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Abstract 

 

Background: Spirituality has been widely acknowledged as an important factor in helping 

individuals cope with long-term illness. For stroke survivors, spiritual beliefs, meaningful 

activities, and inner reflection often contribute to improved emotional balance, acceptance, 

and overall well-being. Earlier studies have shown that spirituality can enhance hope, 

strengthen coping abilities, and provide a sense of purpose during rehabilitation. 

Considering this, understanding how stroke survivors experience spiritual attitudes and 

spiritual involvement is essential for supporting holistic recovery. 

Aim: The purpose of this study was to identify the level of spiritual attitude and 

involvement among stroke survivors and to examine how these aspects are associated with 

their sociodemographic characteristics. 

Method: The study used a cross-sectional quantitative design and convenience sampling 

technique applied to conduct face to face survey. Data were collected from 110 stroke 

survivors who received rehabilitation services. A structured sociodemographic and the 

standardised questionnaire Spiritual Attitude and Involvement List (SAIL) were used as 

measurement tools. The data was analyzed using the SPSS 20 version for analysis. 

Results: The findings shows that the majority of participants were male (74.5%), with a 

median age of 50 years. Among all spiritual domains, connectedness with nature showed 

the highest mean score (M = 5.48, SD = ±0.53), followed by acceptance (M = 4.87, SD = 

±0.63) and caring for Others (M = 4.55, SD = ±0.57). Transcendent Experiences presented 

the lowest mean (M=3.03, SD=±0.71). Significant associations were observed between 



XIV 

 

 

 

connectedness with nature and age (P = .012), dependency level (P = .001), religion (p = 

.003), and living area (P = .015). Acceptance and caring for others were also linked with 

dependency level and marital status, while spiritual activities were associated with 

treatment duration (P = .012). 

Conclusion: Taken together, these results suggest that stroke survivors primarily express 

spirituality through nature connection, emotional acceptance, caring for others, and regular 

spiritual activities, whereas deeper transcendental experiences appear less common. It may 

therefore be concluded that incorporating spiritual components into rehabilitation 

programs could play a valuable role in enhancing coping, emotional resilience, and overall 

quality of life among stroke survivors. 

Key Words: Spirituality, Occupational Therapy, Stroke survivors 
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CHAPTER I: INTRODUCTION 

1.1 Background 

Stroke is a significant neurological disorder, identified as the second leading cause of death 

globally and a major contributor to disability among survivors (Benamer & Grosset, 2009). 

It ranks as the second most cause of mortality and the main cause of disability worldwide. 

The 2022 Global Stroke Factsheet shows that the lifetime likelihood of experiencing a 

stroke has increased by 50% over the past 17 years, with 1 in 4 people now predicted to 

have a stroke at some stage in their lives. From 1990 to 2019, there was a 70% rise in stroke 

incidents, a 43% increase in stroke-related deaths, a 1.02% increase in stroke prevalence, 

and a 143% rise in Disability Adjusted Life Years (DALY). Notably, the majority of the 

global burden of stroke falls on lower- and lower-middle-income countries, which account 

for 86% of stroke-related fatalities and 89% of DALYs. This disproportionate burden on 

lower- and lower-middle-class populations is significant (World Stroke Day 2022, n.d.). In 

Bangladesh, stroke presents a serious health concern due to its high prevalence and its 

effects on morbidity and mortality rates. In fact, the rates of stroke-related morbidity are 

on the rise in Bangladesh. A recent study reported that the overall prevalence of stroke in 

Bangladesh is 1.10% (Shuvo et al., 2024). Stroke survivors often face psychosocial 

challenges such as depression, anxiety, stress, and fatigue. While these issues are often 

neglected, they can significantly affect the individual's functionality, just as physical 

impairments do (Zrelak et al., 2024). The mental health of stroke survivors, encompassing 

symptoms such as anxiety and depression, greatly affects their view of their family’s ability 

to cope (Mou & Chien, 2024). Spirituality plays a crucial role in improving the quality of 
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life for stroke survivors by reducing anxiety and depression symptoms, as several studies 

have shown its beneficial effects (Ambrosca et al., 2024). Spirituality positively impacts 

psychosocial well-being by promoting coping mechanisms, reducing mental illness, and 

enhancing mental health status through belief, connectedness, and meaning in life(Poudel, 

2020). The term spirituality comes from the Latin word spiritus, meaning breath or life. 

The word spirit can be a synonym for the living soul(Hemphill, 2015). Spirituality is the 

aspect of humanity that refers to how individuals express and seek meaning and purpose, 

as well as how they feel connected to the present, to themselves, to others, to nature, and 

the significant or sacred(Puchalski et al., 2009). There are two main categories of 

spirituality. A relationship with God or a higher power is the definition of the first type of 

religious spirituality, which is commonly practiced by those who participate in organized 

religious services within a broader community. Existing spirituality, on the other hand, is 

not associated with any particular house of worship or a collection of universally 

recognized principles. Instead, it speaks of a viewpoint or worldview where people look 

for meaning and purpose in their lives and believe they have value(Aktürk & Aktürk, 2020; 

Puchalski et al., 2009; Whitford & Olver, 2012). Through rituals, beliefs, and practices, 

religion is an institutionalized manifestation of the spirit that is subjective. While religion 

may not always be a component of spirituality, spirituality is unquestionably a part of 

religion. Religion and spirituality are related, although a person can be spiritual without 

following religious ideology(Hodge, 2001). People with chronic illnesses may anticipate 

living for years or even decades after the onset of their illness, and they may turn to 

religion/spirituality for comfort, to give their lives new purpose in light of their newly 

acquired disabilities, and to aid them in setting new life goals(Aktürk & Aktürk, 2020).  
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After treatment, it is essential to evaluate the spirituality levels of stroke survivors. There 

is a research need to examine the needs of stroke survivors from a broader perspective due 

to the notable lack of scholarly research on their lived experiences in Bangladesh. This 

research aims to identify the spiritual experiences of stroke survivors who have been 

discharged from the Centre for the Rehabilitation of the Paralysed (CRP) in Savar. The 

findings from this study are observed to enhance understanding of neurological disorders 

in the Bangladeshi context and to promote the development of improved care strategies for 

those affected by these conditions. 

1.2 Justification of the study 

Occupational therapy is a holistic approach that enables people to become independent in 

their activities of daily living in meaningful ways. Spirituality promotes the motivation to 

take part in the activities and occupations of patients with chronic illnesses and deeply ties 

to occupational meaning(Mary Ann McColl, 2003).After stroke, stroke survivors become 

functionally impaired in their community, which leads to psychosocial disturbance (Mimi 

Wai Man Chan, 2025). Additionally, occupational engagement is often inherently spiritual, 

as meaningful occupations such as caregiving, art, or prayer allow individuals to reconnect 

with their values and restore a sense of identity(Maley et al., 2016). According to OTPF-

4, spirituality is a client factor (Boop et al., 2020). Canadian Association of Occupational 

Therapists (CAOT) has included spirituality as one of four aspects of the person besides 

physical, mental and socio-cultural (Mary Ann McColl, 2003). Occupational therapy plays 

a crucial role in spiritual rehabilitation by integrating spirituality into practice, addressing 

diverse beliefs, and ethics, and promoting holistic well-being for clients. Occupational 

therapists can promote spirituality in therapy sessions by incorporating spiritual concepts 
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into their interventions for spiritual rehabilitation. They can assess the spiritual needs of 

their clients and plan treatment accordingly. Encouraging clients to explore their 

spirituality can enhance their overall well-being and quality of life. By creating a safe and 

supportive environment, therapists can facilitate discussions on spirituality and its role in 

the healing process. Integrating spiritual practices, such as mindfulness or meditation, into 

therapy sessions can also promote spiritual well-being. So, as healthcare professionals, we 

should incorporate spiritual needs into our profession and encourage patients in spiritual 

involvement(Hemphill, 2020). 

Not much research has been done in Bangladesh among stroke survivors. It is 

important to know the level of spirituality among stroke survivors after taking 

rehabilitation services. This is why student researchers feel interested in this area. 

Moreover, this research will be significant for health professionals to have adequate 

knowledge about spirituality so that spiritual care can be provided in rehabilitation 

programs and further research on spirituality and rehabilitation. 

1.3 Operational Definition 

1.3.1 Spirituality  

Spirituality is ‘the aspect of humanity that refers to how individuals express and seek 

meaning and purpose, as well as how they feel connected to the present, to themselves, to 

others, to nature, and the significant or sacred’ (Puchalski et al., 2009). 

1.3.2 Connectedness 

The word connected simply means “joined or linked together”. Thus, one may refer to 

connectedness as a state of being joined or linked together. The word connectedness is 
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defined as the Feeling of belongingness, being linked to and related to a network, 

community, or society in which one is a part of (Development, 2013). 

1.3.3 Transcendent experience 

The Latin verb scandere means "to climb", so transcend has the basic meaning of climbing 

so high that you cross some boundary. A transcendent experience takes you out of yourself 

and convinces you of a larger life or existence; in this sense, it means something close to 

"spiritual" (Merriam-Webster, 2023). 

1.3.4 Stroke Survivor 

A stroke survivor is an individual who has experienced a stroke, which is a sudden 

disruption of blood flow to the brain, leading to potential brain damage (Denham et al., 

2018;Cambridge Dictionary,2025) 

1.3.5 Community 

The term "community" refers to a group of people who share common characteristics, 

interests, values, or goals and interact within a particular geographical location or virtual 

space. Communities can be based on various factors, including cultural, ethnic, religious, 

social, or professional affiliations. They often provide a sense of belonging, support, and 

identity to their members (Johnson & Smith, 2022). 
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CHAPTER II: LITERATURE REVIEW 

 

This literature review chapter covers on level of spiritual attitude and involvement and its 

effect on the lives of chronic illnesses like cancer, brain tumors, stroke etc. In terms of 

spiritual attitude and involvement, this chapter will show how spiritual attitude and 

involvement affects different aspects of our lives positively. This chapter will demonstrate 

the good effects of spiritual attitude and involvement on many aspects of our daily lives. It 

also includes information about mental and physical health, resilience and adjustment, 

connectedness, and meaningful occupations. 

Figure 2.1 

Overview of the literature findings

 

2.1 Spirituality 

An article was written based on the literature review and analysis of literature and concepts 

in 2005 to examine the role of spirituality in living with disabilities. According to this 

study, spirituality is characterized by meanings, inner strength, peace, and hope, and 

facilitates self-transformation. A deep spiritual connection may increase self-

Level of spiritual 
attitude and 
involvement

Spirituality
Physical 
Health

Mental 
health

Resilience and 
adjustment 

Connectedness Meaningful 
Occupations



7 

 

 

 

transformation, maturity and compassion for people with disability (Zhang & Rusch, 

2005a).A cross – sectional study showed that correlation between spirituality and religion 

where participants number was 4500. The study identifies that spiritual and religious 

profiles among people with disabilities, revealing that those with hearing, physical, and 

emotional disabilities are more likely to pray frequently and experience turning points in 

their religious commitment compared to the general population (Hodge & Reynolds, 2019). 

