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National statistics indicate that over ten thousand persons

each year become disabled from spinal cord-injury. The need for

research in this area is evident.

The objectives of this study were:

1. To determine any relationship between selected attitudes
and activity levels with self-concept;

2. To identify certain demographic variables that may have a
relationship with self-concept;

3. To compile and summarize the open-ended comments of impor-
tance to these respondents.

The population for the research was comprised of fifty-nine

Oregon residents and twelve out-of-state residents. All respondents

had a spinal cord-injury of at least four years duration.

The Tennessee Self Concept Scale was administered to each

respondent. Each respondent also completed an eighteen question

survey eliciting attitudinal, activity level, and demographic data.

For the purposes of this study, self-concept was defined in relation

to the Tennessee Self Concept Scales's major external references of

Physical Self, Moral-Ethical Self, Personal Self, Family Self,

Social Self, Total Self, and Self Criticism.

Multiple regression was the primary tool of analysis used in



testing the hypotheses. The following findings had significance at

the .05 level of confidence:

1. One attitudinal variable was found to have a relationship
with self-concept. Respondents who felt they were as
physically independent as they were capable of being had
higher Total, Physical, Personal, and Social Self mean
scores.

2 Three activity level variables demonstrated a relationship
with self-concept. Those who required more assistance had
higher mean scores in Total, Moral-Ethical, and Social
Self than those who required less assistance. Those who

drove their own vehicles as compared to those who were
driven by others had higher Total, Personal, and Social
Self mean scores. Attendance in community college education
by respondents after their injury resulted in higher Moral-
Ethical Self mean scores.

3. Two demographic variables were found to have a relationship

with self-concept. Age had a negative relationship with
Physical Self. Older respondents had lower Physical Self

mean scores. Living status was determined to have a
relationship with Personal Self. Those living with friends
had higher mean scores than, in a descending order, those
living with aides, with spouse/co-habitating friend, alone,
with relatives, and in a residential care facility.
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A STUDY OF THE RELATIONSHIP OF SELF-CONCEPT
TO ATTITUDES, ACTIVITY LEVELS, AND DEMOGRAPHIC

VARIABLES AMONG THE LONG-TERM SPINAL CORD-INJURED

CHAPTER I

INTRODUCTION

The magnitude of the physiological insult
that the body has sustained is apparent. Of

no less consequence are the psychosocial
worries that beset the person. Getchel (1976).

An increasing population of disabled people in our society is

becoming an acknowledged fact. The exact numbers are not known, and

estimates vary. A National Center for Health Statistics study in

1970 stated that approximately 11.8 percent of the civilian, non-

institutionalized population had some degree of limitation of

activity as the result of one or more chronic conditions. Another

survey estimated that close to one-half of the population in the

United States has at least one chronic condition. Of these, approx-

imately 16 million were physically limited or unable to carry on

major activities (Strauss, 1975).

Advances in the sciences, while increasing the life span, have

also preserved those who in the not distant past would not have sur-

vived. Those with chronic illness or long-term disability, who might

once have been .a death statistic, are now surviving. One major group

within this population are the spinal cord-injured.
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The National Paraplegia Foundation estimates the national spinal

cord-injured population at 150,000 (Goldberg, 1977). This population

is expanding at an estimated rate of from 4,500 - 10,000 per year

(Singh, 1975). Approximately 85 percent of this population are males.

The major causes of such injuries are automobile and motorcycle

accidents. Diving, skiing, football, and military related accidents

also contribute to this.

Garrett (1975, p. 60) states, "The treatment of spinal cord-

injury is becoming a greater problem because of an increased incidence

of injury and an improved survival rate." Prior to World War II, most

spinal cord-injured persons died. Today the majority survive, with

life expectancy considered roughly 80 percent of the normal life

span.

A study in 1974 indicated that of 5,315 persons incurring cord-

injuries from motor vehicle accidents - 2,385 died, 1,501 became

paraplegics, 1,091 became ouadriplegics, and 338 recovered. Approx-

imately 55 percent were from 16 to 35 years old with males outnumber-

ing females by more than two to one (Jacobs and Hood, 1978).
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Statement of the Problem

A major purpose of this study was to ascertain if it could be

demonstrated that certain factors are related to the self-concept of

the spinal cord-injured. Identification of issues and concerns of

importance to this population was a secondary focus of this research.

The objectives of the study were:

1. To determine any relationships between selected attitudes
and activity levels with self-concept;

2. To identify certain demographic variables that may have a
relationship with self-concept;

3. To compile and summarize the open-ended comments of import-
ance to these respondents.
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Background of the Problem

To gain perspective on correlates of self-concept among the

spinal cord-injured, it is useful to look at some physical, psycho-

logical, and social descriptors of this population.

A brief profile of general physical limitation often includes:

1. Impaired respiratory function;

2. Loss of sensation below the level of injury;

3. Loss of voluntary motion, partial or total, in upper and/or
lower extremities;

4. Loss of normal bowel and bladder functions;

5. Loss of normal sexual function.

Contractures, spasticity, and pain may also be of concern. An

external plumbing system is often a requirement with the bladder

emptying into a tube which travels down the leg to a plastic bag.

This leg-bag, holding 8 to 16 ounces of urine, periodically needs to

be emptied. The bowels may have to be evacuated manually or with

suppository insertion. Incontinence and accidents per both elimin-

ation systems are not unusual occurrences. Medication is often the

norm for control of bladder and kidney problems, spasticity, and

decubiti ulcers.

The physical limitations inherent in cord-injuries interact with

psychological and social behaviors. The world is viewed from 3 to 4

feet off the ground. Every day activities, such as dressing, eating,

and bathing, take a substantial amount of time. Excretory functions
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with all people carry social inhibitions and sanctions. This is pro-

nounced with the cord-injured as it generally involves adherence to a

routine, possible incontinence, and dietary restrictions. If a

person is worried about whether or not their leg-bag is going to leak

or overflow due to there not being an adequate facility in which to

empty it, they will likely avoid places and situations in which this

could occur (Bradshaw, 1978).

Historically, psychosocial considerations have not been the

primary concern in rehabilitation of the cord-injured. Swenson (1975)

notes that this type of injury was viewed and treated mainly through

a physical framework, with the basic treatment strategy being avoid-

ance of medical complications and survival of the trauma. Improve-

ments in health care have resulted in emphasis on the psychological

and social aspects of rehabilitation. This has been a recent trend

focused primarily in the acute stages of injury. The rehabilitation

team has grown from Doctor, Nurse, Physical and Occupational Thera-

pists, to often include Psychologist, Social Worker, Vocational

Counselor, and Rehabilitation Counselor. The job of rehabilitation

is impossible without giving full cognizance to the impelling psycho-

social problems faced by the cord-injured (Siller, 1969).

It is noteworthy that most of the emphasis has been with those

recently injured. This applies to the physical and psychosocial

interventions. A legitimate question can be raised regarding how the

long-term cord-injured deal with day-to-day living. Usually, most of

their physical considerations are at a maintenance level, with coping

ability in psychosocial areas being a prominent issue. Self-concept

and self-worth may be an important indicator of how this population
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deals with what Bradshaw (1978) terms a "hostile world and alien

environment."

In recent years, psychological aspects of disability have re-

ceived attention. In 1977, 75 quadriplegics and paraplegics com-

pleted a life outlook inventory upon admission to a rehabilitation

program. Both groups held an optimistic view of the future and

tended to look at the past more favorably than the comparative U.S.

population group. The present was viewed significantly lower by

quadriplegics than by individuals with paraplegia or the normative

sample (Roessler, 1978). The role of hope was also investigated in

this study with moderate hope relating positively to rehabilitation

outcomes in comparison to low and high hope subgroups.

Verkuyl (1970) states that hope plays a major role. It was felt

that if the gap between hope and reality is too large, little will be

accomplished, with daydreaming and fantasy taking the place of coping.

Also, if all hope of recovery is denied, the patient's will to live

and continue on may be destroyed resulting in reduced rehabilitation

success. This supports Roessler's findings that moderate hope in

conjunction with a realistic view of health status is the best support

of desired rehabilitative success. There has been little or no

research done on the role of hope in the long term cord-injured.

Stewart and Rossier (1978) in another studY, examined the

psychological reaction to cord-injury in relation to the place in the

life cycle, the nature of the onset, the role of guilt, the meaning

of paralyzed parts, the antecedent personality structure, and the

role and significance of associated defects. These factors are cited

by the authors as blending to form a unique reaction pattern for each
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person. Their view was that the emotional burdens of paralysis

superimpose themselves on the losses or hardships occurring as a

normal part of living. Thus, there is an accentuated or quantitative

difference from that experienced by the non-paralyzed.

Research done by Bray (1978, pp. 70-78) identifies a four stage

adaptation process which the cord-injured are purported to go through:

The initial stage, anxiety, usually occurs within the
first nine months post injury; the second state, accommoda-
tion, occurs between the tenth and twenty-fourth months;
assimilation, the third stage occurs after the second year
and continues for a lifetime. A fourth stage, reflux, can
occur at any time and is a regression to an earlier stage.

Each of these stages has general phases through which progression is

made. Schlenoff (1975) explores stages in the rehabilitation and

career development of quadriplegics. These six stages are; denial,

mourning, acceptance, exploration, crystalization, and employment.

Counseling and guidance is emphasized with each stage. Schlenoff

cites the physiological and psychological factors that come into play

and the importance of "how he views himself and how he feels others

view hirri." (p. 7).

Employment has often been held to be the successful rehabilita-

tion goal. Financial independence has been a common measure of the

successful rehabilitant. Research in the vocational setting by

Dvonch, Kaplan, Grynbaum, and Rusk (1965) found that education, age,

and the ability to drive a car enhance the possibilities for vocation-

al success. They further state, "Satisfaction with self is closely

linked to satisfaction with our productive efforts." (p. 761). The

younger, more highly educated, and mobile person is seen to have a

better chance of success. The relationship of these variables to
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self-concept was not explored in this study.

The importance of self-concept in psychosocial adjustment is

underscored by Siller (1969). He comments that rehabilitation is

virtually impossible without the understanding of how the cord-

injured perceive themselves, and their extended and immediate inter-

personal environment. He proposes that the focus in rehabilitation

should lie in helping that person reconstitute his self-image in

approving terms. Siller continues (p. 294):

Among the nondisabled, a primary reaction of many asked
to contemplate the possibility of crippling is that they
would rather be dead. Perhaps a fuller statement should
be, "As a cripple I would no longer be my recognizable
self and therefore I am horrified at the possibility of
losing my ego. For all practical purposes I would then
be dead, because the self that I know would not exist.

The implications for where the goals of rehabilitation lie seem evid-

ent, according to Siller. Promotion of ego integrity and feelings of

self-worth assist a person towards reformulating a self that approves

of continuing to be, despite discontinuities with its past identity.

Maslow (1954) cites the importance of self-esteem, stating that

once it is achieved the individual can go on to actualizing his

potentials. Singh and Magner (1975) state the importance of self-

concept to the cord-injured in relation to how he feels, acts and

reacts, and how others react to him. In research done with cord-

injured women it was suggested that there is a relationship between

sexuality and self-concept, with those who overall felt better about

themselves and were sexually active showing better adaptation to

their disability (Fitting, Salisbury, Davies, and Mayclin, 1978). It

was stated that "Basic to the total rehabilitation process are a

person's feelings of self-worth or self-concept." (p. 145).
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Carlson (1979) initiated a study exploring the relationship

between conceptual style and life satisfaction following a major

physical loss. The sample consisted of 54 paraplegic and quadri-

plegic men whose injuries occurred at least 18 months prior to the

study. Results showed that the life satisfaction measures could be

reduced to four underlying dimensions:

1. Family relationships,

2. Intimacy, subjective reactions, and personal maintenance,

3. Social presentation of self, and

4. Tension and its management.

Tension management and intimacy correlated significantly. One who

manages tension well is more apt to relate on an intimate basis than

the individual whose tension is high and managed poorly.

A study by Kemp and Vash (1971) dealt with long-term adjustment

of the cord-injured. The degree of productivity exhibited by these

persons was taken as an index of their over-all adjustment. Produc-

tivity was measured by:

1. Employment and/or educational status,

2. Sources of income,

3. Avocational activities,

4. Organizational participation,

5. Place of residence, and

6. Special responsibilities.

The variables found to be of importance were the number and type of

goals set, the attention paid to physical loss, creativity, and the

degree of interpersonal support received. Positive correlation

existed as well between each of these factors. From this, Kemp and
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Vash suggest that the more successful persons were more psychologi-

cally integrated. This corresponds to statements by Siller (1969)

regarding ego integrity and successful rehabilitation.

The more productive persons were characterized by effective
social and intellectual functioning, and high self-esteem
and assurance. (Kemp and Vash, 1971, p. 274).

Research is limited that investigates the self-concept of the

long-term cord-injured and its relationship to attitudes and selected

life style or demographic variables. The research by Carlson (1979)

and Kemp and Vash (1971) dealt with the long-term cord-injured,

although they did not examine singularly the issue of self-concept.

Other studies have dealt with this issue in varying degrees in the

acute stages of injury. There appears a need for investigation in

this area.
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Importance of the Study

Limited research has been done with the long-term spinal cord-

injured. The vast majority of work has dealt with the acute phase of

the injury, and at the transitional and follow-up periods when the

cord-injured are re-entering home and community life. Research has

been done with self-concept, life satisfaction, body image, etc., but

this has focused in the initial stages of disability up to several

years post-injury.

Verkuyl (1970) states, "Practically nobody is able to digest

psychically the consequences of an acute spinal cord lesion within

four years after its occurrence" (p. 270). Siller suggests that

those having gained their experience working with the newly disabled

be exposed to persons with the same conditions five, ten and twenty

years post-trauma. He states, "Reactions, central affects, attitudes,

expectancies, life situations, and so on are so different as almost to

suggest a different kind of psychological analysis" (p. 293).

There appears a need to examine how these long -term disabled

feel about themselves. What are their successful or unsuccessful

coping behaviors? How have they fit in and have they resocialized.

Singh and Magner (1975) emphasize the importance of self-concept in

the cord-injured, "It influences whether he will desire, seek, cooper-

ate with, participate in, or successfully utilize rehabilitation

services" (p. 5). Teal and Athelstan (1975) remark on the obvious-

ness of the self being subjected to severe stress in cord-injured
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persons and state that, "this has been recognized in the literature

for many years." (p. 265). It seems relevant to try and determine

what impact attitudes, activity levels and demographic variables have

on the cord-injured's feelings about themselves. Are there factors

that can be consistently demonstrated to positively or negatively

affect self-concept?

Knowledge in these areas would hopefully be useful to the cord-

injured person as well as those in a significant-other or health-care

relationship with the cord-injured. By investigating the various

intrinsic and extrinsic factors which may significantly correlate

with the cord-injured's self concept, current and potential frame-

works for servicing this population could be evaluated.



