had adequate psychosocial support, governmental support, effective rehabilitation and 

accessible physical environment. Such resources seem to facilitate the adaptive responses 

of the Americans following their SCI. They rated their HRQOL as good in terms of their 

mental, emotional, social wel1-bcing. 

Findings of QOL from cross cultural studies may lead to indicators of future 

disability trends that could aid in the development of health policy. 
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Research in the area of QOL can contribute significantly to the field of 

occupational therapy in two important dimensions. First, occupational therapy 

researchers can consider the complexity and multifaceted concept of QOL. Second, 

occupational therapy scholars should investigate the significant impact of occupational 

performance and functional engagement on a person's QOL. Evidence from the three 

studies showed that occupational performance played a major role in promoting a 

person's health, well-being, and QOL. Increased research could demonstrate how 

occupational roles and active occupational engagement contribute to successful and 

productive life. Accordingly, occupational therapy could be viewed as a vital service 

enabling clients with disabilities to stay healthy and gain life satisfaction through 

engagement and participation in purposeful and meaningful occupations. Moreover, 

occupational therapy could help persons with disabilities regain or retain important 

connections to their communities and peers through their participation. These types of 

connections are essential for reinforcing life satisfaction and reducing social stigmas 

about disabilities. Additional investigation is needed to fully understand the value of 

occupational perfonnance and the impact of occupational roles on a person's QOL. 

Importance of Mixed Methods Design 

This dissertation employed different types of research designs. The first study was 

quantitative in design. It utilized a quantitative measure, the SF-36, to compare HRQOL 

among Kuwaiti and American survivors with SCI. This research was helpful in yielding 

numerical values for the HRQOL comparison between the two groups. The objective 

measures of SF-36 had many limitations with respect to its use among individuals with 
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SCI. The SF-36 was not developed specifically for individuals with SCI. Therefore, the 

relevance of the measure's content is questionable, lacking enough consistency and 

sensitivity to be able to capture changes in beliefs and personal values among individuals 

with SCI (Tate et al., 2002). 

When utilizing the SF-36 in the first study, it was assumed that QOL included 

only eight elements of life (physical functioning, role physical, bodily pain, general 

health, vitality, social functioning, role emotional, and mental health). The study was 

based on the underlying assumption that QOL has elements that are common to all 

people. In fact, this assumption may not necessarily be valid because each individual may 

value life differently. In fact, in the first study, little was known about SCI survivors' 

values and preferences regarding what domains or factors were important for their QOL. 

As an example, other domains such as occupation, adaptation, employment, sexual life, 

having and raising children, financial life, and leisure activities could also be addressed 

as important dimensions to a person's QOL. The first study lacked enough information 

from the SCI survivors to understand how the eight experienced SF-36 factors affecting 

their QOL following SCI. 

In contrast, the second and third studies utilized a mixed methods design. In 

addition to the utilization of a quantitative measurement (Ferrans and Powers QLI), the 

researcher utilized qualitative methodology. Qualitative methods are ideal when 

exploring SCI's responses to occupational challenges, adaptive response, and life 

satisfaction. Because of the complexity of the nature of QOL, adding a qualitative 

measurement to the quantitative approach provided an insider's view to the picture. 
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Qualitative interviews provided the survivors opportunities to talk about their lives and 

experiences in detail. Listening to an individual's experience of SCI was of great 

importance because it reflected the person's thoughts and emotions. Through the use of 

qualitative methods such as interviews, numerous quotations demonstrated the richness 

of data collected when hearing the survivors' own words (Pentland et al., 2002). 

Additionally, Hammell (2007) also believed that individual issues are best served by 

using subjective means to measure QOL. Thus, qualitative research in this dissertation 

helped in understanding what underlies unexplained phenomena such as a QOL 

following a SCI. The use of a combination of subjective and objective measures in the 

second and third studies allowed the researcher to develop a greater understanding of the 

nature of QOL after a SCI. Using mixed method designs was very important due to the 

multifaceted and multidimensional aspects of QOL. This technique allowed participants 

to elaborate on the perception of a complex topic such as QOL following a chronic 

injury. The mixed methods design in the second and third studies provided a look into the 

individual's perspective of various life domains including the physical, emotional, 

cognitive, social, occupational role, spiritual, cultural, as well as his/her perception of 

health and well-being. The exploration of individuals' perspectives objectively and 

subjectively is increasingly recognized as an important approach to further understanding 

the magnitude of QOL to the individual (Hammell, 2007). The third and second studies in 

this dissertation also provided suggestions to clinicians that clients' values and 

preferences need to be addressed in treatment planning and evaluation. This suggests the 

client centered approach by pointing out that the person himself must be involved in their 
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own rehabilitation. Clinicians must actually involve their clients in the process because 

ultimately they affect their outcomes and in turn, QOL. 

Significance of the OA Model to Clinicians and Researchers 

According to Schkade and Schultz (1992), adaptation is the process by which 

humans achieve satisfaction that is triggered by internal and external needs, desires, and 

requirements. Occupational adaptation is a nonnative and cumulative process that leads 

to competence in occupational functioning. This results from the interaction between the 

person and his/her occupational environment through participation in occupation 

(Schkade & Schultz, 1992). The theoretical understanding of a disability through the 

Occupational Adaptation (OA) framework allows clinicians as well as researchers to take 

account of the important role of the environment, occupational performance, and the 

adaptive response in influencing a person's health, well-being, and QOL. 

In the second and third studies, the OA framework helped in understanding the 

adaptation process following a chronic condition such as SCI. The OA helped to identify 

factors that may explain the relationship between adaptation and QOL. Research from 

these findings showed that duration post injury could play a major factor in explaining 

why people have different QOL following an injury (Krause & Broderick, 2005). For 

example, participant# 2 in the second study reported high QOL scores in the overall QLI 

score as well as in the other four subscale scores of the QLI. This participant had a long 

time duration post injury of 20 years. Qualitative data revealed that this individual was 

successfully adjusted to his injury in terms of physical independence, mobility, emotional 

relationships, financial status, and social integration. His adaptive responses helped him 
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to meet his occupational challenges and improved his relative mastery which led him to 

be highly satisfied in life. 

In contrast, short time duration post injury could have a negative effect on the QOL of 

the individual. This was evident in the third study when seven of the eight participants 

reported high scores in the QOL measurements. However, participant# 3 reported poor 

QOL scores in the overall QLI score as well as in the other four subscale scores of the 

QLI. Qualitative data revealed that participant# 3 was not yet successfully adjusted to his 

injury. Apparently, due to his shorter time post injury, he reported that he was still 

dependent on transfers and mobility. He had very limited personal relationships and 

leisure activities, was not fully integrated into the community, and was unstable 

financially. In turn, this individual reported experiencing some occupational challenges 

following his injury and had not seemingly fully adapted to his injury as reported by poor 

QOL measure. 

The key elements of the occupational adaptation (OA) model are geared toward 

understanding the actual process of human adaptation, focusing on the client's adaptive 

response, and emphasizing the role of occupational environment (Schultz & Schkade, 

1997). The onset of a sudden severe disabling condition such as a SCI results in profound 

disruption in a person's life and social situation. Changes in life roles of persons due to 

chronic conditions such as SCI influenced their ability to satisfactorily perform their 

various life roles. In fact, such changes represented huge challenges to some people with 

SCI, especially the Kuwaiti survivors. 
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Because reactions to disabilities vary, each individual with SCI presented a 

unique adaptive process to his/her injury. The second and the third studies in this 

dissertation revealed that people coped differently to a stressful situation following an 

injury. The second study showed that few Kuwaitis with SCI utilized adaptative 

strategies to overcome their occupational challenges. What adaptive strategies they used 

consisted of exploring new leisure activities that were enjoyable and satisfying to the 

individual, increased faith and hope, self-determination, and participation in meaningful 

occupations. Such strategies helped those Kuwaitis (informant # 4, 5, and 7) in 

overcoming their encountered challenges and producing more adaptive responses. As a 

result, those survivors were able to carry out their roles and appeared to be satisfied with 

their lives. 

Correspondingly, the third study showed that Americans with SCI adapted to their 

injuries more successfully. The eight American survivors in the third study utilized 

various unique adaptative strategies and even explored new ones to overcome their 

occupational challenges. These included: playing sports, being innovative, asking for 

help when needed, having faith in God, self-determination, and participating in 

meaningful occupations. They were the key factors in coping with their injuries. Most of 

the American SCI survivors were able to carry out their roles at different levels (personal, 

school, work, and society) and appeared to be satisfied with their lives. 

According to the OA model, adaptation to an injury is a very complex process. It 

cannot be determined unless researchers understand the complex interaction between 

inter- and intra-personal factors as well as environmental variables. Schultz & Schkade 
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(1992) believe that the occupational adaptation framework is "a perspective that 

promotes a holistic practice" (p. 829). A variety of resources were identified in the 

second and third studies as contributing factors to survivors' successful adjustment 

following SCI. Some of these resources included effective rehabilitation services, 

caregivers/family members' support, extended families, peer supports, and government 

support. Such a holistic view of the client could aid occupational therapy clinicians and 

researchers in identifying, analyzing, and understanding the complex interaction between 

person, environment, and adaptation. 

According to the OA model, when the client is engaged in meaningful occupation, 

the process of "doing" facilitates greater functional adaptation (Schkade & Schultz, 1992; 

Schultz & Schkade, 1992). A person's self-evaluation of relative mastery is aimed to 

extend to situations and experiences outside the clinic whenever the client is faced with 

future occupational challenges (Jackson & Schkade, 2001). Accordingly, in this 

dissertation, specifically in the third study, eight American participants with SCI rated 

their QOL as high. Those individuals appeared to have good health, well-being, and QOL 

were occupationally engaged at various levels (person, leisure, school, work). Hence, 

occupational perfonnance could be the major factor in explaining the high scores of QOL 

reported by Americans with SCI. 

