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Background:  The relationship between therapist and client has been recognised to be an 

important determinant of effective therapeutic process. There is very few report could be 

found about the status of therapeutic rapport and its related factors among Bangladeshi 

OTs and their clients. This study was focused to explore the quality of therapeutic 

experiences between client and occupational therapist that they formed during 

rehabilitation. 

Methods: A descriptive cross-sectional study was used to measure study aim and 

objectives. In this study, total 70 participants (57 patient with SCI and 13 clinical OTs 

from the in-patient unit of CRP were recruited through purposive sampling. Exploratory 

factor analysis was determined the relationship status among client and therapist. In 

addition, chi-square test was used to identify association between demographic factors 

and therapeutic relationship status. And Intraclass Correlation Coefficient (ICC) was used 

to determine the level of agreement between clients and therapists perspectives of the 

alliance. Finally, a one-way ANOVA test was used to determine the effect of the 

therapists years of working experience on clients perceptions. 

Result and discussion: It was found that 71% client perceived positive relationship with 

their therapist, whereas, 80% therapist perceived positive relationship with their client. A 

good agreement was found between perceptions of clients‘ and therapists‘ in the same 

relationship (ICC= 4.82). Higher loading score for the client group and therapist in the 

item ‗Level of regard‘ was (.80) and (.88) respectively; (.70) and (.89) was for 

‗Empathy‘; (.71) and (.75) for ‗Unconditional Acceptance‘ and (.79) and (.86) for 

‗Congruence‘. There are no association between socio-demographic factors and 

relationship and also no difference in clients‘ perceptions in relation to the therapists‘ 

years of experience.  

Conclusion: Both clients‘ and therapists‘ perceived the very positive therapeutic alliance. 

Training on therapeutic relationship should be a priority in occupational therapy curricula 

to improve therapist‘s skills in persuing more positive roles during rehabilitation. 

 Key words: Occupational Therapist, Therapeutic Relationship, Rehabilitation. 

ABSTRACT 
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1.1 Background 

Worldwide, Occupational therapists are working with a variety of client group in 

different setting. They work with people who have physical, mental, social and emotional 

disabling condition to develop, maintain and restore client‘s ability and skills so that they 

can lead their life independently. It is a first and foremost legitimate component of 

occupational therapy treatment process to develop rapport or trustworthy connection with 

their client for achieving better therapeutic outcome. This therapeutic connection 

involves collaboration, unconditional acceptance, regard, communication, empathy, 

respect and mutual understanding with each other. They try to understand their client 

feelings, emotions and client desires when providing therapy to explore client‘s problem 

from a holistic point of view and to prepare effective client-centered intervention 

guideline for maximizing participation in daily living activities. As the therapeutic 

relationship has been central to occupational therapy, the importance of the client-

therapist relationship has been recognized since the early days of occupational therapy 

(Martinez, 2016). The concept has received increased attention during the later years, 

following the profession‘s emphasis on client-centered practice (Kielhofner, 2010).  

A study by AOTA (2010) found that client-centered practice has become a central 

concept in the philosophy of occupational therapy and demonstrated clearly in the 

profession‘s major practice models to establish effective and efficient therapeutic rapport 

with their client group.  

A study by Pinto, (2012) stated that the role of the therapeutic relationship is necessary to 

help therapists understand their role and respond consistently within that role. The words 

therapists use to talk about the nature of the relationship, as well as how clients and 

therapists feel in response to their interactions are important for a number of reasons. 

Chapter I:          Introduction 
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Conceptualizations of the client-therapist relationship not only impact the behavior of 

therapists, they also influence the way clients view therapy and respond to the therapist.   

A study by Rolfe (2014) found that positive client-therapist relationships being sources of 

meaning, self-education, renewal and major cause of job satisfaction for occupational 

therapists. Alternatively, therapists who did not perceive their relationships as a 

meaningful experience with their client is a major source of dissatisfaction in job. 

A study by Peoples (2011) found that the relationship between a therapist and his or her 

client has been an important determinant of the success or failure of occupational therapy. 

Occupational therapists are encouraged to consider their own attitudes, needs and 

boundaries when establishing close connections and to share power with their clients. It is 

believed that client-therapist relationship is an effective occupational therapy process 

(Goldsmith, 2015; Wright, 2013; Kielhofner, 2010) and several studies indicate a 

connection between the quality of this relationship and functional outcome (Derksen, 

2013; Miller, 2011; Rijken, 2011, Corso, 2012). In other health care professions this 

connection is also well known, such as physiotherapy (Gray, 2010, Pooremamali, 2011), 

nursing (Lawton, 2016; Wright, 2013) and vocational counselling (Kantartizis, 2010). 

Research studies found that clients place a high value on the quality of the client-therapist 

relationship and tend to be disappointed with therapists who do not relate to them on a 

personal level (Hojat, 2011; Byrne, 2011). A study by Block (2010) stated that the 

relationship between client and therapist as central to the client‘s experience of 

occupational therapy. In rehabilitation, when exploring clients experiences they seem to 

be less concerned with the rehabilitation content and technical expertise than with the 

relationship that they formed with their service providers (Horvath, 2011; Hovey, 2012). 

The supportive and empowering relationships have been shown to lead to a positive 

experience of rehabilitation whereas relationships that do not shown supportive and 

equality have a negative effect on that experience (Jani, 2012).  
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Therefore, exploring the present situation of therapeutic relationship among the 

occupational therapy practitioner and their different client groups will provide an insight 

to design a specific intervention guideline that encompasses.   

The purpose of this study was to explore the quality of therapeutic experiences between 

client and occupational therapist that they formed during rehabilitation. 
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1.2 Justification of the Study 

The relationship between a therapist and his or her client is an important determinant of 

the success or failure of occupational therapy. Occupational Therapist will be able to 

access the clients need and expectation, then clients will motivate to take the 

Occupational Therapy session and therapist able to implement the proper practice in 

occupational therapy. Occupational therapists will be benefited from the findings of this 

research as they will be able to consider their own attitudes, needs and boundaries when it 

comes to establishing close connections and to share power with their clients.  

This is an important area of research in Bangladesh. There has been a lot of research in 

different countries about this issue, but it has not been found in Bangladesh. And few 

research was given permission to access. This study explored the therapist and clients  

perceptions of the therapeutic relationship (positive or negative) that they formed in the 

context of rehabilitation. Though the investigator is an OT student, so this study will help 

the researcher to gain appropriate knowledge in this area. These study findings will help 

to identify the perception (positive or negative) about the therapeutic relationship. This 

study will also help to develop a literature on the therapeutic relationship.  

Researcher feels that this study will develop the strong evidence about the therapeutic 

relationship in OT Professions. People will know about this profession and differentiate it 

from other health professions. In addition, therapists will be explore which form of 

relationship and participation each client prefers in order to establish an effective 

collaborative relationship. 
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1.3 Research Question 

What are the experiences of client and therapist about the therapeutic relationship that 

they formed during  rehabilitation? 

 

1.4 Study Aim And Specific Objectives 

Aim 

o To explore the quality of therapeutic experiences between client and occupational 

therapist that they formed during rehabilitation. 

Objective 

o To identify the quality of clients and therapist experience (positive or negative) 

about the relationship that they formed during rehabilitation. 

o To identify the levels of agreement between client and therapist perceptions of the 

quality of their therapeutic alliance. 

o To identify highest loading factor responsible for building therapeutic relationship 

among client and therapist. 

o To identify association between demographic factors of client and therapist (age, 

sex, length of relation and experience of therapist) and highest loading factors. 

o To identify the clients perceptions in relation to working experience of therapists. 
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1.5  Operational Definitions 

 Occupational Therapy: Occupational Therapy is a client-centred health care 

profession concerned with promoting health and well-being through occupation. 

occupational therapy help the people to participate in the activities of everyday life. 

Occupational therapist achieve this outcome by working with people and 

communities to increase their ability to engage in the occupations they want , need , 

or are expected to do, or by modifying the occupation or the environment to better 

support their occupational engagement (WFOT, 2012). 

 Therapeutic relationship: It is a trusting connection and rapport established 

between therapist and client through collaboration, communication, therapist 

empathy and mutual understanding and respect (Trombly, 2014) 

 Collaboration: The action of working with someone to produce something occurs 

when two or more people or organizations work together to realize or achieve a 

goal. Collaboration is very similar to cooperation (Trombly, 2014). 

 Level of regard: It is the ability toaccept and affection of each other. This 

acceptance must be unconditional. The practitioner must be able to accept every 

patien who comes to see him, regardless of their ethnicity, race, social standing and 

presenting illness (Trombly, 2014). 

 Empathy: Empathy is, the ability to understand feelings and emotions of other 

people. It is a key element of emotional intelligence, the link between self and 

others, because it is how we as individuals understand what others are 

experiencing as if we were feeling it ourselves (Trombly, 2014). 

 Congruence: Congruenceis the most important attribute, according to Rogers. This 

implies that the therapist is real and/or genuine, open, integrated and authentic 

during their interactions with the client. The therapist does not have a facade, that is, 

the therapist's internal and external experiences are one in the same. In short, the 

therapist is authentic. This authenticity functions as a model of a human being 

struggling toward greater realness (Trombly, 2014). 

https://en.wikipedia.org/wiki/Organization
https://en.wikipedia.org/wiki/Cooperation
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 Unconditional Acceptance: Unconditional Acceptance means accept the client 

unconditionally.The practitioner must be able to accept every patient who comes to 

see him, regardless of their background, social standing, ethnicity, race and 

presenting illness (Trombly, 2014).  

 Rehabilitation: The process of helping a person who has suffered an illness or 

injury restore lost skills and so regain maximum self-sufficiency (Block, 2010) 

 Spinal Cord Injury: A Spinal cord Injury is defined as damage or trauma to the 

spinal cord that in turn results in a loss or impaired function resulting in reduced 

mobility or feeling‖ (American Spinal Injury Association, 2011). 
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2.1 The Therapeutic Rapport  

The term rapport is a connection and consistent relationship in which the individual or 

group understands each other's feelings or ideas and communicates easily. A study by 

Tickle-Degnen (2011) revealed that the nature of the rapport can be understood if a 

rapport experiment is experienced, through the language we use to communicate 

regularly.  

A meta-analytic study by Jones (2016) revealed that non-verbal relationships and three 

interrelated elements are associated with the nature of rapport: mutual attention, 

positivity, and coordination. 

A study by Fuentes (2014) found that therapeutic relationships, which are related to 

functional outcome of interventions and also provide an updated definition: Therapist and 

client build together a rapport and trustworthy connection that involves collaboration, 

communication, empathy, respect and mutual understanding. 

Similarly, Taylor (2014) revealed that the central aspects of therapeutic relationships are 

based on career-oriented practices. High therapeutic rapport helps the client to maintain 

collaboration with therapists and support to see a new life. 

A few years ago Therapeutic Relationship was common and practiced, but now a day it 

has become highly effective. Therapeutic Rapport is considered as High Therapeutic 

Rapport. In addition, Tickle-Degnen (2011) found that high therapeutic rapport is the 

interaction between the client and therapist through mutual experience and behavior. It is 

a favorable interpersonal experience through efficient communication, density and 

enjoyment. It occurs through verbal and nonverbal behavior that involves 

attentiveness,interpersonal coordination and mutual positivity. It is beneficial for the 

client, which improves the performance of client when collaborate with therapists. 

2.2 Mutuality and Therapeutic Rapport 

CHAPTER II:                                               LITERATURE REVIEW                                         
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In the journal of American Occupational Therapy Association (2010) reported that 

according to Occupational Therapy principles, relationship between the client‘s and 

therapist‘s mutuality is new. In early to mid 20 century, friendly and helpful relationship 

is present between therapists and clients. Over a decade later, therapist recognized as a 

role model and an agent of clients. In the current decade, therapist engaged with the client 

during treatment. 

A study by Bennett (2011) found that therapist and client communicate with each other 

by satisfaction and productive way during intervention. Though client and therapist 

relationship has unique qualities but it combined with caring and respect. This 

relationship is a part of therapeutic skill and it helps the client to improve their 

occupational performance. A study by Hall (2010) found that therapeutic relationship 

focuses on integrated client's practices and health, occupation, cultural, physical and 

social contexts. 

A study by Ferreira (2013) revealed that the development of rapport becomes difficult 

when it contributes in the loss or suffering. A study by Crepeau Garren (2011) found that 

high therapeutic rapport is difficult to achieve if client or therapist has no attentiveness, 

responsiveness and positivity. 

2.3 The experience and communication of Therapeutic Rapport 

A study by Tickle-Dignen (2011) found that to determine way of interact with a 

particular client therapist should draw social skills and clinical reasoning. In norms and 

practices there are specific forms of communication which vary in different diversity.  

A study by Fransen (2010) and Crepeau (2011) found that when the therapist work on 

Client Centered, Self-Reflective and Correlation with the Current Clinical Reasoning 

Models it helps the therapist to be sensitive in various verbal and nonverbal purposes 

even it helps to evaluate and regulate appropriate interaction. 



10 

 

A study by Kantartzis, (2010); Pooremamali (2011) and Tickle-Dignen, (2011) found that  

development on rapport can be challenging because of (1) Differences in therapist‘s and 

client‘s norms ,status, culture and social identities. (2) Differences in the structure of the 

society and situations; and (3) Differences in human being when perceived and evaluated. 

Health care research and client autobiographical account, mainly from the literature of 

West Culture, explains the therapist and client relationship qualities in the following 

sections and how these qualities affect the therapy process and results. 

 Therapist Concentration and Attentiveness 

A study by Graves (2017) revealed that several thing works for significant 

relationships: (1) Some non-verbal behaviors of patients used by the physicians, (2) 

Negative facial behaviors, avoid by the physicians, and (3) Patients' talk about their 

symptoms and structural barriers for recovery. Also found that sometimes nonverbal 

communication has been associated with patients' affective satisfaction.  Experience 

of illness positively related with verbal and nonverbal engagement, attentiveness and 

concentration (Frandez, 2017), therapy participation (Crepeau, 2011), satisfaction of 

client (Hall, 2009) and outcomes of occupational performance (Ardito, 2011). 

A study by Bennett, (2011) found that active behavior involves classifying the body 

and eye contact, it helps the therapist to observe the client and understand the client‘s 

emotions appropriately. Also found that therapist show concern for client by listening 

clientwords attentively. 

A study by Crepeau and Garren (2011), Besley (2011) reported that when clients‘ talk 

about his or her life, illness and the intervention experience therapist should pay 

attention to the client and listen carefully. If therapists are not familiar with the 

clients‘ values and disparity during therapy, the clients‘ may be unseated in the 

therapy session. 

A study by Bachelor (2013) found that therapists usually experienced loss their 

mental peace and it appears conflict  between therapists and patients. 

One study by Rijken (2011) found that clients want to take their own decision by 

comparing between basic medical home care and occupational performance. 
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 Client Concentration and Attentiveness 

The clientshould listen carefully when a therapist talking to him/her in therapy 

session. Because it‘s important for client better outcome. A study by Lequerica 

(2009) showed that  poor attention to therapist may hamper clients outcome and also 

revealed that clients who have  pathological conditions such as traumatic brain 

damage or anxiety, cannot attentively  engage with the therapist.  

A study by Hovey (2012) found that attention capacity of  clients with brain injury 

and development of a good therapeutic relationship represents a positive relationship 

between them.  

A study by Fernandez (2017) showed that clients active engagement in therapy 

session help them to complete their therapeutic programs and also help them to get a 

better outcome in occupational performance. 

 

 Therapist Communication and Interpersonal Coordination 

In this world every person is unique. Burke, (2010); Crepeau, (2011) shown that it is 

not possible for the most attentive therapist and clients to completely understand each 

others experiences or role and responsibility. However, they can maximize their point 

of view by using verbal and nonverbal communication. 

A study by Hall (2009) in this study showed that,after focusing attention on the client, 

the next step is to explain the verbal and nonverbal behavior of the client properly. 

Because it‘s related to the therapeutic relationship. 

Chartrand (2009) revealed that if client cannot give verbal opinion because of 

impairment, therapist should learn about the clients feeling and reflect it by their own 

emotions. And also found that therapist and client feeling may be similar because 

they simply imitating each other‘s body movements and facial expressions. For 

example, During working with a client with stooped posture, this is likely to happen 

therapist may develop this posture by imitating to client and starting to feel the 

reaction of the client's physical pattern response. So, it‘s important for therapist be 

aware of these possibilities. 
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Tickle-Degnen, (2011) in this study showed that, after proper explanation of the 

client's message, the next step in effective communication for the therapist is to 

express the feeling and concern so that it is beneficial for the client. 

