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FOREWORD

It was my pleasure to be awarded the inaugural NSW Office for Science and Medical Research Spinal Exchange Program
Fellowship in 2005, during which I participated in a series of activities with the objective of facilitating communication
on techniques, treatment and therapies that would improve the psychosocial rehabilitation and quality of life for people
with SCI and related conditions. The NSW State Spinal Cord Injury Service has continued this work by convening a
Psychosocial Strategy Steering Group to oversee the development and implementation of a comprehensive strategy for
the psychosocial care of people affected by SCI, and this Guide is one of the projects that they have undertaken.
This is a comprehensive, well researched and service-focused Guide for all health professionals working with people with
spinal cord injuries. The authors have reviewed and integrated clinical needs with best practice models and provided a
wealth of informed, relevant and professional guidance. It is critical that the recommendations are addressed to ensure
that people with spinal cord injuries in New South Wales have access to twenty-first century healthcare model systems.

Paul Kennedy DPhil (2008)
Professor of Clinical Psychology and Academic Director Oxford Doctoral
Course in Clinical Psychology University of Oxford and Trust Head of
Clinical Psychology, Stoke Mandeville Hospital, England, UK

‘Knowing is not enough, we must apply. Willing is not enough, we must do.’
Goethe
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1. Executive Summary

1.1 Purpose
This Guide for Health Professionals on the Psychosocial
Care for People with Spinal Cord Injury (SCI), hereafter
referred to as the Guide, was developed to assist health
professionals and practitioners to make appropriate
decisions about assessment, treatment, referral and
living arrangements for people with SCI. Although
paediatric SCI may be referred to in some instances, the
main focus of the Guide is for those involved with adult
SCI services. It is intended that this Guide enhance SCI
rehabilitation practice and treatment as well as serving
to advocate for people with SCI by informing legislators,
policy-makers and other interested parties within the
health care environment. The major goal was to develop
practice guidelines that ensures people with SCI receive
comprehensive and cost effective psychosocial care that
suits and enhances their wellbeing and life goals.
The Guide was written with the understanding that a
variety of health professionals provide psychosocial care,
including medical practitioners, nurses, psychologists,
psychiatrists, social workers, physiotherapists, occupational
therapists and rehabilitation counsellors. We hope that
the information contained herein will be applicable to
these professionals and assist them in providing the best
possible rehabilitation programs for people with SCI. It
is expected that its application will vary across various
settings and in line with the practitioners’ training in
particular interventions. A revised version of the Guide was
completed in December 2013, and latest best evidence
concerning assessment, treatment and rehabilitation
practice has been integrated into the document.
The Guide has four sections:
• The first provides background.
• The second provides details concerning the
psychosocial aspects of SCI.
• The third presents select models of care that can
influence SCI rehabilitation.
• The fourth presents principles and key
recommendations for the psychosocial care provided
by the rehabilitation team and other specialised carers.
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1.1.1 Details
General principles for the psychosocial care of
people with SCI
• Psychosocial factors that impact on rehabilitation
outcomes should be integrated into all SCI services
provision and clients should have access to
psychosocial support services throughout the lifespan.
• Services for people with SCI should be designed to
promote psychosocial adjustment and resilience.
• The rehabilitation and treatment environments should
promote a sense of support and healing.
• Members of the treating team should be sensitive and
receptive to signs and symptoms of distress.
• Members of the treating team should provide
generous emotional and social support.
• Health professionals should use effective
communication skills, including using the services of
an interpreter when appropriate.
• Clients should be provided with timely and targeted
information.
• Self-management and resilience models should be
promoted as the basis of psychosocial rehabilitation.
• Routine provision of support and information is
necessary for caregivers and significant others of
those with SCI.
Principles for integrating psychosocial dynamics into
the acute and rehabilitation process
• Psychosocial aspects of rehabilitation should
commence at the point of admission to the unit.
• A key worker should be allocated to each new SCI
person admitted to the SCI inpatient program.
• An initial psychosocial assessment should be
conducted as soon as practicable following injury.
• All SCI patients should receive a multidisciplinary
rehabilitation program in which psychosocial care is
a core component based upon an individual needs
assessment.
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Recommendations concerning psychosocial
assessment
• Everyone acquiring SCI should receive sensitive and
timely psychosocial assessment at critical time points.
• The results of the psychosocial assessment should be
collated and available to the treating team.
• The initial psychosocial assessment should be
conducted within five days of admission.

Staffing considerations
• Professional development should be provided
routinely to enhance and promote the psychosocial
skills required to ensure optimal rehabilitation..
• An appropriate health professional staffing mix should
be provided in order to deliver effective psychosocial
rehabilitation.

• An abridged assessment should be repeated close
to discharge and 6 to 12 months after living in the
community.
• People being transitioned from paediatric to adult SCI
services should receive a comprehensive psychosocial
needs assessment.
• Members of the treating team should be able to
conduct brief assessments of common psychosocial
problems in order to deliver mental health first aid and
facilitate appropriate management.
Recommendations for the provision of specific
psychosocial interventions
• All individuals admitted for rehabilitation of a SCI
should participate in an evidence-based psychosocial
rehabilitation intervention.
• The effectiveness of the psychosocial treatments
provided should be assessed for each participant.
• Those demonstrating risk factors for particular
psychosocial co-morbidities should be referred for
specialized assessment and treatment.
• Individuals with suspected psychological disorders
should receive specialised assessment and treatment.
• All individuals with SCI should be able to access
specialised evidence-based psychosocial care in a
timely fashion.
Monitoring and follow-up
• Ongoing support for the self-management approach
to SCI should be provided following discharge from
rehabilitation.
• The progress of psychosocial rehabilitation should be
routinely monitored.
• Case management should be used for those
presenting with complex psychosocial needs where
the capacity for self-management is compromised.
• Ongoing psychosocial support services should be
available to individuals with SCI for those with
continuing or emerging psychosocial needs.
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2. Introduction

2.1 Background to this Guide
2.1.1 Need for the Guide
Arguably, people with spinal cord injury (SCI) have to
deal with one of the most devastating physical injuries
and they face very significant challenges in the process of
recovering and adjusting to the long-term impairments
associated with their injury.65,74
Aside from the universal experience of adjusting to
the physical injury, SCI is commonly associated with a
range of secondary conditions and challenges, including
traumatic brain injury (TBI), hospitalisation, co-morbid
psychiatric conditions such as depression, chronic pain
and chronic fatigue. People with SCI are also at risk of
experiencing adverse social consequences, including high
risk of divorce and loneliness, substance abuse, social
discrimination and unstable employment prospects.
However, on an encouraging note, the majority of adult
people with SCI adjust very well in the long-term.8,24
The rehabilitation of individuals following a SCI is a
complex process, and defined by the World Health
Organisation, 2004117 as:
‘a proactive and goal-oriented activity to restore
function and or maximise remaining function
to bring about the highest possible level of
independence, physically, psychologically,
socially and economically. It involves combined and
coordinated use of medical, nursing and allied health
skills, along with social, educational and vocational
services, to provide individual assessment, treatment,
regular review, discharge planning and follow-up.
Rehabilitation is concerned, not only with physical
recovery, but also with psychological and social
recovery and reintegration (or integration) of
the person into the community’
(emphasis added by the authors).
The physical rehabilitation of SCI has been subject to
systematic study and refinement, resulting in highly
developed approaches whose application has resulted
in increased longevity, that is, reduced morbidity and
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mortality as a result of sustaining a SCI.75 With the
release of the first edition of this Guide, psychosocial
aspects of rehabilitation had been relatively neglected,
resulting in psychosocial strategies being less developed.
However, over the past five years since the first edition
of this Guide, there has been an encouraging increase
in research in psychosocial aspects of rehabilitation,
providing a growing evidence base for the rehabilitation
of people with SCI.8,25,36,48,66
However, with increased life expectancy following a SCI,
the issue of adverse psychosocial outcomes has become
more apparent, resulting in a concomitant interest in
how to improve these outcomes. Importantly, clinicians
are still unsure and lack guidance about how and when
to use interventions to enhance psychosocial outcome
following SCI due largely to the lack of accessible
guidance on the implementation of interventions for
which there is an evidence base.
The origins of this Guide lie in the visit by Dr Paul
Kennedy in 2005 as the inaugural NSW Ministry of
Science and Medical Research Spinal Exchange Visiting
Fellowship Programme. His visit came at a time when
psychosocial aspects of rehabilitation were becoming
more visible in NSW, and it provided an opportunity
to discuss and review current practice and future
plans. In his report, Dr Kennedy made a number of
recommendations:
1.

Develop enhanced models for psychological support
during inpatient rehabilitation and community
reintegration phases of management. This
recommendation included the adoption of the UK’s
National Institute for Clinical Excellence Four-Tier
Model, which makes explicit the different levels
of care required for different types of presenting
problems (see Figure 5.3);

2. Develop new and enhanced service delivery models
in inpatient, outreach and community-based
services. This included developing the use of the
Expert Patient model and the involvement of peers
in the rehabilitation process (see Figure 5.2);
3. Strategic development of psychological services
for individuals with SCI and related conditions in
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NSW. This included examining workforce issues and
provision of support and professional development
opportunities for psychosocial specialists; and
4. Expand current or establish new research
collaborations in SCI and related conditions.
This included developing improved international
collaborations as well as developing a more
local clinical research network in relation to
psychosocial research.
A major purpose of this Guide is to build on the work
done during Professor Kennedy’s visit by recommending
strategies for:

2.1.4 Target audience
The intended audience for this Guide consists of the
treating teams involved in the acute, rehabilitation and
community care of people with SCI, as well as other
specialised psychosocial care providers unfamiliar with
the management of people with SCI. More widely it also
includes interested community organisations including
consumer groups such as ParaQuad NSW and Spinal
Cord Injuries Australia; and those involved in health
planning and policy both within NSW and more broadly.