Adaptation can play an essential role in facilitating a person's engagement in 

functional activities. Adaptive strategies are closely connected to the achievement of life 

goals and life satisfaction. Clinicians and researchers need to carefully investigate how 

the integration of adaptive responses plays a key role in the dynamic relationship between 
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occupational performance and a person's QOL. To do this, it is necessary to know more 

about how human beings adapt to a changing environment and how internal changes 

affect their capacity to act on the environment. In summary, occupational therapy 

clinicians and researchers must consider the key role of adaptation in a person's QOL. 

Implications for Health Care Professionals and Policy Makers in Kuwait 

This dissertation could benefit Kuwaiti health care professionals working with 

people whQ have acute and/or chronic conditions. This line of research could also be of 

great value to Kuwaiti policy makers, managers, and program developers. Perhaps, these 

findings will give insight as to how persons can live more independently within their 

communities. Policy makers can introduce improved rehabilitation programs to help 

citizens become motivated, regain strength, be more productive, engage in their 

communities, and gain employment, thus making them productive citizens and reducing 

the social stigma about disability. 

There is a growing awareness that improvement in long term QOL is a primary 

goal of rehabilitation (Boswell et al., 1998). The results of this dissertation pointed out 

that some Kuwaiti survivors with SCI had poor QOL. On a larger scale, these findings 

could be generalized to many other clients with different chronic conditions or disabilities 

living in Kuwait who may also be at risk of having poor QOL. Therefore, the objectives 

of SCI rehabilitation services in Kuwait should not only focus on the prevention of 

disability, but also on the facilitation of functional recovery, personal independence, and 

the promotion of community reintegration. Findings of this dissertation require careful 
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review from Kuwaiti health care professionals as well as policy makers, managers, and 

program developers. 

Results of this dissertation should encourage health care professionals working in 

Kuwait to move away from equating QOL with functional status. Kuwaiti health care 

professionals should consider the complexity and multifaceted of QOL. When working 

with persons with chronic disabilities, it is very important for them to put emphasis on 

other domains such as occupational performance, emotional health, social functioning, 

and community integration. The rehabilitation team in Kuwait needs to move beyond 

treatment for symptoms and improvement of physical function and to deal with 

occupational engagement at various levels including personal, leisure, school, and work. 

Health care professionals should also look at a person's emotional issues such as hope, 

self-esteem, and stress management. A person with a chronic condition should be 

encouraged to be more socially involved and fully integrated into the community with the 

least restricted environment. The findings from this dissertation might encourage health 

care professionals in Kuwait, including occupational therapists, to be visible in 

community development and advocacy activities that promote high QOL and well-being. 

Every human being has the potential for a high QOL, regardless of disability. 

Kuwaiti managers and policy makers should frequently examine the outcomes of their 

rehabilitation programs. This dissertation should encourage policy makers, managers, and 

program planners to attend to the client's subjective experience of occupational 

challenges, sense of community belonging, and community participation to influence 

QOL. Quality Of Life perceived by the clients with a chronic condition (such as SCI) is 
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an important guideline for treatment planning. Kuwaiti managers, policy makers, and 

managers should view a client's QOL as a multi-factorial concept that deals with issues 

of perceived disability. If a program in Kuwait is to state that it serves to improve the 

QOL of clients, the program needs to evaluate QOL as defined by the clients themselves. 

This dissertation can help health care professionals as well as policy makers to explore 

the nature of relationships between a person's injury, occupational performance, 

adaptation, values, QOL, health and well-being. This dissertation can also help them to 

identify specific factors that enable or constrain the adaptive processes of individuals 

with SC Is. For instance, this dissertation highlighted on the value of purposeful activity 

( occupation) as a powerful therapeutic medium that can be used to prevent and remediate 

dysfunction. Findings of this dissertation also emphasized that over reliance on 

techniques departs us from our real identity as occupational therapists and weakens our 

body of knowledge as a unique profession. The application of the concepts, principles, 

and methods of the OA framework in the clinical context are geared towards improving 

the client's overall occupational functioning and promoting health and wellness. It is 

highly recommended that these concepts, principles, and methods be examined at the 

national and international level where it can offer a conceptual base for intervention in 

the health care environment. The benefits of SCI rehabilitation could be enhanced if the 

coping responses and psychosocial needs of each individual were assessed early in the 

process using the OA Framework. 
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life roles (home, school, work; Figure I). As a matter of fact, due to restrictions in 

participation in meaningful occupations and due to maladaptive responses, study two 

showed that Kuwaiti survivors with SCI appeared to experience decreased health status 

(physically, cognitively, and psychologically). In tum, they seemed unsatisfied with life 

and rated their QOL as poor. 

Recovery from a SCI depends on several factors that influence adaptation and 

QOL including resources available to the SCI survivor to help him/her deal with the 

situation. From this dissertation, the factors that influenced the adaptation and QOL of 

Kuwaiti survivors with SCI were: not being able to do things that they did before the SCI, 

difficulty/inability to perform the activities of daily living (i.e., dressing), difficulty 

performing household activites (i.e., cooking and cleaning house), dependency on others, 

limitation of participation in leisure activites (i.e., ping pong, fishing), limitation in social 

participation, role changes (i.e., losing a job and retirement), and loss of control over one' 

life. 

The availability of resources is important to SCI survivors in order for them to 

adapt to the injury. From study three, the resources that influenced adaptation and QOL 

of American survivors with SCI were personal attitudes, effective coping strategies, 

family support, rehabilitation services, social support, government support, 

environmental accessibility, hope, and spirituality. These resources can be summarized 

under four main categories: personal attributes, psychosocial support, accessibility, and 

rehabilitation services (Figure 1 ). Thus, study two showed that the availability of these 
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resources to American survivors with SCI helped them in being able to recover from their 

SCI. They appeared to be satisfied in life and rated their QOL as high. 

Conclusion 

Several limitations were identified among all three studies. First, the SF-36 did 

not provide a complete global understanding of an individual's QOL and the factors that 

influence it. Second, the Kuwaiti sample in this study was not randomly selected. Third, 

the researcher used the normative values for the general American population because the 

SF-36 normative values for the Kuwaiti general population were not available. Fourth, 

the results of this study were compared to the results of a study that was 4 years old. 

Fifth, the exclusion criteria in this study did not match the exclusion criteria in 

Forchheimer et al. study (2004). 

Studies two and three shared these same limitations. Both studies consisted of a 

small sample size. The participants in both studies were from a convenient sample and 

not randomly selected. In addition, they were self-selected and came from a particular 

social activity group of SCI survivors. Therefore, participants in both studies could not 

represent the attitudes of the majority of Kuwaitis or Americans with SCI. Thus, the 

findings from both of these studies cannot be generalized to a larger population. Further 

national and international research studies are needed to support the utility of the OA 

framework with other chronic physical conditions such as traumatic brain injuries, stroke, 

or multiple sc]erosis. 

The findings from the three studies hold major implications for occupational 

therapy practice and research. Not only did the studies demonstrate the usefulness of 
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utilizing the OA framework, they also helped explain the relationship between stressful 

live events and QOL, health and individual well-being. Also, these findings could 

increase awareness among occupational therapists about the factors related to successful 

QOL following chronic conditions such as SCI. Cross-cultural QOL studies could 

promote greater collaborative effort and support between occupational therapists 

globally. 
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Figure 1. A conceptual model of the relationship between person, environment, 

occupation, adaptation, and quality of life. 

139 



REFERENCES 

Ackery, A., Tator, C. & Krassioukov, A. (2004). A global perspective on SCI 

epidemiology. Journal of Neurotrauma, 211, 1355-1370. 

American Occupational Therapy Association. (1979). The philosophical base of 

occupational therapy. American Journal of Occupational Therapy, 33, 785. 

American Occupational Therapy Association. (1995).Position paper: Occupational 

performance: Occupational therapy's definition of function. American Journal of 

Occupational Therapy, 49, 1019-1020. 

American Occupational Therapy Association (2001 ). Occupational therapy practice 

guidelines for adults with spinal cord injury. Automated Graphic Systems, White 

Plains, MD: Author. 

American Occupational Therapy Association. (2002). Occupational therapy practice 

framework: Domain and process. American Journal of Occupational Therapy, 56, 

609-639. 

American Spinal Injury Association (2002). American Spinal Injury Association: 

International standards for neurological classification of spinal cord injury. 

Chicago: McDonald. 

140 



Athanasou, J. A., Brown, D. J., and Murphy, G. C. (1996). Vocational achievements 

following spi~al cord injury in Australia. Disability Rehabilitation, 18( 4 ), 191-

196. 

Aywaa Group Corporation Kuwait. (2008). eKuwait online business guide with country 

travel information and history directory. Kuwait Local Business Information 

Guide. Retrieved December 12, 2008, from http://www.ekwt.com/ 

Bach, J. R., & Tilton, M. C. (1994). Life satisfaction and well-being measures in 

ventilator assisted individuals with traumatic tetraplegia. Archives of Physical 

Medicine & Rehabilitation, 75(6), 626-632. 

Ballinger, D. A., Rintala, D. H., & Hart, K. A. (2000). The relation of shoulder pain and 

range-of-motion problems to functional limitations, disability, and perceived 

health of men with SCI: a multifaceted longitudinal study. Archives of Physical 

Medicine & Rehabilitation, 81, 1575-1581. 

Berzon, R. A., Hays, R. D. & Shumaker, S. A. (1993). International use, application and 

performance of health-related QOL instruments, QOL Research, 2, 367-368. 

Boschen, K. A., Tonack, M., & Gargaro, J. (2003). Long-term adjustment and 

community reintegration following spinal cord injury. International Journal of 

Rehabilitation Research, 26, 157-1564. 

141 



Boswell, B. B., Dawson, M., & Heininger, E. (1998). QOL as defined by adults with SCI. 

Journal of Rehabilitation, 64, I, 27-32. 

