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Abstract  Leisure activities are an important 

occupational domain for post-stroke patients, as many 

individuals experience significant declines in this area. 

The aim of this study is to analyze the factors associated 

with leisure activities and quality of life among 

post-stroke patients within an associative framework, 

rather than a causal relationship. This study used a 

cross-sectional design. The sample of 112 respondents 

was included, with inclusion criteria that were 

pre-established. Data collection techniques involved using 

quality of life instruments, as well as questionnaires on 

perceptions, participation, self-efficacy, social support, 

spirituality, and independence. The data were analyzed 

using path analysis with Amos software. Results showed 

significant direct effects (p-value <0.05) on: self-efficacy 

on participation, social support on participation, 

spirituality on independence, participation on 

independence, spirituality on QoL, and self-efficacy on 

QoL. On the other hand, direct effects that were not 

significant (p-value >0.05) included: perceptions on 

participation, spirituality on participation, social support 

on independence, perceptions on independence, 

self-efficacy on independence, perceptions on QoL, 

independence on QoL, participation on QoL, and social 

support on QoL. Indirect effects of variables of perception, 

self-efficacy, social support, and spirituality through 

either independence or participation showed no significant 

impact (p-value >0.05). A multidimensional approach 

involving management of physical, emotional, and social 

aspects is crucial for effectively supporting the recovery 

of stroke patients. 

Keywords  Effect, Leisure Activity, Quality of Life, 

Post-Stroke 

1. Introduction

The global prevalence of stroke has been continuously 

rising over time. According to a recent study in 2021, 

stroke became the third leading cause of death worldwide, 

with approximately 7.3 million deaths, accounting for 

10.7% of all deaths. The global prevalence of stroke 

reached nearly 94 million cases [1]. Stroke cases in 

Indonesia have shown a consistent increase, with the 

country having the highest number of stroke patients in 

Asia [2]. 

Stroke is a condition caused by disruptions in the brain's 

blood vessels, leading to a lack of oxygen supply to the 

brain, resulting in neurological dysfunction and brain 

tissue damage. Stroke can lead to physical, emotional, 

social limitations, and reduced life satisfaction [3]. About 

70% of stroke survivors have permanent occupational 

disabilities, and around 25% will experience vascular 

dementia [4]. The American Occupational Therapy 
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Association (AOTA) (2000) states that humans are always 

engaged in occupational domains to achieve their 

well-being. These domains include occupational, context, 

performance patterns, performance skills, and client 

factors [5]. Limitations caused by stroke can hinder 

individuals from engaging in their occupational domains. 

Leisure activities are an important occupational domain. 

Leisure activities are voluntarily chosen, non-obligatory 

pursuits that individuals engage in during their free time for 

enjoyment, relaxation, personal fulfillment, or other forms 

of satisfaction. Such activities include arts and crafts, 

active recreation, social recreation, religious or spiritual 

practices, intellectual or educational pursuits, community 

involvement, and serving others [6]. They may lack 

motivation to engage in leisure activities, struggle to 

express the leisure activities they want to do, and find it 

difficult to assess the meaning of leisure activities. Most of 

them tend to remain idle, sitting at home without engaging 

in activities [7]. This leads to a decline in occupational 

performance and quality of life. Participation in 

meaningful leisure activities positively impacts health and 

well-being [8]. 

A study in Denmark involving 346 post-stroke patients 

identified leisure activities as a key component of quality 

of life, with over 60% of stroke patients reporting 

limitations in leisure activities five years after a stroke [9]. 

In Norway, the level of involvement in leisure activities 

was found to be a major independent predictor of 

well-being [10]. Engaging in leisure activities can improve 

the quality of life for stroke survivors. 

The quality of life of post-stroke patients is significantly 

influenced by various factors, including perception, 

self-efficacy, spirituality, social support, independence, 

and participation. These elements interact to form the 

overall well-being of individuals recovering from stroke, 

making a holistic approach crucial in rehabilitation. 