A cross-sectional study was carried out in Poland to evaluate the spiritual demands and 

distress of a group of chronically ill Polish patients. This study concludes that any patient 

with a serious chronic disease needs basic spiritual care, which includes being treated with 

compassion(Klimasiński et al., 2022). A descriptive quantitative study was conducted on 

83 participants to identify the spiritual needs among post-stroke patients. Participants of 

the study are all stroke survivors who were full awareness and who took rehabilitation 

service from Neurological Polyclinic and stroke center in one of the Hospitals in Bandung 

,which is a city of Indonesia. The study's findings indicated that stroke survivors feel 

spiritual needs in all dimensions and high desire for prayer, peace, and forgiveness(Pratiwi 

et al., 2018). On the contrary, a quantitative study showed that no correlation between 

spiritual coping and post-stroke depression found. This study conducted in Indonesia 

among 68 post stroke patients (Handayani, 2019). 

2.2 Physical Health 

A cross-sectional study of a total of 168 participants surveyed the following medical 

disorders: Cancer, SCI, Traumatic Brain Injury, and Stroke, plus a healthy sample from a 

primary care setting in 2008. According to this study, fostering or improving healthy 

spiritual beliefs has an impact on the physical health of people with a variety of medical 
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illnesses (Campbell et al., 2010). To examine the connection between spirituality or 

religion and physical health, a meta-analysis was carried out in 2003. The authors put forth 

nine theories that suggest a connection between spirituality or religiosity and physical 

health. The authors used mortality, morbidity, disability, or recovery from illness as 

indicators of physical health. According to nine hypotheses, spirituality, and religion are 

preventive elements that lower the risk of sickness in healthy individuals and work as 

coping mechanisms to lessen the effects of disease slowly (Powell et al., 2003). Another 

meta-analysis involving cancer patients was carried out in 2015, using data from 101 

distinct samples encompassing more than 32,000 people. According to this analysis, 

improved patient-reported physical health is correlated with higher levels of spirituality 

and religion. Cancer patients who experience spiritual distress or emotions of rejection by 

God or their religious group report higher levels of depression and lower compliance with 

treatment and medical guidance (Jim et al., 2015). 

2.3 Mental Health 

A systematic review where have 37 studies with involving 6850 stroke survivors. This 

study highlights the importance of spirituality in mental health after post-stroke. 

Spirituality significantly improves the quality of life and reduces anxiety and depression 

among stroke survivors (Ambrosca et al., 2024) .A cross sectional study where 63 

participants have 32 individual with stroke and 31 healthy control. This study found that 

for stroke survivors, higher religious and spiritual coping was significantly correlated with 

better general mental health (r = .43; p < .05), suggesting that spiritual beliefs may help 

protect against emotional distress following a stroke(Johnstone et al., 2008). A cross-

sectional analytical study was conducted in Pakistan .In this study have 210 stroke patients, 
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the study found a strong positive correlation between self-transcendence and spiritual well-

being among stroke patients, suggesting that enhancing self-transcendence can improve 

spiritual well-being, which may boost mental health outcomes for stroke survivors 

(Suliman et al., 2022).A qualitative study was conducted in northwest of Iran among 15 

stroke patient and who had lack of self care, motivation and stress. This study highlights 

that spirituality enhances motivation for self-care and adaptation among stroke survivors, 

reducing stress and aiding in the management of their conditions, thereby positively 

influencing their mental health and overall quality of life post-stroke (Azar et al., 2022). 

Due to stroke, patients become functionally impaired. This addresses psychological 

disturbance,low quality of life after stroke. A review article concluded that integrating 

spirituality and yoga in rehabilitation can address psychological needs, improving overall 

functional abilities, mental health and quality of life for post-stroke patients (Sanchetee, 

2022). 

2.4 Resilience and Adjustment  

Spirituality can be a very effective and beneficial tool to cope with the difficulties 

associated with a chronic disease (Hampton & Weinert,2006). According to a cohort study 

of 253 dialysis and Stage 4 or 5 chronic renal disease patients, spirituality increases 

psychosocial adjustment to illness and protects and enhances a patient's quality of life 

(Davison & Jhangri, 2013). Spirituality plays a significant role in the treatment of cancer, 

according to a qualitative study of ten cancer patients utilizing semi-structured interviews. 

This study show how spirituality treats cancer should pay special attention to emotion 

control and allow patients to adjust to their illness (Garssen et al., 2015).An article which 

is related to geriatric where mentioned that spirituality can influence resilience and 
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adjustment among stroke survivors by helping them mobilize internal resources, cope with 

existential crises, and maintain a positive outlook, which are essential for recovery and 

adaptation to life changes post-stroke (Michael, 2014).A systematic review of qualitative 

studies which based on community-dwelling stroke survivors in Europe and Anglophone 

countries.This study reviewed 40 article about this related. The paper highlights that 

connecting outward, such as to God or others, can enhance resilience and adjustment 

among stroke survivors. Spirituality may facilitate coping by enhancing social engagement 

and providing emotional support during the recovery process (Sarre et al., 2014). Another 

systematic review article of psychosocial spiritual experiences in elderly stroke recovery. 

Spirituality provides stroke survivors with strength and hope, enhancing resilience during 

recovery (Lamb et al., 2008) . 

2.5 Connectedness 

A phenomenological qualitative study was done to explore how persons with chronic 

illnesses use their spirituality as a coping method. The sample included 15 chronically ill 

individuals with ages ranging from 23 to 80 including 10 men, and 5 women. Leukaemia, 

Melia fibrosis, bowel cancer, chronic liver disease, Crohn's disease, lung cancer, ulcerative 

colitis, and melanoma were among the many medical conditions the participants in the 

study had been diagnosed with. The study concludes that people found a way to connect 

with God through prayer, meaning and purpose, a strategy of privacy, and a desire to feel 

connected to others. Additionally, it was stated that while non-religious individuals are 

connected through family and friends, religious people are connected through God 

(Narayanasamy et al., 2004). A regression analysis was conducted to understand the 

relationship between social and spiritual connectedness of older Americans' psychological 
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health in 2004. The study discovered that spiritual connectedness significantly affects older 

persons' psychological health, particularly in terms of life satisfaction, hope, and self-

esteem. However, since the study only included Christians, future research should also 

include people of other religions (Lee, 2014) 

2.6 Meaningful Occupations 

Spirituality is essential in occupational therapy for people who are recovering from a 

stroke. Participating in meaningful activities that connect with their past experiences and 

future goals can offer a sense of stability and motivation, which are critical for the recovery 

journey(Howard & Howard, 1997).A qualitative study conducted in Canada above eight 

cognitively intact persons were interviewed individually. They were community dwellers. 

This study shows of giving meaning to occupation involves an intrinsic link between 

identity and meaningful occupation, with identity being central to the person. Following 

autonomy loss, a process of adjusting identity, involving social, psychological and spiritual 

aspects, occurs over time (Griffith et al., 2007).Another interpretive qualitative study using 

semi-structured interviews was conducted with seven survivors of stroke attending an 

outpatient peer support group and was conducted in Toronto, Canada. The study highlights 

that when peer support the stroke survivors then their occupational performance emerged: 

finding hope to return to meaningful occupation, a place for belonging, problem-solving 

occupational concerns, and finding purpose beyond oneself (Wijekoon et al., 2020).A 

qualitative study focuses on the need for early exploration of occupational identity and 

return-to-work experiences, emphasizing practical skills and confidence rather than 

spiritual aspects (Martin et al., 2023). 
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2.7 Key Gaps of the Study 

• Studies on spirituality and various medical illnesses are carried out all over the 

world, but there are few studies on spirituality and among stroke survivors.  

• Numerous studies have found that people cope and connect spiritually in difficult 

moments of their lives very well, but how they connect spiritually to their lives is 

not well explained.   

• Several studies have been conducted in limited geographical areas, especially in 

Iran, China, Turkey, Australia, United States of America. However, there is a lack 

of research conducted in South Asia and especially in Bangladesh on this topic.  

• There is insufficient explanation of how healthcare providers might include 

spirituality in their therapy sessions.  
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CHAPTER III: METHODS 

 

This chapter aims to delineate the methods employed in this research, including the 

rationale for the research design, ethical considerations, the study setting, the approach to 

sampling and recruitment data collections, and the data analysis process including the 

overall aim, the research questions, the rationale for the research design. 

3.1: Study question, aim, and objectives 

3.1.1: Research Question 

What is the spiritual attitude and involvement among Stroke Survivors in the community?  

3.1.2: Aim 

To identify the level of spiritual attitude and involvement after rehabilitation service among 

stroke survivors  

3.1.3: Objectives 

• To identify the level of spiritual attitude among stroke survivors. 

• To find out the level of spiritual involvement among stroke survivors 

• To identify the association between level of spiritual attitude and involvement with 

sociodemographic characteristics.  
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3.2 Study design 

3.2.1 Study Method: 

In order to the research method was quantitative study investigate the spirituality of stroke 

survivors, the student researcher chose a quantitative approach. With this strategy, a large 

portion of the population was covered, numerical data was gathered, and the patients' 

current conditions were evaluated. Therefore, the best choice for this investigation was 

quantitative design (Mehrad & Zangeneh,2010). 

3.2.2 Study Approach: 

The study used a cross-sectional strategy in quantitative research because it is perfect for 

community studies and helps capture the current situation of a population at a particular 

point in time. This method offers helpful insights into current conditions but does not prove 

cause-and-effect linkages between variables. The exposure in this study was stroke, and 

the results were centered on the spirituality of Stroke Survivors and were back in their 

community. The student researcher selected this strategy as the study design because it 

successfully achieved the study's goal (Pandis, 2014). 

3.3 Study setting and period 

3.3.1 Study setting 

The researcher conducted this study in the Community and CRP. Participants remained in 

their community and the researcher went to their houses for data collection. Besides,the 

researcher collected data during patients follow up in CRP.  

3.3.2 Study period 

The study period from 15 June 2025 to 15 December 2025 
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3.4 Study Participants 

3.4.1 Study Population 

The study conducted the population consisting of individuals and who received  

rehabilitation services and came for follow up session at the CRP . To collect data, the 

researcher visited locations near the CRP and surrounding districts. 

