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Aim. To define the quality of life in outpatients with the orthopedic profile disorders and to study its dynamics during the physical
therapy course depending on the disorder localization and psychotype.

Material and methods. The study involved 113 patients enrolled in a course of physical therapy at FESCO Medical Center in
2013-2015. Patients were grouped by the disorder localization and psychotype of the disease. The quality of life assessment
was performed using the EQ-5D-5L questionnaire. The course of physical therapy consisted of 12—15 sessions (40-60 minutes;
therapeutic physical exercises and mechanotherapy according to a complex ordered by a doctor), physiotherapy (magnetic therapy,
electromyostimulation as instructed) and massage (7-8 procedures). The course duration was 5-6 weeks.

Results. Statistically worse initial results were found in patients with lumbar disorders, disorders in the pelvic girdle and the lower
extremity on the “mobility”, “pain/discomfort”, and EQ-VAS scales compared with patients who had upper-body disorders. Differ-
ences in “anxiety/depression” and EQ-VAS scales were obtained when dividing patients according to a psychotype. In patients
with rational disease perception, the analysis of dynamics revealed better changes and final results on the “anxiety/depression”
scale compared with the group of irrational psychotypes. The dynamics on other scales also showed benefits in patients with
rational disease perception, although no significant.

Conclusions. The data obtained indicate that not only localization but also features of disease perception affect the quality of
life and the effectiveness of physical therapy. The prospects for further research are identifying directions to improve the dy-
namics through the introduction of new physical therapy tools and methods of their use as well as techniques of managing
the physical therapy process.

fiKicTb Xu1Ta 3a EQ-5D-5L Ta 0cobauBoOCTi ii AMHaMiKK1 B naLi€HTIB
opToneAMuHOro npogiato ambynatopHoi nporpamu ¢isuuHoi Tepanii

C. M. depopeHko, B. B. Bitomcbkuit, 0. b. Aasapesa, E. K. AopowieHko, M. B. Bitomcbka, |. B. OHonpieHko

MeTta po60Ty — BU3HA4YNTY piBEHb SKOCTI XMTTA B aMOynaTopHUX NaLieHTiB i3 NOpyLUEHHSMI OPTONEAUYHOro Npodinto Ta focni-
anTv il aMHamiky 3a Kypc ianyHoi Tepanii 3anexHo Bif nokaniaawii NopyLUeHHs Ta NcuxoTuny.

Marepianu ta meToaum. Y gocnimkeHi B3sanm yyactb 113 naujieHTis, KOTpi Hagxoaunu Ha Kypc (isnyHoi Tepanii B MeanyHomy
ueHTpi «PECKO» Bnpogorx 2013-2015 pp. MauieHTiB rpynyBanu 3a fokanidalieto NopyLIEHHs Ta NCUXOTUMOM CTaBMNEHHS 40
XBOPOOW. AKICTb XMTTS OLiHIOBanu 3a onuTyBanbHUkoM EQ-5D-5L. Kypc dhisnuHoi Tepanii cknapascs 3 12—15 3ansTb (40-60 xB;
TepaneBTUYHi (i3NYHi BNpaBy Ta MexaHoTeparnisi 3a KOMMEKCOM, L0 NpU3HaYeHni nikapem), disionpoLeayp (MarHitorepanis,
€reKTPOMIOCTUMYNIALA 3@ NPU3HaYeHHsAM nikapsi) Ta Macaxy (7—-8 npoueayp). TpuanicTb Kypcy — 56 TUXKHIB.

Pesynkrati. Busisunn cTatncTYHO ripLui NOYaTKoBI pesyrbTaTi B NaLieHTiB i3 NOpYLLEHHAMM B NONepeKy, NOsICi HKHLOT KIHL|BKA
Ta CaMoi BifTbHOI KIHLIIBKM y LKanax «MobinbHIiCTbY, «Bins/anckomdopt» i BALL nOpiBHAHO 3 NaLieHTamu 3 MOPYLUEHHSMI Y BEPXHIlt
yacTuHi Tina. lig yac noginy nawjieHTiB 3anexHo Bif NCUXOTMMY OTPUMANM BIAMIHHOCTI Y Wkanax «Tpusora/genpecia» Ta BALL.
Y naujeHTiB i3 pauioHanbHUM CTaBMEHHAM [0 XBOPOOM aHani3 nokasas Kpally AvHaMiKy Ta OCTaTOuHI pesynbTaTy 3a LUKanow
«TpuBOra/genpecisi» NopiBHSHO 3 rPYMo HepavlioHanbHWX NCUXOTUNIB. Y AMHaMILi 3@ iHLUMMM LKanamu Takox crocTepirani
nepesary B NawjieHTIB i3 paLioHanbHUM CTaBMNEHHSM 40 XBOpobu, ane BOHW He Byniu BiporigHUMK.

