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Background: Coping and participation are important adjustment outcomes of youth with spinal cord injury (SCI). Research
addressing how these outcomes are related is limited. Objective: This cross-sectional study examined relationships between
coping and participation in youth with SCI. Method: Youth ages 7 to 18 years were recruited from 3 hospitals specializing
in rehabilitation of youth with SCI. The Kidcope assessed coping strategies, and the Children’s Assessment of Participation
and Enjoyment (CAPE) examined participation patterns. Point biserial and Pearson correlations assessed relationships among
variables, and hierarchical multiple regression analyses examined whether coping significantly contributed to participation above
and beyond significant demographic and injury-related factors. Results: The sample included 294 participants: 45% female,
65% Caucasian, 67% with paraplegia. Mean age was 13.71 years (SD = 3.46), and mean duration of injury was 5.39 years
(SD = 4.49). Results indicated that higher levels of social support and lower levels of self-criticism predicted higher participation
in informal activities, lower levels of social withdrawal predicted participation in informal activities with a greater diversity of
individuals, lower levels of blaming others predicted higher enjoyment of informal activities, and higher levels of cognitive
restructuring predicted participation in formal activities with a greater diversity of individuals and in settings further from home.
Conclusion: Results suggest higher levels of social support and cognitive restructuring and lower levels of self-criticism, social
withdrawal, and blaming others predicted favorable participation outcomes. Interventions for youth with SCI that encourage
higher levels of positive coping strategies and lower levels of negative and avoidant strategies may promote positive participation
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outh with chronic physical health issues and/
or disabilities can experience disruptions
in their physical functioning and social-
emotional development. One of these chronic
physical disabilities is pediatric spinal cord injury
(SCI), which can include partial or complete
paralysis.! Children who sustain SCI typically face
a number of medical issues, including chronic
pain, bladder and bowel problems, greater
vulnerability to respiratory and heart difficulties,’
growth problems, and potential scoliosis.* SCI can
also influence overall psychological well-being and
can include feelings of grief and loss® or general
emotional distress resulting from the trauma of the
injury, hospitalization, or adjustment difficulties
related to self-identity, sexual health, and self-
control.*
Given the potential psychological distress
that can affect an individual’s daily functioning
following a physical injury,’ it is important to
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consider how youth with SCI cope. To date, there is
alack of research examining this topic. Findings on
the relationship between coping and adjustment
in other pediatric populations have been mixed
and are complicated by the use of disparate
definitions of coping and different measurement
strategies.®® Some studies suggest that certain
maladaptive coping strategies are associated with
negative outcomes. For example, avoidant coping
(ie, distancing one’s self from the stressor without
addressing it) has been reported to negatively
predict psychological functioning in 8- to 15-year-
old children diagnosed with asthma® and increased
symptoms of depression, anxiety, and distress in 7-
to 18-year-old cancer patients.'
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Other findings suggest that increased use of
certain adaptive strategiesis associated with positive
outcomes. For example, use of positive reappraisal
and information-seeking coping is reported
as being associated with reports of increased
quality of life in 12- to 16-year-old children with
asthma.! In a sample of adolescent patients (11-
18 years old) with cancer, use of engagement,
active, and adaptive coping strategies (particularly
cognitive restructuring) were associated with
decreased levels of internalizing and externalizing
symptoms.'? Religious coping has also been
reported as predicting decreased posttraumatic
stress symptoms in children and adolescents at 1
year following an injury or diagnosis of a chronic
medical issue.?

Despite the aforementioned findings, other
research has found mixed results associated with
coping strategies. Zehnder et al® assessed the
coping strategies and psychosocial functioning of
youth 6 to 15 years old following a physical injury
or a diagnosis of a chronic medical issue. Results
suggested that active coping at baseline (5-6 weeks
following hospital admission) predicted increased
internalizing and externalizing problems as well as
increased posttraumatic stress at 1-year follow-up.
These findings are in contrast to the research
described previously that suggests active coping
as an adaptive strategy associated with positive,
rather than negative, outcomes.'*? Furthermore,
coping strategies that are significantly associated
with adjustment outcomes in other research (ie,
social support, distraction, avoidance) did not
significantly predict psychosocial functioning at 1
year for this population of youth.

