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Health-related quality of life (HRQOL) is a multidimensional concept focusing on
the impact of health status on quality of life. The purpose of this study was to
examine if sport engagement and sport-specific social support predicted HRQOL
among adolescents with physical disabilities. Sixty-eight participants completed
surveys assessing sport engagement, sport-specific social support, and HRQOL.
Participants had moderate to high perceptions of sport engagement, social
support, and HRQOL supporting the affirmation model of disability. Based on
a canonical correlation, esteem, information, and tangible social support and sport
engagement—confidence—were the strongest predictor variables of the sport
engagement/social support variant, which was linked to the HRQOL variant
predicted by emotional, social, and school functioning. The findings support the
importance of social support and confidence in the sport context for the HRQOL
of youth with physicalQ1 disabilities.
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Health-related quality of life (HRQOL) is a multidimensional concept of
objective and subjective indicators of perceived personal health across physical,
mental, emotional, and social functioning (Hart et al., 2015). An individual’s
participation in various life domains, including, but not limited to, education,
employment, social and leisure activities inclusive of sport, and one’s expectations,
beliefs, and perceptions of the value ofQ2 how these experiences influence percep-
tions of HRQOL (Parsons & Snyder, 2011). The individual perspective and
personal evaluation are critical to understanding and establishing evidence-based,
effective programming that enhances HRQOL (Parsons & Snyder, 2011).

Adolescents experience developmental changes in areas, such as physical
maturation, body image, the need for autonomy, the importance of relationships
with peers, and the acquisition of personal responsibility. These changes may
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individually and/or collectively positively or negatively impact personal percep-
tions of HRQOL (Frisén, 2007). Adolescents with physical disabilities may
experience differing patterns of development of HRQOL due, for example, to
added and unique characteristics related to their disability and differences in
reliance on caregivers for activities of daily living. Perceptions of others about
disability as unathletic, defective, or less than the “ideal” physical appearance
consistent with a medical model of thinking may negatively impact perceived
HRQOL (Frisén, 2007;Q5 Retief & Letšosa, 2018). Conversely, perceptions of
disability as different but equally valued and a part of one’s personal identity
(i.e., affirmation model; Swain & French, 2000) may enhance the perceived
HRQOL of persons with a disability.

Social-Cognitive Theory

Social-cognitive theory (SCT) proposes that multifaceted causal determinants
(i.e., individual cognitive and social factors) contribute to understanding motiva-
tion for health and well-being (Bandura, 1998). Individual characteristics, such as
self-efficacy, one’s belief in their ability to have personal control to perform a given
behavior, influence how one thinks, feels, and acts (Luszczynska & Schwarzer,
2015). Other important personal attributes, aligned with the components of sport
engagement in the present study, such as effort, dedication, vigor, and enthusiasm,
facilitate cognitive processes that can enhance HRQOL. Social structural factors,
such as support from parents, peers, or coaches who provide positive feedback and
encouragement of one’s capabilities can also facilitate HRQOL. Affirming social
support that accompanies positive cognitive evaluations, such as sport engage-
ment, can promote increased HRQOL (Bandura, 1998; Luszczynska & Schwarzer,
2015). We discuss the influence of two social-cognitive constructs, sport engage-
ment and social support, on HRQOL in the following sections.

Sport Engagement and HRQOL

Engagement in sport occurs when there is investment, impact, intent, ownership,
willingness, or long-term connectedness toward a task (Stephens, 2019). Athlete
engagement is defined as a persistent, positive, cognitive-affective experience in
sport (Lonsdale, Hodge, & Jackson, 2007). Athlete engagement is characterized by
confidence, dedication, vigor, and enthusiasm, each of which can be measured to
determine the individual and collective positive affective and cognitive impact of
sport (Freeman et al., 2014). These components can be considered personal
determinants for higher levels of health behavior under the structure of SCT
(Luszczynska & Schwarzer, 2015). Athlete engagement can promote positive sport
experiences (e.g., decreased burnout, increased joy) that help athletes persist in and
benefit from sport (Hodge et al., 2009; Valbuena et al., 2016).

