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Predictive factors of hospitalization in adults with
pediatric-onset SCI: a longitudinal analysis

AM January1,2, K Zebracki1,3, A Czworniak1, KM Chlan1 and LC Vogel1,4

Study design: Longitudinal survey.
Objectives: To investigate the prevalence and rate of hospitalization among adults with pediatric-onset spinal cord injury (SCI) and
explore medical and behavioral factors associated with hospitalization.
Methods: This study included 368 adults who sustained a SCI prior to age 19 and were enrolled in an ongoing longitudinal study
investigating the outcomes of pediatric-onset SCI. Participants were interviewed on an approximately annual basis using a study-
specific questionnaire and standardized outcome measures: Satisfaction with Life Scale; Short-Form 12 Health Survey; Alcohol Use
Disorders Identification Test; Patient Health Questionnaire-9 Depression Scale; and Craig Handicap Assessment and Recording
Technique.
Results: Overall, 61% of participants self-reported at least one hospitalization across all time points; average length of hospitalization
was 14.8 days (±23.3). Individuals who were ethnic minorities as well as those with high cervical-level SCI were more likely to be
hospitalized. Those who were unemployed and those with health-care coverage were more likely to be hospitalized and have longer
hospitalization stays. The risk of hospitalization was higher with occurrence of pressure ulcers, urinary tract infections, pneumonia, pain
and a chronic medical condition. Smoking cigarettes increased the risk of hospitalization, whereas those who engaged in exercise and
were active in the community had lower odds of hospitalization.
Conclusion: Both medical and lifestyle factors have an important role in predicting hospitalization. An increased understanding of the
risk and protective factors associated with hospitalization should assist clinicians in developing strategies and prevention efforts to
minimize secondary health complications and foster healthy lifestyle behaviors.
Spinal Cord (2015) 53, 314–319; doi:10.1038/sc.2015.13; published online 10 February 2015

INTRODUCTION

Despite advancements in health care, people with spinal cord injury
(SCI) are more likely to experience medical complications and
resultant hospitalization than the general population. For instance,
individuals with SCI are 2.4 times more likely to be hospitalized than
the general population,1,2 and the length of hospitalization ranges
from 4 to 17 days.1,3–5 In addition to direct costs, hospitalization
creates both personal and familial strain, leads to reduced work or
school days, and hinders independence and community integration.1,3

Yet, many hospital readmissions are avoidable with prevention or
proper management of secondary health conditions.3,6

There are a number of reasons that people with SCI are at greater
risk of hospitalization, including multiple medical complications
associated with SCI such as urinary tract infections (UTIs), pressure
ulcers, pain, respiratory infection, cardiovascular disease, osteoporosis
and depression.6–9 The most frequent reasons for hospitalizations are
UTIs,2,9 respiratory problems1,3,9 and pressure ulcers,1,9 with pressure
ulcers requiring longer hospitalizations.1,3,4 Greater risk of hospitaliza-
tion is associated with low FIM scores,2 delayed rehabilitation,3

neurological impairment,5 duration of injury,2 reduced community
integration2 and type of health coverage.1,5 Data are somewhat
inconclusive on whether ethnic minorities are at greater5

or reduced1 risk of hospitalization. Finally, psychological factors
such as anxiety and depression are also positively correlated with
hospitalization frequency.10

Hospitalization rates for persons with SCI also change as time
progresses after injury. The rate is highest in the first year following
injury, decreases quickly within years 2–75 and then declines slowly1,2

before increasing again later in life.2 However, many of the studies
assessing the secondary health conditions associated with SCI and the
resultant hospitalization are either cross-sectional in nature or long-
itudinal over a short follow-up period. In addition, much of the
research on hospitalization in individuals with SCI involves those
injured as adults. Individuals with pediatric-onset SCI face a number
of unique complications, including scoliosis and relatively long life
spans, during which they are more likely to develop complications
such as cardiovascular disorders or overuse syndromes such as
shoulder pain.11 The pediatric nature of their injury also means that
they will live with these complications for a longer time. Given these
issues, information on hospitalization trends in the pediatric-onset SCI
population is critically needed.
The purpose of the current study is to identify predictive and

protective factors associated with hospitalization in adults with
pediatric-onset SCI. This information can better inform rehabilitation
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programs to reduce the hospitalization risk as children with SCI age. It
is hypothesized that hospitalization is positively correlated with higher
level of neurological impairment, male sex and older age of injury. It is
also hypothesized that healthy lifestyle behaviors will reduce the risk of
hospitalization and that persons with less frequent hospitalization will
have higher Satisfaction with Life scores.