Although this literature provides some
information about the relationship between
coping and adjustment among youth with physical
disabilities like SCI, the somewhat contradictory
findings, particularly related to typically regarded
“adaptive” coping, highlight the need for further
research. One particular outcome that warrants
attention is participation.'*'* Participation has
been suggested as an important indicator of overall
health' and a critical domain that facilitates social-
emotional development during childhood and
adolescence.'® Participation has been associated
with important adjustment outcomes such
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as community integration and quality of life
among individuals with SCIL."” Research suggests
that children and adolescents with disabilities
participate in fewer activities overall and at a less
frequent rate than their peers,” putting them
at risk for social withdrawal and isolation.'®
Furthermore, the activities in which youth with
disabilities participate are primarily informal (ie,
spontaneous activities with few rules and/or little
planning, such as reading or talking on the phone)
rather than formal (ie, activities with established
rules, organization, and leaders, such as music
lessons or team sports). When participating in
formal activities, youth with disabilities report less
enjoyment than their peers without disabilities."
In a sample of youth with SCI, comparable
results were reported: Youth with SCI engaged in
primarily informal activities and reported greater
enjoyment related to participation in informal
rather than formal activities." One result of having
limited participation is that youth with disabilities
may experience limited opportunities to interact
with peers, which is critical to positive social
development.®** Therefore, it is important not
only to examine general patterns of participation,
but also to consider ways in which participation
promotes social engagement with others and in
multiple settings.

Both coping and participation appear to be
critical to the rehabilitation of youth with SCI.
Therefore, the goal of the current study was
to examine the relationship between coping
and participation in both informal and formal
activities. Due to limited research available on
this topic, exploratory hypotheses were generated
to guide data analysis. More specifically, it was
hypothesized that (a) higher levels of positive
coping strategies and (b) lower levels of negative
and avoidant coping strategies will be associated
with more favorable participation outcomes,
including increased participation and enjoyment
and participating with others and in settings
away from home. Given that previous studies
have suggested that youth with SCI participate
in more informal than formal activities,'* it was
anticipated that predicted relationships would be
particularly strong in the informal participation
domain.
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Method

Participants

Participants were involved in a larger research
study exploring coping, participation, emotional
functioning, and quality of life among youth with
SCI. Children included in the current study (1)
were between the ages of 7 and 18 years; (2) had
SCI for 1 year or more; (3) spoke English; (4) did
not have any significant cognitive impairments;
and (5) were engaged in treatment at 1 of 3 SCI
hospitals within 1 hospital system.

Instruments

Family demographic information form. This form
was completed by the child’s parent/caregiver and
gathered information about various child and
caregiver demographic variables, including child
sex and race and caregiver education.

Medical chart review form. This form gathered
specific medical information relevant to the child’s
injury and was completed by a research assistant.
For the analyses that are reported here, the
following demographic variables were considered:
current age, age at time of SCI, and level of injury
(paraplegia vs tetraplegia).

Kidcope. The Kidcope® is a self-report instrument
that examines coping strategies used by youth
after experiencing a negative event. This measure
is based on the theoretical premise of coping as
conceptualized by Lazarus and Folkman.** Spirito
et al® conceptually grouped 10 coping strategies
into 3 categories: active (problem-solving, emo-
tional regulation, cognitive restructuring, and
social support), negative (self-criticism and
blaming others), and avoidant (distraction, social
withdrawal, wishful thinking, and resignation).
On this measure, participants are asked to indicate
whether they use a given coping strategy, and, if
s0, how often they use each strategy (which results
in a “how often” or overall frequency variable). In
preparation for data analyses, responses from the
older version (for youth ages 13-18) were collapsed
into the dichotomous scale of the younger version
(for youth ages 7-12) in order to analyze the

responses from all youth simultaneously.” For the
purposes of this study, participants were asked to
complete the questionnaire while thinking about
having to cope with their SCI (ie, the identified
stressor). Research has reported adequate test-
retest reliability and the validity of the Kidcope.”
An overall measure of internal consistency was
not assessed for the present sample because the
Kidcope represents a multidimensional scale.?