3.4.2 Sampling Techniques 

Convenience sampling was used to select the participants in this research. The researcher 

went for data collection where the participants were easily accessible and available. 

Participants had the right to participate in the study willingly. Even though the researcher 

must visit the community and conduct in-person interviews to gather data, travel expenses 

and time are quite significant. For that reason, the researcher went to the location where a 

high-density population is found at a given time. Convenience sampling was used because 

the researcher collected data based on the inclusion sample it was the easiest for the 

researcher to access and collect data. This is why convenience sampling was the best way 

to sample participants (Etikan,2016). 

3.4.3 Inclusion and Exclusion Criteria 

Inclusion Criteria 

• Participants both men and women aged over 18 years.  

• Participants who have been diagnosed before three months. 

• Participants who took rehabilitation service from CRP and went to community 

• Participants who have come to CRP for follow up after rehabilitation service. 
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Exclusion Criteria 

• Participants who had a significant brain injury or severe and moderate cognitive 

impairment.  

• Participants who did not receive rehabilitation services from CRP.  

• Participants who did not receive phone calls. 

• Participants who have speech problem 

3.4.4 Sample Size 

We estimated sample size using the Cochran formula n=
𝒁𝟐𝒑𝒒

𝒅𝟐
 (as the sample population and 

population portion are unknown).50% prevalence of patient with stroke because researcher 

had no accurate data about the prevalence of stroke in Bangladesh. The confidence interval 

was 95% and 5% error level. 

Here,  

z= 1.96 (confidence interval 95%)  

d= 0.05 (error level 5%)  

p= 0.5 (50% prevalence)  

q= (1-0.5) = 0.5 (1-p)  

Sample size, n =  
𝒁𝟐𝒑𝒒

𝒅𝟐
 

 = 
(𝟏.𝟗𝟔)𝟐𝒙(0.5)𝒙(𝟏−0.5)

(.𝟎𝟓)𝟐
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 =384.16 

 ≈384 

Nonresponse rate 10% 

The total sample required 384 to conduct study. 

But data was collected from 110 participants. 

3.5 Ethical considerations 

3.5.1 Ethical Clearance 

The ethical clearance sought from the Institutional Review Board (IRB) of Bangladesh 

Health Professions Institute (BHPI) through the Department of Occupational Therapy.The 

IRB form number is CRP-BHPI/IRB/07/2025/1107 

3.5.2 Informed Consent  

As a fundamental ethical and legal necessity, informed consent states that medical 

operations can only be performed after participants have received comprehensive 

education about their nature, purpose, potential consequences, and related dangers (Guraya 

et al., 2014). 

3.5.2.1 Participant Explanatory Statement  

The participant information sheet provides thorough information on the research study, 

helps potential participants make informed decisions about taking part, and includes 

pertinent contact data. 
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3.5.2.2 Consent form 

Researchers note that involvement in research participation should be entirely voluntary 

and based on knowledge of the problem (NHMRC, 2023). 

3.5.2.3 Withdrawal form 

Throughout this study individuals are free to choose whether to participate or not. They are 

also allowed to withdraw participation from the study within 2 weeks from the time of 

interview. 

3.5.3 Unequal Relationship 

No one participated in who has an unequal relationship with the researcher. 

3.5.4 Risk and Beneficence 

Participants told and recorded that this study has no physical, social, or mental risks. They 

will not receive any direct benefits from the student researcher. However, the researcher 

will be aware of any possible discomfort and provide help if will be conducted in the 

community by student researchers. The student researcher visited the participants' homes 

to gather data while they stayed in their neighborhood (NHRMC, 2023). 

3.5.5 Confidentiality 

The information provided by the participants remained confidential. Their name and 

identity were not disclosed to anyone except for the supervisor, and it was stated on the 

information sheet. The participants were informed that their identity remained confidential 

for future uses, such as report writing, publications, conferences, or any other written 

materials and verbal discussion. 
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3.6 Data Collection 

3.6.1 Participant Recruitment Process 

Figure 3.1 

Overview of participant recruitment process 

 

Note. Participants  recruited from the inpatient and outpatient of adult neurology unit, CRP, 

Savar, Dhaka. With the help of data will be given by the neurology unit, the student 

researcher  contacted the participants over the phone who met inclusion and exclusion 

criteria and  collected their addresses to go there. 

3.6.2 Data Collection Instrument 

Several instruments are available to assess spirituality, including the Benefit through 

Religiosity/Spirituality (BENEFIT) scale, the Spiritual Well-Being (SWB) scale, the 

Spiritual Attitude and Involvement List (SAIL) scale, and the FACIT-SP-12 scale. Because 

• Student researcher seeked ethical approval from IRBStep-1

• Approach inpatient and outpatient adult neurology 
unit of CRP with approval document to get data 
collection permission

Step-2

• Identify potential participants following inclusion 
and exclusion criteria

Step-3

• Student researcher scheduled data collection session 
at convenient time for the patient 

Step-4

• Each data collection session was last approximately 
10-15 minutes

Step-5
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it examines spirituality in individuals from various religious and non-

religious backgrounds and views it as a universal human experience, the SAIL scale 

considered the most appropriate (de Meezenbroek et al., 2012). Other scales were not 

appropriate for nonreligious individuals and did not consider spirituality to be a universal 

human experience, which led to some of their shortcomings. The SAIL scale, on the other 

hand, consisted of 26 items divided into seven categories: Spiritual Activities, 

Meaningfulness, Acceptance, Caring for Others, Transcendent Experiences, and 

Connection with Nature. Questions were graded on a scale of 1 to 6, and the average of the 

scores was used to get the overall score for each area (de Meezenbroek et al., 2012).  

3.6.3 List of variables 

3.6.3.1 Demographic variables 

Name, age, gender, educational status, financial status, occupation, time since injury, home 

environment. 

3.6.3.2 Measurement variables of data collection tool 

Spiritual Attitude and Involvement List (SAIL) scale. Measurement variables are Spiritual 

Activities, Meaningfulness, Acceptance, Caring for Others, Transcendent Experiences, and 

Connection with Nature (de Meezenbroek et al., 2012) 

3.6.4 Data Collection Method 

Face-to-face survey will be used to get the data. The purpose of the student researcher is to 

ask the questions and provide assistance to the respondents who will have difficulty in 

understanding or responding. By using this approach, bias will be lessened, and the data 

will remain accurate. It will be necessary for the surveyor to provide additional 
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explanations, verify that the responses will match with the questions, and motivate the 

participants to complete all the questions (Schröder, 2016). 

3.6.5 Field Test 

The researcher  did the pre-test of the survey questionnaire from 2 participants. During data 

collection, the researcher may encounter difficulties where some participants find certain 

questions challenging to answer. To address this, the researcher seeked guidance from the 

research supervisor. Based on the supervisor’s suggestions, the researcher revised the 

wording and structure of the questions to make them easier to understand from the 

participants’ perspectives. After finalizing the improved question format, data collected 

from all participants using the same standardized pattern. 

3.7 Data analysis 

All data statistical analysis carried out by using Statistical Package for Social Science 

(SPSS) version 20. Descriptive and Inferential analysis  used to relation with socio-

demographic factors like age, gender, type of stroke, occupational status, marital status, 

educational qualification, living area, duration of receiving and received treatment between 

spiritual attitude and involvement subscales. 
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CHAPTER IV: RESULTS 

 

This chapter presents the findings of the study. The study findings are presented in tables 

in this chapter, with an emphasis on the socio-demographic information and spiritual 

attitude and involvement. 

4. 1 Sociodemographic characteristic 

Table 4.1 

Distribution of sociodemographic characteristics among stroke survivors 

Variable Category n=110 Percentage (%) 

Sex 
Male 82 74.5 

Female 28 25.5 

Age 

<40 years 12 10.9 

41-50 years 53 48.2 

51-60 years 27 24.5 

>60 years 18 16.4 

Median age = 50 years, IQR= (45-57), Minimum=32, 

Maximum=80 

Marital status 

Married 106 96.4 

Unmarried 3 2.7 

Separate 1 .9 

Types of family 

Living with 

extended Family 
38 34.5 

Living with nuclear 

Family 
69 62.7 

Staying alone 3 2.7 

Number of family 

members 

1-5 Persons 62 56.4 

6-10 persons 43 39.1 
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10 persons above 5 4.5 

Living area 
Rural 69 62.7 

Urban 41 37.3 

Highest level of 

education acquired 

Primary education 37 33.6 

Secondary 

education 
34 30.9 

Higher secondary 22 20.0 

Graduate 12 10.9 

Post graduate 5 4.5 

Present 

occupational status 

Govt. service 

holder 
4 3.6 

Private service 

holder 
4 3.6 

Business 10 9.1 

Homemaker 12 10.9 

Unemployed 72 65.5 

Others 8 7.3 

Type of Stroke 

Hemorrhagic 

Stroke 
68 61.8 

Ischemic Stroke 42 38.2 

Types of affected 

side 

Right side 

hemiplegia 
50 45.5 

Left side 

hemiplegia 
60 54.5 

Level of 

Dependency 

Total Dependence 2 1.8 

Severe Dependence 11 10.0 

Moderate 

Dependence 
46 41.8 

Mild Dependence 37 33.8 
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Independent 14 12.7 

Religion 
Muslim 86 78.2 

Hindu 24 21.8 

Duration of 

receiving treatment 

2.5-5.0 months 46 41.8 

5.1-7.5 months 4 3.6 

7.6-10.0 months 3 2.7 

Duration of 

received treatment 

3.0-4.5 months 51 46.4 

4.6-6.0 months 6 5.5 

Median =3.000, Interquartile Range (IQR)= (.000-3.00), 

Minimum=3.0, Maximum=6.0 

Pain 
Yes 55 50 

No 55 50 

 

The table 4.1 shows an overview of sociodemographic characteristics have total of 110 participants. 

The majority were male 74.5%(n=82), while females constituted 25.5%(n=28). Participants ranged 

in age from 32 to 80 years, with a median age of 50 years (IQR: 45–57). Most respondents were 

aged 41–50 years 48.2(n=53), followed by 51–60 years 24.5%(n=27) and above 60 years 16.4(18). 

A large proportion were married 96.4(n=106), whereas only 2.7%(n=3) were unmarried and 

0.9(n=1) were separated. Regarding family type, 62.7%(n=69) lived in nuclear families, 34.5(n=38) 

in extended families, and 2.7%(n=3) lived alone. More than half of the respondents had 1–5 family 

members 56.4%(n=62), followed by 6–10 members 39.1(n=43). Most participants resided in rural 

areas 62.7%(n=69), while 37.3(n=41) lived in urban settings. In level of education, primary-level 

education 33.6%(n=37) was most common, followed by secondary education 30.9 (n=34), higher 

secondary 20.0%(n=22), graduate 10.9%(n=12), and postgraduate 4.5%(n=5). Regarding 

occupations, a large proportion were unemployed 65.5%(n=72), while others were homemakers 
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10.9%(n=12), involved in business 9.1%(n=10), or engaged in other jobs 7.3%(n=8); additionally, 

government service holders 3.6%(n=4) and private service holders 3.6%(n=4) constituted smaller 

groups. The majority of respondents were Muslim 78.2%(n=86), while 21.8%(n=24) were Hindu. 