MATERIALS AND METHODS

Participants and procedure
Participants for the current study were drawn from an ongoing project

examining the long-term outcomes of adults with pediatric-onset SCI. All

participants had previously received care at one of three US hospitals within a
single-specialty hospital system. Participants were identified and recruited from
the Shriners Hospital for Children SCI database. To be eligible for inclusion,
participants met the following criteria: (1) at least 19 years of age, (2) sustained
SCI before 19 years of age, (3) no significant brain injury, (4) English-speaking
and (5) participated in at least two study interviews. Of the 477 participants
who had consented to participate, 368 met the inclusion criteria for the
current study.
For individuals enrolled in the study, telephone interviews were conducted

by trained research assistants on an approximately annual basis between 1996
and 2014, and they had completed an average of 5.4 interviews (±3.2;
median= 5; range 2–15) for a total of 1959 interviews. This study was approved

Table 1 Participant demographic and injury characteristics at baseline and as a function of hospitalization

Characteristics Baseline (M± s.d. or n) Hospitalization (M± s.d. or n (%)) χ2 Significance test

Total (N=368) No (n=142) Yes (n=226)

Age (years) 26.7±3.6 31.0±5.4a 31.4±5.5a

Duration 12.3±5.2 16.6±6.4a 17.1±6.3a

Age of injury (years) χ2(3)=0.36; P=0.949

0–8 45 18 (40.0) 27 (60.0)

9–12 31 13 (41.9) 18 (58.1)

13–15 125 49 (39.2) 76 (60.8)

16–18 167 62 (37.1) 105 (62.9)

Sex χ2(1) =0.08; P=0.784

Male 239 91 (38.1) 148 (61.9)

Female 139 51 (39.5) 78 (60.5)

Ethnicity χ2(3)= 9.35; P=0.025

Caucasian 317 128 (40.4) 189 (59.6)

African American 22 3 (13.6) 19 (86.4)

Hispanic/Latino 19 5 (26.3) 14 (73.7)

Other/unknown 10 6 (60.0) 4 (40.0)

Etiology χ2(4)=7.35; P=0.118

Vehicular/pedestrian 176 78 (44.3) 98 (55.7)

Violence 28 10 (35.7) 18 (64.3)

Fall/flying object 25 5 (20.0) 20 (80.0)

Sports 99 35 (35.4) 64 (64.6)

Medical/surgical 32 10 (31.2) 22 (68.8)

Other/unknown 8 4 (50.0) 4 (50.0)

Impairment group χ2(3)=15.79; P=0.001

C1–C4 ABC 54 10 (18.5) 44 (81.5)

C5–C8 ABC 137 48 (35.0) 89 (65.0)

T1–S5 ABC 143 68 (47.6) 75 (52.4)

AIS D 34 16 (47.1) 18 (52.9)

Employment χ2(2)=8.15; P=0.017

Unemployed 156 49 (31.4) 107 (68.6)

Employed 178 82 (46.1) 96 (53.9)

Student 34 11 (32.4) 23 (67.6)

Health insuranceb χ2(2)=7.86; P=0.020

No coverage 19 12 (63.2) 7 (36.8)

Government subsidized 146 48 (32.9) 98 (67.1)

Private (HMO/PPO) 183 78 (42.6) 105 (57.4)

Abbreviations: AIS, American Spinal Injury Association Impairment Scale. HMO, Health Maintenance Organization; PPO, Preferred Provider Organization.
aMeans (and s.d.) reported are based on age and duration of injury at point of hospitalization.
bHealth Insurance information missing for 20 participants at baseline.
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by the institutional review board, and all applicable institutional and govern-

mental regulations concerning the ethical use of human participants were

followed during the course of this research.

