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Secondary health conditions, activity limitations
and life satisfaction in older adults with long-

term spinal cord injury



ABSTRACT

Background: Many individuals with a spinal cord injury (SCI) have lived several decades
with their injury, leading to a need for a deeper understanding of factors associated with
healthy aging in people with long-term SCI.

Objectives: To (1) describe secondary health conditions, activity limitations and life
satisfaction in older adults with long-term SCI, and to (2) investigate how sociodemographics,
injury characteristics and secondary health conditions are associated with their activity
limitations and life satisfaction.

Design: Cross-sectional descriptive cohort study.

Setting: Home and community settings.

Participants: A total of 123 individuals (71% men, injury levels C1-L5, American Spinal
Injury Association Impairment Scale A-D), mean age 63 years, mean time since injury 24
years.

Methods: Baseline data as part of the Swedish Aging with Spinal Cord Injury Study.
Associations between variables were investigated with multivariable linear regression
analyses.

Main outcome measurements: Bowel and bladder function, nociceptive and neuropathic
pain, spasticity, the Spinal Cord Independence Measure, third version and the Satisfaction
With Life Scale.

Results: Bowel-related and bladder-related problems were reported by 32% and 44%,
respectively, 66% reported moderate or severe nociceptive and/or neuropathic pain, and 44%
reported spasticity. Activity limitations were moderate (mean Spinal Cord Independence
Measure, third version, total score 65.2, range 8-100) where injury characteristics and
spasticity explained 68% of the variance. Higher level and more severe SCI (based on the
American Spinal Injury Association Impairment Scale) exhibited the strongest association
with more activity limitations. Life satisfaction was rated just above the midpoint between
satisfied and dissatisfied with life (mean Satisfaction With Life Scale total score 20.7, range
6-34). Marital status, vocational situation, bladder function and injury characteristics
explained 38% of the variance, where having a partner showed the strongest association with
greater life satisfaction. Activity limitations and life satisfaction were not associated with
gender, age and time since injury.

Conclusion: Older adults with long-term SCI can maintain a relatively high level of physical

independence and generally are satisfied with their lives, regardless of gender, age or time



since injury. The associations demonstrate the importance of injury characteristics for the
performance of daily activities and the social context for life satisfaction in older adults with

long-term SCI.
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INTRODUCTION

As a result of advances in health care and rehabilitation, many individuals with spinal cord
injury (SCI) have lived several decades after their injury [1]. In addition to the challenges of
living with a neurologic disability, individuals with SCI are more susceptible to some age-
related conditions [2] and experience earlier functional decline compared to the non-injured
aging population [3]. Consequently, they are more likely to perceive decreased independence
and superimposed activity limitations, which can negatively affect their well-being. This
poses demands on society and health care to meet the needs of older adults with long-term
SCI and support their healthy aging. Healthy aging can be defined as “the process of
developing and maintaining the functional ability that enables well-being in older age” [4].
Hence, mitigating the consequences of a progressing disability would facilitate this process in
older adults with long-term SCI. Although the life-long management of SCI has become a key
physiatric area, and longitudinal studies have followed individuals with SCI for several
decades [5-8], there is not yet a clear understanding of the consequences of aging with long-
term SCI [2, 9]. In addition, most research on long-term SCI only includes individuals with a
traumatic SCI (TSCI) and our knowledge of living with a non-traumatic SCI (NTSCI) is very
limited.

Bowel and bladder dysfunction, pain and spasticity are considered the main
secondary health conditions among individuals with SCI [10, 11], impeding on their activity
and social participation [10], and thereby having a major impact on quality of life [12].
However, most SCI studies have not focused on older adults living with a long-term injury
[11], and the association with sociodemographic factors, such as age and gender, and injury
characteristics are not clear [9, 11]. The effects of age and duration of injury on functioning
and disability have been studied both longitudinally and cross-sectionally [3, 13-15], but the
results are inconclusive.

Because individuals with SCI now live longer there is an increasing need to
ensure that aspects of their well-being are met [16]. One important area in SCI research is life
satisfaction [17]. Life satisfaction commonly is referred to as an individual’s subjective
judgement upon the current life situation in relation to his or her own standards and
expectations [18], and reflects the perception to which degree aspirations and achievements in
life are being met. Life satisfaction seems to improve from a low level shortly after injury [16,
17] to a higher and stable level maintained over longer periods of time, although it still is

lower than in the general population [17]. In studies of aging with SCI the results are,



however, inconsistent. Life satisfaction does not seem to be associated with severity of injury
or degree of impairment [19] but with marital status, perceived health [20], time since injury
and pain [16, 20]. These associations have mostly been studied in younger individuals (<50
years) [16] and our knowledge of life satisfaction in older adults with long-term SCI is
therefore very limited.

Despite increased attention to aging with SCI during the past decades, there is
still limited knowledge of living with long-term SCI into later life. Furthermore, as the result
of cultural and contextual differences, it is challenging to relate existing findings across
national contexts. To the best of our knowledge, there are no comprehensive data on older
adults with long-term SCI from the perspective of Northern Europe, specifically the Nordic
countries (approximately 27 million inhabitants).

To contribute to the knowledge of aging with SCI, the Swedish Aging with
Spinal Cord Injury Study (SASCIS) [21] was initiated. The SASCIS is a population based,
longitudinal cohort survey assessing individuals 50 years or older and at least ten years after a
TSCI or NTSCI. In the first study, the methodology and initial results from the SASCIS are
presented [21].

The objectives of the present study are to: (1) describe secondary health
conditions, activity limitations and life satisfaction in older adults with long-term SCI, and (2)
investigate how sociodemographics, injury characteristics and secondary health conditions are

associated with their activity limitations and life satisfaction.

METHODS

The Swedish Aging with Spinal Cord Injury Study (SASCIS)

Detailed information about the SASCIS and the study design, recruitment process, ethical
considerations, data collection procedure, participants and non-participants, assessment tools
used and their psychometric properties, and data on the sociodemographics and injury

characteristics of the study sample have been presented elsewhere [21].

Participants

In Sweden, with a population of about 10 million people, approximately 250 men and women
(mean age 51 years) sustain a SCI annually [22]. Approximatly two thirds of the newly
injured are 45 years or older and 54% have a TSCI. The total prevalence of TSCI in Sweden
is estimated at about 5000 individuals [23]. The SCI Unit at Skane University Hospital in



Lund, Sweden, from which all participants in the present study were recruited, serves a
population of about 1.8 million people and admits about 50 persons with TSCI or NTSCI
(mean age 51 years) each year for primary rehabilitation.