BucHoBku. PesynstaTu cBigyath: He Tinbky Nlokanisauis, ane i ocobnmBocTi CTaBNeHHs 40 XBOPOOU BMNMBAKOTL Ha AKICTb
XUTTS Ta pe3ynbTaTuBHICTb (hidnyHOi Tepanii. MNepcnekTvBy fanbluvx AOCHIMKEHb MONAraTb Y BU3HAYEHHI LUNSXIB NO-
KpaLLeHHs AMHaMIKVi LLNSXOM BMPOBaKeHHs! HOBMX 3acobiB (hi3nyHOI Tepanii Ta MeToaMK iXHBOrO BUKOPUCTaHHS!, METOLIB
ynpaBriHHs npouecoM isnyHoi Tepanii.

KauectBo u3Hu no EQ-5D-5L u oco6eHHOCTH ero AMHAMHUKH CpeAu NaLUEHTOB
opToneAM4ecKoro npoduaa ambynatopHor nporpammbl GU3MUECKOU TEpaNUK
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Llenb paGoTh! — onpenenuTb ypoBEHb Ka4eCTBa XKW3HW Y aMByNaTOPHBIX NMALMEHTOB C HAPYLLIEHWSIMY OPTOMELMYECKOro Npodurs
1 1ccrenoBarth ero AMHamMuKy 3a kypc huanyeckoli Tepanuu B 3aBUCUMOCTY OT JIOKanu3auuy HapyLIEHUs! 1 NcuxoTuna.
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Matepuansi u MeTopbl. B nccnegoBaHum npunsnm yyactue 113 nauneHToB, KOTOPbIe NOCTyNany Ha Kypc unandeckoil Tepanim
B MeauumHckom LeHTpe « PECKO» B TeueHmne 2013-2015 rr. MaumeHToB rpynnupoBanii No nokanuaawmm HapyLLEHWs 1 euxoTuny
OTHOLLIEHMS K 6onesHu. KauyecTBo »xu3HW oueHnsamu no onpocHuky EQ-5D-5L. Kypc dmsuyeckoin Tepanum coctosn u3 12-15
3aHATUIA (40-60 MUH; TepaneBTUYECKUE (PU3NYECKME YNPaXHEHUS U MeXaHOTepanus No KOMMIeKCy, HasHa4eHHOMY Bpayom),
¢husnonpoueayp (MarHuTOTEpanms, 3NeKTPOMUOCTUMYNALMS MO Ha3Ha4YeHMIO Bpaya) 1 Maccaxa (7—-8 npouenyp). Mpomomxu-
TENbHOCTb Kypca — 5-6 Hedenb.

Pesynbrathl. YCTaHOBNEHb! CTAaTUCTUYECKM XyaLMe Ha4YanbHble pesynsTaThl Y MaLUMEHTOB C HapyLUEHWSIMU B MOSICHULE, Nosice
HWKHE KOHEYHOCTW W Camoii CBOBOAHOM KOHEYHOCTM B LKanax «MoOUnbHOCTbY, «bonb/auckomdopt» n BALL no cpaBHeHuo
C NauMeHTamMm C HapyLeHWsIMW B BepxHeil YacTv Tena. MNpu pasgeneHun nauneHToB B 3aBUCUMMOCTM OT NCUXOTUNA NOSyYeHbl
pasnunumsa no LUkanam «Tpesora/genpeccusi» 1 BALLL Y nauneHToB ¢ paLmoHanbHbIM OTHOLIEHWEM K BONe3HW aHann3 AuHamMuky
nokasan nyuLyl AMHaMKKy U 3akmiounTenbHble pesynbTathl N0 WKane «TpeBora/aenpeccusi» no CPaBHEHWIO C rPynnon Hepa-
LIMOHaNbHbIX NCUXOTWMOB. B AMHamMuMKke NO ApyruM LKanam Takke OTMEYeHbl MPerMyLLecTBa Y NauMeHTOB C paLyoHanbHbIM
OTHOLLEHWEM K 60Ne3HU, OfHaKo OHW He Oblnv JOCTOBEPHBIMU.