Canadian Association of Occupational Therapists. (1994). Position statement on 

everyday occupations and health. Canadian Journal of Occupational Therapy, 61, 

294-295. 

Chappell, P., & Wirz, S. (2003). Quality oflife following spinal cord injury for 20-40 

year old males living in Srilanka. Asia Pacific Disability Rehabilitation Journal, 

14, 162-178. 

Clark, F., Carlson, M., Zemke, R., Frank, G., Patterson, K., Larson Ennevor, B., et al. 

( 1996). Life domains and adaptive strategies of low-income, well older adults. 

American Journal of Occupational Therapy, 50(2), 99-108. 

Clayton, K. S., & Chubon, R. A. (1994). Factors associated with the QOL oflong-term 

spinal cord injured persons. Archieves of Physical Medicine & Rehabilitation, 75, 

633-638. 

Coons, S. J., Alabdulmohsin, S. A., Draugalis, J. R., & Hays, R. D. (1998). Reliability of 

an Arabic version of the RAND 36-item health survey and its equivalence to the 

US-English version. Medical Care - Philadelphia-. 36(3), 428-432. 

142 



Dahlberg, A., Alaranta, H., & Sintonen H. (2005). Health-related quality of life in 

persons with traumatic spinal cord lesion in Helsinki. Journal of Rehabilitation 

Medicine, 5, 312-316. 

Decker, S. D., & Schulz, R. (1985). Correlates oflife satisfaction and depression in 

middle-aged and elderly spinal cord-injured persons. American Journal of 

Occupational Therapy, 3 9( 11 ), 7 40-745. 

DeLateur, B. J. ( 1997). Quality of life: A patient-centered outcome. Archives of Physical 

Medicine and Rehabilitation, 78(3), 237-239. 

De Vivo, M. J. (1997). Causes, costs of spinal cord injury in the United States. Spinal 

Cord, 35,809-813. 

Dijkers, M. (1997). Quality of life after spinal cord injury: A meta-analysis of the effects 

of disablement components. Spinal cord, 35(12), 829-840. 

Dijkers, M. ( 1998). Community integration: Conceptual issues and measurement 

approaches in rehabilitation research. Topics in Spinal Cord Injury Rehabilitation, 

4(1 ), 1-15. 

Dijkers, M. (1999). Measuring quality oflife: methodological issues. American Journal 

of Physical Medicine and Rehabilitation, 78(3), 286-300. 

143 



Dijkers, M., Yavuzer, G., Ergin, S., Weitzenkamp, D., & Whiteneck, G. (2002). A tale of 

two countries: Environmental impacts on social participation after spinal cord 

injury. Spinal Cord, 40, 351-362. 

Ditunno, P.L., Patrick, M., Stineman, M., Morganti, B., Townson, A. F., & Ditunno. J. F. 

(2005). Cross-cultural differences in preference for recovery of mobility among 

SCI rehabilitation professionals. Spinal Cord, 35(44), 1-9. 

Dooley, N. R., & Hinojosa, J. (2004). Improving quality oflife for persons with 

Alzheimer's disease and their family caregivers: Brief occupational therapy 

intervention. American Journal of Occupational Therapy, 58(5), 561-569. 

Duncan-Myers, A. M., & Huebner, R. A. (2000). Relationship between choice and 

quality of life among residents in long-term-care facility. American Journal of 

Occupational Therapy, 54(5), 504-508. 

Dunn, W., Brown, C., & McGuigan, A. (1994). The ecology of human performance: A 

framework for considering the effect of context. American Journal of 

Occupational Therapy, 48(7), 595-607. 

Eakin, P. ( 1997). The Casson memorial lecture 1997: Shifting the balance - evidence 

based practice. British Journal of Occupational Therapy, 60(7), 290-294. 

144 



Ellenberg, D. B. (1996). Outcomes research: The history, debate, and implications for the 

field of occupational therapy. American Journal of Occupational Therapy, 5 0( 6), 

435-441. 

Fabian, E. S. (1990). QOL: A review of theory and practice implication for individuals 

with long-term mental illness. Rehabilitation Psychology, 35, 161-170. 

Ferrans, C. E., & Powers, M. J. (1998). Ferrans and Powers Quality Of Life Index (QLJ) 

Questionnaires and Scoring: Generic Version [Electronic Version]. Available 

from http://www.uic.edu/orgs/gli/ 

Ferrans, C., & Powers, M. (1985). Quality of Life Index: Development and psychometric 

properties. Advances in Nursing Science, 8, 15-24. 

Ferrans, C., & Powers, M. (1992). Psychometric assessment of the Quality of Life Index. 

Research in Nursing Health, 15(1), 29-38. 

Fidler, G. S., & Fidler, J. W. (1978). Doing and becoming: Purposeful action and self-

actualization. American Journal of Occupational Therapy, 32, 305-310. 

Fisher, T. F. (1998). Nationally Speaking - Strategic planning for the AOTA. American 

Journal (?{Occupational Therapy, 52(10), 785-787. 

Fitzpatrick, R., Fletcher, A., Gore, S., Jones, D., Spiegerhalter, D. & Cox, D. (1992). 

QOL measures in health care: Application and issues in assessment, British 

Medical.Journal, 305, 1074-1077. 

145 



Forchheimer, M., McAweeney, M., & Tate, D. G. (2004). Use of the SF-36 among 

persons with spinal cord injury. American Journal of Physical Medicine and 

Rehabilitation, 83, 390-395. 

Freeman, J. A., Hobart, J. C., Langdon, D. W., & Thompson, A. J. (2000). Clinical 

appropriateness: a key factor in outcome measure selection: The 36 item short 

fonn health survey in multiple sclerosis. Journal of Neurology, Neurosurgery, 

and Psychiatry, 68(2), 150-156. 

Fuhrer, M. (1996). The subjective well being of people with spinal cord injury: 

Relationships to impairment, disability, and handicap. Topics in Spinal Cord 

Injury Rehabilitation, 1, 56-71. 

Fuhrer, M. J., Garber, S. L., Rintala, D. H., Clearman, R., & Hart, K. A. (1993a). 

Pressure ulcers in community-resident persons with SCI: Prevalence and risk 

factors. Archives of Physical Medicine & Rehabilitation, 74(11), 1172-1177. 

Fuhrer, M. J., Rintala, D. H., & Hart, K. A. (1993b). Depressive symptomatology in 

persons with SCI who reside in the community. Archives of Physical Medicine & 

Rehabilitation, 74, 255-260. 

Garber, S. L., & Rintala, D. H. (2003). Pressure ulcers in veterans with SCI: A 

retrospective study. Journal of Rehabilitation Research and Development, 40, 

433-441 

146 



Garber, S. L., Rintala, D. H., Rossi, C. D., Hart, K. A., & Fuhrer, M. J. (1996). Reported 

pressure ulcer prevention and management techniques by persons with SCI. 

Archives of Physical Medicine & Rehabilitation, 77, 744-749 

Gill, M. (1999). Psychosocial implications of spinal cord injury. Critical Care Nursing 

Quarterly, 22(2), 1-7. 

Graff, M. J. L., Vemooij-Dassen, M. J.M., Zajec, J., Olde-Rikkert, M. G. M., 

Hoefnagels, W. H. L., & Dekker, J. (2006). How can occupational therapy 

improve the daily performance and communication of an older patient with 

dementia and his primary caregiver? A case study. Dementia - London-. 5( 4), 

503-532. 

Haddad, S., Fournier, P., & Potvin, L. (1998). Measuring lay people's perceptions of the 

quality of primary health care services in developing countries. Validation of a 

20-item scale. International Journal of Quality in Health Care, 10(2), 93-104. 

Halabi, J. 0. (2006). Psychometric properties of the Arabic version of quality of life 

index. Journal of Advanced Nursing, 55(5), 604-611. 

Hammell, K. W. (2007). Quality of life after spinal cord injury: A meta-synthesis of 

qualitative findings. Spinal Cord, 45(2), 124-139. 

147 



Hancock, K. M., Craig, A. R., Dickson, H. G., Chang, E., & Martin, J. (1993). Anxiety 

and depression over the first year of spinal cord injury: A longitudinal study. 

Paraplegia, 31, 349-357. 

Hays, R. D., Sherbourne, C. D., & Mazel, R. M. (1993). The RAND 36-item health 

survey 1.0. Health Education, 2,217. 

Hjelm, K. G., Bard, K., Nyberg, P., & Apelqvist, J. (2005). Beliefs about health and 

diabetes in men of different ethnic origin. Issues and Innovations in Nursing 

Practice, 50, 47-59. 

Homquist, J. 0. (1982). The concept of quality of life. Scandinavian Journal of Social 

Medicine, 10, 57-61. 

Huebner, R. A., Johnson, K., Bennett, C. M., & Schneck, C. (2003). Community 

participation and quality of life outcomes after adult traumatic brain injury. 

American Journal of Occupational Therapy, 57, 177-185. 

Ide, M., & Fugl-Meyer, A. R. (2001). Life satisfaction in persons with spinal cord injury: 

a comparative investigation between Sweden and Japan. Spinal Cord, 39, 387-

393. 

Jacoby, A., Baker, G. A., & Steen, N. (1999). The SF-36 as a health status measure for 

epilepsy: A psychometric assessment. Quality of Life Research, 8, 351-64. 

148 



Jang, Y., Wang, Y. H., & Wang, J. D. (2005). Return to work after spinal cord injury in 

Taiwan: The contribution of functional independence. Archives of Physical 

Medicine and Rehabilitation. 86( 4), 681-686. 

Johnson, R. L., Gerhart, K. A., McCray, J., Menconi, J.C., & Whiteneck, G. G. (1998). 

Secondary conditions following spinal cord injury in a population-based sample. 

Spinal cord, 36(1), 45-50. 

Johnson, J. A., & Schkade, J. K. (2001). Effects of an occupation-based intervention on 

mobility problems following a cerebral vascular accident. Journal of Applied 

Gerontology, 20, 91-110. 