13

Limitations of the Study

This investigation was confined to a limited population of

traumatically spinal cord-injured persons. The population was not a

random sample and generalization of study results to the total cord-

injured population must carry this restriction. It is recognized

that this research is specific to the culture represented by the

respondents. The individuals participating in this research may or

may not represent a normal distribution.

A further limitation rests with the assumed validity of the

Tennessee Self-Concept Scale in accurately measuring dimensions of

self-concept. Additionally, this instrument (TSCS) has not been used

with a disabled population in establishing normative data.
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Definition of Terms

The definition of terms included in this study were adopted for

the particular purpose of this investigation.

Activity Levels - This refers to the, level of activity that is re-

ported. Examples of this are:' enrollment in post-disability educa-

tional programs; assistance required; sexual activity; predicted

independence level; frequency in leaving place of residence, and

transportation used most often.

Attitudes - This is in reference to: perceived physical independ-

ence capability; hope of a medical breakthrough; and inclination to

be more mobile if transportation were more readily accessible.

Cord-Injured - This term is synonymous with paraplegia and quadri-

plegia.

Demographic Variables - This includes a variety of environmental,

situational, and demographic influences. Examples from this study

include: age; sex; age at injury; level of injury; income source;

income level; total education; and living status.

Paraplegia - The paralysis of both legs and the lower part of the

body, to varying degrees, resulting from injury to the spinal cord at

the thoraxic or lumbar vertebrate.
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Quadriplegia - The paralysis of all or part of both legs and arms

resulting from injury to the spinal cord at the cervical vertebrate.

Self-Concept - Self-Concept is a term perhaps best described for this

study by Fitts (1971):

Self theory holds that the self-concept is the frame of
reference through which the individual interacts with his
world. Thus, self-concept is a powerful influence in
human behavior. We can never completely understand another
person's action or perfectly predict his behavior, but
knowledge of his self-concept can advance such understanding
and prediction. (p. 3).

Tennessee Self-Concept Scale (TSCS) - This scale is an instrument

developed by William Fitts in 1965 that measures an individual's per-

ception of himself. It consists of 100 self-descriptive statements

which examine dimensions of self-concept referenced with physical,

moral-ethical, personal, family, social, and total self.
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CHAPTER II

REVIEW OF THE LITERATURE

Self-Concept

The concept of self in the behavioral science literature was

pioneered by William James and Charles Horton Cooley. Since then it

has been a central part of numerous theories. Fitts (1971) asserts,

"Self theory is strongly phenomenological in nature and based upon

the general principle that man reacts to his phenomenal world in

terms of the way he perceives this world." (p. 3). Cooley (1902) and

Mead (1934) describe features of self-concept from a social inter-

actionist frame of reference. It was Cooley's postulate that the

self imagines a perception of itself in the mind of another and this

affects behavior. Along similar lines, Mead felt that the individual

will conceive of himself as he sees significant others conceiving him,

and he will act in accordance with these projected expectations.

Rogers has been a major proponent of self theory. He states,

"Most of the ways of behaving which are adopted by the organism, are

those which are consistent with the concept of self" (Rogers, 1951,

p. 507). Rogers (1961) and Seeman (1959) emphasize the development

and realization of an individual's potential. This is in accord with

Maslow (1954) and his emphasis on "self actualization". Rogers terms

this "the fully functioning person" while Seeman describes it as

"personality integration."
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There are many definitions of self. Several of these are:

Whatever the self is, it becomes a center, an anchorage
point, a standard of comparison, an ultimate real. Inevitably
it takes its place as a supreme value (Murphy, 1947).

The self is not a thing; it is a complex process of
continuing interpretative activity -- simultaneously the
person's located subjective stream of consciousness (both
reflexive and nonreflexive, including perceiving, think-
ing, planning, evaluating, choosing, etc.) and the result-
ant accruing structure of self-conception (the special
system of self-referential meaning available to the active
consciousness) (Gordon and Gergen, 1968, p. 116).

Fitts (1971) states the importance of self-concept in understand-

ing and predicting behavior. He further states (1972, p. 3) "the more

optimal the self concept, the more effective the individual will

function." Fitts ties this in with rehabilitation in stating it as

being a matter of helping the individual in actualizing and utilizing

his own resources:

Rehabilitation can then be conceptualized as a multifaceted
process aimed at facilitating the self-actualization of
individuals. Clearly one cannot actualize some portion of
the self that has never been there (a missing leg, eye, or
happy childhood) nor can these missing parts be restored.
However, the self as a whole can still grow, develop, and
actualize its other potentialities and, in the process,
compensate for its impairments. Disabled and handicapped
persons have a greater need for self-actualization than
others but the drive for... (it) may be weakened (Fitts, 1971,

P. 5).

Kemp and Vash (1970) reported a consistent and large difference be-

tween "productive" and "non-productive" cord-injured. One personality

test characterized those considered productive as effectively function-

ing in social and intellectual areas and having high self esteem and

assurance. High anxiety, pessimism, and inadequate social functioning

characterized the less productive persons.
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Power and Sax (1978) state the importance of the neurological

disease being considered within the context of total human involve-

ment, with adaptation demanding the reorganization and acceptance of

the self within the context of this involvement.

An adult who is paraplegic, deaf, cerebral palsied, or
convalescing from an operation will assume the role his
self-perceptions dictate. What seems to distinguish an
"able person" from a "disabled person" is not the
manifest nature of the disability itself, but the degree
to which he emphasizes his competencies, accepts his
limitations, and feels consistently positive about his
own personal worth and dignity as a human being (Fitts,
1971, p. 10).

Goldberg (1977) states as regards the cord-injured, "As the

person gains control over his physiological functions, as he learns to

compensate for lost function ... he moves to a state of realistic

acceptance of the present and planning for the future" (p. 16).

Shontz, Fink, and Hallenbeck (1960) hypothesized that self-

actualization of the chronically ill is hindered or obstructed due to

an emphasis on Maslow's physiological and safety needs. Their con-

ception was that until these needs were fully satisfied, higher order

needs would not be realized. The authors requested 42 physically

normal persons and 31 chronically ill individuals to assign relative

values to 24 physical and psychosocial factors. It was concluded that

"The basic balance of personal values between psychosocial and phy-

sical factors is only slightly disturbed by chronic physical illness"

(1960, p. 146).

Fink, Skipper, and Hallenbeck (1967) in a later study looked at

the relationship between need satisfaction (as related to Maslow's

hiearchy) marriage satisfaction, and physical disability. Subjects in

this study were not preoccupied with their health. status to the
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exclusion of the higher needs of esteem and self-actualization. The

authors stated some individuals showing an inverse relationship

between physical condition and physiological need satisfaction.

"Coping with the hardships of a disability becomes a challenge and an

achievement-generating situation and . . . is itself an esteem-

producing and self-actualizing activity" (p. 72).
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Psychosocial Aspects of Disability

McDaniel (1977) talks of the problem of social isolation with

the chronically ill. "Physical disabilities and chronic illness,

especially when they interfere with communication and mobility, may

also be expected to disrupt social participation, recreation, and

interpersonal relations (p. 61). He cites increased attention by

communities in terms of access and removal of barriers as decreasing

certain aspects of isolation. McDaniel emphasizes, as did Fitts

(1971) the fundamental need for rehabilitation specialists to under-

stand and predict.the emotional response of those persons who are ill

or disabled.

The rehabilitation of individuals is dependent upon the
understanding and prediction of their behavior. If the
self-concept is a means toward better understanding and
prediction of behavior, then it should be a significant
variable in rehabilitation (Fitts, 1971, p. 3).

He notes this has not been an emphasis in rehabilitation, "it has only

been relatively recently the behavioral scientists became interested

in the problem" (p. 65). Particularly in the rehabilitation setting,

the staff should be alert to situations of change and transition; as

the "patients perceptions and appraisals are accurate ... they possess

the necessary resources for behavior modification" (p. 67).

Kemp and Vash (1971) examined productivity in the long-term cord-

disabled. Their final sample of 60 cord-injured persons had an aver-

age duration of disability of 11 years. The California Psychological

Inventory results showed the more productive subjects scoring
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consistently higher than the less productive subjects on all scales

except femininity. The Adjective Check List showed similarly higher

coping skills per purported personality variables measuring such

skills. The mean difference on the ACL was not as great as on the

CPI. Productivity was measured in terms of employment, income,

avocational pursuits, residence, and special responsibilities. The

more successful persons were determined to be more psychologically

integrated in their emotional, social, and cognitive-motivational

spheres as defined in this study.

Meyerson (1968) and Swenson (1976) used a locus of control scale

in measuring sense of competence in the spinal cord-injured (Meyerson)

and successful rehabilitation of the cord-injured (Swenson). Meyerson

reported that degree of disability, problems of the disability as

determined by the Handicapped Problems Inventory, and employment did

not effect sense of competence by Rotter's Internal vs. External Locus

of Control Scale. Race was the only demographic variable useful in

this study in predicting sense of competence. Whites demonstrated a

more internal locus of control than did blacks. In contrast with

this, Swenson found that locus of control orientation did affect

productivity and satisfaction of life for the cord-injured. Four

operational measures of productivity -- work activity in the home,

avocational activity, educational activity, and paid employment --

significantly correlated with an internal locus of control. It was

found that locus of control expectancy (as measured by Rotter's I - E

Scale) and satisfaction with life did not correlate with the level of

spinal cord-injury. This is in accord with research by Meyerson
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(1968) and Kemp and Vash (1971). In the Swenson study, persons more

active and productive reported more life satisfaction. This was felt

to be a major criterion of successful rehabilitation.

Frielich (1977) studied the vocational and avocational adjust-

ment of the cord-injured in relation to demographic characteristics,

physical functioning, role activities, and retraining activities.

The Index of Rehabilitation Success, the criterion variable assumed

that successful adjustment is a measure of full-time work, part-time

work, frequency of community participation, frequency of leisure time

activities and inactivity in any of these areas. Significantly

correlated with rehabilitation success were marriage status, SES

level, family income, age of injury, physical independence, and post-

disability education. Retraining and educational recommendations

that came from this study emphasized assistance in increasing the

interpersonal relationship skills of this population and raising

levels of self-esteem which would facilitate vocational and leisure

pursuit activity.

Another study (Carter-Joynt, 1977) dealt with self-esteem,

rehabilitation success, and economic cost in a comparison between an

experimental and traditional rehabilitation program. Results showed

no difference in self-esteem or rehabilitation success between groups.

The experimental program did appear to foster increased physical and

social independence, better prepared participants for community life,

and was more cost effective than the traditional program.

Schlenoff (1977) examined psychosocial characteristics related to

the employment status of quadriplegics. He compared employed and

unemployed quadriplegics in relation to anxiety level, sociability,
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and self-concept. Findings indicated no significant difference

between groups in anxiety level and sociability. That unemployed

quadriplegics would have a lower self-concept was found to be signifi-

cant at the .05 level.

Carlson (1979) explored the relationship between conceptual

style and life satisfaction following spinal cord-injury. The sub-

jects were 54 male paraplegics and quadriplegics who were at least 18

months post-injury. Conceptual style was based on four belief systems

that differ structurally along a concreteness-abstractness dimension

(derived theoretically by Harvey, Hunt, and Schroeder, 1961). Life

satisfaction was clustered in four areas:

1. Family relationships,

2. Intimacy, subjective reactions, and personal maintenance,

3. Social presentation of self,

4. Tension management.

Clusters 2 and 4 correlated most highly with each other (r = 0.43)

indicating that a person who handles tension well can better relate to

another on an intimate basis than one who manages tension poorly.

Generally, there was the predicted positive association between con-

ceptual abstractness and life satisfaction. Abstractness was found to

significantly relate to the Liking For Self Roles Scale.

Roessler (1978) looked at the life outlook, hopes, and fears of

persons with spinal cord-injury. Roessler compared quadriplegics,

paraplegics, and a normative group. Paraplegics and quadriplegics

held an optimistic view of the future though quadriplegics viewed the

present significantly lower than either the normative or paraplegic

groups. Quadriplegics and paraplegics tended to view the past -more
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favorably than did the normative sample. Hopes for good health were

more often reported by quadriplegics and the normative sample, while

more paraplegics expressed hope for steady and congenial work. Family

hopes were mentioned by all three groups. The two disabled groups

had more fears in areas relating to self-development, lack of social

acceptance, emotional instability, and sense of personal worth. The

normative sample showed more health-related fears than either the

quadriplegics or paraplegics. In comparing low, moderate, and high

hope subgroups, the relationship of moderate hope to positive rehabili-

tation outcome was supported.

Fitting, Salisbury, Davies, and Mayclin (1978) investigated self-

concept and sexuality in spinal cord-injured women. They interviewed

24 women between the ages of 20 and 40 with an attitude questionnaire

and a taped interview. Time since injury was at a mean of 8 years,

with age of injury having a mean of 20. All had graduated from high

school with 22 going on to college. Forty-six percent were single, 8%

were widowed or separated, 12.5% were divorced, 21% were married, and

12.5% were living with a significant other. In feelings of attract-

iveness before and after injury, 57% did not change their self per-

ception; 20 of the women post injury felt themselves to be very or

somewhat attractive, while 22 pre-injury viewed themselves in the same

category. Physical beauty and intellect were felt to be their great-

est attribute pre-injury, with empathy with others felt to be their

greatest attribute post-injury. Sixteen of the women felt themselves

to be a very or somewhat active sexual partner after injury, while 7

were in this category pre-injury (some of the women were quite young

pre-injury). Twenty-two indicated a changing image of themselves post
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injury, 7 of these felt all or part of this change accrued from the

maturation process. These women perceived themselves as more assert-

ive, more independent, more active sexually, more intellectual, and

more honest with themselves after injury. Most of them mentioned a

lack of understanding by health professionals of their sexual needs,

and this lack of sensitivity served a hindrance in adjusting to their

disability. The researchers stated that these individuals had dis-

tinctly individual manners of coping with their altered body image

and of integrating this into their self-concept. They go on to

suggest that there is an interrelationship between sexuality and self-

concept in a person's adaptation to an acquired disability.

Teal and Athelstan (1975) in a review of the literature concern-

ing psychosocial considerations of sexuality and spinal cord-injury,

consider the impact of sexuality upon the self.

In considering the topic of sexuality and spinal cord-
injury, a distinction should be made between sex as a
physiological capacity for intercourse, and sexuality, which
goes far beyond the biological factors. It covers a whole
spectrum of attitudes and is reflected in all aspects of the
individual, his relationships, and his activities. People
are sexual beings ...(p. 265).

Depression covers a large part of adjusting to disability, and is felt

to be largely due to a sense of diminished self worth. Teal and

Athelstan cite the importance sexuality can have in enhancing or

diminishing this self worth, "Sexual adjustment thus may play a crit-

ical role in overall adjustment to a spinal cord-injury" (p. 265).