BbiBoabl. Pesynstartbl CBUAETENLCTBYIOT, YTO HE TOMBbKO JI0KanmM3awuusi, Ho 1 0COBEHHOCTM OTHOLEHMS K GONesHu BNnsIOT
Ha Ka4eCTBO XW3HM 1 Pe3ynbTaTMBHOCTb (hn3nyeckon Tepanuu. [NepcnekTyBbl JanbHEeNWwnX UCCNeaoBaHUN 3aknioyaoTes B
onpegeneHun nyTen ynyyiieHns AMHaM1KN 3a CHET BHEAPEHWS HOBbIX CPEACTB pr3nYeckoit Tepanum 1 METOAMK UX MCMOSb-

30BaHNA, METOAOB yrnpaBreHna npoLeccom CbVI3VI‘-IeCKOI7I Tepanuu.

Musculoskeletal diseases and injuries, including rheumatic
fever, are a major cause of disability [12,18,19]. In the World
Health Organization Global Burden of Disease Study
(2010), back pain was the main cause of people’s limited
capabilities for many years, neck pain was the fourth cause,
and other musculoskeletal disorders ranked fifth. This rating
has increased the importance of osteoarthritis, namely, it
advanced from the 15th place in 1990 to the 11th in 2010
among the population in Western Europe [19].

Musculoskeletal disorders affect people by limiting
their activity and participation [10], as well as society due
to cases of job loss, economic impact (disability pensions,
early retirement) and the increasing need for social support
[6]. However, an obstacle to defining these diseases as
a priority for the public health officials is that they are not
considered to be fatal [9].

Musculoskeletal disorders are such an important
component of human disease in working-age and geriatric
populations that good statistics about these disorders are
important for health care planning [8]. At the same time,
the study on the dynamics of health-related life quality
in the field of physical therapy is one of the key points in
determining the effectiveness, and the study on the dyna-
mics of recovery depending on the musculoskeletal system
area and patient perception of the disease is a condition
for qualitative changes in the content of physical therapy
programs and the features of managing the physical therapy
process [14].

Aim
The purpose was to define the quality of life in outpatients
with the orthopedic profile disorders and to study its dy-

namics during the physical therapy course depending on
the disorder localization and psychotype.

Materials and methods

The life quality assessment was performed using the in-
ternational standardized questionnaire EQ-5D-5L [13].
The questionnaire consists of 2 parts. The first part pre-
sents 5 (five) sections that give an opportunity: to outline
the problems associated with the possibility of moving
in space (mobility); self-care, usual activities; to assess

the patient’s ability to perform work, including housework,
study, person’s involvement in family or leisure activities;
to determine the presence of pain or discomfort, as well
as individual psychological problems at the individual level
[1,2]. These 5 (five) sections include: “Mobility”; “Self-care’;
“Usual activities”; “Pain /discomfort”; “Anxiety /depression”.

The new version of the EQ-5D-5L questionnaire differs
from the previous one in option to rate each section on a
5-point scale: from no problem (1 point) to its extreme se-
verity (5 points) [2]. The second part of the questionnaire
is the EQ visual analogue scale (EQ VAS). It is a 20 cm
vertical graduated line, on which “0” means the worst, and
“100” — the best state of health [1,2]. The questionnaire
is filled in by respondents or patients on their own in 2-3
minutes, which is usually not difficult for them. Assessment
of health status and quality of life (QOL) was performed at
the time of the assessment [2].

Patients were grouped using the International Classi-
fication of Functioning (ICF). The technique of determining
types of the disease perception [16] was used to test
the suggestion about a patient’s personality influence
on the physical therapy effectiveness. Thus, illness was
the second factor in grouping patients. Itis worth noting that
the standard course of physical therapy consisted of 12-15
sessions with a specialist in physical rehabilitation/physical
therapist (40-60 minutes; therapeutic exercise and mecha-
notherapy according to the complex prescribed by a doctor),
physiotherapy (magnetotherapy, electromyostimulation
according to the medical prescription) and massage (7-8
procedures). The duration of the course was 5-6 weeks.

The study involved 113 patients enrolled in the course
of physical therapy at FESCO Medical Center during
2013-2015.

According to the results of the ICF use, it was deter-
mined that patients should have been grouped according
to their affected structure. Thus, G1 included patients with
the following ICF codes: s740 — pelvic girdle structure;
s750 —lower extremity structure; s760 — trunk structure. G2
included patients with ICF codes: s710 — head and neck
structures; s720 — shoulder girdle structure; s730 — upper
limb structure.