Children’s Assessment of Participation and Enjoy-
ment (CAPE). The CAPE*® explores engagement
in both formal (eg, playing team sports, taking
singing or music lessons, going on an outing)
and informal activities (eg, playing board or card
games, talking on the phone, reading) within
various settings such as the home, school (outside
of class time), and community. This measure can
be used by 6- to 21-year-old individuals with
and without physical disabilities. Each of the 55
activities is assessed according to 5 dimensions:
diversity (whether the child has engaged in the
activity in the past 4 months); intensity (how often
the child has engaged in the activity in the past
4 months); with whom (individuals with whom
the participant engages in the activity); where
(the location where the participant engages in the
activity); and enjoyment (the level of enjoyment
experienced while engaging in the activity). For
those activities in which the child participates, he/
she indicates (a) whether he/she engages in the
activity (yes/no); (b) how often he/she engages
in the activity (ranging from “1 time in the past
4 months” to “1 time a day or more”); (c) with
whom he/she engages in the activity (ranging
from “alone” to “with others”); (d) where he/she
participates in the activity (ranging from “home”
to “beyond your community”); and (e) how much
he/she enjoys the activity (ranging from “not at all”
to “love it”). Test-retest reliability for the CAPE has
been reported as ranging from 0.64 to 0.86 for the
formal, informal, and total participation intensity
scores."’

Procedures

Participants were recruited during routine
visits to 1 of the 3 hospitals involved in the study.
A parent and his/her child/adolescent were



approached by a member of the research staff,
were given a brief overview of the study, and were
invited to participate. Assistance was provided
for those participants who needed support to
complete the questionnaires (eg, assistance reading
items or writing answers).

Data analyses

First, point biserial, and Pearson correlation
coefficients were used to assess the relationships
between demographic factors (current age, gender,
caregiver education), injury-related variables
(level of injury, age at injury, time since injury),
individual coping strategies, and participation
variables. Regarding coping, the frequency
variables for each of the 10 individual strategies
included in the Kidcope were examined. In terms
of participation, it was determined that outcomes
would be examined separately for informal and
formal participation given that previous research
has reported that children with disabilities,"> and
more specifically children with SCL,' participate in
informal activities at a significantly higher rate than
formal activities. Four continuous participation
variables were examined for informal activities and
4 for formal activities: (1) participation frequency
(a composite variable was created by multiplying
diversity and intensity scores due to the high
correlation between these 2 variables'), (2) with
whom, (3) where, and (4) enjoyment. Higher
scores on each of these variables represented
greater frequency of participation; participating
with a broader group, away from immediate
family; participating further from home; and
greater participation enjoyment.

Next, those participation variables that had
significant univariate relationships with coping
strategies were included in hierarchical multiple
regression analyses as dependent variables in order
to examine whether coping strategies significantly
contribute to patterns of participation above
and beyond significant demographic and injury-
related factors. In total, 6 of the 8 participation
variables (informal frequency, informal with
whom, informal where, informal enjoyment,
formal with whom, and formal where) were
significantly related to coping strategies, resulting
in 6 hierarchical regression analyses. The 4
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informal participation variables were significantly
correlated with both age at injury and age at
interview. Because these 2 variables were highly
correlated themselves (r = .644, P < .01), both
variables could not be included as individual
predictors in the same regression equation. Age at
interview was chosen over age at injury, because it
had a slightly higher correlation with the outcome
variables. Preliminary analyses determined that
informal frequency, informal where, and formal
with whom were not normally distributed and
therefore were subjected to a log transformation
prior to regression analyses.