• delivery of rehabilitation services that promote
optimal psychosocial adjustment

2.1.5 Structure of the Guide

• the management of psychosocial adjustment and
co-morbid psychosocial disorders during the
rehabilitation process

The Guide is organized into four sections:

• the management of psychosocial issues following
rehabilitation.
Where possible, these recommendations will have an
evidence base. Otherwise, strategies will be selected on
a consensus basis.

2.1.2 D
 efinition of
psychosocial outcomes
Psychosocial outcomes can be defined as those outcomes
that involve domains such as wellbeing and quality of life,
psychological perceptions and status (e.g. personality,
mood states, pain catastrophisation, coping styles,
self-efficacy), social functioning (e.g. social networks,
quality of relationships, sexual function) and community
participation (vocational and recreational status).

2.1.3 Objective and scope
This Guide aims to provide direction for the appropriate
provision of psychosocial care for people with SCI
based upon existing research literature and applicable
evidence-based clinical practice guidelines. Where these
are not available, the aim is to draw on the expertise
of specialists in the area to direct health professionals
attention to factors requiring consideration.
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• Introduction and Background
• A brief review of the issues involved in the
psychosocial care of people with SCI
• A description of models of care that can influence
service design in SCI rehabilitation
• Principles and recommendations concerning the
psychosocial care for the treating team
(including those health professionals providing
acute, rehabilitation and primary care services),
as well as for the specialised psychosocial care
by other providers.
The information booklet previously published by the
NSW SSCIS Rural Spinal Cord Injury Project entitled
‘Psychological Adjustment after Spinal Cord Injury:
Useful Strategies for Health Professionals’34 remains a
useful document alongside the Guide. For a discussion
of the wider application of psychology to the process
of rehabilitation, the reader is also directed to an
Australian Psychological Society Position Paper titled
“Psychology and Rehabilitation in the Health Sector: Its
Role and Contribution”.4 To assist consumers and health
professionals, we have also created a complementary
Psychosocial Resources and Information Directory for
People with SCI.
The Directory is available at http://www.aci.health.nsw.
gov.au/networks/spinal-cord-injury/resources
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3. Method

3.1 P
 rocess of developing
the Guide
In mid 2006, the NSW State SCI Services (NSW SSCIS)
formed the NSW SSCIS Psychosocial Strategy Steering
Group, chaired by Associate Professor James Middleton.
Since its formation, this group has met frequently
in order to develop a strategy for the provision of
psychosocial care for people affected by SCI. The
development of this Guide is an important outcome of
the strategy.
To assist in its development and gain a wide consensus,
the Steering Group organized the NSW State Spinal
Cord Injury Services Psychosocial Strategy Forum on
6 December 2006. This Forum brought together service
stakeholders in order to identify unmet needs and develop
priorities for addressing them. The Forum was structured
by the phases of care experienced by SCI people, that
is, acute care, rehabilitation, community reintegration
(referred to as transition) and community living.
The outcomes of the Forum were analysed and
synthesised by the Steering Group, and a number of
priority areas were identified. These included:
• the need to standardize assessment
• the need for the identification of risk factors of
poor psychosocial outcomes
• the need for the provision of education and
support for providers of psychosocial care for
people with SCI and
• the need to improve psychosocial care by drawing
on the experience of other relevant psychosocial
service models (e.g. self-management models that
use peer support).

with additional input from a wide range of participants
provided through two specialised workshops held during
the ANZSCOS conference in November 2007.
The evidence upon which this Guide is based was
collected through two main of strategies: A diverse
range of health professionals involved in psychosocial
care in specialist SCI services were asked to contribute
examples of guidance specific to the provision of
psychosocial services to people with SCI, other
potentially relevant information (such as services for
people with traumatic brain injury), or research reports
relating to psychosocial care of people with SCI.
Evidence regarding the specific and generic clinical
practice guidelines was accumulated by conducting a
systematic review of the literature using keywords such
as spinal cord injury, adjustment, treatment, depression,
and PTSD. Search engines used included Medline,
PsychInfo, and Google Scholar. Google was used to
search for clinical practice guidelines in use by other
relevant professionals in Australia and overseas. For the
purpose of this Guide, only those studies that reported
objective psychosocial outcomes were selected for
inclusion. Outcome measures criteria that were
applied included:
• those objective measures that reflect how a person
with SCI adapts, adjusts and copes with their injury
• those that have an evidence base
• reliable measures that have face validity,
that is, they have relevance to rehabilitation
intervention goals
• those that cover multiple domains that reflect
useful products for consumers and
• measures used with a range of disorders and
injuries that would provide scope for comparisons.

The writing of this Guide was agreed upon as a way of
addressing some of these priority areas, particularly in
providing support for providers of psychosocial care. The
broad structure and content of the Guide was agreed
by the Steering Group, after which a full draft was
produced by Professor Craig and Dr Nicholson Perry.
Drafts were edited by members of the Steering Group,
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The process of evaluating the evidence collected adhered
to the National Health & Medical Research Council
(NHMRC) guidelines. Therefore, the following NHMRC
criteria were used to rate the evidence of treatment
effectiveness in descending order of strength:
Level I	�������� Systematic review of all randomised
controlled trials
Level II	������� At least one well-designed randomised
controlled trial
Level III-1	��� Well designed pseudo-randomised trials
Level III-2	��� Controlled cohort or case-control
studies with concurrent controls (non
randomised)
Level III-3	��� Comparative studies with an
historical control

Where specific clinical practice guidelines adhering to
the above NHMRC criteria were available for people with
SCI, or where generic guidelines that were appropriate
for people with SCI were available, these have formed
the basis of the Guide. In the absence of any available
clinical practice guidelines or research literature,
recommendations were based on available literature and
the results of wide-ranging consultation with experts
associated with the field of SCI through the process
described above.
Only key references have been cited in the Guide and
these were selected on their scientific merit. Therefore
the Guide does not present the full range of possible
studies conducted in the area. During the 2013 revision
all references were reviewed for currency and updated
were necessary.

Level IV	������ Case series or before and after studies.

An example of the above process follows. Best evidence
shows that people with SCI have raised levels of
depressive mood and negative psychological states such
as anxiety.18,24,43,63,66,77,88,93 People with SCI also have
significantly lowered quality of life.76 The implication of
these findings is that it is crucial that people with SCI
receive psychosocial treatments shown to be effective in
reducing psychological morbidity and improving quality
of life. There is published evidence from randomised
and non-randomised psychological interventions
providing Level I and II evidence for the efficacy of CBT
in reducing psychological morbidity after SCI.36 Results
of a recent systematic review73 and meta-analysis36
provide evidence that – randomised and non-randomised
clinical controlled studies have demonstrated that
cognitive behaviour therapy (CBT) is effective at reducing
depressive mood and lowering anxiety in SCI in the
long-term.21,22,23,36,39,40,55,58 CBT programs typically involve
structured treatment components designed to help
people improve their coping styles, negative attitudes
and thinking styles, as well as improve their selfmanagement of stress and anxiety, sexuality, and social
skills.23,36,58,73 Other Level III evidence research has shown
a combination of CBT and antidepressant medication
over a six month period to be effective at reducing
depressive mood in SCI.55
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4. Understanding the
psychosocial aspects of SCI
4.1 Epidemiology
While SCI is a potentially devastating injury, with wide
implications for the individual and those around them,
it is relatively rare. The incidence (or risk) of SCI (due
to trauma) in Australia has been reported to be steady
at around 15 persons per million over the period
1986‑1997.91 However, the risk in those 15 years and
over is higher at 20 per million, and the risk is higher
again for males aged 15-24 years at around 40 per
million.91 Worldwide prevalence (the number who
have SCI at any one time) has been estimated to range
between 223 to 755 per million people.118 Only a very
small minority of injuries are acquired among those
under 16 years of age.
The population of people with SCI in Australia has
been estimated to be around 10,000 persons in 2007.90
The number of people living with SCI (prevalence rate)
is increasing due to improved survival rates though
mortality rates are higher for those with tetraplegia and
with complete lesions, and mortality risks are highest
in the first 2 to 3 months following the injury.75,104 The
average age of the SCI population is therefore increasing
due to improved survival rates and increased life
expectancy following injury.104 Traumatic injuries such as
motor vehicle accidents, falls and sport related injuries
are the most common causes of SCI.91,28 It has been
reported that 73% of people admitted to a SCI unit
sustain a SCI from a traumatic cause, while 26% result
from a non-trauma cause such as cancer or ischaemia.28

4.2 T
 he nature of
psychosocial outcomes
The domains included within the general range of
psychosocial outcomes have been briefly outlined in
Section 2.1.2. However, these are frequently not clearly
defined or operationalised. For example, terms such as
‘adjustment following SCI’ or ‘coping’ are often used
in discussions of psychosocial outcomes following SCI,
but refer to somewhat different concepts at different
times and when used by different authors. ‘Adjustment’
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has been defined by Treischmann (p.3) as “the act
of bringing something into conformity with external
requirements’ and ‘harmony achieved by modification
or alteration of a position.”109 Based on definitions
developed by Middleton and Craig74, this suggests that
adjustment following SCI could be defined as:
‘a SCI person responding adaptively to their injury,
that is, modifying their behaviour, thinking and
personal circumstances in relation to the many factors
associated with the injury and impairment, with a
goal of achieving a satisfactory quality of life through
resumption of desired social role’
Equally ‘coping’ could also be considered to be a
psychosocial outcome measure, and is used variously
to mean either a purposeful and effortful response to a
challenge or a more passive and reflexive response. For
these purposes we will define ‘coping’ as:
‘an effort expended by the person to solve challenges
and difficulties experienced, with the goal of
mastering or minimising their problems or conflicts’
A desirable psychosocial outcome following SCI
therefore, would be to assist people with SCI adjust
and cope satisfactorily to their life challenges and
problems. Recent trends place emphasis on improved
self‑management and resilience.8,16
In addition to the systematic use of validated medical
and physical outcome measures (e.g. ASIA levels), it
is important that appropriate psychosocial outcome
measures are available to evaluate the success of
psychosocial aspects of SCI rehabilitation. Quality of life
(QOL), for instance, which reflects the degree to which
a person is satisfied with their life, can be measured
by a health related QOL measure called the SF-36,
which covers various relevant domains such as physical
functioning, emotional functioning, vitality, mental
health, social functioning and pain.
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4.3 T
 he nature of
psychosocial outcomes
There is a great deal known about psychosocial
outcomes in individuals following an SCI, and this is
summarised in the sections below.