Patients' perceptions of their post-stroke condition greatly 

impact their psychological adaptation and well-being, 

affecting their quality of life [11]. 

Self-efficacy is the belief in one's ability to manage and 

overcome health challenges, playing a vital role in how 

stroke patients view their recovery and rehabilitation 

participation. High self-efficacy is associated with 

increased social participation and can reduce feelings of 

loneliness [12]. Additionally, it helps individuals cope with 

self-care challenges and lowers stress levels, contributing 

to a better quality of life [13]. 

Spirituality can provide internal support for patients 

during the post-stroke period. It offers emotional support 

and a sense of purpose [14], often leading to better coping 

mechanisms, helping patients face post-stroke challenges, 

and thus improving their quality of life [15]. 

Social support from family, friends, and communities is 

crucial during the post-stroke period. It acts as a buffer 

against loneliness and enhances emotional well-being, 

facilitating better integration into the social environment 

[14]. Patients receiving adequate social support show 

lower depression levels and better quality of life [16]. 

Strong social support, especially from friends, correlates 

with improved quality of life across various domains, 

including social relationships and environment [17]. 

Functional independence is a key determinant of quality 

of life [17]. The ability of stroke patients to maintain 

independence and engage in leisure activities contributes to 

their well-being. Participation in leisure activities helps 

reduce stress and improve quality of life. These activities 

provide opportunities for relaxation and self-recovery [18]. 

Participation in daily life activities is essential for 

maintaining physical and psychological health, as it fosters 

a sense of normalcy and belonging [14]. 

Various factors such as perceptions of post-stroke 

condition, self-efficacy, spirituality, social support, 

independence, and participation in leisure activities, 

interact to affect the quality of life of stroke patients. A 

holistic approach that considers all these aspects is 

necessary to support the well-being of patients after 

experiencing a stroke. One way to achieve this is by 

promoting health among post-stroke patients to enhance 

well-being. This can be done by further analyzing the 

independence factors that may influence post-stroke 

patients' involvement in leisure activities. 

A preliminary study conducted in Sobokerto Village, 

Ngemplak District, Boyolali Regency, Central Java in 

2020 found that 60 post-stroke patients aged 50-80 years, 

with almost equal numbers of male and female patients, 

had limited activity. Observations showed that they did not 

engage in any activities and remained at home. Their 

independence in activities like eating, bathing, and daily 

self-care still required assistance from those around them. 

Their outdoor activities were limited to visiting the elderly 

health post for health services like blood pressure checks 

and nutrition distribution, with assistance from close 

relatives. This was due to family members prioritizing 

work to meet family needs, resulting in less attention to 

post-stroke patients' leisure activities and limited training 

in their independent activities. However, there are many 

leisure activities that could potentially be used to help 

patients become more empowered. Therefore, the 

researcher is interested in conducting a study on the 

determinants of independence in leisure activities to 

improve the quality of life of post-stroke patients. The 

study aligns with the Ministry of Health of the Republic of 

Indonesia's Regulation No. 76 of 2014 on occupational 

therapy service standards [19]. 

2. Materials and Methods 

2.1. Study Design and Setting 

This study employed a descriptive quantitative design 

with a cross-sectional approach. The study was conducted 

in five hospitals in the Central Java Province of Indonesia, 
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namely: Moewardi Hospital, Ja'far Medika Karanganyar 

Hospital, Pandan Arang Boyolali Hospital, Islam Klaten 

Hospital, and Salatiga City Hospital. 

2.2. Participants 

A total of 112 respondents participated in the study, 

which was conducted from March 2020 to October 2022. 

The inclusion criteria were as follows: Leisure activities 

are voluntarily chosen, non-obligatory pursuits that 

individuals engage in during their free time for enjoyment, 

relaxation, personal fulfillment, or other forms of 

satisfaction. Such activities include arts and crafts, active 

recreation, social recreation, religious or spiritual 

practices, intellectual or educational pursuits, community 

involvement, and serving others. 