Engagement in sport can be studied through the lens of positive psychology, in
which one considers the constructive or affirming benefits gained through sport in
contrast to examining athlete fatigue, burnout, or withdrawal, which connotes a
more negative impact (Hodge et al., 2009; Jowett et al., 2016). Similarly, positive
psychology is aligned with the affirmation model, which supports the positive
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individual and social recognition of disability and impairment as a part of one’s
identity (Swain & French, 2000). The affirmation model recognizes that, through
the lens of the person with a disability themselves, impairment and disability may
bring more benefits than harm to their lives, positively affecting self-evaluations of
identity, self-esteem, and quality of life (Goldiner, 2022).

Sport engagement can be a contributing factor to the positive experiences and
affirmations of people with disabilities and influence perceptions of HRQOL. With
regard to physical health, sport engagement is related to reduced disability related pain
(Martin Ginis et al., 2003), positive perceptions on physical functioning for daily
activities (Shapiro & Malone, 2016), and improvement in cardiorespiratory fitness
(Lampousi et al., 2020). For psychosocial health, sport engagement has been linked to
improved self-esteem, self-efficacy, self-perceptions, positive social relationships, and
positive affect (Martin, 2006, 2010; Shapiro & Malone, 2016; Shapiro & Martin,
2010).Q6 Martin et al. (2015) found that athletes with disabilities had moderate to high
scores in resilience, strength, and wellbeing, all factors related to positive ratings of
quality of life. Positive sport experiences increase the likelihood that adolescents with
physical disabilities may experience benefits from long-term engagement in sport that
can contribute to enhanced HRQOL (Hodge et al., 2009; Jowett et al., 2016). While
evidence linking engagement with quality of life and life satisfaction exists, there is
very little evidence examining sport engagement with other domains of HRQOL. In
particular, given ourmeasure ofHRQOL ismultidimensional (i.e., physical, emotional,
social, and school functioning), our analytical strategy (discussed later) allowed us to
determine which dimensions are most important to the current sample. Such evidence
can be used to evaluate the effectiveness of disability sport programs in promoting
positive experiences and persistence among youth athletes with disabilities to gain
benefits contributing to HRQOL. The present study aims to address this research gap.

Social Support for Sport and HRQOL

Social support provided by significant others may also play a critical role in
influencing HRQOL and related aspects (e.g., injury, burnout, self-confidence, or
wellbeing) for athletes (Freeman et al., 2011;Q7 Poudel et al., 2020). Based on the
SCT, social support can work as a social structural factor facilitating self-efficacy
and health behaviors (Luszczynska & Schwarzer, 2015). Social support can be
defined as an exchange of resources between the provider and the recipient to
enhance the recipient’s wellbeing (Q8 Shumaker & Brownell, 1984). In the context of
sport, social support can be conceptualized as a multidimensional construct.

Holt and Hoar (2006) conceptualized three dimensions of social support as
structural, functional, and perceptual. The structural dimension is related to the
existence of social relationships that are potential sources of support. The
functional dimension, also referred to as received social support, represents
functions served by interpersonal relations. The perceptual dimension refers to
perceived social support—the perception or appraisal of an individual regarding
the amount and quality of support available to them. While each dimension of
social support is meaningful, as recommended by Holt and Hoar (2006), we chose
to focus on the perceptual dimension to examine how youth with physical
disabilities perceive and interpret support from significant others to gain a better
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understanding of this specific factor’s impact on the HRQOL of youth with
physical disabilities.

Parents, peers/teammates, and coaches provide distinct but overlapping types
of social support that contribute to initiating, persisting with, or discontinuing sport
for individuals with disabilities (Martin, 2006; Martin & Mushett, 1996;Q9 Sheridan
et al., 2014). Rees and Hardy (2000) identified four types of social support:
emotional, esteem, informational, and tangible support. Emotional support refers
to the ability to provide comfort and security to make the recipient feel cared for, or,
about, by others. Esteem support strengthens perceived competence or self-esteem.
Informational support represents advice or guidance provided to solve a problem,
and tangible support is practical and instrumental assistance (e.g., financial
support, physically assisting with a task) to cope with a given situation (Q10 Cutrona
& Russel, 1990; Freeman et al., 2014; Rees & Hardy, 2000). Combining the
perceptual dimension of social support with the four types of social support may
provide a clearer understanding of the influence of social support on the HRQOL of
youth with physical disabilities (Frisén, 2007).