Kannisto, M, Merikanto, J., Alaranta, H., Hokkanen, H., & Sintonen, H. (1998) 

Comparison of health related quality of life in three subgroups of spinal cord 

injury. Spinal Cord, 36(3), 193-199. 

Kannisto, M., & Rintala, R. (1995). Bowel function in adults who have sustained spinal 

cord injury in childhood. Paraplegia, 33( 12), 701-713. 

Kemp, B. & Ettclson, D. (2001). Quality of life while living and aging with a spinal cord 

injury and other impairments. Topics in Spinal Cord Injury Rehabilitation, 6(3), 

116-127. 

Kielhofner, G. (Ed.) ( 1992). Conceptual foundation of occupational therapy. 

Philadelphia: F .A. Davis. 

149 



King, L. J. (1978). Eleanor Clarke Slagle Lectureship: Toward a science of adaptive 

response. American Journal of Occupational Therapy, 32, 429-437. 

Krause, J. S., & Broderick, L. (2005). A 25-year longitudinal study of the natural course 

of aging after spinal cord injury. Spinal Cord, 43, 349-356. 

Krause, J. S., & Anson, C. A. (1996). Employment after spinal cord injury: Relation to 

selected participant characteristics. Archives of Physical Medicine and 

Rehabilitation. 77(8), 737-743. 

Krause, J. S., & Crewe, N. M. (1991). Chronologic age, time since injury, and time of 

measurement: Effect on adjustment after spinal cord injury. Archives of Physical 

Medicine and Rehabilitation, 72(2), 91-100. 

Krefting, L. ( 1991 ). Rigor in qualitative research: The assessment of trustworthiness. 

American Journal of Occupational Therapy, 45(3), 214-222. 

Kreuter, M., Sjosten, A., Erkholm, B., Bystrom, U ., & Brown, D. J. (2005). Health and 

quality of life of persons with spinal cord lesion in Australia and Sweden. Spinal 

Cord, 43, 123-129. 

Laliberte-Rudman, D., Yu, B., Scott, E., & Pajouhandeh, P. (2000). Exploration of the 

perspectives of persons with schizophrenia regarding quality of life. American 

Journal f?/Occupational Therapy, 54, 137-147. 

150 



Lau, A., Chi, I., & McKenna, K. (1998). Self-perceived quality of life of Chinese elderly 

people in Hong Kong. Occupational Therapy International, 5, 118-139. 

Law, M., Baptiste, S., & Mills, J. (1995). Client-centred practice: What does it mean and 

does it make a difference? Canadian Journal of Occupational Therapy, 62, 250-

257. 

Liddle, J., & McKenna, K. (2000). Quality of life: An overview of issues for use in 

occupational therapy outcome measurement. Australian Occupational Therapy 

Journal, 47, 77-85. 

May, L.A., & Warren, S. (2002). Measuring quality oflife of persons with spinal cord 

injury: External and structural validity. Spinal Cord, 40, 341-350. 

Mayers, C. A. (1995). Defining and assessing quality of life. British Journal of 

Occupational Therapy, 58, 146-150. 

McColl, M. A., Charlifue, S., Glass, C., Savic, G., & Meehan, M. (2002). International 

differences in aging and spinal cord injury. Spinal Cord, 40, 128-136. 

Mccuaig, M., & Frank, G. (1991). The able self: Adaptive patterns and choices in 

independent living for a person with Cerebral Palsy. American Journal of 

Occupational Therapy, 45, 224-234. 

151 



McHomey, C. A., Ware, J.E., Rachel, J. F., & Donald Sherboume, C. (1994). The Mos 

36-item short-form health survey (SF-36): III. Tests of data quality, scaling 

assumptions, and reliability across diverse patient groups. Medical Care, 32, 40-

66. 

McKenna, K. (1993). Quality of life: A question of functional outcomes or the fulfillment 

of life plans. Australian Occupational Therapy Journal, 40, 33-35. 

Meyer, A. (1922). The philosophy of occupational therapy. American Journal of 

Occupational Therapy, 31(10), 639-642. 

Menter, R., Weitzenkamp, D., Cooper, D., Bingley, J., Charlifue, S., & Whiteneck, G. 

(1997). Bowel management outcomes in individuals with long-term spinal cord 

injuries. Spinal Cord, 35(9), 608-12. 

Ministry of Information, Kuwait. (2008). Kuwait information. Retrieved December 12, 

2007, fromhttp://www.kuwait-info.com 

Montgomery, M. (1984). Resources of adaptation for daily living: A classification with 

therapeutic implications for occupational therapy. Occupational Therapy in 

Health Care, /(4), 9-23. 

Mrabet, H., Mrabct, A., Zouari, B., & Ghachem, R. (2004). Health-related quality of life 

of people with epilepsy compared with a general reference population: A Tunisian 

study. Epilepsia, 45, 838-843. 

152 



National Spinal Cord Injury Statistical Center. (2006, June). Spinal cord injury: Facts 

and figures at a glance, 2006 [Data file]. Available from 

http:/ /www.spinalcord.uab.edu/ 

Nelson, D. L., & LaMore, K. L. (1992). The effect of options on performance of an art 

project in adults with mental disabilities. American Journal of Occupational 

Therapy, 47, 397-399. 

North, N. T. (1999). The psychological effects of spinal cord injury: A review. Spinal 

Cord, 37, 671-679. 

Pain, K., Dunn, M., Anderson, G., Darrah, J., and Kratochvil, M. (1998). Quality oflife: 

What does it mean in rehabilitation? Journal of Rehabilitation, 64, 5-11. 

Paker, N., Soy, D., Kesiktas, N., Nur-Bardak, A., Erbil, M., Ersoy, S., et al. (2006). 

Reasons for rehospitalization in patients with spinal cord injury: 5 years' 

experience. International Journal of Rehabilitation Research, 29, 71-6. 

Parmenter, T. R. (1994). Quality of life as a concept and a measurable entity. Social 

Indicators Research, 33, 9-46. 

Patrick, D. L., & Erickson, P. (1998). What constitutes quality of life? Concepts and 

dimensions, Drug Therapy Research, 13, 152-158. 

Patton, M. Q. (2002). Qualitative evaluation and research methods (3rd ed.). London: 

Sage. 
153 



Pentland, W., Walker, J., Minnes, P., Tremblay, M., Brouwer, B., & Gould, M. (2002). 

Women with spinal cord injury and the impact of aging. Spinal Cord, 40, 374-87. 

Polatajko, H.J. (1994). Dreams, dilemmas, and decisions for occupational therapy 

practice in a new millennium: A Canadian perspective. American Journal of 

Occupational Therapy, 48, 590-594. 

Radomski, M. V. (1995). There is more to life than putting on your pants. American 

Journal of Occupational Therapy, 49, 487-490. 

Rintala, D. H., Holmes, S. A., Fiess, R. N., Courtade, D., & Loubser, P. G. (2005). 

Prevalence and characteristics of chronic pain in veterans with spinal cord injury. 

Journal of Rehabilitation Research and Development, 42, 573-84. 

Rintala, D. H., Young, M. E., Hart, K. A., Clearman, R. R., & Fuhrer, M. J. (1992). 

Social support and the well-being of persons with spinal cord injury living in the 

community. Rehabilitation Psychology, 39, 1, 15-27. 

Robnett, R.H., & Gliner, J. A. (1995). Qual-OT: A quality of life assessment tool. 

Occupational Therapy Journal of research, 15, 198-213. 

Robyn, 8., & Linsey, H. (2007). Older people's views advance knowledge and 

measurement of quality of life and contribute to concepts of aging well: 

Commentary. Australian Occupational Therapy Journal, 54, 162-163. 

154 



Rogers, J.C. (1982). The spirit of independence: The evolution of a philosophy. 

American Journal of Occupational Therapy, 36, 709-715. 

Rogers, J. C., & Holm, M. B. (1994). Accepting the challenge of outcome research: 

Examining the effectiveness of occupational therapy practice. American Journal 

of Occupational Therapy, 48, 871-876. 

Saikkonen, J., Karppi, P., Huusk, T. M., Dahlberg, A., Kinen, J., & Uutela, A. (2004). 

Life situation of spinal cord-injured persons in Central Finland. Spinal Cord, 42, 

459-465. 

Schkade J. K., & Schultz S. (1992). Occupational adaptation: toward a holistic approach 

for contemporary practice, Part 1. The American Journal of Occupational 

Therapy. 46(9), 829-37. 

Schkade, J. K., & McClung, M. (2001). Occupational adaptation in practice: Concepts 

and cases. Thorofare, NJ: Slack. 

Schkade, J. K., & Shultz, S. (2003). Occupational adaptation. In P. Kramer, J. Hinojosa, 

& C. Royccn (Eds.), Perspectives in human occupation: Participation in life. 

Baltimore: Lippincott Williams & Wilkins. 

Schultz, S., & Schkade, J. (1992). Occupational adaptation: Toward a holistic approach 

for contemporary practice, part 2. American Journal of Occupational Therapy, 46, 

917-925. 

155 



Schultz, S. & Schkade, J. K. (1997). Adaptation. In C. Christiansen, & C. Baum (Eds.), 

Occupational therapy: Enabling/unction and well-being (2nd Ed.). Thorofare, NJ: 

Slack. 

Sjosteen, B. A., Lundqvist, C., Blomstrand, C., Sullivan, L., & Sullivan, M. (1990). The 

quality of life of three functional spinal cord injury subgroups in a Swedish 

community, Paraplegia, 28, 476-488. 

Smith, N. R., Kielhofner, G., & Watts, J. H. (1986). The relationships between volition, 

activity pattern, and life satisfaction in the elderly. American Journal of 

Occupational Therapy, 40, 278-283. 