4.3.1 S
 ocial function and
community participation
The severe pressures and daily demands associated with
a SCI place extraordinary strains on the family of the SCI
person.61,88 Stable employment and financial pressures
can be major problems especially if the SCI person was
the primary income earner prior to the injury.79 More
than likely, given the global damage sustained in a SCI,
substantial changes will be required in the family. For
example, research has found that in comparison to a
non-carer spouse, the carer spouse of a SCI person will
suffer high risks of frustration, stress, fatigue, health
problems, isolation, guilt feelings, resentment and
greater risks of depression.37,113 Sexual adjustment is also
a challenge following a SCI. While many people with
SCI report a satisfying sexual relationship following the
injury, studies have found women with SCI may suffer
decreased sexual satisfaction.44,100 Furthermore, as with
any major life event, marital relationships can be strained,
with a high risk of separation following the injury and
opportunities to find a partner limited.19 There are
additional challenges faced by carers of those with SCI
acquired during childhood or adolescence, particularly
in relation to the management of developmental factors
such as sexual maturity.
When the person with SCI moves to the community,
they face many difficulties in adjusting to physical
and social barriers, as well as vocational and financial
challenges. It must be remembered that in addition to
issues surrounding community and social reintegration,
people with SCI potentially face secondary complications52
and consequently many may experience frequent
hospitalisation.19 Community barriers may be made
more difficult by medical problems such as spasticity and
infection, and access/ mobility is demanding due to their
physical impairment. Additionally, financial concerns,
home modification issues and transportation difficulties all
combine to make community reintegration a challenge.52

of life.70,79 Return to work has been found to be higher
in persons injured at a younger age, who had less severe
injuries and higher functional independence.70 Common
barriers to employment have been found to be problems
with transportation, poor health, physical limitations, lack
of work experience, education or training needs, physical
and/or architectural barriers, discrimination by employers
and loss of social security benefits.70

4.3.2 E
 motional Well-being
and Mental Health
4.3.2.1 Anxiety and post traumatic
stress disorder
Abnormal levels of anxiety following an SCI is a risk for
up to 30% of people with SCI.18,19,43,65,77 Given the trauma
and loss associated with the injury, it is not surprising
that a person with SCI becomes anxious about their
well being and future. This is especially the case when
secondary conditions are present such as chronic pain.110
Anxiety levels have been found to steadily increase from
the initial week after the injury up to 48 weeks after (just
before discharge), to clinically elevated anxiety levels seen
in people with an anxiety disorder, after which anxiety
levels drop below the clinical cut off score for clinical
disorder.63 Higher levels of anxiety were found to correlate
significantly with depressive mood, chronic pain20,63
and poorer quality of social support.63 A minority of
people with SCI, ranging from around 10% up to 40%,
are at risk of developing post traumatic stress disorder
(PTSD).59,77 Given that many people with SCI sustain their
injury during a traumatic event such as a motor vehicle
crash, a fall or act of violence, it is understandable that
disturbing and distressing memories related to their injury
are prevalent. Best evidence at Levels I and II has found
that psychological/ psychosocial based therapies (eg.
cognitive behaviour therapies) reduce significantly the
level of anxiety of the person with SCI and enhance their
wellbeing in the long-term.36,73

While employment will have a positive influence, many
people with SCI are not able to be consistently employed
and this may well increase risks of an unsatisfactory quality
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4.3.2.2 D
 epression, suicide and
chronic fatigue
The devastating nature of SCI and the difficulties
adjusting to its impairments have been shown to result
in a 20 to 40% chance of experiencing depression
or elevated depressive mood in the rehabilitation
phase and up to 40% chance when living in the
community.18,24,38,43,54,63 Fann and colleagues43 found
the chances of possible major depression to be around
23% in people with SCI living in the community, with
29% of those receiving antidepressant medications
(mostly serotonergic antidepressants) and 11% receiving
psychotherapy of some type, in the past 3 months.
Recent research found a spot prevalence of 51% of
clinically elevated depressive mood in people with SCI
living in the community.26 Research has also shown
that unless the depression and distress are treated,
levels will remain elevated up to at least two years after
the injury.21 Best evidence at Levels I and II has found
that psychological/ psychosocial based therapies (eg.
cognitive behaviour therapies) improve significantly
the mood of the person with SCI and enhance their
wellbeing in the long-term.36,73
Chronic fatigue is related to poor QOL5,116 and has been
found to be a significant risk for those people with SCI
who are depressed or who have chronic pain.25 Recent
research estimates the spot prevalence of chronic fatigue
in people with SCI to be around 56% when living in
the community.26 Research has also found that elevated
negative mood states (eg. depressive mood, anger,
fatigue) are obvious risk factors for poor outcomes in
people with SCI. For instance, depression is predictive
of longer and more frequent hospitalisations (with
more time in bed and fewer days spent outside the
ward), increased medical complications, decreased
self-care, higher medical expenses and more difficulties
with transportation.43,48,107 People with SCI who report
elevated chronic pain have been found to be more
depressed and have higher levels of distress, which then
negatively interferes with their daily living activities.25,51,95
Chronic pain (eg. neuropathic) is related to depressive
symptomatology20,25,51 and if people with SCI who are
depressed are not treated, they have higher risks of
suicide, and more than likely risks of suicide increase if
chronic pain is present and not treated successfully.51
Best evidence suggests the suicide rate can be up to five
times higher than the general population depending
on the country.35 Risk factors for suicide have been
found to be: (i) male, (ii) having a schizoid, depressive
or narcissistic personality, (iii) abuse alcohol or other
drugs, and (iv) show symptoms of the development of
14

significant depression.53 Attempted suicide leading to
SCI was determined to be just over 2% of the total SCI
cases over the years 1970 to 2000 in NSW, Australia,
and suicide attempts leading to SCI have increased
significantly over this time period.103 Stanford and
colleagues103 found the frequency of suicide following
the SCI was high (estimated to be 8%).

4.3.2.3 Long-term positive
psychological adjustment
and resilience
Best evidence suggests that the majority of people who
suffer SCI adjust well to the injury and show astounding
resilience to the severe associated impairment.8,18,24,61
Factors found to be associated with resilience included
fewer QOL problems, adaptive thinking styles, greater
acceptance and fighting spirit, and less coping through
social reliance and behavioral disengagement.8 People
with SCI have been shown to cope effectively with their
injury, loss and impairment and ‘getting on’ with life.
Satisfaction with life after SCI has been found to be
associated with factors such as employment, financial
income, a low frequency of medical complications
and having social opportunities.112 People with SCI will
obviously suffer transient distress and despondency, as
well as lower quality of life (QOL) following the injury.76
However, for most people, the distress diminishes after
two years, with for instance, no differences found for
‘fighting spirit’ between able bodied controls and a SCI
sample two years after the injury.18

4.3.3 Quality of life
As might be expected, studies have shown that SCI
negatively impacts quality of life (QOL) across a range
of dimensions such as physical functioning, social and
emotional functioning, mental health, vitality and pain
using a widely used instrument such as the SF-3647,49,63,76
Additionally, factors such as neuropathic pain, negative
mood states, and chronic fatigue have been shown
to decrease QOL,76,116 while factors such as spasticity,
socioeconomic disadvantage and medical complications
have also been found to be associated with lower
QOL.49,76 Caregivers of people with SCI are also at risk
of having lowered QOL.111 It is likely that psychological
and social factors are equally important in determining
QOL for SCI persons in the long-term. It would be a
major mistake to believe that an injury like SCI will result
in low QOL just because of the onset of severe physical
impairment.76 For instance, poor self-efficacy was
associated with substantially reduced QOL comparable to
the effect on QOL of chronic pain.76
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4.4 F
 actors influencing
psychosocial adjustment
There are many factors contributing to the process of
adjustment following SCI.88 These can be grouped into
areas such as medical/ physical, individual/ psychological,
environmental, social and community factors. Many of
these are discussed briefly below and their impact on
adjustment and coping assessed. It is important that
objective outcome measures be employed to assess
these factors during and after rehabilitation.

4.4.1 P
 erceptions of control,
self-efficacy, feelings of
helplessness and coping
Attributional processes and coping styles have been shown
to be important predictors of psychological adjustment.62
People with SCI who attribute their life outcomes more to
chance and powerful others (helplessness or poor selfefficacy) are more likely to suffer higher levels of distress
than those who rely more upon their own resources,
while poor treatment outcomes have been found to be
linked with helplessness beliefs.21 Having helplessness or
poor self-efficacy beliefs may also be associated with an
increased likelihood of experiencing PTSD and general
health problems.11 Recent research has that people with
SCI with poor self-efficacy had significantly elevated levels
of depressive mood and anxiety in comparison to those
with high levels of self-efficacy,27 and people with SCI who
had poor self-efficacy were found to have higher levels
of chronic fatigue.26 A robust perception of control (the
belief that one can influence life outcomes) has been found
to be associated with positive coping strategies such as
fighting spirit and acceptance which was also found to be
related to greater well-being.62 Conversely, Kennedy and
colleagues reported that poor self-efficacy was associated
with more dependent coping styles (e.g. relying on others)
and this was found to be related to poorer well-being.
There is a need to counter the development of perceptions
of helplessness or external control in SCI patients, as this
is known to have a negative impact on adjustment and
resilience.16 It is essential therefore to foster a sense of
personal control in the SCI person during rehabilitation.