Research Purpose

The purpose of the present study was to examine the predictive effects of sport
engagement and social support specific to sport on the HRQOL of adolescent athletes
with physical disabilities. The following research question guided this study: Does
sport engagement and social support for sport predict the HRQOL of youth athletes
with physical disabilities? Given the exploratory focus of our study, we put forward
no priori hypotheses in terms of which aspects of sport engagement or social support
would best predict the domains of HRQOL selected in the present study.

Methods

Participants

Participants were recruited through youth sport organizations that manage wheel-
chair sports programming in the community and within the K–12 school setting in
the Southeast United States and at regional wheelchair sport tournaments. Eligible
participants were (a) between 14 and 19 years of age; (b) with orthopedic
impairments (e.g., cerebral palsy, spina bifida, amputee) preventing them from
participating in able-bodied sport; and (c) engaged in disability sport for at least
4 months or one competitive sport season. Due to the timing of data collection, all
participants were recruited from teams engaged in a wheelchair basketball season.

A total of 68 youth participated in this study. The mean age of participants was
16.04 years (SD = 1.44), with approximately 6 years of sport experience (SD =
2.79). Most of the participants were male (72%, n = 49), non-Hispanic (93%,
n = 63), White/Caucasian (66%, n = 45), and born with a disability (87%, n = 59;
see Table 1). Spina bifida was the most frequent type of disability (39.7%, n = 27),
followed by other types of physical disabilities (32.4%, n = 22), cerebral palsy
(19.1%, n = 13), amputee (5.9%, n = 4), and spinal cord injury (2.9%, n = 2). The
major mode of mobility of participants was walking independently (42.6%,
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n = 29), walking with assistive devices (32.4%, n = 22), or using a wheelchair
(25%, n = 17; see Table 1).

Instruments

The study was a cross-sectional design with a survey-based methodology. The
following questionnaires were used to assess demographic information, sport
engagement, social support for sport, and HRQOL.

Table 1 Demographic Characteristics of Participants

Sample characteristics n % M SD

Age 16.04 1.44

Years of playing sports 5.99 2.79

Gender

Female 17 25

Male 49 72.1

Gender variant 1 1.5

Prefer not to respond 1 1.5

Ethnicity

Hispanic 5 7.4

Non-Hispanic 63 92.6

Race

Asian 6 8.8

Black 10 14.7

White 45 66.2

Multiracial 2 2.9

Not listed 5 7.4

Disability

Amputee 4 5.9

Cerebral palsy 13 19.1

Spina bifida 27 39.7

Spinal cord injury 2 2.9

Other 22 32.4

Congenital disability

Yes 59 86.8

No 9 13.2

Mode of mobility

Independently 29 42.6

Independent with assistive devices
(walker/crutches/orthotics)

22 32.4

Wheelchair 17 25.0
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Demographic Information

Participants self-reported their age, gender, race, disability, mode of mobility for
activities of daily living (e.g., independent walking, walking with aids, manual
wheelchair, or power wheelchair), the age of onset of the disability (congenital or
acquired), type of sport(s) they play, and years of playing sports.

Sport Engagement

TheQ11 Athlete Engagement Questionnaire was used to measure sport engagement
(Lonsdale, Hodge, & Raedeke, 2007). The questionnaire consisted of 16 items
with four subscales: confidence, dedication, vigor, and enthusiasm, with four items
per subscale. The questionnaire is scored using a 5-point Likert rating scale ranging
from 1 = almost never to 5 = almost always. We calculated an overall sport
engagement score by dividing the sum of all item scores by the total number
of items. A higher score means higher levels of sport engagement. Acceptable
reliability and validity evidence was reported by Lonsdale, Hodge, and Raedeke
(2007) with elite athletes and by Atkinson andMartin (2020) for adult athletes with
physical disabilities. In the present study, the alpha value of the total scale was .92,
with subscale reliability scores ranging from 0.84 to 0.91 (see Table 2).

Social Support for Sport

The Perceived Available Support in Sport Questionnaire was utilized to measure
perceived social support for sport participation (Freeman et al., 2011). The
Perceived Available Support in Sport Questionnaire consists of 16 items with
four subscales with four items per subscale, including emotional support, esteem
support, informational support, and tangible support. Responses were recorded
using a 5-point Likert-type scale ranging from 0 = not at all to 4 = extremely so.
A global score for social support was calculated by combining all scores and
dividing by the total number of items. A higher score means a higher perception
of social support provided by significant others. Atkinson and Martin (2020)
found good reliability evidence from adult athletes with physical disabilities.
Reliability evidence with an alpha value of .93 was found for the present study,
with subscale scores for internal consistency ranging from 0.71 to 0.88 (see
Table 2).