 

 Client Communication and Interpersonal Coordination 

Gray (2010) in this study showed that clients with neurological condition, have a 

difficulty properly explaining the therapist emotion or social behavior. Chartrand 

(2009) in this study showed that clients with a receptive form of aphasia, have a 

difficulty to understand the therapist speech. Therapist should try to communicate 

with these clients. 

Tickle-Degnen (2011) in this study found that clients with problems of motor 

expression such as right brain damage and Parkinson‘s disease, have a difficulty to 

explain their emotions.  

Hall (2010) in this study revealed that client able to express their emotions verbally 

and when talking about meaningful activities they prefer quite. 

 

 Therapist Enjoyment and Positivity 

A study by Roter (2011) revealed that the positive feelings, respect and warmth is the 

elements of therapeutic relationship. 

Ardito (2011) in this study showed that the behaviour such as leaning forward and 

natural smiles of enjoyment that express warmth and liking. 

A study by Bennett (2011) showed that therapists positive expression towards the 

clients arises from the true feelings of respect and care. 

Chartrand (2009) in this study showed that Occupational therapists strongly support 

entertainment such as jokes, joke books and shaving cream fights, despite having 

positive therapeutic effects, it is associated with a respectable relationship. 

 

 Client Enjoyment and Positivity 



13 

 

Taylor (2009) in this study revealed that Occupational therapist inform that they feel 

good when they get good comments from client and they enjoying that memory. Also 

found that client enjoyment and pleasure are not uncommon. 

A study by Rolfe (2014) showed that therapist enjoy client who are showing interest 

and enjoyment. Also found that ethics and professionalism encourage practitioners to 

react with minor reactions to unexpected client behavior and not to take harassment 

and harmful behavior. Asking the client about their enjoyable events in their life, they 

express more about it rather than asking them about frustration. 

2.4 Effectiveness of high Therapeutic Rapport 

Attention, coordination and positive client-therapist interaction may have a beneficial 

effect on the client health and occupational performance outcome include the following: 

 To develop interaction skill, it‘s important to focus on activity problem, give 

importance on necessary information, develop trust in the therapist and therapy process 

and provide motivational support to solve the problem (Radomski, 2011; Tickle-Degnen, 

2011). 

 The interaction helps to improve the client physical and emotional health by giving 

attention and effort on client occupation (Chartrand, 2009). The positive therapeutic 

relationship have many beneficial health effects such as direct effects on client 

physiological and immune functioning and indirect effects on health intervention 

(Arbuthnott, 2009). 

 The interaction helps to improve occupational performance (Hall, 2010). Therapists 

communicate their expectations for the client's progress, so that the client's actual 

performance is consistent with that expectation. Warm, respectful and communicative 

behavior can be help the clients to ensure that they are capable and valuable people. If 

client have self-confident, it help them to improve their performance (Chartrand, 2009) 
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2.5 Importance of developing a high therapeutic rapport  

The goal of developing a good rapport is to improve chances for a successful outcome 

with developing mutual trust and respect the client so that client feel safe. To develop a 

good rapport, therapist should demonstrate empathy and understanding. Rijken, (2011) in 

this study revealed that therapeutic relationship begin to develop within first session and 

achieved with in first three to five session.  

In other study by Block (2010) in this study found that therapist and client introduce each 

other in their first meeting. On the basis of their cultural aspect, they show their polite 

behavior with their valuable and most likeable indentities. In first meeting client may 

bring their private information to the therapist but respect, trust and therapeutic 

relationship continue to be grow over time. 

Tickle-Degnen (2011) in this study show that it is not mandatory that the relationship 

should be develop in such a way. Also found that these bonds also maintain mutual 

interaction in a short time, as well as maintain long-term interaction with extended 

periods. Therapeutic relationship development depends on therapists‘ and Clients‘ 

qualities and conditions. 

Crepeau & Garren, (2011) in this study showed that in therapeutic relationship, client and 

therapist find out different pattern to relate each other. They shifting the pattern between 

therapeutic work and socialization that provide time for rest and value the client- 

therapist relationship. 

Cohon (2010) in this study  therapist should be learn how to make  adaptations through 

feedback from supervisors, colleagues, client and reflection of self. 

2.6 Therapist Guidelines for Facilitating the Development of High 

Therapeutic Rapport 

1. To create conditions that help to increase attention and concentration: 
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▪ In the therapy session, reduce all kind of elements that hamper the client attention 

and that feel the client embrace.  

▪ For seeing and listening of each other clearly, therapists and client‘s body position 

must be maintained. 

▪ Give time to client so that they can participate in meaningful activity that are 

important for them.  

2. To create conditions that increase communication and interpersonal coordination: 

▪ To express client emotions and thoughts  support is needed.  

▪ Always should be open and sensitive to client verbal and nonverbal messages. 

▪ Therapist must express the clear emotions and thoughts that are consistent with the 

needs and goals of the client. 

▪ Therapist should check to make sure that interpreting each other accurately. 

▪ Therapist should create a challenging, interesting, and effective interaction for the    

client. 

▪ Therapist should involved the client in goal development and intervention planning 

3. To create conditions that  enjoyment and positivity: 

▪ Every interaction therapist should find a satisfying and fulfilling aspectwith a client. 

▪ To go through the verbal and non verbal behavior therapist must express genuine 

concern and caring for the client. 

▪ Solve the  personal problems and outside matters when therapist interact with the 

client. 

▪ Engage the client in those activities which are enjoyable for them. 

▪ When client do frustrating activities, therapist should provide the client time for rest 

and recovery their off-task. 

▪ Find out the sources of client‘s negativity and respond properly.  

▪ Therapist should manage negative and different opinion issues to develop 

collaborative relationships with the client. 
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A study by Safran (2011) found that therapists responsibility is to enhance the 

development of rapport, where guidelines support them. Clients and therapists can 

experience negative emotions and threaten to ―rupture‖ their rapport and their working 

alliance in the therapy sessions 

Raijken (2011) found in psychotherapy that if the patients and therapists turns more from 

―repairs‖ to rupture then their outcomes are more successful. Some rupture repair 

strategies are adapted to occupational therapy for physical dysfunction from the 

suggestions of Safran, Muran, and Eubanks-Center are as follows: 

● Whatever the problem they arise be attentive to them. 

● Always open for disagreement or negative emotions from clients. 

● Talk straight forward and remain non defensive about disagreements and problems. 

● Try to prove the actual truth about negative feelings or discrimination of opinions 

from clients. 

● Use clinical reasoning and client collaboration to deal with the causes of rupture 

without intervention in exploring the rupture and thus to change the intervention targets 

as necessary help. 

A study by Corso (2012) found that therapeutic relationship work as like till the end of 

achieving goals or when no more services needed for the client. As discharge approaches 

therapist should work in such a way like client does not feel abandoned. So therapists 

should actively and appropriately transform their relationship  

2.7 Ethics and the Therapeutic Relationship 

There are four principles of Occupational Therapy Code of Ethics (AOTA, 2010) that are 

most relevent to the theraputic relationship are the following below: 

Principle 1 (Beneficence): Occupational Therapy Personnel Shall Demonstrate a 

Concern for the Well-being and Safety of the Recipients of Their Services 



17 

 

The term Beneficence refers to kindness, humanity, and actions that benefit others 

(Tickle-Degnen, 2011). There is no moral obligation to negotiate with clients, it is 

essential for the welfare of the service providers and to express concern, which is in line 

with the establishment of high therapeutic relationships with the client. Examples of 

beneficence include protect the rights of others, helping the person who have disability. 

For the maximum benefit, the physician will be used in the current practice and research, 

until the needs and goals of the client are met, or until the changes are made for the 

services. The benefits of the services have to be collaborate with the client. A therapist 

works to create rapport with client and the realizes that his or her own belief is strong 

enough and is important for occupational work, which is never equivalent to the client's 

perception, especially for those therapists who differs from the culture and backgrounds 

(Kantartzis, 2010; Tickle-Degnen, 2011). 

Principle 2 (Nonmaleficence): Occupational Therapy Personnel Shall Intentionally 

Refrain from Actions That Cause Harm 

Nomaleficence means prevent from using those activity that cause harm to others 

(Kantartzis, 2010). The Negative client outcome may bring negative feelings for 

therapists. If the client is unable to overcome negative feelings, the therapist should 

consider changing jobs or clinical specialists, which can usually be seen in a setting or 

specialized field. After a sincere but failed attempt to support high therapeutic rapport, 

the therapist may refer to the client who specializes in this case as a therapist (Hall, 

2010). An element of this principle is that not harrase the client by sexually, physically, 

mentally, financially, socially or in any other way. Friendly and consistent relationships 

can be created if therapist can ensure how to determine friendly relationship with 

professional boundaries, which do not involve mutual dependence of close friends, 

effectiveness and very close personal friendship.  

Principle 3 (Autonomy and Confidentiality): Occupational Therapy Personell Shall 

Respect the Right of the Individual to Self-determination 
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Autonomy refers to treat the client according to their desires (Bray, 2010). It is important 

to cooperate with their best expertise to determine the goals and priorities of clients 

during the intervention, with significant others and carers. Coordinated cooperation 

requires the therapist to inform the nature of the client intervention, risk, and potential 

consequences where the clients have the opportunity to offer, or  reject, or reject the 

services component. Therapist communicates and understands the need to help 

cooperatively. 

Collaboration decisions are not given by external pressure, due to the active feeling of 

client's personal control and responsibilities. 

Other elements of this principle are confidential. During high therapeutic relationships, 

the client can tell the therapist about confidential matters. Therapist should protect the 

private information without discussing inappropriate context. For example taking with 

client about their private information in front of colleague. 

Principle 4 (Social Justice): Occupational Therapy Personell Shall Provide Services 

in a Fair and Equitable Manner 

Justice relates to the fair and proper treatment of persons (Kantartzis, 2010). All 

therapists are asked to maintain proper and fair treatment responsibilities for all clients, to 

ensure common tradition and to keep the occupational responsibilities of the profession in 

order to assist in providing equitable services to all individuals. Some therapists may 

have a fear or negative attitude about a particular client group. Despite this feeling, based 

on the development of therapeutic relationships, therapists should provide impartial 

service and effective health promotion. Therapists should understand how the issues 

related to economic status, age, ethnicity, race, geography, disability, marital status, 

sexual orientation, gender, gender identity, religion, culture and political affiliation can 

be affected by the services. 
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Figure 3.1: Conceptual Framework 
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3.2 Study Design 

Investigator used cross-sectional quantative research design to know the experiences of 

client and Occupational Therapist about the relationship that they formed during 

rehabilitation. Cross-sectional study design is a type of observational study design. Cross-

sectional designs are used for population-based surveys. These studies can usually be 

conducted relatively faster and are inexpensive (Setia, 2016). 

3.3 Study Population 

Study population is the client who suffers from spinal cord injury problems and Clinical 

Occupational Therapists and intern Occupational Therapist in the SCI unit. 

3.4 Study Setting 

This quantative study was conducted in Centre for the Rehabilitation of the Paralysed  in 

SCI unit at savar. 

3.5 Study Period 

The period of this study was from September, 2018 to February 2019.  

 

3.6 Sample Size 

This study sample size is n=70 (57 client and 13 therapist). Who was fulfill the inclusion 

criteria of this study. Findings the appropriate number of people and types of people to 

take part in study called sampling (Hicks, 2000). 

3.7 Inclusion And Exclusion Criteria 

Inclusion criteria 

o Both male and female clients who receive therapy from SCI unit (at least 1 month 

therapy session). 
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o Clinical Occupational Therapists, Occupational Therapy Assistant and intern 

Occupational Therapist in the SCI unit. 

Exclusion Criteria 

o Patients who are newly admitted in the SCI unit. 

o Those who are unwilling to participate 

3.8 Sampling Techniques 

Purposive sampling method is used in quantative studies to study about experienced of a 

specific population by using specific selection criteria. To study Client-Therapist 

Relationship, a purposive sampling method was used to identify experience of clients in 

Rehabilitation.    

3.9 Data Collection Tools/Materials 

o Paper and pen were used to write down the observation note or any other 

information that was obvious needed to research study.   

o Printed copy of information sheet   

o Printed copy of consent form   

o Clip board   

o Data will be collected by using ―Barrett-Lennard Relationship Inventory: Form 

DW–64 (Bangla version) Scale‖ 

3.10 Data Collection Methods 

The approval was taken from the Institutional Review Board of the Bangladesh Health 

Professions Institute. At first participant was informed about the consent form through 

information sheet. Information which is related to the research such as aim, purpose was 

explained before starting data collection. The participant was given information sheet and 

consent form which was explained by researcher. Participants had an opportunity to ask 

question. They signed the consent form when they were unable their caregiver did this 

and researcher collected demographic information for the participant and complete a 

structured questionnaire which may need half an hour to fill. All data was collected 
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through face-to-face interview by using a structured research question and researcher 

build rapport with participant to collect accurate data. 

 

3.11 Data Management And Analysis 

In this research, descriptive statistics was calculated by demographic and factors of 

relation inventory. Descriptive statistics are those that describe, organize and summarize 

the data and include think as frequencies, percentages, and description of central 

tendency and descriptive of relative relation. All data was managed through data entry 

and analysis was performed using the Statistical Package for Social Science (SPSS) 

version 20, by using descriptive statistic method, dimension reduction (use for 

exploratory factor analysis) and Microsoft excels spreadsheet. The presentation of data 

was organised in SPSS and in Microsoft Office Word. All data input were given within 

the variable of SPSS. Specific findings were described in bar, pie chart and in different 

tables which were easily understandable for reader. The chi-square test (𝑥 )also called 

Pearson‘s chi-square test of association, was used to discover if there is an association  

between two categorical variables. The exploratory factor analysis test, was used to 

identify the relationship between measured variables. The Intraclass Correlation 

Coefficient (ICC) was used to determine the level of relationship between patients‘ and 

therapist during rehabilitation. Finally, a one-way ANOVA test was used to determine the 

effect of the therapists years of working experience on patients‘ perception. 

3.12 Quality Control & Quality Assurance 

All data collection was accurately done with the concern of respective supervisor and 

follow all instructions. Before use the test, ensure that the using methods which have 

been validated as fit for the purpose. 

Before starting the data collection, field test was conducted with four participants (three 

client and one Occupational Therapist). Before the time of final data collection, it was 

necessary to conduct a field test to help the researcher for purifying the data collection 
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plan and also justify the reliability and validity of the questioner fit the participants. From 

the field test the researcher was aware about which part of the question participant found 

difficulty or they did not understand properly. By doing this researcher got chance to 

rearrange the questionnaires to make it more understableand more clear for the 

participants. 

3.13 Ethical Considerations 

According to Nuremberg code (1947) and Helsinki act (1975) , there are some ethical 

consideration for all type of research such as medical and social research (WHO, 2001).  

The researcher  maintained some ethical considerations according to Nuremberg code 

(1947) and Helsinki act (1975) these are given below:   

• The investigator took the permission from Bangladesh Health Professions 

Institute (BHPI), the academic institute of CRP-BHPI/IRB/10/18/1234 has 

been reviewed and approved. 

• The investigator took the permission of OT department of Savar CRP for 

data collection.   

• The participants was informed before to invite her participation in the study. 

A written consent form which has written in Bangla used to take the 

permission of each participants of the study.   

• All participants were informed properly about the aim of the study and 

tentative results of the study. 

• All kinds of confidentiality were highly maintained ad data of the 

participants were stored securely. 

• The researcher was ensured not to leak out any type of confidentialities.   

• The Participants were allowed to leave from the study at any time. 

• All participants were informed properly about the right to acess in all 

information and how there data will be used in future. 