Measures
A structured questionnaire designed for this study was used to collect

demographic data and information on medical complications experienced

within the previous year. Hospitalization was assessed by the presence of at least

one self-reported overnight hospitalization within the year and the total

number of days spent in the hospital. The severity of injury was categorized
based on the American Spinal Injury Association Impairment Scale (AIS)
utilizing the International Standards for Neurological Classification of Spinal
Cord Injury.12

Perceived health-related quality of life was measured using the SF-12v2
Health Survey (SF-12v2).13 Lifestyle and behavioral factors were assessed using
a variety of standardized measures along with self-report of behavior gathered
during the interview. All standardized measures utilized in the current study
have previously been used with SCI populations and shown to be reliable and
valid in this population. The Craig Handicap Assessment and Recording
Technique (CHART)14 was used to assess community participation, indepen-
dence and activity level in a variety of domains. Lifestyle factors, including
exercise, smoking and drinking behaviors, were assessed by self-report as well as
the Alcohol Use Disorders Identification Test (AUDIT-C).15 The AUDIT-C is a
brief screener to identify excessive and hazardous drinking. Emotional well-
being was measured via the Satisfaction with Life Scale16 and the Patient Health
Questionnaire-9.17

Data analysis
Descriptive statistics were used to summarize demographic variables and injury
characteristics at the initial interview and at the point of hospitalization.
Nonparametric Mann–Whitney (2-group comparisons) and Kruskal–Wallis
(42-group comparisons) tests were used to examine the differences in number
of days hospitalized by demographic and injury characteristics. A series of
generalized estimating equations, with a logit link function and an autore-
gressive AR(1) correlation structure, were used to identify the variables most
strongly associated with the risk of hospitalization. In Model 1, we examined
the risk of hospitalization as a function of time-varying health factors and
lifestyle behaviors, while adjusting only for significant demographic character-
istics. Model 2 examined both the between-subject (absolute average for
person) and within-subject (relative to previous levels or history) effects of
health and behavior after adjusting for demographic control variables. Thus,
Model 2 allowed us to disentangle within- and between-subject effects on
hospitalization over time. Finally, the effect of hospitalization on the continuous
outcome measurements of life satisfaction and depression symptoms was
explored using linear mixed modeling with maximum likelihood estimation.
Statistical significance was based on a two-tailed alpha level of 0.05. Analyses
were carried out using SPSS version 22.18

RESULTS

Demographic and injury characteristics for all participants at initial
interview and as a function of hospitalization are shown in Table 1.
Overall, 226 (61.4%) individuals were hospitalized at least once during
the study period for a total of 479 hospitalizations. For individuals
who reported at least one hospitalization, mean age at the time of
hospitalization was 31.4 years (±5.5) and average number of hospi-
talizations was 3.5 (±2.7). Individuals with C1–C4 injuries reported
the highest frequency (81.5%) of hospitalization. A larger percentage
of hospitalization occurred among persons who were unemployed
(68.6%) or were covered by Medicaid or Medicare (67.1%). Although
a majority of hospitalizations occurred among Caucasians (83.6%),
a higher percentage of ethnic minorities were hospitalized (African
American 86.4%; Hispanic or Latino 73.7%) compared with Cauca-
sians (59.6%). Mean length of hospitalization by demographic and
injury characteristics is shown in Table 2. Overall, mean length of
hospitalization was 14.8 days (±23.4; median= 6; range= 1–240).
Length of hospitalization was significantly longer for those who were
older, single, unemployed and covered by subsidized health care
(Medicaid/Medicare).
Generalized estimating equation analyses were used to examine the

longitudinal risk of hospitalization as a function of health and lifestyle
variables, while adjusting for race and neurological level. The first set
of models revealed that the occurrence of a chronic medical condition,
pneumonia, pressure ulcers, UTI, activity-interfering pain, kidney

Table 2 Average length of hospitalization among individuals

hospitalized at least once in the past year (N=479)