Health-Related Quality of Life

The Pediatric Quality of Life Inventory Generic Core Scales (version 4.0) for teens
(ages 13–18) was used to assess participants’ HRQOL. The tool consists of 23
items categorized into four subscales measuring physical, emotional, social, and
school functioning, domains of universal relatedness across adolescence (Varni &
Limbers, 2009), as outlined similarly by the World Health Organization (Varni
et al., 2002). Participants answered the degree to which they have had problems in
each category in the past month. The response scale is a 5-point Likert-type scale
from 0 = never a problem to 4 = almost always a problem. The scores of the
Pediatric Quality of Life Inventory were reverse-scored and transformed on a scale
from 0 to 100, with a higher score indicating higher HRQOL. Shapiro and Malone
(2016) found acceptable internal consistency in youth with physical disabilities.
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Good reliability was found in the present study (α = .89), with values ranging from
0.74 to 0.81 for each subscale.

Data Collection Procedures

Upon approval of the Internal Review Board, we obtained support from the leaders
of the sport organizations running wheelchair sport programs. Parents and athletes
provided consent and assent, respectively, before participants completed the
questionnaires. Participants completed the three questionnaires during a wheel-
chair sports event in an area away from other players, coaches, or parents to ensure
privacy and confidentiality. Participants were reminded that there were no right or
wrong answers and that their responses would not be shared with their parents,
coaches, or peers. The completion of the questionnaires took approximately
20 min. The primary investigator was present during data collection and aided
participants if they asked for clarification on a question.

Data Analysis

IBM SPSS (version 28.0) was used to analyze the data. Descriptive statistics
were used to calculate the mean, SDs, and Cronbach’s alpha coefficient for

Table 2 Descriptive Statistics and Alpha Coefficient
of Measured Variables

Variable M SD α
Sport engagement

Confidence 4.57 0.58 .87

Dedication 4.62 0.55 .85

Vigor 4.68 0.55 .91

Enthusiasm 4.77 0.46 .84

Global sport engagement 4.66 0.42 .92

Social support

Emotional support 3.74 0.50 .88

Esteem support 3.64 0.56 .87

Informational support 3.58 0.62 .86

Tangible support 3.57 0.61 .71

Global social support 3.63 0.49 .93

HRQOL

Physical functioning 68.34 21.06 .81

Emotional functioning 76.62 18.40 .80

Social functioning 78.82 19.96 .79

School functioning 69.12 18.63 .74

Global HRQOL 77.59 15.54 .89

Note. HRQOL = health-related quality of life.
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tinternal consistency of all scales. To examine our research question, we
conducted a canonical correlation (CC), guided by Nimon et al. (2010)
and Sherry and Henson (2005). A CC allowed us to determine if the four
predictor variables of sport engagement (i.e., vigor, dedication, confidence, and
enthusiasm) and the four predictor variables of social support (i.e., emotional,
esteem, informational, and tangible) were related to the criterion variables of
HRQOL (i.e., physical, emotional, social, and school) and, importantly, how
strong those relationships were (see Table 1). Furthermore, a CC allowed us
to determine which of the four cognitive or four social constructs (from SCT)
were most strongly linked to HRQOL. To determine which sport engagement
and social support subscales were most strongly related to HRQOL, as recom-
mended by Nimon et al. (2010) and Sherry and Henson (2005), we first
examined the structure coefficients (also known as the canonical loadings)
because they reveal their relationships to the variant independent of the other
predictors.

Second, we examined the standardized function coefficients (SFCs). SFCs are
indicative of the relationships of each subscale or variable (e.g., emotional
functioning in HRQOL) to the canonical variant (e.g., overall HRQOL) while
simultaneously considering the other predictors contributions. Interpretation of the
SFC in a CC is interpreted similarly to a multiple regression. Because SFCs are
influenced by other predictors, the results (as was the case in the present study) are
vulnerable to suppression effectsQ12 (i.e., having signs [−] opposite the signs [+] of
simple correlations, making interpretations of the results challenging (Pedhazur,
1997).