• The research was conducted by avoiding the participants physical/mental 

suffering. 
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• The researcher was ensured that the questions that used for data collection 

should not be misleading and avoiding all types of biasness.  
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4.1 Socio-demographic characteristics of the participants (N=70) 

Variables Frequency 

(n) 

Percentage 

(%) 
Age of  Participants (Client) 

15-25 years 20 35 
26-35 years 20 35 

36-45 years 10 18 

46-56 years 7 12 

Mean±SD 32.12 ±11.929  

Minimum 18  

Maximum 55  

Sex of Participants (Client) 

Male  48 84 

Female 9 16 

Marital Status of Participants (Client) 
Married 39 68 

Unmarried 18 32 

Leaving Area of Clients 
Rural 52 91 

Urban 5 9 

Level of Education of Client 

Primary school 9 15 

Secondary school 19 33 

High school 5 9 

Graduation completed 5 9 

Above graduation 1 2 

Illiterate 18 32 

Cause of Injury 

Fall from height 23 40 

Overload on the body 19 33 

Road accident 12 21 

Others 3 5 

Condition of Clients 
Paraplegic 37 65 

Tetraplegic 20 35 

Usage of Assistive Device 
Yes 57 100 

CHAPTER IV:                                                                           RESULT 
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No 0 0 

Occupation of Client 
Govt service holder 1 1.8 

Non Govt service holder 1 1.8 

Day labor 8 14 

Worker 27 47.5 

Businessman 5 8.8 

Engineer 1 1.8 

Housewife 3 5.3 

Student 11 19 

 

Table-I: Socio-demographic characteristics of the participants (Client) 

 
 

Variables Frequency 

(n) 

Percentage 

(%) 
Age of Participants (Therapist) 
20-30 years 8 61.5 

31-40 years 5 38.5 

Mean±SD 27.46±4.156  

Minimum 22  

Maximum 35  

Sex of Participants (Therapist) 

Male 10 77 

Female 3 23 

Marital Status of Participants(Therapist) 

Married 11 85 

Unmarried 2 15 

Leaving area of Participants (Therapist) 
Rural 2 15 

Urban 11 85 

Experience of Participants (Therapist) 

<5 years 8 61.5 

≥5 years 5 38.5 

 

Table-II: Socio-demographic characteristics of the participants (Therapist) 
 

 

Table-I shows that, out of 57 participantnts  of  Spinal Cord Injury clients, 35% (n=20) 

participants were 15-25 years old and 35% (n=20) participants were 26-35 years old, 18% 

(n=10) participants were 36-45 years old and finally 12% (n=7) participants were 46-56 
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years old. The study had counted both males and females according to subject matter of 

study. In client, 84% (n=48) were males and 16% (n=9) were females. The numbers of 

male participants were higher than females. Out of 57 participants of clients, 68% (n=39) 

were married and 32% (n=18) were unmarried. Out of 57 participants of clients, 91% 

(n=52) were leaved in rural area and 9% (n=5) were leaved in urban area. Out of 57 

participants of clients, 15% (n=9) were passed primary school, 33% (n=19) were passed 

secondary, 9% (n=5) were passed high school, 9% (n=5) were completed graduation, 2% 

(n=1) was completed above graduation and 32% (n=18) were illiterate. In clients, 40% 

(n=23) were injured by fall from height, 33% (n=19) were injured by road accident, 21% 

(n=12) were injured by overload on the body, 5% (n=3) were injured by other reason. Out 

of 57 participants of clients, 65% (n=37) were paraplegic SCI and 35% (n=20) were 

tetraplegic SCI. 100% (n=57) of client were used assistive device. 57 participants of 

clients, 1.8% (n=1) were govt service holder, 1.8% (n=1) were non govt service holder, 

14% (n=8) were day labor, 47.5% (n=27) were worker, 8.8% (n=5) were businessman, 

1.8% (n=1) were engineer, 5.3% (n=3) were housewife and 19% (n=11) were student. 

 

And Table-II shows that, out of 13 participants a significant number of Occupational 

Therapists, 61.5% (n=8) participants were 20-30 years old, 38.5% (n=5) participants were 

31-40 years old. Out of 13 participants of Therapists, 77% (n=10) were females and 23% 

(n=3) were males. The numbers of female participants were higher than males. Out of 13 

participants of therapists, 85% (n=11) were married and 15% (n=2) were unmarried. Out 

of 13 participants of therapists, 91% (n=11) were leaved in rural area and 8% (n=2) were 

leaved in urban area. 13 participants of therapist, 61.5% (n=8) were have <5 years of 

experience and 38.5% (n=5) were have ≥5 years of experience. 
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4.2 Length of Relation of Clients with Occupational Therapist 

The figure 4.1 represents that out of 57 participants of clients, 35.1% (n=20) have two 

month, 28.1% (n=16) have three month, 26.3% (n=15) have one month and 10.5% (n=6) 

have four month therapeutic relationship with their occupational therapist during 

rehabilitation. 

 

Figure 4.1: Length of Relation of Clients with Occupational Therapist 

4.3 The association between demographic factor (age, sex, length of relation 

and experience of therapist) and Relationship factors (positive and negative).    

In this study shows the association between demographic factor of client (age, sex, length 

of relation and experience of therapist) and Relationship factors (positive and negative). 

Chi-square test was performed to show the association between these variables.   

There was no significant association between age and Relationship factors. Positive items 

of Level of regard was (n=57, χ2=40.05, P<.423), Empathy was (n=57, χ2=50.07, 

P<.391), Unconditionality was (n=57, χ2 =32.04, P<.867) and performance was (n=57, 

χ2 =35.08, P<.649). (Table-III)  
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Table-III: Association between client age and relationship factor (positive) 

Component Age of Client 

 15-25 26-35 36-45 46-56 χ2 value p-value 

Level of regard 35.1% 

(n=20) 

35.1% 

(n=20) 

12.3% 

(n=7) 

17.5% 

(n=10) 

40.05 .423 

Empathy 35.1% 

(n=20) 

35.1% 

(n=20) 

12.3% 

(n=7) 

17.5% 

(n=10) 

50.07 .391 

Unconditionality 35.1% 

(n=20) 

35.1% 

(n=20) 

12.3% 

(n=7) 

17.5% 

(n=10) 

32.04 .867 

Congruence 35.1% 

(n=20) 

35.1% 

(n=20) 

12.3% 

(n=7) 

17.5% 

(n=10) 

35.08 .649 

Here P vaue = >0.05, so it shows no significant association. 

Negative items of Level of regard was (n=57, χ2=36.11, P<.943), Empathy was (n=57, 

χ2=56.88, P<.368), Unconditionality was (n=57, χ2 =46.37, P<.540) and performance 

was (n=57, χ2 =43.63, P<.530). (Table-IV)  

Table-IV: Association between client age and relationship factor (negative) 

Component Age of Client 

 15-25 26-35 36-45 46-56 χ2 value p-value 

Level of regard 35.1% 

(n=20) 

35.1% 

(n=20) 

12.3% 

(n=7) 

17.5% 

(n=10) 

36.11 .943 

Empathy 35.1% 

(n=20) 

35.1% 

(n=20) 

12.3% 

(n=7) 

17.5% 

(n=10) 

56.88 .368 

Unconditionality 35.1% 

(n=20) 

35.1% 

(n=20) 

12.3% 

(n=7) 

17.5% 

(n=10) 

46.37 .540 

Congruence 35.1% 

(n=20) 

35.1% 

(n=20) 

12.3% 

(n=7) 

17.5% 

(n=10) 

43.63 .530 

Here P vaue = >0.05, so it shows no significant association. 

Positive items of Level of regard was (n=57, χ2=9995, P<.694), Empathy was (n=57, 

χ2=12.920, P<.679), Unconditionality was (n=57, χ2 =10.025, P<.760) and performance 

was (n=57, χ2 =13.350, P<.421). (Table-V)  
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Table-V: Association between client sex and relationship factor (positive) 

Component Sex of Client 

 Male Female χ2  value p-value 

Level of regard 84.2% 

(n=48) 

15.8% 

(n=9) 

9.995 .694 

Empathy 84.2% 

(n=48) 

15.8% 

(n=9) 

12.920 .679 

Unconditionality 84.2% 

(n=48) 

15.8% 

(n=9) 

10.025 .760 

Congruence 84.2% 

(n=48) 

15.8% 

(n=9) 

13.350 .421 

Here P vaue = >0.05, so it shows no significant association. 

Negative items of Level of regard was (n=57, χ2=20.444, P<.252), Empathy was (n=57, 

χ2=15.510, P<.627), Unconditionality was (n=57, χ2 =21.861, P<.148) and performance 

was (n=57, χ2 =23.532, P<.073). (Table-VI)  

Table-VI:Association between client sex and relationship factor (negative) 

Component Sex of Client 

 Male Female χ2  value p-value 

Level of regard 84.2% 

(n=48) 

15.8% 

(n=9) 

20.444 .252 

Empathy 84.2% 

(n=48) 

15.8% 

(n=9) 

15.510 .627 

Unconditionality 84.2% 

(n=48) 

15.8% 

(n=9) 

21.861 .148 

Congruence 84.2% 

(n=48) 

15.8% 

(n=9) 

23.532 .073 

Here P vaue = >0.05, so it shows no significant association. 

Positive items of Level of regard was (n=57, χ2=45.30, P<.226), Empathy was (n=57, 

χ2=61.15, P<.096), Unconditionality was (n=57, χ2 =36.23, P<.721) and performance 

was (n=57, χ2 =37.56, P<.536). (Table-VII)  
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Table-VII:Association between client Length of relation and relationship factor 

(Positive) 

Component Length of relation 

 One 

month 

Two 

month 

Three 

month 

Four 

month 

χ2  value p-value 

Level of regard 26.3% 

(n=15) 

35.1% 

(n=20) 

28.1% 

(n=16) 

10.5% 

(n=6) 

45.30 .226 

Empathy 26.3% 

(n=15) 

35.1% 

(n=20) 

28.1% 

(n=16) 

10.5% 

(n=6) 

61.15 .096 

Unconditionality 26.3% 

(n=15) 

35.1% 

(n=20) 

28.1% 

(n=16) 

10.5% 

(n=6) 

36.23 .721 

Congruence 26.3% 

(n=15) 

35.1% 

(n=20) 

28.1% 

(n=16) 

10.5% 

(n=6) 

37.56 .536 

Here P vaue = >0.05, so it shows no significant association. 

Negative items of Level of regard was (n=57, χ2=58.61, P<.216), Empathy was (n=57, 

χ2=55.03, P<.435), Unconditionality was (n=57, χ2 =40.91, P<.756) and performance 

was (n=57, χ2 =54.43, P<.158). (Table-VIII)  

Table-VIII: Association between client Length of relation and relationship factor 

(negative) 

Component Length of relation 

 One 

month 

Two 

month 

Three 

month 

Four 

month 

χ2  value p-value 

Level of regard 26.3% 

(n=15) 

35.1% 

(n=20 

28.1% 

(n=16) 

10.5% 

(n=6) 

58.61 .216 

Empathy 26.3% 

(n=15) 

35.1% 

(n=20 

28.1% 

(n=16) 

10.5% 

(n=6) 

55.03 .435 

Unconditionality 26.3% 

(n=15) 

35.1% 

(n=20 

28.1% 

(n=16) 

10.5% 

(n=6) 

40.91 .756 

Congruence 26.3% 

(n=15) 

35.1% 

(n=20 

28.1% 

(n=16) 

10.5% 

(n=6) 

54.43 .158 

Here P vaue = >0.05, so it shows no significant association. 
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Positive items of Level of regard was (n=57, χ2=10.887, P<.208), Empathy was (n=57, 

χ2=10.887, P<.453), Unconditionality was (n=57, χ2 =8.071, P<.326) and performance 

was (n=57, χ2 =10.183, P<.252). (Table-IX)  

Table-IX: Association between therapist age and relationship factor (Positive) 

Component Age of Therapist 

 20-30 31-40 χ2  value p-value 

Level of regard 61.5% 

(n=8) 

38.5% 

(n=5) 

10.887 .208 

Empathy 61.5% 

(n=8) 

38.5% 

(n=5) 

10.887 .453 

Unconditionality 61.5% 

(n=8) 

38.5% 

(n=5) 

8.071 .326 

Congruence 61.5% 

(n=8) 

38.5% 

(n=5) 

10.183 .252 

Here P vaue = >0.05, so it shows no significant association. 

Negative items of Level of regard was (n=57, χ2=10.183, P<.252), Empathy was (n=57, 

χ2=8.775, P<.269), Unconditionality was (n=57, χ2 =13.000, P<.112) and performance 

was (n=57, χ2 =10.183, P<.336). (Table-X)  

Table-X: Association between therapist age and relationship factor (negative) 

Component Age of Therapist 

 20-30 31-40 χ2  value p-value 

Level of regard 61.5% 

(n=8) 

38.5% 

(n=5) 

10.183 .252 

Empathy 61.5% 

(n=8) 

38.5% 

(n=5) 

8.775 .269 

Unconditionality 61.5% 

(n=8) 

38.5% 

(n=5) 

13.000 .112 

Congruence 61.5% 

(n=8) 

38.5% 

(n=5) 

10.183 .336 

Here P vaue = >0.05, so it shows no significant association. 

Positive items of Level of regard was (n=57, χ2=10.183, P<.252), Empathy was (n=57, 

χ2=13.000, P<.230), Unconditionality was (n=57, χ2 =6.428, P<.491) and performance 

was (n=57, χ2 =9.244, P<.322). (Table-XI)  
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Table-XI: Association between Therapist sex and relationship factor (positive) 

Component Sex of Therapist 

 Male Female χ2  value p-value 

Level of regard 31.1%  (n=3) 76.9% (n=10) 10.183 .252 

Empathy 31.1%   (n=3) 76.9% (n=10) 13.000 .230 

Unconditionality 31.1%   (n=3) 76.9% (n=10) 6.428 .491 

Congruence 31.1%   (n=3) 76.9% (n=10) 9.244 .322 

Here P vaue = >0.05, so it shows no significant association. 

Negative items of Level of regard was (n=57, χ2=9.244, P<.322), Empathy was (n=57, 

χ2=4.550, P<.715), Unconditionality was (n=57, χ2 =7.367, P<.498) and performance 

was (n=57, χ2 =13.000, P<.163). (Table-XII)  

Table-XII:Association between therapist sex and relationship factor (negative) 

Component Sex of Therapist 

 Male Female χ2  value p-value 

Level of regard  31.1%   

(n=3) 

76.9% (n=10) 9.244 .322 

Empathy 31.1%    

(n=3) 

76.9% (n=10) 4.550 .715 

Unconditionality 31.1%    

(n=3) 

76.9% (n=10) 7.367 .498 

Congruence 31.1%    

(n=3) 
76.9% (n=10) 13.000 .163 

Here P vaue = >0.05, so it shows no significant association. 

Positive items of Level of regard was (n=57, χ2=10.887, P<.208), Empathy was (n=57, 

χ2=10.887, P<.453), Unconditionality was (n=57, χ2 =8.071, P<.326) and performance 

was (n=57, χ2 =10.183, P<.252). (Table-XIII)  

 

 



34 

 

Table-XIII: Association between therapist experience of therapist and relationship factor 

(Positive) 

Component Experience of Therapist 

 <5 years ≥5 years χ2  value p-value 

Level of regard 61.5% 

(n=8) 

38.5% (n=5) 10.887 .208 

Empathy 61.5% 

(n=8) 

38.5% (n=5) 10.887 .453 

Unconditionality 61.5% 

(n=8) 

38.5% (n=5) 8.071 .326 

Congruence 61.5% 

(n=8) 

38.5% (n=5) 10.183 .252 

Here P vaue = >0.05, so it shows no significant association. 

Negative items of Level of regard was (n=57, χ2=10.183, P<.252), Empathy was (n=57, 

χ2=8.775, P<.269), Unconditionality was (n=57, χ2 =13.000, P<.112) and performance 

was (n=57, χ2 =10.183, P<.336). (Table-XIV)  

Table-XIV: Association between therapist experience of therapist and relationship factor 

(negative) 

Component Experience of Therapist 

 <5 years ≥5 years χ2  value p-value 

Level of regard 61.5% 

(n=8) 

38.5% 

(n=5) 

10.183 .252 

Empathy 61.5% 

(n=8) 

38.5% 

(n=5) 

8.775 .269 

Unconditionality 61.5% 

(n=8) 

38.5% 

(n=5) 

13.000 .112 

Congruence 61.5% 

(n=8) 

38.5% 

(n=5) 

10.183 .336 

Here P vaue = >0.05, so it shows no significant association. 

4.4  Highest loading factor responsible for building therapeutic relationship 

among client and therapist. 
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The factor loading for the four-factor, exploratory analysis are presented in Table-XV for 

client and Table-XVI for therapist. As is clearly revealed in the Table (XV & XVI), four 

well-defined factors emerged. It should be noted that in Table-XV, there are one negative 

loading on first factor, seven negative loading on second factor, four negative loading on 

third factor and three negative loading on fourth factor. In Table-XVI, there are three 

negative loading on first factor, three negative loading on second factor, two negative 

loading on third factor and no negative loading present on fourth factor. These loading 

correspond to the negatively worded items on the original subscales and hence, the 

negative loading indicate that the items loaded in the direction intended by the 

instrument‘s developer. In reality, all of the original items loaded in the direction 

intended by Barrett-Lennard. 