2.3. Data Collection 

Data collection in this study utilized instruments 

measuring quality of life, perception, participation, 

self-efficacy, social support, spirituality, and 

independence. Participants responded to questions using 

an interval scale that was employed to measure the 

participants’ level of agreement with each statement. They 

were asked to complete questionnaires on active, passive, 

and/or social leisure activities undertaken before illness, at 

present, and in the future, as well as on self-efficacy, 

spirituality, perception, social support, independence in 

leisure activities, and quality of life. Participants reported 

that they continue to engage in various active, passive, 

and social leisure activities, including sports, cooking, 

gardening, cycling, watching television, and social 

interactions. 

2.4. Variables 

The independent variables in this study were perception 

(X1), self-efficacy (X2), social support (X3), and 

spirituality (X4). The mediator variables were 

independence (Z1) and participation (Z2), while the 

dependent variable was quality of life (Y). 

2.5. Informed Consent 

Before the study was conducted, stroke survivors were 

provided with informed consent forms to participate in the 

study. A total of 112 stroke survivors gave their consent, 

and no participants withdrew from the study without prior 

notification. 

2.6. Statistical Analysis 

The normality test using Amos indicated that the 

p-values for both skewness and kurtosis of each variable 

were greater than 0.05. The goodness-of-fit evaluation 

further demonstrated that all models were adequately 

fitted. Data were analyzed using path analysis with Amos 

software, and the level of significance was set at α = 0.05 

(p < 0.05). 

2.7. Ethical Clearance 

This study has received ethical approval from Dr. 

Moewardi Hospital with the ethical clearance number 

1.160/X/HREC/2020. 

3. Results 

The analysis of 112 respondents indicated that the 

structural model assessing the influence of recreational 

activities on the quality of life of post-stroke patients 

demonstrated an adequate fit. The probability value (p = 

0.236) was greater than 0.05, confirming model acceptance. 

The RMSEA (0.057) and CFI (0.969) suggested good fit, 

although the TLI (0.869) fell below the recommended 

cut-off of 0.90, and the RMR (6.809) indicated residual 

differences. Therefore, the model was considered suitable 

for testing the relationships among variables. 

3.1. Respondent Characteristics 

Male (49.1%) and Female (50.9%) respondents are 

almost evenly distributed, with a slightly higher percentage 

of females (57) than males (55). This suggests that both 

genders are represented almost equally in the sample of 

post-stroke patients. The majority of respondents are in the 

Early Elderly (46-55) and Late Elderly (56-65) age groups, 

with 27.7% and 29.5% of the sample, respectively. This is 

expected, as stroke incidence tends to increase with age. 

Old Age (>65) group follows with 25.9%, showing a 

significant portion of the respondents are elderly. The Late 

Adolescence (17-25) group is the smallest, with only 1.8%, 

reflecting the lower prevalence of stroke in younger 

individuals. Most respondents fall within the categories of 

1-6 months (32.1%), 7-12 months (33.0%), and more than 

1 year (34.8%). This shows a relatively even distribution 

across the different stages of recovery post-stroke. More 

than 1 year having the largest group suggests that a 

significant portion of patients in this study have been living 

with stroke-related consequences for a year or more. The 

majority of respondents are married (79.5%), which could 

be important for understanding social and family support 

dynamics post-stroke. A smaller group of single or not 

married respondents (20.5%) suggests that marital support 

may play a significant role in the recovery and quality of 

life of stroke patients in this sample. The vast majority of 

respondents had a non-hemorrhagic stroke (87.5%), while 

only 12.5% had a hemorrhagic stroke. This is consistent 

with general stroke epidemiology, as non-hemorrhagic 

strokes (like ischemic strokes) are more common than 

hemorrhagic strokes. First Attack patients make up the 
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larger portion (73.2%), which is typical since many 

patients in post-stroke studies may be experiencing their 

initial stroke. It indicates a notable percentage of patients 

who have experienced more than one stroke, emphasizing 

the challenges of recurrent stroke and the need for ongoing 

care and prevention strategies. The distribution of 

characteristics can be seen in Table 1. 