Lindner (1953) compared 20 potent men paraplegics and 20 impotent men

paraplegics who were matched for age, intelligence, education, and

marital status. The impotent paraplegics had more indicated repress-

ion and distortion of reality in projective tests and were much less
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likely to be involved in vocational training than their potent count-

erparts. Lindner hypothesized that due to preoccupation with their

own bodies they had little or no time for social or other construct-

ive activities. This corresponds to Shontz, et. al. (1960) that

until safety and physiological needs are met, the self can't actual-

ize or express its potential. LaBan, Burk, and Johnson (1966) in a

study of 43 cord-injured men found that those impotent had twice as

many surgical procedures, hospitalizations, and physical complaints.

In comparison to the potent individual they missed twice as much

work and their wives were twice as likely to be employed. According

to Teal and Athelstan (p. 267, 1975):

Statistics from studies on divorce rates tend to
indicate that preinjury marriages are approximately
normal in regard to stability, and that the likelihood
of post-injury marriage ending in divorce is less than
for the general population.

Singh and Magner (1975) state that, "It is especially important

to correlate the positive relationship between self-concept and

sexual attitude in spinal cord-injured" (p. 4). Singh reports on a

study done by Weiss and Diamond in 1966 in relation to sexual desire

and activity prior to and after disablement for cord-injured men and

women. Ninety-two percent of males and 48% of females reported

desire before disablement. After disablement 81% of the men reported

desire as did 62% of the women. Sexual activity decreased for males

from 96% prior to disablement to 69% post. Female sexual activity

increased from 52% prior to disablement to 62% after.

Fogel and Rosillo (1969) did a study correlating psychological

variables with progress in physical rehabilitation. The subjects

were 110 hospitalized physically disabled patients. Psychological
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variables were compiled through an extensive psychiatric interview,

while teams of physiatrists evaluated physical improvement. Results

showed that high recovery males and females had high motivation, and

they had high hopes and expectations for recovery -- this is in

contrast to Roessler (1978) that moderate hope best facilitated

rehabilitation success. Verkuyl (1970) in speaking of the role of

hope in the cord-injured, emphasizes that hope is counterproductive

to the rehabilitation process if too little or too much is given.

High recovery patients had more flexibility in shifting goals, such

as vocational ambitions, psychological pursuits, and recreational

outlooks. Age or length of stay showed no significant relationship

to level of recovery.

Stewart and Rossier (1978) examine some general psychological

considerations in the adjustment to spinal cord-injury. The age at

the onset of the disability and subsequently the place in the life

cycle are two factors useful in judging possible effects of the dis-

ability. The nature and timing of the onset is considered important

as this may involve guilt or anger with self or others. There is the

"anniversary reaction", the individual "is often quite unaware that

inexplainable depression is occurring on the anniversary of his

injury" (p. 76). The meaning of paralyzed parts is viewed as an

important factor in adjustment. Psychological ramifications of non-

functionino parts impact on a person both from present and past

influences; examples the authors cite involve physiological and

emotional development issues -- bowel and bladder control (Erikson,

1964) and the awareness of the status and stature of one who can

walk (Erikson, 1968).



28

As did Schlenoff (1975) Goldberg (1977) and Bray (1978), Stewart

and Rossier stress consideration of the antecedent personality struct-

ure and its role in adjustment. Awareness of this is felt to be

effective in guiding interaction and intervention. The authors also

stress generic psychological factors common to all people but differ-

entiated quantitatively with the spinal cord-injured. These are

listed as identity crisis, anxiety, and depression. Stewart and

Rossier have focused primarily on intrapsychic factors in response to

cord-injury. They do acknowledge the "multiple inputs from outside

the individual that influence his internal reactions" (Stewart and

Rossier, 1978, p. 80).

Siller (1969) examines some long term reactions to traumatiza-

tion. Much has been researched and written about initial adjustments

to injury with the acute stages of disablement receiving the brunt of

attention. Siller, in comparing the newly disabled to their same

condition 5, 10 and 20 years later, states, "Reactions, central

affects, attitudes, expectancies, life situations and so on are so

different as to almost suggest a different kind of psychological

analysis" (p. 293). He cites four long-term behavioral patterns:

passivity, dependency, aggression, and compensation. Passivity can

take the form of withdrawing, of going back from involvement. Depend-

ency is characterized as having the correlates of overdependence and

underdependence. Siller cites behavioral aspects of overdependency as

"excessive questioning, self-derogation, inability to make decisions,

and leaning on others" (p. 294). Siller brings up the notion of

secondary gains of dependency. Monks (1976) mentions this as well.

Siller describes overdependency as, "obstinancy, inability to accept
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appropriate offers of help, and unrealistic goal setting" (p. 294).

He states this type of adaptation as being hard to sustain over an

extended period of time.

Aggression is another possible adjustment pattern usually ex-

pressed verbally, less often physically. This individual may direct

this towards himself. Siller (1969) also mentions passive-aggression

as a related behavioral option. Compensation also is considered and

is seen by Siller as, "the most effective of the restitutive mechan-

isms" (p. 294). It may serve to help the person to maintain feelings

of significance and effectiveness.

Bray (1978) is another researcher who looks at psychosocial

considerations beyond the acute phase. He divides into four stages

the life span of the cord-injured. The acute stages of anxiety and

accommodation are followed by the third stage 25 months post-injury

assimilation. The first phase of assimilation is reconstruction.

"It is a tiiie for self-analysis, searching for meaning in life ....

the most propitious phase for vocational evaluation" (pp. 76-77).

This phase can last from months to several years. Integration

follows this. Goals are identified and strategies and objectives are

implemented. Social and personal contacts may be initiated. "They

no longer view themselves as spinal cord-injured people, but rather

as people with spinal cord-injuries (Bray, 1978, p. 77). The final

phase in assimilation is acceptance. This is the struggle to achieve

their potential, to actualize.

Bray follows this with the fourth stage of reflux. It is not

experienced by all but can occur at any time; it is a regression to

an earlier stage. "It usually occurs as a result of a serious
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physical (bladder infections, decubitus, impotence, etc.) emotional

(divorce, separation, death, etc.) or financial insult" (p. 77).

These adaption stages are not mutually exclusive. There is movement

across stages, and according to Bray, the entire process is affected

by premorbid personality. Bray's theory has similarity to Maslow's

(1954) hiearachy. Bray compares his final phase of acceptance to

Maslow's theme of self actualization. He further notes that some of

his adaption processes are similar to the coping patterns of Kubler-

Ross (1975) and Mueller (1967). A study was undertaken to ascertain

the applicability of these stages to program development. Sixty-two

cord-injured individuals were entered in evaluation training pro-

grams. It was hypothesized that individuals injured less than one

year would not be as successful in completing the program as those

injured longer than one year. Sixty-eight percent of those injured

less than one year did not complete the program. A chi square

analysis indicated significant differences at the .09 level. As an

implication of this "limited rehabilitation success with the SCI may

result from our attempting to enter the client into evaluation and

training before he has had sufficient time to adapt to spinal cord-

injury" (Bray, 1978, p. 77).

Alfred (1979) makes the point that a key tenant of vocational

rehabilitation is that services offered to clients "must be finely

tuned to the individual's readiness to participate actively in the

rehabilitation process" (p. 544). He stresses the criticalness of

determining when services would be meaningful to SCI clients at

different junctures in their post-injury development.

Schlenoff (1975) proposes a theory of stage development relating
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to career development of the quadriplegic. As in Bray's (1978)

theory, Maslow's (1954) and various developmental theories, there

are stages and tasks to go through, the completion of which allow a

person to go on to the next stage. Past the acute stages of injury,

Schlenoff postulates the individual entering the exploration stage

(4th stage). This, like Bray's reconstruction stage, is a time of

self analysis. "During this period he is concerned with how he views

himself and how he feels others view him. He must integrate his

disability into his old self (Schlenoff, 1975, p. 7). Along this

line, Goldberg (1977) states that a transitional period following

trauma is required for redirection and integration of vocational

plans. Next, is the crystalization stage which is comparable to

Bray's integration stage. At this point a career plan emerges, and

there is an increase in self esteem. There is confidence in ability

to function and perform. Employment is the last stage in Schlenoff's

theory. He states this as being a crucial time with possibility of

regression if not able to obtain employment. Schlenoff stresses the

clients non-vocational self-concept as being heavily dependent on

his vocational self-perception. "Satisfaction with self is closely

linked to satisfaction with our productive efforts" (Dvonch, Kaplan, .

Grynbaum, and Rusk, 1965, p. 761). As did Bray (1978) and Goldberg

(1977) Schlenoff suggests the importance of the client's premorbid

personality in the rehabilitation process.

Cogswell (1967) did a study of the socialization process of

paraplegia. She studied 11 paraplegics through a series of inter-

views and field observations over a five year period. From this she

identified a common sequence which she judged these paraplegics
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followed. This involved abandoning the old role, identifying with

new, overemphasizing the new role for mastery of skills, and

integrating the new role into their total constellation of roles.

Timing in going through this process was not considered important, as

there was wide variation among subjects in passing through a given

step. The long term cord-injured would be at the point where gener-

ally the physical condition is stable and most physical skills have

been mastered. The mastery of social role skills comes into play

when the paraplegic is living in the community. The stigmatizing

effects of the disability may be reduced by the paraplegic in three

ways:

1. By limiting social encounters to social others and social
settings where they feel stigma is least salient;

2. By projecting a definition of self as worthy;

3. By becoming skilled in eliciting positive definitions of
self from others (Cogswell, 1967, pp. 20-21).

The fourth step, integrating the new role into the constellation of

roles, allows the paraplegic to pay less attention to the details

and preoccupation of the disabled role. This gives them opportunity

to activate other roles and incorporate their new role into their

total constellation of roles. Results of the study showed six para-

plegics completing the fourth step. Cogswell states that if social-

ization is successful, the individual will resume a fairly normal

array of roles one-to-three years after leaving the hospital. This

hypothesis is in contrast to some other theorists as regards adjust-

ment of the cord-injured and length of time for this to take place

(Schlenoff, 1975 and Bray, 1978). Cogswell states, "Although all of

the paraplegics tended to follow the sequence of role mastery ...
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they arrested at various points along the way, only a few completing

the course" (p. 23). Cogswell does state that step 3, mastery of

role skills, may be a long, drawn out process lasting for a number of

years. She also states that the fourth step may be a gradual process

for paraplegics.
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The Disabled Role

Lipp (1977) examines aspects of severe disability in relation to

diminished social functioning and impaired ability in role perform-

ance with family and friends. He speaks of dramatically visible

disability resulting in lowered societal expectations in comparison

to not so evident disabilities. These lowered expectations may

result in this population seeing themselves in the same way. Lipp

maintains that for the disabled there is a continued definition of

"sick" with subsequent expectations of dependency, passiveness, and

compliancy. Also carried is the label of "handicapped" with views of

impairment and imperfectness.

The disabled, like all of us, have a desire for social
approval; and again like so many of us, much of their own
self-esteem is dependent upon the esteem in which they are
held by others.

In addition to the ordinary diverse roles which all
human beings have to fill, the disabled person must juggle...
additional kinds of expectations (p. 88).

Lipp notes the frequency of mourning the loss of ones previous self,

and states the importance of these individuals, in view of self-

concept, of learning to make the transition from seeing themselves as

sick to seeing themselves as different, without losing their own

sense of humanity.

The disabled role has been defined by Kutner and Abramson (1976)

as having the characteristic requirements that the individual:

1. Make efforts to overcome his handicap.

2. Adapt to the disability,
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3. Compensate by use of unaffected parts,

4. Work and be socially active to some degree.

The role may include aspects of legitimate dependency relative to

the degree of the disability. The authors speak of "role disorders",

disturbances in role-taking resulting from decreased performance in

functional acts. They go on to state that following a severely dis-

abling condition, "all social roles may be terminated or sharply

curtailed except for two: first the sick role, then the disabled

role." Kutner and Abramson stress the psychosocial ramifications of

the role dysfunction. The sterotype (Wright, 1960) and stigmatiza-

tion "spread" to other areas implicating the viability of intact

functions.

Family members, friends, associates, employers and
strangers share vaguely negative feelings toward the
disabled person. Others have likened the status of the
disabled to that of a minority group member. Those who
feel hostility toward difference, toward weakness and
toward ethnic minorities also have room for antipathy
toward the disabled.

If society is not ready ... it is no surprise that
the individual senses the presence of resistance to his
re-entry into any functionally useful roles. Indeed,
very likely, he shared the ambivalence of the majority
before he himself became disabled. (Kutner and Abramson,
p. 489).

These authors stress two major efforts in dealing with this role
disorder and dislocation:

1. Strengthen the individual's inner resources (self-esteem,
initiative, decision-making abilities, morale and
motivation) and

2. Strengthen the relationship between the patient and his
immediate family.

Teal and Athelstan (1975) look at some specific aspects of role

change in the cord-injured, relating to sexuality. They state that

if there is the loss of capacity for normal erection, ejaculation,
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and fertility, this has a demasculating effect on the male, often

forcing a role reversal into a relatively passive figure. That

women, with a relatively more passive role identity, have less sexual

adjustment problems, has been an assumption. However, there is a

lack of research regarding this issue.

Sexuality also interacts with other roles a person plays in the

community. It's obvious that spinal cord-injury greatly affects

these roles. Cogswell (1967), in a study with 11 paraplegics, exam-

ined socialization processes of this population into the community.

Of initial importance according to Cogswell, is abandoning the

previous role to be replaced. This involves a sequence of:

1. A moratorium when neither the old or new role is in force,

2. A tentative shift into the new role, and

3. Vacillation between the old and new roles.

Assumption of the sick role has transitional benefits towards assump-

tion of the disabled role. The three remaining sequential processes

discussed in this study were identifying with the new role, over

emphasizing the new role for mastery, and integrating the new role

into the total constellation of roles. Much of the success in the

socialization process was predicated by these individuals identifying

with their multitude of other roles along with the disabled role.

A study undertaken in 1970 (Slater, Sussman and Stroud) looked

at how disability upsets the usual patterns of role relationships in

the family. Families have a division of labor measured by participa-

tion in household activities. Disability forces new role structures

for individual family members. The concept was postured that how

well the patient uses his options in forging a new set of roles
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depends to a large extent on previous family interaction experience

and his illness condition. It was found that premorbid participation

in household activities was significantly related to ADL skills and

mobility functioning.

Fink, Skipper, and Hallenbeck (1967) mention the dynamics of

role ambiguity in relation to the severely disabled person. This

involves the individual being subject to different and often con-

flicting sets of expectations. For example, these may derive from

society, medical professionals, individual family members, and self.

This lack of consensus involves both underestimation and overestim-

ation of the individual's capabilities. "Just as no one expects

physical activity of the completely paralyzed, everyone would agree

that the loss of one small toe alone should not prevent anyone from

leading a normal life" (p. 73).

Ambiguity with the disabled role has performance effects.

