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PECULIARITIES OF FORMING A THERAPEUTIC ALLIANCE
DURING PHYSICAL THERAPY OF PATIENTS WITH ADHESIVE CAPSULITIS
AND MYOFASCIAL PAIN SYNDROME

Topicality. The study of biopsychosocial characteristics of physical therapy is an important and relevant element of science.

The purpose of the study was to investigate therapeutic alliance, formed in patients with adhesive capsulitis and
myofascial pain syndrome in the thoracic spine during complex physical therapy.

Materials and methods. 28 patients participated in the study. Goniometry of shoulder joint, assessment of pain at
the endpoints of motion range and in trigger points were used before intervention and after the end of physical therapy.
Therapeutic alliance was assessed with the help of Working Alliance Inventory (patient form) right after the last physical
therapy procedure was finished (first questionnaire) and 1.5 months later (second questionnaire).

Physical therapy started after examination and consultation of an orthopedist-traumatologist. Physical therapist also
consulted patients on the specifics of performing end-range mobilization and ischemic compression, namely on pain
levels, importance of interaction, and measures to reduce pain during the procedures. Most of the patients received
15 scheduled end-range mobilization procedures performed by a physical therapist and ischemic compression performed
by the patient within 3 weeks. Ischemic compression of one trigger points was performed with an average or above
average level of pain and duration of 30 seconds.

Research results. The obtained results confirmed positive dynamics of the amplitude of movements in shoulder joint,
pain when reaching the maximum amplitude and in trigger points. The analysis of the first and second questionnaires
revealed high indicators in questionnaire items, and also did not show any statistical difference between them. The third
item of the questionnaire had the lowest result among all the questionnaire items. The results of the first survey in the
domains were: goal items — 20 (18.3; 20) points; task items — 20 (18.3,; 20) points; bond items — 20 (18, 20) points. The
statistical indicators of the total score therapeutic alliance were 60 (52.8; 60) points. Bond items domain had slightly
lower indicators. The performed analysis did not reveal any statistical differences between the results of questionnaires
in therapeutic alliance domains and the total score.

Conclusion. Therapeutic alliance, that is formed between the patient and the physical therapist during physical
therapy, which involved a combination of end-range mobilization and ischemic compression and was characterized by
pain and intensive interaction, has a high level of all three domains and does not change in the long-term period.

Key words: physical therapy, rehabilitation, musculoskeletal system, shoulder joint, pain.

PycanoB A. Il., Brrtomcekmii B. B. OCOBJIMBOCTI ®OPMYBAHHS TEPAIIEBTUYHOI'O
AJBSAHCY BITPOJOBXK ®I3UMYHOI TEPAIIII MAIIIEHTIB 3 AJITE3MBHUM KAIICYJIITOM
TA MIO®ACHIAJIBHUM BOJIBOBUM CHHAPOMOM

Axmyanvhnicmes. /[ocniodicenns OI0NCUXOCOYIATLHUX XapaKMepucmux QizuyHol mepanii' € 8adcaudum i akmyaibHum
eneMenmom HayKu.

Mema pobomu — docrioumu mepanesmuyHUll Albanc, KU QOPMYEMbCIL 8 NAYIEHMIG 3 A02E3UBHUM KANCYAIMOoM mda
MiohacyianbHum OOTLOBUM CUHOPOMOM Y 2PYOHOMY Gi00iNT BNPOO0BIHC KOMNIEKCHOT (i3uuHoi mepanii.
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Mamepianu ma memoou. Y docniodicenni 63siiu yuacmo 28 nayicumis. [ oniomempis nieuogozo cyenoba, oyinka 60
6 KIHYeBUX MOUKAX amMniimyou pyxy ma mpueepHux moykax UKOPUCMOBY8ANdACh 00 GMPYUAHHSA Mda NiCis 3aKIHYeHHs
Qizuunoi mepanii. /[ OyiHKU mepanesmuyHo2o aibaHCy GUKOPUCIOBY8ABCS onumysarvHuk « Oyinka mepanesmuytozo
anvaucyy 8i0pasy nicia 3aKiHUeHHa 0CManHboi npoyedypu Qisuunoi mepanii (nepuie ankemyeanns) ma uepes 1,5 micays
(Opyee anxentysanis).