All participants were community-dwelling and recruited from the clinical
databases at the SCI Unit. The databases comprise individuals with SCI who have been in
contact with the unit during the past 40 years. The two main inclusion criteria were: 50 years
of age or older and 10 years or more after TSCI or non-progressive, acquired NTSCI. A total
of 184 individuals met the inclusion criteria; 123 individuals (36 women and 87 men, mean
age 63, range 50-89, years) agreed to participate, giving a total response rate of 67% [21].
There were no significant differences between the non-participants and the study sample
regarding gender, chronological age, age at injury, time since injury, SCI level
(tetraplegia/paraplegia), injury severity (complete/incomplete) and cause of injury
(TSCI/NTSCI) [21]. On the basis of this, we have concluded previously that our sample is
likely to represent the population aging with long-term SCI in southern Sweden [21]. The
severity of injury was classified according to the American Spinal Injury Association (ASIA)
Impairment Scale (AIS) [24], based on the participants’ medical records and confirmed during
the data collection procedure (see below). For further comparisons between the participants, 3
groups of SCI severity were formed: (1) tetraplegia AIS A-C (n=22; 15 AIS A, 4 AISB and 3
AIS C); (2) paraplegia AIS A-C (n=41; 23 AIS A, 8 AIS B and 10 AIS C); and (3) all AISD
(n=60).

Ethics

Before enrolment, each participant received information about the study and provided written
informed consent to participate. The SASCIS was approved by the Regional Ethical Review
Board in Lund, Sweden (No. 2010/692) and the Declaration of Helsinki for research on

humans was followed.

Data collection procedure

Data were collected from the participants” medical records and by structured interviews and
assessments during visits in their homes (n=122) or at another place (n=1). A study-specific
questionnaire together with 4 SCI-specific and 8 generic assessment tools, all administered in

Swedish, were used [21]. The assessment tools were chosen in order to cover the main parts



and components of the International Classification of Functioning, Disability and Health

(ICF) [25]. For the present study a subset of the data was used to address the objectives.

Sociodemographics and injury characteristics

The following data on sociodemographic and injury characteristics were used in this study:
gender, chronological age, marital status, vocational situation, age at injury, time since injury,
cause of injury and level and severity of injury (represented by the 3 groups of SCI severity;

see the section “Participants”).

Secondary health conditions

Bowel and bladder function (voluntary versus nonvoluntary) and recurring bowel-related and
bladder-related problems (ie, bowel and urinary incontinence, constipation, diarrhea, bowel
irregularity, hemorrhoids, flatulence, urinary urgency and frequent urinary tract infections)
during the past year were recorded (present versus not present), together with the occurrence
of recurring neuropathic and/or nociceptive pain during the past year. The greatest intensity of
nociceptive and neuropathic pain, respectively, experienced in daily life was rated with a
standard Visual Analogue Scale for Pain (VAS-P; 0-100 mm between ‘no pain’ and ‘the
worst pain imaginable’). Mild pain was defined as 5-44 mm, moderate as 45-74 mm and
severe pain as 75-100 mm [26]. For the analyses, we dichotomized pain into no or mild pain
versus moderate or severe pain. The dichotomization was based on clinical judgement and
previous research suggesting that only pain of moderate and high intensity interferes
substantially with daily activities [27]. Spasticity was noted (present versus not present) if the
participant reported spasticity that required treatment (eg, botulinum toxin, baclofen,

gabapentin, diazepam) or reported untreated recurring spasticity during the past year.

Activity limitations

The Spinal Cord Independence Measure, third version (SCIM I11) is a SCI-specific rating
scale developed to assess the ability to perform daily activities [28]. The SCIM I11 comprises
19 tasks grouped into 3 subscales: self-care (score 0-20), respiration and sphincter
management (score 0-40), and mobility (consisting of 2 subscales) (score 0-40) [28]. The total
score ranges from 0 to 100 [28], where greater scores indicate less activity limitations. The
SCIM 111 has been found psychometrically robust [21] and is suggested as the primary
outcome measure of functional recovery after SCI [29].



Life satisfaction

The Satisfaction With Life Scale (SWLS) [30] is a generic measure of global life satisfaction
that has been used extensively in various populations with life-long neurologic disabilities. It
consists of 5 questions to be answered on a 7-point scale, ranging from ‘strongly agree’ to
‘strongly disagree’. Item scores are summed, ranging from 5 to 35, where a greater score
reflects greater life satisfaction and a score of 20 represents the mid-point between satisfied
and dissatisfied with life. Scores were also stratified as: ‘very high score; highly satisfied’
(30-35 points), ‘high score’ (25-29 points), ‘average score’ (20-24 points), ‘slightly below
average in life satisfaction’ (15-19 points), ‘dissatisfied’ (10-14 points) and ‘extremely
dissatisfied’ (5-9 points) [31]. The SWLS has demonstrated good reliability and validity [21]

and normative data are available [32].

Data and statistical analysis

Descriptive statistics were computed for all variables. Between-group differences for the
different variables were analyzed using the Kruskal-Wallis test, the Mann-Whitney U-test or
the Chi-square test, as appropriate. The Spearman rank correlation coefficient was used to
analyze bivariate associations between variables. As the study is of descriptive character, no
adjustment for multiple tests was performed [33].

To investigate factors associated with activity limitations and life satisfaction,
multivariable linear regression analyses were performed. Independent variables were chosen
on the basis of the objectives of the study, previous research and clinical judgement. In the
first step, associations between the dependent variables (SCIM Il total score and SWLS total
score) and possible independent variables were investigated by means of univariable linear
regression analyses. As the level and severity of injury were represented by the 3 groups of
SCI severity, dummy variables for tetraplegia AIS A-C and paraplegia AIS A-C, with the all
AIS D as the reference category, were created.

For the model with SCIM 111 as the dependent variable, the independent
variables were: gender, age, level and severity of injury, time since injury, cause of injury,
nociceptive and neuropathic pain and spasticity. Bowel and bladder function and related
problems were not included as independent variables as items in the SCIM 11l cover them. For
the model with SWLS as the dependent variable, the independent variables were: gender, age,
marital status, vocational situation, level and severity of injury, time since injury, cause of
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injury, bowel and bladder function and related problems, nociceptive and neuropathic pain,
and spasticity. Independent variables were then included in the multivariable analyses if the p-
value was less than .30.