Thomas (1964) notes that the patient and his family have difficulty

in establishing realistic levels of performance due to expectations

to tolerate prognostic uncertainty. In a similar vein, Parsons

(1951) looks at expected behavior to include dependence, exemption

from normal role responsibilities, and an obligation to want to get

well. Gellman (1974) looks at aspects of rehabilitation that

develop competencies for adequate role performance in major social

areas. He distinguishes a handicap from disability by stating,

"handicap refers to a decrement in functioning resulting from the

impact of a negative self-image or negative social attitudes toward

the disabled" (p. 3). He notes the effect of social handicapping

and the importance of altering the social environment. Effective
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performance in major cultural roles, according to Gellman, is

difficult through others' regard of disabled individuals as atypical

or different. This results in this population seeing themselves as

different or stigmatized. Strauss (1975) speaks of visible symptoms

as not being simply a matter of physiological appearance but of

learned perceptual capacities. He goes on to say:

So powerfully intrusive are some symptoms that chron-
ically ill people often experience what may be termed
"identity spread". That is ... people assume they cannot
act, work, or be like ordinary mortals. Blind and physically
handicapped men and women are continually having to cope
with people rushing up to help them do what they are quite
capable of doing or being treated in other ways as only blind
or only physically handicapped. The same is true for the
chronically sick who happen to have visible symptoms. Non-
sick persons, especially strangers, tend to overgeneralize
the sick person's visible symptoms. These come to dominate
the interaction unless the latter uses tactics to normalize
the situation (p. 60).

The "sick role" carries a different connotation with different

expectancies than the "disabled role." Parson's (1951) in "The

Social System", presumes four aspects of the sick role:

1. The sick person is exempt from social responsibility.

2. The sick person cannot be expected to take care of himself.

3. The sick person should want to get well.

4. The sick person should seek medical advice and cooperate
with medical experts.

Gordon (1966) examines behavioral expectations regarding the sick

role stating a tendency to treat the ill person as dependent, with

social pressures serving to discourage normal behavior. In what he

terms the "impaired role", social pressures are aimed at maintaining

and aiding normal behavior within the limitations of a given con-

dition. There is recognition that extra effort is involved if the
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impaired person is to be independent.

Along this line, Safilios-Rothschild (1970) in reviewing med-

ical and sociological literature, holds that expectancies regarding

the disabled role are:

1. The disability should be accepted and lived with.

2. The person should pull himself together and carry on normal
social roles to his utmost capacity and ability within the
restrictions of the impairment.

3. There should be motivation towards as much normalacy as
possible.

4. If ambulatory and stabilized, the disabled person is not
exempt from the performance of his social roles, tasks,
and activities.

5. Rehabilitation should be pursued fully towards the end of
gainful employment. Living off compensation or government
dole is socially discouraged.

Callahan, et. al. (1966) in examining the sick role in chronic

illness, cite five criteria set by the National Commission on Chronic

Illness in the United States:

1. Permanency of disease;

2. Some residual disability;

3. Caused by irreversible pathological process;

4. Requires special training for rehabilitation;

5. Needs long period of observation and care.

If one or more of these criteria are met, an illness can be consider-

ed chronic. The authors go on to state that the permanent sick role

or quasi-sick role is either viewed with extreme disfavor by American

society or viewed with unawareness and disinterest.

Twaddle (1979) discusses what Gordon termed the "impaired role."

The role is characterized as carrying a degree of ambiguity from the
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perspective of societal standards in that the normal expectation for

well people and the special expectations for sick people would be

considered inappropriate. In recognition of deviance from the norm,

such individuals must define the new capacity level as normal for

them. They are not exempted from normal activities, according to

Twaddle, but are expected to engage in them as much as possible

within the limits of their impairment. This relates to Goffman's

(1963) notion of stigma. Suth persons have some characteristic that

is discrediting to their personal identities. Cogswell (1968) states

"paraplegics must learn the physical and social skills necessary to

play the role with sufficient ease to prevent contamination of their

identity as well as their performance of other roles." Paraplegics

are their own socializing agents as regards the skills of stigma

management. There is little or no help apparent in socially relating

to the non-disabled community. Cogswell views salience of disability

as a stigma varying with the type of person encountered, type of

social setting, and the paraplegics definition and projection of self

as worthy or demeaned. It also varies with his skill in managing

others' definitions of his disability.
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The Family in Disability

There has been stated emphasis on active involvement of the

family in the rehabilitation process of the cord-injured. A

research program in 1976 in Georgia (Bray, 1978), instigated a

family rehabilitation program designed with three sessions to educate

and involve families in rehabilitation. Session I is an assess-

ment of family knowledge and information, practices and behaviors,

and attitudes. Critical information needed by the family in each of

these areas was determined, with teaching modules and staff instruct-

ion given in these areas. Session II involved counseling and train-

ing focusing on four criterion areas: medical, social, psychological

and vocational. When possible, the patient lives with the family

during this period in a cottage adjacent to the rehabilitation

center. Session III takes place within two weeks of the patient's

discharge. This is a 'hands on' experience, involving review, re-

evaluation, and problem-solving. After discharge, the family is

visited at six weeks, six months, and then at yearly intervals for

re-assessment and evaluation. Family adjustment often paralleled

patient adaptation. In a similar vein, Bruhn (1977) reports that

family members "have been found to go through states associated with

cancer similar to those the patient experiences" (p. 1060). Weller

and Miller (1977) cite examples of this in stating that the denying

patient makes it possible for the family to deny along with him.

Depression evokes mirror feelings in those associating with the
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patient and "is the most difficult state of all for family" (Weller

and Miller, 1977, p. 14). These authors emphasize the involvement

of family, staff, and patient in communicating feelings, and planning

care strategies.

Fitting, et. al. (1978), Teal and Athelstan (1975), Lindner

(1953), LeBan, et. al. (1966), and Singh and Magner (1975), in re-

search dealing with sex and sexuality of the cord-injured, cite the

importance of this component not only in rehabilitation success, life

satisfaction and improved self concept, but also in familial inter-

actions and marital happiness. Goldberg (1977) states that for men

and women acculturated to conventional modes of sexual expression,

that it may be useful to undergo a program of sex education and

counseling. He mentions a sexual education program for spinal cord-

injured adults and their spouses or friends (Cole, Chilgren, and

Rosenberg, 1973).

In a study by Roessler (1978), family hopes were mentioned as

being important by quadriplegics, paraplegics, and the normative

population. Generally, hopes "clustered around self and family

rather than social values or the international scene" (p. 104). In

this study, quadriplegics showed less concern for deterioration in

family living than did paraplegics. Low hope individuals were more

often separated or divorced than other clients. The author cited

unstable family conditions as a contributor to their pessimistic life

outlook.

Carlson (1979), in research dealing with life satisfaction

following spinal cord-injury, found that though respondents were

generally satisfied with life, the most common source of
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dissatisfaction was in family and intimate relationships. Kemp and

Vash (1970) studied 50 cord-injured persons at five years or more

post-injury. One measure of successful coping and productivity was

the amount of interpersonal support received. In differentiating

between quadriplegics and paraplegics, it was found that when high

levels of support were provided, both groups were equally productive;

when support was low, quadriplegics were significantly less product-

ive while paraplegics were unaffected. Goal setting was also found

to be a major determiner of Productivity with successful persons

expressing goals in the vocational, social, and family areas while

less productive persons focused on goals of regaining bodily

function, materialistic goods, and avocational pursuits.

Frielich (1977) did a study of avocational and vocational

adjustment of cord-injured individuals. Two variables related to the

respondent's rehabilitation success were: presently married, and

recipients of a higher family income. Role activities as a family

member or current living arrangements did not correlate significantly

with rehabilitation success. In research by Schlenoff (1977),

psychological characteristics were related to the employment status

of quadriplegics. Significant at the .05 level was one study result

that found that unemployed quadriplegics perceived themselves as

having lesser degrees of emotional support than employed quadriple-

gics. There was no difference found in degree of sociability between

the two groups as measured by the Sociability Scale of the California

Psychological Inventory.

Getchel (1976) examined health program maintenance by males with

spinal cord-injury. A hypothesis not supported by the study was the

expected positive relationship between the level of health
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maintenance and the number of significant others in the individual's

environment. The rationale for the original hypothesis was that due

to dependency imposed by physical restriction, the presence of

"significant others" in the environment would facilitate maintenance

of optimum health. Quadriplegics listed more significant other

persons (13.4) than did paraplegics (8.9). Most often mentioned

were parents, wives, children, other relatives, and friends.

A persons disability is seen as affecting to varying degrees

significant others, and they in turn affect the disabled person.

Schlenoff (1975) states, "The attitude of the family is of utmost

importance and can influence the client's own perspective" (p. 4).

Jacobs (1978) stresses the need for psychological and social counsel-

ing of the disabled person and his family. He proposes that such

support should be immediate and continue on a long term basis.

Slater, Sussman, and Stroud (1970) state that for long-term recovery,

the family context, "has more to do with rehabilitation outcome than

considerations of the patient's characteristics or conditions,

continued therapy, or spontaneous physical recovery" (p. 610).

Conroe (1974) in a similar vein, sees rehabilitation as a cooperative

endeavor, where patient, family, and staff interact to bring about

"necessary modifications in the life style of the individual who has

the spinal cord-injury as well as of significant others in his or her

life" (p. 35). Goldberg (1977) cites the need for additional

research on alternative modes of community adjustment and family

support.

Garrett (1975) says that level of injury is the least important

factor in the cord-injured's return to the community. Intellectual
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and psychological capabilities, family support ... are much more

important factors" (p. 65). According to Garrett, having family

and social success is as major a rehabilitation objective as is

meeting the much emphasized vocational goals.

Fogel and Rosillo (1969), in one dimension of their study exam-

ining psychological variables in rehabilitation, found no significant

relationships with a variety of family factors and their influence on

patient attitudes. Negative factors of family criticism, conflict,

problems, etc., were contrasted with positive factors of support,

encouragement, optimism, etc.. No relationship was found for the

males, females, or total data. The authors couldn't explain the lack

of significance in this area and suggest that additional research

would be useful.

McDaniel (1976) reports that in a study of progress of 100

orthopedically disabled persons, there was no apparent relationship

between the degree of family solidarity and rehabilitation response.

Another study found family support, as demonstrated by encouragement,

active interest and acceptance, showed a significant relationship

with the individual's rehabilitation response (Litman, 1962).

McDaniel (1976) cites a study by Deutsch and Goldston in 1961 which

dealt with 39 severely disabled polio patients and their families.

Results showed that patients who were children, adolescent girls, or

married or unmarried women were more likely to receive home care,

when the determination was made as to which patients would return

home and which would be left institutionalized. Adolescent boys and

married and unmarried men were less likely to receive home care. It

was also found that expectations of the family in regard to favorable
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patient prognosis strongly related to willingness to provide home

care.

Siller (1976) states that the disability condition is not the

central factor in whether the disabled individual becomes more or

less peripheral in the family structure, or whether dominance

patterns change, and so on. Consequences may be negative. On the

other hand, Siller asserts, family solidarity may be enhanced through

the group defining their goals in a way that does not diminish their

disabled member. Bruhn (1977) concurs with this in stating that

roles must be changed and reallocated in ways which minimize a sense

of personal loss and prevent the person's psychological and social

withdrawal from the family. "Although the presence of a person with

a disability might require special efforts from a family or group,

it does not mean that this expenditure necessarily has a negative

implication for the relationship" (Siller, 1976, p. 479).

Kutner and Abramson (1970) state emphatically that the family

unit is disturbed when one member is disabled. This requires, "that

the unit itself rather than the patient alone be part of the treat-

ment plan" (p. 494). The authors stress that family members and the

disabled member confront their feelings and attitudes, and deal with

the truths, myths, fantasies, and misconceptions concerning disabil-

ity. Mental health therapists may necessarily be a part of this

experience.

Litman (1974) cites a report by Mueller in 1962 that a para-

plegic's attitude toward his family may be instrumental in overcoming

dependency resulting from extended hospitalization.

Smith (1977) states the importance of the informal social
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network -- family, friends, and neighbors -- as providing vital

supportive services in the disability and recovery process. The

author did a study with 950 disabled workers with data derived from

interviews and from records of disability and rehabilitation agen-

cies. The role of social networks was examined in its relationship

to the recovery process. Results showed a relationship between

favorable recovery and a person's informal social network. Smith

cites a related study by Croog and Levine in 1977 examining the

importance of supportive roles played by kin and quasi-kin in heart

patient operations. The author suggests that formal intervention

systems recognize and use the resources available through the inform-

al system.

Slater, Sussman, and Stroud (1970) researched participation in

household activities as a prognostic factor for rehabilitation.

Conclusions reached were that premorbid participation in household

activities is significantly related to recovery of ADL and mobility

functions during a five year period following hospitalization. For

the sample studied, rehabilitation gains did not correlate with age,

sex, race, social class, marital status, household composition,

employmebt status, or diagnosis. In relating the findings to the

study of rehabilitation and the family, the authors suggest that the

well being of a group relies on the exchange of services among

participating members.

All exchanges are characterized by giving and taking of
unequal amounts and the expectation of reciprocity does not
mean an exchange based on equality. When a disabled person
contributes sufficiently in a family so as not to make the
work of other people all-time consuming and psychologically
disturbing, there is a greater willingness to keep the family
member and work with him toward a favorable rehabilitation
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outcome. In those situations where the disabled person for
any reason is a nonparticipator, and gives very little in
any exchange, there is a natural tendency to remove this
member from the scene in order to reorganize the network of
exchange and reciprocity among the remaining members" (p. 610).

Braham, Houser, Cline, and Posner (1974) researched over a three

year period, the social needs of 47 nonhospitalized persons with

multiple sclerosis. It was found that the greatest number of needs

were in the subject's and spouses's reaction to the illness, the

marital relationship, and children's adjustment, in that order. The

authors cited the results as confirming the findings of others that

extensive needs exist in family functioning and that about one-half

the families are not adequately handling these needs. As regards to

family interactions, Power and Sax (1978) mention the importance of

knowing the family's adjustment to previous illness, previous family

interaction experience, and their style of communication.

Fink, Skipper, and Hallenbeck (1967) studied 36 severely dis-

abled women and their husbands and examined the relationship between

physical disability, need satisfaction, and marriage satisfaction.

Results showed that physical condition of the woman is not a useful

predictor of marriage or need satisfaction in either member of the

couple. Though marriage satisfaction correlated highly with need

satisfaction.
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Dependency and Excess Disability

Kahn (1965) defines the term excess disability as, "where the

functional disability was greater than that warranted by actual

physical and physiological impairment of the individual" (p. 228).

In his research with the aged, Kahn cites finding excess disability

in about 40 percent of all institutionalized aging. He states that

where there are stereotyped expectations of "appropriate" roles,

greater disability is induced than that warranted by the actual con-

dition. Lipp (1977) states that excess dependency occurs usually

with individuals having a bona fide medical disorder, and particular-

ly in older persons under coexistant psychological and social stress.