Regarding majority treatment history, 41.8%(n=46) had receiving treatment for 2.5–5 months on 

the other hand 46.4%(n=51) had received treatment for 3.0-4.5 months, whereas the duration for 

others varied; the median treatment duration was 3 months (IQR: 0–3). Half of the participants 

reported pain 50%(n=55), and the remaining 50%(n=55) reported no pain. Clinically, the majority 

had hemorrhagic stroke 61.8%(n=68) and ischemic stroke 38.2%(n=42). The affected side was left 

hemiplegia 54.5%(n=60) in most participants, followed by right hemiplegia 45.5%(n=50). 

Regarding dependency level, moderate dependence 41.8(n=46) was most common, followed by 

mild dependence 33.8%(n=37), severe dependence 10.0%(n=11), total dependence 1.8%(n=2), and 

independence 12.7%(n=14). 

Table 4.2 

Frequency distribution of meaningfulness as per SAIL 

Items Not at 

all 

% (n) 

Hardly 

at all 

% (n) 

Somewhat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

I know what my 

position is in life. 

2.7 (3) 7.3 (8) 39.1(43) 37.3 (41) 11.8 (13) 1.8 (2) 

I experience the things I 

do as meaningful. 

0(0) .9 (1) 17.3(19) 25.5(28) 30.9(34) 25.5(28) 

My life has meaning 

and purpose. 

0(0) 5.5(6) 43.6(48) 25.5(28) 18.2(20) 7.3(8) 

 

The table 4.2 displays frequency distribution of the meaningfulness subscale indicates a 

clearly positive and consistently high level of perceived life meaning among participants. 
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The item “I know what my position is in life” indicates clarity or orientation was rated 

most highly by respondents at “Somewhat” 39.1%(n=43) and “To a reasonable degree” 

37.3%(n=41), with minimal reports of “Not at all” 2.7%(n=3). The item “I experience the 

things I do as meaningful” representing engagement or significance showed strong higher 

level respondents, with “To a high degree” at 30.9%(n=34) and “To a very high degree” at 

25.5%(n=28), indicating that meaningful engagement is an important aspect of participants 

experiences. Similarly, “My life has meaning and purpose” representing as purpose or 

direction was most frequently respondents at “Somewhat” 43.6%(n=48) and “To a 

reasonable degree” 25.5%(n=28), “To a high degree” at 18.2%(n=20); at “To a very high 

degree” at 7.3%(n=8).  

Table 4.3 

Frequency distribution of trust as per SAIL 

Items Not at 

all 

% (n) 

Hardly 

at all 

% (n) 

Somewhat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

I approach the world 

with trust. 

.9(1) 0(0) 0(0) 0(0) 12.7(14) 86.4(95) 

In difficult times, I 

maintain my inner 

peace. 

1.8(2) 23.6(26) 46.4(51) 19.1(21) 3.6(4) 5.5(6) 

Whatever happens, I am 

able to cope with life. 

0(0) 41.8(46) 42.7(47) 9.1(10) 2.7(3) 3.6(4) 

I try to take life as it 

comes. 

0(0) 21.8(24) 32.7(36) 33.6(37) 5.5(6) 6.4(7) 

 

The table 4.3 displays frequency distribution of the trust subscale indicates positive 

tendency toward psychological stability and adaptive coping. The item “I approach the 
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world with trust” indicates as openness or confidence was respondents at the higher levels, 

with 86.4%(n=95) selecting “To a very high degree” and 12.7%(n=14) selecting “To a high 

degree,” while only 0.9%(n=1) reported “Not at all.” The item “In difficult times, I 

maintain my inner peace” reflecting calmness was most frequently respondents at 

“Somewhat” 46.4%(n=51), followed by “Hardly at all” 23.6%(n=26) and “To a reasonable 

degree” 19.1%(n=21). Similarly, “Whatever happens, I am able to cope with life” reflects 

as resilience or adaptability showed mid-range respondents, with 42.7%(n=47) choosing 

“Somewhat” and 41.8%(n=46) choosing “Hardly at all.” Lastly, the item “I try to take life 

as it comes” represents as acceptance or flexibility was respondents at “Somewhat” 

32.7%(n=36) and “To a reasonable degree” 33.6%(n=37). 

Table 4.4 

Frequency distribution of acceptance as per SAIL 

Items Not 

at all 

% 

(n) 

Hardly 

at all 

% (n) 

Somewhat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a 

high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

I accept that I am not 

in full control of the 

course of my life. 

0(0) 0(0) 9.1(10) 5.5(6) 23.6(26) 61.8(68) 

I accept that I am not 

able to influence 

everything. 

0(0) 0(0) 3.6(4) 2.7(3) 32.7(36) 60.9(67) 

I am aware that each 

life has its own 

tragedy. 

0(0) 25.5(28) 39.1(43) 17.3(19) 10.0(11) 8.2(9) 

I accept that life will 

inevitably sometimes 

bring me pain. 

0(0) .9(1) 8.2(9) 8.2(9) 29.1(32) 53.6(59) 

 



28 

 

 

 

The table 4.4 acceptance frequency table demonstrates that a clearly tendency among 

participants to acknowledge the limits of personal control. The item “I accept that I am not 

in full control of the course of my life” represents as surrender or realization was strongly 

respondents, with 23.6%(n=26) selecting “To a high degree” and 61.8%(n=68) selecting 

“To a very high degree.” The item “I accept that I am not able to influence everything” 

reflecting acknowledgment or limit-awareness showed similarly high respondents at 32.7% 

(n=36) and 60.9%(n=67). The item “I am aware that each life has its own tragedy” indicates 

awareness or insight was most frequently rated “Somewhat” 39.1%(n=43). Finally, “I 

accept that life will inevitably sometimes bring me pain” representing endurance or 

acceptance received higher-level responses, with 29.1%(n=32) at “To a high degree” and 

53.6%(n=59) at “To a very high degree.” 

Table 4.5 

Frequency distribution of Caring for others as per SAIL 

Items Not 

at all 

% 

(n) 

Hardly 

at all 

% (n) 

Somewhat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a 

high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

It is important to me 

that I can do things 

for others. 

.9(1) .9(1) 6.4(7) 6.4(7) 30.4(34) 54.5(60) 

I am receptive to 

other people's 

suffering. 

0(0) 2.7(3) 13.6(15) 40.0(44) 34.5(38) 9.1(10) 

I try to make a 

meaningful 

contribution to 

society. 

.9(1) 27.3(30) 30.0(33) 25.5(28) 10.9(12) 5.5(6) 

I want to mean 

something to others. 

0(0) .9(1) 3.6(4) 7.3(8) 45.5(50) 42.5(47) 
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The table 4.5 displays caring for others subscale reflects the item “It is important to me that 

I can do things for others” indicates helpfulness or support showed high respondents, with 

30.4%(n=34) of “To a high degree” and 54.5%(n=60) of “To a very high degree,”. 

Similarly, “I am receptive to other people’s suffering” reflecting empathy or sensitivity 

was largely respondents at the higher levels, with 34.5%(n=38) at “To a high degree” and 

9.1%(n=10) at “To a very high degree,” respondents by 40%(n=44) at “To a reasonable 

degree.” The item “I try to make a meaningful contribution to society” reflecting as 

contribution or service received its highest responses at “Somewhat” 30%(n=33) and “To 

a reasonable degree” 25.5%(n=28), with additional higher-level respondents 10.9%(n=12). 

Finally, “I want to mean something to others” indicates as purposefulness or value was 

strongly respondents at 45.5%(n=50) for “To a high degree” and 42.5%(n=47) for “To a 

very high degree.” 

Table 4.6 

Frequency distribution of Connectedness with Nature as per SAIL 

Items Not at 

all 

% (n) 

Hardly 

at all 

% (n) 

Somewhat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

The beauty of nature 

moves me. 

0(0) 0 (0) 2.7(3) 2.7(3) 40.0(44) 54.5(60) 

When I am in nature, I 

feel a sense of 

connection. 

0(0) 0 (0) .9(1) 4.5(5) 37.3(41) 57.3(63) 

 

The table 4.6 connectedness with nature subscale reflects the item “The beauty of nature moves 

me” reflects appreciation was highly respondents, with 40%(n=44) of “To a high degree” and 

54.5%(n=60) of “To a very high degree,”. On the other hand, “When I am in nature, I feel a sense 
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of connection” indicates as connection or harmony showed respondents, with 37.3%(n=41) at “To 

a high degree” and 57.3%(n=63) at “To a very high degree,” and 9.1%(n=10) at “Somewhat.”  

Table 4.7 

Frequency distribution of Transcendent Experiences as per SAIL 

Items Not at 

all 

% (n) 

Hardly 

at all 

% (n) 

Somewhat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a 

high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

I have had experiences 

during which the nature 

of reality became 

apparent to me. 

0 (0) 4.5(5) 37.3(41) 40.9(45) 8.2(9) 9.1(10) 

I have had experiences 

in which I seemed to 

merge with a power or 

force greater than 

myself. 

20.9(23) 32.7(36) 30.9(34) 7.3(8) 4.5(5) 3.6(4) 

I have had experiences 

in which all things 

seemed to be part of a 

greater whole. 

20.3(23) 32.7(36) 32.7(36) 6.4(7) 1.8(2) 5.5(6) 

I have had experiences 

where everything 

seemed perfect. 

0 (0) 18.2(20) 60.9(67) 15.5(17) 4.5(5) .9(1) 

I have had experiences 

where I seemed to rise 

above myself. 

.9(1) 12.7(14) 60.9(67) 17.3(19) 3.6(4) 4.5(5) 

 

The table 4.7 displays transcendent experiences indicates that the item “I have had 

experiences during which the nature of reality became apparent to me” represents as Insight 

was most frequently responds at “Somewhat” 37.3%(n=41) and “To a reasonable degree” 

40.9%(n=45). The item “I have had experiences in which I seemed to merge with a power 

or force greater than myself” representing Union or Spirituality was responds at 
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“Somewhat” 30.9%(34), with responses at “Not at all” 20.9%(n=23) and “Hardly at all” 

32.7%(n=36). Similarly, “I have had experiences in which all things seemed to be part of 

a greater whole”indicates as connectedness was responds at “Somewhat” 32.7%(n=36) and 

“Hardly at all” 32.7%(n=36). The item “I have had experiences where everything seemed 

perfect” reflects as clarity received its highest respondents at “Somewhat” 60.9% (n=67). 