Results

The sample consisted of 294 pediatric partici-
pants with a mean age of 13.71 years (SD = 3.46) at
time of interview. Forty-five percent of participants
were female, and 65% were Caucasian. Age at time
of injury ranged from 0 to 17 years (mean = 8.35,
SD = 5.81), and time since injury ranged from 1
to 18 years (mean = 5.39, SD = 4.49). Regarding
injury level, 67% of participants had paraplegia
while the remaining 33% had tetraplegia. Of those
participants who indicated level of mobility (n =
250), 6% of participants walk independently, 8%
walk with assistance, and 71% use a wheelchair.
Sixty-three percent of caregivers reported having
at least some education beyond high school, 23%
had a high school diploma, and 14% of caregivers
had not obtained a high school degree (see Table
1 for these results). For additional descriptive data
on this population, please refer to Dasch et al*” for
a discussion of coping and to Klaas et al' for a
review of participation.

Univariate relationships between coping strategies
and participation outcomes

Univariate relationships between participation
outcomes and coping strategies were examined
within both participation domains. As mentioned
previously, 6 participation outcomes were
significantly related to at least 1 coping strategy:
informal frequency, informal with whom, informal
where, informal enjoyment, formal with whom,
and formal where. Regarding the informal
domain, first, higher levels of social support and
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Table1. Characteristics of participant sample (n =
294)

Demographic variable Percentage of sample
Sex
Male 55%
Female 45%
Race
Caucasian 65%
Spanish Origin 21%
African American 6%
Asian 2%
American Indian 1%
Other 5%
Caregiver education
Some elementary 6%
Some elementary or junior high 3%
Some high school 5%
High school graduate 23%
Some college 24%
Associate/technical degree 18%
Bachelor’s degree 15%
Graduate degree 6%
Mean age at interview, years (SD) 13.71 (3.46)
Mean age at time of injury, years (SD) 8.35 (5.81)
Mean time since injury, years (SD) 5.39 (4.49)
Level of injury
Paraplegia 67%
Tetraplegia 33%
Level of mobility
Walk independently 6%
Walk with assistance 8%
Use a wheelchair 71%

lower levels of self-criticism were associated with
increased informal participation frequency. Second,
higher levels of problem solving, higher levels of
resignation, lower levels of social withdrawal, and
lower levels of wishful thinking were associated
with participating with a more diverse group of
individuals (informal with whom). Third, higher
levels of resignation were related to participating
further from home (informal where). Finally,
higher levels of social support and lower levels of
blaming others were associated with higher levels
of enjoyment of informal activities (informal
enjoyment). Regarding the formal participation
domain, higher levels of cognitive restructuring
and lower levels of social withdrawal were related
to participating with a more diverse group of

individuals (formal with whom). Furthermore,
higher levels of cognitive restructuring were
associated with participating further from home
(formal where). Frequency of participation and
enjoyment in formal activities were not associated
with any of the coping variables (see Table 2 for
these results).

Predicting participation from coping

Each of the 6 participation variables was then
included in a hierarchical linear regression model
as the dependent variable, with significantly related
demographic variables and coping strategies as
predictors.

Informal participation frequency. The first equation
included informal participation frequency as the
dependent variable. To assess the predictive value
of coping in determining informal frequency,
the significant demographic and injury-related
variables were entered into step 1 of the regression
analysis (age, gender, caregiver education, and
level of injury), and significant coping strategies
into step 2 (social support and self-criticism).
Results indicated that use of self-criticism and
social support accounted for 23% of the variance
in informal participation frequency (R* = .232;
Table 3).

Informal with whom. To examine the predictive
value of coping in determining the diversity
of individuals with whom youth participate in
informal activities (informal with whom), the
significant demographic variable (age) was entered
into step 1 of the regression analysis and significant
coping strategies were entered into step 2 (wishful
thinking, problem-solving, resignation, and social
withdrawal). Results demonstrated that social
withdrawal contributed to 11% of the variance in
the informal with whom participation variable (R?
=.111; Table 4).