In Table-XV, Factor I contains 15 of 16 original level of regard items  loaded above .30 

criterion. Only one (#49)  regard items does not show any loading because  loaded below 

.30 criterion. Only one (# 9) regard items had a substantially higher loading . Factor I 

clearly labled as level of regard. Table-XV also shows that  Factor II contains all 16 

original empathy items loading above .30 criterion. Only one (# 42) empathy items had a 

substantially higher loading. Factor III contains all 12 of 16 original unconditionality 

items loading above .30 criterion. Only four (#15, #35,#39, #47)  unconditionality items 

does not show any loading because  loaded below .30 criterion that indicated the weak 

relationship.  Only one (# 3) unconditionality items had a substantially higher loading. 

Factor IV contains all 12 0f 16 original congruence items loading above .30 criterion. 

Only four (#16, #28, #52, #60) congruence items does not show any loading because 

loaded below .30 criterion that indicated the weak relationship. Only one (# 4) 

congruence items had a substantially higher loading. Overall, 50 of the 64 original items 

loaded above .30. Four items had a substantially higher loading. The four derived factors 

accounted for 39.05% of the total variance.  

In Table-XVI, Factor I contains 14 of 16 original level of regard items  loaded above .30 

criterion. Only two (#1, #17) regard items does not show any loading because loaded 

below .30 criterion. Only one (# 57) regard items had a substantially higher loading. 
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Factor I clearly labled as level of regard. Table-XVI also show that Factor II contains all 

16 original empathy items loading above .30 criterion. Only one (# 34) empathy items 

had a substantially higher loading. Factor III contains all 14 of 16 original 

unconditionality items loading above .30 criterion. Only four (#39, #51)  unconditionality 

items does not show any loading because  loaded below .30 criterion.  Only one (# 3) 

unconditionality items had a substantially higher loading. Factor IV contains all 16 

original congruence items loading above .30 criterion. Only one (# 52) congruence items 

had a substantially higher loading. Overall, 61 of the 64 original items loaded above .30. 

Four items had a substantially higher loading. The four derived factors accounted for 

39.03% of the total varience.  

Table-XVII and XVIII contains the five highest-loading items for each factor. Factor I 

items evaluate the clients and therapist perception about their acceptance and affection of 

each other. Factor II items deal with the client and therapist perceptions of how well they 

understand each other, even when they have difficulty to express. Factor III items deal 

with the client and therapist perceptions of how well they respect each other interest and 

without restriction they permit each other activity. Factor IV items deal with perceptions 

of each other openness and honesty about their feelings toward each other.  

In Table-XV, Positive items were show 39 and Negative items were show 16. In Table-

XVI, Positive items were show 51 and Negative items were show 13. Positive items 

explain positive relationship and negative item explain negative relationship. 
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Table-XV: Factor loading above .30 for Items on the Barrett-Lennard Relationship 

Inventory for Client 

Level of regard 

Factors 

Empathy 

Factors 

Unconditionality 

Factors 

Congruence 

Factors 
                 I       II       III      IV               I       II        III      IV                 I       II        III      IV              I        II        III       IV 

Items     Items     Items     Items     
1 — — .75 — 2 — — .61 — 3 — — .71 — 4 — — .79 — 

5 — — .74 — 6 — — .43 — 7 — — — .41 8 — — .60 — 

9 — — — .80 10 — — .60 -.64 11 — .44 — — 12 — — .60 — 
13 — — .54 — 14 — — .57 -.42 15 — — — — 16 — — — — 

17 — — — .61 18 — .43 — — 19 .51 — .52 — 20 — — .53 — 

21 — — — .73 22 -.57 — — — 23 — — — .43 24 — — .43 — 

25 — — .60 — 26 — — .62 — 27 .75 — — — 28 — — — — 

29 — .50 — — 30 — — .47 -.65 31 — -.54 — .60 32 — -.55 — .60 

33 — — — .63 34 — .40 — — 35 — — — — 36 — .45 .42 — 

37 — .54 — — 38 — — — .52 39 — — — — 40 -.67 — — — 

41 .51 .51 — — 42 — .70 — — 43 .63 — — — 44 — .59 — — 

45 -.48 -.41 — — 46 -.47 — — — 47 — — — — 48 .42 .70 — — 

49 — — — — 50 -.60 — — — 51 -.64 — — — 52 — — — — 

53 — — — .63 54 .42 .65 — — 55 — — — -.45 56 -.58 — — — 

57 .48 — — — 58 -.86 — — — 59 -.68 — — — 60 — — — — 
61 .49 .46 — — 62 .47 .41 — — 63 — -.54 — — 64 .51 .46 — — 

 

Table-XVI: Factor loading above .30 for Items on the Barrett-Lennard Relationship 

Inventory for Therapist 

Level of regard 
Factors 

Empathy 
Factors 

Unconditionality 
Factors 

Congruence 
Factors 

             I        II         III     IV                I      II       III         IV                 I      II       III        IV                     I      II      III     IV 

Items     Items     Items     Items     

1 — — — — 2 — — .60 — 3 .75 — — — 4 .43 — .42 — 

5 .81 — — — 6 — — — .51 7 — — .74 — 8 .61 — — — 

9 — .46 — — 10 — .76 — — 11 — .64 — — 12 — .80 — — 

13 — .74 — — 14 — .85 — — 15 — .49 -.58 — 16 — .45 — — 
17 — — — — 18 .45 .77 — — 19 .64 — — — 20 .85 — — — 

21 — — — .77 22 -.53 — — — 23 — — — .65 24 — — .68 — 

25 .49 — .74 — 26 .73 — .62 — 27 — — .60 — 28 — .45 — — 

29 — — — .61 30 — — .48 — 31 — — — .70 32 — — .71 — 

33 — — — .77 34 .89 — — — 35 — .70 — — 36 .75 — — — 
37 .57 — — — 38 -.71 — — .52 39 — — — — 40 — — .49 .72 

41 .79 — — — 42 — .92 — — 43 — .56 — — 44 — .64 — — 

45 — -.61 — .48 46 — .43 — — 47 — .64 — — 48 .50 .82 — — 

49 -.62 — .43 — 50 — .43 .56 .43 51 — — — — 52 — — .86 — 

53 -.86 — — — 54 .74 — — — 55 — .47 — .40 56 — — .47 .58 

57 .88 — — — 58 -.55 -.57 — — 59 .48 -.60 — .44 60 — — .55 — 

61 .71 — .43 — 62 .79 — — — 63 — — .43 .53 64 — — .74 — 
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Table-XVII: Five highest-Loading Items for Each of the Four BLRI Factors for 

Client 

 

 

 

 

 

 

 

 

 

 

 

Factor I:  Level of regard 

Item 

9.We are impatient with each other. 

1.We respect each other as people. 

5.We like and enjoy one another. 

21.We tend to find each other dull and uninteresting. 

23. Either of us can express something that bothers us or that pleases us in the other, without  

changing their feeling toward us. 

Factor II:  Empathy 

42.We can each appreciate exactly how the other one‘s experiences feel to them. 

54.We understand one another. 

26. At times we think that the other feels a certain way, because that‘s the way we feel 

ourselves. 

2.We want to know and understand how the other one sees things. 

10.We generally know exactly what the other one means. 

Factor III: Unconditionality 

27.We like some things about one another, and there are other things we do not like. 

3.The interest we feel together depends on each one‘s actions and words. 

43. Sometimes or in some ways we approve of the other one and there other times or 

different aspects where we distinctly disapprove. 

31. Our attitude toward each other stays about the same: we are not pleased with the other 

one sometimes and critical or disappointed at other times. 

19.We each want the other to be a particular kind of person. 

Factor IV: Congruence 

4. We feel at ease together. 

48. We are openly and freely ourselves in our relationship. 

8.I feel that we put on a role or act with one another. 

12.I feel that we are our real and genuine selves with one another. 

32.Sometimes one or other of us is not at all comfortable but we go on, outwardly ignoring it. 
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Table-XVIII: Five highest-Loading Items for Each of the Three BLRI Factorsfor 

Therapist 

 

 

 

 

Factor I:  Level of regard 

Item 

57.We are truly interested in each other. 

5.We like and enjoy one another. 

41.I feel that each of us really values the other person 

21.We tend to find each other dull and uninteresting. 

33.We just tolerate each other. 

 

Factor II:  Empathy 

42.We can each appreciate exactly how the other one‘s experiences feel to them. 

34.We listen to each other, and usually understand each other‘s whole meaning. 

14.We both look at what the other does, from our individual points of view. 

62.When one of us is upset or hurting, the other one is able to tune in and recognize the other‘s 

feeling exactly without getting really upset. 

18. We usually sense or realize what the other is feeling. 

Factor III: Unconditionality 

3.The interest we feel together depends on each one‘s actions and words. 

7. Either one of us can be ‗up‘ or ‗down‘ in our mood without this changing the other one‘s 

attitude toward us. 

31.  Our attitude toward each other stays about the same: we are not pleased with the other one 

sometimes and critical or disappointed at other times. 

35.If one of us shows anger with the other they become hurt or angry too. 

23. Either of us can express something that bothers us or that pleases us in the other, without 

changing their feeling toward us. 

Factor IV: Congruence 

52. At times our outward response to one another is quite different from the way we actually 

feel underneath. 

20.We speak openly to each other, expressing what we are thinking and feeling as we say it. 

48.We are openly and freely ourselves in our relationship. 

12.I feel that we are our real and genuine selves with one another. 

36.  Each of us is able to express his/her honest impressions and actual feelings with or toward 

the other. 
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4.5 Quality of clients and therapist experience (positive or negative) about the 

relationship that they formed during rehabilitation. 

The figure 4.2 represents that out of 57 participants of clients, 71%  mentioned positive 

relationship and 29% mentioned negative relationship with their therapist. And the figure 

4.3 represents that out of 13 participants, 80%  have positive relationship and 20% have 

negative relationship with their client. 

 

Figure 4.2: Percentage of client relationship. 

 

 
Figure 4.3: Percentage of therapist relationship. 
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4.6 Barrett-Lennard scores, positive and negative factors 

As seen in Table-XIX, both clients (n=57; mean score 2.85± 0.22) and therapists (n=13; 

mean score 2.66±0.40) rated their alliance very positive. Compared to clients perceptions, 

therapists perceived the quality of the working relationship slightly more positive, both 

on the quality of the therapeutic alliance overall, as well as on agreement on treatment 

goals and strategies and the presence of an affective bond separately.  

Table-XIX:  Means of total scores and mean scores of clients and therapist on the Scale, 

positive and negative factors 

scores N Mean of 

total scoresª 

SD Mean 

score   

SD 

Client Overall scale 

score 

57 182.72 ±14.40 2.85 ±0.22 

Therapist Overall scale 

score 

13 170.38 ±26.02 2.66 ±0.40 

Client positive item 

scores 

     

Level of regard 57 73.61 ±18.43 73.61 ±18.43 

Empathy 57 68.49 ±20.38 68.49 ±20.38 

Unconditionality 57 22.51 ±18.09 22.51 ±18.09 

Congruence 57 57.89 ±14.47 57.89 ±14.47 

Therapist positive 

item scores 

     

Level of regard 13 78.21 ±22.44 78.20 ±22.44 

Empathy 13 67.95 ±30.01 67.94 ±30.01 

Unconditionality 13 18.27 ±13.23 18.26 ±13.23 

Congruence 13 53.85 ±27.87 53.84 ±27.87 
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Clientt negative item 

scores 

     

Level of regard 57 55.04 ±29.20 55.04 ±29.20 

Empathy 57 37.59 ±23.53 37.59 ±23.53 

Unconditionality 57 30.56 ±18.60 30.55 ±18.60 

Congruence 57 20.93 ±14.03 20.93 ±14.03 

Therapist negative 

item Scores 

     

Level of regard 13 30.33 ±30.99 30.33 ±30.99 

Empathy 13 24.85 ±18.22 24.84 ±18.22 

Unconditionality 13 39.85 ±28.67 39.84 ±28.67 

Congruence 13 54.85 ±21.95 54.84 ±21.95 

 

ªOverall client scale scores max 210; therapist scale scores  max 208. 

 Measured on a 1–6 point Likert scale, 6 representing an optimal alliance. 

 

4.7 Agreement between clients and therapists perceptions on their working 

alliance 

Agreement between clients and therapist scores Results in Table-XX showed that there 

was good therapeutic relationship (ICC<0.90) between clients and therapists‘ experiences 

during rehabilitation. 

Table-XX: Agreement between clients‘ and therapists‘ perceptions on their working 

alliance. 

Client and Therapist  experience N ICC^a 

Overall scale  70 4.82 

Level of regard 70 3.68 

Empathy 70 2.33 

Unconditionality 70 1.56 
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Congruence 70 6.66 

ªICC<0.90 indicates good therapeutic agreement. 

4.8 Clients perceptions in relation to working experience of therapists  

The number of years of experience working as a therapist ranged from  less than 5 years 

to more than 5 years and was categorised into two similarly sized groups: <5 years 

(61.5%) and ≥5 years (38.5%). The results (Table-XXI) showed that the differences in 

clients perceptions on their working relationship were minimal between these four  

experience categories and were not statistically significant.  

Table XXI: Clients perceptions in relation to working experience of therapists 

Client 

experience 

Years 

experience 

N Meanª SD F(df) p 

Overall scale  <5 years 8 171.88 ±16.62 F(1)=0.04 0.83 

≥5 years 5 173.80 ±12.89 

Level of regard <5 years 8 35.25 ±12.20 F(1)=1.20    0.29 

≥5 years 5 27.60 ±12.26 

Empathy <5 years 8 24.13 ±6.77 F(1)=0.87 0.36 

≥5 years 5 20.40 ±7.30 

Unconditionality <5 years 8 16.75 ±5.47 F(1)=0.01 0.90 

≥5 years 5 17.20 ±7.59 

Congruence <5 years 8 19.63 ±5.95 F(1)=0.43 0.52 

≥5 years 5 17.20 ±7.25 

ªMeasured on a 1–6 point Likert scale, 6 representing an optimal alliance. 
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5.1 Discussion 

The aim of this study was to explore the quality of therapeutic experiences between client 

and occupational therapist that they formed during rehabilitation. Although it was 

realized that the sample size was small; this study provides information about the 

relationship inventory factors that use to determine client and therapist experience 

(positive or/ negative). Total 70 participants were taken in this study period. The study 

population consisted in 57  participants of clients, 84%(n=48) were males and 16% (n=9) 

were females. 13 participants of Therapists, 77% (n=10) were females and 23% (n=3) 

were males.  Here show that in client, most of the participants were males and in 

therapist, most of the participants were females. In client, age ranged from 15 to 56 years 

with a mean age of the patients was 32.12 years. The minimum and maximum ages 

among the participants were 18 years and 55 years. In therapist, age ranged from 2o to 40 

years with a mean age of the therapists was 27.46 years. The minimum and maximum 

ages among the participants were 22 years and 35 years. In this study most of the client 

participants were married (68%) and therapist were (85%), most of the client living rural 

area and therapist urban area (91%), secondary school level of client education (33%), 

paraplegia (65%), and fall from height (40%). The wheelchair users with SCI patients 

were unmarried (32%) and therapist were (15%). 

In this study researcher found that there are no association between socio-demographic 

factors and relationship factors. And investigator  not found any literature for support this 

finding.  

Ganely (1989) informed that the factor solution robustly conformed the original three 

dimensions- Empathy, Regard and Congruence. This analysed based on rating of a 

relationship within the family. These findings, combined with Wampler and powells 

(1982) studies review of marital studies using the BLRI, suggest that this instrument  will 

be useful as a measure of process variables within the marital relationship. By compairing 

CHAPTER-V:                                    DISCUSSION & CONCLUSION 
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score he found that husband and wife discrepancies in such rating are predictive of 

marital difficulties and/or response to therapy. Outside observers may also able to rate 

different aspect of relationship. For example a therapist or researcher could rate how the 

wife relates to her husbandor how empathic her family is. The BLRI appeared ready for 

use in marital research and other elated research, as well as for exploratory and validation 

studies in broaderapplications to the family system 

Barrett-Lennard (1978), Gurman (1977) and Wampler and Powell (1982) have all 

suggested that the BLRI is a useful instruments for family systems research. It remains to 

be seen if factor structure found in the client-therapist studies will be the same as that 

between members of a family. 