Finally, “I have had experiences where I seemed to rise above myself” represents Growth 

was also most frequently responds at “Somewhat” 60.9%(n=67), with smaller respondents 

at “To a reasonable degree” 17.3%(n=19). 

Table 4.8 

Frequency distribution of Spiritual Activities as per SAIL 

Items Not at 

all 

% (n) 

Hardly 

at all 

% (n) 

Somewhat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a 

high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

There is a God or 

higher power in my life 

that gives me guidance. 

0 (0) 0 (0) .9(1) 0 (0) 21.8(24) 77.3(85) 

I talk about spiritual 

themes with others 

(themes such as the 

meaning in life, death 

or religion). 

0 (0) 10.9(12) 23.6(26) 37.3(41) 17.3(19) 10.9(12) 

I meditate or pray, or 

take time in other ways 

to find inner peace. 

0 (0) 3.6(4) .9(1) 2.7(3) 46.4(51) 46.4(51) 

I attend sessions, 

workshops, etc. that are 

focused on spirituality 

or religion. 

10.0(11) 19.1(21) 27.3(30) 15.5(17) 14.5(16) 13.6(15) 
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The table 4.8 displays spiritual activities subscale item “There is a God or higher power 

that gives me guidance” represents as guidance was predominantly responds at “To a very 

high degree” 77.3%(n=85). The item “I talk about spiritual themes with others” 

representing dialogue was mainly responds at “Somewhat” 23.6%(n=26) and “To a 

reasonable degree” 37.3%(n=41). The item “I meditate or pray, or take time to find inner 

peace” represents as Inner calm of strongest responses at both “To a high degree” and “To 

a very high degree”, each at 46.4%(n=51). Finally, “I attend spiritual or religious sessions 

or workshops” which represents Participation was most frequently responds at 

“Somewhat” 27.3%(n=30). 
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4.2 level of spiritual attitude and involvement list among stroke survivors 

Table 4.9 

Level of Spiritual attitude and Involvement among stroke survivors 

Subscale 

Mean 

(SD) 

 

Level of Spiritual attitude and Involvement among stroke 

survivors 

Not 

at all 

% (n) 

Hardly 

at all 

% (n) 

Somewhat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a 

high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

Meaningfulness 
3.98(.64) 

 
0 (0) .9(1) 45.5(50) 41.8(46) 11.8(13) 0 (0) 

Trust 
3.80(.55) 

 
0 (0) 3.6(4) 51.8(57) 40.0(44) 4.5(5) 0(0) 

Acceptance 4.87(.63) 0 (0) 0(0) 8.2(9) 38.2(42) 47.3(52) 6.4(7) 

Caring for 

others 
4.55(.57) 0 (0) .9(1) 6.4(7) 65.5(72) 26.4(29) .9(1) 

Connectedness 

with Nature 
5.48(.53) 0 (0) 0 (0) 0(0) (9.1(10) 45.5(50) 45.5(50) 

Transcendent 

Experience 
3.03(.71) 1.8(2) 48.2(53) 35.5(39) 13.6(15) .9(1) 0(0) 

Spiritual 

activities 
4.61(.68) 0(0) 0(0) 16.4(18) 50.0(55) 28.2(31) 5.5(6) 

 

The table 4.9 displays subscale means a clear idea in how spiritual attitudes and 

involvement are expressed across different dimensions among participants. Connectedness 

with Nature was the highest-scoring component (M=5.48, SD =±0.53), strongly suggesting 

that respondents felt a deep emotional bond and unity with the natural world. Acceptance 

(M=4.87, SD =±0.63) also scored high, implying a strong ability to acknowledge life's 

uncertainties and respond to challenges with emotional openness. Similar high engagement 

was also shown in spiritual activities (M = 4.61, SD =±0.68) and caring for others (M = 
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4.55, SD = ±0.57), which indicates frequent personal spiritual routines and a high priority 

given to supporting others. In contrast, meaningfulness (M = 3.98, SD = ±0.64) and trust 

(M = 3.80, SD = ±0.55) were in the moderate range. Notably, the lowest mean was recorded 

for Transcendent Experiences (M=3.03, SD = ±0.71), which demonstrates that lower 

spiritual involvement. Overall, the mean findings suggest that spiritual involvement is most 

strongly related through a focus on nature-connectedness, acceptance, and everyday 

spiritual practices, transcendent experiences playing a less role. 

4.3 Associations between spiritual attitudes and involvement with 

sociodemographic 

Table 4.10 

The association of spiritual attitude and involvement subscale connectedness with nature 

with socio-demographic factors like age, level of dependency, religion, living area. 

Variables 

Connectedness with Nature 

Fisher's 

Exact Test 
P value 

to a 

reasonable 

degree 

% (n) 

to a high 

degree 

% (n) 

to a very 

high 

degree 

% (n) 

Age 

<40 years 0(0) 3.6(4) 7.3(8) 

Fisher's 

test=14.953 
.012 

41-50 years 1.8(2) 29.1 (32) 17.3(19) 

51-60 years 3.6(4) 6.4(7) 14.5(16) 

>60 years 3.6(4) 6.4(7) 6.4(7) 

Level of 

Dependency 

Total 

Dependence 
0(0) 0.9(1) 0.9(1) 

Fisher's 

test=26.471 
.001 

Severe 

Dependence 
1.8(2) 1.8(2) 6.4(7) 

Moderate 

Dependence 
6.4(7) 10.9(12) 24.5(27) 

Mild 

Dependence 
0(0) 21.8(24) 11.8(13) 

Independent 0.9(1) 10.0(11) 1.8(2) 

Religion Muslim 5.5(6) 30.9(34) 41.8(46) 0.003 
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Hindu 3.6(4) 14.5(16) 3.6(4) 
Fisher's 

test=11.230 

Living Area 
Rural 7.3(8) 21.8(24) 33.6(37) Fisher's 

test=8.335 
.015 

Urban 1.8(2) 23.6(26) 11.8(13) 

 

The table 4.10 displays significant associations between connectedness with nature and 

several sociodemographic variables. Age was significantly related to connectedness with 

nature (Fisher’s test = 14.953, p = .012), with participants aged 41–50 years showing the 

highest proportions in both the “high” and “very high” categories. Level of dependency 

demonstrated a strong association (Fisher’s test = 26.471, p = .001), where moderately 

dependent individuals respond greater connectedness compared to those with severe 

dependence. Religion was also significant (Fisher’s test = 11.230, p = .003), with muslim 

respondents more frequently responding higher levels of connectedness than Hindu 

participants. Living area showed a meaningful association (Fisher’s test = 8.335, p = .015), 

indicating that rural residents expressed stronger connectedness with nature than those 

living in urban settings. 
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Table 4.11 

The association of spiritual attitude and involvement subscale acceptance with socio-

demographic factor like level of dependency. 

Variables 

Acceptance 

Fisher's 

Exact 

Test 

P 

value 
Somewhat 

% (n) 

to a 

reason

able 

degree 

% (n) 

to a 

high 

degree 

% (n) 

to a very 

high 

degree 

% (n) 

Level of 

Dependency 

Total 

Dependence 
0(0) 0(0) 0.9(1) 0.9(1) 

 

 

Fisher's 

test=26

.857 

 

 

.002 

Severe 

Dependence 
4.5(5) 0.9(1) 4.5(5) 0(0) 

Moderate 

Dependence 
2.7(3) 

14.5(1

6) 
19.1(21

) 
5.5(6) 

Mild 

Dependence 
0.9(1) 

17.3(1

9) 
15.5(17

) 
0(0) 

Independent 0(0) 5.5(6) 7.3(8) 0(0) 

 

The table 4.11 displays a significant association between acceptance and the level of 

dependency. Participants with moderate dependence higher levels of acceptance, indicates 

through stronger respondents in the “reasonable,” “high,” and “very high” categories. In 

contrast, individuals with severe dependence showed lower acceptance levels across all 

categories besides mild dependence also displayed higher acceptance than severely 

dependent individuals, while fully independent participants showed only few. This overall 

pattern indicates that acceptance increase as functional capacity improves. The association 

was statistically significant, as confirmed by Fisher’s Exact Test (= 26.857, p = .002), 

indicates that dependency level plays an important role in acceptance-related spiritual 

attitudes and involvement. 
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Table 4.12 

The association of spiritual attitude and involvement subscale caring for others with socio-

demographic factors like marital status, level of dependency. 

Variable 

Caring for others 

Fisher's 

Exact 

Test 

P 

value 

Hardly 

at all 

% (n) 

Some

what 

% (n) 

to a 

reasona

ble 

degree 

% (n) 

To a 

high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

Marital 

Status 

Married 0(0) 6.4(7) 63.6(70) 26.4(29) 0(0) Fisher's 

test=25

.707 

.003 Unmarried 0.9(1) 0(0) 0.9(1) 0(0) 0.9(1) 

Separate 0(0) 0(0) 0.9(1) 0(0) 0(0) 

Level of 

Depende

ncy 

Total 

Dependence 
0(0) 0(0) 0(0) 2(1.8) 0(0) 

Fisher's 

test=26

.787 

.031 

Severe 

Dependence 
0(0) 2.7(3) 6.4(7) 0.9(1) 0(0) 

Moderate 

Dependence 
0(0) 0.9(1) 29.1(32) 10.9(12) 0.9(1) 

Mild 

Dependence 
0(0) 0.9(1) 23.6(26) 9.1(10) 0(0) 

Independent 0.9(1) 1.8(2) 6.4(7) 3.6(4) 0(0) 

 

The table 4.11 shows that caring for others was significantly associated with marital status. 

Married participants respond consistently higher levels of caring attitudes, particularly 

showing stronger respondents in the “reasonable” and “high” categories, whereas 

unmarried and separated individuals reported lower levels of caring for others (Fisher’s 

test = 5.707, P=.003). A significant association was also observed with level of 

dependency. Individuals with moderate dependence displayed the most significant caring 

for others, while with severe dependence showed higher caring for other levels (Fisher’s 

test = 6.787, P =.031).  
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Table 4.13 

The association of spiritual attitude and involvement subscale transcendent experiences with 

socio-demographic factor like religion. 