Hence, under conditions of multicollinearity (i.e., strong correlations) among
the predictor variables, which is almost always inherent in CC analyses, a CC
analysis is superior to four multiple regressions using sport engagement and social
support to predict each of the four HRQOL variables. Four separate multiple
regressions would fail to capture how the four HRQOL variables are related. With
only one analysis instead of four, the probability of a Type 1 error (false positive) is
reduced as the probability of both Type 1 and Type 2 errors increases when more
analyses are conducted (Kuzon et al., 1996).

Results

Descriptive Statistics

Descriptive information about each of the questionnaires is reported in Table 2.
Participants reported positive ratings of sport engagement, with mean scores
on the confidence, dedication, vigor, and enthusiasm subscales ranging from
4.57 to 4.68 out of 5, and a global sport engagement mean score of 4.66 out
of 5 (SD = 0.42). Athletes received high levels of social support, with subscale
mean scores ranging from 3.57 to 3.77 out of 4, and a global social support
mean score of 3.63 (SD = 0.49) out of 4. Last, HRQOL subscale scores ranged
from 68.34 to 78.82 out of 100, with a global HRQOL score of 77.59 (SD =
15.54). The data from sport engagement and social support were negatively
skewed and heavy-tailed, while the data from HRQOL were normally
distributed.
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CC Analysis

The result of CCs between the eight predictor variables from sport engagement
(i.e., vigor, dedication, confidence, and enthusiasm) and social support
(i.e., emotional, esteem, informational, and tangible) and the four criterion vari-
ables of HRQOL (i.e., physical, emotional, social, and school) was significant,
with one meaningful function that explained 37% of the variance, Wilks’s criterion
λ = 0.585, F(32, 208.113) = 1.417, p < .08,1 among the sport engagement/social
support variant and the HRQOL variant. Three other functions were not significant.
This analysis represents step or Stage 1 in CC analyses (Nimon et al., 2010). The
CC coefficient between the two variants (sport engagement/social support com-
bined and HRQOL) was .61 and is the equivalent of a Pearson r (see Figure 1). The
squared CC is the amount of variance (i.e., an effect size) shared by the two variants
and was .37 (see Figure 1).

Given a significant function in Step 1, we then proceeded to Step 2, which
allowed us to determine which variables were most critical to the significant
function found in Step 1 (Nimon et al., 2010). First, we examined the structure
coefficients (also known as canonical loadings and factor loadings) to determine
which sport engagement, social support, and HRQOL subscales were most
strongly related to their respective variants (i.e., sport engagement/social support
variant and HRQOL variant). The canonical loadings are simply the correlations of
the variables with the function for its own variate, independent of the other
predictors and therefore not influenced by multicollinearity or susceptible to
suppression effects. In order of strength, five predictors were of value in predicting
the sport engagement/social support variant: social support—esteem support

Figure 1 — Illustration of the first function in a canonical correlation analysis with eight
predictors and four criterion variables.
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(r = −.78), sport engagement—confidence (r = −.74), social support—information
support (r = −.62), social support—tangible support (r = −.59), and social support
—emotional support (r = −.46). In HRQOL, emotional functioning (r = −.94),
social functioning (r = −.64), and school functioning (r = −.58) were the three
criterion variables that were most strongly linked to the HRQOL variant (see
Table 3). In summary, all four types of social support and confidence in sport
engagement predicted the sport engagement/social support variant. Three forms of
HRQOL—emotional, social, and school functioning—predicted the HRQOL
variant. Finally, the sport engagement/social support variant predicted 37% of
the variance in the HRQOL variant (see Figure 1).

Second, we examined the SFC (also known as the standardized canonical
coefficient or weight), similar to a beta-weight, in a regression analysis. In order of
strength, five predictors were of value in predicting the sport engagement/social
support variant: social support—esteem support (β = −0.99), sport engagement—
confidence (β = −0.64), sport engagement—dedication (β = 0.59), sport engage-
ment—enthusiasm (β = −0.36), and sport engagement—vigor (β = 0.35). Among
the criterion variables in HRQOL, emotional functioning (β = −0.85), social
functioning (β = 0.33), and physical functioning (β = 0.31) were the three criterion
variables that were most strongly linked to the HRQOL variant (see Table 3). All
four forms of sport engagement and esteem support in social support predicted the
sport engagement/social support variant. All forms of HRQOL except school
functioning predicted the HRQOL variant.