Good agreement was shown to exist between perceptions of clients and therapists of the 

quality of their alliance, both overall, and on the four elements of the alliance separately. 

The therapeutic relationship is a dynamic and developing process of collaboration and 

also communication between the client and clinician and during the course of care its 

strength fluctuates (Horvath, 2011; Stinckens, 2009). Understanding how clinician and 

client factors, such as their present mood, preoccupation with personal issues and severity 

of symptoms, as well as situational factors, such as excessive workload, lack of time, 

waiting time, and delays in improvement, may cause fluctuations in the strength of the 

therapeutic alliance over time is imperative for therapists. To maintain a positive alliance 

between the client and the therapist, both parties have to demonstrate a commitment to 

collaborate during the course of the treatment for however long that takes (Horvath, 

2011; Stinckens, 2009).  

Although previous research has confirmed a positive and consistent association between 

therapeutic alliance and clinical outcomes, the term ‗association‘ does not indicate that 

there is a causal relationship between the two (Miller, 2011). However, a recent study in 

the field of physical therapy and rehabilitation found a clear response effect between the 

therapeutic alliance and clinical outcomes. Outcomes were better when interventions 

were combined with enhanced therapeutic alliance applications, compared to a limited 
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application of factors that have been shown to enhance the therapeutic alliance (Fuentes, 

2014). A study by Lambers and Bolton (2016) found the small differences between 

patients‘ views and therapists‘ views might disguise the fact that there was poor 

agreement between these perceptions and results showed that chiropractors and clients 

had very different perceptions of the same working relationship. A lack of agreement 

between patient views and therapist views is consistent with the literature in 

psychotherapy. It was suggested that client perceptions are more predictive for clinical 

outcomes compared to therapist perceptions, on the basis that patient perceptions were 

shown to remain more stable over time compared to therapists‘ perceptions (Ardito, 

2011). 

Somewhat surprisingly, the results in the Lambers and Bolton (2016) study did not found 

any difference in clients perceptions in relation to the chiropractor‘s years of experience 

as a chiropractor‘s on clients perceptions of the quality of any of the elements of the 

therapeutic alliance. In a study in psychotherapy, which used the version of the WAV-12 

(Stinckens, 2009), interactions with respect to agreement on treatment strategies with 

therapists with over 20 years of experience were perceived significantly less positive 

compared to interactions with less experienced therapists (10–19 years).  

Researcher found in this study, differences in clients perceptions on their working 

relationship were not present in these four experience categories and were not statistically 

significant.  

5.2 Limitation 

Regarding this study, there were some limitations or barrier to consider the result of the 

study as below: 

The limitation of this study was sample size. It was taken only 70 samples, because it was 

so difficult to recruit more participants in the inpatient unit according to inclusion criteria 

within this timeframe. The major limitation was time. The period was very limited to 

conduct the research project on this topic. There have not enough literature about 

therapeutic relationship in Bangladeshi context or South Asian context.  
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5.3 Conclusion 

The success or failure of occupational therapy  depends on the relationship between a 

client  and therapist. The purpose of this quantative study was to explore the quality of 

therapeutic experiences between client and occupational therapist that they formed during 

rehabilitation. Encouraged the Occupational therapists to consider their attitudes, needs 

and boundaries when establishing close connections and to share power with their clients. 

In order to establish an effective collaborative relationship, therapists must explore form 

of relationship and participation  that each client prefers. In this study many client and 

therapist factor loading are negative that indicated negative relationship or negative 

experience about relationship. The results of this study showed that both patients and 

therapists perceived their working alliances very positive. Contrary to what was expected, 

no significant differences were shown to exist in patients‘ perceptions in relation to the 

therapists‘ years of working experience. The most important finding with respect to 

clinical practice was that good agreement was found between the perceptions of patients 

and therapists on the same working relationship. So, this study is helpful for client and 

also for therapist. 

5.4 Recommendation 

OTs should implement a broader role and holistic treatment techniques for their client. 

OTs need to consider their attitudes, needs and boundaries when establishing or building 

rapport with client. OTs should be empathetic, communicate with client appropriately for 

improving the relationship and best intervention outcome. OTs need to concentrate more 

on the clients need, interest during the intervention and decision making. 

The researcher‘s recommendation is that OTs need to study this topic in depth. This may 

involve 

 The recommendation for research is to further investigate the level of relationship on 

treatment goals and treatment strategies to achieve these goals between patients and 

therapists. In the present study, only perceptions of collaboration in reaching 

relationship were studied. 
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 Effectiveness of therapeutic relationship during rehabilitation 

 Barrier among the relationship of client and therapist  during intervention. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



49 

 

 

 

 

 

American Occupational Therapy Association. (2010). Occupational therapy code of  

ethics. American Journal of Occupational Therapy, 60, pp, 652-658. 

 

American Spinal Injury Association. (2011). International standards for neurologicl 

classification of Spinal Injury. Atlnata, GA: American Spinal Injury Association. 

 

Arbuthnott, A. and Sharpe, D. (2009). The effect of physician-patient collaboration on 

patient adherence in non-psychiatric medicine. Patient Educ Conus, 77, pp, 60-7. 

 

Ardito, R. B. and Rabellino, D. (2011). Therapeutic alliance and outcome of 

psychotherapy: historical excursus, measurements, and prospects for research. 

Frontiers Psychol, 2, pp, 270 

Bachelor, A. (2013). Clients‘ and therapists‘ views of the therapeutic alliance: 

similarities, differences and the relationship to therapy outcome. Clin Psychol, 

Psycother, 20, pp, 118–35 

Bennett, J. K., Fuertes, J. N., Keitel, M. and Phillips, R. (2011). The role of patient 

attachment and working alliance on patient adherence, satisfaction, and health-

related quality of life in lupus treatment. Patient Educe Couns, 85, pp, 53–9. 

Besley, J., Kayes,  N. M. and  McPherson,  K. M. (2011).  Assessing the measurement 

properties of two commonly used measures of therapeutic relationship in 

physiotherapy. N Z J Physiother, 39, pp, 75–80. 

Block, P., Vanner, E. A., and Keys, C. B. (2010). Project Shake-It-Up: Using health 

promotion, capacity building and a disability studies framework to increase self-

efficacy. Disability and Rehabilitation, 32, pp, 741-754. 

LIST OF REFERENCE 



50 

 

Bray, J. P. (2010). What‘s going on here? Deconstructing the interactive encounter. 

American Journal of Occupational Therapy, 64, pp, 855-868. 

Byrne, M. and Deane, F. P. (2011). Enhancing patient adherence: outcomes of 

medication alliance training on the therapeutic alliance, insight, adherence, and 

psychopathology with mental health patients. Int J Men Health Nurs, 20, pp, 

284–95.  

Cohon, E. S. (2010). Occupational Theraapy as a reflective practice. In N. Lyons (ed.), 

Handbook of reflection and reflective inquiry: Mapping a way of knowing for 

professional reflective inquiry. New York: Springer, pp. 131-157. 

 

Corso, K. A., Bryan, C. J., Corso, M. L., Kanzler, K. E., Houghton, D. C., Ray-Sannerud 

, B., et al. (2012).  Therapeutic alliance and treatment outcome in the primary 

care behavioural health model. Farm, Sys & Health, 30, pp, 87–100. 

 

Crepeau, E. B., & Garren, K. R. (2011). I looked to her as a guide: The therapeutic 

relationship in hand therapy. Disability and Rehabilitation, 33, pp, 872-881. 

 

Derksen, F., Bensing, J. and Lagro-Janssen, A. (2013). Effectiveness of empathy in 

general practice: a systematic review. Bri J General Practice J Royal College 

General Practitioners, 63, pp, 76-84. 

 

Fernandez, J. M., Cenador, M. B., Mendez, J. A. and  Ledesma,  M, J. (2017). Use of 

information and communication technologies in clinical practice related for the 

treatment of pain. Influence on the professional activity and the doctor patient 

relationship. J Med Syst, 41, pp, 77. 

 

Ferreira, P. H, Ferreira, M.I., Maher, C. G., Refshauge, K. M, Latimer, J, and Adams, 

R.D. (2013). The therapeutic alliance between clinicians and patients predicts 

outcome in chronic low back pain. Phys Ther, 93, pp, 470-8. 



51 

 

Fransen,  M., McConnell, S., Molina-Hernandez,  G. and  Reichenbach , S. (2010).  Does 

landbased exercise reduce pain and disability associated with hip osteoarthritis? 

A meta-analysis of randomized controlled trials. Osteoarthritis Cartilage, 18, pp, 

613–20. 

Fuentes, J., Armijio-Olivo, S., Funabashi, M., Miciak, M., Dick, B., Warren, S., Rashiq, 

S., Magee,  D. J. and Gross,  D. P. (2014).  Enhanced therapeutic alliance 

modulates pain intensity and muscle pain sensitivity in patients with chronic low 

back pain: an experimental controlled study. Phys Ther. 94, pp, 477–89. 

Goldsmith, L. P., Dunn, G., Bentall, R. P., Lewis, S. W. and  Wearden, A. J. (2015). 

Therapist effects and the impact of early therapeutic alliance on symptomatic 

outcome in chronic fatigue syndrome. PLoS One, 12, e0144623. 

Gorenberg, M. D. and Taylor, R. R. (2014).  The intentional relationship model: a 

framework for teaching therapeutic use of self. OT Pract. 19, pp, 6. 

Graves, T. A., Tabri, N., Thompson-Brenner,  H., Franko,  D. L., Eddy,  K. T., 

BourionBedes, S., Bron, A. et al. (2017).  A meta-analysis of the relation 

between therapeutic alliance and treatment outcome in eating disorders. Int J Eat 

Disord, 50, pp, 323–40. 

Gray, H. and Tickle-Degnen, L. (2010). A meta-analysis of performance on emotion 

recognition tasks in Parkinsons‘ disease. Neuropsycology. 24, pp, 176-191.  

Hall, A. M., Ferreira, P. H., Maher, C. G., Latimer, J. and Ferreir, M. L. (2010).  The 

influence of the therapist-patient relationship on treatment outcome in physical 

rehabilitation: a systematic review. Phys Ther, 90, pp, 1099–110. 

Hall, J. A., Roter, D. L. and Frankel, R. M. (2009). Observer-rated rapport in interactions 

between medical students and standardized patients. Patient Education and 

Counseling, 76, 323-327. 



52 

 

Hicks, C. M., (2000). Research methods for clinical therapists (3
rd

 ed.). Edinburgh: 

Churchill Livingstone. 

Hojat, M., Louis, D. Z., Markham , F. W., Wender,  R., Rabinowitz,  C. and Gonnella,  J. 

S. (2011).  Physicians‘ empathy and clinical outcomes for diabetic patients.  

Acad Med J Assoc Am Med Colleges, 86, pp, 359–64. 

Horvath, A. O., Fluckiger, C. and Symonds, D. (2011). Alliance in individual 

psychotherapy. Psychotherapy (Chic), 48, pp. 9-16. 

Hovey, R. and Massfeller, H. (2012).  Exploring the relational aspects of patient and 

doctor communication. J Med Persp. 10, pp, 81–6. 

Jani, B. D., Blane, D. N. and  Mercer , S. W. (2012).  The role of empathy in therapy and 

the physicianpatient relationship. Forschende Komplementarmedizin, 19, pp, 

252–7. 

Jones, A., Vallis, M., Cooke, D. and Pouwer , F. ( 2016). Working together to promote 

diabetes control. A practical guide for diabetes health care providers in 

establishing a working alliance to achieve self-management support. J Diabetes 

Res, 2830910.  

Kantartzis, S. and Molineux, M. (2010). The influence of Western society‘s construction 

of a healthy daily life on the conceptualization of occupation. The journal of 

Occupational Science. Advance online publication. Retrived from  

http://www.jos.edu [September 20, 2018] 

Kielhofner, G., Taylor, R. R. and Lee, S. W. (2010). Practitioners‘ use of interpersonal 

modes within the therapeutic relationship: results from a nationwide study. Occ 

Ther J of Res, 31, pp, 6–14. 

Lamber, M. N. and Bolton, E. J. (2016). Perceptions of the quality of the therapeutic 

alliance in chiropractic care in The Netherlands: a cross-sectional survey. 

Chiropractic & Manual Therapies, 24, pp, 18. 

http://www.jos.edu/


53 

 

Lawton, M., Haddock, G., Conroy,  P. and Sage, K. (2016). Therapeutic alliance in stroke 

rehabilitation: a meta-ethnography. Arch Phys Med Rehabil, 97, pp, 1979–93. 

Martinez, K. A., Resnicow,  K., Williams, G.C., Silva, M., Abrahamse, P, Shumway, D. 

A., Wallner, L. P., Katz,  S. J. and Hawley, S. T. (2016). Does physician 

communication style impact patient report decision quality for breasts cancer 

treatment? Patient Educ Couns. 99, pp, 1947–54. 

Miller, S. E. K. M. (2011). An Examination of Therapeutic Alliance in Chinese 

Medicine. Aust J Acupuncture Chinese Med, 6, pp, 17–22. 

Peoples, H., Satink, T. and Steultjens, E. (2011). Stroke survivors‘ experiences of 

rehabilitation: A systemic review of qualitative studies. Scndinavian Journal of 

Occupational Therapy, 18, pp, 163-171. 

Pinto. R. Z., Ferreira, M. I. and Adams. R. (2012). Patient-centred communication is 

associated with positive therapeutic alliance: a systematic review. J 

physiotherapy, 58, pp, 77-87. 

Pooremamali, P., Persson, D. and Eklund, M. (2011). Occupational Therapists‘ 

experience of working with immigrant clients in mental health care. 

Scandinavian Journal of Occupational Therapy, 18, pp, 109-121. 

Rolfe, A., and Mckinstry, B. (2014). Interventions for improving patients‘ trust in doctors 

and groups of doctors. Coharane Database Syst Rev, 3, pp, 413. 

Taylor, R. R., Lees, S. W., Kilhofner, G. and  Ketkar, M. (2009). Therapeutic use of self: 

A nationwide survey of practitioners‘ attitudes and experiences. American 

Journal of Occupational Therapy. 63, pp, 198-207. 

Tickle-Degnen, L., Zebrowitz, L. A. and Ma, H. (2011). Culture, gender and health care 

stigma: Practitioners‘ response to facial masking experienced by people with 

Parkinsons‘ disease. Social Science & Medicine, 73, pp, 95-102. 



54 

 

Trombly, C. A. (2014). Occupational Therapy for Physical Dysfunction (7
th

 ed.). Mosby 

Company, Philadelphia. 

Van den Brink-Muinen, A., Spreeuwenberg, P. and Rijken, M. (2011).Preferences and 

experiences of chronically ill and disabled patients regarding shared decision-

making: Does the type of care to be decided upon matter? Patient Education and 

Counseling, 84, pp, 111-117. 

Wright, B. J., Galtieri, N. J. and Fell, M. (2013). Non-adherence to prescribed home 

rehabilitation exercises for musculoskeletal injuries: the role of the patient 

practitioner relationship. J Rehabil Med, 46, pp, 153–58. 

World Fedaration of Occupational Therapy. (2012). World Fedaration of Occupational 

Therapy position statement on humanrights. Journal of Occupational Therapy. 

World health Organization. (2001). Declaration of Helsinki. Bulletin of the World  Health 

Organization, 79(4), pp, 373. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



55 

 

 

 

 

 

 

Appendices-I: Permission Letter 
 



56 

 

 

 

 

 

 

 

 

Appendices-II: IRB Approval Letter 



57 

 

 

 

 

LLL///// 

Appendices-III (a): Permission Letter for Client Data Collection 



58 

 

 

 

 

 

Appendices-III (b): Permission Letter for Therapist Data Collection 



59 

 

 

 

 

Appendices-IV: Author Permission Letter for for Using Scale 



60 

 

 

 

Appendices-V (a): Information consent form English for Client 



61 

 

 

 



62 

 

 

 



63 

 

 

 



64 

 

 

 



65 

 

 

 

Appendices-V (b): Information consent form English for Therapist 



66 

 

 



67 

 

 

 



68 

 

 



69 

 

 

 

 



70 
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Bangladesh Health Professions Institute (BHPI) 
Department of Occupational Therapy 

CRP-Chapain,Savar, Dhaka-1343.Tel:02-7745464-5,7741404, fax: 02-7745069 

 
Barrett-Lennard Relationship Inventory: Form DW–64 (Bangla version) 

 

 

 

 

 

Date of data collection : 

Client Code:                                              

Condition: 

Age:                                                                 

Sex: Male / Female                                                                       

Marital status: 

Education: 

Occupation: 

Income: 

Home Address: 

Phone Number: 

Cause of injury: 

Assistive device: Yes / No 

What type ( If answer ‗yes‘)  

Duration/length of the relationship with client:                                                

Has the relationship always or for a long time been the way you have described it?  

