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Abstract

This study aimed to identify behaviors of patients that cope successfully and unsuccessfully with physical therapy, psychosocial strategies physical therapists currently use, psychosocial strategies physical therapists would like to become more educated on, and current counseling referral systems. The Physiotherapist and Sport Psychology Questionnaire was sent to all 50 physical therapy state associations with a request that they make it available to their members. Four organizations agreed to distribute the survey and 95 (77 females, 18 males) physical therapists participated in the study. Stress/anxiety, depression, and pain management problems were the most commonly perceived psychological conditions presented by patients. Exercise variety, short-term goal setting, and encouraging positive self-thoughts were used most often in assisting patients during their recovery. Physical therapists indicated they were most interested in learning more about how to use effective communication, understanding individual motivation, and enhancing self-confidence. Lastly, 65 physical therapists had referred their patients to counseling services although only eight had identified having a standard procedure for counseling referrals. These results indicate that physical therapists recognize the importance of the psychological component of rehabilitation and as a result apply psychosocial strategies during patient recovery. However, few are doing it systematically partially due to a lack of formal education and training as indicated by the results of this study.
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Introduction


An individual's injury treatment is influenced by emotional, behavioral, and situational factors [1,2]. Psychosocial factors, in relation to patients' experience of pain, may explain why some patients are unabie to make a full recovery. The Worid Health Organization’s [WHO], International Classification of Function, Disabiiity and Health (ICF) recognizes pain as a subjective experience and have suggested healthcare professionals shift from treating in a biomedical perspective to a biopsychosocial perspective [3]. The biopsychosocial model recognizes the biological factors pertaining to the disease, injury, or condition, as well as the psychological factors (i.e., thoughts, feelings, and behaviors) and social factors (e.g., socio-demographics and social support] that contribute to the patient's pain and rehabilitation experience that could not otherwise be explained by the biomedical model [4].



Although the biopsychosocial model is considered a better model of explaining disease and disability by some, physical therapists report uncertainty about identifying and assessing psychosocial aspects within their practice [5]. Existing research has reported several psychological constructs as obstacles to recovery, including; pain perceptions [6-8], catastrophizing [9,10], fear, anxiety, depression [11-15], anger [16-22], selfefficacy [23-26], sociodemographics [27-29] and a lack of social support [30,31]. Although assessment and management of all these obstacles is not suited for routine use, they do help to increase the understanding of how psychosocial factors impact the rehabilitation process.




Physical therapists’ are considered to be in an optimal position to treat the psychosocial and physical factors accompanying the rehabilitation process [32-34]. However, many challenges with the integration of the biopsychosocial model during physical therapy have been reported [35]. First, physical therapists feel the need for additional training to better understand and treat the psychosocial component considering their primary education seldom covers these factors. Second, current screening tools for psychosocial factors are long and complicated to score, therefore making them impractical for everyday use. Third, not ail psychosocial issues can be appropriately addressed during physical therapy and require outside specialists. Few physical therapists work in a setting where mental health specialists are accessible, which may further discourage therapists to assess psychosocial factors. Lastly, physical therapists are not reimbursed for psychosocial interventions further decreasing their likelihood of performing these assessments [36].


Current research investigating physical therapists' perceptions of the psychosocial content in their field is warranted [36]. Theoretical rationales referenced from similar fields are necessary to improve practitioners' clinical decisionmaking [1]. Although occupational therapy and chiropractic are often regarded as similar fields to physical therapy, research regarding psychosocial assessment within these fields is also limited [37,38]. Sports medicine has comprehensively examined the relationship between thoughts, feelings, and behaviors in regards to the psychological and behavioral responses of injury and recovery. Therefore, it currently serves as the best guide for psychosocial assessment and intervention within physical therapy


An extensive amount of research in the field of sports medicine has investigated the psychosocial impact of athletic injuries [39-41]. It is suggested that medical professionals, such as physical therapists, should provide psychological support during athlete rehabilitation, be able to effectively implement psychosocial interventions, and have the ability to recognize when referral is appropriate. Moreover, it has also been suggested that physical therapists who care for the psychological needs of their athletes improve patient-therapist relationships and communication with their patient. Good rapport and communication have been associated with greater adherence to the rehabilitation program, increased motivation, and better recovery.