For activity limitations, the multivariable linear regression analysis was
performed with the total SCIM 111 score as the dependent variable. The independent variables
were level and severity of injury, time since injury (in 10 year intervals), cause of injury and
spasticity. The model exhibited no multicollinearity, the residuals were normally distributed,
and there was no deviation from linearity and no heteroscedasticity.

For life satisfaction, the multivariable linear regression analysis was performed
with the SWLS total score as the dependent variable. The independent variables were
paraplegia AIS A-C, cause of injury, marital status, vocational situation, bowel and bladder
function and related problems and neuropathic pain. Because of the strong associations
between activity limitations and level and severity of injury, it was not possible to include the
SCIM 111 total score in the regression model. As the focus throughout the study was to
compare the 3 groups of SCI severity, it was considered more appropriate to exclude activity
limitations (ie, SCIM I11) from the model. The model exhibited no multicollinearity and no
heteroscedasticity, and the residuals were normally distributed.

All statistical analyses were performed using the SPSS v. 22 software for
Windows (IBM Corporation, Armonk, New York, United States). P-values less than .05

represent statistical significance.

RESULTS

Sociodemographics and injury characteristics

Data on sociodemographics and injury characteristics for the total sample and the 3 groups of
SCI severity are presented in Table 1. Men and women did not differ significantly regarding
chronological age, marital status, vocational situation, age at injury or time since injury. The
all AIS D included more women than the paraplegia AIS A-C (p=.04). The 3 groups of SCI
severity did not differ significantly regarding chronological age, marital status or vocational
situation. Compared to the tetraplegia AIS A-C and the paraplegia AIS A-C, respectively, the
all AIS D were more likely to have a NTSCI (p=.001; p<.001), were older at injury (p=.001;
p=.01), and had a shorter time since injury (p<.001; p=.001).

Insert Table 1 about here
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Secondary health conditions
Almost half of the participants reported voluntary bowel function without using laxatives and
68% did not report any bowel-related problems (Table 2). Bowel function was related to
group of SCI severity (p<.006); pair-wise comparisons between the 3 groups of SCI severity
revealed that participants in the all AIS D were most likely and those in the tetraplegia AIS A-
C least likely to have voluntary bowel function. Participants with TSCI were less likely to
have voluntary bowel function (p=.02) than those with NTSCI. There were no significant
differences between participants with voluntary and nonvoluntary bowel function regarding
gender, chronological age, age at injury and time since injury.

Fifty-three participants (43%) used clean intermittent catheterization (CIC) and
56% did not report any bladder-related problems (Table 2). Use of indwelling catheters was
most common in the tetraplegia AIS A-C. Participants in the all AIS D were more likely to
have voluntary voiding compared to those in the tetraplegia AIS A-C (p<.001) and paraplegia
AIS A-C (p<.001), but there was no significant difference between the latter 2 groups.
Participants with TSCI were less likely to have voluntary voiding (p=.007) than those with
NTSCI. Participants with voluntary voiding were older at injury (p<.001) and had a shorter
time since injury (p<.001), with no relation to gender or chronological age.

There were no significant differences between participants with and without
bowel-related or bladder-related problems regarding gender, chronological age, age at injury,

time since injury, cause of injury and level and severity of injury.

Insert Table 2 about here

A large majority (n=105; 85%) reported some form of pain and 42% reported
both nociceptive and neuropathic pain (Table 3). Sixty-six percent reported moderate or
severe nociceptive and/or neuropathic pain. Participants who reported moderate or severe
neuropathic pain were older at injury (p=.02), had a shorter time since injury (p=.03) and were
less likely to be vocationally active (p=.004) compared to those reporting no or mild
neuropathic pain. No such differences were found regarding nociceptive pain. There were no
significant differences between participants reporting no or mild pain compared with those
reporting moderate or severe pain regarding gender, chronological age, cause of injury and
level and severity of injury.
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Spasticity was present in 54 participants (44%). There were no significant
differences between participants with and without spasticity regarding gender, chronological

age, cause of injury, level and severity of injury, age at injury and time since injury.

Insert Table 3 about here

Activity limitations

The range of the total SCIM Il score varied considerably with a mean of 65.2 (range 8 to
100) (Table 4). There was no significant difference in the total SCIM |11 score between the
men and the women. Activity limitations were related to group of SCI severity (p<.001); pair-
wise comparisons between the 3 groups revealed that participants in the tetraplegia AIS A-C
had the most activity limitations and those in the all AIS D the least. Participants with a TSCI
had more activity limitations than those with a NTSCI (p<.001). Activity limitations were
weakly, but significantly, correlated with age at injury (rho=.280; p=.002) and time since
injury (rho=-.373; p<.001), indicating more activity limitations in those injured at younger
ages and with longer time since injury. There was no significant relationship with
chronological age and no significant difference among participants reporting no or mild pain
compared with those reporting moderate or severe pain. Participants with spasticity had

significantly more activity limitations (p=.003).

Insert Table 4 about here

In the multivariable linear regression analysis the independent variables
explained 68% of the variance in activity limitations (Table 5). Higher level and more severe
SCI (based on the AIS) together with spasticity were significantly associated with more
activity limitations, with the level and severity of injury being the strongest contributor to the

model.

Insert Table 5 about here

Life satisfaction
The mean SWLS total score was 20.7 (Table 6), which is just above the midpoint (score 20)
between satisfied and dissatisfied with life. Thirty-seven participants (33%) had a total score
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of 25 or more, indicating that they were satisfied (n=23) or highly satisfied (n=14) with life.
Twenty-four participants (22%) reported an average score (20-24), whereas 28 participants
(25%) had a total score 14 or less, indicating that they were dissatisfied (n=23) or extremely
dissatisfied (n=5) with life. There were no significant differences between men and women,
participants with TSCI and NTSCI or between the 3 groups of SCI severity. Participants who
had a partner and/or were working full-time or part-time rated their life satisfaction
significantly greater (p<.001), as did those reporting voluntary bowel function (p=.04) and/or
voluntary voiding (p=.03). There was no significant difference in life satisfaction among
participants reporting no or mild pain compared with those reporting moderate or severe pain.
Similarly, there was no significant difference between participants with spasticity and/or
bladder-related or bowel-related problems compared with participants who did not report
these problems. There was no significant association between activity limitations (total SCIM

I11 score) and life satisfaction (total SWLS score).