Characteristics Mean days (± s.d.) Significance test

Overall 14.8±23.3

Age (years) χ2(3)=8.79; P=0.032

⩽29 13.2±22.2

30–34 15.3±26.1

35–39 17.1±22.5

⩾40 15.5±20.3

Duration (years) χ2(3)=5.06; P=0.168

2–9 17.1±24.3

10–15 14.3±27.9

16–20 12.6±16.5

⩾21 16.9±22.4

Sex z =−1.15; P=0.249

Male 16.0±25.7

Female 12.2±17.1

Ethnicity χ2(3)=1.98; P=0.576

Caucasian 14.7±23.2

African American 15.6±18.7

Hispanic/Latino 14.0±25.2

Other/unknown 19.1±30.9

Etiology χ2(5)=5.13; P=0.400

Vehicular/pedestrian 13.6±20.5

Violence 13.6±22.9

Fall/flying object 14.3±16.8

Sports 16.4±30.0

Medical/surgical 15.8±22.5

Other/unknown 17.0±13.3

Impairment group χ2(3)=3.35; P=0.340

C1–C4 ABC 14.8±20.7

C5–C8 ABC 14.3±26.1

T1–S5 ABC 15.3±21.5

AIS D 15.5±22.9

Employment status χ2(2)=22.65; Po0.001

Unemployed 18.5±26.5

Employed 9.5±16.6

Student 12.3±20.4

Insurance χ2 (2)=9.72; P=0.008

No coverage 9.1±10.9

Government subsidized 16.2±21.3

Private (HMO/PPO) 12.7±26.6

Abbreviations: AIS, American Spinal Injury Association Impairment Scale. HMO, Health
Maintenance Organization; PPO, Preferred Provider Organization.
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stones and spasticity significantly increased the odds of hospitalization.
Greater perceived general physical and emotional health was associated
with significantly decreased odds of hospitalization. Individuals with
greater physical and cognitive independence, community mobility,
occupational/vocational involvement, social integration and economic
self-sufficiency were less likely to be hospitalized. Somewhat surpris-
ingly, alcohol use was associated with decreased odds of hospitaliza-
tion; however, as would be expected, smoking was associated with
increased odds of hospitalization and those who exercised were less
likely to be hospitalized (Model 1, Table 3).
The use of longitudinal models to examine risk of hospitalization

provides a number of advantages, including the ability to disentangle
the aggregated effect of variables that change over time to understand
both the independent effects of within-person (relative to own
previous levels) and between-person variations (average relative to
other people). The next series of analyses explicitly modeled how
medical and lifestyle factors might influence the odds of hospitaliza-
tion both within and between participants by including parameters for
both effects, while also adjusting for the demographic confounds
(Model 2, Table 3). Both chronic medical conditions and general
physical health showed significant between- and within-person effects
on hospitalization, such that being higher in overall physical health
and improvements in relative physical health were each related to
decreased odds of hospitalization. Similarly, people with chronic

medical conditions have greater odds of hospitalization, and when
individuals contract a chronic medical condition risk of hospitalization
is greater after diagnosis than before.
The impact of many of the SCI-related medical complications,

including pressure ulcers, UTIs, pneumonia, kidney stones and
spasticity, did not appear to contain between-subject variation. In
other words, these conditions were associated with increased odds of
hospitalization during the period that they occurred rather than
before. This was not the case for activity-interfering pain, where the
within-subject effect was not significant, but the between-subject effect
was significant, suggesting that people with higher-than-average pain
generally have higher odds of hospitalization. Likewise, after control-
ling for within-subject effects, individuals with superior mental health
and higher-than-average community participation had significantly
lower odds of hospitalization across time. In addition, those who
smoke have a greater risk of hospitalization all the time. Finally, the
unexpected finding of decreased odds of hospitalization with alcohol
use appears to be limited to the within-subject effect, suggesting that
relative to their own use, when people drink alcohol they have
decreased odds of hospitalization. Notably, however, if the presence
of alcohol misuse is controlled for, alcohol use is significant only
for those individuals with moderate or minimal drinking habits
(odds ratio= 0.80, 95% confidence interval= 0.67–0.97, P= 0.021),
whereas abusive drinking patterns was not significantly related to

Table 3 Odds of hospitalization as a function of health factors and lifestyle behaviors

Model 1a
Model 2a

Within-person effects Between-person effects

OR (95% CI) OR (95% CI) OR (95% CI)

Health-related issues
Chronic medical condition 2.09 (1.58–2.76)*** 1.60 (1.18–2.18)** 1.65 (1.18–2.31)**

Pressure ulcer 2.44 (1.87–3.18)*** 2.23 (1.66–2.99)*** 1.25 (0.88–1.77)

Urinary tract infections 2.16 (1.62–2.87)*** 2.06 (1.53–2.78)*** 1.26 (0.58–2.73)

Pneumonia/respiratory failure 4.95 (2.86–8.56)*** 4.67 (2.44–8.92)*** 1.28 (0.79–2.06)

Bladder accidents 1.00 (0.78–1.28) 0.95 (0.72–1.26) 1.13 (0.78–1.63)