Informal where. The third equation examined
the predictive value of coping in determining
the context in which youth participated in
informal activities (informal where). Significant
demographic and injury-related variables were
entered into the step 1 of the regression (age) and
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Table 3. Results of hierarchical regression analysis

predicting “informal frequency participation” (n = 200)

Variable B SEB B

Step 1
Sex® .090 .031 .188**
Level of injury® .084 .035 .158%
Caregiver education .016 .009 11
Age at interview -.021 .005 -.293**

Step 2
Sex® .076 .031 .159*
Level of injury® .074 .034 .140%
Caregiver ed .012 .009 .087
Age at interview -.017 .005 -.24200%
Self-criticis -.068 .034 -.135%
Social support .105 .035 .198%*

Note: R*=.187 for step 1; AR*= .209** for step 2.
Male=0; Female=1.

bTetraplegia=0; Paraplegia=1.

*P <.05.%*P <.01.***P < .001.

Table 4. Results of hierarchical regression analysis
predicting “informal with whom” (n =281)

Variable B SEB B

Step 1
Age at interview .043 .009 28104

Step 2
Age at interview .035 .010 231%*
Social withdrawal -.141 .062 -.133%
Wishful thinking -.110 .088 -.076
Problem solving 11 .067 .096
Resignation .052 .070 .047

Note: R?=.079 for step 1; AR*= .032* for step 2.
‘Male=0; Female=1.
*P <.05.%*P <.01.***P < .001.

Table 5. Results of hierarchical regression analysis
predicting “informal where” (n = 281)

Variable B SEB B
Step 1
Age at interview .005 .001 .203**
Step 2
Age at interview .004 .002 .186**
Resignation .007 .011 .041

Note: R?=.041 for step 1; AR’=.001 for step 2.
*P<.05.%*P<.01.

the one significant coping strategy (resignation)
was included in step 2. After taking into account
demographic and injury-related factors, use of
resignation did not significantly contribute to
where youth participate in informal activities (R*
=.043; Table 5).

Informal enjoyment. To examine the predictive value
of coping in determining the level of enjoyment
when participating in informal activities (not
at all, somewhat, pretty much, very much, love
it), significant demographic and injury-related
variables were entered into step 1 of the regression
(sex and age), while significant coping strategies
were included in the step 2 (social support and
blaming others). Results demonstrated that blaming
others significantly accounted for 8% of the variance
in the informal enjoyment participation variable (R
=.079; Table 6).

Formal with whom. To examine the predictive
value of coping in determining the diversity of
individuals with whom youth participate in formal
activities (formal with whom), age was entered
into step 1, while 2 significant coping strategies
were included in step 2 — cognitive restructuring
and social withdrawal. The results indicated
cognitive restructuring contributed to 9% of the
variance in the formal with whom variable (R?=
.086; Table 7).

Table 6. Results of hierarchical regression analysis
predicting “informal enjoyment” (n = 281)

Variable B SEB B

Step 1
Sex® 215 .063 .199%*
Age at interview -.017 .009 -.107

Step 2
Sex? 194 .064 179%*
Age at interview -.014 .009 -.088
Social support 127 .074 .100
Blaming others -.152 .069 -.129*

Note: R?=.054 for step 1; AR?= .025% for step 2.
2Male=0; Female=1.
*P<.05.**P<.01.



Table 7. Results of hierarchical regression analysis
predicting “formal with whom” (n = 249)

Variable B SEB B

Step 1
Sex® 215 .063 .199%*
Age at interview -.017 .009 -.107

Step 2
Sex* 194 .064 179
Age at interview -.014 .009 -.088
Social support 127 .074 .100
Blaming others -.152 .069 -.129*

Note: R?=.054 for step 1; AR?=.025* for step 2.
Male=0; Female=1.
*P <.05.**P<.01.

Table 8. Results of regression analysis predicting
“formal where” (n = 249)

Variable B SEB B
Step 1
Cognitive restructuring .507 226 .141*
Note: R?=.020.
*P <.05.

Formal where. The sixth and final equation
examined the predictive value of coping in
determining where youth participate in formal
activities (at home, at a relative’s home, in the
neighborhood, at school, outside of the classroom,
in the community, outside of the community).
Cognitive restructuring was entered into step 1
of the regression analysis. Results demonstrated
that cognitive restructuring accounted for 2% of
the variance in this variable (R? = .020; Table 8).
Of note, this formal participation variable was not
related to any of the demographic or injury-related
variables.