Variables 

Transcendent experiences 

Fisher's 

Exact 

Test 

P 

value 

not at 

all 

% (n) 

hardly 

at all 

% (n) 

Somewhat 

% (n) 

to a 

reasonable 

degree 

% (n) 

to a 

high 

degree 

% (n) 

Religion 

Muslim 1.8(2) 45.5(50) 22.7(25) 7.3(8) 0.9(1)  

 

Fisher's 

test= 

19.486 

 

 

0.001 
Hindu 0(0) 2.7(3) 12.7(14) 6.4(7) 0(0) 

 

The table 4.13 shows transcendent experiences and religion (Fisher’s Exact Test = 19.486, 

p=.001). Muslim participants generally reported higher levels of transcendent spiritual 

experiences, whereas Hindu participants showed comparatively lower respondents of 

experiences. This suggests that religious background plays a meaningful role in the level 

of spiritual attitude and involvement with transcendent experiences. 
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Table 4.14 

The association of spiritual attitude and involvement subscale spiritual activities with socio-

demographic factor like duration of receiving treatment. 

Variables 

Spiritual activities 

Fisher's 

Exact Test 

P 

value 

Somew

hat 

% (n) 

To a 

reasonable 

degree 

% (n) 

To a 

high 

degree 

% (n) 

To a 

very 

high 

degree 

% (n) 

Duration 

of 

Receiving 

treatment 

2.5-5.0 

months 
7.5(4) 35.8(19) 35.8(19) 7.5(4) 

Fisher's 

test=11.757 
0.012 

5.1-7.5 

months 
1.8(2) 1.8(2) 0(0) 0(0) 

7.6-10.0 

months 
0(0) 0(0) 0.9(1) 1.8(2) 

 

The table 4.14 shows that significant association was found between spiritual activities and 

the duration of receiving treatment (Fisher’s Exact Test = 11.757, p = .012). Individuals in 

the earlier stages of treatment showed higher involvement in spiritual activities, in contrast, 

undergoing treatment for a longer period reported lower levels of spiritual engagement. 

This indicates that spiritual activities may reduce as treatment duration increases.
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CHAPTER V: DISCUSSION 

 

This study aimed to identify the spiritual attitude and involvement of stroke survivors who 

took rehabilitation services from the Centre for the Rehabilitation of the Paralysed (CRP) 

and now live in the community and have come to CRP for follow up after rehabilitation 

service. It was a face-to-face survey conducted in the CRP and community with 110 

persons of stroke survivors. This study showed how an Individual with chronic illness 

could cope with their illness through spiritual attitude and involvement. 

In this study, the median age of the participants was 50.00 years (IQR 45.00 – 57.00 

) years among the participants 110 and it was not matched with other studies, whereas in 

other studies, the mean age of participants was 41.2±13.8 years the participants of 204 

(Wilson et al., 2017) and 58.23±9.37 years among the participants of 293 (Ginting et al., 

2015). 

Most studies showed that among the number of participants, men were higher than 

women (Ginting et al., 2015; Rahnama et al., 2015; Wilson et al., 2017). The percentage 

of men and women in this study was 74.5% and 25.5%. Here the differences were also 

seen. In this study, the researcher took participants from various professions. Among all 

the professions, the rate of unemployment was 65.5% and the occupational status rate 

(service holders, business, homemaker, and others) was 34.5%. In different studies, it was 

seen that the unemployment rate was higher than the employment rate. Such as the 

unemployment rate of 14.1 % and the unemployed rate of 85.9 % among 213 participants 

(Hajiaghababaei et al., 2018; Rahnama et al., 2015), employment of 5.6 % and unemployed 
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94.4 % (Aktürk & Aktürk, 2020). A large number of participants (65.5%) were 

unemployed, which is also similar to earlier findings showing that many stroke survivors 

lose their ability to work after their illness because of physical and emotional challenges 

(Hajiaghababaei et al., 2018). Most participants lived in rural areas (62.7%), which may 

have influenced their lifestyle, environment, and access to spiritual practices. 

Among all spiritual domains in this study, Connectedness with Nature showed the 

highest mean score (M = 5.48, SD = 0.53). More than 94% of participants strongly felt 

emotionally connected with nature. This result supports the findings of previous result 

explained that nature helps people with chronic illness feel calmer, more hopeful, and 

emotionally balanced(Chew et al., 2016). In this study, connectedness with nature was also 

significantly related to age (p = .012), dependency level (p = .001), religion (p = .003), and 

living area (p = .015). These findings suggest that spiritual experience is influenced not 

only by personal beliefs but also by cultural background, physical ability, and the 

environment people live in. This supports the idea that spirituality grows through daily life 

experiences and social surroundings. 

The acceptance subscale also showed a high mean score (M = 4.87, SD = 0.63). 

More than half of the participants agreed that life is not fully in their control and that 

difficulties are part of life. This shows that many stroke survivors are learning to accept 

their situation emotionally. This supports previous study described that acceptance as an 

important spiritual response that helps people with long-term illness adjust and regain 

emotional stability(Underwood & Teresi, 2002). The significant association between 

acceptance and dependency level (p = .002) suggests that people with moderate functional 
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ability may cope better because they can still perform some tasks independently while 

receiving support when needed. 

The Caring for Others dimension (M = 4.55, SD = 0.57) showed that many stroke 

survivors still value empathy, relationships, and contributing to others’ well-being. Smillar 

study but not participants same shows helping others gives person with SCI a sense of 

purpose and identity during recovery(Aktürk & Aktürk, 2020). The significant association 

with marital status (p = .003) and dependency level (p = .031) suggests that supportive 

family relationships and some independence help individuals maintain caring and 

compassionate attitudes. 

The Meaningfulness (M = 3.98, SD = 0.64) and Trust (M = 3.80, SD = 0.55) 

subscales showed moderate levels. This may mean that survivors are still rebuilding their 

sense of purpose and confidence after stroke. Interpretation matches the findings of 

previous study that rebuilding identity and emotional strength often takes time after 

neurological trauma (Lapadatu & Morris, 2019). 

The Transcendent Experiences dimension showed the lowest mean score (M = 

3.03, SD = 0.71). Almost half of the participants selected “hardly at all,” showing that deep 

spiritual or mystical experiences were not common. In other studies found that 

transcendental experiences are less frequent among individuals in rehabilitation, where 

spirituality mainly supports coping and emotional balance(Underwood & Teresi, 2002). 

The significant association with religion (p = .001) highlights that cultural and religious 

background shapes how people understand and experience transcendence. 
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Finally, the Spiritual Activities dimension (M = 4.61, SD = 0.68) showed strong 

involvement. Most participants (77.3%) believed strongly in guidance from a higher 

power, and 92.8% practiced prayer or meditation regularly. All of the results agree with 

previous study that prayer and meditation provide emotional comfort, strength, and 

resilience during illness(Chew et al., 2016; Jones et al., 2020). The association with 

treatment duration (p = .012) suggests that spirituality may be especially important during 

the early stages of recovery, when individuals face the most uncertainty. 

This study only measured the level of spiritual attitude and involvement and 

different dimensions of the spirituality of among stroke survivors living in the community 

and follow up after rehabilitation. However, in the other studies that were conducted in a 

particular region, spirituality was measured along with other variables such as quality of 

life, mental and physical health, hope, and resilience and adjustment (Bockrath et al., 2014; 

Dehnavi & Hashemi, 2023; Rabitti et al., 2020; Skarbaliene et al., 2019; Zhang & Rusch, 

2005b). The SAIL scale was used to measure spirituality in this study. However, other 

studies examining spirituality and chronic illnesses, such as SCI, stroke, cancer, and kidney 

disease, have employed a variety of spirituality scales, including the FACIT-SP-12 scale, 

the SWB (Spiritual Well-Being) scale, the Brief Multidimensional Measure of 

Religiousness/Spirituality, and the Benefit through Religiosity/Spirituality Scale 

(BENEFIT) (Aktürk & Aktürk, 2020; Campbell et al., 2010; Hajiaghababaei et al., 2018; 

Siddall et al., 2017; Wang et al., 2022; Wilson et al., 2017). 
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CHAPTER VI: CONCLUSION 

6.1 Strengths and Limitations  

6.1.1 Strengths  

• It was ok to utilize and translate the Spiritual Attitude and Involvement List (SAIL) scale, 

which had a high degree of validity and reliability  

• To ensure the quality of life, five stages of data cycle management had been followed. 

The data collection from participants and the data entry process was non-biased.  

• Data was collected in the face-to-face survey method and stored in the cloud system with 

strong password-protected goggle security.  

• There was no unauthorized access without the student researcher and the responsible 

supervisor. All data was used as it is. No modifications or exploitation was done.  

• Studies conducted in communities and rehabilitation centre were uncommon; hospitals 

hosted the majority of the research on spirituality and stroke was done earlier. Therefore, 

what spiritual attitudes and involvement of stroke survivors had when they returned to the 

community was now known.  

6.1.2 Limitation  

• There was a small group of participants  

• It was unable to include a large number of stroke survivors, due to the short time frame 

for data collecting.  
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• There were lots of invalid phone numbers which restricted the to reach the overall phone 

calls  

6.2 Practice Implication  

6.2.1 Recommendation for Future Practice  

• In this study, health professionals will have a better understanding of the spiritual attitude 

and involvement of stroke survivors living in the community, as well as knowing the 

dimensions of spirituality. This result's results indicate the level of spiritual attitude and 

involvement of people is pretty good. Many stroke survivors suffer from depression and 

anxiety, and many of them commit suicide and make suicidal attempts at the time of their 

admission to the hospital because of a lack of finding meaning and purpose in their lives 

and disappointment. Like other rehabilitation programs of stroke survivors Such as 

community reintegration programs and vocational training programs, a spiritual 

rehabilitation program should be addressed in rehabilitation-based institutions.  

• Therefore, occupational therapists should incorporate spirituality into rehabilitation in 

light of the evidence showing that higher levels of spiritual well-being, including a sense 

of meaning and purpose, are "protective" against increased psychological distress. So, it is 

the responsibility of occupational therapists to integrate spiritual well-being assessments 

into standard clinical evaluation procedures. Occupational therapists should develop 

treatment plans that address spiritual meaning and purpose concerns. During early 

rehabilitation, it will help stroke survivors develop resilience and adjust to the existence of 

their disability.  
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• Social workers, policymakers, community people, and local leaders should make an 

accessible environment for religious and spiritual practice and spiritual care programs for 

stroke survivors to cope with their illness and support their family members.  

• There is a lot of research being done in numerous regions of the world, but not many 

studies have been found that address spirituality and stroke survivors in South Asia. Thus, 

this research will aid in the researcher's comprehension of the spiritual outlook and 

engagement of Bangladeshi community members suffering from long-term conditions like 

stroke. Additionally, the future researcher will understand the components of spirituality 

as well as its deeper meaning.  