Table 1.  Distribution of Respondent Characteristics 

Characteristic Number (n) Percentage (%) 

Gender 

Male 55 49.1 

Female 57 50.9 

Age Group 

Late Adolescence (17-25) 2 1.8 

Early Adulthood (26-35) 6 5.4 

Middle Adulthood (36-45) 11 9.8 

Early Elderly (46-55) 31 27.7 

Late Elderly (56-65) 33 29.5 

Old Age (>65) 29 25.9 

Duration of Stroke Attack 

1-6 months 36 32.1 

7-12 months 37 33.0 

> 1 year 39 34.8 

Marital Status 

Married 89 79.5 

Not Married 23 20.5 

Type of Stroke 

Hemorrhagic 14 12.5 

Non-Hemorrhagic 98 87.5 

Stroke Attack 

First attack 82 73.2 

Recurrent attack 30 26.8 

3.2. Results of Path 

3.2.1. Direct Effects between Variables 

The results of the direct effect test between variables 

show six direct effects. These are as follows: This indicates 

that self-efficacy has a significant direct effect on 

participation. Patients with higher self-efficacy are more 

likely to engage in social activities (b = 0.40; 95% CI = 

0.235 to 0.547; p-value = 0.011). Social support has a 

significant direct effect on participation, meaning that 

patients who receive more support from family and friends 

are more likely to participate in activities (b = 0.229; 95% 

CI = 0.122 to 0.404; p-value = 0.005). Spirituality 

significantly impacts independence. Patients with higher 

levels of spirituality tend to show greater independence in 

daily activities (b = 0.511; 95% CI = 0.401 to 0.617; 

p-value = 0.005). Participation in social activities has a 

significant direct effect on independence, indicating that 

active involvement in activities can improve a patient's 

ability to function independently (b = 0.240; 95% CI = 

0.066 to 0.432; p-value = 0.004). Spirituality significantly 

influences the quality of life, suggesting that patients with 

higher spiritual well-being report a better overall quality of 

life (b = 0.353; 95% CI = 0.149 to 0.510; p-value = 0.012). 

Self-efficacy has a direct effect on quality of life. Patients 

with higher self-efficacy tend to have a better perception of 

their overall quality of life (b = 0.265; 95% CI = 0.107 to 

0.448; p-value = 0.007). 

3.2.2. Non-Significant Direct Effects between Variables 

The following direct effects between variables were not 

statistically significant: Perception of one’s ability to 

participate in social activities does not have a significant 

effect on participation (b = 0.003; 95% CI = -0.156 to 

0.241; p-value = 0.832). Spirituality does not significantly 

affect participation in activities (b = -0.071; 95% CI = 

-0.195 to 0.099; p-value = 0.554). Social support does not 

have a significant direct effect on independence (b = 0.143; 

95% CI = -0.306 to 0.037; p-value = 0.151). Participation 

of one's ability to be independent does not significantly 

influence actual independence (b = 0.120; 95% CI = -0.086 

to 0.271; p-value = 0.227). Self-efficacy does not have a 

significant direct effect on independence, though it 

approaches significance (b = 0.166; 95% CI = -0.004 to 

0.355; p-value = 0.065). Perception of quality of life does 

not have a significant direct effect on actual quality of life 

(b = 0.030; 95% CI = -0.136 to 0.191; p-value = 0.640). 

Independence does not have a significant direct effect on 

quality of life (b = -0.011; 95% CI = -0.255 to 0.197; 

p-value = 0.920). Participation in activities does not have a 

significant direct effect on quality of life (b = -0.120; 95% 

CI = -0.034 to 0.275; p-value = 0.155). Social support does 

not have a significant direct effect on quality of life (b = 

-0.033; 95% CI = -0.172 to 0.120; p-value = 0.593). The 

results of the effect test can be seen in Table 2. 