Insert Table 6 about here

In the multivariable linear regression analysis, the independent variables
explained 38% of the variance in life satisfaction (Table 7). Paraplegia AIS A-C, having a
partner, working full-time or part-time and voluntary voiding were all significantly associated

with a high life satisfaction, with marital status being the strongest contributor to the model.

Insert Table 7 about here

DISCUSSION

To the best of our knowledge, this is the first study describing secondary health conditions,
activity limitations and life satisfaction in older adults with long-term SCI from the
perspective of Northern Europe, specifically the Nordic countries. The main findings were
that 32% and 44% of the participants, respectively, reported bowel-related and bladder-related
problems, 66% reported moderate or severe nociceptive and/or neuropathic pain, and 44%
reported spasticity. Second, activity limitations were on average moderate, with injury
characteristics and spasticity explaining about two thirds of the variance. Third, life
satisfaction was rated just above the midpoint between satisfied and dissatisfied with life, with
marital status, vocational situation, bladder function and injury characteristics explaining over
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a third of the variance. Finally, gender, age and time since injury were not associated with the

participants’ activity limitations and life satisfaction.

Secondary health conditions

Neurogenic bowel and bladder dysfunction, pain and spasticity are frequently reported
secondary health conditions after SCI [10, 11]. The occurrence of bowel-related (32%) and
bladder-related (44%) problems in the present study is lower compared with that from the
Netherlands (n=454, mean age 48 years, mean time since injury 13 years) [10], where bowel-
related problems were described by 61% and bladder-related problems by 71%. That study
[10] consisted of more individuals with complete SCI who might experience more bowel-
related and bladder-related problems; however, we did not find any associations between
these problems and the level and severity of injury. CIC was the most common bladder
evacuation method, and suprapubic catheters were mostly used in the tetraplegia AIS A-C,
which is in agreement with findings from other European studies of people with SCI of
different ages [34-36].

Data on pain in the SCI population vary greatly. In the present study, gender,
cause of injury and level and severity of injury were not associated with the occurrence of
pain, which is in line with previous reports [37, 38]. The occurrence of neuropathic pain
among our participants (66%) is higher compared to previous Swedish studies where 32%-
40% reported neuropathic pain [39, 40]. This finding may be explained by an older age at
injury in our sample. The finding that neuropathic pain was more common in individuals
injured at older ages is in agreement with previous studies [38, 40]. Furthermore, our sample
consisted of more individuals with incomplete injuries who could experience pain as more
disabling than their neurologic sequelae. Pain has been reported to be more frequent in
individuals with AIS D injuries [41], but we found no associations between the level and
severity of injury and pain. Taken together, pain seems to be common in older adults with
long-term SCI, which should be considered in clinical practice and future research. To allow
for a greater understanding of pain, more in-depth descriptions are warranted. Accordingly,
ratings of average pain intensity, the experience of allodynia and the effect of analgesics
should be considered.

The occurrence of spasticity in our sample (44%) is lower compared with
previous studies of people with chronic SCI, where 53%-78% had spasticity [42, 43].
Individuals with lower level injuries and incomplete cervical injuries are less prone to develop

15



spasticity [42, 44]. Our sample included only 15 individuals with complete cervical injuries
and the most common type of injury was incomplete paraplegia [21], which most likely

explains the differences with previous studies.

Activity limitations

The SCIM 111 score indicated a large difference in activity limitations among the participants,
but in general a relatively high level of independence and only moderate overall activity
limitations. The finding that the level and severity of injury were strongly associated with
activity limitations is supported by results from other studies in which the SCIM 111 [45] or
the Functional Independence Measure (FIM) [46, 47] was used. In studies of individuals with
chronic TSCI and NTSCI, higher chronological age seems to negatively affect functional
ability [14, 48]. Our study did not reveal any associations between activity limitations and
older age. Some of these discrepancies could be the result of differences in study design, in
particular the age range of the included participants. In the multivariable analysis, spasticity
was significantly associated with more activity limitations, although less strongly than the
level and severity of injury. Nevertheless, our results indicate that spasticity can interfere with
the performance of ADL, which is supported by clinical experience as well as earlier research
[10, 42, 44].

Although pain has been reported to interfere with daily life and social activities
in individuals with SCI [10], we did not find any significant associations between pain and
activity limitations. One plausible explanation could be that among individuals with long-term
SCI, pain is present but it is no longer taking precedence in daily life. Thus, our results imply
that the level and severity of injury is one main factor associated with activity limitations,

regardless of chronological age and time since injury.

Life satisfaction

There was a large variability in life satisfaction among the participants, from highly
dissatisfied to highly satisfied, with a mean SWLS total score of 20.7. According to Diener
[31], this score indicates that older adults with long-term SCI can be considered generally
satisfied although there are some areas where they very much would like some improvement.
The ratings of life satisfaction in our sample are comparable to findings in Swedish studies of
individuals with traumatic brain injury [49] and Parkinson’s disease [50], although lower than
a nationwide sample of Swedish university students (n=2900) [32]. Life satisfaction among
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our participants also was similar to ratings found in individuals with acute SCI (SWLS total
score 20.4) [51] and chronic SCI (SWLS total score 20.8) [52] of both traumatic and non-
traumatic etiology. DeVivo and Chen [53] examined life satisfaction in individuals 1-30 years
post-TSCI and found the greatest ratings of life satisfaction in those with the longest duration
of injury (SWLS total score 22.5). Thus, life satisfaction seems to remain relatively stable a
long time after SCI, and may in fact increase as one lives longer with the injury. This could
perhaps be attributed to follow-up bias, as people who are less satisfied with life tend to
withdraw from research projects [19]. Nevertheless, Charlifue et al [20] reported that with
increasing time since injury, life satisfaction seems to improve despite a decline in perceived
health status.

The independent variables explained as much as 38% of the variance in life
satisfaction, which is comparable to previous reports [20, 52]. This indicates that other factors
may also be associated with life satisfaction among older adults who have lived with a SCI for
many years. Previous research has suggested significant associations with psychological
distress and depression [52], sense of coherence [17], perceived health status [52] and
community participation [52, 54] in individuals with SCI. Furthermore, engagement in
physical activity has demonstrated positive effects on life satisfaction [55]. As there is very
limited knowledge about such associations in older adults with long-term SCI, these are
important areas for future research.