6.2.2 Recommendations for Future Research  

• Explore further research on spirituality in a Qualitative approach  

• A study can be done to identify the association between resilience and spirituality after a 

chronic trauma or illness  

• A study can be conducted about the strategy and technique to increase spiritual belief and 

health in rehabilitation service  

• Another study can be carried out about the healthcare perspective of how spirituality can 

be used in rehabilitation services.  

6.3 Conclusion  

The purpose of the study is to identify the spiritual attitude and involvement among stroke 

survivors . This study shows how an individual with a chronic illness like stroke to find 

meaning and purpose can cope with their illness through spiritual attitude and involvement. 
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In this research, it measures various dimensions of spirituality. Among those aspects of 

spirituality, the Acceptance and connectedness with nature subscales have the highest 

score, and spiritual activities subscales have the lowest score. In research findings, it is 

seen that more than half of the population have a higher level of spiritual attitude and 

involvement and least have moderate and lower levels of spiritual attitude and involvement. 

Healthcare professionals should incorporate spirituality into their rehabilitation program 

by assessing spiritual distress and strength through evaluation procedures, planning 

treatment approaches, and therefore organizing a spiritual care training program before 

returning to the community after taking rehabilitation services. Because of the disability 

and environmental barrier, stroke survivors could not participate in spiritual activities. It is 

therefore important for community members, social workers, and family members to 

consider and take the required actions to engage in spiritual activities for stroke survivors 

after their return to the community. 
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Appendix B: Information Sheet , Consent Form & Withdrawal form 

BANGLADESH HEALTH PROFESSIONS INSTITUTE (BHPI)  

Department of Occupational Therapy CRP-Chapain, Savar, Dhaka-1343, Tel- 02-

7745464, Fax: 02-7745069 

Information Sheet (English Version) 

Research Title: Level of Spiritual Attitude and Involvement among Stroke Survivors: A 

Quantitative Study  

Name of researcher: Abubakar Siddique, 4th year, B.Sc. in Occupational Therapy,  

Roll: 21. 

Supervisor: 

Md. Saddam Hossain  

Assistant Professor  

Department Of Occupational Therapy  

BHPI, CRP,Savar, Dhaka-1343.  

E-mail: saddamot6@gmail.com 

I am Abubakar Siddique , and I want to invite you to participate in the research. Before 

making the decision, you must know why this research is being done and how you relate 

to it. Please take time to read the information given. If you face any problem after reading 

or need more information, you can ask me. 

What is the purpose of this research? 

Level of Spiritual Attitude and Involvement among Stroke Survivors: A Quantitative Study  

Study is to identify spirituality of stroke survivors in community. The study aims to find 

out the level of spirituality after rehabilitation service among stroke survivors. By focusing 

on the community and environmental aspects, the research seeks to provide insights that 

mailto:saddamot6@gmail.com
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can contribute to the development of strategies and interventions aimed at improving 

spirituality and wellbeing of own self. 

 

What does the research involve? 

Participants are invited to face to face survey with a student investigator, scheduled in 

advance and lasting 8 minutes. The survey will be on questionnaires which are related to 

spirituality. Further details or inquiries can be contacted via the phone number provided or 

email addresses. 

Why were you chosen for this research? 

Your participation is valued because you have firsthand experience dealing with spiritual 

occupation and psychosocial well-being after stroke. 

Source of funding 

The research has been carried out on a self-funded basis. 

Consenting to participate in the project and withdrawing from the research 

The research requires your approval through a consent form, which you must sign and 

submit Garing the interview. Your participation is voluntary and there is no obligation to 

grant consent. If you withdraw before the data analysis phase, there will be no negative 

consequences. Your decision to refrain from answering specific questions will also have 

no adverse effects. Your comfort and autonomy are our top priorities throughout the 

process, 

Possible benefits and risks to participants 

Participation in this research may not yield direct benefits, but the information gathered 

will enhance rehabilitation services for stroke survivors. The research is designed with low 
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risk, but potential psychological discomfort may occur due to sharing experiences. If it 

arises during the survey, the student researcher will minimize it in the following ways: 

• You will be given a reminder that participation is voluntary, you can withdraw from 

it anytime you want. 

• The researcher will offer break during survey if the discomfort impacts the face-to-

face survey. Additionally, the researcher will discuss re-scheduling the face-to-face 

survey if you prefer to continue later. 

Confidentiality 

The study will maintain confidentiality of all participants’ details, with their name not 

disclosed in any published documentation. A unique code will be used for de-identification 

after survey, ensuring anonymous data analysis. The original survey form, featuring the 

participant's name, will only be accessible to the researchers, ensuring high privacy and 

security. 

Storage of data 

The data collected will be stored in a password-protected computer and cloud system, 

accessible only to the researchers, and physical copies will be kept in locked filing cabinets 

at the Centre for the Rehabilitation of the Paralysed (CRP) for strict confidentiality. 

Results 

This research will combine survey form and data from survey to create a comprehensive 

descriptive report. Highlights may be published in scholarly journals or conference 

proceedings. For a concise summary, contact project investigators using provided contact 

details. The study's outcomes may also be featured in conference proceedings. 
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Complaints 

If you have any concerns or complaints about the research's conduct, you are welcome to 

contact the supervisor. 

Researcher  

Abubakar Siddique  

Bangladesh Health Professions Institute (BHPI)  

B.Sc. in Occupational Therapy,  

Department of Occupational Therapy  

Session: 2020-21  

CRP, Savar, Dhaka-1343.  

E-mail: abubakarsiddique.ot24@gmail.com 

Contact number:  

Supervisor 

Md. Saddam Hossain  

Assistant Professor  

Department Of Occupational Therapy  

BHPI, CRP,Savar, Dhaka-1343.  

E-mail: saddamot6@gmail.com 

Contact number: 

Thank you. 

Abubakar Siddique 

mailto:saddamot6@gmail.com
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Participant information sheet (Bangla version) 

বাাংলাদেশ হেলথ প্রদেশনস ইনস্টিটিউি (স্টবএইচস্টিআই) 

অকুদিশনাল হথরাস্টি স্টবভাগ, স্টসআরস্টি-চািাইন, সাভার, ঢাকা-১৩৪৩ 

হিস্টলদোন: ০২-৭৭৪৫৪৬৪, েযাক্স: ০২-৭৭৪৫০৬৯ 

গদবষণার স্টশদরানাম: হরাক হথদক হবেঁদচ যাওয়া বযক্তিদের আধ্যাক্তিক সুস্থতা এবাং 

সম্পৃিতার মাত্রা : একটি িস্টরমাণগত গদবষণা 

গদবষদকরনাম: 

আবুবকর ছিদ্দিক  

৪র্ থ বর্ থ  

ছবএসছস ইন অকুপেশনাল থর্রাছে  

থরাল: ২১ 

সুিারভাইজার: 

থ া: সািা  থ াসাইন 

স কারী অধ্যােক 

অকুপেশনাল থর্রাছে ছবভাগ, ছবএইচছেআই, ছসআরছে, সাভার, ঢাকা-১৩৪৩ 

ইপ ইল: saddamot6@gmail.com 

আছ  আবুবকর ছসদ্দিক, এবং আছ  আেনাপক এই গপবর্ণায় অংশগ্র পণর জনয আ ন্ত্রণ 

জানাদ্দি। ছসদ্ধান্ত থনওয়ার আপগ, আেনার জানা দরকার এই গপবর্ণাটি থকন করা  পি 

এবং এটি আেনার সাপর্ কীভাপব সম্পছকথত। অনগু্র  কপর ছনপচর তর্য  পনাপ াগ স কাপর 

mailto:saddamot6@gmail.com
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েডুন। েডার ের থকাপনা স সযা  পল বা অছতছরক্ত তপর্যর প্রপয়াজন  পল, আেছন আ ার 

সাপর্ থ াগাপ াগ করপত োপরন। 

এই গদবষণার উদেশয কী? 

থরাক থর্পক থবেঁপচ  াওয়া বযদ্দক্তপদর আধ্যাদ্দিক সুস্থতা এবং সমৃ্পক্ততার  াত্রা : একটি 

েছর াণগত গপবর্ণা এর উপিশয  পলা কছ উছনটিপত থরাক থবেঁপচ র্াকা বযদ্দক্তপদর 

আধ্যাদ্দিকতার  াত্রা ছনধ্ থারণ করা। েুনব থাসন থসবার ের তাপদর আধ্যাদ্দিক অবস্থার 

ে থপবক্ষপণর  াধ্যপ , এই গপবর্ণা এ ন ছকিু অন্তদৃথটি ছদপত চায়  া ভছবর্যপত কা থকর 

থকৌশল এবং  স্তপক্ষে ততছর করপত স ায়তা করপব,  া বযদ্দক্তর আধ্যাদ্দিকতা ও সুস্থতা 

বৃদ্দদ্ধপত স ায়ক  পব। 

গদবষণার প্রক্তিয়া কী? 

গপবর্ণায় অংশগ্র ণকারীপদর একজন ছশক্ষার্ী গপবর্পকর সপে েূব থছনধ্ থাছরত স য় 

অনু ায়ী  ুপিা ুছি সাক্ষাৎকাপর অংশ ছনপত আ ন্ত্রণ জানাপনা  পি,  ার স য়কাল 

আনু াছনক ৮ ছ ছনি। সাক্ষাৎকাপরর স য় আধ্যাদ্দিকতার সাপর্ সম্পছকথত প্রপনাত্তর করা 

 পব।  ছদ আেনার থকাপনা প্রন র্াপক, তা পল থদওয়া থ ান নম্বর বা ইপ ইপল থ াগাপ াগ 

করপত োপরন। 

হকন আিনাদক এই গদবষণার জনয বাছাই করা েদয়দছ? 