Discussion

The primary goal of this investigation was to
determine whether individual coping strategies
predicted participation in both informal and
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formal activities, above and beyond significant
demographic and injury-related variables. In
general, results from this investigation provided
support for both hypotheses and suggest that
higher levels of positive coping strategies and
lower levels of negative and avoidant coping
strategies are associated with more favorable
participation outcomes. This is consistent with
research associating adaptive coping with positive
outcomes among youth with asthma'' and youth
with cancer,'? but runs contrary to Zehnder et al’s®
finding that active coping predicted emotional
distress among youth with a physical injury or a
chronic medical issue.

When considering the results of univariate
analyses, coping was associated with all informal
participation variables that were assessed. In
contrast, coping was only related to the formal
participation variables that measured which
individuals youth participated in activities with
(with whom) and the settings in which they
engaged in these activities (where). This may
reflect the fact that youth are able to participate
in informal activities more independently, more
spontaneously, and with less assistance from others
including parents. On the other hand, participation
in formal activities requires greater coordination
and assistance from parents. Therefore, as a
youth characteristic, coping strategies may be
more strongly related to informal participation.
Alternatively, it is plausible that participation in
formal activities poses a significant challenge for
youth with SCI, one that cannot be overcome
solely by the use of adaptive coping strategies.
Future research should strive to better understand
factors that contribute to participation in informal
and formal activities.

Although hypotheses were supported, only
certain individual coping strategies demonstrated
significant relationships with participation
outcomes. Regarding positive coping strategies,
first, higher levels of social support (seeking
support from others) were related to increased
participation in informal activities. This result
illustrates a common theme within the field of
general pediatrics,? and in the literature relevant to
adults with SCI, # that emphasizes the association
between positive social relationships/support
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and positive adjustment outcomes. For example,
research has found that opportunities for social
engagement among youth with chronic medical
issues promotes positive adjustment outcomes,
including development of communication
and social skills.?! As compared to formal
activities, informal activities are likely to be more
spontaneous in nature and also more youth-
driven. As a result, seeking out opportunities for
social support may naturally lead to more frequent
participation in informal activities.

Second, higher levels of the positive coping
strategy cognitive restructuring, which involves
identifying faulty and maladaptive cognitions and
replacing them with more accurate and adaptive
beliefs (focusing on the “good side” of things), were
associated with participation in formal activities
with a greater diversity of individuals and in
settings further away from the home. Among the
various types of adaptive coping strategies that
have been discussed in the pediatric literature,
cognitive restructuring has been reported as
being particularly effective. For example, in a
population of youth with cancer, more frequent
use of cognitive restructuring was associated with
lower reported levels of emotional distress.!* Here,
cognitive restructuring was particularly important
to the settings in which youth participated in
formal activities and the individuals with whom
they participated in formal activities. As stated
above, engagement in formal activities typically
requires youth to obtain greater support and
involvement from their parents. Youth who have
developed the ability to use cognitive restructuring
are likely to have more positive emotional
functioning'? as well as greater self-esteem. In
turn, these youth may be better able to accept the
fact that they need assistance to engage in formal
activities and to advocate on their own behalf
in order to obtain support from their parents to
engage in opportunities, particularly those formal
activities that take place in settings beyond the
home and with a greater diversity of individuals.

Regarding maladaptive (negative and avoidant)
coping strategies, lower levels of particular coping
strategies, including social withdrawal (keeping
to oneself), blaming others (blaming other
individuals as the cause of one’s problems), and