4.4.2 Medical factors
As stated above, medical factors such as level of injury
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and completeness of injury have not been found to
contribute strongly to measures of adjustment, such as
depressive mood or quality of life.76 However, secondary
medical complications can occur in people with SCI65 and
are known to have a negative influence on adjustment.
These include:

4.4.2.1 Pain
Pain is a major problem possibly affecting up to 90%
of people with SCI,25 with up to 50% reporting severe
pain.25,98 Chronic pain will have a serious negative impact
on many aspects of life, including sleep, work and
participation in daily living activities, as well as increasing
functional disability beyond that which results directly
from loss of motor control.87,114 In a prospective study of
SCI persons followed up to two years after their injury,
Craig and colleagues20 found that pain was an important
predictor of depressive mood. Evidence is beginning
to highlight the importance of catastrophic patterns
of thinking about pain as a risk factor for pain-related
disability and distress in this population.108 Chronic pain
is well-known as a significant risk factor for suicide
among general chronic pain patients, approximately
double that of controls without chronic pain, with pain
catastrophising, helplessness, hopelessness, avoidance
and sleep-onset insomnia being among the factors that
appear to be important in contributing to suicidality.106
Although to date there have been no investigations
specifically regarding the association between pain and
suicidality following SCI, clearly there is potential for
persistent pain to be one of the factors that contribute
to increased risk of suicide in people with SCI. In a
randomised and non-randomised trials of people with
SCI who also had high levels of chronic pain, cognitive
behaviour therapy was found to improve wellbeing, with
reductions in chronic pain, increases in participation and
reductions in anxiety found.51,86

4.4.2.2 Traumatic brain injury (TBI)
Co-morbid traumatic brain injury (TBI) ranges from 25
to 50% of SCI cases.15,31 Cognitive impairment and/or
behavioural disturbance resulting from an associated TBI
is known to have a substantial negative impact upon
function and independence in a person with SCI.102
This may include problems with learning/retaining
new information, sequencing and mastering skills (e.g.
self-care activities); initiating self-care behaviours (e.g.
intermittent self-catheterisation); safety risks due to
impulsivity/poor judgement (e.g. transfers, wheelchair
skills, crossing road); or difficulty problem solving in
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novel situations (e.g. blocked catheter, autonomic
dysreflexia, pressure area issues). Co-morbidity of TBI
with drug and alcohol abuse in people with SCI is
arguably of particular concern given the potential of
alcohol overuse to add to neurological complications.

4.4.2.3 Infections
People with SCI are vulnerable to secondary
complications such as urinary tract and respiratory tract
infections and pressure ulcers.30,52 Psychosocial factors
have been found to contribute to increased complication
rates.19 The risk of death in people with SCI is
substantially higher from conditions such as septicaemia,
pneumonia and influenza, diseases of the urinary system
when compared to the general population.101

4.4.2.4 Sleep disturbance
A common complaint among people with SCI is difficulty
in sleeping41 and this is particularly so among those
experiencing pain.114 In comparison to the able-bodied
population, individuals with SCI have higher risk of sleep
disorders, greater difficulty falling asleep, have more
frequent awakenings, are more often prescribed sleeping
pills and snored more and for a longer duration.41,115

4.4.2.5 Coronary artery disease
The risk of cardiovascular problems is elevated in people
with SCI.96 Research suggests that elevated depressive
symptoms are a robust risk factor for coronary artery
disease (CAD).32 Therefore, another concern is the effect
that CAD risk factors such as inactivity, being overweight
and elevated negative psychological states (e.g. elevated
depressive mood or states such as helplessness and anger)
may have. While it has been shown that CAD is a major
problem in the SCI population,92 little is known about
the influence of psychosocial risk factors such as elevated
negative psychological states on CAD risks in SCI.
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4.4.3 Pre-morbid factors
Psychological status post-injury is idiosyncratic and
depends very much on the SCI person’s pre-morbid
status. We know, for instance, that rates of substance
abuse are high in the SCI population before they are
injured50 and evidence exists that screening for and
brief interventions regarding alcohol abuse among
trauma patients reduces risk of further injury.46 Best
evidence also suggests a minority of SCI persons are
at risk of having a complex psychological profile due
to pre-morbid factors.103 Stanford and colleagues103
found that 56 of 2,752 SCI admissions to a spinal ward
during the period 1970-2000 were due to attempted
suicide. Psychiatric diagnoses of those who acquired an
SCI through attempted suicide and were subsequently
admitted to the spinal ward were often multiple, and
included personality disorder (48%), schizophrenia
(28%), depression/ mood disorder (43%) or chronic
alcohol abuse (18%). Of those who attempted suicide
before their injury 8.5% actually committed suicide
during the eight years following the SCI.103

4.4.4 Environmental factors
Institutionalisation is known to be an influential factor in
determining outcomes.60 Institutionalisation in a medical
or hospital context refers to the negative influence on the
patient of hospital ‘rules’, ‘controls’ and ‘expectations’.
Dehumanisation (the unintentional act of degrading SCI
people and asserting their ‘inferiority’) could result from
the effect of institutionalisation. For instance, patients
in SCI units have been found to spend a considerable
proportion of their time in the wards exhibiting solitary,
disengaged and socially negative behaviours, with little
difference found between the therapeutic day and the
evening. This was interpreted to be in conflict with the
ideals of an active rehabilitation program.60
Design of medical facilities can serve to compound
dependency by their very nature of being busy, clinical,
and stressful environments. The physical setting of
hospitals can deprive inpatients of the ability to control
their environment where, for example, access to privacy
and the opportunity to make individual choices are
limited.6 Hospitals have a role in facilitating patient
access to the natural environment for psychological
escape and positive distraction. Research in this area is
gaining attention, with natural objects like plants being
promoted as having intrinsic benefits that can positively
affect human wellbeing.68
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The acute environment is also believed to influence
adjustment outcomes, though research in this area is
needed. Immediately following the injury, a person
with a suspected SCI is usually admitted to an acute
care facility where they are exposed to exhaustive
and extensive medical procedures, which may include
artificial ventilation for a period of time. The person
will experience sensory deprivation and a cocktail of
medications, mixed with pain, discomfort, lost sleep,
bodily trauma, fatigue and potential confusion about the
significance of their injury. Many will have experienced
head trauma, for instance, 22% of motor vehicle related
injuries were reported to have head injury or loss of
consciousness28 and so may be confused and amnestic.88
The person with SCI will be in a state of shock which
may be a form of psychological protection. They may
believe they will walk again, which can be interpreted
as denial, though it could also be viewed as a sign of
hope or simply lack of familiarity with such injuries
and their outcomes. However, if unrealistic optimism
impedes progressive rehabilitation it may become
counterproductive.74 It is worth noting that very few
patients admitted to a SCI unit with a neurological
deficit are discharged with no neurological deficit. In
2004‑2005 in Australia, only 2% of all cases admitted
(N=381) had no neurological deficit on discharge.28
As well as the physical environment, the social
environment in treatment facilities is also important.
Communication with health professionals is believed
to influence adjustment following SCI (consensus) and
effective communication has been shown to improve
patient outcomes in other patient populations.81 An
excellent source that outlines and describes strategies
for improving communication can be found in a text on
counselling written by Richard Nelson-Jones.83
The next section will review important models, both
those explaining people’s responses to health challenges
and those developed to guide the design of services,
which provide important concepts and principles to
guide the psychosocial care of people affected by SCI.
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5. Models of care

Models constructed to explain how people adjust and
cope with life challenges have the potential to contribute
positively to service design in SCI rehabilitation. Equally,
there are examples of services which have been
designed, often based upon particular conceptualisations
of how the adjustment process occurs, that may help to
optimise the management of the psychosocial aspects
of rehabilitation. However, no one model can capture
or explain the complex process involved in adjustment
following SCI. Individual models will contribute unique
components to the psychosocial care of people with SCI.

behavioural model, made a valuable contribution by
emphasising the importance of both of thinking style and
behaviour in the adjustment process, for example the
negative effects of having a catastrophic outlook of the
future or preferring to disengage (behavioural avoidance)
when adjusting to illness or injury. However, this model
failed to highlight the importance of cultural, political and
social forces in the adjustment process.

Some of the early influential models have now been
rejected in favour of more thorough explanations of
the adjustment process. For instance, the biomedical
model has contributed strongly to SCI rehabilitation
services through its emphasis on physiological and
biological factors resulting in lowered risks of morbidity
and mortality. However, the strict use of this model
has resulted in the neglect of psychosocial aspects of
rehabilitation, such as the responsibility of the patient to
take an active role in treatment or rehabilitation choices.
A strict use of the biomedical model can also result in
a view that the SCI person is ‘abnormal’, needing to be
normalised. Equally, one of the earliest psychological
approaches to responses to SCI (collectively known as
stage models) postulated that people with SCI needed
to pass through a series of stages in order to adjust and
cope adequately with the injury, based largely upon
work on reactions to bereavement.67,109 This approach
has also been rejected as there is no reliable evidence to
suggest that a person with SCI must, of necessity, pass
through a series of stages before they can accept their
loss.74,88 For instance, no association has been found
between age or time since injury and psychological
status of people with SCI admitted to rehabilitation9
and linear models of adjustment cannot account for
the unpredictability and complexity of adjusting to a
severe problem like SCI which is associated with ongoing
fluctuations in state rather than a single event.74

Thus it has become clear that a model is required that
can account for a more continuous and cyclical process
of adapting to the personal and societal problems arising
from SCI , taking into account variables both in the
individual and in the wider social, physical and political
environment. For instance, adjusting to SCI can be
viewed as a life-long process of adjusting to challenges
that alter with the environment, the condition (e.g.
the development of additional consequences, such as
pain) and with changing life roles (such as becoming
a parent). For many people it will involve periods of
negative adjustment in response to the initial injury or
new challenges (e.g. a negative cycle in which the person
feels depressed as a result of constantly experiencing
high levels of chronic pain, leading to higher pain levels,
resulting in more severe depression). Negative periods of
trying to adjust and cope are usually followed by positive
attempts to adjust which, in turn, may be followed by
a further period of difficulty.74 A cyclical approach to
adjustment will involve an ongoing process of learning
to adapt to difficult and challenging life circumstances.56
Any model of adjustment must take account of this
complexity. Furthermore, adjustment should not be
viewed as the sole responsibility of the person with SCI.
Rather, it should be seen as a process in which attempts
are made to resolve life challenges, and this is a combined
effort of the person with SCI in collaboration with family,
friends, the rehabilitation team, society and community,
the workplace, and so on. In addition, the model should
also provide a rationale and guide for the scope of services
used by practitioners involved in the care of SCI people.