Spencer, J., Krefting, L., & Mattingly, C. (1993). Incorporation of ethnographic methods 

in occupational therapy assessment. American Journal of Occupational Therapy, 

47, 303-309. 

Szabo, S. (1996). The World Health Organization quality of life (WHO-QoL) assessment 

instrument. In B. Spilker (Ed.), Quality of life and pharmacoeconomics in clinical 

trials (pp. 355-362). Philadelphia: Lippencott, Raven. 

Tate, D., Forchhcimcr, M., Maynard, F., & Dijkers, M. (1994). Predicting depression and 

psychological distress in persons with spinal cord injury based on indicators of 

handicap. The American Journal of Physical Medicine & Rehabilitation, 73(3), 

175-182. 

156 



Todd, J. G. (2007). How can occupational therapists measure outcomes in palliative care? 

Palliative Medicine, 21, 477-485. 

Tooth, L., McKenna, K., & Geraghty, T. (2003). Rehabilitation outcomes in traumatic 

spinal cord injury in Australia: Functional status, length of stay and discharge 

setting. Spinal Cord, 41, 220-230. 

Trombly, C. A. (1995). Occupational therapy for physical dysfunction. Baltimore: 

Williams & Wilkins. 

Turner, J. A., Cardenas, D. D., Warms, C. A., & McClellan, C. B. (2001). Chronic pain 

associated with spinal cord injuries: A community survey. Archives of Physical 

Medicine and Rehabilitation, 82(4), 501-509. 

Ware, J.E., Davis-Avery, A., & Stewart, A. L. (1978). The measurement and meaning of 

patient satisfaction. Health Medical care Service Revenue, 1, 3-15. 

Ware, J.E., & Sherboume, C. D. (1992). The MOS 36-item short-form health survey 

(SF-36). Medical Care, 30, 473-483. 

White, R. (1974). Strategies of adaptation: An attempt at systematic description. In 

Coelho, G.V., Hamburg, D.A., and Adams, J.E. (Eds) Coping and adaptation 

(pp.30). New York: Basic Books. 

White, R. ( 1971 ). The urge toward competence. American Journal of Occupational 

Therapy, 6, 271-274. 
157 



Whiteneck, G. G. (1994). Measuring what matters: Key rehabilitation outcomes. Archives 

of Physical Medicine and Rehabilitation, 75, 1073-1076. 

Wilcock, A. A. (1993). A theory of the human need for occupation. Occupational 

Science, 1, 17-24. 

Wood, W. (1995). Weaving the warp and weft of occupational therapy: An art and 

science for all times. The American Journal of Occupational Therapy, 49(1 ), 44-

52. 

World Health Organization (2001). International classification of functioning, disability 

& health (/CF). Geneva, Switzerland: Author. 

Wu, C., Trombly, C. A., & Lin, K. (1994). Relationship between occupational form and 

occupational performance: A Kinematic perspective. American Journal of 

Occupational Therapy, 48, 679-687. 

Y erxa, E. ( 1967). Authentic occupational therapy - 1966 Eleanor Clarke Slagle Lecture. 

American Journal of Occupational Therapy, 21, 1-9. 

Yerxa, E. J. ( 1994). Dreams, dilemmas, and decisions for occupational therapy practice in 

a new millennium: An American perspective. American Journal of Occupational 

Therapy, 48, 586-589. 

158 



Yerxa, E. J., Clark, F., Frank, G., Jackson, J., Parham, D., Pierce, D., et al. (1990). An 

introduction to occupational science. In J. A. Johnson & E. Yerxa (Eds.), 

Occupational science: The foundations for new models of practice (pp. 1-17). 

New York: Haworth. 

Young, M. E., Rintala, D. H., Rossi, C. D., Hart, K. A., & Fuhrer, M. J. (1995). Alcohol 

and marijuana use in a community-based sample of persons with spinal cord 

injury. Archives of Physical Medicine and Rehabilitation, 76(6), 525-532. 

Youngstrom, M. J., Anthony, P., Brinson, M., Brownrigg, S., Clark, G. F., Oldham, J., et 

al. (2000). (Draft IV). Unpublished manuscript. American Occupational Therapy 

Association Commission on Practice. 

Zejdlik, C.P. (1992). Management of spinal cord injuries (2nd ed.). Boston: Jones & 

Barlett. 

Zhan, L. (1992). Quality of life: Conceptual and measurement issues. Journal of 

Advanced Nursing, 17, 795-800. 

159 



APPENDIX A 

IRB Approval 

160 



lli3TllUTlONALP.E.VlliW £-1.:.JI.PJ 
1"en~ Woman'• Unh·erdty 

Dcatwa D11IIM llu•swn .. ....... , - · 'iNs17fro-rtoNAi'Pji,;iiiw DOAK!) · 1ic)USTON CHNTfiR 

IRB AITROV AL FORM 

Name oflo~ig.ftmr(5) _F_111_tw1_,:;_ .. _M_11ncc __________________ _ 
TWU IDd (t) _o_x_r_74_7_4 __________________ _ 
Name of Rcaoarch Adviwr(1) _O___.ay._lo_l;.;;I;,.;;;ers .... ch.__._P __ bD ___________________ _ 
Addrcu: _7_5_5_0_K_lrhy ___ ))_rlvc_tl_l_l_S ______________ _ 

Hnul103, TX 7J010 

F..xpoditxl f8l 

l>csr. Faltnd M1111ce 

Yonr muty cntitlod: A. Cm11111ti'l()T'I of the Adapt.alinn •nd ()uality of I .ifc of lniti'\-iclual~ with SJ:1in111 C:<mi 
lnjurie~ from K.uw.ut nnd tbe United Stntes: A Gross Cultuml l'ersp«",live 
(IM "fJP/ir,,,nt '1f#¥1 r~""{'lM~ th" 1t,p r,1rllm1 ,(tlu.,fi»'ftl) 

hat \~ rc\'iewtd by dHl tn1fltntiat1al Re'l1ew Heard • Hou~on Center ontl it oppean; to meet <Jur 
rcquircmcntll in regard tt> prcuctlan oft.he indi\0idunl'• riahu. 
I'leue be rem.lnded chat both d&e Unh-or.sify a.od the Department of llcallh and Human Scr\'lcc11 
rcg11l11tlnn~ 'YJ'idllly ~uirc thftt tdg1111t11rc11 indicntine. lnfonnctl con,.eot be obt11ill.«1 Crom all humitn 
eubjtet, in your sr-,cty. The~ nre to \,e ffied with the lmtltulioaal Rniew Board Ch1.irman. Any 
O'(CCptlon u, thl• requirement h noo:d bol(I"-'• t'Urthcrruore, aceotding to lntS rc~ulntion!S, nnutllcr 
rerlnr by ttM, lRB Is nquind lfynur prnJed than&@ or t( It eite1Kb beyond unt year from tbls 
date or •ppn>VllL 

An:t· ~i:u provision$ pfftai.ninl( to yoor .iudy are noted belr.w: 

_ ____ Tht nling of,rlgnatun:!l ohu~Jref:11 with the lmti.tutioWll Rtvlew Dourd bl not n,quffil. 

Oilier: t,,ee ouiichcd sheet. 

Sincerely, 

- ·(l~~. 1>· PJ d;P 
J~]ftdU1t { t'-, Plt.D 
Chair, nm -Hc:m~ton Ccmcr 

_t1~, 
Uate 

161 



Office of ReMarch 
6700 Fannin SlrHI 
Houston, lX 77030-2343 

OAS WOMAN'S UNIViRSllY 113-794-24M Fax 713-794-2488 

HIITON UUAS HOUSTOll 

Ma)' S,2008 

Mr •. fAbAd Manoc: 
Scllool or OT - Gayle U.nch Faculty A<h'WT 
6700 l'llnnln Str-\ 
Ho11~100. IX 770~0 

Re: "A f:llmp(lt'IJon qf't.n.t Adapratlnri "'11l(}r1alltyoj'Llfe f!tltkiMdual." with Spinal C.'nrd l,v'11.rir1r 
from Kuwull und the UniffUf Srat~~,: .A CT'Oll,t C:NIIUJ'til J>crs,,ectfrt:" 

Your epplication to the IIU\ bas been l'C\'IOWed Md lp]lfOVed. 

·n.1~ ~rrroval lutr. for one (1) )'81\t. The study may not cinoti11uc nfh:, tb.c approval Jlt'•fod "'ithnlll 
ncklltlo11.1.I tRD reviow and 11ppronl for ~timaation. It ia )'OUT rtJp01111thnily 10 11,surc: tblt\ this RtlWy 
Is o,x conductoo beyond d.o ~xplratl'1n d11tt1. 

Ari~• chanECS ln lhe Rft1dy (It lnI'ormcd consent Jlfoc«llll"e mu tit J.WeiVl! rcvlo-w 1tml t1Jltlf()'Val prior to 
implemCfltltiM unlei, the cbt1n~ b neees,ary thr tte s.afet)' c,f ~11ljec111. In adclftion, }'nit must infbnn 
thn lRB or~'et'lile t\'eti~ oncountercd '1nring the 11ru~y or o(.ny new and 11IRnifflnt lnformc'l.tiun tb.,11t 
may lmpfte\ a n:~ee,ch pmiclpMl1s snfcty 01· wlllinw,¢S., to ai11Unnc io your study. 

kmcmbet lo pmide fJOPtffl oflhe 1i1,rnod informed c.«:11~cOl lo the Offict llf Jtr:m:a.rch, IH~ l 0110 
when thtoi mldy hu ~n oompleted. Include e letlrr p«nidini; the nU!K'(O <1f'thc re~rthcr(ia), the 
fttcull)' lldvl~r. Md the tl\le ~fthc ~tud)', Orad,13l!Qo may be b\oclml uni~~ CO'll\lOnttl :itt renrrned. 