Our finding that pain was not associated with life satisfaction is somewhat
surprising, as this has been found in previous studies [52, 56, 57]. However, the lower ratings
of life satisfaction in individuals with pain might be mediated by negative mood states [56],
even though the directional causality between these variables is not fully known [57]. Our
results also show that pain is associated with vocational situation, which, in turn, is
significantly associated with life satisfaction. Thus, pain covaries with many aspects of life
that may be related to life satisfaction, which could explain why no such direct association
was found in the present study. In order to study mediators of such complex dynamics, further
research using alternative approaches is warranted.

As expected, participants who had a partner rated a greater life satisfaction. This
is well in line with previous research, both in people with SCI and noninjured populations
[58-61]. There are plausible explanations to why this association is so commonly described.
Having a partner is a source of social, physical, emotional and financial support [59], and
provides a sense of belonging and being needed. Moreover, life satisfaction reflects the degree
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to which achievements and aspirations in life are met, and having a relationship and founding
a family is important for many people. Life satisfaction among our participants was also
associated with vocational status, which indicates the importance of meaningful and
productive daily activities. This association has previously been described in individuals with
SCI [60] as well as in the general population [62]. Thirty-five percent of our participants were
vocationally active. Whether life satisfaction in this group diminishes as they retire presents
an interesting topic for future studies.

Thus, the established association between life satisfaction and the social
environment holds true also for older individuals with long-term SCI. Forthcoming
longitudinal studies in our cohort will further enhance our knowledge of life satisfaction in

older adults many years after SCI.

Strengths and limitations

Several strengths of the SASCIS have been previously discussed [21]. There are also a few
limitations to the present study. Pain was rated as the highest pain intensity experienced in
everyday life, which could have led to an overestimation of pain intensity and we might also
have failed to recognize participants that were truly restricted by severe pain. Consequently,
the lack of an association between pain, activity limitations and life satisfaction should be
interpreted with some caution. Spasticity was based on self-reports and not physically
examined which should be kept in mind when interpreting the results. The SCIM 111 was
scored by interview and not by observation, which could have affected the scoring precision.
Because of the cross-sectional study design, we were unable to identify factors predicting
activity limitations and life satisfaction, and could only show associations between the
investigated variables. Studies with data from several time points are therefore needed to
understand factors that predict disability. Hence, forthcoming longitudinal studies from the

SASCIS will contribute to a more comprehensive understanding of aging with long-term SCI.

Conclusion

Older adults with long-term SCI in southern Sweden can maintain a relatively high level of
physical independence and generally are satisfied with their lives, regardless of gender, age or
time since injury. Pain is common but does not seem to be associated with activity limitations
and life satisfaction. The associations between variables demonstrate the importance of injury

characteristics for the performance of daily activities and the social context for life
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satisfaction in older adults with long-term SCI. In physiatric practice, maintaining a low
frequency of secondary health conditions, and facilitating meaningful activities and social
interaction therefore seem to be important for healthy aging many years after SCI.

Taken together, this study indicates that older adults with long-term SCI in southern
Sweden exhibit both differences and similarities compared to other SCI populations. Future
studies from the SASCIS will add to the overall knowledge base of living with long-term SCI
into later life and contribute to our understanding of factors that promote healthy aging in this

segment of the population.

Acknowledgements
The authors are grateful to all participants. The authors thank Lizette Norin, MSc for
assistance during the data collection, and Vibeke Horstmann, LicSc and Henrik Ekstrom, MD,

PhD, Department of Health Sciences, Lund University for valuable statistical advice.

19



REFERENCES

1.

10.

11.

12.

Bickenbach J, editor. International perspectives on spinal cord injury: World Health
Organization, International Spinal Cord Society; 2013. Available at:
http://www.who.int/disabilities/policies/spinal_cord_injury/en/. Accessed September 1,
2016.

Hitzig SL, Eng JJ, Miller WC, Sakakibara BM. An evidence-based review of aging of

the body systems following spinal cord injury. Spinal Cord. 2011;49:684-701.
Thompson L, Yakura J. Aging related functional changes in persons with spinal cord
injury. Top Spinal Cord Inj Rehabil. 2001;6:69-82.

World Health Organization. World report on ageing and health: World Health
Organization; 2015. Available at: http://www.who.int/ageing/publications/world-report-
2015/en/. Accessed September 1, 2016.

Hitzig SL, Campbell KA, McGillivray CF, Boschen KA, Craven BC. Understanding
age effects associated with changes in secondary health conditions in a Canadian spinal
cord injury cohort. Spinal Cord. 2010;48:330-5.

Savic G, Charlifue S, Glass C, Soni B, Gerhart K, Ali J. British ageing with SCI study:
Changes in physical and psychosocial outcomes over time. Top Spinal Cord Inj
Rehabil. 2010;15:41-53.

Krause JS, Coker JL. Aging after spinal cord injury: A 30-year longitudinal study. J
Spinal Cord Med. 2006;29:371-6.

Krause JS, Clark JM, Saunders LL. SCI Longitudinal Aging Study: 40 years of
research. Top Spinal Cord Inj Rehabil. 2015;21:189-200.

Groah SL, Charlifue S, Tate D, et al. Spinal cord injury and aging: Challenges and
recommendations for future research. Am J Phys Med Rehabil. 2012;91:80-93.
Bloemen-Vrencken JH, Post MW, Hendriks JM, De Reus EC, De Witte LP. Health
problems of persons with spinal cord injury living in the Netherlands. Disabil Rehabil.
2005;27:1381-9.

Jensen MP, Truitt AR, Schomer KG, Yorkston KM, Baylor C, Molton IR. Frequency
and age effects of secondary health conditions in individuals with spinal cord injury: A
scoping review. Spinal Cord 2013;51:882-92.

Simpson LA, Eng JJ, Hsieh JT, Wolfe DL, Spinal Cord Injury Rehabilitation Evidence

Research Team. The health and life priorities of individuals with spinal cord injury: A
systematic review. J Neurotrauma. 2012;29:1548-55.
20


http://www.who.int/disabilities/policies/spinal_cord_injury/en/
http://www.who.int/ageing/publications/world-report-2015/en/
http://www.who.int/ageing/publications/world-report-2015/en/

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

Charlifue SW, Weitzenkamp DA, Whiteneck GG. Longitudinal outcomes in spinal cord
injury: Aging, secondary conditions, and well-being. Arch Phys Med Rehabil.
1999;80:1429-34.