Dizuyna mepanis NOYUHALACS NIC 0OCMENCEHHS MA KOHCYIbmayii opmoneda-mpasmamonoea. Qizuunuil mepanesm
MAKOJC KOHCYIbMY8As w000 0COONUBOCHEl NPOBEOeHHs KIHYe8oaMniimyoHol Mooinizayii ma iwemiuHol komnpecii,
30Kpema npo pigeHv DO, 8aNCIUGICMb 83AEMOOII Ma 3ax00u O 3MeHuieHHs Oono nio yac npoyedyp. bBinvwicme
nayienmie npooosdc 3 mudicHie ompumana 15 nianosux npoyedyp KinyesoamniimyoHoi mooinizayii, AKa nposoounacs
Qizuynum mepanesmom, ma iwemiuHoi Komnpecii, AKA BUKOHY8ANACA nayieHmom camocmiino. luiemiyna Komnpecis
00HIET mpuzepHol MouKu 8UKOHYBANLACS [3 CePeOHiM pisHem 000 abo suuje cepednbo2o ma mpusaiicmio 30 cexyHo.

Pesynomamu  0ocniodcenns. Ompumani pe3yiomamu niomeepoutu NO3UMUeHy OUHAMIKY amMuiimyou pyxié y
naewogomy cyenobi, 6010 npu OOCASHEHHI MAKCUMATLHOL AMIIIMYOU Mma 6 mpucepHux moukax. Ananiz nepuioco ma
0py2020 AHKEeMY8AHHs 6CAHOBUE BUCOKI NOKA3HUKU 8 NYHKMAX ONUMYBAIbHUKA, d MAKOJC He BUABUE CIAMUCIIUYHOT
piznuyi migc Humu. Tpemitl nyHKm ONUMY8ANbHUKA MA8 HAUHUNCUUL pe3yibmam ceped ycix. Pesynvmamu neputozo
onumysanus 6 oomenax. yino — 20 (18,3; 20) 6anis; 3aedanmua — 20 (18,3; 20) 6anis; e3aemosgionocunu — 20 (18, 20)
banie. Cmamucmuyni NOKA3HUKU 3a2AIbHOT OYIHKU Mepanesmuino2o aivsaHcy cmanosisame 60 (52,8, 60) oanie. Jomen
63AE€MOBIOHOCUHU MAG 0ewjo HUdNCHi nokasHuxu. IIposedenuil ananis He GUABUG JHCOOHUX CMAMUCTIUYHUX BIOMIHHOCTEU
MIDIC Pe3VIbMAMAMU ONUMYBAHb Y OOMEHAX MEPANeSMUYHO20 ANbAHCY MA 3A2ATbHUM OAOM.

Bucnosku. Tepanesmuunuii anvsauc, AKUl 6UHUKAE MIJC NAYIEHMOM ma QI3UYHUM MEPanesmom npoooeiHc QizuyHoi
mepanii, wo nepedbauana KoMOIHayir0 Kinyesoamniimyoroi Mooinizayii ma iwemiunoi Komnpecii' i xapakmepusyeanacs
bonicHicmio, IHMEHCUBHOTO 83AEMOODIEI0, MAE BUCOKUL PIBEHb YCIX MPbOX OOMEHI8 ma He 3MIHIOEMbCA Y 8i00a1eHOMY Nepiooi.

Knrouosi cnosa: gizuuna mepanis, peadbinimayis, onopHo-pyxo8uil anapam, niedosuil cyenoo, 0.