Bowel accidents 1.45 (1.06–1.98)* 1.41 (0.98–2.04) 1.05 (0.73–1.53)

Pain 1.33 (1.06–1.68)* 1.14 (0.88–1.47) 1.74 (1.20–2.53)**

Kidney/bladder stones 2.98 (2.18–4.08)*** 2.76 (1.88–4.05)*** 1.11 (0.75–1.63)

Muscle spasms 1.55 (1.18–2.05)** 1.66 (1.18–2.34)** 0.91 (0.59–1.39)

Autonomic dysreflexia 1.13 (0.85–1.50) 0.90 (0.65–1.25) 1.55 (0.98–2.43)

Perception of overall health

Physical health 0.97 (0.95–0.98)*** 0.98 (0.97–1.00)* 0.94 (0.92–0.96)***

Emotional health 0.98 (0.96–0.99)*** 0.99 (0.97–1.01) 0.96 (0.94–0.98)***

Lifestyle and community behaviors
Community participation (CHART)b

Physical independence 0.42 (0.26–0.68)*** 0.65 (0.36–1.16) 0.29 (0.12–0.72)**

Cognitive independence 0.08 (0.02–0.41)** 0.26 (0.03–2.12) 0.01 (0.01–0.07)***

Mobility 0.47 (0.28–0.78)** 0.99 (0.48–2.01) 0.31 (0.17–0.55)***

Occupation 0.81 (0.66–0.98)* 1.08 (0.85–1.37) 0.56 (0.41–0.79)***

Social integration 0.56 (0.37–0.87)** 0.82 (0.45–1.52) 0.31 (0.13–0.73)**

Economic self-sufficiency 0.77 (0.68–0.87)*** 0.95 (0.79–1.14) 0.65 (0.53–0.80)***

Smoking 1.38 (1.04–1.82)* 0.98 (0.72–1.34) 1.72 (1.22–2.41)**

Exercise 0.71 (0.55–0.92)** 0.76 (0.57–1.00) 0.75 (0.44–1.28)

Alcohol use 0.75 (0.56–0.98)* 0.72 (0.52–1.00)* 1.08 (0.64–1.83)

Marijuana use 1.35 (0.94–1.94) 1.21 (0.77–1.93) 1.16 (0.77–1.74)

Abbreviations: CHART, Craig Handicap Assessment and Recording Technique; CI, confidence interval; OR, odds ratio.
aAdjusted for neurological level and ethnicity.
bChart subscale scores were natural log transformed to reduce the influence of extreme scores.
***P⩽0.001; **P⩽0.01; *P⩽0.05.
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hospitalization (odds ratio= 1.47, 95% confidence interval= 0.88–2.97,
P= 0.137).
The remaining analyses examined the relation of hospitalization

to depression symptoms and life satisfaction utilizing multilevel
mixed models. Consistent with our prediction, there was a negative
association between hospitalization and psychosocial well-being, with
hospitalization being significantly related to both decreased life
satisfaction (β=− 1.69, s.e.= 0.53, P= 0.002) and increased symptoms
of depression (β = 0.87, s.e.= 0.41, P= 0.034).

DISCUSSION

In the current study, we examined hospitalization frequency and the
predictors and psychosocial outcomes associated with hospitalization
for adults with pediatric-onset SCI. In addition, we utilized long-
itudinal models to further tease apart the between-subject and within-
subject effects of medical complications, lifestyle behaviors and
community participation on hospitalization. This study reveals the
importance of both medical and behavioral factors in determining
hospitalization risk and highlights the high frequency of hospitaliza-
tions and its impact on well-being.
Consistent with previous research, these findings suggest that

hospitalizations occur frequently and that ethnic minorities and
individuals with more severe injuries are at the greatest risk of
hospitalization.5 However, it is worth noting that these same demo-
graphic variables did not appear to be related to the length of
hospitalization. Rather, mean length of stay was significantly shorter
for individuals who were younger and who were employed. The
availability of insurance coverage, either through a third-party payer
such as Medicaid or through private health insurance, increased both
the likelihood of hospitalization and the length of hospitalization.
While individuals with subsidized health insurance had the highest
rate of hospitalizations and the longest lengths of stay, those
without any health insurance had the shortest lengths of stay. The
current finding suggestive of an association between hospitalization
and employment is likely intertwined with the finding showing a
relation between hospitalization and health coverage. Specifically,
individuals who are unemployed are more likely to have lower
incomes and as such more likely to rely on Medicaid/Medicare as
an insurance provider. Likewise, lower income levels are also
associated with reduced access to resources, including preventive care,
which may increase the risk of secondary medical complications
and hospitalizations.4 The same conditions that increase the risk of
hospitalization could in turn reduce the probability of employment.19