The integrated model of interest was proposed to explain the psychological response to sport injury and the rehabilitation process. The model suggests a bi-directional, cyclic relationship between the athlete's cognitive appraisal, emotional response, and behavioral response to their injury and the rehabilitation process. Although this model is recognized as the most comprehensive model of the psychological response to sport injury [42], it does not account for the biological factors influencing recovery outcomes and thus cannot be the only model referenced by physical therapists.



In accordance, the biopsychosociai model of sport injury rehabilitation [43] was developed to explain the relationship between psychological factors and physical recovery. This model proposes possible explanations of how psychological factors impede the rehabilitation process. Unlike the integrated model, however, it does not explain the intricate relationship between different psychological factors also affecting the rehabilitation process. When used in conjunction, the integrated model of psychological response and the biopsychosocial model of sport injury rehabilitation provide a broader framework of the psychological and social factors impeding the rehabilitation program than the one originally outlined by Engel [4]. These combined models may better explain the complex relationship between biological, psychological, and social factors on rehabilitation and recovery outcomes, and could therefore serve as a better reference for clinical reasoning and decision-making compared to the biomedical model alone.



Until recently, limited research explored sport medicine professionals' perceptions of psychosocial content in their field [44]. Results from these studies strongly suggest that medical professionals find the psychological content in their field important and impactful to the rehabilitation process. While physical therapists reported that all athletes were psychologically affected by their injury, it is further suggested that physical therapists do not receive the appropriate training required to recognize and intervene psychological techniques. These studies provide the most comprehensive review of the psychosocial content of rehabilitation and medical professionals' current use of psychological interventions. However, the only population assessed in these studies was athletes. No research currently exists that evaluates the psychological content in other areas of physical therapy. Furthermore, a majority of these studies were done in the United Kingdom and may not be directly applicable to physical therapists working in the United States due to differences in education.



It is evident that physical therapists need to address both physical and psychological aspects of their patients. However, research outside of sports medicine on the psychological content within physical therapy is minimal. Furthermore, it has been argued that physical therapists are poorly prepared to treat patients under the biopsychosociai model, nor have they received the appropriate training necessary to implement psychological interventions. In order to help focus on meaningful and effective interventions, a greater account of patient behaviors and current psychosocial management styles should be evaluated. The purpose of this research is to extend the work of sports medicine psychology and investigate the views of physical therapists in the United States on the psychological responses and coping behaviors of their patients and the psychosocial strategies currently being used in the field of sport psychology.





Methods 



Participants


All 50 state chapters of the American Physical Therapy Association were contacted via email. Chapters were asked to make the questionnaire (described below) available to their members by either email or a post on their website. One hundred and thirty-five physical therapists from Illinois, Georgia, New York, Arizona, California, Montana, Missouri, and Minnesota started the online questionnaire. Forty participants dropped out or only partially completed the questionnaires. Thus, 95 physical therapists (70% response completion rate) completed the questionnaire. Participants consisted of 18 males (18.9%; mean age= 36.94 ± 10.48 years) and 77 females (81.1%; mean age= 41.70 ± 12.01 years). A majority of the sample worked in an outpatient clinic or home health, respectively. The majority of participants had a Doctoral degree (n=53; 55.8%) or a Master's degree (n=18; 18.9%) as their highest education level.




Measures


Background Questionnaire: General background information about the physical therapists' demographics (i.e., sex, age, and race) and information regarding the therapists' occupations and education were collected, such as licensure, highest degree obtained, years in the practice, and current work setting. Included in this portion of the questionnaire were questions regarding sport psychologist and counseling availability to practitioners and, if any, past sport psychology education.



Physiotherapist and Sport Psychology Questionnaire (PSPQ) [34]: The PSPQ is an adapted version of the Athletic Trainer and Sport Psychology Questionnaire [45]. The PSPQ (Appendix A) is a self-report questionnaire exploring physical therapists’ perspectives on the psychological content of their practice. The questionnaire contains 11 items of both a quantitative (9) and qualitative (2) nature. The PSPQ is divided into 4 sections: the perceived psychological response and implications of musculoskeletal conditions, coping behaviors of successful and unsuccessful recovery, psychosocial strategies therapists are currently using and strategies therapists need more education on, and current referral systems to counseling.