 

If the relationship has changed, how did this happen and/or how long ago?  

Appendices-VII (a): Questionnaire in English for Client 

Section –A: General Information  
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Listed below are various ways that a whole relationship may be experienced from the 

inside. The listed statements (numbers 1–64) point to qualities of a particular relationship 

as perceived by a member of that relationship. It is understood that one partner or 

member would not give exactly the same picture as the other one and that either person‘s 

view could change Please describe the way it is now in your relationship with. While 

answering, think of actual situations and of the atmosphere of feelings and attitudes 

between you. Try to bring pictures to mind from your everyday worlds together. You 

might also think of unusual times that have stayed in your memory. Mark each statement 

in the left margin, according to how strongly you feel that it is true, or not true, of this 

relationship. Please mark every one. Write in plus numbers (+3, +2, +1) or minus 

numbers (–1, –2, or –3) to stand for the following answers. 

 

+3: YES, I strongly feel that it is true  

 

–1:  (No) I feel that it is probably untrue, 

or more untrue than true 

 

+2: Yes, I feel it is true           

  

–2: No, I feel it is not true 

 

+1:  (Yes) I feel that it is probably true, or more 

true than untrue 

 

–3: NO, I strongly feel that it is not true 

 

 

 Disagree Agree 

 No 

-3 

No 

-2 

No 

-1 

Yes 

+3 

 Yes 

+2 

Yes 

+1 

1. We respect each other as people.        

2. We want to know and understand how the other 

one sees things.  

      

3. The interest we feel together depends on each 

one‘s actions and words.  

      

Section – B  
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4. We feel at ease together.        

5. We like and enjoy one another.        

6. We may hear each other‘s words but we don‘t 

see how the other feels inside.  

      

7. Either one of us can be ‗up‘ or ‗down‘ in our 

mood without this changing the other one‘s 

attitude toward us.  

      

8. I feel that we put on a role or act with one 

another.  

      

9. We are impatient with each other.        

10. We generally know exactly what the other one 

means.  

      

11. Our opinion of the other one goes up or down, 

according to their behavior and the light they 

show themselves in.  

      

12. I feel that we are our real and genuine selves 

with one another.  

      

13. We appreciate each other.        

14. We both look at what the other does, from our 

individual points of view.  

      

15. How we feel toward the other one doesn‘t 

change with swings in their self-feeling or mood. 

[If it does change, choose one of the ―no‖ 

answers.]  

 

      

16. We get uneasy when the other asks or talks 

about certain ‗sensitive‘ things.  

      

17. We are mostly indifferent to each other.        

18. We usually sense or realize what the other is 

feeling.  

      

19. We each want the other to be a particular kind of 

person.  

      

20. We speak openly to each other, expressing what 

we are thinking and feeling as we say it.  

      

21. We tend to find each other dull and       
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uninteresting.  

22. Our attitudes toward certain things the other one 

says or does get in the way of understanding 

them.  

      

23. Either of us can express something that bothers 

us or that pleases us in the other, without 

changing their feeling toward us.  

      

24. We want the other one to think that we like them 

or understand them more than we really do.  

      

25. We care for one another.        

26. At times we think that the other feels a certain 

way, because that‘s the way we feel ourselves.  

      

27. We like some things about one another, and 

there are other things we do not like.  

      

28. We don‘t avoid or go round things that are 

important for our relationship.  

      

29. We disapprove of one another.        

30. We realize and know each other‘s meaning even 

when something is hard to say or find words for.  

      

31. Our attitude toward each other stays about the 

same: we are not pleased with the other one 

sometimes and critical or disappointed at other 

times.  

      

32. Sometimes one or other of us is not at all 

comfortable but we go on, outwardly ignoring it.  

      

33. We just tolerate each other.        

34. We listen to each other, and usually understand 

each other‘s whole meaning.  

      

35. If one of us shows anger with the other they 

become hurt or angry too.  

      

36. Each of us is able to express his/her honest 

impressions and actual feelings with or toward 

the other.  

      

37. There is a friendly warmth in our relationship.       
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38. We just take no notice of some things the other 

one thinks or feels.  

      

39. How much we like or dislike each other is not 

altered by particular things we reveal or show 

about ourselves.  

      

40. At times we can sense something in the other‘s 

feelings that they deny or don‘t seem to be aware 

of.  

      

41. I feel that each of us really values the other 

person.  

      

42. We can each appreciate exactly how the other 

one‘s experiences feel to them.  

      

43. Sometimes or in some ways we approve of the 

other one and there other times or different 

aspects where we distinctly disapprove.  

      

44. We can express to each other whatever is 

actually in our minds, including any feelings 

about ourselves or about them.  

      

45. We don‘t like the other one for themselves, as 

they are.  

      

46. We sometimes get things wrong by assuming or 

imagining that the other feels much more 

strongly about a particular thing than it turns out 

they really do.  

      

47. One of us can be in good spirits, or feeling upset, 

without causing the other one to feel differently 

toward us.  

      

48. We are openly and freely ourselves in our 

relationship.  

      

49. We seem to irritate and bother each other – get 

on each other‘s nerves.  

      

50. We often don‘t realize (at the time) how 

sensitive or touchy the other is about things that 

are said or done.  

      

51. Either of us is can express ―good‖ thoughts or 

feelings, or ―bad‖ ones, without changing the 

other person‗s feeling toward us. [If it does 
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change their feeling, answer ‗no.‘]  

52. At times our outward response to one another is 

quite different from the way we actually feel 

underneath.  

      

53. We feel a kind of contempt for each other.        

54. We understand one another.        

55. We are inclined to judge each other; with a more 

positive (or negative) estimation sometimes than 

at other times.  

      

56. We don‘t avoid or tiptoe around real feelings in 

our relationship. [If you feel this is wrong 

because ‗we do avoid or tiptoe around real 

feelings,‘ choose a ‗no‘ answer.]  

      

57. We are truly interested in each other.        

58. Our response to each other is so fixed and 

automatic that often we don‘t get through to 

them, or take in what the other has said.  

      

59. I don‘t think that particular things either of us 

says or does really alter the way the other one 

feels toward us. (Answer ‗no‘ if it does alter 

their feeling.)  

      

60. What one or other of us says often covers up and 

gives a wrong impression of his/her actual 

thought or feeling at the time.  

      

61. We feel real affection for one another.        

62. When one of us is upset or hurting, the other one 

is able to tune in and recognize the other‘s 

feeling exactly without getting really upset.  

      

63. What other people think of either of us – when 

we know about it – does affect or rub off on 

what we think of each other.  

      

64. I believe there are feelings that we don‘t talk 

about together that are causing difficulty in our 

relationship.  
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Bangladesh Health Professions Institute (BHPI) 
Department of Occupational Therapy 

CRP-Chapain,Savar, Dhaka-1343.Tel:02-7745464-5,7741404, fax: 02-7745069 

 
Barrett-Lennard Relationship Inventory: Form DW–64 (Bangla version) 

 

 

 

 

 

Date of data collection: 

Therapist Code: 

Age: 

Sex: Male / Female                                                                       

Marital status: 

Therapist Designation  

Experiences of therapist 

Home Address: 

Phone Number: 

Has the relationship always or for a long time been the way you have described it?  

 

If the relationship has changed, how did this happen and/or how long ago?  

 

 

 

 

 

 

 

 

Appendices-VII (b): Questionnaire in English for Therapist 

Section –A: General Information  
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Listed below are various ways that a whole relationship may be experienced from the 

inside. The listed statements (numbers 1–64) point to qualities of a particular relationship 

as perceived by a member of that relationship. It is understood that one partner or 

member would not give exactly the same picture as the other one and that either person‘s 

view could change Please describe the way it is now in your relationship with. While 

answering, think of actual situations and of the atmosphere of feelings and attitudes 

between you. Try to bring pictures to mind from your everyday worlds together. You 

might also think of unusual times that have stayed in your memory. Mark each statement 

in the left margin, according to how strongly you feel that it is true, or not true, of this 

relationship. Please mark every one. Write in plus numbers (+3, +2, +1) or minus 

numbers (–1, –2, or –3) to stand for the following answers. 

 

+3: YES, I strongly feel that it is true  

 

–1:  (No) I feel that it is probably untrue, 

or more untrue than true 

 

+2: Yes, I feel it is true           

  

–2: No, I feel it is not true 

 

+1:  (Yes) I feel that it is probably true, or more 

true than untrue 

 

–3: NO, I strongly feel that it is not true 

 

 

 Disagree Agree 

 No 

-3 

No 

-2 

No 

-1 

Yes 

+3 

 Yes 

+2 

Yes 

+1 

1. We respect each other as people.        

2. We want to know and understand how the other 

one sees things.  

      

3. The interest we feel together depends on each 

one‘s actions and words.  

      

Section – B  
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4. We feel at ease together.        

5. We like and enjoy one another.        

6. We may hear each other‘s words but we don‘t 

see how the other feels inside.  

      

7. Either one of us can be ‗up‘ or ‗down‘ in our 

mood without this changing the other one‘s 

attitude toward us.  

      

8. I feel that we put on a role or act with one 

another.  

      

9. We are impatient with each other.        

10. We generally know exactly what the other one 

means.  

      

11. Our opinion of the other one goes up or down, 

according to their behavior and the light they 

show themselves in.  

      

12. I feel that we are our real and genuine selves 

with one another.  

      

13. We appreciate each other.        

14. We both look at what the other does, from our 

individual points of view.  

      

15. How we feel toward the other one doesn‘t 

change with swings in their self-feeling or mood. 

[If it does change, choose one of the ―no‖ 

answers.]  

 

      

16. We get uneasy when the other asks or talks 

about certain ‗sensitive‘ things.  

      

17. We are mostly indifferent to each other.        

18. We usually sense or realize what the other is 

feeling.  

      

19. We each want the other to be a particular kind of 

person.  

      

20. We speak openly to each other, expressing what 

we are thinking and feeling as we say it.  

      

21. We tend to find each other dull and       
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uninteresting.  

22. Our attitudes toward certain things the other one 

says or does get in the way of understanding 

them.  

      

23. Either of us can express something that bothers 

us or that pleases us in the other, without 

changing their feeling toward us.  

      

24. We want the other one to think that we like them 

or understand them more than we really do.  

      

25. We care for one another.        

26. At times we think that the other feels a certain 

way, because that‘s the way we feel ourselves.  

      

27. We like some things about one another, and 

there are other things we do not like.  

      

28. We don‘t avoid or go round things that are 

important for our relationship.  

      

29. We disapprove of one another.        

30. We realize and know each other‘s meaning even 

when something is hard to say or find words for.  

      

31. Our attitude toward each other stays about the 

same: we are not pleased with the other one 

sometimes and critical or disappointed at other 

times.  

      

32. Sometimes one or other of us is not at all 

comfortable but we go on, outwardly ignoring it.  

      

33. We just tolerate each other.        

34. We listen to each other, and usually understand 

each other‘s whole meaning.  

      

35. If one of us shows anger with the other they 

become hurt or angry too.  

      

36. Each of us is able to express his/her honest 

impressions and actual feelings with or toward 

the other.  

      

37. There is a friendly warmth in our relationship.       



89 

 

38. We just take no notice of some things the other 

one thinks or feels.  

      

39. How much we like or dislike each other is not 

altered by particular things we reveal or show 

about ourselves.  

      

40. At times we can sense something in the other‘s 

feelings that they deny or don‘t seem to be aware 

of.  

      

41. I feel that each of us really values the other 

person.  

      

42. We can each appreciate exactly how the other 

one‘s experiences feel to them.  

      

43. Sometimes or in some ways we approve of the 

other one and there other times or different 

aspects where we distinctly disapprove.  

      

44. We can express to each other whatever is 

actually in our minds, including any feelings 

about ourselves or about them.  

      

45. We don‘t like the other one for themselves, as 

they are.  

      

46. We sometimes get things wrong by assuming or 

imagining that the other feels much more 

strongly about a particular thing than it turns out 

they really do.  

      

47. One of us can be in good spirits, or feeling upset, 

without causing the other one to feel differently 

toward us.  

      

48. We are openly and freely ourselves in our 

relationship.  

      

49. We seem to irritate and bother each other – get 

on each other‘s nerves.  

      

50. We often don‘t realize (at the time) how 

sensitive or touchy the other is about things that 

are said or done.  

      

51. Either of us is can express ―good‖ thoughts or 

feelings, or ―bad‖ ones, without changing the 

other person‗s feeling toward us. [If it does 
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change their feeling, answer ‗no.‘]  

52. At times our outward response to one another is 

quite different from the way we actually feel 

underneath.  

      

53. We feel a kind of contempt for each other.        

54. We understand one another.        

55. We are inclined to judge each other; with a more 

positive (or negative) estimation sometimes than 

at other times.  

      

56. We don‘t avoid or tiptoe around real feelings in 

our relationship. [If you feel this is wrong 

because ‗we do avoid or tiptoe around real 

feelings,‘ choose a ‗no‘ answer.]  

      

57. We are truly interested in each other.        

58. Our response to each other is so fixed and 

automatic that often we don‘t get through to 

them, or take in what the other has said.  

      

59. I don‘t think that particular things either of us 

says or does really alter the way the other one 

feels toward us. (Answer ‗no‘ if it does alter 

their feeling.)  

      

60. What one or other of us says often covers up and 

gives a wrong impression of his/her actual 

thought or feeling at the time.  

      

61. We feel real affection for one another.        

62. When one of us is upset or hurting, the other one 

is able to tune in and recognize the other‘s 

feeling exactly without getting really upset.  

      

63. What other people think of either of us – when 

we know about it – does affect or rub off on 

what we think of each other.  

      

64. I believe there are feelings that we don‘t talk 

about together that are causing difficulty in our 

relationship.  
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evsjv‡`k †nj&_ cÖ‡dkÝ BbwówUDU (weGBPwcAvB) 

AKz‡ckbvj †_ivwc wefvM 

wmAviwcÑ PvcvBb, mvfvi, XvKvÑ1343. †Uwj: 02-7745464Ñ5,7741404, d¨v·: 02-

774506 

e¨v‡iU-wjbvW© m¤ú‡K©i ZvwjKv t dg© wW WvweøD-64 (evsjv ms¯‹iY) 

 

 

Z_¨ †bqvi ZvwiL: 

‡mevMÖnxZvi †KvW bs: 

‡iv‡Mi aib: 

eqm: 

wj½: bvix / cyiæl 

‣eevwnK Ae¯’v : 

wkÿvMZ †hvM¨Zv 

‡ckv: 

Avq: 

wVKvbv: 

‡gvevBj bv¤^vi: 

‡iv‡Mi Kvib: 

mnKvix hš¿: nu¨v / bv 

Kx ai‡bi hš¿ (hw` DËi Òn¨vÓ nq): 

‡_ivwc÷ Gi mv‡_‡mevMÖnxZvi  wPwKrmvMZ m¤ú‡K©i mgqKvj/‣`N¨: 

m¤úK© Kx memgq ev `xN©mgq a‡i H iKg Av‡Q †hgbUv Avcwb eY©bv K‡i‡Qb?) 

 

hw` m¤úK© cwiewZ©Z nq, Zvn‡j Kxfv‡e N‡UwQj Ges/ A_ev KZ Av‡M N‡UwQj? 