Table 3 Canonical Analysis

Predictors r xr β b

Sport engagement

Confidence −.74 −.45 −0.64 −10.1

Dedication −.10 −.06 0.59 10.09

Vigor −.23 −.14 0.35 0.63

Enthusiasm −.10 −.06 −0.36 −0.78

Social support

Emotional support −.46 −28 0.19 0.39

Esteem support −.78 −.47 −0.99 −10.8

Informational support −.62 −.38 −0.05 −0.08

Tangible support −.59 −.36 0.16 0.26

Criterion

HRQOL

Physical functioning −.35 −.21 0.31 0.02

Emotional functioning −.94 −.57 −0.85 −0.05

Social functioning −.64 −.39 −0.33 −0.02

School functioning −.58 −.35 −0.17 −0.01

Note. r = canonical loading (i.e., correlation); xr = canonical cross loading; β = standardized function
coefficient; b = unstandardized (raw) function coefficient; HRQOL = health-related quality of life.
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The SFC also included their relationships with the other predictors and are
susceptible to suppression effects. The reader will see that the signs (+ and −) for
each coefficient vary across the SFC results in ways that are contrary to theory, and
the results from the structure coefficients where all the signs are consistently
negative. These results are consistent with a suppression effect, and individual
variables’ relationships to the variant cannot be accurately understood because
their relationships to the other predictor variables are also being taken into account.
Consistent with Pedhazur’s (1997) recommendation, we do not attempt to interpret
our results from the SFC when they are contradictory (i.e., opposite signs), but
instead rely on the canonical loadings.

Finally, the CC cross loadings are the correlations between the original
variables and the canonical variables of the opposite set. For the eight predictors,
the cross loadings ranged from −.47 to −.06. For the four criterion variables, the
range was from −.57 to −.21.

Discussion

The primary purpose of the present study was to determine if the four aspects of
both sport engagement and social support predicted the sport engagement/social
support variant and, in turn, if the sport engagement/social support variant
predicted the HRQOL variant among youth athletes with physical disabilities.
Among the predictors from sport engagement/social support variant, all four types
of social support and confidence in sport engagement were considered predictive of
the HRQOL of youth athletes with physical disabilities.

Sport Engagement and HRQOL

Among the subscales of sport engagement that loaded on the sport engagement/
social support variant, the confidence subscale contributed the most, and by
extension, the sport engagement/social support link to HRQOL. This supports
the theoretical rationale behind SCT that self-perceptions (e.g., sport engagement)
influence one’s feelings, thinking, and self-motivation, contributing to positive
perceptions of HRQOL (Bandura, 1993, 1998). Similar findings were reported by
Kissow (2015), who explained that the sport setting with others with a disability
enables athletes with physical disabilities to develop and demonstrate their
physical skills, abilities, and personal power, enhancing perceptions of competence
and athletic identity. Confidence through engagement in sports supports the
affirmation model and positive psychology in that sport provides an opportunity
for individuals with a physical disability to view themselves in a way that dispels
social stereotypes and public perceptions of incompetence of people with a
physical disability. Engagement in sport provided youth with a physical disability
an opportunity to reaffirm their disability and present and view themselves as an
active, competent, and skilled member of a sports team (Kissow, 2015).Q13 Goodwin
et al. (2009) found that among wheelchair rugby athletes, the abilities and
competence acquired in a shared community of other athletes with a physical
disability facilitated the acquisition of an awareness of skills that contributed to
one’s perceived quality of life. Consistent with the findings of Petitpas et al. (2005)
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and Wagnsson et al. (2013), perceptions of increased perceived competence and
self-efficacy experienced through sport engagement in the present study further
transferred to or are reflected in positive self-appraisal of quality of life in other
contexts of everyday life, such as emotional, social, and school functioning.