Question 1 asks the physical therapist to rate how often they encounter 9 different psychological responses found to be associated with injuries on a 1-5 Likert-type scale from never to very often. Questions 2 and 3 are open-ended questions asking the participant to list the top 4 behaviors of patients whom cope successfully and unsuccessfully with their condition. Questions 4, 5, and 6 regard patient referral systems to counseling services, and are in a 'Yes’ or 'No' format.




Question 7 is a list of 13 psychological interventions, such as goal-setting and encouraging positive self-talk, that asks therapists to rate how often they have used each intervention. All items are measured on a 1-5 Likert-type scale from never to 100% of the time. Question 8 asks the participant to rate how often their patient is psychologically affected by their treatment measured on a 1-5 Likert-type scale (1=never, 5=100% of the time). On question 9, the participant is asked to rate on a 1-5 Likert-type scale (1=not important, 5=very important) 14 psychological interventions they feel would be beneficial to learn more about. Question 10 asks the participant to rate how important they feel it is to treat the psychological aspect of their field. Question 11 rates the extent the therapist feels prepared to treat the psychological aspect. Therapists rated these final two questions on a 1-4 Likert-type scale from not prepared/ important to very prepared/important.



A similar version of the PSPQ was used in preliminary studies by Hemmings [34] and Arvinen Barrow [40]. No psychometric proprieties were reported for in either questionnaire. For the purposes of this study, 'physiotherapist' was changed to 'physical therapist’ in accordance with the American professional title and 'athletic injuries' was changed to 'musculoskeletal disorder(s)/ diseases(s)’ to encompass the variety of conditions physical therapists treat.




Procedure


Following Institutional Review Board (IRB) approval, email addresses of all 50 chapters of the APTA were obtained from their website. All chapters' presidents or board members were sent an email requesting they make the questionnaire available to their members. The email provided an introduction of the research and a link to complete the questionnaire on Qualities. Participants simply clicked the link provided to them by their chapter (via email or a statement on the chapter webpage). The online link included an informed consent form, demographics, and the PSPQ. Participants were not required to provide their name or any other identifying information. After collection, data was analyzed through SPSS software.




Results


 Psychological Impact of Musculoskeletal Conditions




Descriptive statistical analyses showed that nearly all physical therapists (n=94; 98.9%) believed that patients were psychologically affected by their condition to some degree (m=3.83, sd= 1.09). In addition, of the nine listed psychological conditions patients could face, the participants rated stress or anxiety (m= 4.39, sd= 0.72), depression (m= 4.07, sd= 0.84), and problems with pain management (m= 4.00, sd= 0.81) as the most commonly encountered conditions (Table 1). Overall, 89% of the participants believed that addressing these aspects was either important or very important.






Table 1: Psychological Conditions Encountered by Physical Therapists.
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Note: 1= Never encounter; 5= Very often encounter











Patients' Coping Characteristics


Participants were asked to identify the top 4 characteristics in patients that cope successfully and unsuccessfully with the rehabilitation and treatment program. A thematic analysis was used to categorize data. Categories created in Arvinen Barrow [40] and Clement et al. [33] were used as a guideline for the current study.



Successful Coping Characteristics: Physical therapists revealed several different coping behaviors in patients that cope successfully with rehabilitation treatment. In total, four main themes were coded from the participants' responses. The results showed that patients who are "compliant to the rehabilitation program" (n=38), have a "positive attitude" (n=35), are "motivated" (n=25), and have an "understanding of injury and rehabilitation" (n=22) tend to cope more successfully with their injuries.



7.2.2 Unsuccessful Coping Characteristics: Similarly, four themes of psychological behaviors were coded from responses. The most frequently reported characteristics of patients who cope less successfully with their injury were "poor compliance to rehabilitation program" (n=36), "stress/anxiety" (n=34), "low motivation to rehabilitation program" (n=29), and "depression" (n=28).



Psychological Interventions Current Use and Further Training





Table 2: Psychological Conditions Encountered by Physical Therapists.
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Note: 1= Never use; 5= Use 100% of the time







Participants were asked to indicate the frequency with which they used 13 specific psychological interventions (Table 2). The top interventions currently used by therapists were "creating variety in rehab exercises" (m=4.42, sd= 0.68), "using short-term goals" (m=4.41, sd= 0.84), and "encouraging positive self-thoughts" (m=4.07, sd= 0.99). The interventions used the least were "reducing depression" (m=2.90, sd= 1.17) and "teaching emotional control strategies" (m=2.83, sd= 1.28). Furthermore, participants were also asked to indicate which techniques they believed they should be more educated on. Physical therapists rated which interventions they deem important for further training (Table 3). Therapists expressed that further training in "understanding individual motivation" (m=4.27, sd= 0.87), "using effective communication" (m=4.27, sd= 1.02), and "enhancing self-confidence" (m=4.20, sd= 1.02) would best improve their quality of care for patients. The lowest rated interventions were "creating variety in rehab exercises" (m=3.77, sd= 1.26) and "teaching the use of mental imagery" (m=3.71, sd= 1.11).