According to Lipp, dependency has many meanings. It's a means of

maintaining human contact, an expression of general neediness, and a

way of controlling a relationship. These dependency needs, "are

there in all of us ... (however) illness represents a stress which

may tend to exaggerate any neediness in the person's character

structure" (p. 115).

As regards the disabled population, Wright (1960) uses the

Gestalt concept of spread in explaining how people will look at one

aspect of an individual -- physical condition -- and inappropriately

generalize it to other aspects of the person, such as personality or

intelligence. McDaniel (1976) speaks of the principle of devaluation

in conjunction with spread. Devaluation refers to lowered esteem.

These concepts, according to McDaniel, can be seen in the attitude of
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others as well as the disabled person's opinion of himself. "The

disability may not be confined to the actual limits of the impair-

ment, instead, the individual may come to view himself as being

incapacitated in additional ways" (p. 9). He then may become excess-

ively disabled.

Monks (1976) conducted a study examining environment and debil-

ity in the spinal cord-injured. Debility was defined as "the

discrepancy betwe&I a disabled person's theoretical and his perceived

abilities in basic self-care" (p. 177). Direct determinants of

debility were considered to include an individuals physical and

psychological state, and the extent to which he was informed about

his capabilities. Monk studied 45 cord-injured persons, and found

three factors significantly related to debility -- age, age at

injury, and living with parents (all positively correlated). The

subjects level of injury was not related to debility. Another find-

ing from the research showed that those performing less independently

in their daily lives were significantly more debilitated. A further

result indicated that dependency might follow where more help than

necessary was available. Subjects attributed unrealistic dependency

to the fact that help was not often easily avoided. Along this line,

some aides of the disabled persons mentioned reluctance in re-

linguishing this, suggesting that they actively sought a certain

degree of dependency from these persons. Older subjects were found

to expect less help to be given than younger ones.

Expectations of rehabilitation professionals and staff play an

important part in the subsequent dependency levels, or the independ-

ence attained by the disabled individual according to Scranton,
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Fogel, and Erdmen (1970) and Cain (1969). Coler (1965), in discuss-

ing ADL status ratings, comments that the ratings cannot be uncrit-

ically taken as a measure of absolute, objective ADL ability. He

remarks that while aides and therapists disagreed almost completely

regarding changes occurring between the first and second rating, they

had almost perfect agreement in comparing a patient's relative ADL

status to other patients.

Taylor (1974) conducted a study with quadriplegics and para-

plegics comparing their goals for treatment in occupational therapy

with the occupational therapist's goals for their treatment. Find-

ings showed a lack of agreement between therapists and quadriplegics

regarding the importance of various goals and activities. Therapists

and paraplegics showed more goal agreement.

A study by Alston and Daniel (1972) sought to determine how

professional rehabilitation personnel viewed the relative impact of

disability according to vocational, educational, or social areas of

functioning. The respondents perceived in the majority of disability

areas a greater handicap existing in the educational or social areas.

The authors recommend that for maximum rehabilitation success, social

and educational concerns need attention comparable to vocational

emphasis.

Siegel (1969) decries the assumption that the severely disabled

have little or no vocational potential. Vocational rehabilitation

agencies have evidenced reluctance to commit funds to those consider-

ed poor prospects for employment. The author states that medical

and rehabilitation personnel generally preclude the possibility of

independence for quadriplegics. "The quadriplegic, himself ignorant
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of the progress in quadriplegic rehabilitation and unaware of his

potential, accepts these limited goals" (p. 714). Siegel cites a

three state survey tabulating the services provided to quadriplegics

and paraplegics. Generally, a narrow range of services are received,

with few benefiting from specialists trained in spinal cord-

injuries.

Belcher and Clowers (1978) similarly report a lack of concensus

as what criteria most accurately indicate the severity of a disabil-

ity. They state that rehabilitation services vary with the dis-

abled's assessed severity level, "for example, most state vocational

rehabilitation services are not intended for individuals who are too

severely disabled for employment to be an immediate goal" (p. 97).

Weller and Miller (1977) speak of excessive dependency sponsored

by the staff and family members. Overidentification, overinvolve-

ment, the tendency to seek release, and gratification of one's

emotional needs without awareness of how this affects the patient

may encourage excessive dependency. An example cited by the authors

of this is either the family or staff taking over too much respons-

ibility and control for the disabled individual.

Carter-Joynt (1977), in comparing an experimental and tradition-

al rehabilitation program for the spinal cord-injured, stated that

the experimental group found greater usefulness in their program

preparing them for community life than did the traditional program

group members. The experimental program was found to promote higher

levels of social and physical independence than did the traditional

program.

Cogswell (1967) notes the lack of social pressure for
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paraplegics to resume normal role responsibilities, "Expectations by

family, friends, and members of the community are usually far below

paraplegics' potential" (p. 26). She states that it becomes the

burden of the paraplegic to prove to these social others that they

are capable of physical independence, they are people of social

worth, and they have the ability to fulfill many role requirements.

Power and Sax (1978) studied neurological patients and their

families over a two year period. They found that if the family

incorrectly perceived certain aspects of the disability, they placed

the individual in too dependent a role, unwarranted by the condition.

From this, they concluded that the family's attitude prevented the

disabled family member from continuing many of his family duties and

encouraged him to relinguish satisfying social activities. Callahan,

et. al. (1966) stress the "mutual interdependency" between the health

team and patient. This can be communicated to the family and society

as a model for emulation, allowing the person's dependency needs to

be met while stressing his remaining abilities. It is generally

accepted that most quadriplegics have limited independent living

skill capabilities. Representative of this in the literature are

Verkuyl (1977), Garrett (1975), Schlenoff (1975), McDaniel (1965),

Clowers and Belcher (1978), and Siegel (1969). Trigiano and Mitchel

(1970) evaluated 56 quadriplegics with cord legions at C6 or lower.

They concluded that individuals with this level injury or lower can

achieve independence in self-care activities and can become vocation-

ally viable. Ford and Cooke (1971) describe the complete independ-

ence obtained by a quadriplegic with a lesion at the C6 level. This

was done in an intensive program at a rehabilitation center in
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Vancouver, B.C.. Henrikseon (1976) in speaking of the specialized

care of the spinal cord-injured patient comments:

Today no patient should be characterized as hopeless,
chronic, or impossible, until a comprehensive program of
rehabilitation has been carried out and the patient is
motivated to cooperate in seeking as much freedom from
assistance from other persons in daily living as possible
(p. 18).
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CHAPTER III

METHODOLOGY AND PROCEDURES

The intent of this chapter is to describe the hypotheses,

population of the study, instruments used, data collection proced-

ures, and the statistical analysis.

Hypotheses

The following hypotheses are presented in the null form for

purposes of statistical analysis:

1. No significant relationships exist between selected
dimensions of self-concept, as measured by the Tennessee
Self Concept Scale, and selected attutudes and activity
levels of the subjects.

2. No significant relationships exist between selected
dimensions of self-concept, as measured by the Tennessee
Self Concept Scale, and selected demographic variables.

The attitudes, activity levels, and demographic variables are

defined in the Definition of Terms, Chapter I.
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Population of the Study

The population of this study is drawn primarily from Oregon

residents. Approximately 18 percent of the respondents were from

out-of-state. A decision was made to include the out-of-state

respondents in the total sample as there were no significant differ-

ences found between groups. Inclusion of the out-of-state popula-

tion increased the total sample size which was useful for statisti-

cal purposes. In addition, though the out-of-state population is

small, inference can be made that the results of this study could be

generalized to a spinal cord-injured population irrespective of

geographic differences.

The subjects for the study were 71 spinal cord-injured persons

who had been injured for at least four years. Ages ranged from 21 to

62. There were 53 male and 18 female respondents. This is similar

to the reported male/female ratio of cord-injured persons. The

average respondent had completed over two years of post-secondary

school. There were 34 quadriplegics and 37 paraplegics in the final

sample. See Appendix C for frequency tables profiling the population.



57

Instruments

Data for this study was gathered through administration of a

questionnaire, and the Tennessee Self Concept Scale (TSCS).

The Questionnaire

This questionnaire inventories selected attitudes, activity

levels, and demographic variables of the subjects. Decisions as to

what would be included or omitted in the questionnaire were based

upon research findings, as mentioned in the review of literature,

and suggestions from professionals in the rehabilitation field which

indicated a possible relationship between the variable in question

and self-concept. Other items such as age and sex were included for

purposes of control and to confirm evidence suggesting that self-

concept is not influenced by such factors.

The initial 17 questions were constructed for ease of computer

analysis. The final open-ended question allowed the respondent an

opportunity for an in-depth response if so desired.

Tennessee Self Concept Scale

William Fitts developed the Tennessee Self Concept Scale while

working with the Department of Mental Health in Tennessee. Items

were taken from other measures of self-concept: Taylor (1953),

Balestar (1956), and Engel (1959). Ten items were taken from the L

Scale of the Minnesota Multiphasic Personality Inventory, with the
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other 90 items drawn from a pool of self-descriptive items. Seven

psychologists agreed as to the selection criteria for each item and

their classification according to content. The 100 self-descriptive

statements to which the subjects respond range on a five-point scale

from "completely true" to "completely false". The scale is self-

administering and requires no instructions beyond those which are

attached to the instrument.

Using a three step process, the classification system weighs

each item on the following basis (Radford et al., 1971):

1. The positive or negative position of the statement
relative to self-regard (self-esteem or social desirability).

2. The position of the statement within the following set of
three categories on internal frame of reference:

a. Row 1 or Identity -- items pertaining to what the
individual is, his Identity Self.

b. Row 2 or Self Satisfaction -- items describing how a
person feels about himself, the Judging Self.

c. Row 3 or Behavior -- items describing what an individual
does or how he acts, the Behavioral Self.

3. The position of the statement within a set of five categor-
ies of the external frame of reference:

a. Column A or Physical Self -- items pertaining to phy-
sical attributes or functioning, sexuality, state of
health, and appearance.

b. Column B or Moral-Ethical Self -- items dealing with
moral, ethical, and religious aspects of the self.

c. Column C or Personal Self -- items describing personal
worth or adequacy, self-respect, and self-confidence.

d. Column D or Family Self -- items describing the nature
of an individual's relationship with his primary group
(family and close friends) and his sense of adequacy as
a family member.

e. Column E or Social Self -- items dealing with one's
sense of adequacy or worth in relationships with people
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3. e. in general.

This research involves the examination of seven separate dimen-

sions of self as measured by the TSCS. The scores of each column --

Physical, Moral-Ethical, Personal, Family, and Social Self -- are a

composite of the individual's perception of his own behavior, level

of self-satisfaction, and identity. The Total Self Score measures

the subject's overall level of self-esteem; and the Self Criticism

Score examines how defensive or open the respondent is.

The scales, with a brief description of each, are detailed by

Fitts (1965):

The Self Criticism Score. This scale is composed of ten items.
These are all mindly derogatory statements that most people
admit as being true for them. Individuals who deny most of
these statements most often are being defensive and making a
deliberate effort to present a favorable picture of themselves.
High scores generally indicate a normal, healthy, openness and
capacity for self-criticism. Extremely high scores (above the
99th percentile) indicate that the individual may be lacking
in defenses and may, in fact, be pathologically undefended.
Low scores indicate defensiveness, and suggest that the Positive
scores are probably artificially elevated by his defensiveness.

Total Self. This is the single most important score on the
form. It reflects the overall level of self-esteem. Persons
with high scores tend to like themselves, feel that they are
persons of value and worth, have confidence in themselves, and
act accordingly. People with low scores are doubtful about
their own worth; see themselves as undesirable; often feel
anxious, depressed and unhappy; and have little faith or-
confidence in themselves.

Column A -- Physical Self. Here the individual is presenting
his view of his body, his state of health, his physical appear-
ance, skills, and sexuality.

Column B Moral-Ethical Self. This score describes the self
from a moral-ethical frame of reference -- moral worth, rela-
tionship to God, feelings of being a "good" or "bad" person,
and satisfaction with one's religion or lack of it.

Column C -- Personal Self. This score reflects the individual's
sense of personal worth, his feeling of adequacy as a person
and his evaluation of his personality apart from his body or



60

relationships to others.

Column D -- Family Self. This score reflects one's feelings of
adequacy, worth and value as a family member. It refers to the
individual's perception of self in reference to his closest and
most immediate circle of associates.

Column E -- Social Self. This is another, "self as perceived in
relation to others" category but pertains to "others" in a more
general way. It reflects the person's sense of adequacy and
worth in his social interaction with other people in general
(p. 2-3).

Norms

The TSCS norms originated from a sample group numbering 626

people (Fitts, 1965). Ages ranged from 12 to 68; with equal repre-

sentation from both sexes. The group included a wide range of occu-

pations. All economic, social, intellectual, and educational levels

from the 6th grade through the Ph.D. degree were represented.

Table 1 provides reliability data (Fitts, 1965) based upon test-

retest with 60 college students over a two-week period.

Table I -- TSCS Norms and Reliability Coefficients.

Score Mean
Standard
Deviation Reliability

Self Criticism 34.54 6.70 .75

Total P (Total. Self) 345.57 30.70 .92

Physical Self 71.57 7.67 .87

Moral-Ethical Self 70.33 8.70 .80

Personal Self 64.55 7.41 .85

Family Self 70.83 8.43 .89

Social Self 68.14 7.86 .90

The ability of a test to measure consistently and accurately,

providing similar results when administered several times, is a
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statement of its reliability. The reliability of the TSCS was

established by correlating the results when the same individuals

took duplicate forms of the test. Congdon (1958), using a shorter

version of the scale, found a reliability coefficient of .88 with the

Total Self Score. Nunnelly (1968) reported a reliability coefficient

of .91 for Total Self Scores using the Kuder-Richardson split-halves

technique.

As identified by Cronbach (1960), the TSCS has been validated in

four general ways: predictive validity, concurrent validity, content

validity, and construct validity. As regards to predictive validity,

Fitts (1972) dedicated an entire monograph in discussion of the

Scales ability to predict future preformance. Thompson (1972) dis-

cusses concurrent validity using TSCS estimates and estimates from

other measurements. That the items be logically meaningful, a

measure of content validity, was satisfied through the requirement

that each item receive unanimous approval by a team of seven psycho-

logists. In support of construct validity, in determining whether

the instrument can be used to interpret properly the test perform-

ance, Grant (1966), and Vacchiano and Strauss (1968) did factor

analytic studies of the various column scores included in this study.

Vincent (1968) supported construct validity for the Total Self score

in demonstrating relationships with other measures.