Dedication, vigor, and enthusiasm in sport engagement were found to have
little contribution toward understanding HRQOL, based on the canonical loadings
and independent contributions to the variant. When considering the SFCs and the
interdependence of the predictors, sport engagement had a negative sign and
strength that are similar to the canonical loading, suggesting it made a strong
contribution to the variant despite the presence of suppression. One reason for our
results may be explained by the similarities in the sport engagement constructs.
Lonsdale, Hodge, and Raedeke (2007) found that these three constructs
(i.e., dedication, vigor, and enthusiasm) were found to be overlapping concepts
with each other when categorizing the dimensions of sport engagement. Addition-
ally, the lack of contribution of these three variables to HRQOL may indicate that
these dimensions, which are indicators of strong and persistent engagement in
sport, may not be transferable to general perceptions of HRQOL with youth
athletes with physical disabilities. On the other hand, it may be that these
components have an indirect influence on psychosocial functioning through other
mediating variables. Motor skill competence, for example, has been found to
mediate the relationship between physical activity and HRQOL among children
with attention deficit and hyperactivity disorder (Li et al., 2021). Greenleaf et al.
(2009) reported that the relationship between high school sport participation and
psychological well-being was mediated by physical competence for female
undergraduate students. It is possible that there could be mediating variables
(e.g., actual competence) between sport engagement and HRQOL for youth with
physical disabilities.

Social Support and HRQOL

All four types of social support in sport were significant independent predictors of
the sport engagement/social support variant based on the canonical loadings,
which then predicted the HRQOL of youth with physical disabilities. When
considering the interdependence of our predictors based on the SFCs, the most
significant contribution to the variant was esteem support with a loading and
direction similar to the canonical loadings. Our findings are also consistent with
those reported in the literature conducted with youth and adults with physical
disabilities. Wilson et al. (2006) found that perceived social support predicted
functional ability as well as the mental health of youth with physical disabilities.
Atkinson andMartin (2020) reported a statistically significant relationship between
social support and life satisfaction, one area of HRQOL.

Esteem support in sport, the strongest predictor from the sport engagement/
social support variant for HRQOL, can be an important aspect to predict the
HRQOL of adolescents with physical disabilities. Esteem support is intended to
strengthen a sense of competence or self-esteem (Freeman et al., 2011), which is
aligned with the mechanism of SCT that esteem support can be considered a social
structural factor that may contribute to an individual’s improved self-efficacy as
well as HRQOL (Bandura, 1998). Also, the contribution of esteem support in sport
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may build athlete’s competence that may be protective to youth, affording them the
ability to transfer these skills meaningfully and positively to HRQOL, where they
may be more likely to face social marginalization, exclusion, and bullying that may
otherwise have lowered or contributed negatively to perceived HRQOL (Law
et al., 2007). This finding supports that sport-specific esteem support can also be
transferable to the overall perception of HRQOL of adolescents with physical
disabilities.

Informational support, such as feedback on current performance, was the
second strongest predictor of the sport engagement/social support variant, which
predicted HRQOL. Given the heavy involvement of parents for the participants in
the present study, which is also linked to tangible support, it is not surprising that
parents and siblings acquire knowledge and expertise of the tactical and technical
aspects of the sport and of their child’s performance and share this information with
the athlete outside of games or sport programs. Informational support of this nature
serves as a mechanism to increase the athlete’s physical competence, subsequently
improving overall evaluations of HRQOL (Beets et al., 2010).

The importance of tangible support, such as transportation or parents serving
as spectators, was not surprising given the demographics and sample selection of
participants in our study. Youth athletes in our study had extensive experience in
sport and traveled with family to both school- and community-sponsored orga-
nized sport competitions (Beets et al., 2010). This level of tangible support
contributes to youth athletes with physical disability’s ability to access sport,
increasing levels of activity, the development of physical competence, and the
normalization of their participation in sport like their peers and siblings without a
disability.

Last, emotional support can be primarily provided by parents and does not
require specific sport technical or tactical knowledge (Q14 Anderson et al., 2008).
Anderson et al. (2008) found that compared with girls with physical disabilities
who do not participate in organized sport, girls with physical disabilities received
emotional support from family and friends that was instrumental in challenging,
motivating, and reassuring them of their physical competence and of their family’s
support regardless of competition outcomes. Furthermore, the emotional support
from family and friends affirms feelings of normalization among girls with
physical disabilities. Martin and Mushett (1996) found that athletes with dis-
abilities who received strong listening support and knowledge of socially skilled
responses from parents had greater efficacy in their ability to train and achieve
sport-specific goals.

The strong predictive impacts of the four dimensions of social support on
HRQOL provide continued evidence of the importance of significant others as
facilitators of the development of positive affirmations and physical competence
achieved through sport and its impact on domain-specific (i.e., emotional, social,
and school) and general perceptions of HRQOL among youth athletes with
physical disabilities.