Slnce.~I}•, 

--»· i,, 
Ur. John Rudcttf!~, Chuir 
l~dt111iortal Review Do11td - Housttm 

162 



APPENDIXB 

Consent Forms 

163 



MU 
DllllDN DllLU IIDUSlGIC 

School of Ocn,patior,cl Therapy 
6700 Fannin S1T~t1 • ..;::,L·1tM, T.( /103('L2.:43 
713.7~,1.2120 ~:.»( 71~ 794.2122 

Tf:.X..\S \VOMA.~•s UNIVERSIT\' 

CONSENT TO PJ\RTICIPA TH N RF.SEARCH 

Title nf the Stuily: A Compmson of the Adaptitioa and Quality ort,ffe of Indhridu.'\ls 
with Splnnl Cord Jnjurie.q from Kuv.·•il ~ti 1ho United St.ates: A Cross Cultural 
Pers~ccti\-c 

In\'estigator: Fohad S. Mance, B.Sc., M.Sc ....................................... 965~692-9213 
Advisor: G11)1l1! Hc:m:h, PhD, OTR ............................... .. . ....... .'n3-794-21S3 

P.xnluootino nm! Purpose oftbf &sie?tc.h 
You ore being &.Hkcu lo participate in a reseruch study for Mr. Mum.'JC's disscrt3tion ~t 
Texas Wolll4n's Llnivc:r!Sity. The purpose of this research i11 tr,i, «mJ1.1i;l tt'l.l::llM:ultuml 
quttlit)' of life stUdieF. to compnre th~ clvtlli:ngcs, ~oping strategirs, ond life s.ati!Sfai:tion of 
individuals living with splnnl cord injW')'. '.fnis research will compnre thO!k, three: fuctors 
among Kuwuiti m,d American people with t.-pinul cord injury (SCI.). 

&~~ure, 
ror thiif ntudy, the in,•e.stigntor will all\: Kuwaiti individuals with Bpinal cord injuries to 
complc:le the Arnbie version of Short-Fcll'm 36•ilt:m Health St3tllS Quel!tionnnirc (SP-~6). 
The quc,tionnain: /lh(luld tnkc no more thart 30 minulctt (If your til1lc. l11e SF-36 in~ludcs 
eight an:as of benlth ~ting how)'OU function in your dnily life, your :stress, and life 
llllliiifo.ction. WJth your ,·oluntnry ~...-e:roent. 1hac wHI be nu oppnrtuniLy tu ~uticipntc ln 
two ullu::r intcf\'kws. t contact you, if you fftc ,c-Joott'ld to ~clpnte in those two 
intcrvle'\\·s.. 

Pott~l Risk:t 
Pottntial riiiks refated to your pruticiJW.inn in the study include lo~1C of c.on6dcntiality, 
futigue, pof;._111hlo intcm1ptlon of daily routine m1d heightened sen.'!itivity ur di:1t!(lmfort to 
certain pt:fflltmlll questioru. If yttu feel uncomrottabh: c,r fatigued, )'OU may Ul.ke a break (lit 
brtub) during the lnten.iew ~'lo llccdcd, lfyou experience 1Tl\.-..eastd sx:nsitMty at any time 
in lhc process, you m~y stop tht: intrn·iew ,-..ithout penruty. 

,-~~:~:-~~i~,. "'"· ~--
•• ·. , •=- '- ·\•.i._,t-U't _l_l"l:t,•r:"°Jb• •~;:;,,.,ra,\t ·A«-:~., outrJ ?~£Lm=tl'c.-J1 ___ 
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Title: A Ccm1pil'i$an of the Adaptation sr.d Quality ot'Llfo ct' ln;fo.iduoJ, V'-ith SJ±i.,l t-0rd 1:tjuri~J lh'l:l 
Kuwllit mu: tho L•n:i1t1:f ~tn•~~: /\ <:·••~, c.'ultJ,.al ••~,~re..1i~.;i 

Cmifid.<r1rlirJ!ity wifl h~ pmitJ,·lcd hy lo thtt uttJm b.v law. The lnte~vlew will t..'\ke p.lace in a 
i,rh-alc loL-utit>n ~rrt:c:.1 uptm hy you and the inve!.tip,a.tor. A code number rather tban your 
name v.iJl he u.cied e1n the quc.,tionnaircs. The data \.'\ill be stcrcd fa Cl soct:r:d falc cabinet nl 
the 1,J's home. Only, 'the 131 v.ill have direct ,cccis to th<: locl.cd fili: c.ahin.:L. H1Uu c1,p;cH uf 
vic con5i:nt fomu will be shrvddcd wiih;n live: )'Cl&TS. Tl i:1 untidr,tih:d thul the rc:~ult!t oflh:s 
:;lu<ly v.iil he puhlmlu:LI iu the invet.lil\cstor'R dis~ert11tion as wch BS in other rcsc4.icll 
publications. l low~·er, no mmcs or other identifying il:ubnn.,tion will be inclll<kd in .»ny 
publico.tion. 
Effons '\\ill be n1ndc to pt0\'Cl11 nny t(tmp1icutionl\ t.hut i:ould ri:~ulL lium 11:i~ n:~h. Yuu 
~hmlld lt:I thi: ri:i,;t:u~her kll<tW imrncdia~ly irthere l.i; a JU'Oblem nnd the lnve.~lgator '\:\ill 
help~ n1uch t1r. possible. Hc-wtv~r, it is understood tbat T,c,cas Woman's Univc~:ty doc.-s 
not pro,•ldc mc<iknl ~ices or timmcial ns!;istnncc for friurios th"~ rni~hl ha~n 1.oi u 
result of your purtir.:ip;uion in lhc ~;uJy. 

PurtiiiiINtkin p.r;d Benefits 
Ith, undtrstl.)od that Y\l\U' partlcipatlon in this research st\1dy is completely •,:o)untnty, nnd 
yt'u mAy dls.tiontim1c your rnnticip.'tti,tn in 1he ~tut!,>- 11'. an;- time without permlly. Tiiere 
arc n(l ultr..'Tlllltivr: J1TU(X!tlun:s tu thi>i !ltutly. Thi,:; rese0.N:h proje.=t may not hn\·e any 
hc;:-neiiL'l 11.1 you c:~cq,t that ll(11ln your t\!i(jucst a summary of th~ results will be 1n.,ilcd to 
y1)u n.t it\ compl~lon. Afkr pankip:iting in this research study, you will be oficn:J 
shower bnsk-cts as gifts cf e1ppr~ci11tion for fakit~g the time tn be inlL.'T'l·icwcll. 

Qus:~tion:1 R~w1tnlin1iL lhi; Stu1h: 
You will be given n copy "fth!s slgncd ruid dated corucnt :'<>nn to k.;,:p, lf y,;ni b1w~ (il\)' 
questions al'O\Jt the study, you may l\sk the it1vc~"tig1tor or bi~ rulvi,<.ir, th~ir phcn1c 
numbers arc at the top <.if thi:i form , tr yo~1 hu\'e que~Linn.'I .ahuul :·nur righL1 us n 
Jlt1Tl:clpnnl in ·.hix n::ii:"rcl1 or the WU)' thl'l i,;tud,>' l111.4;, been cnnduct:td, y()n mny contact the 
Ttxu.-i \',fomrufs lJnl.,.~t'.!lity omce 01' Research nt (7l3)794-284tl or ,:tn c~111ail at 
l@i1't:nncdu. 
Aiv y11u wimns h) rurticiputt: in t\\n further lnten•lews relt.vant 10 the m'b:ly: 

0 y~ 
o t-.;u 

'Purtidpwil'i. it,itiuls 
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Title: A Cam11ari~nn r,ftl,e l\nnr1:11i,.,. ~nd Ql1u.lit>· of Liti: ot'l:idividualt ,~i,h $p1tmJ C"1d lcjurics ti-om 
K11w11.ll .,aJ the (,'ailed S1111es: A Cm~~ Culm111I l'e~pt!clh•~ 

Signature of l'r.tticipant Dote 

Sl,snntur~ of C'iwmlian 

The abt>'t'" c~~tmt fomt wo, w1!untruily rc.11<1. di$(;us~, u.nd !'.i}..'110:i hy tflc pimicip,mt iu JU)· 
rrc.,cn(c. In my opinio11, lh" ~on signini:t thl~ C(llJ,',(,Jlt form clid M.1 fn:el,?1 u.ncl with tt1ll 
Mow Jed~ c:f l':11 ccmtcnt..,, 

SiGJllltUrc of lnvestip,rttor 

If JOU would lilc: '" n:cch,;) 11 'fllllllllAry nflht ttsulb o! this i:tooy, 1,lc:1.qo rl'(l\'tcle .,n ltJJn: .. to 
~hlch thh "11mm11i;· ,hm,ld t•e ~~n<: 

p. :3/:l 

rarticir,unl's initial,t 
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MY 
DHTON DllLU HOUSION 

School of OccupotT011al fharapy 
671>:J Fa,nir, Streat, HOO$ton, ·rx 77030-2343 
713,794-2128 Fa;,c7JJ.794•2122 

IEXAS WOMAN'S UNIVERSITY 

CONSr.NT TO PARTICIPATE~ RF.SEARCH 

Title of the Study: A Com.p.,ri90n of the Adaptation and Quality of Li fc of Individual~ 
with Spinul Cord 1njurie.t1 from Kuwuil and the Unieed Stales: A Cross Cultural 
Penpeclive 

In,•cstlptor: Fnlwi S. M:w.ee, D.Bc., M.k ...................................... %5-692-9213 
Advisor: G•1)'leHcn11:h, PhD, OTk ....... .. .... ... , ... . . , . , , ........... .... . 713-794-2153 

J!xpJ.,nation AA4 ,rurpow of the B~b 
You arc bclng a.m::d to participate in a research midy for :\.ir. Manee'R dis.~er!Jlli'1n UL 
TC".UH Vtnman'11 Univr:ncity. The purpose of this reseal\'.:h is to conduct cross-cultural 
qunlil)' oflili: 11ludicit k\ ct.m'IJmrc the ehnllc:ngts, coping strategics, :,.nd life satisfactfon of 
indMdwiti; livin~ with 11pinat cord ittjory. 11w ~n:h will wmpurc Lbo:,c three factors 
tunong Kuwaiti Md J\mrJican people wlth aplMl cord injury (SCI). 