Introduction. Adhesive capsulitis (AC) is a debil- Studying peculiarities of forming a therapeutic
itating condition characterized by restricted range of  alliance (TA) during PT is an important aspect of sci-
motion of the shoulder joint and pain [1]. Capsular  entific activity aimed at improving the rehabilitation
thickening of shoulder joint, progression of fibro-  process. This is due to the importance of the biopsy-
sis and adhesion are key reasons for the mechanical  chosocial model of PT and the fact that understand-
restriction of upper limb motion in AC [2]. AC preva-  ing and communication of the physical therapist with
lence ranges from 2% to 5% [2; 3]. Females are more  the patients are very important [13].
often prone to AC [3, 4], however worse post-treat- Previous studies analyzed TA formation during the
ment dynamics of clinical symptoms is observed in ~ work of a physical therapist with patients of cardiac
males [3]. It leads to stiffness in shoulder, disruption  surgical profile [14], orthopedic profile [13; 15; 16],
of activities of daily living [3], reduced work capac- in a multidisciplinary pain rehabilitation setting
ity and quality of life [5]. [17], as well as relationship between TA and therapy

A wide range of approaches and methods of AC  effectiveness [18, 19]. However, there are no studies
therapy are described in the literature. These involve  focused on the characteristics of TA, which is formed
manipulation under anesthesia, capsular distension  during PT of patients with AC and MPS.
injections, arthroscopic capsular release, intra-articu- Connection of the study with scientific pro-
lar corticosteroid injections, ultrasound, hot packs and  grams, plans, topics. The work was carried out
supervised neglect [2; 3; 5]. At the same time, physical  according to the plan of scientific research work of
therapy (PT) is widely used for AC treatment [5; 6; 7],  National University of Physical Education and Sports
as well as for other musculoskeletal system pathologies ~ of Ukraine for 2021-2025 on the topic «Restoration
[8; 9]. Therapeutic exercises, proprioceptive neuromus-  of functional capabilities, activity and participation
cular facilitation, mobilization techniques, and other  of people of different nosological, professional and

methods which are included in PT were used in AC. age groups by means of physical therapy», state reg-
Myofascial pain syndrome (MPS) is one of the istration number 0121U107926.
key triggers for nonspecific pain that impairs func- The purpose of the study was to investigate TA,

tional ability [10]. At the same time, myofascial pain ~ formed in patients with AC and MPS in the thorax
is a common component of most chronic pain syn-  during complex PT.

dromes [11]. MPS treatment focuses on eliminating Materials and methods. Participants. The study
trigger points (TP). A number of methods are consid-  involved 28 patients who were treated at the State
ered effective for MPS therapy, including therapeutic ~ Institution «Institute of Traumatology and Ortho-
exercises, ischemic compression (IC) and other man-  pedics of the NAMS of Ukraine». Before the PT,
ual techniques, ultrasound, heat therapy, as well as  patients underwent diagnostic tests and received con-
invasive methods [10; 12]. sultations with an orthopedist-traumatologist.
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None of the patients had a history of intra-artic-
ular corticosteroid injections prior to consultation
with an orthopedist-traumatologist, while 11 (39.3%)
patients received an injection after consultation with
a physician prior to PT. One of the patients had pre-
viously received PT. Two patients took non-steroidal
anti-inflammatory drugs during PT program.

Inclusion criteria of the study were as follows:
unilateral AC, MPS in the thorax, pain and restricted
shoulder range of motion in at least 2 directions (flex-
ion less than 120°, internal and external rotation less
than 50% of normal), absence of special pathological
findings during ultrasound examination of the joint.
Exclusion criteria of the study were as follows: his-
tory of shoulder injuries, operations or manipulations
under anesthesia; neurological diseases that affect
shoulder functioning in everyday activities; elbow,
wrist, or hand pain or discomfort; other pathological
conditions of the shoulder (rotator cuff tear, tendini-
tis, osteoarthritis, etc.).

The research was carried out in compliance
with the main provisions of the «Ethical Princi-
ples for Medical Research Involving Human Sub-
jects», approved by the Declaration of Helsinki
(1964-2013), ICH GCP (1996), EU Directive Ne 609
(dated November 24, 1986), orders of the Minis-
try of Health of Ukraine No 690 dated September
23, 2009, Ne 944 dated December 14, 2009, Ne 616
dated August 03, 2012. The patients participated in
the study completely of their own free will, which is
confirmed by their personally signed informed con-
sents. Each patient was personally informed of their
responsibilities and rights as well as the possibility to
end the study at any time without any consequences
and explaining the reasons for their actions.