In an extensive review of self concept measures, Leake (1970)

concluded:

The advantages of the TSCS have been clearly demonstrated
with respect to the control and detection of irrelevant response
determinants, the confirmation of research hypotheses, and
relatively good standardization and cross validation procedures.
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While many crucial validity relevant issues remain unresolved
with regard to the TSCS, its validity rests upon a broader
base of positive findings than any other self-concept instru-
ment presently available (p. 83-84).
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Data Collection Procedures

Subjects were identified and contacted through: the admin-

istrative office of Vocational Rehabilitation; the Oregon chapter of

the Paralyzed Veterans of America; and Handicapped Student Services

at Oregon State University. Vocational Rehabilitation mailed 110

packets. Each packet contained:

1. A cover letter/questionnaire that outlined the purpose of
the study, gave general instructions, and assured confiden-
tiality and anonymity (Appendix A);

2. One copy of the Tennessee Self Concept Scale with instruc-
tions and

3. A stamped and addressed return envelope.

Several subjects participated in the study through hearing about it

through an article in a Vocational Rehabilitation Newsletter distrib-

uted nation-wide. The Administrator of VR for the state of Oregon

included a letter supporting the research in the packet sent to

their past and present clientele (Appendix B). There were 29

respondents from this mailing.

The Paralyzed Veterans of America, Oregon Chapter, sent packets

to 170 persons on their mailing list. There were 10 out-of-state

respondents from this mailing, and 19 in-state. This packet was

similar to the VR packet. An exception was that there was no return

envelope, though subjects were assured in the cover letter of being

reimbursed for postage by putting their name and address on the

questionnaire.
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Names were received from the Handicapped Student Services of

probable long-term cord-injured persons. These individuals were

contacted by telephone to determine suitability and interest in par-

ticipating in this research. Packets were sent to approximately 30

persons stating an interest in the study. These packets were identi-

cal to those VR used. Two of those contacted were in residential

care facilities and were able to complete the instruments with the

assistance of the researcher. There were 11 other respondents from

this group.

Agency differences in the mechanics of how to process the

packets and in the area of confidentiality resulted in the procedural

differences in contacting subjects.
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Data Analytical Procedures

Multiple regression was selected as the statistical model for

investigating the hypotheses under analysis. The decision to employ

regression analysis was based upon the substantially large number of

independent variables included in the questionnaire. Multiple

regression permits examining several independent factors simultane-

ously, whereas linear regression is a determination of the degree of

association between a single dependent and independent variable.

Multiple regression should more completely assess contributory

influences.

In reference to the questionnaire in Appendix A, both contin-

uous and discontinuous variables were included. Regression analysis

requires all independent variables to be continuous (Moser and

Kalton, 1972) the ordinal and nominal variables must be converted

into what are known as "dummy variables."

For example, in order to regress living status upon a selected

dimension of self-concept, it was necessary to establish (r-1) dummy

variables, where "r" represents the number of classes. Referring to

question 9 on the questionnaire, living status is represented as

follows:
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a
1

a2 a3 a4 a5

Alone 1 -1 -1 -1 -1

With Spouse/Cohabit. Friend -1 1 -1 -1 -1

With Relatives -1 -1 1 -1 -1

With Friends -1 -1 -1 1 -1

Residential Care Facility -1 -1 -1 -1 1

Other (with aides) -1 -1 -1 -1 -1

Variable al equals 1 if the person lives alone and -1 otherwise; a2

equals 1 if the subject is living with spouse/cohabitating friend and

-1 otherwise; etc.. Other variables that do not include exact or

equal intervals also necessitate the creation of dummy variables.

This provides for the inclusion of independent variables measured on

nominal scales, and allows the factors of nonlinearity and non-

additivity to be dealt with.

All regression analyses were conducted on Oregon State Univer-

sity's CDC Cyber 170/720 computer through the Statistical Interactive

Programming System (SIPS). This regression procedure provides an

analysis of variance which includes the total degrees of freedom,

sums of squares and mean square; the regression degrees of freedom,

sums of squares and mean square; the residual degrees of freedom,

sums of squares and mean square; and coefficient of determination

(r
2
). Also included are the standard errors of the regression co-

efficients and the t-values for the constant and current variables in

the model (Guadagnolo, 1975).

Results and discussions which are presented in Chapters IV and V

invlude trends and descriptions not necessarily limited to statisti-

cal significance.
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CHAPTER IV

FINDINGS

Introduction

This research was conducted to investigate significant relation-

ships that may exist between dimensions of self-concept of the spinal

cord-injured person and:

1. Selected attitudes and activity levels of this population
and,

2. Certain demographic variables.

Seventy-one respondents participated in the study. A summary descrip-

tion profiling this population is presented at the end of the chapter.

A table summarizing the findings in this study is included at the end

of this chapter. The variables found to be important, as presented

in tabular form throughout this chapter, are described in Table XI in

the final portion of this chapter.

The data is presented in the following format to facilitate

understanding of the findings:

1. The hypothesis are stated, with a description of the statis-
tical analysis used,

2. Tables are presented to pictorally represent the results,
and

3. The acceptance or rejection of the hypotheses are discussed.
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Hypothesis 1

No significant relationships exist between selected
dimensions of self-concept, as measured by the Tennessee
Self Concept Scale, and selected attitudes and activity
levels of the subjects.

In testing the first null hypothesis, a regression analysis was

conducted to examine the relationship of the independent variables to

each of the seven dimensions of self-concept. In identifying con-

tributing factors, preliminary regression models examined interde-

pendence between variables, and whether each independent variable

was continuous or discrete. After the variables had been regressed

in various combinations, a final model was selected for each dimen-

sion of self-concept considered. Significant factors at the .05

level of confidence were included in the full or final regression

models.

Total Self

As indicated in Table II, three variables showed significance in

explaining the subject's Total Self. All three exceeded the .05

level of confidence.

Those expressing that they are as physically independent as they

are capable of being scored significantly higher on the Total Self

score than those stating that they weren't as independent as they

were capable of being. Subjects driving their own vehicles had high-

er scores than those having to ride with others. A strong relation-

ship with Total Self was found with those requiring assistance in
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their daily activities with a higher self concept corresponding to

the more assistance required.

There was a Total Self mean score spread of approximately 12

percentile points in relation to the Physical Capability variable.

The percentile difference was 16 points in the mean score comparison

of transportation being provided by self or others. There was an

approximate 21 point percentile spread in the Assistance Required

variable.

Table II. Regression Analysis of Total Self.

Independent
Variables df t-values

Total Self
X Scores SD

12a 1,56 2.802* 355 29.4
b 346 38.3

17a 1,56 2.449* 356 29.6
b 344 37.9

F-values

10a 4,56 4.03# 345 30.8
b 363 28.9
c 350 41.3
d 356 24.3
e 356 33.1

* t .05 = 2.002 Entering Degrees of Freedom (df), t-and-F-Values,
Total Self Mean Scores, and Standard Deviation

# F .05 = 2.36 (SD). (N = 71)

Physical Self

Self-considered independence capability was the only attitudinal

variable found to be significant in the full regression model for

Physical Self. A higher concept of physical self is demonstrated by

those living as independently as they can. The variable had a

t-value exceeding the .05 level of confidence. The difference in
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mean scores results in an approximate 10 percentile spread as

indicated on the TSCS profile.

Table III. Regression Analysis of Physical Self.

Independent
Variables df

Physical Self
t-value ,X Score SD

12a 1,56 2.166* 67 8.1
b 64 8.4

* t .05 = 2.002 Entering Degrees of Freedom (df), t-value, Physical
Self Mean Score, and Standard Deivation (SD).(N=71)

Moral-Ethical Self

The number of months of Community College education was posi-

tively related to Moral-Ethical Self scores with those having more

months of attendance showing a higher Moral-Ethical self concept.

This had a significance level of .05. Those requiring more assist-

ance correspondingly had higher concepts of their Moral-Ethical self.

Mean scores showed a 20 percentile range on the TSCS profile.

Table IV. Regression Analysis of Moral-Ethical Self.

Independent
Variables df t-value

Moral-Ethical
Increments per unit N

8c 1-6 mo. 1,56 2.041* .88 7

9-18 mo. .66 7

20-29 mo. .66 3

30-56 mo. .44 3

Moral-Ethical
F-value X Score SD

10a 4,56 4.86# 71 7.8
b 77 7.1
c 71 7.5
d 76 6.1

e 78 8.4

t .05 = 2.002 Entering Degrees of Freedom (df), t and F-values,
Moral-Ethical Mean Scores and Increments Per Unit,

# F .05 = 2.36 Standard Deviation (SD) and Number (N). (N = 20
for Variable 8, N = 71 for Variable 10)
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Personal Self

As represented in Table IV, two variables showed significance

in relation to the subjects' view of their Personal Self. Those who

were as physically independent as they were capable of being reflect-

ed a positive relationship to Personal Self. They had scores approx-

imately 12 percentile points higher than those that felt they weren't

as physically independent as they were capable of being. The act-

ivity of subjects' driving their own vehicle as compared with those

that rode with others was also found to be significant. Approximate-

ly 17 percentile points differentiated these two classes of respond-

ents on the TSCS Personal Self profile.

Table V. Regression Analysis of Personal Self.

Independent
Variables df t-values

Personal Self
X Scores SD

12a

b

17a

b

1,56

1,56

2.973*

2.239*

70
67

70

66

6.9
9.4

6.7
9.7

t .05 = 2.002 Entering Degrees of Freedom (df), t-values,
Personal Self Mean Scores, and Standard Deviation
(SD). (N = 71)

Social Self

Regressions upon Social Self, as illustrated in Table VI, identi-

fied three significant variables at the .05 level of:confidence.

Respondents perceiving themselves as physically independent as they

are capable had Social Self mean scores approximately 15 percentile

points higher than those not as independent as they feel they are

capable of being. Those driving their own vehicles scored 10
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percentile points higher than those relying on transportation from

others. Subjects having a high daily activity assistance level had

higher Social Self scores than those needing less assistance. There

was an approximate 23 percentile range from high to low in this

category.

Table VI. Regression Analysis of Social Self.

Independent
Variables df t-values

Social Self
X Score SD

12a 1,56 3.376* 73 7.6
b 69 8.6

17a 1,56 2.715* 72 7.6
b 70 9.1

F-value

10a 5,56 4.03# 69 8.3
b 72 7.1

c 72 9.4
d 72 6.4
e 74 8.5

* t .05 = 2.002 Entering Degrees of Freedom (df), t and F-values,
Social Self Mean Scores, and Standard Deviation

# F .05 = 2.36 (SD). (N = 71)

Summary

Hypothesis 1 is rejected in one attitudinal area (perceived

capability of physical independence) and three activity level areas

(Community College education, transportation by self or others, and

degree of assistance required). See Table IX in this chapter for a

summary display of significant variables in relation to both

Hypothesis 1 and Hypothesis 2.
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Hypothesis 2

No significant relationships exist between selected
dimensions of self-concept, as measured by the Tennessee
Self-Concept Scale, and selected demographic variables.

In the testing of the second null hypothesis, the independent

variables were analyzed through regression to determine their re-

lationship with each of the seven areas of self-concept. Preliminary

regression models identified both discrete and continuous variables

and the extent of interdependence between them in order to ascertain

all contributing factors. After regressions in various combinations,

a final model was selected for each dimension of self-concept.

Variables at the .05 level of significance were included in the final

regression models.

Physical Self

Age was the only demographic variable found to have a signifi-

cant relationship with Physical Self. There was a negative relation-

ship with a t-value of -2.305 at the .05 level of confidence. In

each age category of the respondents, as their age increased, their

Physical Self mean score dropped by .23. Mean Physical Self scores

drop approximately 12 points from the youngest to oldest respondents.
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Table VII. Regression Analysis of Physical Self.

Independent
Variables df t-value

Physical Self Mean
Score Decrements

la 21-29 1,56 -2.305* -2.76 12

b 30-39 -6.44 28

c 40-49 -3.22 14

d 50-62 -3.90 17

t .05 = 2.002 Entering Degrees of Freedom (df), t-value,
Physical Self Mean Score Decrements per Age Cate-
gory, and Number (N). (N = 71)

Personal Self

One demographic variable had significance in relation to

Personal Self. The respondents' living status was significant at the

.05 level of confidence. Those living in residential care facilities

had the loWest Personal Self Scores, while those living with friends

had the highest scores. There is over a 45 percentile difference

between high and low scores in this category.

Table VIII. Regression Analysis of Personal Self.

Independent
Variables df F-value

Personal Self
X Scores SD

9a 5,56 2.50* 67 5.1

b 69 8.2

c 66 6.6

d 76 7.5

e 62 12.7

f 70 5.3

# F .05 = 2.36 Entering Degrees of Freedom (df), Personal Self
Mean Scores, F-value, and Standard Deviation (SD).
(N = 71)
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Summary

Hypothesis 2 is rejected in the two demographic areas of age

and living status. Both variables were significant at the .05 level

of confidence.

A regression analysis summary of the attitudinal, activity

level, and demographic variables relevent to Hypotheses 1 and 2 are

illustrated in Table IX. All the variables portrayed are significant

at the .05 level of confidence. It is to be noted that there were no

significant relationships demonstrated in Family Self or the Self

Criticism scale.
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Summary of Additional Findings

1. Those who left their place of residence as often and as
frequently as they wanted, had higher Total, Physical,
Personal, and Family self-concepts.

2. Lower Total and Physical self-concepts were reported by
those having no post-disability education.

3. Respondents who were more sexually active had higher Total,
Physical and Personal self-concepts.

4. Total self concepts were the most elevated for those living
with friends, followed by those living with aides, with
spouse/cohabitating friend, alone, with relatives, and in
a residential care facility.

5. Sixty-two percent of the respondents reported they were
presently more independent than medical personnel predicted
they would be.

6. Concerns with health and accessibility, followed by the cost
of living and attitudes of others, were the themes most
frequently mentioned from the survey's open-ended question
(Table XII at the end of this chapter gives a summary of
the open-ended question).



Table IX. Regression Analysis Summary.