Gerhart KA, Bergstrom E, Charlifue SW, Menter RR, Whiteneck GG. Long-term spinal
cord injury: Functional changes over time. Arch Phys Med Rehabil. 1993;74:1030-4.
Pershouse KJ, Barker RN, Kendall MB, et al. Investigating changes in quality of life
and function along the lifespan for people with spinal cord injury. Arch Phys Med
Rehabil. 2012;93:413-9.

Sakakibara BM, Hitzig SL, Miller WC, Eng JJ. An evidence-based review on the
influence of aging with a spinal cord injury on subjective quality of life. Spinal Cord.
2012;50:570-8.

Post MW, van Leeuwen CM. Psychosocial issues in spinal cord injury: A review.
Spinal Cord. 2012;50:382-9.

Pavot W, Diener E. Review of the Satisfaction With Life Scale. Psychol Assess.
1993;5:164-72.

Kemp B, Ettelson D. Quality of life while living and aging with a spinal cord injury and
other impairments. Top Spinal Cord Inj Rehabil. 2001;6:116-27.

Charlifue S, Lammertse DP, Adkins RH. Aging with spinal cord injury: Changes in
selected health indices and life satisfaction. Arch Phys Med Rehabil. 2004;85:1848-53.
Jorgensen S, Iwarsson S, Norin L, Lexell J. The Swedish Aging with Spinal Cord Injury
Study (SASCIS): Methodology and initial results. PM R. 2016;8:667-77.

WebRehab Sweden, Uppsala Clinical Research. Available at:
http://www.ucr.uu.se/webrehab/. Accessed September 1, 2016.

Holtz A, Levi R. Spinal cord injuries. Treatment and Rehabilitation. Lund, Sweden:
Studentlitteratur; 2006.

Kirshblum SC, Burns SP, Biering-Sorensen F, et al. International standards for
neurological classification of spinal cord injury (revised 2011). J Spinal Cord Med.
2011;34:535-46.

World Health Organization. International classification of functioning, disability and
health: ICF. Geneva: World Health Organization; 2001. Available at:
http://www.who.int/classifications/icf/en/. Accessed September 1, 2016.

21


http://www.ucr.uu.se/webrehab/
http://www.who.int/classifications/icf/en/

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Jensen MP, Chen C, Brugger AM. Interpretation of visual analog scale ratings and
change scores: a reanalysis of two clinical trials of postoperative pain. J Pain.
2003;4:407-14.

Jensen MP, Smith DG, Ehde DM, Robinsin LR. Pain site and the effects of amputation
pain: further clarification of the meaning of mild, moderate, and severe pain. Pain.
2001;91:317-22.

Itzkovich M, Gelernter I, Biering-Sorensen F, et al. The Spinal Cord Independence
Measure (SCIM) version I11: Reliability and validity in a multi-center international
study. Disabil Rehabil. 2007;29:1926-33.

Alexander MS, Anderson KD, Biering-Sorensen F, et al. Outcome measures in spinal
cord injury: recent assessments and recommendations for future directions. Spinal Cord.
2009;47:582-91.

Diener E, Emmons RA, Larsen RJ, Griffin S. The Satisfaction With Life Scale. J Pers
Assess. 1985;49:71-5

Diener E. Satisfaction With Life Scale (SWLS); Understanding the SWLS scores. 2006.
Available at: http://internal.psychology.illinois.edu/~ediener/SWLS.html. Accessed
September 1, 2016.

Hultell D, Gustavsson JP. A psychometric evaluation of the Satisfaction with Life Scale

in a Swedish nationwide sample of university students. Pers Indiv Differ. 2008;44:1070-
9.
Bender R, Lange S. Adjusting for multiple testing--when and how? J Clin Epidemiol.
2001;54:343-9.
Hagen EM, Rekand T. Management of bladder dysfunction and satisfaction of life after
spinal cord injury in Norway. J Spinal Cord Med. 2014;37:310-6.
Krebs J, Wollner J, Pannek J. Bladder management in individuals with chronic
neurogenic lower urinary tract dysfunction. Spinal Cord. 2016;54:609-13.
Adriaansen JJ, van Asbeck FW, Tepper M, et al. Bladder-emptying methods,
neurogenic lower urinary tract dysfunction and impact on quality of life in people with
long-term spinal cord injury. J Spinal Cord Med. 2016:1-11.
Dijkers M, Bryce T, Zanca J. Prevalence of chronic pain after traumatic spinal cord
injury: A systematic review. J Rehabil Res Dev. 2009;46:13-29.
Stormer S, Gerner HJ, Gruninger W, et al. Chronic pain/dysaesthesiae in spinal cord
injury patients: results of a multicentre study. Spinal Cord. 1997;35:446-55.

22


http://internal.psychology.illinois.edu/~ediener/SWLS.html

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

Werhagen L, Aito S, Tucci L, Strayer J, Hultling C. 25 years or more after spinal cord
injury: clinical conditions of individuals in the Florence and Stockholm areas. Spinal
Cord. 2012;50:243-6.

Werhagen L, Budh CN, Hultling C, Molander C. Neuropathic pain after traumatic

spinal cord injury--relations to gender, spinal level, completeness, and age at the time of

injury. Spinal Cord. 2004;42:665-73.

Norrbrink Budh C, Lund I, Ertzgaard P, et al. Pain in a Swedish spinal cord injury
population. Clin Rehabil. 2003;17:685-90.

Adams M, Hicks AL. Spasticity: Pathophysiology, Assessment, and Management. In:
Lin VW, editor. Spinal Cord Medicine: Principles & Practice. 2nd ed. New York:
Demos Medical Publishing; 2010. p. 534-44.

Hsieh JTC, Wolfe DL, Mclntyre A, et al. Spasticity following spinal cord injury. In:
Eng JJ, Teasell RW, Miller WC, et al, editors. Spinal Cord Injury Rehabilitation

Evidence. Version 4.0; 2012. Available at: http://scireproject.com/rehabilitation-

evidence/spasticity. Accessed September 1, 2016.

Skold C, Levi R, Seiger A. Spasticity after traumatic spinal cord injury: Nature,
severity, and location. Arch Phys Med Rehabil. 1999;80:1548-57.

Ovechkin AV, Vitaz TW, Terson de Paleville DG, McKay WB. Quality of residual
neuromuscular control and functional deficits in patients with spinal cord injury. Front
Neurol. 2013;4:174

New PW. Functional outcomes and disability after nontraumatic spinal cord injury
rehabilitation: Results from a retrospective study. Arch Phys Med Rehabil.
2005;86:250-61.