 

Appendices-VIII (a): Questionnaire in Bangla for Client 

ce©- G: mvaviY Z_¨ 
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bx‡Pi ZvwjKv¸wj wewfbœ Dcv‡q Af¨šÍ‡i †_‡K m¤ú~Y© m¤úK© Abyfe n‡Z cv‡i| ZvwjKvfy³ wee„wZ (msL¨v 1-64) 

GKwU we‡kl m¤ú‡K©i ¸Yvejxi w`‡K wb‡ ©̀k K‡i hv ‡mB m¤ú‡K©i m`m¨ `¦viv Abyf~Z nq| GUv ‡evSv hvq †h 

GKRb Askx`vi ev m`m¨ G‡K A‡b¨i g‡Zv GKB eY©bv †`‡e bv Ges Zvic‡iI e¨w³i „̀wófw½ cwieZ©b n‡Z 

cv‡i|`qv K‡i GLb Avcbvi m‡½ ‡mevMÖnxZvi m¤ú‡K©i Dcvq eY©bv Kiæb| DËi †`Iqvi mgq cÖK„Z cwiw¯’wZ‡Z 

Ges cvwicvwk¦©K Ae¯’vq Avcbvi g‡a¨ Abyf~wZ Ges g‡bvfv‡ei K_v fveyb| GKm‡½ Avcbvi •`bw›`b we‡k¦i Qwe 

gb †_‡K Avb‡Z †Póv Kiæb| Avcwb Avcbvi ¯§„wZ‡Z _vKv Am¦vfvweK mgq¸wjI g‡b Ki‡Z cv‡ib|cÖwZwU 

m¤úK©‡K evg gvwR©‡b wPwýZ Kiæb, Avcwb KZUv †Rviv‡jvfv‡e g‡b K‡ib †h GwU GB m¤ú‡K©i mZ¨ ev mZ¨ bq| 

`qv K‡i cÖwZwU wPwýZ Kiæb| wb¤œwjwLZ DËi¸wji Rb¨ cøvm b¤^i¸wj‡Z (+3, +2, +1) ev we‡qvM msL¨v (-3, -

2, -1) wjLyb| 

 

+3: n¨vu, Avwg `©pfv‡e g‡b Kwi GwU mZ¨ -1: (bv), Avwg g‡b Kwi m¤¢eZ GwU mZ¨ bq, ev mZ¨ 

†_‡K †ewk AmZ¨ 

+2: n¨vu, Avwg g‡b Kwi GwU mZ¨   -2: bv, Avwg g‡b Kwi GwU mZ¨ bq 

+1: n¨vu, Avwg g‡b Kwi m¤¢eZ GwU mZ¨, ev AmZ¨ †_‡K †ewk 

mZ¨            

-3: bv, Avwg `„p fv‡e g‡b Kwi GwU mZ¨ bq 

 

 

 

 Am¤§wZ m¤§wZ 

 Bv 

-3 

bv 

-2 

bv 

-3 

bv 

-2 

bv 

-3 

bv 

-2 

1. gvbyl wn‡m‡e Avgiv  G‡K Ac‡ii m¤§vb Kwi|       

2. অন¨        ন welq wKfv‡e †`‡L †mUv Avgiv Rvb‡Z Ges 

eyS‡Z Pvই ৷ 

      

3. Avgiv GKmv‡_ †h AvMÖn Abyfe Kwi Zv G‡K Ac‡ii KvR 

Ges K_v ejvi Dci wbf©i K‡i| 

      

4. Avgiv GKmv‡_ ¯^v”Q›`¨ †eva Kwi৷       

5. Avgiv G‡K Aci‡K cQ›` I Dc‡fvM Kwi|       

6. Avgivnq‡Zv G‡K Ac‡ii K_v ïwb wKš‘y Ab¨ †KD wKfv‡e Zv 

Abyfe K‡i †`wL bv৷ 

      

7. Avgv‡`i g‡a¨ †Kvb GKR‡bi †gRvR fvj ev Lvivc n‡j       

ce©- we: 
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ÔD_&_vb ev cZbÕ †mUv cwieZ©b bv K‡iB Ab¨Rb Avgv‡`i 

mv‡_ AvPib K‡i৷) 

8. Avwg g‡b Kwi Avgiv G‡K Ac‡ii cÖwZ GKwU f~wgKv ivwL ev 

KvR Kwi| 

      

9. Avgiv G‡K Ac‡ii cÖwZ ‣ah©nxb৷       

10. Avgiv mvavibZ Rvwb, Ab¨Rb Avm‡j wK ‡evSv‡”Q৷       

11. A‡b¨i cÖwZ Avgv‡`i gZvgZ D_&&&&_vb  ev cZb nq, Zv‡`i 

AvPiY Ges Zv‡`i ga¨Kvi Av‡jv cÖ`k©b Abyhvqx৷ 

      

12. (Avwg Abyfe Kwi †h, G‡K Ac‡ii mv‡_ Avgiv evmÍe Ges 

cÖK„Z| 

      

13. Avgiv G‡K Ac‡ii cÖksmv Kwi৷       

14. AciRb wK Ki‡Q †mUv Avgv‡`i c„_K `„wó‡KvY †_‡K Avgiv 

DfqB jÿ¨ Kwi| 

      

15. wKfv‡e Avgiv Ab¨‡K wb‡q Abyfe Kwi, †m¸wj Zv‡`i ¯̂-

Abyf~wZ ev †gRv‡Ri iæcvšÍi‡K cwiewZ©Z K‡i bv| [ hw` GwU 

cwiewZ©Z nq, Z‡e ÒbvÓ DËiwU Pqb Kiæb| 

 

      

16. hLb Ab¨Rb wKQz ms‡e`bkxj welq m¤ú©‡K e‡j ev wR‡Ám 

K‡i Avgiv A¯”̂Q›` †eva Kwi৷ 

      

17. Avgiv AwaKvsk †ÿ‡Î G‡K Ac‡ii cÖwZ D`vmxb৷       

18. Avgiv mvavibZ A‡b¨i Abyf~wZ eyS‡Z cvwi৷       

19. Avgiv cÖ‡Z¨‡KB PvB Acicÿ GKwU we‡kl ai‡bi e¨w³ 

nDK৷ 

      

20. Avgiv G‡K Ac‡ii Kv‡Q †LvjvLywj fv‡e K_v ewj, Avgiv wK 

wPšÍv I Abyfe KiwQ Zv cÖKvk Kwi †hgbUv Avgiv ewj৷ 

      

21. Avgiv G‡K Aci‡K wb‡ Í̄R Ges bxim wn‡m‡e †c‡q _vwK৷       

22. Ab¨Rb wbw`ó wKQz ej‡j ev Ki‡j †mUvi cÖwZ Avgv‡`i 

`„wófw½ Ggb †h Avgiv Zv‡`I †evSv‡Z cvwi bv| 

      

23. Avgv‡`i g‡a¨ †KD Avgv‡`i cÖwZ Zv‡`i Abyf~wZ cwieZ©b bv 

K‡iB Ggb wKQz cÖKvk Ki‡Z cv‡i hv Avgv‡`i wei³ K‡i ev 

Avb›` †`q A‡b¨i †_‡K ৷ 

      

24. Avgiv PvB Zviv eyS‡Z cviæK ev¯Í‡e Avgiv hZUv Kwi Zvi 

†_‡K †ewk Zv‡`i eywS ev cQ›` Kwi৷ 

      

25. Avgiv G‡K Ac‡ii hZœ Kwi৷       

26. gv‡S gv‡S Avgiv g‡b Kwi †h Ab¨Rb GKwU wbw`ó Dcvq 

Abyfe K‡i, KviY Gfv‡eB Avgiv wb‡R‡K Abyfe Kwi| 
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27. Avgiv G‡K Ac‡ii m¤ú‡K© wKQz cQ›` Kwi, Ges Ab¨vb¨ wKQz 

wRwbm Avgiv c”Q›` Kwi bv৷ 

      

28. ‡h welq¸‡jv Avgv‡`i m¤ú‡K©i Rb¨ ¸iæZ¡c~Y© ‡m¸‡jv Avgiv 

Gwo‡q Pwj bv ev NyivB bv৷ 

      

29. Avgiv G‡K Aci‡K Aby‡gv`b Kwi bv৷       

30. Avgiv G‡K Ac‡ii g‡bvfve eywS I Rvwb, GgbwK ZLbI hLb 

ejv ev ejvi gZ †Kvb kã Luy‡R cvIqv KwVb| 

      

31. G‡K Ac‡ii cÖwZ Avgv‡`i g‡bvfve GKB iKg _v‡K: Avgiv 

KLbI A‡b¨i cÖwZ mbÍyó  nB bv Ges Ab¨ mg‡q mgv‡jvwPZ ev 

nZvk nvB৷ 

      

32. KLbI KLbI Avgv‡`i †KD ev Ab¨ †KD Z…wß cvB bv wKš‘ 

ZviciI Avgiv Pj‡Z _vwK, evwn‡i GUv D‡cÿv Kwi ৷ 

      

33. Avgiv ïay G‡K Aci‡K mn¨ Kwi৷       

34. Avgiv G‡K Aci‡K ïwb, Ges mvavibZ G‡K Ac‡ii m¤ú~Y© 

A_© eywS৷ 

      

35. hw` Avgv‡`i g‡a¨ GKRb A‡b¨i mv‡_ ivM †`Lvq Z‡e Zviv 

Lye Kó cvq A_ev ivM I K‡i৷ 

      

36. Avgiv cÖ‡Z¨‡K Zvi mr Av‡eM Ges cÖK…Z Abyf~wZ¸wj A‡b¨i 

w`‡K ev Ab¨w`‡K cÖKvk Ki‡Z mÿg৷ 

      

37. Avgv‡`i m¤ú‡K© GKwU eÜzZ¡c~Y© AvšÍwiKZv Av‡Q৷       

38. Ab¨iv hv wPšÍv ev Abyfe K‡i Avgiv Zv GK`gB& †Lqvj Kwi 

bv| 

      

39. Avgiv G‡K Aci‡K KZUv cQ›` Kwi ev AcQ›` Kwi Zv 

Avgiv wbw`©ó †h welq¸‡jv †`LvB ev cÖKvk Kwi Zvi gva¨‡g 

cwiewZ©Z nq bv ৷ 

      

40. gv‡S gv‡S Avgiv A‡b¨i Abyf~wZ‡Z wKQz eyS‡Z cvwi hv Zviv 

A¯̂xKvi K‡i ev m‡PZb e‡j g‡b nq bv৷ 

      

41. Avwg Abyfe Kwi †h Avgv‡`i cÖ‡Z¨‡K mwZ¨B Ab¨ e¨w³‡`i 

kÖ×v K‡i ৷ 

      

42. Ab¨ †KD  wKfv‡e AwfÁZv¸‡jv Abyfe K‡i Zv h_v_©B Zvwid 

Ki‡Z cvwi ৷ 

      

43. KLbI KLbI wKQz Dcv‡q Avgiv Ab¨‡K Aby‡gv`b Kwi Ges 

Ab¨ mgq¸‡jv‡Z Ab¨ †Kvb w`K ¯^Zš¿fv‡eB  Aby‡gv`b 

Kwibv৷ 

      

44. Avgv‡`i cÖwZ A_ev Zv‡`i cÖwZ Avgv‡`i Abyf~wZ mn †hUvB 

Avgv‡`i g‡b _vKzK bv †Kb, Avgiv G‡K Ab¨‡K Zv cÖKvk 

Ki‡Z cvwi ৷ 

      

45. AvgivZv‡`i Rb¨ cQ›` Kwi bv Zv‡`i‡K, †hgbUv Zviv ৷       
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46. Avgiv gv‡S gv‡S wKQz g‡b K‡i  ev Kíbv K‡i f~j Kwi †h 

Ab¨Rb  †KvbI we‡kl wRwbm m¤ú‡K© mwZ¨B „̀pfv‡e Abyfe 

K‡i, GwU Avm‡jB N‡U| 

      

47. Avgv‡`i g‡a¨ †KD †KD fvj cÖdzjø n‡Z cv‡i, ev gb Lvivc 

Ki‡Z cv‡i, †Kvb Kvib QvivB Avgv‡`i cÖwZ Ab¨Rb wfbœZv 

Abyfe Ki‡Z cv‡i ৷ 

      

48. Avgiv Avgv‡`i m¤ú‡K© wb‡R‡`i g‡a¨ †LvjvLywj Ges gy³৷       

49. Avgiv G‡K Ac‡ii Rb¨ weiw³i Kvib I n‡Z cvwi৷       

50. Avgiv cÖvqB eyS‡Z cvwi bv hv ejv ev Kiv n‡q‡Q †m welq 

m¤ú‡K© AciRb KZLvwb ms‡e`bkxj ev ¯úkx©৷ 

      

51. Avgv‡`i g‡a¨ Ab¨ †KD Avgv‡`i Ôfv‡jv wPšÍv ev Abyf~wZÕ ev 

ÔLvivcÕ cÖKvk Ki‡Z cv‡i, Avgv‡`i cÖwZ Ab¨e¨w³i Abyf~wZ 

cwieZ©b bv K‡iB| [hw` GwU Zv‡`i Abyf~wZ cwieZ©b K‡i, 

DËi Òbv "] 

      

52. gv‡S gv‡S Avgv‡`i G‡K Ac‡ii evwn¨K cÖwZwµqv Avm‡j 

Avgv‡`i ga¨vKvi Abyf~wZ †_‡K wKQzUv wfbœ nq৷ 

      

53. Avgiv G‡K Ac‡ii cÖwZ GKai‡bi N„Yv Abyfe Kwi৷       

54. Avgiv G‡K Aci‡K eywS৷       

55. Avgiv Ab¨ mg‡qi Zzjbvq KLbI KLbI AviI †ewk 

BwZevPK ev †bwZevPK Abygv‡bi m‡½ G‡K Ac‡ii wePvi 

Ki‡Z AvMÖnx ৷ 

      

56. Avgiv Avgv‡`i  m¤ú‡K©i Avmj Abyf~wZ¸wj Gov‡Z ev 

mveav‡b c`‡ÿc Ki‡Z cviwQ bv| [&&DIi ÒbvÓ n‡e hw` 

mwZ¨Kv‡ii Abyf~wZ¸wj Gwo‡q P‡jb|] 

      

57. mwZ¨Kvi A‡_© Avgiv G‡K Ac‡ii cÖwZ AvMªnx ৷       

58. Avgv‡`i G‡K Ac‡ii cÖwZwµqv GZUvB  wbw`©ó Ges ¯q̂swµq 

†h cÖvqB Avgiv Zv‡`i Kv‡Q •cvQv‡Z cvwi bv ev Zviv hv 

e‡j‡Q Zv MÖnb Kwi bv | 

      

59. Avgv‡`i cÖwZZviv hv Abyfe K‡i Avwg g‡b Kwi bv †h 

Avgv‡`i g‡a¨ †KD we‡kl †Kvb wKQz cwieZ©b K‡i e‡j ev 

†Kvb wKQz K‡i| [DIi ÒbvÓ n‡e hw` Abyf~wZ Øviv cwiewZ©Z 

nq ] 

      

60. Avgv‡`i g‡a¨ GKRb ev Ab¨Rb K_v  e†j ZLb cÖvqB wPšÍv 

fvebv ev Abyf~wZ¸‡jv jyKvq ev fyj fveg~wZ© cÖKvk K‡i| 

      

61. G‡K Ac‡ii Rb¨ cÖK…Z †¯œn / Uvb Abyfe Kwi |       
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62. hLb Avgv‡`i g‡a¨ KviI gbLvivc nq ev AvNvZ cvq, 

Acicÿ gg©vnZ nIqv QvivB Zv‡K Drdzjø Ki‡Z Ges 

mwVKfv‡e Zvi Abyf~wZ eyS‡Z cv‡i ৷ 

      

63. Avgv‡`i m¤ú‡K© Ab¨ †KvbI e¨w³ wK g‡b K‡i- Avgiv hLb 

Zv Rvwb ZLb †mUv G‡K Aci‡K wK g‡b KiZvg  Zvi Dci 

cÖfve †d‡j ev eÜ K‡i †`q ৷ 

      

64. Avwg wek¦vm Kwi †h, H mKj Abyf~wZ¸‡jv wb‡q Avgiv GK‡Î 

K_v ewj bv hv Avgv‡`i m¤ú‡K© mgm¨v m„wó K‡i| 
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evsjv‡`k †nj&_ cÖ‡dkÝ BbwówUDU (weGBPwcAvB) 

AKz‡ckbvj †_ivwc wefvM 

wmAviwcÑ PvcvBb, mvfvi, XvKvÑ1343. †Uwj: 02-7745464Ñ5,7741404, d¨v·: 02-

774506 

e¨v‡iU-wjbvW© m¤ú‡K©i ZvwjKv t dg© wW WvweøD-64 (evsjv ms¯‹iY) 

 

 

Z_¨ †bqvi ZvwiL: 

‡_ivwc÷ †KvW bs: 

eqm: 

wj½: bvix / cyiæl 

‣eevwnK Ae¯’v : 

‡_ivwc÷ Gi c`gh©v`v: 

‡_ivwc÷ Gi AwfÁZv: 

wVKvbv: 

‡gvevBj bv¤^vi: 

m¤úK© Kx memgq ev `xN©mgq a‡i H iKg Av‡Q †hgbUv Avcwb eY©bv K‡i‡Qb? 

 

hw` m¤úK© cwiewZ©Z nq, Zvn‡j Kxfv‡e N‡UwQj Ges/ A_ev KZ Av‡M N‡UwQj? 