Methods. Medical histories were studied. Goni-
ometry of shoulder joint, assessment of pain at the
endpoints of motion range and in trigger points (TP)
were used before intervention and after the end of PT.
Active and passive amplitudes were measured. Goni-
ometer was placed in accordance with the guidelines
[20]. External and internal rotation in the examined
patients was measured in the supine position with the
shoulder retracted by 15° and a small elastic pillow
or a folded towel placed under the elbow.

Assessment of pain at the endpoints of motion
range and in TPs was carried out according to a
numeric scale [21]. Numeric Pain Rating Scale
assesses pain intensity from 0 to 10, with 0 being
«no pain» and 10 being «the worst pain imaginable».
Assessment of local pain in TP was performed when
applying 2.5 kgxcm? pressure with the help of a dig-
ital force gauge VTSYIQI and the highest pain score
among TP was registered.

TA was assessed with the help of Working Alli-
ance Inventory (patient form) right after the last
PT procedure was finished (first questionnaire) and
1.5 months later (second questionnaire) [14; 18; 22].

Intervention. PT started after examination and
consultation of an orthopedist-traumatologist. Phys-
ical therapist also consulted patients on the specifics
of performing ERM and IC, namely on pain levels,
importance of interaction, and measures to reduce
pain during the procedures. Most of the patients
received 15 scheduled ERM procedures performed
by a physical therapist within 3 weeks. Only three
patients received 13, 14, and 16 procedures. IC
was performed independently by the patients after
instructions.

Mobilization was performed in the form of inten-
sive ERM [23, 24] involving the methods described
by Maitland [25] which are still studied and used in
practice. Intensity of mobilization techniques was
assessed according to 5-grade Maitland classification
system [25]: starting from Grade I (small amplitude
movement at the beginning of the available range of
movement) to Grade V (small amplitude movement
and high speed at the end of the restricted amplitude /
stiffness zone).

Patients performed ERM procedure in a supine
position. At the beginning of each procedure, the
physical therapist assessed motion range in patient's
shoulder joint in all major directions of motion. End
feel was assessed at each amplitude endpoint to
apply mobilization technique in stiffness areas. Then
the physical therapist performed rhythmic mobiliza-
tion in medium amplitude (grades II-1II) and mas-
sage (kneading techniques) to prepare anatomical
structures for a more intensive impact. Afterwards,
the physical therapist positioned his hands close to
patient’s shoulder joint and humeral head to operate
the short lever.

Humerus was moved to the position of maximum
flexion in the sagittal plane. After 810 repetitions
of mobilization (grades III-IV with a prevalence of
grade IV) in this final position the direction of mobi-
lization was modified by changing the plane of shoul-
der elevation or its rotation degree.

Then, mobilization involved shoulder abduction
and rotations. During shoulder abduction, special
attention was paid to scapula fixing to reduce its
mobility. Mobilization included 8-10 repetitions in
each direction. Its degree and stress impact duration
varied depending on patient's tolerance.

Passive mobilization of joints in grade IV was
performed as a passive oscillatory movement or as
a sustained stretch with or without tiny amplitude
oscillations at the end of the available range of move-
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ment. Low-speed mobilizations were also used. Dur-
ing the procedure, the physical therapist could return
the shoulder to the position in which he had already
performed mobilization and perform re-mobilization.
Mobilization of grade V involved high-speed thrusts
with small amplitude.

The most effective mobilization requires achiev-
ing maximum possible relaxation of the surrounding
muscles. During the procedure, the physical therapist
controlled the level of reflex muscle activity (tension)
by palpation, periodically taking measures to reduce
excessive tension. Changes in the mobilization inten-
sity or direction, repetition of shoulder movement
over the entire amplitude were used to minimize
reflex muscle activity. Distraction technique (in the
supine position) with or without simultaneous move-
ment in shoulder joint was used for the same purpose.