3.2.3. Indirect Effects 

The indirect effects of the independent variables on the 

dependent variable through the mediator variables were 

examined. An indirect effect is considered significant if the 

p-value is less than 0.05, indicating that the result is not due 

to chance and has a real effect. The results of the indirect 

effects show that: Perception has an effect on quality of life 

through independence (Z-value = -0.098; p-value = 0.922). 

Perception has an effect on quality of life through 

participation (Z-value = 1.051; p-value = 0.293). 

Self-efficacy has an effect on quality of life through 

independence (Z-value = -0.098; p-value = 0.922). 

Self-efficacy has an effect on quality of life through 

participation (Z-value = 1.546; p-value = 0.122). Social 

support has an effect on quality of life through 

independence (Z-value = 0.098; p-value = 0.921). Social 
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support has an effect on quality of life through participation 

(Z-value = -1.174; p-value = 0.240). Spirituality has an 

effect on quality of life through independence (Z-value = 

-0.098; p-value = 0.921). Spirituality has an effect on 

quality of life through participation (Z-value = -0.809; 

p-value = 0.418). 

The results of the indirect effect tests indicate that the 

p-values for the indirect effects are all greater than 0.05, 

meaning that these effects are not statistically significant. 

Although independence and participation were proposed as 

mediators, the analysis did not reveal significant mediating 

effects. This finding suggests that patients’ engagement in 

activities and their level of independence did not fully 

mediate the influence of the independent variables on 

quality of life. These factors may require further 

exploration or the inclusion of alternative mediators to 

yield more substantial effects. The structural model of the 

path analysis can be seen in Figure 1. 

Table 2.  Direct Effects between Variables 

Dependent 

Variable(s) 

 Independent 

Variable(s) 

b SE CI 95% p 

Lower Limit Upper Limit 

Participation  Self-efficacy 0.400 0.078 0.235 0.547 0.011 

Participation  Social support 0.229 0.077 0.122 0.404 0.005 

Participation  Perception 0.003 0.091 -0.156 0.241 0.832 

Participation  Spirituality -0.071 0.076 -0.195 0.099 0.554 

Independence  Social support -0.143 0.084 -0.306 0.037 0.151 

Independence  Participation 0.120 0.087 -0.086 0.271 0.227 

Independence  Self-efficacy 0.166 0.092 -0.004 0.355 0.065 

Independence  Spirituality 0.511 0.056 0.401 0.617 0.005 

Independence  Participation 0.240 0.094 0.066 0.432 0.004 

Quality of life  Perception 0.030 0.087 -0.136 0.191 0.640 

Quality of life  Spirituality 0.353 0.095 0.149 0.510 0.012 

Quality of life  Self-efficacy 0.265 0.082 0.107 0.448 0.007 

Quality of life  Independence -0.011 0.112 -0.255 0.197 0.920 

Quality of life  Participation 0.120 0.074 -0.034 0.275 0.155 

Quality of life  Social support -0.033 0.080 -0.172 0.120 0.593 

N Observation = 112 

p = 0.236 

RMSEA = 0.57 

CFI = 0.969 

TLI = 0.869 

RMR = 6.809 
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Figure 1.  The structural model of path analysis depicting the influence of leisure activities in post-stroke patients on quality of life 

4. Discussion 

The study conducted in five hospitals in Central Java 

that provide post-stroke care shows the impact of 

independence on leisure activity utilization by post-stroke 

patients. The respondents in this study were quite diverse, 

with a variety of demographic and clinical factors, the 

largest concentration being in the elderly age group. The 

majority of respondents had experienced non-hemorrhagic 

strokes, with most patients already in the post-stroke 

condition for more than one year. The high percentage of 

married patients suggests that family support can be an 

important factor in the rehabilitation process. Additionally, 

the proportion of patients with recurrent strokes indicates 

the need for more intensive intervention to prevent further 

strokes and ensure continuous rehabilitation strategies. 