আেছন থরাপকর ের আধ্যাদ্দিক কা থকলাে ও  পনাসা াদ্দজক সুস্থতার অছভজ্ঞত লাভ 

কপরপিন বপল এই গপবর্ণায় আেনার অংশগ্র ণ অতযন্ত গুরুত্বেূণ থ। 
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অথ থায়দনর উৎস: 

এই গপবর্ণাটি স্বতন্ত্রভাপব অর্ থায়ন করা  পয়পি। 

অাংশগ্রেদণ সম্মস্টত ও গদবষণা হথদক সদর যাওয়া: 

গপবর্ণায় অংশগ্র পণর জনয আেনাপক সম্মছতেপত্র স্বাক্ষর করপত  পব এবং তা 

সাক্ষাৎকাপরর আপগ জ া ছদপত  পব। অংশগ্র ণ থস্বিাপসবী এবং আেছন সম্মছত না ছদপলও 

থকাপনা স সযা  পব না। তর্য ছবপের্পণর আপগ আেছন চাইপল গপবর্ণা থর্পক সপর থ পত 

োরপবন, এবং এপত আেনার থকাপনা ক্ষছত  পব না। আেছন চাইপল থ পকাপনা প্রপনর উত্তর 

না ছদপলও তা গ্র ণপ াগয  পব। 

অাংশগ্রেণকারীদের সম্ভাবয সুস্টবধ্া ও ঝুেঁ স্টক: 

এই গপবর্ণায় সরাসছর থকাপনা বযদ্দক্তগত সুছবধ্া নাও র্াকপত োপর, তপব সংগ্র  করা তর্য 

থরাক থবেঁপচ র্াকা বযদ্দক্তপদর েুনব থাসন থসবা উন্নয়পন স ায়তা করপব। গপবর্ণাটি ক  

ঝুেঁ ছকেূণ থ  পলও বযদ্দক্তগত অছভজ্ঞতা থশয়ার করার স য় ছকিু  ানছসক অস্বদ্দস্ত  পত োপর। 

 ছদ এ নটি ঘপি, তা পল গপবর্ক ছনপচর েদ্ধছতগুপলা অনুসরণ করপব: 

• আেনাপক স্মরণ কছরপয় থদওয়া  পব থ  অংশগ্র ণ সমূ্পণ থ থস্বিাপসবী এবং আেছন 

থ পকাপনা স য় তা বাছতল করপত োপরন। 

•  ছদ  ুপিা ুছি সাক্ষাৎকার চলাকাপল আেছন অস্বদ্দস্ত অনভুব কপরন, তা পল ছবরছতর 

সুপ াগ থদওয়া  পব। প্রপয়াজপন সাক্ষাৎকাপরর স য় েুনঃছনধ্ থারণ করা  পব। 

 

 



65 

 

 

 

হগািনীয়তা: 

গপবর্ণায় অংশগ্র ণকারীপদর সব তর্য থগােন রািা  পব। থকাপনা প্রকাছশত ডকুপ পে 

আেনার না  বযব ার করা  পব না। একটি থকাড বযব ার কপর উত্তরগুপলা না ছব ীন করা 

 পব,  াপত কপর েছরচয় প্রকাশ না োয়।  ূল প্রনেপত্র র্াকা আেনার না  শুধ্ু াত্র 

গপবর্পকরা থদিপত োরপবন। 

তথয সাংরক্ষণ: 

সংগ্র  করা তর্য একটি োসওয়াডথ-সুরছক্ষত কম্পম্পউিার এবং ক্লাউড ছসপেপ  সংরক্ষণ 

করা  পব,  া শুধ্ু াত্র গপবর্কপদর জনয উেলব্ধ র্াকপব।  ুছিত কছে ছসআরছেপত একটি 

লক করা কযাছবপনপি সুরছক্ষতভাপব রািা  পব। 

েলােল: 

এই গপবর্ণায় প্রাপ্ত তর্য ও প্রনেপত্রর  াধ্যপ  একটি ছবস্তাছরত প্রছতপবদন প্রস্তুত করা  পব। 

গপবর্ণার ছকিু অংশ জান থাল বা সপম্মলপন প্রকাশ  পত োপর। চাইপল সংছক্ষপ্ত সারাংশ 

োওয়ার জনয আেনারা প্রদত্ত থ াগাপ াপগর  াধ্যপ  গপবর্কপদর সাপর্ থ াগাপ াগ করপত 

োপরন। 

অস্টভদযাগ: 

 ছদ গপবর্ণার েদ্ধছত ছনপয় থকাপনা অছভপ াগ বা উপেগ র্াপক, তা পল আেছন 

সুোরভাইজাপরর সাপর্ থ াগাপ াগ করপত োপরন। 
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গদবষক 

আবু বকর ছিদ্দিক  

বাংলাপদশ থ ল্র্ প্রপ শন ইনছেটিউি ( ছবএইচছেআই)  

ছবএসছস ইন অকুপেশনাল থর্রাছে  

ছবভাগ : অকুপেশনাল থর্রাছে  

থসশন: ২০২০-২০২১ 

ইপ ইল: abubakarsiddique.ot24@gmail.com 

সুিারভাইজার 

থ া: সািা  থ াসাইন 

স কারী অধ্যােক 

অকুপেশনাল থর্রাছে ছবভাগ, ছবএইচছেআই, ছসআরছে, সাভার, ঢাকা-১৩৪৩ 

ইপ ইল: saddamot6@gmail.com 

ধ্নযবাদ। 

আবুবকর ছসদ্দিক 
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Consent Form (English Version)  

Title of the Study: Level of Spiritual Attitude and Involvement among Stroke Survivors: 

A Quantitative Study  

 

I am _______________________ (participant name), have thoroughly read and fully 

understand the purpose and nature of my participation in this research, and I freely agree 

to participate. I acknowledge my right to withdraw my consent and discontinue my 

involvement in the study at any time until data will be analysed without fear of any 

prejudice and recognise that my activities and data will be analysed by my participation 

will remain strictly confidential.  

I, _______________________ (Investigator name), confirm that all information shared 

during this study will be kept private and secure. Access to the data will be strictly limited 

to the researcher and their supervisor, ensuring that my privacy is protected at all times.  

I, _______________________ (participant name), have been fully informed of all the 

details mentioned above and hereby voluntarily consent to take part in this study.  

Name of the Participant: ___________________________  

Signature of Participant/Thumb Print: ___________________________________  

Date: _______________________________________  

Student Researcher's Signature: ___________________________________  

Date: _______________________________________ 
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Consent Form (Bangla version) 

সম্মস্টত েম থ (Consent Form) 

গদবষণার স্টশদরানাম: হরাক হথদক হবেঁদচ যাওয়া বযক্তিদের আধ্যাক্তিক সুস্থতা এবাং 

সম্পৃিতার মাত্রা : একটি িস্টরমাণগত গদবষণা 

আছ , _______________________ (অংশগ্র ণকারীর না ), গপবর্ণার উপিশয এবং এপত 

আ ার অংশগ্র পণর ধ্রণ সমূ্পণ থভাপব েপডছি এবং বুপঝছি। আছ  থস্বিায় এই গপবর্ণায় 

অংশগ্র পণ সম্মছত ছদদ্দি। আছ  জাছন থ , তর্য ছবপের্পণর েূব থ ে থন্ত আছ  থ পকাপনা 

স পয় আ ার সম্মছত প্রতযা ার কপর গপবর্ণা থর্পক সপর থ পত োছর, এবং এপত আ ার 

থকাপনা ক্ষছত বা থনছতবাচক প্রভাব  পব না। আছ  এিাও বুদ্দঝ থ , আ ার অংশগ্র ণ থগােন 

রািা  পব এবং আ ার থদয়া তর্য ছবপের্ণ purposes-এ বযব ার করা  পব। 

আছ , _______________________ (গপবর্পকর না ), ছনদ্দিত করছি থ , এই গপবর্ণায় 

অংশগ্র ণকারীর প্রদত্ত সকল তর্য সমূ্পণ থ থগােন ও ছনরােদভাপব সংরক্ষণ করা  পব। 

গপবর্ক এবং তার তত্ত্বাবধ্ায়ক বযতীত অনয থকউ এই তর্য থদিপত োরপব না। এপত 

অংশগ্র ণকারীর থগােনীয়তা সব থদা রক্ষা করা  পব। 

আছ , _______________________ (অংশগ্র ণকারীর না ), উেপরাক্ত সব তর্য 

সমূ্পণ থভাপব বুপঝ এবং অবগত  পয় থস্বিায় এই গপবর্ণায় অংশগ্র পণ সম্মছত প্রদান 

করছি। 
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অংশগ্র ণকারীর না : ___________________________ 

অংশগ্র ণকারীর স্বাক্ষর / আঙুপলর িাে: ___________________________________ 

তাছরি: _______________________________________ 

গপবর্ক ছশক্ষার্ীর স্বাক্ষর: ___________________________________ 

তাছরি: _______________________________________ 
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Withdrawal of consent form 

Research title: Level of Spiritual Attitude and Involvement among Stroke Survivors: A 

Quantitative Study  

Student investigator: Abubakar Siddique  

I____________________________________________________________ (the 

participant), wish to WITHDRAW my consent to the use of data arising from my 

participation. Data arising from my participation must NOT be used in this research project 

as described in the Information and Consent Form. I understand that data arising from my 

participation will be destroyed provided this request is received within four weeks of the 

completion of my participation in this project. I understand that this notification will be 

retained together with my consent form as evidence of the withdrawal of my consent to use 

the data I have provided specifically for this research project.  

Name of participant: _____________________________________________  

Signature of participant/ thumb print: ________________________  

Date: 
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Withdrawal of consent form (Bangla Version) 

সম্মস্টত প্রতযাোদরর েম থ 

গদবষণার স্টশদরানাম: হরাক হথদক হবেঁদচ যাওয়া বযক্তিদের আধ্যাক্তিক সুস্থতা এবাং 

সম্পৃিতার মাত্রা : একটি িস্টরমাণগত গদবষণা 

আছ , ____________________________________________________________ 

(অংশগ্র ণকারী), এই গপবর্ণা প্রকপে আ ার অংশগ্র ণ থর্পক প্রাপ্ত তর্য বযব াপরর জনয 

েূপব থ থদওয়া সম্মছত প্রতযা ার করপত ইিুক। 

তর্য ও সম্মছত  প থ বছণ থত গপবর্ণা প্রকপে আ ার অংশগ্র ণ থর্পক প্রাপ্ত থকাপনা তর্য 

বযব ার করা  াপব না। 

আছ  বুদ্দঝ থ , আ ার অংশগ্র ণ থশর্  ওয়ার চার সপ্তাপ র  পধ্য এই অনুপরাধ্ গ্র ণ করা 

 পল, আ ার প্রদানকৃত তর্য ধ্বংস কপর থ লা  পব। 

আছ  এিাও বুদ্দঝ থ , এই   থটি আ ার সম্মছত  প থর সপে সংরক্ষণ করা  পব, থ ন প্র াণ 

র্াপক থ  আছ  আ ার তর্য এই গপবর্ণায় বযব াপরর সম্মছত প্রতযা ার কপরছি। 

অাংশগ্রেণকারীর নাম: _____________________________________________ 

অাংশগ্রেণকারীর স্বাক্ষর / আঙুদলর ছাি: ______________________________ 

তাস্টরখ: ______________________ 
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Appendix C: Application for permission of SAIL scale 
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Appendix D: Questionnaire 
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SAIL Scale (Bangla Version) 
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Appendix E: Supervision Contact Schedule 

 

 

 

 

 

 

 



81 

 

 

 

 

 

 

 

 

 

 

 

 



82 

 

 

 

 