Patients were instructed to inform the therapist of
the degree and nature of pain during and after the pro-
cedure. If pain had a negative impact on the perfor-
mance of mobilization techniques (due to increased
reflex muscle activity), the therapist changed the
direction or degree of mobilization as was previ-
ously described. If the patient felt dull pain without
increased reflex muscle activity, mobilization meth-
ods were continued. Patients were informed that
pain could last for several hours after the procedure.
If pain got worse or lasted more than 4 hours after
therapy, the intensity of mobilization techniques was
reduced during the next session.

When the amplitude of movements in shoulder
joint increased, mobilization methods were per-
formed at greater angles of flexion and abduction.
This new position of the humeral head required
individual adjustment of the direction of additional
movements in the joint according to «convex-con-
cave» rules outlined by F. M. Kaltenborn [26]. Mod-
ification of mobilization techniques involved greater
abduction or adduction, greater flexion or exten-
sion, greater internal or external rotation, or com-
bined adjustments. ERM was conducted by a qual-
ified physical therapist with a long-term experience
of working with thematic patients. Duration of the
procedure comprised 20-25 minutes. Patients were
advised to perform all types of activities, including
household ones, with the maximum possible range of
motion in shoulder joint.

Besides, MBS therapy involved IC. Physical ther-
apist determined localization of active and latent TPs,
with their marking on an individual card, given to the
patient. The patient was instructed on techniques and
ways of influencing TPs of different localization.
In particular, when TP was localized in the upper
part of the trapezius muscle, the patient was shown

how to palpate TP and IC specifically with a healthy
upper limb, or with the help of a small elastic ball
(6-10 cm in diameter) or a truncated cone. It should
be noted that IC of one TP was performed with an
average or above average level of pain and duration
of 30 seconds.

If TP was localized in the middle part of the tra-
pezius muscle (somewhere in the medial border of
the scapula), the patient was shown how to perform
an accurate search for a TP and IC specifically with
the help of the abovementioned ball/truncated cone.
Particularly, the patient was told that it is necessary
to bring the ball/truncated cone behind his/her back
with the healthy hand and place it in TP area. Then
the patient was asked to approach the wall and gradu-
ally lean against the wall, pressing the ball/truncated
cone on the muscles in TP area. After turning/moving
the trunk with a very small amplitude slightly to the
right or left/up or down, the patient had to find the
most sensitive point (with possible radiation of pain/
typical pain), i.e. TP, and perform IC. In this part of
the chest, IC of one TP was also performed with an
average or above average pain level and duration of
30 seconds for each TP. Similar algorithm was used
to perform IC in the area of round muscles and other
localizations, provided there were active or latent
TPs, which were determined during consultations.

When performing IC, patients were advised to
take slow, deep breaths with prolonged exhalation
phases and try to maximally relax the muscles in the
area of IC performance with each exhalation. The
patient performed several repetitions of TP sequence.
IC duration comprised 15-20 minutes.

Statistical analysis. The obtained results were
processed by the methods of mathematical statistics.
SPSS Statistics 21 was used. The median (Me) and
upper and lower quartiles (25%; 75%) were calcu-
lated for the results of indicators, since they did not
conform to the law of normal distribution, which was
checked by Shapiro-Wilk test in both assessments.
Average values were additionally calculated. Wil-
coxon test was used to compare the results of two
assessments (software converted the criteria to a
Z value).

Research results. The studied group of patients
included 17.9% males. Me (25%; 75%) values for
age comprised 53 (49; 58) years, and for the dura-
tion of symptoms — 4 (2; 7) months. Eleven patients
(39.3%) had localization of AC on the right side, and
ten patients (35.7%) — on the dominant upper limb.
Eight patients had the lesion on the dominant right
upper limb.