self-criticism (blaming oneself as a the cause of
a problem), were found to be related to favorable
participation outcomes in the informal domain,
such as participating with a more diverse group,
experiencing greater enjoyment, and experiencing
increased participation frequency, respectively.
These findings are consistent with previous research
that has suggested that these types of negative and
avoidant coping strategies are related to difficulties
in general social-emotional functioning. For
example, use of negative coping strategies,
including social withdrawal and blaming others,
has been associated with emotional disorders
in children.’® In particular, increased social
withdrawal has been linked to negative outcomes
in youth, including deficits in social skills and
depression.” It is likely that youth with SCI who
use social withdrawal as a coping strategy are less
likely to seek out interactions with others. Similarly,
youth who spend less time blaming others for their
stressors may be better able to enjoy their daily
activities. Finally, it is possible that those youth who
criticize themselves less frequently may have more
positive self-esteem, which may facilitate a higher
frequency of participation in activities. Of note,
each of these 3 coping strategies can be categorized
as “person-related,” given that they all involve
maladaptive strategies related to self or others.
These are in contrast with the other negative/
avoidant coping strategies studied, including
distraction (trying to “forget” about a problem
and/or doing something to keep from thinking
about a problem), wishful thinking (wishing that
the problem had not occurred and/or wishing
for one’s situation to change), and resignation
(deciding not to do anything about a problem
because it cannot be changed) that are less directly
related to individuals but rather involve primarily
emotional and/or cognitive components. It would
appear that among the maladaptive strategies, the
person-related coping strategies are most relevant
to participation outcomes.

When interpreting the findings of the study,
it is important to consider several limitations.
The first set of limitations is associated with the
design of the investigation. For example, the
cross-sectional nature of the study does not allow
for determination of causality among variables.



Therefore, future research should be aimed at
conducting longitudinal studies with this pediatric
population. In addition, it is important to note
that the participants in this study were recruited
from 3 hospitals within a single hospital system.
Therefore, the sample may not adequately reflect
the general population of children and adolescents
with SCI.

The second set of limitations is relevant to
the variables of coping and participation. Most
important, although several coping strategies were
found to significantly contribute to participation
outcomes, these contributions were relatively
small (R* ranged from .020 to .232). Furthermore,
the lack of significant relationships between
coping and participation was particularly relevant
for formal participation variables, which was
anticipated given that this population of youth
is less likely to participate in formal activities.
This suggests that other factors contribute to
participation outcomes for youth with SCI and
indicates the need for future research to identify
and better understand these factors. Second,
the construct of coping has long been cited as
problematic due to varying conceptualizations
and definitions, different measurement tools, and
the impact of context when using various coping
strategies. These issues can become problematic
when interpreting these data.”® Therefore, future
research might consider gathering qualitative
data along with quantitative data to gain a better
understanding of this construct. ** This would
be useful in gaining an understanding of coping
directly from the perspective of children and
adolescents using their own words, particularly
among youth with SCI given the limited amount
of coping research that has been conducted with
this population. Related to this, much of the coping
literature groups strategies together into categories
such as “positive” and “negative.” Future research
should attempt to distill which strategies relate to
specific outcomes; a better understanding of the
effect of particular strategies would be significantly
beneficial for informing clinical practice. Finally,
related to the participation, it is important to be
mindful of the potentially large impact that a
child’s family plays on his/her ability to engage
in informal and formal activities. Given that this
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population of youth may have to rely on their
parents to coordinate activities to a greater extent
than their peers without SCI (or with disabilities
in general), it will be important for future research
to gather information on relevant parent variables
and examine the impact of these factors on child
participation outcomes.

Conclusion

This research provides information on the
relationship between coping strategies and
participation outcomes among a sample of youth
with SCI. The findings suggest that interventions
aimed at promoting the use of active coping
strategies, namely seeking social support and using
cognitive restructuring techniques, may facilitate
positive participation outcomes. In addition,
interventions might also integrate strategies
for identifying use of negative and avoidant
coping and assist youth with ways in which they
might decrease their use of self-criticism, social
withdrawal, and blaming others. Finally, results
demonstrated relationships between coping
and frequency of participation in activities,
enjoyment of participation in activities, where
youth participate in activities, and with whom
they participate in activities. Clinical interventions
to promote positive coping and participation may
assist not only with increasing overall involvement
and enjoyment in activities, but also with
increasing participation in activities that promote
social engagement in multiple settings and with a
diversity of individuals.
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