Pressure ulcers, UTIs, pneumonia, incontinence, muscle spasms
and kidney stones were associated with increased odds of hospitaliza-
tion. This is in line with previous studies documenting an elevated risk
of hospitalization associated with secondary health conditions.1,4,5 Pain
and the added burden of another chronic medical condition apart
from SCI were also important factors for predicting hospitalization
risk. These findings emphasize the importance of close follow-up for
individuals with SCI, and aggressive management and prevention of
secondary medical conditions to not only improve health but also
reduce hospitalization.
A number of lifestyle and community participation behaviors were

also associated with the risk of hospitalization. In addition to expected
relations between CHART Mobility and Physical Independence scores
and hospitalization, engagement in meaningful activities, including
recreational and self-improvement pursuits and participation in social
relationships, was associated with decreased risk of hospitalization.
Exercise was also significantly associated with decreased risk of
hospitalization; these findings replicate the relationship established

between physical fitness and post-injury hospitalization in the
adult-SCI population.5 By identifying the behavioral correlates of
hospitalizations, the current study should help guide efforts to
identify potentially modifiable areas of change in order to reduce
hospitalization risk.
Although somewhat paradoxical, the finding that alcohol use had

the opposite effect is not without precedence. Indeed, findings have
been reported for both the adult-onset and pediatric-onset SCI
populations indicating that nonproblematic levels of alcohol con-
sumption may be associated with community integration and
participation.20,21 It may be the case that alcohol use, but not misuse,
is an indicator that these people are just more social, have more
support or are higher functioning, which is associated with better
physical and emotional health. This is supported by follow-up analyses
in the current study showing that abusive drinking patterns are
unrelated to hospitalization risk.
Many factors can contribute to higher psychosocial well-being for

persons with pediatric-onset or adult-onset SCI. In the current study,
hospitalization was significantly related to both decreased life satisfac-
tion and increased depression symptoms. Given that our results
suggest that a significant percentage of individuals with pediatric-
onset SCI will experience a hospitalization at some point, these
findings underscore the importance of preventing hospitalizations
not only to reduce costs but also to improve quality of life. It is
imperative that future research identify the global risk and protective
factors associated with hospitalization, as well as attend to strategies to
help individuals with SCI identify their own personal risk factors that
could be targeted in an effort to prevent hospitalization.

Limitations
There are several shortcomings to the methodology that are worth
noting. In particular, participants included in the current study
received care from a single hospital system and were mostly Caucasian.
Similarly, there was some attrition in the current study and the vast
majority of interviews were limited to those that could be conducted
over telephone. These issues may limit the generalizability of the
current results to all adults with pediatric-onset SCI. In addition, all
data obtained for this study were self-reported and prone to the biases
associated with self-report measures. To provide a better basis for
identifying risk factors and improving long-term well-being, further
studies that include a representative sample of adults with pediatric
SCI and a wider array of assessment procedures that incorporate both
objective and subjective measurements are warranted.

DATA ARCHIVING

There were no data to deposit.

CONFLICT OF INTEREST

The authors declare no conflict of interest.

ACKNOWLEDGEMENTS

This study was funded by the Shriners Hospitals for Children—Chicago and
NIDDR Advanced Rehabilitation Research Training Grant H133P100008.

1 Cardenas DD, Hoffman JM, Kirshblum S, McKinley W. Etiology and incidence of
rehospitalization after traumatic spinal cord injury: a multicenter analysis. Arch Phys
Med Rehabil 2004; 85: 1757–1763.

2 Savic G, Short DJ, Weitzenkamp D, Charlifue S, Gardner BP. Hospital readmissions in
people with chronic spinal cord injury. Spinal Cord 2000; 38: 371–377.