Middleton JW, Truman G, Geraghty TJ. Neurological level effect on the discharge
functional status of spinal cord injured persons after rehabilitation. Arch Phys Med
Rehabil. 1998;79:1428-32.

Tramonti F, Gerini A, Stampacchia G. Individualised and health-related quality of life
of persons with spinal cord injury. Spinal Cord. 2014;52:231-5.

Jacobsson LJ, Westerberg M, Lexell J. Health-related quality-of-life and life satisfaction

6-15 years after traumatic brain injuries in northern Sweden. Brain Inj. 2010;24:1075-
86.

23


http://scireproject.com/rehabilitation-evidence/spasticity
http://scireproject.com/rehabilitation-evidence/spasticity

50.

51.

52.

53.

54.

55.

56.

57,

58.

59.

60.

61.

62.

Rosengren L, Jonasson SB, Brogardh C, Lexell J. Psychometric properties of the
Satisfaction With Life Scale in Parkinson's disease. Acta Neurol Scand. 2015;132:164-
70.

Kortte KB, Gilbert M, Gorman P, Wegener ST. Positive psychological variables in the
prediction of life satisfaction after spinal cord injury. Rehabil Psychol. 2010;55:40-7.
Tonack M, Hitzig SL, Craven BC, Campbell KA, Boschen KA, McGillivray CF.
Predicting life satisfaction after spinal cord injury in a Canadian sample. Spinal Cord.
2008;46:380-5.

DeVivo MJ, Chen Y. Trends in new injuries, prevalent cases, and aging with spinal cord
injury. Arch Phys Med Rehabil. 2011;92:332-8.

Post MW, Reinhardt JD. Participation and life satisfaction in aged people with spinal
cord injury: Does age at onset make a difference? Top Spinal Cord Inj Rehabil.
2015;21:233-40.

Ravenek KE, Ravenek MJ, Hitzig SL, Wolfe DL. Assessing quality of life in relation to
physical activity participation in persons with spinal cord injury: A systematic review.
Disabil Health J. 2012;5:213-23.

Norrbrink Budh C, Osteraker AL. Life satisfaction in individuals with a spinal cord
injury and pain. Clin Rehabil. 2007;21:89-96.

Putzke JD, Richards JS, Hicken BL, DeVivo MJ. Interference due to pain following
spinal cord injury: important predictors and impact on quality of life. Pain.
2002;100:231-42.

Cao Y, Krause JS, Saunders LL, Clark JM. Impact of marital status on 20-year
subjective well-being trajectories. Top Spinal Cord Inj Rehabil. 2015;21:208-17.
Powdthavee N. I can’t smile without you: Spousal correlation in life satisfaction. J Econ
Psychol. 2009;30:675-89.

Dijkers M. Quality of life after spinal cord injury: A meta analysis of the effects of
disablement components. Spinal Cord. 1997;35:829-40.

Holicky R, Charlifue S. Ageing with spinal cord injury: the impact of spousal support.
Disabil Rehabil. 1999;21:250-7.

Melin R, Fugl-Meyer KS, Fugl-Meyer AR. Life satisfaction in 18- to 64-year-old
Swedes: in relation to education, employment situation, health and physical activity. J
Rehabil Med. 2003;35:84-90.

24



Table 1. Sociodemographics and injury characteristics of older adults with long-term spinal cord injury (n = 123)

Total Tetraplegia AIS A-C  Paraplegia AIS A-C  AIlAISD
(n=123) (n=22) (n=41) (n=60)
Gender'? (n (%))
Men 87 (71) 15 (68) 34 (83) 38 (63)
Women 36 (29) 7(32) 7(17) 22 (37)
Age, y, mean £ SD; median, range 63 £9; 63, 50-89 60 £7; 59, 50-77 63 £9; 61, 50-78 65 19; 64, 50-89
gaZ:fb,lzTury’ ymean £ SD; median, 39 116 38, 7-74 31+13;29,17-62 36 +15; 32, 7-63 45 +16; 49, 12-74
Time since Injury, y, mean = 50 24+12;22,10-56  309;29,13-48  27£12;27,10-56 20 11; 15, 10-50
median, range 162
Cause of injury, n (%)
Traumatic® 76 (62) 18 (82) 34 (83) 24 (40)
Non-traumatic* 47 (38) 4 (18) 7(17) 36 (60)
Marital status n (%)>° 65 (53) 13 (59) 24 (59) 28 (47)
Vocational situation, n (%)
Working full-time or part-time 43 (35) 8 (36) 15 (37) 20 (33)
Disability pension 34 (28) 8 (36) 12 (29) 14 (23)
Old age pension 46 (37) 6 (27) 14 (34) 26 (43)

AIS = American Spinal Injury Association Impairment Scale [24]; SD = standard deviation.

'Significant differences between the paraplegia AIS A-C and the all AIS D.2p=.04; " p=.01; °p=.001; %p<.001

2Significant differences between the tetraplegia AIS A-C and the all AIS D.?2p=.001; Pp<.001; °p=.001

STraffic/transportation (motor vehicle, train, bicycle), fall, workplace accident, diving accident, gunshot/assault/torture, other traumatic (eg, sports, leisure activities).
4Spinal tumour, spinal disk herniation, spinal arteriovenous malformation, spinal infarction, spinal infection.

SHaving a partner/married/co-habiting.



Table 2. Bowel and bladder function, and related problems among older adults
with long-term spinal cord injury (n = 123)

Bowel function, n (%)*?

Voluntary bowel function 58 (47)
Nonvoluntary bowel function® 65 (53)
Bowel-related problems, n (%)% 39 (32)
Incontinence 15 (12)
Constipation 14 (11)
Other® 19 (15)
Bladder function, n (%)'©
Voluntary voiding 46 (37)
Voluntary voiding and CIC 6 (5)
Nonvoluntary voiding 77 (63)
CIC 47 (38)
Indwelling catheter 21 (17)
Foley catheter 6 (5)
Suprapubic catheter 15 (12)
Other’ 11 (9)
Bladder-related problems, n (%)** 54 (44)
Incontinence 32 (26)
Urgency 17 (14)
Frequent urinary tract infections (UTIs)® 12 (10)
Other® 5 (4)
CIC = clean intermittent catheterization; AIS = American Spinal Injury Association Impairment
Scale [24]

1Several participants reported more than 1 type of bowel/bladder function and related problems.
2Higher frequency of voluntary bowel function among the all AIS D (n=60) compared with the
tetraplegia AIS A-C (n=22), p<.001, and the paraplegia AIS A-C (n=41), p=.001, and among the
paraplegia AIS A-C compared with the tetraplegia AIS A-C, p=.006.