Tennessee Self Concept Scales

Independent Moral-Ethical Personal Social Total

Variables Physical Self Self Self Self Self

1. Age -2.305

8. Community
College Ed

12. Perceived
Independence

17. Transportation
Used

19. Living
Situation

2.166

2.041

2.973

2.239

2.50

3.376 2.802

2.715 2.449

10. Assistance
Level 4.86 4.60 4.03

t .05 = 2.002 Positive F and t-values Signify Higher Mean Self-Concept Scores; Negative values

F .05 = 2.36 Signify Reduced Self-Concept Scores. (N = 71)
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Table X. Demographic Profile of the Population (N = 71)

Relative
Class Frequency Frequency

X Age 40

X Age Injured 26

X Total Years
of Education 14

Sex: M 53 .75

F 18 .25

Quadriplegic 34 .49

Paraplegic 37 .51

Major Income
Source:

Full-time 13 .18

Part-time 1 .01

Family 8 .11

Gov't Ass't 39 .55

Other 13 .18

Income
Less $5,000 11 .16

$5,000 - $19,999 35 .50
$20,000 - $29,000 10 .14

Over $30,000 15 .21

Living Status
Alone 10 .14

Spouse/Cohab 47 .66
With Relatives 5 .07

With Friends 3 .04
Residential Care 3 .04
With Aides 3 .04

X Months Post-Disability
Education In:
Vocational/Trade

School 12 8 .11

Health-Care
Facility 9 6 .09

Community
College 36 22 .31

University-
4 Year Institute 52 28 .41
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Table XI. Description of Significant Variables

Question

1. Age
8. Post-disability education
c. Community College education

9. Living status
a. Alone
b. With spouse/cohabitating friend
c. With relatives
d. With friends
e. With aides

10. Assistance required
a. No assistance
b. Less than one hour
c. One to three hours
d. Three to five hours
e. Five or more hours

12. Perceived physical independence capability
a. Yes, as independent as capable
b. No, not as independent as capable

17. Transportation used most often
a. Driving own vehicle
b. Driven by others

Table XII. Summary Table of Open-Ended Responses (N = 34)

Class Frequency

Health 8

Accessibility 8

Cost of Living 6

Other's Attitudes 6

Research 4

Attendents; Hope; Recreation/Sports;
Sexuality/Sex Ed.; Politics; Self-Reliance;
Reagan Administration; Self-Imposed Limits. 2

Employment; Red-Tape; Active; TSCS Fallibility;
Telethon; Prayer; Helpfulness; Discounts;
Regulations. 1
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CHAPTER V

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

The final chapter in this study is presented in the following

format:

1. A summary of the research,

2. The selected findings and conclusions of this investigation.

3. The recommendations and implications for further action and
study.

Summary

This section outlines the research design, objectives, hypothe-

ses, and statistical treatment of the data.

The primary purpose in conducting this research was to invest-

igate what factors might have an impact on the self-concept of long-

term spinal cord-injured persons. The fact that there has been

minimal research done with this population was a major factor in

prompting this study. Certain demographic variables were examined,

as were selected attitudes and activity levels of the cord-injured.

Previous researchers have almost exclusively focused on the

acute stage of injury, with some follow-up 1 - 2 years post-injury.

With advances in medical science, this is a growing population.

There is an apparent need to evaluate factors affecting the self-

concept of the cord-injured. This is felt to have relevance to
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their psycho-social well-being, and over-all functioning in

community life.

Design of the Research

The population of this study was comprised of 71 spinal cord-

injured persons. All respondents had injuries of at least 4 years

duration, and were arbitrarily classified as being long-term cord-

injured. There were 34 quadriplegics and 37 paraplegics in the

study. Of the participants, 53 were male; and 18 were female.

Each subject completed the Tennessee Self Concept Scale, and a

questionnaire surveying selected attitudes, activity levels, and

demographic variables. An open-ended question on the survey gave

each respondent the opportunity to address any need or issue they

felt to be important to someone in their situation,

Objectives of the Study

This research was undertaken with the following objectives in

mind:

1. To determine any relationships between selected attitudes
and activity levels with self-concept;

2. To identify certain demographic variables that may have
a relationship with self-concept;

3. To compile and summarize the open -ended comments of
importance to these respondents.

Hypotheses of the Study

HO 1 No significant relationships exist between selected dimen-
sions of self-concept, as measured by the Tennessee Self
Concept Scale, and selected attitudes and activity levels
of the subjects.

HO 2 No significant relationships exist between selected dimen-
sions of self-concept, as measured by the Tennessee Self
Concept Scale, and selected demographic variables.
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Selected Findings

The first six findings reported showed a significant relation-

ship with self-concept. The remaining six findings were those felt to

be important but not statistically significant.

1. Those who viewed themselves as being as physically
independent as they were capable of being had higher
Total, Physical, Personal, and Social self-concept
scores.

2. The more assistance in daily activities that respondents
required, the higher were their Total, Moral, Ethical,
and Social self-concepts.

3. Those who drove their own vehicles, in comparison to
those driven by others, demonstrated higher Total,
Personal, and Social self-concepts.

4. Respondents reporting attendance in community college
education after their initial hospitalization had higher
Moral-Ethical self scores.

5. The older the respondents were, the lower were their
Physical self-concepts.

6. Personal self scores were the most elevated for those
living with friends, followed in a descending order by
those living with aides, with spouse/cohabitating friend,
alone, with relatives, and in a residential care facility.

7. Those leaving their place of residence more frequently and
as often as they wanted, had higher Total, Physical,
Personal, and Family self-concepts.

8. Respondents reporting no post-disability education had
lower Total and Physical self-concepts.

9. The more sexually active respondents had higher Total,
Physical, and Personal self-concepts.

10. Total self-concepts were highest for those living with
friends, followed by those living with aides, with spouse/
cohabitating friend, alone, with relatives, and in a
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residential care faciltity.

11. Sixty-two percent of the respondents reported they were
presently more independent than medical personnel predicted
they would be at the time of their discharge from the
hospital.

12. Concerns with health and accessibility, followed by the
cost of living and attitudes of others, were the themes
most frequently mentioned from the open-ended question.
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Conclusions

These conslusions interpret the significant findings resulting

from this research. Additionally, trends and patterns will be noted

though they may not have exceeded the predetermined levels of

confidence. The discussion that follows is presented in relation

to the objectives as outlined in this study.

Objective 1. To determine any relationships between selected
attitudes and activity levels with self-concept.

Based on the analysis of the data, the variable having the most

impact on self-concept was the cord-injureds' perception of whether

or not they are as physically independent as they are capable of

being. Those performing at their highest perceived level of cap-

ability had overall high levels of self esteem and confidence. This

appears logical in that they are operating at their optimum physical

skill level. They may be in better health than those not as inde-

pendent as they are capable of being, as health would be a prere-

quisite to functional ability. Socially, they are meeting society's

expectations of adequately carrying out the "impaired" or "disabled"

role. They are also meeting general social expectations correspond-

ing to the "work ethic" and people doing what they can for themselves.

They also report higher levels of adequacy and self worth. There may

be gains for those not as independent as they are capable of being.

Siller (1976), and Lipp (1977) discuss this. Excess disability needs

to be examined in the context of the cord-injureds' total environment.
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Those living in a health care facility or those with paid attendents

operate under different expectations than those living alone, or

with friends or relatives. The interaction between the person

receiving help and the person giving it will affect independence

levels. Dependency may or may not be reinforced, with this likely

affecting the degree of independence.

2. A second variable demonstrating a strong relationship with

self-concept was the level of assistance required in daily activ-

ities. Those requiring more assistance generally had higher self-

concept scores. High moral-ethical self-concepts may reflect a

satisfaction with their religion, or lack of it. Those more in need

of assistance could have more of a tendency to turn to God or

religion. In some instances, this may be all that is left to turn

to. It also can be viewed as a source of strength and an important

resource for well-being that has access (unlike hiking or jogging).

It is something that can be fully participated in by this population.

Those requiring more assistance felt good about their value and

self worth with high levels of self esteem. Socially, the assist-

ance required, though a form of forced social interaction, may by

the regular attention received reinforce social worth. Any form of

social interaction may be preferable to less contact with others or

social isolation. In the majority of cases in this study it appear-

ed that respondents had a choice of who was providing the assistance.

This would seemingly be an important factor in satisfaction with the

interaction and its contributing affect on self-concept. This find-

ing indirectly says there is probable satisfaction with those pro-

viding the assistance in most instances.
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The author would not have predicted this finding. Though the

degree of assistance required in daily activities may not be a

function of self-concept, in a negative sense, as long as the level

of assistance required meets the subjects perceived physical capabil-

ity expectations. This relates to the first variable discussed, in

that if the cord-injured person is as physically independent as they

feel they are capable of being, the level of independence (degree of

Assistance required) is not important. In this study, quadriplegics

had mean Total self-concept scores over 10 percentile points higher

than paraplegics. This finding relates directly to the variable

under discussion, in that degree of assistance usually has corres-

pondence to level of injury. Other research has not found level of

injury to be an important factor in rehabilitation success, Garrett

(1975) and Monks (1976), or life satisfaction, Swenson (1976). The

relationship of this variable to the self-concept of this population

has been minimally researched.

3. Those who drove their own vehicles in comparison to those

having transportation provided by others reported higher self-

concepts. This may be a reflection of their actively demonstrating

the capability of driving, and having confidence in that proficiency.

Socially, interactions are more by choice in terms .of who is seen.

This capability gives equality in relationships with others in that

exchanges are two-way. The options are vastly increased as to where

to go, what to do, when to do it, and who to do it with. Generally,

those who can provide their own transportation are much more socially

viable.

The ability to get out is not necessarily related to social or
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other-oriented activities. A person may just need to get away,

which is good therapy for the self apart from the body and others.

Those driving their own vehicles had an increased value of their

self worth and adequacy.

Two related mobility variables were found to have an impact on

self-concept, though they were not statistically significant in this

study. Those leaving their place of residence more frequently, and

those leaving as often as they wanted, had higher self-concepts.

Physical factors may be related to these variables. Health and

functional level would be prerequisites of increased mobility.

Preoccupation with physical appearance also may affect social mobil-

ity.

These was an increased sense of self worth as a family member

with those more mobile. This appears logical in that they can better

contribute socially and economically. There is probably more equal-

ity in family interactions and exchanges. Those more mobile demon-

strated overall higher levels of adequacy, confidence, and self-

esteem. McDaniel (1976) mentions the importance of mobility to the

disabled in general. There was little research found examining

mobility and its relationship with any aspect dealing with the long-

term cord-injured.

4. Respondents reporting attendance in community college education

after their initial injury had higher Moral-Ethical self-concepts.

This group demonstrated a satisfaction with their relationship to

God and religion, or the lack of their relationship to God and

religion. They feel themselves to be "good" persons, with high

ethical standards. The author professes no rationale as to why
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those attending community colleges would differ in this aspect from

those in attendance at vocational/trade schools, health-care facil-

ity's, university-4 year colleges, or those having no post-

disability education.

A related variable, though not statistically significant, show-

ed those having no post-disability education having lower Total and

Physical self-concepts. Physically, health factors may restrict

their ability to participate in educational activities. Their

functional level may not be adequate in allowing them to attend the

educational setting. Any dissatisfaction with physical appearance

may override the desire for education. The lower Total self-concept

could be a function of lack of confidence. Depression and anxiety

usually contribute to a lowered sense of value and self worth.

These factors may all influence their not wanting to get out, take

risks, test the self, or interact. Both the perceived physical and

sociopsychological barriers, self-imposed and otherwise, may be

viewed as justification for not participating in education.

5. The more sexually active respondents had higher self-concepts.

Their feelings of adequacy and self worth were elevated, unrelated

to the physical act, or the social interaction with another.

Additionally, their sexual activity level may be a function of

health status irrespective of functional ability.

Overall, these respondents were seen as having more confidence

in themselves. They had a liking of the self, and saw themselves as

attractive partners. All these factors would be instrumental in

higher levels of sexual activity. Related to the sexual activity of

this population are questions as to the general level of knowledge
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those not as sexually active have as to their sexual capabilities.

A lack of knowledge in this area, even among the long-term cord-

injured, should be investigated.

6. A higher self-concept was found among the 62 percent of the

respondents that reported they were presently more independent than

medical personnel predicted they would be. The predictions by these

medical professionals would have come at the time when the cord-

injureds' post-injury self-concept was in the formative stages. Any

limitations or faulty parameters either implicitly or explicitly

placed on individuals at this juncture could have critical impact on

later performance levels in physical, psychological, and social areas.

Fink, et al (1967) talks of the estimated capability in cord-injury.

Monks (1976) mentions the extent to which the cord-injured are

informed of their capability as influencing performance levels. To

the newly injured person, medical and rehabilitation professionals

are the experts, and their judgements and predictions may carry an

inordinate amount of weight in influencing perceived capability

levels. This was true in the author's personal experience with cord-

injury. A much higher independence level was achieved by the author

than was predicted by medical professionals. As this research indi-

cates, this isn't an isolated occurrence. The majority of respond-

ents did not accept the prescribed limitations and went on to

increased levels of independence.

Objective 2. To identify selected demographic variables that
may have a relationship with self-concept.

1. Older respondents had lower Physical self-concepts than their

younger counterparts. Older subjects may have more health problems.
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This has an effect on feelings about physical appearance. They may

function at a lower level due to level of injury or health status.

The living status of older respondents should be looked at to

determine any possible environmental effects of Physical self-

concept. According to Fitts (1972), self-concept is not influenced

by age. The effects of age may be intensified with this population

in relationship with self-concept. Generally, increasing age with

any population is associated with an increased frequency of health

problems. Health problems with the cord-injured are magnified and

would have much more of an impact than with the general population

on which the normative data for self-concept was established.

2. Living status was found to be an important variable having a

relationship with Personal self-concept. It had a relationship with

Total self concept also, though not at a statistically significant

level. Self-concepts were highest for those living with friends,

followed by those living with aides, with spouse/cohabitating friend,

alone, with relatives, and in a residential care facility. The

first four living status situations are likely by-choice living

arrangements. Friends are chosen, aides are hired or fired, a

spouse/co-habitating friend is lived with by-choice, and a person

usually lives alone by choice. Living with relatives or in a resi-

dential care facility is not as likely to be a preferred or by-

choice arrangement. It may be the last option available. Depend-

ency levels are probably greater in the last two situations result-

ing from poorer health and/or lower functional levels. Those in the

first four situations found it easier to enjoy the self apart from

the body and apart from social interaction. In a residential care
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facility and living with relatives, if dependency levels are higher,

it may be harder to be apart from body concerns with the increased

focus on physical care that is required. Similarly, with social

interaction being more forced and less by choice, it would be

harder for the latter two to be apart from the social interaction

enough to have time for the personal self.

Those living in the by-choice situations, generally had more

confidence, were less depressed and anxious, and had higher levels

of self worth and self esteem than those living with relatives or

those in a residential care facility.

Objective 3. To compile and summarize the open-ended comments
of importance to these respondents.

One final open-ended question on this survey was included in

order that the respondents have an opportunity to express issues

and areas of concern that they felt had importance to the spinal

cord-injured person. Of the 71 respondents, 34 made comments.

These were compiled to determine dominant themes and common

responses. Health and accessibility were the most common themes

mentioned, with 8 responses in each category. Health concerns

mentioned included pain, physical therapy, nutritional importance,

lowered. energy levels, and more energy required to do everyday

things. Accessiblity responses were compiled of transportation

concerns, parking problems, and architectural barriers. There were

6 respondents mentioning the cost of living as a problem with gen-

eral maintenence requiring many added-on expenses. Six respondents

also mentioned the attitude of others toward the disabled as being

a concern. Medical and technological research was cited by four
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persons as being of importance. Emphasis was on technology increas-

ing livability, and cure research. There were two respondents in

each of the following categories: attendent problems; the import-

ance of hope; red tape; increasing recreation/sporting opportunities;

sexuality and sex education; being politically active; concerns with

the Reagan administration undermining gains made; and the importance

of doing things for yourself and the attitude of doing anything you

want to. Single responses included: job finding difficulties;

keeping active; need for a telethon; prayer; discounts for the

disabled; making friends by helping others; and uselessness of the

TSCS. Recommendations and implications concerning these objectives

will be put forth in the final part of this chapter.