Pediatric-onset SCI and risk of hospitalization
AM January et al

318

Spinal Cord



3 DeJong G, Tian W, Hsieh CH, Junn C, Karam C, Ballard PH et al. Rehospitalization in
the first year of traumatic spinal cord injury after discharge from medical rehabilitation.
Arch Phys Med Rehabil 2013; 94(4 Suppl): S87–S97.

4 DeVivo MJ, Farris V. Causes and costs of unplanned hospitalizations among persons
with spinal cord injury. Top Spinal Cord Inj Rehabil 2011; 16: 53–61.

5 Krause JS, Saunders LL. Risk of hospitalizations after spinal cord injury: relationship
with biographical, injury, educational, and behavioral factors. Spinal Cord 2009; 47:
692–697.

6 Guilcher SJT, Craven BC, Lemieux-Charles L, Casciaro T, McColl MA, Jaglal SB.
Secondary health conditions and spinal cord injury: an uphill battle in the journey
of care. Disabil Rehabil 2013; 35: 894–906.

7 Anson CA, Shepherd C. Incidence of secondary complications in spinal cord injury. Int J
Rehabil Res 1996; 19: 55–66.

8 Hitzig SL, Tonack M, Campbell KA, McGillivray CF, Boschen KA, Richards K & Craven
BC. Secondary health complications in an aging Canadian spinal cord injury sample.
Am J Phys Med Rehabil 2008; 87: 545–555.

9 Vogel LC, Krajci KA, Anderson CJ. Adults with pediatric-onset spinal cord injury: part 1:
prevalence of medical complications. J Spinal Cord Med 2002; 25: 106–116.

10 January AM, Zebracki K, Chlan KM, Vogel LC. Mental health and risk of secondary
medical complications in adults with pediatric-onset spinal cord injury. Top Spinal Cord
Inj Rehabil 2014; 20: 1–12.

11 Vogel LC, Chlan KM, Zebracki K, Anderson CJ. Long-term outcomes of adults with
pediatric-onset spinal cord injuries as a function of neurological impairment. J Spinal
Cord Med 2011; 34: 60–66.

12 Kirshblum SC, Burns SP, Biering-Sorensen F, Donovan W, Graves DE, Jha A et al.
International standards for neurological classification of spinal cord injury
(revised 2011). J Spinal Cord Med 2011; 34: 535–546.

13 Ware JE, Kosinski M, Keller SD. A 12-Item Short-Form Health Survey: construction of
scales and preliminary tests of reliability and validity. Med Care 1996; 34: 220–233.

14 Whiteneck GG, Charlifue SW, Gerhart KA, Overhosler JD, Richardson GN. Quantifying
handicap: a new measure of long-term rehabilitation outcomes. Arch Phys Med Rehabil
1992; 73: 519–526.

15 Bush K, Kivlahan D, McDonell M, Fihn S, Bradley K. The AUDIT alcohol consumption
questions (AUDIT-C): an effective brief screening test for problem drinking. Arch Intern
Med 1998; 158: 1789–1795.

16 Diener E, Emmons R, Larsen J, Griffin S. The satisfaction with life scale. J Pers Assess
1985; 49: 71–75.

17 Kroenke K, Spitzer RL, Williams JBW. Validity of a brief depression severity measure.
J Gen Intern Med 2001; 16: 606–613.

18 IBM SPSS Statistics for Windows (computer program). Version 22.0. IBM Corp.:
Armonk, NY, USA, 2013.

19 Hwang M, Zebracki K, Chlan KM, Vogel LC. Longitudinal employment outcomes in
adults with pediatric-onset spinal cord injury. Spinal Cord 2014; 52: 477–482.

20 Hwang M, Chlan KM, Vogel LC, Zebracki K. Substance use in young adults with
pediatric-onset spinal cord injury. Spinal Cord 2012; 50: 497–501.

21 Tate DG, Forchheimer MB, Krause JS, Meade MA, Bombardier CH. Patterns of alcohol
and substance use and abuse in persons with spinal cord injury: risk factors and
correlates. Arch Phys Med Rehabil 2004; 85: 1837–1847.

Pediatric-onset SCI and risk of hospitalization
AM January et al

319

Spinal Cord


	Predictive factors of hospitalization in adults with pediatric-onset SCI: a longitudinal analysis
	Introduction
	Materials and methods
	Participants and procedure
	Measures
	Data analysis

	Results
	Discussion
	Limitations

	Data archiving
	Acknowledgements
	References