Based on the analysis results, several direct relationships 

between variables were found to be significant, while the 

indirect effects through mediators (such as independence 

and participation) did not show significant relationships. In 

this model, the direct influence between independent 

variables and dependent variables was analyzed to 

determine whether the direct relationships between 

variables made a significant contribution to quality of life. 

The findings of this study indicate that self-efficacy 

directly affects participation. Self-efficacy refers to an 

individual's belief in their ability to overcome challenges, 

including physical and psychological limitations 

post-stroke. Individuals with high self-efficacy are more 

likely to engage in social and recreational activities to 

improve their quality of life. Previous international studies 

support this finding, showing that increased self-efficacy in 

stroke patients is associated with greater participation in 

social and physical activities [20]. This study explains that 

high self-efficacy allows individuals to feel more confident 

in participating in therapy or social activities, which can 

speed up their recovery process [21]. 

Social support in this study was found to have a direct 

effect on participation (b = 0.229, p-value = 0.005). Stroke 

patients who received greater social support from family, 

friends, or social groups were more likely to engage in 

various social activities, which are important for their 

physical and psychological recovery. The previous study 

supports this finding, showing that social support has a 

significant impact on stroke patients' involvement in social 

activities [22]. This support provides patients with a sense 

of security and increases their motivation to remain 

engaged in various activities, which accelerates their 

recovery. Other studies also add that patients with strong 

social networks are more likely to participate in 

rehabilitation programs and other social activities, which 

directly contribute to improving their quality of life [23]. 

Spirituality in this study had a direct effect on 

independence (b = 0.511, p-value = 0.005). Patients with 

higher levels of spirituality tend to feel stronger and have 

more internal resources to face post-stroke challenges, 
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which improves their independence in daily life. The 

previous study has revealed that spirituality provides 

meaning and purpose for stroke patients, which enhances 

their ability to manage recovery [24]. This aligns with 

previous studies showing that spirituality not only 

improves patients' emotional well-being but also enhances 

their motivation and supports the improvement of 

independence in daily activities, such as self-care and 

managing household tasks. This allows stroke survivors to 

more easily adapt to their new condition [25], [26]. 

Participation in this study had a direct effect on 

independence (b = 0.240, p-value = 0.004). Patients who 

were more active in social activities or therapy tended to 

show improvements in their independence. Social 

activities provide an opportunity for patients to develop 

skills and gain the support needed to function more 

independently in their daily lives. The previous study 

confirms that active participation in social activities, 

whether through sports, arts, or group therapy, can enhance 

the daily living skills of stroke patients. This participation 

helps them rebuild their independence after stroke, which 

plays an important role in improving their overall quality 

of life [27]. The study by C. O’Sullivan and G. Chard 

identified themes including re-engagement in sports, 

acceptance of post-stroke physical limitations, gratitude for 

support and assistance, and looking toward the future [10]. 

Similarly, Hutchinson and Warner reported that 

interactions between staff and leisure participants can 

provide opportunities for goal setting, problem-solving, 

and taking action, as well as support the learning of 

Selection, Optimization, and Compensation (SOC) 

strategies. These interactions may also assist individuals 

who lack knowledge, skills, or confidence to participate 

independently, while peer support opportunities can 

enhance self-confidence and motivation [28]. 

Spirituality in this study had a direct effect on quality of 

life (b = 0.353, p-value = 0.012). Individuals with higher 

levels of spirituality often have better quality of life 

because they can find meaning and purpose in life, which 

supports their recovery after stroke. Previous studies show 

that spirituality helps stroke patients cope with anxiety and 

depression, which frequently emerge post-stroke. Those 

with higher levels of spirituality are better able to manage 

stress and adapt to major life changes, ultimately 

contributing to improved quality of life [26]. 