Rc:?&~h.Pro1:edym, 
t>urlnB the firu lntenriew, the rnmary investi~tor will conduct face-to-face interview. 
lhe lntcrvic,v questions will foc~u. on lhi: cliulkngt:tt ilu:.: tt, injury. coping smtcaies. llild 
Mtisfaction in life. Tho primary lm1estignlot will uudiotaped )'(lU durintt the uco-to-facc 
inlfflliew to provide tmn!leripdon of the informa.tion dbcu..\.~~ in the intt:f'\1iew 11n,I tn 
nssure the nccurncy or lhe repcltlini of that inform.,tion. Upon your npprovnl, only thi: 
primary investi&Mot cnJ )'UU will he f~sent during the interviews. The audiotapcJ 
intm:lcw wUl take abom one ltouf'. 
During the ,eeond interview YoU '\\ill be asked to complt:te a Quulity nrl.ifc lndt;X (QLl) -
JJI qu~tionnaire.. You \\ill he able to complete the · QLl >'01.lr.l~lf .. '111i~ qut:11Lionm1-irc: 
coMhrts of"two pw. The: fir.rt. addrc~,es. sntisfaction with dally llfu artd tht ~ecom.l covi:~ 
the importance ofru:tl,,ttl.,\ nf daily Hvlng. lt ls expr:cttXl to rnkc nbout lS minutes of your 

p. 1/4 

Think SUCCESS.Think TWU 
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l'ltk·: A CQttl[ll!Tt '/i.lfl II r I he ,., Llarbl ic111 :,1111 Qua lily of T ,j fo pf r nd h·i ::ualft witl1 s,,i lll.1 (,(')Jd ln,'u1·ir, :mm 
K 11,•·alt end t?lc Unl:o:l Stllt:s: A Cro5' Ciutu:aJ .Pt'nip('ctivo 

ti!l1e to ooinplctc the qucstiowulirc. If you agree 1c., be intcn.·icwcd in ~c lwu i.J.:11.,-r\'icw:1. 
yo11r total time for pf!rticipALion v.ill he al,nUL um: hm.rr 11ml 15 minuLO!I. Tnfo;muli1>n frnm 
the interview und the Qutfay 1,1' I.iii: 1Tllli:x {.QJ.lJ •·· 111 qut:Hlitmnuirt will b~ co<lc,u tn 
n::.inimitt ~our iLm11lili~utim1 wl11:11 beinQ. examined or discussed. 'll1e inten·iews will be 
Jone, '1l a private Jocatio1:1 a,i:ireed llpo.n by you Md the in.vc~tigator l\lld ·will be C'.()11.ductcd at 
a tlme whlch is most covwcnt tt' you. 

:Pot<--r:Ji11Lllb.\i 
Pnlc..'T'.Liul ri;ik:o. relQt~ tl.'> y\1ur pt.ttlcipntlon in the smdy luekldc l"r.s of confidcutlolicy, 
l~i.~~. pos.~lbl" interruption of dail·y routine and heightened scnsiti,..ity or dis:omfuri to 
certain pcnonnl qu~stions. 1f yt1u r~-cl untt"rn1ii:rwblc or ftlliiu~l. :N~i muy tukr.: 11 l:nmk for 
br~~) durint-' Lht: inwr-.•icw u.,i needixl. Jr }',.U experience increru,ed s~isiti\'it~ at any time 
:n I.he pn,1.:es.-1, ~•ou ma) ~t<1p the imerview without pen.·\.lty. 
Goef,c/t•nlMi(~• will lw p!'Ol~~red to rhe 1-.rlf.tlt al/11w~d by kn~. The intc:\'icw will take pltlcc: 
inn ptivntc lo,'Cdfon 11!$fl~l up<1n h)' )W.J nnd th~ irwt:i.1;E;u1or. A code ttumh~t ~uther than 
your mrmc will l:~ u.,icd on Lhc u.ujiolupe mu.I u-.i.n11criptimui. 
Tr.inscriplioni. mt11n 1hut for the data analyah of the taped lmcr\'lcWi, audiotnpcd dam 
will he :ranscrlb® vcr':>atim by n transcriber (E.lb:a,cth Reynolds). lmnscriptions will be 
subjected to open c:~i::ig roialy~i.<s by thi;; rci:,c1.1rchcr umJ ol.h(.'1' commilt.oc.: team r.1t.-n·.ficr~. 
Tmnc1·iptions will be codc,l initially .'k..-ntcm.:c h~· Hi:..'1111:nct:. A Ii.er ~i:veral ri:u<lingi- of euch 
inlCT\'it:w. rt:uurnlun~)' will ht: e~umirn:<l 1mt.l co:k-\ will he C~\•th1J>eil. Only the 
iri,•o;ti.ll,nl.01 tuld. the U'OJJ.9~.dber will hnvc acctss to the nudlo tnpcs which will b~vc 
pseudon:.m-as or codes to protect CC'l\6dcnti::1lity, Tbc poor I'Q\1cwcm '"i.lJ oomi<Jt (if the 
rcscruch committco tcnm member, (Dr, Hen;ch, f>r. Ret:,1, nr. Chu11, and nr. Rinlalu). They 
will hnH: 1.teceM i.n tlte tran~rpti1)0~. 111e mpe~. :1:1.rd OOJlles of the tmnRcription~, and the 
computer (fa:kettei ,:;onta.inin~ tht trlltll,.Cl'ip:lolll text il:cs ,.,.ill be stored .In A locked filiDP. 
Cllbinct o.t the !'l's home. The ta.pc, A!'ld trrut!!cript~orui diskctt-03 ,vi.11 be :l'nscd aud hard 
copks of the trrut~(.Tivtfon.s. int~·r,dcw ro~ulll! ~nd cunsc..-n.l form~ will be ~hrctldcd \.i,il.''lin 
fiw ycnn;. 1t iii 1-tnliciJ1Ulcd Lhut lht! rl!SUIL'I orll1is ll1Ud) ...... m h:- pt\btisht!tl in the 
invc~til(ULor'~ di~m:rtutitm 11..-. well os ln other reJe:irch publl~o.tlons. llowever, no 11.11r.es or 
otl1"r itlentifylnt .IJ11om1J.tfon will Ix: lncludcd lu 3.1\'y ~,ubUca.tim1 
.t±ftbru t'-ill be mmk to ptC:\'('DI Mny (:tnnplit!'11hvn-: 1h1.1 c(11Jk1 mult fn1m thb n'.xi.:urch. 

p. 2.l4 
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iitle: A Corr.J)ilri:;on oJ'lb~ A<J;,p1u.!l,n <1011 f)unli•~ uri .;ri; 4,l"lmli-.·i.:Jual~ ....-it 1, ~11i11al fA')rd fnjuri~ fi-01t1 
Ku.,.,dl 11r.1I U.,c- l..luiwcl l'.1.t11:.,: A C:tou Cu'.tu1al Pc1~poc11'1;: 

Y01J should kt "':he rcsC8rc:hcr l<nnw immcdiMtdJ i :" lhc:re is u rnt"lblem o.nd the :nvemgat01· 
will help as much p;>,;gihlc. Hc1w1:v1:r. it i~ under!.tood that '1 exa.3 \Vc-m."Ul's Unh•crsity 
docs not provide mcdit..'lll ~,-ice,; nr financial i~,i.rtance fot inlurics that might hftpJ)Ql as a 
n:o;ull ury,,urr1111.icipntkm in tha ~tudy. 

l1ACtlci0atlon ru1d Bene.fits 
1t is undc:rstootl lmtl ) 'll{Jr par1ic:J1aLion in uli~ ~~an::h ~tuuy t .. complct-~ly ,:olUJltary, t\!}d 
~'OU muy di1o0tmLinue your pa:tidp.,tlon in the 6tudy ttt 3.UY time without p(m,,lt)'. Tlu:m 
uro nc1 o1ltc,muli\·e procedures to this study. This ~scnrc:h r10,icct mr&y not hu1,·c uny 
\n:11t:l1Loi; w )'OU ¢XC¢pt thM upou yc-u~ rcquc!t n summary of the, rc~itlt11 '.'I-ii 1 he ma; loLl m 
you AT its completion. Afkr pt1r1k::.pal.iT1f in 1his research !-tudy, you will he offered 
:shO'-''CJ ba.-.k'-~ t1.-. gi l'tJ( of ~dutitln for tn.kl.n,g the time to be iutcrviC\•.'cd. 

Queg)ons Regard.Ina the ~tudv 
You.will be given a copy of this i-iiJncd nnd tlu·~u c,>:isi::nt fonn to J..eep. lt'yc1.: have nny 
questions "1,out thr: lltu<ly, you mu.y u..~k the inve!>ti,gator or hls ::1dvlsor~ their pl:c,1:c 
numbt:r~ 1.an, al. tho u,11 ol' Lhh form. If ~•ou h,wc qucatlo~'lS nbo,n yct:r riptt- M P 
participant in this reJ<'.:lrd1 Cit th.:: wny thb study hiis 1'c,m conduc1~1, y,m muy c1~ntacl tl:e 
Texas Wolllnn's liniV\.--rsity Office of Rc~lll'Ch ut (713)794-2k40 or \.'i.l e-ruail nt 
IRB@tw,1 ,aju. 