Table 3: Psychological Interventions Physical Therapists Want Further Training In.
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Note: 1= Not important; 5= Very important



Current Referral Systems to Counseling


Lastly, participants were asked about access and referral procedures to counseling. A total of 65 physical therapists (68%) reported referring a patient for counseling services regarding their musculoskeletal condition. Responses revealed that only eight (0.08%) of participants had a standard written procedure for referring patients to counseling services.



Discussion 


Psychological Impact of Musculoskeletal Conditions



The purpose of this study was to investigate the views of licensed physical therapists working in the United States regarding the psychological content in their field as well as to obtain a greater account of patient behaviors observed in rehabilitation. Nearly all physical therapists (98.9%) surveyed reported their patients to be psychologically affected by their musculoskeletal condition. Due to the high number of physical therapists reporting psychological effects due to musculoskeletal conditions, it is reasoned that psychological coursework should be formally implemented into physical therapist education. Physical therapists also specified that patients experienced a variety of different psychological responses in rehabilitation. The top rated psychological responses observed within physical therapy are 'stress/anxiety', 'depression', and 'problems with pain management'. These results are parallel to the findings in past research. However, 'Exercise Addiction’ was reported as the second most observed psychological response in sport injury, whereas findings from the present study revealed it to be the least observed psychological response.



This discrepancy is not surprising as exercise addiction is considered a unique emotional response to an injured athlete compared to a non-athlete in physical therapy. Specifically, exercise addiction is the development of physical and psychological withdrawal symptoms from a lack of physical activity, which can be related to a loss of self-identity. Given that an extensive amount of an athlete's self-identity is derived from athletic performance, injured athletes are an at-risk population for developing an exercise addiction. However, other populations would not be expected to elicit such a response considering their self-identity is not based on an athletic identity. Consistent with previous research, stress and anxiety were reported as the top rated psychological responses to injury. Stress and anxiety affect injury vulnerability and recovery outcomes. Understanding the relationship between cognitive appraisals and emotional and behavioral responses has practical implications for physical therapists. Existing literature suggests practitioners working in rehabilitation settings are in an optimal position to not only treat the physical component but also teach coping skills to meet challenges of recovery and daily life.



Although stress and anxiety are frequently reported, strategies to reduce stress and anxiety, such as relaxation techniques and mental imagery, were among the least used psychological techniques. It has previously been suggested that a lack of knowledge in the use of these strategies and their potential benefits as well as a lack of training in the implementation may cause therapists to use strategies with which they are more confident using. Nevertheless, stress and anxiety are consistently reported as a barrier to the rehabilitation process. This suggests that further training and education for physical therapists is necessary to effectively access and manage these behavioral responses.



Patients' Coping Characteristics


Physical therapists surveyed were asked to report behaviors in patients who cope successfully and unsuccessfully with treatment. "Compliance to the Rehabilitation Program", "Positive Attitude", and "Motivation" were the top characteristics of patients that cope successfully. Conversely, "Poor Compliance", "Stress/Anxiety", and "Low Motivation to Rehabilitation Program" were observed as the top characteristics of patients that cope unsuccessfully. Findings from the current study mirror those of previous studies with similar findings.



Treatment adherence and compliance were rated among the top behaviors in successfully coping in both physical therapy and athletic training. This suggests that patients who regularly attend their treatment sessions and follow the treatment program are more likely to make a full recovery than those who don’t. This is supported by previous findings that demonstrate higher percentages of adherence to physical therapy guidelines result in better improvements of physical outcomes and fewer treatment sessions [46]. Furthermore, the above findings highlight patient behaviors that should be encouraged during rehabilitation. Additionally, these findings provide clarity on interventions that would be useful in minimizing behaviors of patients who are perceived as coping unsuccessfully [47-51]. Future research should investigate the use of psychological interventions on patient's ability to respond appropriately and successfully? Cope with treatment. Specifically, psychological interventions from sport medicine literature have focused on the use of goal setting, imagery, relaxation techniques, self-talk, and social support.