ERM was characterized by the fact that at the end
of the first, sixth, eleventh and last procedures, the
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Table 1

Me (25%; 75%) indicators of the amplitude of movements in shoulder joint and pain
when reaching the maximum amplitude

Amplitude,® Pain ints
Movement before PT _ ~ - after P p* before lT after PT p*
Abduction —Rassive 39 (40.3; 64.8) 126 (123;126) < 9 (9: 10) (2. 4) <
u actiye 56 (32.3: 61.8) 125 (123.3; 125.8) < 91(8.9) (2:4) <
Flexion passive 67.5 (553,95 180 (180 180) <().0 9.579; 10) (2:4) <0.0
X actiye 64.5(51.3:91) 179.5(179; 180) < 9 (8, 9) (2:4) <
Internal passive 15.5 (14; 19.8) 90 (90; 90) < 9 (9; 10) 2;4) <
rotation active 12.5 (11; 16.5) 90 (89; 90) <0.001 9(8;9) 3(2;4) <0.001
External passive I8 (17, 21) 90 (90, 90) <0.001 9 (9; 10) 32:4) <0.001
rotation active 15(13.3; 17.8) 90 (89; 90) <0.001 9(8.3;9) 3(2;4) <0.001
Note: * — according to the Wilcoxon test
Table 2
Me (25%; 75%) indicators of questionnaire items of Working Alliance Inventory, points
Survey
It Indicator*
ems first second ndicator P
1. As a result of these sessions I am clearer as to how I might be able to change | 5(5;5) | 5(5;5) -0.447 | 0.655
2. What I am doing in therapy gives me new ways of looking at my problem| 5 (4.3; 5)| 5(5;5) -1.414 | 0.157
3. I believe PTt likes me 545 |5M3;5 | -1.543 ]0.123
4. PTt and I collaborate on setting goals for my therapy 5(5;5) | 5(5;5) -0.276 | 0.783
5. PTt and I respect each other 5055 | 5(59) -0.447 | 0.655
6. PTt and I are working towards mutually agreed goals 5055 | 5(559) -0.378 | 0.705
7. 1 feel that PT appreciates me 555 | 5(559) -1.890 | 0.059
8. PTt and I agree on what is important for me to work on 5(5;5) | 5(5;5) <0.001 1.000
zénl)rf;cj(li I(’)”tl:t cares about me even when I do things that he/she does not 5(5:5) | 5(5:5) <0.001 1.000
10. I feel that the things I do in therapy will help me to accomplish the 5(5:5) | 5(5:5) 0743 0458
B T Rooe SSrabTrshed  good tnderstanding of The Kind of ch
. and [ 'have established a good understanding of the kind of changes | . G:5) | 56,5 0707 | 0.4%0
that would be good for me
12. I believe the way we are working with my problem is correct 5(5;5) | 5(5;5) -1.414 | 0.157
Notes: * — according to the Wilcoxon test; PTt — physical therapist

Table 3
Me (25%; 75%) indicators of the domains
and the total score of Working Alliance
Inventory questionnaire, points

. Survey . -
Domains first second Indicator P
Goal jtems [20 (18.3; 20) (19.3;20) -0.147 888
Task 1fems {20 (18.3; 20) [ 20 (19.3; 20) -1.450 147
Bond items [ 20(18; 20) [ 20 (18.3; 20) -1.754 .079

core 60 (52.8; 60) [ 60 (56.3; 60) -1.733 083

Note: * — according to the Wilcoxon test.

maximum pain level on a 10-point scale during mobi-
lization comprised: 10 (9; 10) points, 8 (8; 9) points,
7 (5.25; 8) points and 4 (3; 4.75) points respectively.
The obtained indicators reflect the intensity of per-
formed mobilization. Pain in TP at the first assess-
ment comprised 9 (9; 9) points.

The obtained results confirmed positive dynam-
ics of the amplitude of movements in shoulder joint
and pain when reaching the maximum amplitude
(Table 1), which proves the effectiveness of the used
PT. It should be noted that pain indicator in TP when

evaluated after the end of PT improved statistically
and comprised 4 (3; 4) points (Z = -4.713; p<0.001).