In the wake of stage models, other models have made
important contributions to our understanding. Figure
5.1 presents information about four models that have
contributed to our understanding of adjustment. Each has
its own limitations. Another model, called the cognitive-

There is consensus that the biopsychosocial model is
a comprehensive model that satisfies the majority of
the criteria required to explain and aid the process
of adjustment. This model integrates biological,
psychological and social dimensions that operate in
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the evolution of physical and mental health outcomes
and have been applied successfully to SCI care.2,72 This
model presupposes that people with SCI, in addition to
the physical challenges, have experienced psychological
and social changes requiring substantial adjustment.
Therefore, rehabilitation must be a complex process that
involves biological, psychological, and social intervention
components.2 The advantages of the model include:
• it is cross disciplinary
• emphasis is placed on contextual factors such as
social, cultural and political forces
• the importance of molecular and physiological
factors in health outcomes as well as psychological
and social factors is emphasised
• it minimises the dehumanisation of people receiving
medical care by, for instance, encouraging an active
rather than a passive role for the person receiving
care and by using non-discriminative language.
The recommendations presented in this Guide have been
influenced by the presuppositions of the biopsychosocial
model. It is accepted that people with SCI should be
given every chance to achieve mature adjustment
and a satisfactory quality of life with full community
reintegration and participation. Therefore, SCI people
should receive a continuum of services from the onset of
SCI, with support following throughout their life span.
This will involve goals such as:
1. community and family acceptance
2. the maintenance of robust relationships
3. access to supportive social networks and
essential resources
4. access to productive vocational and
recreational activities
5. being able to make independent choices
6. access to resources that will help develop
psychologically resilience
7. having satisfactory physical health.

5.1 Designing services
to accommodate
psycho-social aspects
of adjustment

in the long term. The expanding knowledge about the
psychosocial needs of individuals following SCI has been
followed by attempts to factor this information into the
design of rehabilitation services. This is increasingly being
explicitly acknowledged by health service planners, for
example the NSW Chronic Disease Strategy. The aspects
of this approach relevant to the SCI population include
aiming to reduce the progression and complication of
chronic illness, improving QOL and reducing avoidable
hospital admissions or presentations for chronic illness.
The NSW Chronic Disease Strategy is based upon a
number of principles relevant to SCI population such
as person centred care, promoting an active selfmanagement approach and promoting integrated
multidisciplinary care.
There are a number of different ways in which services
can be designed with these issues in mind, and some of
the notable attempts are described in Figure 5.2. Some
of the key characteristics of these models have included
the attempt to engage “patients” as active participants
in their rehabilitation or management, with an explicit
focus on using strategies to enhance self-efficacy/
perceptions of control. Although few have specifically
examined the outcomes of using these models in SCI
populations, there is good evidence of their benefits
in other populations with chronic conditions. One
considered to be of particular relevance in providing an
overall framework for our thinking about provision of
services in these populations is the UK’s National Institute
of Clinical Excellence Four-Tier Model (see Figure 5.3),
which originated in cancer services and which explicitly
delineates the different level of psychosocial input by
those working in health and social care with varying
levels of skill in the provision of such services.
In order to implement services which integrate good
practice in promoting psychosocial adjustment to SCI,
the traditional staffing patterns of SCI units may need
to be adjusted. Staff employed in roles that are currently
well-represented in these services, such as physiotherapy
and occupational therapy, may need to further develop
some skills required to implement strategies that do
not currently form a core of pre-qualification training,
such as teaching self-management skills. Other
psychosocial disciplines, such as psychiatry, psychology,
neuropsychology or social work, may also need to be
assisted to cover expanded roles. Advice regarding
appropriate psychosocial staffing of rehabilitation units
is available from a number of sources, and details are
available in Table 6.1.

The core task of rehabilitation is to prepare the individual
and those close to them to be able to manage adaptively
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Figure 5.1 T
 heoretical models influencing our understanding
of adjustment to SCI
Stress Appraisal Model

Model of Human Occupation

The Stress Appraisal Model of Lazarus and Folkman69
suggested that adjustment and coping depend upon a
person’s stress and health status, which was believed
to be a product of how people perceived their ability
to cope with life stressors. For example, if a SCI person
believes they are able to cope with current and/or
future stressors, then this acts to reduce their level of
stress, acting to enhance the ability to cope and adjust.
Conversely, if a SCI person believes they are unable to
cope with their stressors, then this acts to increase their
level of stress, acting to reduce their ability to cope and
adjust. The model also predicts that people will respond
and react to stress in individual/ particular ways. Some
respond negatively and consequently suffer problems
like depression, while others may cope well with their
stressors, resulting in an improved life satisfaction.69
Outcomes are also believed to be influenced by primary
appraisal (evaluating threat) and secondary appraisal
(evaluating personal coping resources and options), and
a distinction is made between problem solving coping
strategies (e.g. confronting and taking control in order
to modify the stressor) and emotion-focussed coping
strategies (e.g. denial or wishful thinking).

Kielhofner64 developed the Model of Human
Occupation (MOHO) which provides a conceptual
model of practice for explaining aspects of healthy
occupation and problems that arise in association
with life transitions including illness and disability. Its
concepts address: (i) the motivation for occupation, (ii)
the routine patterning of occupational behaviour, (iii)
the nature of skilled performance, and (iv) the influence
of environment on occupation. The model stresses
the importance of the person undergoing change,
referring to their beliefs about how effective they are
in acting on the world (a concept of self-efficacy),
their values and their life pleasures. The model predicts
therapy outcomes in terms of their beliefs, values
and goals related to their capacity to perform. The
person’s behaviour will also be influenced by the social
and physical environment. Assessment is seen as an
important tool for enhancing outcomes.

Transtheoretical Readiness to Change Model

Social Disability Model

Prochaska and colleagues94 in the Readiness to
Change Model suggested that the ability to change
depended upon the relationship between stages
of the change and decisional balance, that is, their
psychological readiness to change. Stages of change
include (i) pre-contemplation (not ready to change
and perhaps in denial); (ii) contemplation (thinking of
changing but still needing mental commitment); (iii)
preparation (ready to change and committed); (iv) action
(making changes but now need to commit long-term),
and (v) maintenance (continuing to maintain change).
Such a stage model of change has the potential of
making a valuable contribution to the rehabilitation and
community reintegration of people with SCI.

The Social Disability Model97 emphasised the role of
social and political forces in the adjustment process,
reinforcing the importance of the person with SCI
playing an active partner role in rehabilitation. It also
stressed the importance of distinguishing between
‘disability’ and ‘impairment’, and that vocational, family
and community forces need to play very active roles in
the adjustment process.
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Figure 5.2 Influential service design models

Peer Support (Worldwide)

Expert Patient Programme (UK)

The concept of peer support began with the
development of Alcoholics Anonymous (AA), operating
on the principle that persons who had experienced and
overcome alcoholism would be more effective in assisting
others who were trying to stop alcohol abuse. The peer
concept has grown over the years in numerous settings
and disciplines. Peer support programs can be offered
on a one-to-one or a group basis, or a combination of
both. Best evidence research into self-help and consumer
initiatives has consistently shown that participation by
consumers is associated with reduced hospitalisation,
reduced use of other services, increased knowledge,
information and coping skills, increased self-esteem and
confidence, an improved sense of well-being and of being
in control, and stronger social networks and supports.13
For people with SCI, peer support programs exist both in
Australia and overseas.

The Expert Patients Programme33 (EPP) developed in
the UK, is a self-management program for people who
are being treated for chronic illnesses and disorders,
and is based upon the chronic disease self-management
program developed at Stanford University.71 Patients
are trained to act as instructors to others with chronic
condition, with the aim of enhancing the participants’
confidence and motivation to use their own skills and
knowledge to gain effective self-control over their chronic
illness in partnership with their health care providers.
Typically it involved groups of 8 to 16 participants meet
for six structured sessions that deal with ways to manage
the effects of their long-term condition. The emphasis
is placed on participants setting practical, achievable
goals and then exploring problem solving strategies
and enhancing decision making skills throughout the six
weeks. There is evidence that demonstrates this approach
results in improved outcomes for people with chronic
conditions such as asthma, arthritis, cardiovascular
problems and depression.33,71

The Stoke Mandeville Model (UK)

The ‘Flinders Model’ of Chronic Condition
Self-Management (Australia)

This model is based upon a goal planning framework
that uses an individual keyworker and systematic needs
assessment process to identify and monitor progress
towards goals during the SCI rehabilitation period.57
The aim is to establish optimal independence for each
individual SCI person. Active patient involvement is
central to this approach so that feelings of dependency
are minimised, and the keyworker acts to ensure that the
goal planning process enhances the confidence and skills
of the person with SCI as they confront the challenges of
rehabilitation. This model has been shown to be effective
in enhancing rehabilitation outcomes in SCI people.57

This model was developed by the Flinders Human
Behaviour and Health Research Unit and stresses the
importance of both health professional and patient
working together in the process of care plans.45 It
includes the assessment of self-management behaviours,
collaborative identification of problems and goal setting
leading to the development of individualised care plans.
The use of this model has resulted in improved outcomes
in areas such as mental health, diabetes in rural aboriginal
populations, chronic lung disease and heart disease. The
effectiveness of this self-management model applied to
people with chronic conditions has been demonstrated.45
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Figure 5.3 4
 -Tier Model of Psychological Support*
The model encompasses the range of psychological skills and expertise on which patients may draw and represents
the diversity of psychological skills covered by different professional disciplines. The function of each level of provision
is as follows.