Overall Conclusions

1. Independence is the major theme running throughout this study

that has significance beyond the individual variables reported.

Those operating at a high and maximum level of independence, have

higher self-concepts. They're meeting self and societal expect-.

ations. In most cases, they are exceeding the level of independ-

ence predicted for them by the "experts". If their functional

ability is such that they can drive their own vehicles, leave their

place of residence as frequently and as often as they want, have

options concerning living situations, engage in educational activ-

ities, and be sexually active, then they have higher self concepts.

Independence is directly related to each variable mentioned. An

important criteria of that higher self-concept is that what they do,

they're doing at their highest functional level.
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The most frequently mentioned concerns from the final open-

ended question on this survey also directly relate to independence.

Health is a prerequisite of full functioning. Accessibility in

many instances severely restricts movements and interactions. Cost

of living concerns limit activity. The attitudes of others may be

the biggest barriers of all. With physical barriers, the obstacle

is apparent. Whereas with attitudes, there is the question of what

actually has to be dealt with. Opinions and attitudes may be rooted

deeply, and perhaps not even expressed. If expressed, the barrier

becomes visible and can be dealt with. The unexpressed barriers may

be the ones that inflict the most pain and frustration.

It should be noted that those things that make the cord-injured

feel better about themselves, most people take for granted.

2. Those variables found not to demonstrate a relationship with

self-concept are worthy of note. There was virtually no difference

between male and female respondents in this study. Age at the time

of injury was not an important factor. Other studies with the cord-

injured found unemployment affecting self-concept at the .05 level

of significance, (Schlenoff, 1977), and higher income levels corre-

lating with successful adjustment (Frielich, 1977). Neither of

these variables had any major degree of significance in the present

study. Those with lower incomes actually had higher Total self-

concepts in this present study.

Number of years of school completed was related to productivity

and success in the Kemp and Vash (1971) study. It demonstrated no

significant interaction with self-concept in the present research.

Post disability education in a vocational/trade school, in a health-
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care facility, or in a university-4 year college showed no major

relationship with aspects of self-concept. Though those with no

post-disability education had lower self-concepts as previously

discussed.

There was a minimal difference demonstrated in the medical

breakthrough variable. Those hoping for a medical breakthrough had

higher self-concepts than those having no hope or those sometimes

hoping for a breakthrough. Moderate hope by the cord-injured for

recovery was found by Roessler (1978) and Verkyl (1970) to be related

to rehabilitation success. Fogel (1969) found high levels of hope

to have a relationship with high recovery rates. This "hope"

variable may be related to the "level of predicted independence

variable". Medical professionals may discourage hope for recovery

among the spinal cord-injured in not wanting to give false hope or

raise expectations. This attitude may no longer be medically sound

for the acute or long-term spinal cord-injured, as referenced by

Richard Sidman, M.D., Harvard Medical School; Harry Goldsmith M.D.,

Dartmouth Medical School; Wise Young, M.D., Ph.D., Medical School;

and others (Colson, 1982). It also may not be a psychologically

sound practice. This research shows it to have no negative effects

on self-concept and other research cited showed "hope" to have a

positive relationship to rehabilitation success and recovery.
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Recommendations for Action

1. The cord-injured should be made aware of what their probable

maximum level of functioning is. With continuing advances

in adaptive equipment and medical technology, higher levels

of independence are becoming a reality. Intervention and

continuing education with this population should be

beneficial.

2. Mobility was.found to be of importance to self-concept.

Driver training should be more fully emphasized for this

population. For those who don't drive, there should be

easier access to alternate forms of transportation.

3. Those with no post-disability education demonstrated con-

sistently lower self-concepts. Educational counseling and

guidance should be expanded for this population. Non-

traditional means of education should be explored as well

as increasing opportunities in traditional educational

settings.

4. Older cord-injured persons have lower self-concepts.

Reasons for this need to be identified, with the opportunity

for appropriate intervention provided.

5. Alternative care and housing facilities need to be avail-

able for those needing assistance. Those with more options

in living arrangements had higher self-concepts.

6. Sex education should be routinely provided for the cord-
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injured, their families, and service providers.

7. Health concerns of the long-term cord-injured need to be

addressed. Continued access to physical and occupational

therapy may be important. Pain clinics may be important

in some instances. Education should be made available for

nutritional awareness and in the use of medication.

8. Physical accessibility should be a community priority.

Architectural barriers serve to isolate individuals and

limit participation in daily activities.

9. Increasing public awareness and removing attitudinal

barriers through community education programs is an import-

ant priority. The mass media may be a useful tool for

dissemination of information in the community. Awareness is

also increased by participation of the cord-injured in

community life.

10. Opportunities in educational and employment settings should

be subsidized through state or federal funding. Where dis-

ability precludes employment, provision should be made to

adequately meet the economic needs of this population.

11. Medical and rehabilitation personnel should be careful in

placing limitations on the independence capability of the

cord-injured. They also should be aware of the role that

"hope" may play in rehabilitation and recovery.
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Recommendations for Further Study

It is recommended that further research be conducted to:

1 Include an expanded population of the long-term spinal

cord-injured.

2. Replicate this study and determine if these findings have

applicability to the general cord-injured population.

3. Do a longitudinal study of self-concept of this population

noting similarities and differences in relation to this

research.

4. Include culturally different individuals.

5. Identify additional factors that may have a relationship to

the self-concept of the cord-injured.

6 Determine if self-concept is important in successful adjust-

ment and rehabilitation.

7. Do a retrospective study to determine if pre-injury personal-

ity or attitudinal factors have a relationship with post-

injury self-concept and adjustment.

8. Explore additional mobility factors and note their signifi-

cance to self-concept and long-term adjsutment.

9. Determine the importance of medical and support personnel in

the acute stages of injury in their influencing of the

activity and capability levels demonstrated by the spinal'

cord-injured person.

10. Determine if accessibility to educational institutions or a
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lack of awareness of suitable educational programs influ-

ences the level of participation of the cord-injured.

12. Explore and identify additional factors of living status,

particularly among those in residential care facilities,

and determine their relationship to self-concept and

participation in community life.
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School of Education
Adult Education

Dear study participant,
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Olegon
state .

University Corvallis, Oregon 97331

February/3, 1982

As a member of the Adult Education staff of OSU, I am

conducting research into the needs, resources, and attitudes

of individuals who have had spinal cord injuries for at least

four years. Those of us who have experienced this type of

injury have many unique living circumstances that nobody has

really looked at in any depth.

The study involves answering a 17 question survey which

is on the back-side of this letter, and completing the self

concept scale which is enclosed. This will take probably one

to two hours to complete. All information is held strictly

confidential and anonymous. You can withdraw from the study

at any time.

When you complete the survey and self concept scale,

please return them to me in the enclosed stamped, self-

addressed envelope. If you would like to know the results of

this study, place your name and address in the space below.

Your contribution to this project is important, for there

are many vital issues that need to be explored. Thank you for

your time and courtesy.

Sincerely,

Redacted for Privacy
Brian Green
Adult Education, OSU
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INSTRUCTIONS:

Many of the questions on this survey require that you check
the answer(s) which describe your current condition. Other questions
require a specific answer or allow you to express your own opinions
and attitudes.

Please be as honest and frank as possible. This information
is both confidential and anonymous. Please do not place your
name on any of the materials. Do not omit any item.

I. Age:

2. Sex:

F

3. Age at the time of spinal injury:

4. Level of injury:
CI - C4
C5 - C6
C7 - C8
T1 - T12
LI - L4

5. Rank you major source of income with the number 1, if you have
a second source of income, rank it with a 2:

Your full-time employment
Your part-time employment
Family support, including spouse contribution
Government assistance
Other

(Specify)

6. What was last year's income for your household before taxes:
Less than $5000
$5000 -$9999
$10,000 - $14,999
$15,000 - $19,999
$20,000 - $24,999
$25,000 - $29,999
$30,000 and over

7. Circle the highest year of school completed:
Elementary: 1 2 3 4 5 6 7 8
High School: 1 2 3 4

College: 1 2 3 4 5 6 7



8. Describe your source(s), length (in months), and type (in

your own words) of education or training that you have

received since your were first discharged from the

hospital:
Source Months Type of education

Vocational/Trade School
Health-care facility
Community college
University/4 year college

Other
No training or education

9. Do you live:
Alone
With spouse or co-habilitating friend
With relatives, please specify
With friend(s)
In a residential care facility
Other

(Specify)
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10. How much assistance in your daily activities do you require:

No assistance
Less than one hour
One to three hours
Three to five hours
Five or more hours

11. Do you consider yourself to have a:

High level of sexual activity
Moderate level of sexual activity
Low level of sexual activity
Not sexually active

12. Are you as physically independent as you feel you are

capable of being:
Yes
No

13. How does your present level of independence compare to

the level that medical personnel predicted at the time

of your discharge from the hospital:

More independent than predicted
At about the same level
Less independent than predicted
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14. Do you have hope of a "medical breakthrough" that will return you

to increased physical functioning:

Yes
No
Sometimes

15. How often do you leave your place of residence:

At least once a day
Three to four times a week
Once a week
Less than once a week

16. Would you get out more often if transportation were easier to

arrange:
Yes
No

17. What form of transportation do you use most often:

Driving your own vehicle (car, van)

Riding with someone else
Riding the community bus service
Riding the community taxi service

Other
(Specify)

18. If you would like to comment on any issues or concerns

that you feel are important to the spinal cord injured

person, please use the rest of this page or add any additional

pages that you feel are appropriate.
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Department of Human Resources

VOCATIONAL REHABILITATION DIVISION
Administrative Office
2045 SILVERTON ROAD N.E., SALEM, OREGON 97310 PHONE 378-3850

February 25, 1982

Dear Sir or Madam:

Brian Green of Oregon State University is conducting
research on the needs, resources, and attitudes of
individuals who have spinal cord injuries. We think
that his study is worthwhile, and we are helping him
by mailing copies of his survey to a sample of our
clients. We encourage you to complete the enclosed
materials and return them to him by March 12.

In order to maintain the confidentiality of our re-
cords, Mr. Green has not been given your name. Since
he has also been working with other organizations that
serve spinal cord injured persons, it is possible that
you may have already received a copy of his question-
naire. If you have, you need not complete a second
one.

Thank you for participating in this study.

Sincerely,

Redacted for Privacy

JOIL A. SOUTHWELL
Administrator

Rsn
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APPENDIX C

PROFILE OF THE POPULATION

Table XIII. Age (Question 1)

Age Frequency
Relative
Frequency

21-29 12 .17

30-39 28 .39

40-49 14 .20

50-62 17 .24

Total 71 1.00
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Table XIV. Sex (question 2)
Relative

Sex Frequency Frequency

Male 53 .75

Female 18 .25
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Table XV. e In ured ( uestion 3

Age Injured Frequency
Relative
Frequency

11-19 19 .27

20-29 32 .46

30-39 12 .17

40-50 7 .10

Table XVI. Level of Injury (Question 4)

Level Frequency Relative
Frequency

Cl - C4 7 .10

C5 - C6 27 .38

C7 - C8 1 .01

71 - T12 28 .39

Ll - L4 8 .11
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Table XVII. Income Source (Question 5)

Major Income Source Secondary Income Source

Class Frequency

Relative
Frequency Frequency

Relative
Frequency

Full-time 13 .18 2 .03

Part-time 1 .01 2 .03

Family Support 8 .11 7 .10

Gov't Ass't 39 .55 6 .09

Other* 13 .18 8 .11

* Retirement, Insurance, Trust, Investment, Interest.

Table XVIII. Income Categories (Question 6)

Class Frequency
Relative
Frequency

Less than $5,000 11 .16

$5,000 $9,999 21 .30

$10,000 - $14,999 4 .06

$15,000 - $19,999 10 .14

$20,000 - $24,999 3 .04

$25,000 - $29,999 7 .10

$30,000 and over 15 .21
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Table XIX. Educational Level (Question 7)

Class Frequency
Relative
Frequency

Elementary (1st - 8th) 1 .01

High School (9th - 12th) 23 .33

College (1 - 4 years) 35 .50

Graduate School 12 .17

Table XX. Living Status (Question 9)

Class Frequency

Relative
Frequency

Alone 10 .14

Spouse/Cohabitating
Friend 47 .66

With Relatives 5 .07

With Friends 3 .04

Residential Care
Facility 3 .04

Other 3 .04



Table XXI. Assistance Required (Question 10)

Class. Frequency
Relative
Frequency

No Assistance 24 .34

Less than 1 hour 14 .20

1 - 3 hours 16 .22

3 - 5 hours 7 .10

5 or more hours 10 .14
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Table XXII. Self-Perceived Sexual Activity (Question 11)

Class Frequency
Relative
Frequency

High Level 6 .09

Moderate Level 25 .35

Low Level 20 .28

Not Active 20 .28
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Table XXIII. Self-Perceived Physical Independence Capability
(Question 12)

Relative
Class Frequency Frequency

Yes

No

47 .66

24 .34

Table XXIV. Present Independence Level As Compared To
Predicted Level (Question 13)

Class
Relative

Frequency Frequency

More Independent 44 .62

At Same Level 22 .31

Less Independent 5 .07
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Table XXV. Hope of Medical Breakthrough (Question 14)

Class

Relative
Frequency Frequency

Yes 21 .30

No 28 .39

Sometimes 22 .31

Table XXVI. Leave Place of Residence (Question 15)

Class Frequency
Relative
Frequency

At Least Daily 41 .58

3 - 4 times/week 17 .24

Once per week 7 .10

Less than once/week 6 .09
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Table XXVII. Easier Transportation Access Increase
Travel Frequency (Question 16)

Relative

Class Frequency Frequency

Yes

No

26 .37

44 .63

Table XXVIII. Transportation Used Most Often
(Question 17)

Class

Relative
Frequency Frequency

Driving Own Vehicle

Transportation
Provided by Others

48 .68

23 .32



122

APPENDIX D



123

Table XXIX. TSCS Norms Compared With TSCS Mean Scores Of
Subject Population.

Scale

(N = 626) (N = 71)

TSCS Norm Standard Cord-Injured Standard
Mean Deviation Mean Deviation

Self Criticism 34.54 6.70 34.82 6.54

Total Self 345.57 30.70 352.15 32.74

Physical Self 71.78 7.67 65.92 8.24

Moral-Ethical Self 70.33 8.70 73.69 7.94

Personal Self 64.55 7.41 68.70 7.98

Family Self 70.83 8.43 73.14 8.43

Social Self 68.14 7.86 71.41 8.16