The analysis of the first and second questionnaires
revealed high indicators in questionnaire items, and
also did not show any statistical difference between
them (Table 2).

The average values of questionnaire items in the
first and second questionnaires were very approxi-
mated (Picture 1).

The performed analysis did not reveal any statisti-
cal differences between the results of questionnaires
in TA domains and the total score (Table 3). Accord-
ingly, the assessment of TA and its components did
not change over time in patients. Statistical indicators
of the domains are set at a high level, which proves
successful formation of TA.

Discussion. The analysis of goniometry indicators
revealed positive dynamics of the amplitude of move-
ment in shoulder joint. Pain indicators when reaching the
maximum amplitudes and in TP also improved. Dynam-
ics of these indicators confirmed the effectiveness of PT,
which consisted of ERM and IC. The obtained results
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5,0
4,9
48
47
4,6
45
4,4
43

Assessment, points

Items

42

- o - - first questionnaire;

7 8 9 10 11 12

—o— - second questionnaire

Pic. 1. Average values of the results in the items of Working Alliance Inventory
questionnaire.

prove a high level of TA formation during PT of patients
with AC and MPS. Hypothetically, it can be assumed that
implementation of such intensive PT, particularly ERM,
is impossible without providing sufficient information to
patients, understanding of goals and objectives, and trust
to the specialist. The remote repeated questioning did not
change patients' assessment of TA, namely in all ques-
tionnaire items, in all TA domains, and in the total score.
«Bond items» domain had slightly lower indicators.
The third item of the questionnaire had the lowest result
among all the questionnaire items.

Previous studies also revealed quite high indicators
of TA and its domains. For instance, in the study of
Fedorenko S. M. et al. [13] patients with an orthopedic
profile with rational psychotypes had 14 (12.75; 15)
points in «goal items» domain, 15 (13; 15) points in
«task items» domain, and 16 (16; 17) points in «bond
items» domain. At the same time, according to the
study, patients with an irrational attitude to the disease
(irrational psychotypes) had lower results in all TA
domains according to the results of WAI questionnaire.

The study of Vitomskyi V. et al. [ 14] compared three
groups of cardiac surgery patients. The groups differed
in respiratory physical therapy, though TA indicators
were statistically the same. It should be noted that
Me indicators ranged from 17.5 to 19 points in «goal
items» domain; from 16 to 17 points — in «task items»
domain; from 16 to 16.5 points — in «bond items»
domain. Hence, TA total score was also high, with the
highest Me indicator comprising 52 points.

It should be noted that there is no consensus
regarding the influence or close relationship between
TA and PT effectiveness.

According to the study of Lawford B. J. et al. [27],
correlation between clinical results and TA formed
between knee osteoarthritis patients and physical
therapists during telephone consultations was weak.
The researchers noted that the obtained correlations
are not likely to be clinically significant. According
to the systematic review by Taccolini Manzoni A. C.
et al. [19], the role of TA in reducing pain in muscu-
loskeletal disorders during PT treatment is not con-
firmed by existing studies. At the same time, the anal-
ysis of the quality of scientific works revealed low
risk of research bias. Among cardiac surgery patients,
pulmonary function recovery also had a weak corre-
lation with TA and its domains [18].

Factors affecting formation of TA and its structure
are also studied in the scientific literature.

For instance, according to Myers C. T. [15],
practice of PT, which is associated with higher TA,
includes gathering information, pauses to receive
feedbacks from the patients, use of clarifying ques-
tions and humor. Conversely, practice associated
with worse TA is characterized by lack of touch and
lack of patient’s awareness on pain neuroscience.

Taking into account that the used PT was charac-
terized by the majority of items related to high TA, the
obtained high results can be considered justified, despite
the intensity of the intervention based on pain assessment.

Conclusions. TA, that is formed between the
patient and the physical therapist during PT, which
involved a combination of ERM and IC and was
characterized by pain and intensive interaction, has
a high level of all three domains and does not change
in the long-term period.
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