Recommended model of professional psychological assessment and support

Self help and informal support

Level

Group

Assessment

Intervention

1

All health and social care
professionals

Recognition of psychological
needs

Effective information
giving, compassionate
communication and general
psychological support

2

Health and social care
professionals with additional
expertise

Screening for psychological
distress

Psychological techniques
such as problem solving

3

Trained and accredited
professionals

Assessed for pychological
distress and diagnosis of
some psychopathology

Counselling and specific
psychological interventions
such as anxiety management
and solution-focused
therapy, delivered according
to an explicit theoretical
framework

4

Mental health specialists

Diagnosis of
psychopathology

Specialists psychological and
psychiatry interventions such
as psychotherapy, including
cognitive behavioural therapy
(CBT)

*Taken from: Improving Supportive and Palliative Care for Adults with Cancer March 2004
published by the UK National Health Service Institute for Clinical Excellence
http://www.nice.org.uk/nicemedia/live/10893/28816/28816.pdf (Accessed Nov 2013)
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6. Recommendations for the
psychosocial care of
people with SCI
Based on the principles of the above models, and where
possible, best evidence, the following principles and
recommendations are proposed for the psychosocial care
of people with SCI. To ensure these recommendations
can be successfully applied to the psychosocial care of
SCI, staff will need to be adequately trained, prepared
and resourced to undertake these roles.

6.1 G
 eneral principles for the
psychosocial care of people
with SCI
There are a number of general principles regarding the
way in which psychosocial care is provided by the whole
of the treating team that provide the foundation for all
other psychosocial interventions delivered.

6.1.1 Psychosocial factors that impact
on rehabilitation outcomes should
be integrated into all SCI services
provision, and clients should have
access to psychosocial support
services throughout the lifespan

decision-making in the treatment and discharge planning
process). Participation in activities that promote wellbeing, such as adequate physical and social activity,
should be actively promoted as part of SCI services.

6.1.3 Attempts should be made to create
treatment environments that promote
a sense of support and healing
Due to the environmental constraints of the hospital
setting, attempts should be made to promote
supportive and healing surroundings for the patient
with SCI, visiting family and friends. Efforts to consider
patients’ privacy and to promote opportunities to make
meaningful and valued contributions to decisions made
in their environment will lessen the effects of the being
in a stressful clinical setting.

6.1.4 Members of the treating team should
be sensitive and open to signs and
symptoms of distress

Throughout the lifespan, psychosocial needs may arise at
any point after injury, and therefore people with SCI should
be able to access appropriate services at all stages of life.
Services should actively plan for the impacts of psychosocial
factors when providing care to those with SCI.

Provision of adequate psychosocial care is predicated on
the ability to detect signs and symptoms of distress. This
requires a culture in which the concerns of the patient
and their family are at the centre of care, and there is a
systemic awareness of what constitutes an appropriate
response to the range of issues that may arise (e.g. such
as suicidal ideation), with the realisation that appropriate
responses may well form an important contribution to
the process of adjustment.

6.1.2 Services for people with SCI
should be designed to promote
psychosocial adjustment

6.1.5 Members of the treating team
should provide generous emotional
and social support

This can be done by promoting skills and attributes
required for self-management, such as self-monitoring
(logging important activities) and positive self-appraisal
(e.g. self-efficacy). This principle may be reflected both
in the physical environment of in-patient services (such
as providing access to areas for the practise of skills out
of usual therapy hours) and in the rehabilitation process
(such as promoting the client’s active participation and

Given the shock, distress and confusion prevalent in
the early stages of the injury, the treating team should
provide generous emotional and social support. This will
assist in the development of the relationship between
the client and the treatment team, and so enhance
the ability of staff to detect any unmet or pressing
psychosocial needs.
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6.1.6 Health professionals should use
effective communication skills,
including using the services of an
interpreter when appropriate
Effective communication skills need to be used when
interacting with the person with SCI and their family
at the time of admission to the SCI ward, given
the potential for elevated distress, confusion and
disorientation as well as throughout rehabilitation.
Effective communication is based upon empathy and
active listening. If the person with SCI and family do not
have English as their first language, or the individual is
a user of a form of sign language, it is essential that an
interpreter be engaged.

6.1.7 C lients should be provided with timely
and targeted information
People admitted to services following the acquisition
of a SCI require timely and targeted information about
diagnosis and prognosis, as well as the processes of
rehabilitation. Clients are dependent upon accurate
information to facilitate their active engagement in the
discussion of treatment options. Fluctuating clinical
presentations, and the development of secondary
complications, result in an on-going need for good
quality information.

6.1.8 Self-management models should be
promoted as the basis of psychosocial
rehabilitation
Following discharge from rehabilitation, clients are
responsible for the on-going management of their
condition in association with their treating team and care
providers. Explicit preparation for this role is essential, with
due care given to co-morbidities which may impact upon
their ability to undertake this effectively. Self-management
models discussed in Chapter 5 should form the framework
upon which psychosocial rehabilitation is based.

6.1.9 Routine provision of support
and information is necessary for
caregivers and significant others of
those with SCI
Carers and significant others of those with SCI experience
an increased level of psychosocial impairment, and this
requires appropriate assessment and intervention. It is
recommended that carers and family of SCI inpatients be
introduced to non government organisations providing
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such services as peer support, advocacy, accommodation
programs and specialist consultancy. During inpatient
admissions of the person with SCI, carers and family
members should be provided with a key contact person
on the team (such as the key worker) through whom to
address questions and concerns.
Specialist information and support services may be
required for parents of children with SCI, for example
in managing behaviour, managing the impact of injury
upon a sibling and emerging sexuality issues.
It is important to note that carers of individuals with
SCI are at increased risk of mental health problems,
and should be referred to relevant professionals
for assessment and management if symptoms of
psychological disorders are detected.

6.2 P
 rinciples for integrating
psychosocial aspects into
the acute and rehabilitation
process
6.2.1 Psychosocial rehabilitation should
commence at the point of admission
to the unit
Psychosocial care should begin immediately after
admission to a SCI unit, depending on the patient’s
medical condition and cognitive status. It is
recommended that psychosocial care begin with an
orientation to the psychosocial components of the
rehabilitation program. If possible, the patient’s family
should be included in an orientation process.

6.2.2 A key worker should be allocated to
each new SCI person admitted to the
SCI inpatient program
To facilitate effective communication and coordination
of rehabilitation, a health professional key worker
should be designated and allocated to each new SCI
person admitted to the inpatient program. The key
worker acts as the co-ordinator of the rehabilitation
process for each individual client and as the first point
of contact for the client and their family or significant
others. The key worker will ensure that a psychosocial
needs assessment is conducted and that it is integrated
into the multidisciplinary treatment plan. Where specific
psychosocial co-morbidities are thought to be present
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(such as psychiatric disorder) the key worker should be
someone with skills in the management of such issues.

6.2.3 A
 n initial psychosocial assessment
should be conducted as soon as
practicable following injury
The purpose of the initial psychosocial assessment
is to ensure that the treating team is aware of
psychosocial issues that may impact upon the process of
rehabilitation. The assessment may be based upon the
client’s history as obtained from others, such as family
members and the general practitioner, regarding risk
factors such as a previous history of psychiatric disorder.
As soon as the individual is able to communicate it
should also include direct assessment.

6.2.4 All SCI patients should receive a
multidisciplinary rehabilitation
program in which psychosocial care
is a core component based upon an
individual needs assessment
The psychosocial aspects of the multidisciplinary
rehabilitation program, based upon the initial psychosocial
assessment, should be developed to cover all stages of
the adjustment process, including inpatient rehabilitation,
integration into the community and outpatient
rehabilitation. It should contain information concerning
the treatment such as presenting needs, individual and
family goals and expectations about the specific goals of
the treatment received, and any anticipated risks or barriers
to successful outcome. The multidisciplinary rehabilitation
program should be regularly reviewed and revised to reflect
changes in an individual’s condition or long-term goals. The
multidisciplinary rehabilitation program should:

6.2.4.1 Be comprised of well-defined goals
Treatment plan goals should comprise specific steps so
that clients are aware of how each sub-goal will build
upon the previous ones and towards the overall goal.

6.2.4.2 Be considerate of the concerns of
family members by including a
family conference as part of the
planning process
A family conference should be held during the planning
stages of the initial multidisciplinary rehabilitation
program, and repeated regularly throughout treatment
and shortly before discharge.
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6.2.4.3 Include access to a structured
psychosocial treatment programs
during the rehabilitation stage
Structured psychosocial treatment programs should be
offered to all SCI people during their rehabilitation stage,
with the program varying according to their needs.
Further details are provided in Section 6.4.

6.2.4.4 Include access to specialised
psychosocial care for those who
require it due to the presence
of significant psychosocial
co‑morbidities
Access to specialised treatment programs for
co‑morbidities such as TBI, drug and alcohol, mental
health and pain should be facilitated based upon the
individual’s needs assessment and the multidisciplinary
treatment plan. Further details are provided in Section
4.4. It is recommended that there is a collaborative
relationship developed between the treating team,
primary care and community services, and the relevant
providers of specialised psychosocial care in order to
ensure that the SCI person’s needs are met appropriately.
In some cases, there will be a need for formal
coordinated case management.