Self-efficacy in this study had a direct effect on quality 

of life (b = 0.265, p-value = 0.007). Individuals who have 

more confidence in their ability to overcome life 

challenges, including post-stroke rehabilitation, tend to 

have better quality of life. The previous study has shown 

that high self-efficacy is associated with better quality of 

life in stroke patients [29]. When patients feel confident in 

their ability to overcome obstacles and adapt to life 

post-stroke, they are more likely to experience 

improvements in the physical, emotional, and social 

aspects of their lives.  

The results of this study reinforce the importance of 

several factors, such as self-efficacy, social support, 

spirituality, and participation, in improving the quality of 

life of post-stroke patients. Self-efficacy and social support 

play an important role in improving participation in social 

activities, which in turn affects independence and quality 

of life. Additionally, spirituality has proven to be an 

important factor in improving independence and quality of 

life for stroke patients. 

However, in the analysis of direct influences between 

variables in post-stroke recovery, some relationships did 

not show a significant direct influence on the related 

variables. These findings suggest that while relationships 

between variables exist, their influence is not strong 

enough to achieve statistical significance at the established 

p-value (p < 0.05). 

In this study, perception of participation did not show a 

significant direct influence on the level of participation of 

stroke patients. This suggests that an individual’s 

perception of their ability to engage in social activities is 

not enough to motivate them to participate. Previous 

studies indicate that positive self-perception only plays an 

important role in the context of social support and 

engagement level, not as a primary factor driving active 

participation [30]. 

Although spirituality is considered important in 

post-stroke patients' lives, this study showed no significant 

direct influence between the level of spirituality and 

participation in social activities. This suggests that while 

spirituality can influence internal aspects of quality of life, 

it does not always have a direct link to social participation. 

The previous study shows that although spirituality 

supports emotional well-being in stroke patients, its 

contribution to social participation is more complex and 

influenced by factors such as family support and physical 

conditions [31]. 

Although social support is known to affect the level of 

independence in post-stroke patients, in this study, the 

direct influence between the two was not significant. The 

previous study suggests that other factors such as physical 

condition or more intensive therapy, may play a larger role 

in enhancing the independence of stroke patients than 

social support alone [32]. 

In this study, the perception of independence did not 

show a significant influence on the level of independence. 

This suggests that while individuals have perceptions of 

their ability to be independent, other factors such as 

physical ability or access to therapy services may play a 

more crucial role in determining their level of 

independence in post-stroke recovery. The previous study 

shows that independence is more influenced by practical 

assistance and physical ability than by patients' internal 

perceptions [33]. 

Self-efficacy in this study had a marginal influence on 

independence, with a p-value approaching the threshold of 

significance (0.065). This indicates that although belief in 

one’s ability is important, its influence on independence 

was not strong enough to reach the predetermined 
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significance level. Previous studies show that while 

self-efficacy may increase motivation, the level of 

independence is more influenced by physical therapy and 

the patient’s medical condition [34], [35]. 

Perception of quality of life did not show a significant 

direct influence in the study. While individuals’ 

perceptions of their condition are important, this is not 

enough to determine their quality of life. Previous studies 

emphasize that the quality of life in stroke patients is 

influenced by many complex factors, including medical 

condition, level of independence, and social support, which 

may be stronger than self-perception [36]. 

Independence in this study did not show a significant 

direct influence on the quality of life of post-stroke patients. 

This may be because quality of life can be influenced by 

many factors other than independence, such as social 

support, physical condition, or involvement in social 

activities [37]. 

Although participation in social activities has the 

potential to improve quality of life, its direct influence in 

this study was found to be insignificant. Previous studies 

show that other factors, such as physical condition and 

social support, play a more significant role in determining 

post-stroke quality of life than just social participation [36]. 

Social support did not show a significant direct influence 

on the quality of life of stroke patients in this study. While 

social support is generally beneficial for patients’ 

well-being, its direct influence on quality of life seems to 

be influenced by other more dominant factors, such as 

physical condition and medical interventions [38]. 