 

 

 

 

 

 

Appendices-VIII (b): Questionnaire in Bangla for Therapist 

ce©- G: mvaviY Z_¨ 
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bx‡Pi ZvwjKv¸wj wewfbœ Dcv‡q Af¨šÍ‡i †_‡K m¤ú~Y© m¤úK© Abyfe n‡Z cv‡i| ZvwjKvfy³ wee„wZ (msL¨v 1-64) 

GKwU we‡kl m¤ú‡K©i ¸Yvejxi w`‡K wb‡ ©̀k K‡i hv ‡mB m¤ú‡K©i m`m¨ `¦viv Abyf~Z nq| GUv ‡evSv hvq †h 

GKRb Askx`vi ev m`m¨ G‡K A‡b¨i g‡Zv GKB eY©bv †`‡e bv Ges Zvic‡iI e¨w³i „̀wófw½ cwieZ©b n‡Z 

cv‡i|`qv K‡i GLb Avcbvi m‡½ ‡mevMÖnxZvi m¤ú‡K©i Dcvq eY©bv Kiæb| DËi †`Iqvi mgq cÖK„Z cwiw¯’wZ‡Z 

Ges cvwicvwk¦©K Ae¯’vq Avcbvi g‡a¨ Abyf~wZ Ges g‡bvfv‡ei K_v fveyb| GKm‡½ Avcbvi •`bw›`b we‡k¦i Qwe 

gb †_‡K Avb‡Z †Póv Kiæb| Avcwb Avcbvi ¯§„wZ‡Z _vKv Am¦vfvweK mgq¸wjI g‡b Ki‡Z cv‡ib|cÖwZwU 

m¤úK©‡K evg gvwR©‡b wPwýZ Kiæb, Avcwb KZUv †Rviv‡jvfv‡e g‡b K‡ib †h GwU GB m¤ú‡K©i mZ¨ ev mZ¨ bq| 

`qv K‡i cÖwZwU wPwýZ Kiæb| wb¤œwjwLZ DËi¸wji Rb¨ cøvm b¤^i¸wj‡Z (+3, +2, +1) ev we‡qvM msL¨v (-3, -

2, -1) wjLyb| 

 

+3: n¨vu, Avwg `©pfv‡e g‡b Kwi GwU mZ¨ -1: (bv), Avwg g‡b Kwi m¤¢eZ GwU mZ¨ bq, ev mZ¨ 

†_‡K †ewk AmZ¨ 

+2: n¨vu, Avwg g‡b Kwi GwU mZ¨   -2: bv, Avwg g‡b Kwi GwU mZ¨ bq 

+1: n¨vu, Avwg g‡b Kwi m¤¢eZ GwU mZ¨, ev AmZ¨ †_‡K †ewk 

mZ¨            

-3: bv, Avwg `„p fv‡e g‡b Kwi GwU mZ¨ bq 

 

 

 

 Am¤§wZ m¤§wZ 

 Bv 

-3 

bv 

-2 

bv 

-3 

bv 

-2 

bv 

-3 

bv 

-2 

1. gvbyl wn‡m‡e Avgiv  G‡K Ac‡ii m¤§vb Kwi|       

2. অন¨        ন welq wKfv‡e †`‡L †mUv Avgiv Rvb‡Z Ges 

eyS‡Z Pvই ৷ 

      

3. Avgiv GKmv‡_ †h AvMÖn Abyfe Kwi Zv G‡K Ac‡ii KvR 

Ges K_v ejvi Dci wbf©i K‡i| 

      

4. Avgiv GKmv‡_ ¯^v”Q›`¨ †eva Kwi৷       

5. Avgiv G‡K Aci‡K cQ›` I Dc‡fvM Kwi|       

6. Avgivnq‡Zv G‡K Ac‡ii K_v ïwb wKš‘y Ab¨ †KD wKfv‡e Zv 

Abyfe K‡i †`wL bv৷ 

      

7. Avgv‡`i g‡a¨ †Kvb GKR‡bi †gRvR fvj ev Lvivc n‡j 

ÔD_&_vb ev cZbÕ †mUv cwieZ©b bv K‡iB Ab¨Rb Avgv‡`i 

mv‡_ AvPib K‡i৷) 

      

ce©- we: 
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8. Avwg g‡b Kwi Avgiv G‡K Ac‡ii cÖwZ GKwU f~wgKv ivwL ev 

KvR Kwi| 

      

9. Avgiv G‡K Ac‡ii cÖwZ ‣ah©nxb৷       

10. Avgiv mvavibZ Rvwb, Ab¨Rb Avm‡j wK ‡evSv‡”Q৷       

11. A‡b¨i cÖwZ Avgv‡`i gZvgZ D_&&&&_vb  ev cZb nq, Zv‡`i 

AvPiY Ges Zv‡`i ga¨Kvi Av‡jv cÖ`k©b Abyhvqx৷ 

      

12. (Avwg Abyfe Kwi †h, G‡K Ac‡ii mv‡_ Avgiv evmÍe Ges 

cÖK„Z| 

      

13. Avgiv G‡K Ac‡ii cÖksmv Kwi৷       

14. AciRb wK Ki‡Q †mUv Avgv‡`i c„_K `„wó‡KvY †_‡K Avgiv 

DfqB jÿ¨ Kwi| 

      

15. wKfv‡e Avgiv Ab¨‡K wb‡q Abyfe Kwi, †m¸wj Zv‡`i ¯̂-

Abyf~wZ ev †gRv‡Ri iæcvšÍi‡K cwiewZ©Z K‡i bv| [ hw` GwU 

cwiewZ©Z nq, Z‡e ÒbvÓ DËiwU Pqb Kiæb| 

 

      

16. hLb Ab¨Rb wKQz ms‡e`bkxj welq m¤ú©‡K e‡j ev wR‡Ám 

K‡i Avgiv A¯”̂Q›` †eva Kwi৷ 

      

17. Avgiv AwaKvsk †ÿ‡Î G‡K Ac‡ii cÖwZ D`vmxb৷       

18. Avgiv mvavibZ A‡b¨i Abyf~wZ eyS‡Z cvwi৷       

19. Avgiv cÖ‡Z¨‡KB PvB Acicÿ GKwU we‡kl ai‡bi e¨w³ 

nDK৷ 

      

20. Avgiv G‡K Ac‡ii Kv‡Q †LvjvLywj fv‡e K_v ewj, Avgiv wK 

wPšÍv I Abyfe KiwQ Zv cÖKvk Kwi †hgbUv Avgiv ewj৷ 

      

21. Avgiv G‡K Aci‡K wb‡ Í̄R Ges bxim wn‡m‡e †c‡q _vwK৷       

22. Ab¨Rb wbw`ó wKQz ej‡j ev Ki‡j †mUvi cÖwZ Avgv‡`i 

`„wófw½ Ggb †h Avgiv Zv‡`I †evSv‡Z cvwi bv| 

      

23. Avgv‡`i g‡a¨ †KD Avgv‡`i cÖwZ Zv‡`i Abyf~wZ cwieZ©b bv 

K‡iB Ggb wKQz cÖKvk Ki‡Z cv‡i hv Avgv‡`i wei³ K‡i ev 

Avb›` †`q A‡b¨i †_‡K ৷ 

      

24. Avgiv PvB Zviv eyS‡Z cviæK ev¯Í‡e Avgiv hZUv Kwi Zvi 

†_‡K †ewk Zv‡`i eywS ev cQ›` Kwi৷ 

      

25. Avgiv G‡K Ac‡ii hZœ Kwi৷       

26. gv‡S gv‡S Avgiv g‡b Kwi †h Ab¨Rb GKwU wbw`ó Dcvq 

Abyfe K‡i, KviY Gfv‡eB Avgiv wb‡R‡K Abyfe Kwi| 

      

27. Avgiv G‡K Ac‡ii m¤ú‡K© wKQz cQ›` Kwi, Ges Ab¨vb¨ wKQz 

wRwbm Avgiv c”Q›` Kwi bv৷ 
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28. ‡h welq¸‡jv Avgv‡`i m¤ú‡K©i Rb¨ ¸iæZ¡c~Y© ‡m¸‡jv Avgiv 

Gwo‡q Pwj bv ev NyivB bv৷ 

      

29. Avgiv G‡K Aci‡K Aby‡gv`b Kwi bv৷       

30. Avgiv G‡K Ac‡ii g‡bvfve eywS I Rvwb, GgbwK ZLbI hLb 

ejv ev ejvi gZ †Kvb kã Luy‡R cvIqv KwVb| 

      

31. G‡K Ac‡ii cÖwZ Avgv‡`i g‡bvfve GKB iKg _v‡K: Avgiv 

KLbI A‡b¨i cÖwZ mbÍyó  nB bv Ges Ab¨ mg‡q mgv‡jvwPZ ev 

nZvk nvB৷ 

      

32. KLbI KLbI Avgv‡`i †KD ev Ab¨ †KD Z…wß cvB bv wKš‘ 

ZviciI Avgiv Pj‡Z _vwK, evwn‡i GUv D‡cÿv Kwi ৷ 

      

33. Avgiv ïay G‡K Aci‡K mn¨ Kwi৷       

34. Avgiv G‡K Aci‡K ïwb, Ges mvavibZ G‡K Ac‡ii m¤ú~Y© 

A_© eywS৷ 

      

35. hw` Avgv‡`i g‡a¨ GKRb A‡b¨i mv‡_ ivM †`Lvq Z‡e Zviv 

Lye Kó cvq A_ev ivM I K‡i৷ 

      

36. Avgiv cÖ‡Z¨‡K Zvi mr Av‡eM Ges cÖK…Z Abyf~wZ¸wj A‡b¨i 

w`‡K ev Ab¨w`‡K cÖKvk Ki‡Z mÿg৷ 

      

37. Avgv‡`i m¤ú‡K© GKwU eÜzZ¡c~Y© AvšÍwiKZv Av‡Q৷       

38. Ab¨iv hv wPšÍv ev Abyfe K‡i Avgiv Zv GK`gB& †Lqvj Kwi 

bv| 

      

39. Avgiv G‡K Aci‡K KZUv cQ›` Kwi ev AcQ›` Kwi Zv 

Avgiv wbw`©ó †h welq¸‡jv †`LvB ev cÖKvk Kwi Zvi gva¨‡g 

cwiewZ©Z nq bv ৷ 

      

40. gv‡S gv‡S Avgiv A‡b¨i Abyf~wZ‡Z wKQz eyS‡Z cvwi hv Zviv 

A¯̂xKvi K‡i ev m‡PZb e‡j g‡b nq bv৷ 

      

41. Avwg Abyfe Kwi †h Avgv‡`i cÖ‡Z¨‡K mwZ¨B Ab¨ e¨w³‡`i 

kÖ×v K‡i ৷ 

      

42. Ab¨ †KD  wKfv‡e AwfÁZv¸‡jv Abyfe K‡i Zv h_v_©B Zvwid 

Ki‡Z cvwi ৷ 

      

43. KLbI KLbI wKQz Dcv‡q Avgiv Ab¨‡K Aby‡gv`b Kwi Ges 

Ab¨ mgq¸‡jv‡Z Ab¨ †Kvb w`K ¯^Zš¿fv‡eB  Aby‡gv`b 

Kwibv৷ 

      

44. Avgv‡`i cÖwZ A_ev Zv‡`i cÖwZ Avgv‡`i Abyf~wZ mn †hUvB 

Avgv‡`i g‡b _vKzK bv †Kb, Avgiv G‡K Ab¨‡K Zv cÖKvk 

Ki‡Z cvwi ৷ 

      

45. AvgivZv‡`i Rb¨ cQ›` Kwi bv Zv‡`i‡K, †hgbUv Zviv ৷       
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46. Avgiv gv‡S gv‡S wKQz g‡b K‡i  ev Kíbv K‡i f~j Kwi †h 

Ab¨Rb  †KvbI we‡kl wRwbm m¤ú‡K© mwZ¨B „̀pfv‡e Abyfe 

K‡i, GwU Avm‡jB N‡U| 

      

47. Avgv‡`i g‡a¨ †KD †KD fvj cÖdzjø n‡Z cv‡i, ev gb Lvivc 

Ki‡Z cv‡i, †Kvb Kvib QvivB Avgv‡`i cÖwZ Ab¨Rb wfbœZv 

Abyfe Ki‡Z cv‡i ৷ 

      

48. Avgiv Avgv‡`i m¤ú‡K© wb‡R‡`i g‡a¨ †LvjvLywj Ges gy³৷       

49. Avgiv G‡K Ac‡ii Rb¨ weiw³i Kvib I n‡Z cvwi৷       

50. Avgiv cÖvqB eyS‡Z cvwi bv hv ejv ev Kiv n‡q‡Q †m welq 

m¤ú‡K© AciRb KZLvwb ms‡e`bkxj ev ¯úkx©৷ 

      

51. Avgv‡`i g‡a¨ Ab¨ †KD Avgv‡`i Ôfv‡jv wPšÍv ev Abyf~wZÕ ev 

ÔLvivcÕ cÖKvk Ki‡Z cv‡i, Avgv‡`i cÖwZ Ab¨e¨w³i Abyf~wZ 

cwieZ©b bv K‡iB| [hw` GwU Zv‡`i Abyf~wZ cwieZ©b K‡i, 

DËi Òbv "] 

      

52. gv‡S gv‡S Avgv‡`i G‡K Ac‡ii evwn¨K cÖwZwµqv Avm‡j 

Avgv‡`i ga¨vKvi Abyf~wZ †_‡K wKQzUv wfbœ nq৷ 

      

53. Avgiv G‡K Ac‡ii cÖwZ GKai‡bi N„Yv Abyfe Kwi৷       

54. Avgiv G‡K Aci‡K eywS৷       

55. Avgiv Ab¨ mg‡qi Zzjbvq KLbI KLbI AviI †ewk 

BwZevPK ev †bwZevPK Abygv‡bi m‡½ G‡K Ac‡ii wePvi 

Ki‡Z AvMÖnx ৷ 

      

56. Avgiv Avgv‡`i  m¤ú‡K©i Avmj Abyf~wZ¸wj Gov‡Z ev 

mveav‡b c`‡ÿc Ki‡Z cviwQ bv| [&&DIi ÒbvÓ n‡e hw` 

mwZ¨Kv‡ii Abyf~wZ¸wj Gwo‡q P‡jb|] 

      

57. mwZ¨Kvi A‡_© Avgiv G‡K Ac‡ii cÖwZ AvMªnx ৷       

58. Avgv‡`i G‡K Ac‡ii cÖwZwµqv GZUvB  wbw`©ó Ges ¯q̂swµq 

†h cÖvqB Avgiv Zv‡`i Kv‡Q •cvQv‡Z cvwi bv ev Zviv hv 

e‡j‡Q Zv MÖnb Kwi bv | 

      

59. Avgv‡`i cÖwZZviv hv Abyfe K‡i Avwg g‡b Kwi bv †h 

Avgv‡`i g‡a¨ †KD we‡kl †Kvb wKQz cwieZ©b K‡i e‡j ev 

†Kvb wKQz K‡i| [DIi ÒbvÓ n‡e hw` Abyf~wZ Øviv cwiewZ©Z 

nq ] 

      

60. Avgv‡`i g‡a¨ GKRb ev Ab¨Rb K_v  e†j ZLb cÖvqB wPšÍv 

fvebv ev Abyf~wZ¸‡jv jyKvq ev fyj fveg~wZ© cÖKvk K‡i| 

      

61. G‡K Ac‡ii Rb¨ cÖK…Z †¯œn / Uvb Abyfe Kwi |       
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62. hLb Avgv‡`i g‡a¨ KviI gbLvivc nq ev AvNvZ cvq, 

Acicÿ gg©vnZ nIqv QvivB Zv‡K Drdzjø Ki‡Z Ges 

mwVKfv‡e Zvi Abyf~wZ eyS‡Z cv‡i ৷ 

      

63. Avgv‡`i m¤ú‡K© Ab¨ †KvbI e¨w³ wK g‡b K‡i- Avgiv hLb 

Zv Rvwb ZLb †mUv G‡K Aci‡K wK g‡b KiZvg  Zvi Dci 

cÖfve †d‡j ev eÜ K‡i †`q ৷ 

      

64. Avwg wek¦vm Kwi †h, H mKj Abyf~wZ¸‡jv wb‡q Avgiv GK‡Î 

K_v ewj bv hv Avgv‡`i m¤ú‡K© mgm¨v m„wó K‡i| 

      