6.2.4.5 Discharge planning should begin
early in the inpatient program
In order to ensure the smooth transition to the
community, discharge planning should begin early in the
multidisciplinary rehabilitation program. This requires the
input of all team members, as well as the individual with
SCI and family, particularly where there are significant
psychosocial co-morbidities which may impact upon
access to appropriate services.

6.2.4.6 Vocational prospects should
be actively addressed during
rehabilitation as part of routine
planning for community participation
During the rehabilitation phase, maintaining contact
between the client and the employer is to be encouraged
where return to pre-existing work is a possibility. If unable
to undertake this directly, assistance should be provided
in liaising with the employer. Emphasis should be placed
on investigating vocational prospects throughout the
rehabilitation process, and planning for eventual return to
work should be integrated into the treatment plan.
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6.3 R
 ecommendations
concerning psychosocial
assessment
6.3.1 Everyone acquiring SCI should receive
sensitive and timely psychosocial
assessment at critical time points
It is recommended that a comprehensive and systematic
psychosocial assessment process be established that
explicitly covers all aspects of psychosocial function. This
should be contributed to by all relevant members of the
multidisciplinary team. This information is needed to
develop appropriate goals and an effective treatment
plan. The comprehensive and systematic psychosocial
assessment should include the following components:

6.3.1.1 Pre-morbid details
This should include any occurrence of prior
psychopathology and substance abuse. It is recommended
that all SCI inpatients receive a brief alcohol and drug
screening assessment, and that all relevant staff be trained
to deliver this screening procedure.

6.3.1.2 C urrent mental health and
psychological status
It is recommended that the following be assessed: a
structured or semi-structured mental health interview
(conducted by Psychiatry); psychological questionnaires
assessing post-traumatic reaction and negative
psychological states such as depressive mood, anxiety,
anger, fatigue and confusion; appraisals and perceptions
(eg. self-efficacy); psychological responses to physical
consequences of SCI, such as pain; and quality of
life. These psychological measures are important for
predicting protective factors related to resilience as well
as risk factors related to poor psychosocial adjustment.

6.3.1.3 C ognitive status screening
assessment
Given the high rates of TBI in those with SCI, a
screening assessment of risk factors associated with
TBI should be conducted on all those admitted with
SCI. Where a significant risk of TBI is identified, a full
neuropsychological assessment should be conducted as
soon as possible in order to allow for management of
the TBI to be integrated into treatment plans.

6.3.1.4 A brief personality assessment
Personality issues can sometimes create barriers to
effective rehabilitation. Personality assessment may
provide avenues for reducing such risks.

6.3.1.5 A structured interview to assess a
broad range of social factors
Social factors to be assessed include: ethnic, cultural
and spiritual factors; sexual concerns, vocational and
educational status, social support and family networks,
financial status; housing and living arrangements,
leisure interests and expectations of rehabilitation in the
individual with SCI and their family.

6.3.2 The results of the psychosocial
assessment should be collated and
available to the treating team
It is recommended that all assessment can be computer
scored and data collected into a central patient file that
provides comprehensive information on the person with
SCI needs. This information should then be used to
determine goals and the care plan.

6.3.3 T
 he initial psychosocial assessment
should be conducted within five days
of admission
An initial psychosocial assessment should be conducted
within five days of admission to the spinal cord unit as
part of the overall evaluation of the individual, primarily
based upon history available from informants and
focusing upon aspects of the psychosocial history that
may indicate strengths and protection factors (eg. strong
social support), as well as risks of poor outcome, such as
prior psychiatric history, or previous or co-morbid TBI.
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6.3.4 An abridged assessment should be
repeated just before discharge and 12
months after living in the community
The initial assessment should be repeated just before
discharge and 12 months after living in the community,
with additional assessment of community participation
and caregiver status included at these points.

6.1 Mental
health
first aid
Figure Figure
6.1 Mental
health
first aid
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6.3.5 People being transitioned from
paediatric to adult SCI services should
receive a comprehensive psychosocial
needs assessment
People with SCI being transferred from paediatric to
adult services should also receive a comprehensive
psychosocial needs assessment at that point. Particular
care should be taken to assess the need for further
rehabilitative input in those areas that may not have
been systematically addressed at the time of initial injury,
such as sexuality.

6.3.6 Members of the treating team should
be able to conduct brief assessments
of common psychosocial problems
in order to deliver mental health
first aid and facilitate appropriate
management.
All staff should have a basic level of psychosocial
assessment skills to screen for psychological distress,
conduct brief and appropriate interventions, and make
appropriate referral in between formal assessments. All
staff should have the necessary skills required to delivery
mental health first aid (see Figure 6.1).

Mental
Health First Aid
	
  

1. Assess risk of suicide or harm
2. Listen non-judgmentally

3. Give reassurance and information
4. Encourage person to get
appropriate professional help
5. Encourage self-help strategies

6.4 R
 ecommendations for
the provision of specific
psychosocial interventions
Given the extensive evidence that SCI presents a
significant challenge to all those who experience it and
that it increases the risk of developing psychological
disorders, it is considered that everyone should
participate in a form of psychosocial rehabilitation
intervention following SCI. The level of intervention
should be matched to the level of need, with those
with higher risk of adverse psychosocial outcome or
who develop psychosocial problems being offered
more intensive and specialised interventions. Those
with specific psychosocial co-morbidities will require
specialised treatment, and further details of these can be
found in Section 6.4.4.
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6.4.1 All individuals admitted for
rehabilitation of a SCI should
participate in an evidence-based
psychosocial rehabilitation
group intervention
All individuals with SCI admitted for rehabilitation should
participate in an evidence-based, structured psychosocial
rehabilitation group program consisting of cognitive
behavioural treatment (CBT) and related psychological
components as part of their multi-disciplinary
rehabilitation program. Depending on the needs of the
person with SCI, three different levels of intervention
should be offered. These are:

6.4.1.1 Psychosocial Rehabilitation
Intervention Level 1
All those attending rehabilitation, including those with
no diagnosis of anxiety or depressive disorder and
normal levels of negative psychological states, should
receive a minimal CBT intervention. The treatment should
be designed to enhance feelings of self-efficacy and selfmastery, increase adaptive coping strategies, boost use
of appropriate social skills and problem solving, introduce
self-management and relapse prevention strategies,
sexuality and couple counselling, vocational counselling
and social communication and integration. The program
could be delivered in a group or one to one format for 6
hours over a period of 6 or so weeks.

6.4.1.2 Psychosocial Rehabilitation
Intervention Level 2
This level is for those with no diagnosis of anxiety,
depressive or co-morbid disorder, but showing risk
factors such as elevated levels of negative psychological
states, poor self-efficacy and poor coping strategies.
Inpatients assessed in this category should receive the
same program described in Level 1, plus additional
individual structured CBT sessions designed specifically to
counter known risk factors.

6.4.1.3 Psychosocial Rehabilitation
Intervention Level 3
This level is for those assessed as having definite
diagnosis of mental health disorder, such as depression,
PTSD, or showing signs of suicidal ideation. They should
receive a specialised structured CBT program. Inpatients
assessed in this category should receive the same
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program described in Level 1 and 2, plus additional
individual structured CBT sessions designed specifically
to address the severe psychological conditions. This
intervention may need to be offered over a longer period
of time (in the form of individual treatment). SCI persons
in this category may need to receive combination
therapy, that is, medication plus the CBT program.
Referral for such a program may be necessary (see
Section 6.4.4)

6.4.2 The effectiveness of the psychosocial
treatments provided should be
assessed for each participant
It is recommended the effectiveness of the structured
psychosocial treatment be assessed at the termination
of the CBT program for each participant. If treatment
has not resulted in demonstrable improvement, the
person with SCI may need to be referred to specialised
interventions (see Section 6.4.4).

6.4.3 Those demonstrating risk factors for
particular psychosocial co-morbidities
may need to be referred for
specialised assessment and treatment
It is recommended that SCI with major secondary
conditions may need to be referred for specialised
treatment. For instance, for persons with high levels of
chronic pain, referral to a specialised pain management
program is recommended (see Section 6.4.4.6).
People with a history of substance abuse, referral to a
specialised substance abuse prevention program may be
required (see Section 6.4.4.4).

6.4.4 In certain cases, individuals with
suspected severe psychological
disorders may need referral to
specialized assessment and treatment
An inpatient family conference is advised to be held
before referral to specialized assessment and treatment.
Specialised assessment and treatment may be provided
by health professionals integral to the SCI service,
or by specialist services such as drug and alcohol,
mental health or trans-cultural mental health services.
Such external health services should be accessible to
those with SCI. Specialised care programs should be
evidence-based where possible and should be fully
accessible. Much of the evidence base for treatment of
psychological and psychiatric disorders is applicable to
people with SCI, although some modifications may be
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required in order to account for poly pharmacy or comorbidities such as traumatic brain injury. Practitioners
are encouraged to draw on the relevant evidence
base in treatment planning. In some cases joint case
management between teams may be required (such as
TBI and SCI, or psychiatric and SCI services). Examples of
disorders that may require referral include:

6.4.4.1 Major depressive disorders
SCI persons diagnosed with severe types of depression
(bipolar disorder, major depressive disorder, dysthymia
and so on) should first be screened for suicidal ideation,
followed by specialised treatment. Specific guidelines
regarding the care of those with SCI and depression
are available from the Paralyzed Veterans of America.
Treatment for the depressive disorders should follow
clinical guidelines recommended by the Australian and
New Zealand College of Psychiatry clinical practice
guidelines for the treatment of depression.