Although factors like perception, spirituality, 

self-efficacy, and social support play an important role in 

stroke patient recovery, their direct influences on 

participation, independence, and quality of life often did 

not show significant statistical significance. This suggests 

that post-stroke recovery involves many complex 

interacting factors, and that the influence of each variable 

may vary depending on the individual context and type of 

therapy provided. 

Based on the analysis of indirect effects on leisure time 

utilization by post-stroke patients to improve quality of life, 

it shows that while relationships between the variables 

exist, the indirect effects through mediators like 

independence and participation are not sufficiently 

significant at the set p-value. Independence does not 

always exert a significant influence on quality of life, as 

quality of life is more strongly determined by other factors 

such as physical condition (e.g., fitness, fatigue) and access 

to healthcare support, rather than solely by an individual’s 

ability to be independent. Moreover, excessive 

independence without the capacity to seek assistance may 

place additional burdens on the individual, whereas true 

independence involves recognizing when to ask for help 

[39]. Post-stroke participation may likewise show no 

significant effect on quality of life due to barriers such as 

severe sensory and cognitive impairments, limitations in 

activities of daily living (ADL), mental health conditions 

including depression, and lower socioeconomic status, all 

of which restrict engagement in meaningful activities [40]. 

Previous studies have indicated that while independence in 

leisure activities is important for enhancing quality of life 

among stroke survivors, medical factors and physical 

therapy often exert a stronger impact [41]. Thus, while 

independence plays a role in recovery, its contribution to 

quality of life may be influenced by other factors such as 

medical support or rehabilitation programs. 

Social activities or participation in daily activities after 

stroke are vital for reducing social isolation and enhancing 

emotional well-being. However, the study shows that the 

indirect effect of participation on quality of life through 

independence is also not significant. The study has found 

that while participation in social activities contributes to 

psychosocial well-being, its influence on post-stroke 

quality of life highly depends on the level of social support 

received and the patient's physical limitations. Patients 

with physical limitations or mobility issues may face 

barriers to engaging in social activities, reducing their 

positive impact on their quality of life [42]. Therefore, 

while participation may enhance quality of life, its 

influence through independence or self-efficacy does not 

always manifest significantly. 

Other factors such as social support, physical condition, 

and medical interventions, play a more prominent role in 

enhancing post-stroke patients’ quality of life. Therefore, 

despite theoretical suggestions of the important roles of 

independence and participation in recovery, empirical 

evidence shows that their influence on quality of life may 

not always be significant unless accompanied by a 

multidimensional approach involving physical, emotional, 

and social management. 

This study has several limitations, including a relatively 

small sample size, the use of a cross-sectional design that 

does not allow causal inference, potential reporting bias 

regarding participants’ engagement in recreational 

activities, and limited generalizability of the findings due 

to both the restricted sample size and the fact that data were 

collected only from five hospitals in Central Java, which 

may not fully represent the broader population. 

5. Conclusions 

Factors such as perception, self-efficacy, social support, 

spirituality, independence, and participation play an 

important role in improving the quality of life of stroke 

survivors. However, despite the significant role of these 

factors in recovery, their direct influence on quality of life 

is often not significant enough. This indicates that 

post-stroke recovery involves various complex, interacting 

factors. A multidimensional approach that includes 

physical, emotional, and social management is essential to 

effectively support stroke recovery. The results of the study 

also show that the indirect influence of the variables of 

perception, self-efficacy, social support, and spirituality on 
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quality of life through mediator variables, such as 

independence and participation, is not significant enough. 

The researchers suggest developing a more comprehensive 

and multidimensional stroke rehabilitation program that 

not only focuses on the physical aspects but also includes 

psychosocial aspects such as enhancing self-efficacy, 

empowering social support, and integrating spirituality. A 

more holistic approach can help patients recover faster and 

improve their quality of life. It is also crucial to introduce 

programs that encourage active participation in social 

activities, whether in the form of physical therapy or other 

social activities. This will help improve patients' 

independence and reduce the feelings of isolation that 

stroke survivors often experience. 
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