Signalwt: ,, :''f".i.rLici1:a1iL 
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'HIii!': ,\ (;(1111fl11~i~1m of die Adc:lpt11.iun ,'IDu ()llnlit't vf I ,Ir-: 11rT11Jili'illULls witl1 :SJ.,ino.1 Ccrd Iuj11ric1 from 
Ku\\01k zmd the t:Dllt11l ~•11~1: ,, C:11•~~ Cu'.tutal Pc:rspccci\•e 

The ulx.11,,•r; l.:<m~cnL form was ,·oluntarily ~Pd, di5cus'leu, ancl t.i~ned hy the participant in 
my prt:!+:.-nl!e. ln my opinion, the ~min "igdn~ lhi~ con!;etlt form did !lo freely and with 
luJ\ km,wledge of its contents. 

Sigriulurc of lnvcsti~at(>l' l>ato 

1f you Wl)uld like to rccch~ a summnry ul' Lhe re~ult, of th.ls stc.d:!,\ plcASc pn,vido 1m 
adJre.ss to whicll tbh;. ~umnmry sh,1uld ~ent: 
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MY 
HIITOII OAllU NGHTCIII 

School ol Oea,patlonc:d Thorapy 
6700 .:-Onnir, Strnt, Houstoo, Tl! no:?0.23<1.:! 
71 :J.~4-212 B Fax 713,794-21 22 

CONSENT TO RECORD 

TEXAS WOMAN'S UNIVERSITY 

A COMPARlSON OF nm ADAPTATION AND QUALITY OF t.TFE OF 
INDIVIDUALS WITH SPINAL CORD (NJURIF.S FROM t<UWAIT AND nu~ 

UNITFD STA™: ACROSS CUL..-URAL P.l::RS~ECTlVli 

The undersiancd comcnts to &he rccordin1 of his/her ,•oiee b)I the invcsUaowr: FAhad 
Mance, acting Lmdcr the authority of the Texn,,Womnn~s Univenity for the pwposes of 
the re11cm-ch project cutitled "A Comparison of the Ad.aptatlon and Quality of Life of 
ladividuals with Spin.I Cord lnjuriea fl'(lffl Kuwait and the l Jnited Sta~: A C',mtu 
Cultural Perspective." The UNl.ettigned Mderm.nds that the rruatetial recorded for thii: 
rescnrch may be made available for educational, Informational~ nnd/or rcsc:irch purposes 
:ind consents to such use. 

Si&n&ture of l1aruclpant Date 

Sigrurtun, of OUAn!i.-i Date 

The above form WM'"'~• dbtlLt;9ed, and !tigned. The person signing th.Js cDn,en\ form 
did so freely Md l\<ith full .knowledge atld undemanding of its content 

Rcpm11:nwtivc of the 
TexM Woman'21 University 

Date 

l ___ .., .. :.,;..r.,,t i., '" · . -1 
~~'t:~l!'t{,~"11t,!) '. I: ,~Rlll1tll<'11tfil t'>111""'-' a,,J i 

' ... ~':':~!(~' -~_J 

Think SUCCESS.Think 1WU 
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Quality of Life Assessment Forms 
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Arabic translated open-ended and semi-structured interview questions along with 
prompts 

(2 0 0 4 , Hammell 6A ) ¼llAl\ ~J 
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Open-ended and semi-structured interview questions along with prompts 

Interview Guide (Adapted from Hammell, 2004) 

1. Could you tell me about your life before the SCI injury? 
Prompts: 

- Can you tell, what you used to do Gob, or other responsibilities) 
- Tell me about how independent you were in self-care activities? 
- What were your fun activities and with whom? 
- Prior to the injury, how satisfied in life were you? 
- Prior to the injury, how would you describe your social life? 

2. After the SCI, what difficulties have you faced? 
Prompts: 

- How were your self-care tasks affected? 
- How were your leisure activities affected? 
- How did the injury affect your satisfaction in life? 
- How did the injury affect your social relations? 

3. How did you handle or cope with the SCI injury? 
Prompts: 

- Tell me about how you handle your family life? 
- Tell me about how you handle your work-related issues? 
- (If able to cope successfully in life) how has your social network (family, friends or 
support group) helped you to overcome limitations in life? 
- (If able to cope successfully in life) how has your church helped you to overcome 
limitations in life? 
- (If not ab)c to cope successfully in life) Please, can you tell me about the things that 
prevent you from overcoming barriers in life (family, work, funding, accessibility etc) 

4. How do you sec your life 2-5 five years from now? 
Prompts: 

- At the personal level (health, emotion, leisure activities, work, and education). 
- At the social level (spouse, family, church, co-workers, friends) 
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Ferrnns and Powers 
QUALITY OF LIFE INDEX0 

GENERIC VERSION - III 

PA RT l , For each of the following. please choose the answer that best describes how sat4fied you are with that 
nrcn of your life. Pl~ mark your answer by circling the number. 11tere are no right or wrong answers. 

i..-:: --0 :t '8 t::: 
] IC Vl -~ '8 'j 

C -~ !C V) '8 Ill 

.:!' .a to: 
Cl 0 -~ 0 ?? -a f/) 

0 OJ 

t' "8 "Eb i -g b' :.:::i > -.n V) > HOW SATISFIED ARE YOU WITH: 

1. Your health? 2 3 4 5 6 

2. Your health care? 2 3 4 5 6 

3. The runoWlt of pain that you have'! 2 3 4 5 6 

4. The ammmt of energy you hnve for everyday activities? 2 3 4 5 6 

5. Your ability to take care of yourself without help? 2 3 4 s 6 

6. TilC amount of control you have over your life? 2 3 4 5 6 

7. Your chances ofliving ns long as you would like? 2 3 4 5 6 
. ·····•··· ······•~·-·· ... 

8. Your fiunily's health? 2 3 4 5 6 

9. Your children? 2 3 4 5 6 

10. Your family's happiness? 2 3 4 5 6 

11. Your sex life? 2 3 4 5 6 

12. Your spouse. lover, or partner? 2 3 4 5 6 
~.- ... ~- ·•••·•hh - ••••~-- •• - - •-

I 3. Your friends'! 2 3 4 5 6 

14. The ffll°'iormt support you get from your family? 2 3 4 5 6 

l 5. The emotional $Upport you get from people other 
than your family'.' 2 3 4 s 6 

-·-·-··•·····--······· .. ·· · 
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13 u:: "B .:a (I) ·i a t.::.: ] VI ti) 

-~ VI 

a en u B 4i 
0 e .g e V) 

i 'l) 

HOW SATISFIED ARE YOU WITH: "8 :i b' > :E v3 v3 > 

16. Your ability to take care of fumily responsibilities? 2 3 4 5 6 

17. How use fill you arc to others? 2 3 4 5 6 

18. The amount ofwonics in your life? 2 3 4 5 6 

19. Your neighborhood? 2 3 4 5 6 

20. Your home, apartment. or place where you live? 2 3 4 5 6 

21. Your job (if cmployt.-d)? 2 3 4 5 6 

22. Not having a job (ifuncmplo~ retired, or disabled)? 2 3 4 5 6 

23. Your education? 2 3 4 5 6 

24. How well you can take care of your financial needs? 2 3 4 5 6 

25. ·n1c things you do for fun? 2 3 4 5 6 

26. Your chances for a happy future? 2 3 4 5 6 

27. Your peace of mind? 2 3 4 5 6 

28. Your faitl1 in God? 2 3 4 5 6 

29. Your achievement of personal goals? 2 3 4 5 6 

30. Your happiness in gcneml? 2 3 4 5 6 

31. Your life in gcncml? 2 3 4 5 6 

32. Your personal nppcarnncc? 2 3 4 5 6 

@1, Yourself in general? 2 3 4 5 6 
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PART 2 For each of the following, please choose the answer that best describes how imoortnnt that area of your 
life is to you. Please mark your answer by circling the number. 'lbcre are no right or wrong answers. 

i 
! i i 
-~ ! 0 

C. 

8. ::, .§ 
.§ ..0 ·a >-. 

u ::, .§ °B 8. C: .§ ::, j j e ,v s "8 "8 Q 
HOW IMPORTANT TO YOU IS: <I.) 

> v3 en > 

I. Your health'? 2 3 4 5 6 

2. Your health care? 2 3 4 5 6 

3. Having no pain? 2 3 4 5 6 

4. Having enough energy for everyday activities? 2 3 4 5 6 

5. Taking care of yourself without help? 2 3 4 5 6 

6. I laving control over your life'? 2 3 4 5 6 

7. Living as long ns you would like? 2 3 4 5 6 

8. Your family's health? 2 3 4 5 6 
---•-···• ............ 
9. Your children? 2 3 4 5 6 

10. Your family's happiness? 2 3 4 5 6 

11. Your sex life? 2 3 4 5 6 

12. Your spouse, lover, or partner? 2 3 4 5 6 

13. Your f ricnds? 2 3 4 5 6 

14. ·111c emotional support you get from your family? 2 3 4 5 6 

15. The emotional support you get from people other 
than your family? 2 3 4 5 6 

-~--~-------~-· 
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HOW IMPORTANT TO YOU IS: Cl) en > 
16. Taking care of family responsibilities? 2 3 4 5 6 

17. Being useful to others? 2 3 4 5 6 

18. Having no worries? 2 3 4 5 6 

19. Your neighborhood? 2 3 4 5 6 

20. Your home, apartment, or place where you Jive? 2 3 4 s 6 

21. Your job (if employed)? 2 3 4 5 6 

22. I-laving a job (if unemployed, retired, or disabled)? 2 3 4 5 6 

23. Your education? 2 3 4 5 6 

24. Being able to take care of your financial needs? 2 3 4 5 6 

25. Doing things for fun? 2 3 4 5 6 

26. Having a happy future? 2 3 4 5 6 

27. Pence of mind? 2 3 4 5 6 

28. Your faith in God? 2 3 4 5 6 

29. Achieving your personal goals? 2 3 4 5 6 

30. Your happiness in general? 2 3 4 5 6 

31. Being satisfied with life? 2 3 4 5 6 

32. Your personal appearance'! 2 3 4 5 6 

33. Arc you to yourself? 2 3 4 5 6 
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