6.4.4.2 Anxiety Disorders
Post-trauma related anxiety disorders can be
appropriately managed using the advice available
regarding anxiety following a motor accident and
more general traumas from the NSW Motor Accident
Authority and the Australian Centre for Posttraumatic
Mental Health. Other anxiety disorders should be
managed using guidelines available for the management
of the specific condition diagnosed, such as Generalised
Anxiety Disorder.

6.4.4.3 Suicide
Risk of suicide should be routinely assessed and those
believed to be at risk should be referred for specialist
treatment. NSW Ministry of Health has developed a
framework for suicide risk assessment and management,
supported by sets of guidelines developed for various
settings (see Figure 6.2). These are available from the
NSW Ministry of Health website (http://www0.health.
nsw.gov.au/pubs/2005/suicide_risk.html) (Accessed
November 2013). The framework asserts that all health
providers should be able to undertake a preliminary
suicide risk assessment and make arrangements for the
most appropriate management plan including referral
to more specialised services. This framework is
supported by training events available throughout
NSW Ministry of Health.
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6.4.4.4 Drug and alcohol disorders
SCI persons diagnosed with a substance abuse problem
should be referred for treatment that follows guidelines
recommended by the Commonwealth Department
of Veteran Affairs and the National Drug and Alcohol
Research Centre Guidelines for the Treatment of
Alcohol Problems. There are a range of other guidelines
on the management of drug and alcohol issues
relevant to people with SCI, including psychosocial
interventions, and are available from the NSW Ministry
of Health website.

6.4.4.5 Traumatic brain injury
SCI persons identified as having risk factors for a
traumatic brain injury (such as prolonged Post Traumatic
Amnesia) should be referred for neuropsychological
assessment as soon as medically appropriate. Guidance
on the assessment and management of brain injury
is available from guidelines published by the Motor
Accident Authority78 and further information on
evidence-based treatment can be found on the
PsycBite database (www.psycbite.com) (Accessed
November 2013).

6.4.4.6 Chronic pain
Presence of pain should be routinely assessed and all
patients with SCI who also have persistent pain should
be screened for suicidal ideation. Advice regarding
the assessment and management of SCI-related
pain is available.85,99 Individuals reporting that pain is
impacting upon psychological well-being or physical
functioning should be assessed by an appropriately
trained professional. In persistent or severe cases this
should usually be in the context of a multi-disciplinary
pain assessment rather than an individual practitioner.
Psychosocial management strategies should be
recommended as part of a comprehensive treatment
plan rather than an alternative to other treatments such
as analgesics. Clinicians should be encouraged to refer to
a specialised CBT program to assist in training individuals
in effective self-management strategies. Psychosocial
self-management strategies should be explained as an
approach aimed at reducing suffering associated with
pain rather than as a curative treatment.
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Figure 6.2 N
 SW Health Suicide Risk Assessment
and Management Framework
		

T aken from Framework for Suicide Risk Assessment and Management for NSW Health page 5.
(available at http://www0.health.nsw.gov.au/pubs/2005/suicide_risk.html) (Accessed Jan 2014)
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6.5 M
 onitoring and follow-up
Assessment
The extended period of time required to accommodate
to the challenges of living with a SCI, and the continuing
possibility of the development of significant psychosocial
co‑morbidities, means that it is imperative that the
individual’s progress is monitored and access to relevant
services facilitated. In addition, the individual may require
support to continue to apply the self-management strategies
necessary for the effective management of their condition
that were developed during the rehabilitation process.

6.5.1 Ongoing support for the
self-management approach to
SCI should be provided following
discharge from rehabilitation
A specialised psychosocial self-management program
should be developed for use following discharge from
rehabilitation, designed to promote self care and
mental health management. This should be based upon
evidence from programs such as the Chronic Disease
Self Management Program (CDSMP)71, Expert Patient
Programme (EEP)33 and Flinders Model of Chronic
Condition Self Management45. Careful attention should
be given to ensuring that this is widely accessible, for
example through use of internet or other technology.

6.5.2 The progress of psychosocial
rehabilitation should be
routinely monitored
It is recommended that monitoring of the individual’s
psychosocial status continue following completion of
rehabilitation, at a minimum on discharge and after a
period of 6 to 12 months.

6.5.3 C
 ase management should be used
for those presenting with complex
psychosocial needs where the capacity
for self-management is compromised
The management of those with SCI who also have
co-morbidities and other complex psychosocial
needs, creates a significant challenge for services. It is
recommended that these individuals be provided with
case management services to facilitate an integrated
management plan. This may be required for varying
lengths of time, depending on the variation in clinical
presentation of the individual concerned, up to life long
case management in the most complex cases.
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6.5.4 O
 ngoing psychosocial support services
should be available to individuals
with SCI for those with continuing or
emerging psychosocial needs
People with chronic disorders can benefit greatly from
support programs.81 The SCI care plan should therefore
provide access to structured, ongoing support and
relapse prevention services through community referrals
which may include: community mental health programs;
driver’s education and training; health and other
educational programs; financial assistance services; home
health services; home modification services; independent
living centres; recreation programs; sexuality and couple
counselling; SCI associations; transportation services and
vocational rehabilitation services.

6.6 S
 taffing considerations
Assessment
6.6.1 Ongoing professional development to
support the skills identified should be
provided routinely.
The skills required for members of the treating team
in implementing psychosocial care effectively can be
learned through appropriate training. In addition,
support will be required in order to promote the
continued use of the skills, such as access to supervision.

6.6.2 An appropriate staffing mix should be
provided in order to deliver effective
psychosocial rehabilitation
Treating teams will require adequate support from
psychosocial specialists, such as psychiatrists, social
workers, psychologists and neuropsychologists, in
order to deliver appropriate psychosocial rehabilitation.
Guidance is available from a number of sources
regarding appropriate staffing levels, and national
standards such as from the Australasian Faculty of
Rehabilitation Medicine.

Guide for Health Professionals on the Psychosocial Care of Adults with Spinal Cord Injuries

6.6.3 Staff will require appropriate
orientation and ongoing professional
development to sustain the acquisition
and maintenance of the required skills
Staff should be provided with additional training in order
to be adequately resourced and skilled to undertake the
recommended tasks and roles. Structured, employerassisted education and support programs should be
developed for staff in order to support the provision
of psychosocial care. Examples of possible modules
include workshops concerning psychological and

iatrogenic reactions in the acute stage of catastrophic
injury (psychological distress, derealisation or
depersonalisation, awareness of paralysed body parts,
effects of medication on cognition and emotion);
the effective management of difficult behaviours and
coping styles including aggression management; and
motivational interviewing and effective communication
techniques. The care of people with chronic conditions
like SCI takes its toll on health care workers. Appropriate
mechanisms of support for SCI staff should be developed
to promote continued psychological well-being. This may
include attendance at regular team debriefing sessions.

Table 6.1 Recommended staffing for the management of SCI rehabilitation patients
Inpatient Staff to Patient Ratios
(for 10 Spinal Cord Injured Patients)

Full time equivalents (FTE)

Social workers

1.2 FTE

Psychologists

0.5 FTE

Ambulatory Rehabilitation Services Staff
(for each 10 Spinal Cord Injured Patients)
Social workers

0.4 FTE

Psychologists

0.5 FTE

*adapted from the Australasian Faculty of Rehabilitation Medicine Standards 3 page 7 and Victorian Allied Health
in Rehabilitation Consultative Committee. Allied Health Resources, Version 10 July 2007. Accessed July 2008.
See also: Australasian Faculty of Rehabilitation Medicine and The Royal Australasian College of Physicians (2012).
Standards for the provision of inpatient adult rehabilitation medicine services in public and private hospitals 2011.
Sydney: RACP. www.racp.edu.au (Accessed January 2014).
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7. Conclusion

This Guide has made recommendations concerning the
psychosocial care of people who have sustained a SCI.
Since its first publication in 2008, important psychosocial
initiatives and strategies have begun to be introduced
into the rehabilitation of people with SCI in NSW. With
the revised version, it is hoped that additional innovative
and evidence based changes will be made so that
the psychosocial care of SCI is further improved and
standardised. As a part of this process, the NSW SSCIS
produced a directory containing sources of information
and support for people with SCI, as well as for health
professionals working with them. This is available from
the NSW SSCIS website. http://www.aci.health.nsw.gov.
au/networks/spinal-cord-injury/resources) (Accessed
January 2014).
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8. Short Quiz

1. W
 hich of the following is not a spinal cord injury
priority area identified by the Psychosocial
Steering Group:
a.

the need for improved medication regimens

b.

the need to standardize assessment

c.	the need for the identification of risk factors of
poor psychosocial outcomes
d.

4. E
 vidence suggests the majority of
people with SCI:
a.

are at risk of suicide or at least, self-harm
behaviour

b.

will never return to work at all

c.

become seriously fatigued and anxious

d.

adjust well to the injury and show resilience to
the associated impairment

the need to improve psychosocial care

2. E
 vidence for psychosocial clinical guidelines was
accumulated mostly by:

5. W
 hich of the following is not a common
secondary condition for adults with SCI:

a.

conducting randomised clinical trials

a.

chronic pain

b.

conducting focus groups

b.

sleep disturbance

c.

conducting systematic reviews of the literature

c.

urinary and respiratory infections

d.

conducting expert groups that led to consensus

d.

cancer of the stomach

3. D
 epressive mood is a risk for what percentage
of adults with SCI living in the community:
a.	Almost all people with SCI are at risk of
developing depressive mood
b.	20 to 40% of people with SCI are at risk of
developing depressive mood
c.	10-20% of people with SCI are at risk of
developing depressive mood

a.

the biomedical model

b.

the cognitive-behavioural model

c.

the biopsychosocial model

d.	an integration of the biopsychosocial and
cognitive models

None of the above

Answers: 1: a, 2: c, 3: b, 4: d, 5: d, 6: c

d.

6. T
 he most appropriate model of care for people
with SCI is:
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