Psychological Interventions Current Use and Further Training


The current sample reported using a variety of different psychological techniques in their practice. The top rated psychological techniques were "creating variety in rehabilitation exercises", "using ahort-term goal-setting", and "encouraging positive self-thoughts". Therapists also reposted a desired to learn more about "understanding individual motivation", "understanding effective communication", and "enhancing selfconfidence". Again, these findings are similar to those of Arvinen Barrow [40] and Hemmings [34]. These findings also supports existing research that there is a growing interest in physical therapists’ desire to integrate psychological interventions within their practice [52].



Given the above evidence, the incorporation of psychology into formal physical therapy education seems warranted. However, the observed rate of physical therapists that had previously taken a course in psychology was 13%. Current physical therapy education seldom addresses psychosocial factors. The Commission on Accreditation in Physical Therapy Education's (CAPTE) accreditation handbook does not require physical therapy programs to include specific clinical psychology coursework. Nor does the Guide to Physical Therapist Practice make any recommendations on the assessment and management of psychosocial factors [53]. This lack of knowledge and training could explain why interventions, such as relaxation techniques and mental imagery that are well supported in research are not expressed as areas of interest in future training by physical therapists. Nonetheless, the acknowledgment, assessment, and treatment of psychological disruptions are important. Therefore, future research is needed on the best methods of implementing psychosocial education to physical therapists.



Current Referral Systems to Counseling


The observed rate of referral by physical therapists to a psychologist in the current study was 68%. In contrast, Hemmings [34] identified a referral rate of 9% and Arvinen Barrow [40] reported a rate of 24%. At this time, it is unclear why this disproportionate variance exists. Future research should investigate the differences in referral methods between these populations.



Limitations and Future Research


While the PSPQ was useful in comparing findings of similar studies, there were a few limitations with this measure. First, it is possible that terminology used in the PSPQ was left to interpretation by the participant. No psychological responses were further defined within the survey, making it possible that the participant misinterpreted the meaning. Short-term goal setting was found to be a strategy used frequently by physical therapists. However, in order for goal setting to be effective, the administrator must follow the S.M.A.R.T.S guidelines. Without formal training on goal setting it is possible that physical therapists implement goal setting in a way that hinders its efficacy.



Furthermore, the PSPQ may not be directly applicable to physical therapists working with populations other than athletes. As demonstrated previously, certain psychological responses are unique to specific populations that may not apply to the general public. In addition, although the researchers attempted to gain a nationally representative sample, this study was not nationally representative. Future research using a larger sample size is needed to fully understand physical therapists' perceptions of the psychological aspects in patient recovery. Additionally, future research should investigate accurate assessments of psychosocial content that is suitable for routine use. More information is also necessary to determine whether or not psychological interventions (e.g., goal-setting, imagery, and relaxation techniques) referenced from sport medicine can be applied to other populations within physical therapy. Lastly, research should aim to acquire more in-depth knowledge from the patient’s perspective on the role of physical therapists and meaningful psychosocial interventions [54,55].



Conclusion


In summary, physical therapists view the psychological content of their field to be important in the recovery of their patients. Psychological factors substantially impact patients' physical therapy experience and the associated outcomes. However, they are greatly overlooked in both practice and in education. The physical therapists surveyed in this study explained a variety of psychosocial issues they encounter on a daily basis in a variety of settings. A majority of the psychological skills physical therapists are currently using are aimed towards the psychosocial issues seen most commonly in therapy. However, some therapists expressed that they did not feel confident in treating the psychosocial issues associated with rehabilitation, even though it is known these factors play a major role in the recovery of patients.



This study, along with past research, demonstrates the clear need for physical therapists to be educated on the psychological needs of their patients. Education is essential for preparing these practitioners. It is suggested that emphasis be placed on teaching therapists theories of psychological constructs of rehabilitation and the practical application of psychosocial strategies. Although there were found to be subtle differences in the results, this study supports previous research regarding the importance of the psychological content within physical therapy. Furthermore, this suggests that theoretical frameworks and psychological interventions from the field of sports medicine may serve as an adequate guide in the future for training and educating entry-level physical therapists.
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