3Use of laxatives, digital stimulation, colostomy.

4Defined as recurring bowel-related or bladder-related problems during the past year.

SEg, diarrhea, irregularity, hemorrhoids, flatulence.

SGreater frequency of voluntary voiding among the all AIS D compared with the tetraplegia AIS
A-C, p<.001, and the paraplegia AIS A-C, p<.001.

"Eg, urostomy, bladder reflex triggering, bladder expression.

8Defined as recurring UTIs more than 3 times/y.

°Eg, time-consuming, bladder stones.



Table 3. Pain and spasticity among older adults with long-term spinal cord injury

(n=123)

No pain, n (%)
Nociceptive pain, n (%)*

Mild (VAS 5-44)

Moderate (VAS 45-74)

Severe (VAS 75-100)

VAS-P in mm, mean + SD; range
Neuropathic pain, n (%)2

Mild (VAS 5-44)

Moderate (VAS 45-74)

Severe (VAS 75-100)

VAS-P in mm, mean + SD; range
Both types of pain, n (%)
Spasticity, n (%)3

18 (15)
76 (62)
27 (22)
30 (24)
19 (15)
34 +33; 0-100
81 (66)
16 (13)
28 (23)
33 (27)
42 £37; 0-100
52 (42)
54 (44)

VAS = Visual Analogue Scale for pain (VAS-P; 0-100 mm); AIS = American Spinal Injury

Association Impairment Scale [24]

1Defined as recurring pain during the past year. Pain intensity was classified according to Jensen

et al. [26]

20One participant reported occurrence of neuropathic pain but was unable to rate the intensity, 1
participant reported occurrence of neuropathic pain but rated the intensity to 4 mm and 2

participants reported occurrence of neuropathic pain but rated the intensity as 0 with analgesics.
3Defined as spasticity requiring treatment or untreated, recurring spasticity during the past year.
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Table 4. Activity limitations among older adults with long-term spinal cord injury
(n =123) as assessed with the SCIM 111

SCIM total scorel

Total sample (n = 123) 65.2 £24.2; 8-100
Tetraplegia AIS A-C (n =22) 27.9 £13.1; 8-66
Paraplegia AIS A-C (n = 41) 62.0 £13.0; 31-85
All AIS D (n = 60) 81.1 +15.8; 31-100

Data are presented as mean = standard deviation; range.

The SCIM 111 [28] comprises 19 tasks grouped into 3 subscales: self-care (score 0-20), respiration
and sphincter management (score 0-40), and mobility (consisting of 2 subscales) (score 0-40). The
total score ranges from 0 to 100, where greater scores indicate less activity limitations.

SCIM 111 = Spinal Cord Independence Measure, third version; AlS = American Spinal Injury
Association Impairment Scale [24]

1Significant differences between the 3 groups of SCI severity (all pairwise comparisons yielded p-
values <.001).
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Table 5. Multivariable linear regression with the SCIM I11 total score as the dependent variable
among older adults with long-term spinal cord injury (n = 123)

Independent variables® Unstandardized 95 % confidence p-value
regression coefficient B interval for B

Tetraplegia AIS A-C?>  -49.3 (-56.7, -41.8) <.0013

Paraplegia AIS A-C2  -17.4 (-23.5, -11.2) <.0013

Time since injury

(in 10 year intervals) 13 (-36,1.1) 28

Non-traumatic injury 2.5 (-3.4,8.3) 41

Spasticity -9.5 (-14.5, -4.4) <.0013

Adjusted R? 0.68

Greater SCIM 111 total score indicate less overall activity limitations (range 0-100).

SCIM 11 = Spinal Cord Independence Measure, third version; AIS = American Spinal Injury Association Impairment
Scale [24]

Independent variables with p<.30 in univariable regression analyses with the SCIM 111 total score as the dependent
variable.

2Reference category: All AIS D.

3Denotes p-values that are statistically significant (p<.05)
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Table 6. Life satisfaction among older adults with long-term spinal cord injury (n =
111) as assessed with the Satisfaction With Life Scale (SWLS).

SWLS total score

Total sample (n = 111) 20.7 £7.1; 6-34
Tetraplegia AIS A-C (n =19) 20.4 £7.3; 10-34
Paraplegia AIS A-C (n = 36) 21.9 £7.9; 6-33
All AIS D (n =56) 20.0 £6.6; 6-34

Data are presented as mean xstandard deviation; range.

The SWLS [30] consists of 5 questions to be answered on a seven-point scale, ranging from
‘strongly agree’ to ‘strongly disagree’. Item scores are summed, ranging from 5 to 35, where a
greater score reflects greater life satisfaction and a score of 20 represents the mid-point between
satisfied and dissatisfied with life.

SWLS = Satisfaction With Life Scale; AIS = American Spinal Injury Association Impairment Scale
[24].
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Table 7. Multivariable linear regression with the SWLS total score as the dependent variable among
older adults with long-term spinal cord injury (n =111)

Independent variables® Unstandardized 95 % confidence p-value
regression coefficient interval for B
B
Paraplegia AIS A-C> 3.4 (0.8,6.1) 013
Nontraumatic injury 2.1 (-0.4, 4.6) 10
Having a partner 6.0 (3.8,8.2) <.0013
Work_mg full-time or 39 (15, 6.3) 0023
part-time
]lc\lonv_oluntary bowel 0.3 (-3.0, 2.4) 82
unction
- 4
Bowel-related 06 (-2.0,3.3) 63
problems
Nonvoluntary voiding  -4.2 (-7.0,-1.4) .0043
- 5
Bladder-related 23 (-4.7,0.03) 05
problems
Moderate or se_veGre 12 (-35,1.1) 30
neuropathic pain
Adjusted R? 0.38

Greater scores indicate greater life satisfaction (range 5-35).

SWLS = Satisfaction With Life Scale; AIS = American Spinal Injury Association Impairment Scale [24].
Independent variables with p<.30 in univariable regression analyses with the SWLS total score as the dependent
variable.

2Reference category: Tetraplegia AIS A-C and all AIS D.

3Denotes p-values that are statistically significant (p<.05)

“4Reference category: No bowel-related problems.

SReference category: No bladder-related problems.

SReference category: No or mild neuropathic pain.
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