Perception of HRQOL

From the descriptive data, the HRQOL scores of participants in the present study
were consistent with and slightly higher than the scores from a similar population
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of youth athletes with physical disabilities reported by Shapiro and Malone
(2016). These differences may reflect recruitment of participants from a single
sport (i.e., wheelchair basketball) and a more competitive group of participants
(i.e., engaged in travel teams to compete in national tournament levels) in our
study, suggesting that an increased level of competition or commitment to sport
engagement may indeed enhance the perceived quality of life of youth athletes with
physical disabilities. Our findings are consistent with the literature that youth with
physical disabilities who engage in sport report positive perceptions of quality of
life across all domains. Positive perceptions of emotional, social, and school
functioning suggest that youth athletes with physical disabilities accept their
disability and impairment. The role that sports play in this positive affirmation
in the present study is unclear, but the positive impact of sports and support from
significant others on HRQOL is evident.

Summary

To provide a simple and parsimonious interpretation of our results, we examined
both the SFCs and the structure coefficients simultaneously. We looked for the
common and strongest coefficients across both analyses, which considered each
subscale’s contribution to their respective variants, independent and dependent of
the other predictors. We were also cognizant of the presence of suppression in the
SFC results, which can make interpretations confusing. The three strongest
findings involved the three following constructs: confidence in sport engagement
and esteem support in social support, predicting the sport engagement/social
support variant, and emotional functioning, predicting the HRQOL variant. Hence,
athletes who were very confident and received strong esteem social support
reported the strongest emotional functioning.

Practical Implications

Our study’s findings suggest that various social support dimensions and athletes’
confidence were the primary factors predicting the HRQOL of youth athletes with
physical disabilities. Sport organizations, coaches, and teammates/peers should
consider the following when developing programs for youth athletes with physical
disabilities:

•Q15 Sport programs can design opportunities to improve the self-efficacy for
sport performance of youth with physical disabilities by scaffolding skills
to build upon previous mastery experiences, using specific positive feed-
back, and providing psychological skills training to address nervousness,
anxiety, and positive self-talk, which may further enhance the perception
of HRQOL.

• Coaches and parents could build into the practice structure (i.e., before,
during, and after practice) opportunities for athletes to socialize, build
relationships, and build mutual respect and trust among teammates and
coaches to seek out and provide esteem, informational, and emotional support
to facilitate athletic competence and sport engagement that enhance HRQOL.
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• Sport organizations should identify strategies through fundraising, scheduling, and
partnering with community organizations to reduce barriers to tangible support,
such as transportation, training costs, equipment, and a lack of knowledgeable
coaches that may pose barriers to long-term engagement in sport.

• Last, as athletes continue to improve in skill, coaches, program coordinators,
and parents/caregivers may consider assessing athletes’ perceptions of social
support and self-efficacy for sport to understand and identify changes needed
to enhance confidence and social support to engage in sport that maintain or
improve HRQOL.

Limitations and Future Directions

There were several limitations that potentially impacted the results of the present study.
The first is the narrow pool of participants in this study. Most of the participants in the
present study were engaged in highly competitive wheelchair basketball with more than
5 years of sport experience. Therefore, the results in the present study may be skewed
due to the homogeneity of the participants andmay only be generalizable to the same or
similar demographic population. Recruitment of a more diverse pool of participants
from less competitive sports (e.g., leisure activities) and longitudinal studies of youth
just beginning in sport would be future directions to consider to better understand what
role sport engagement plays in HRQOL. The sample size limited our analysis to using
sport engagement and social support to predict HRQOL. Examining a more complex
model (e.g., mediation) would have resulted in an underpowered study. Future
researchers should consider examining antecedents for engagement and potential
mediating variables, such as actual competence, motivational climate, or coach behavior
on possible fluctuations in sport engagement and the impact of sport engagement on
HRQOL (Q16 DeFrancisco et al., 2018). Last, future researchers could consider an
experimental design with comparisons made with peers with physical disabilities who
do not participate in sport to examine differences in the perceptions of HRQOL.

Notes

1. We used a prior p value of .10 for statistical significance. SeeQ17 Martin et al. (2015), Sutlive and
Ulrich (1998), Thomas et al. (1991), and Cohen (1994) for a rationale supporting the use of a
higher p value than traditional (i.e., .05) and concerns over Type I and Type II errors in adapted
physical activity research.
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