The decision of such division and grouping was also
justified by the fact that, according to the component of
ICF function, all patients had similar codes. In particular

3anopoxckuii MeguumMHekui xypHan. Tom 22, Ne 3(120), mait — noHb 2020 r.



b710 — joint mobility function; b715 — joint stability func-
tion; b730 — muscle strength function; b735 — muscle tone
function; b740 — muscular endurance function. However,
only G1 patients were characterized by the b770 code of
the walking stereotype function.

When considering the activities and participation,
namely the sections “mobility”, “self-care”, “housework”,
it was concluded that the usage of the shoulder girdle,
the upper extremity itself, as well as the trunk, pelvis and
lower extremity was required for most types of activities.
Therefore, the possible differences between the groups
should have been carefully examined.

Based on these views on grouping patients, 55 patients
were referred to the G1 and 58 patients — to G2.

The methodology for determining types of the disease
perception was used to test the suggestion about a patient's
personality influence on the physical therapy effectiveness,
rehabilitation and patient satisfaction [16].

According to the literature data [3,7], namely concerning
the classification of the harmonic, ergopathetic and ano-
sognostic types of the rational reaction, the total sample
was divided into G+ (n = 58, rational types of reaction
to the disease) and G- (n = 55, “irrational”) and G1 and
G2 - into subgroups by psychotypes. Thus, G1+ and G2+
included rational types of reaction to the disease. In par-
ticular, G1+ included 28 patients (50.9 % of G1), and G2+
included 30 patients (51.7 % of G2). Others were included
in G1-and G2-.

The materials of the study were processed in program of
statistical analysis IBM SPSS 21. Mathematical processing
of numerical data was performed with the help of variation
statistics. Shapiro-Wilk test (W) was used to analyze the nor-
mality of quantitative indicators distribution. For quantitative
indicators with normal distribution we found the mean value
(x) and square deviation (S). For non-normally distributed
quantitative indicators, we found median (Me), quartiles
(25 %; 75 %), x and S. A significance of differences was as-
sessed with Student’s t-test (for independent or dependent
groups providing normal distribution of the study results). For
indicators with non-normal distribution, we used Wilcoxon’s
criterion (for dependent groups) and Mann-Whitney U-test
(for independent groups).

Results

Analysis of the QOL in groups of patients by location. It
should be noted that according to the statistical analysis
results of the EQ-5D-5L questionnaire data, significant
differences between G1 and G2 groups which were ob-
tained through localization of musculoskeletal disorders,
were defined in three scales. Given that, the results on
all scales did not correspond to the normal distribution in
groups, in Table 1, Me (25; 75) and X £ S were presented.
The distribution was taken into account in the comparison
of the results between the groups.

The first scale of the EQ-5D-5L questionnaire is “mobili-
ty” (it reflects the level of difficulty in walking). Low scores on
this scale reflect the absence of walking difficulties. Assess-
ment analysis of the “mobility” scale (Table 1) revealed Me
(25;75)in G1 atthe level of 3 (3; 4) points, and the average
resultwas 3.18 + 0.67 points; and in G2 -1 (1; 1) score and
1.14 £0.39, respectively. The results obtained in the groups
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Table 1. EQ-5D-5L quality of life indicators in groups of orthopedic profile patients

depending on the disorder localization, points

— orows |
G1o=59 —Jazo=s

Mobility Me (25; 75) 3(3;4)
Xt$ 3.18+0.67
Self-care Me (25; 75) 3(3;4)
Xt$S 2.89+1.08
Usual activities Me (25; 75) 3(3;3)
X£S 3.02£0.68
Pain/discomfort Me (25; 75) 4(3;5)
xt$S 3.87+0.88
Anxiety/depression Me (25; 75) 3(2;3)
Xt$S 2.75+0.82
EQ VAS Me (25; 75) 55 (45; 65)
X£S 53.91+12.27

1015 1)
114 £0.39
3(3;4)
3.33£0.51
3(3:3.25)
3.02+0.69
3(3; 4y
3.10+0.64
25(23)
259£0.70
60 (50; 70)*
58.53 + 12.46

*: the difference in the indicators between groups is statistically significant P < 0.05; **: P < 0.01.

differed significantly (P < 0.01). Thus, it can be argued that
the “mobility” indicator was better in G2.

The limitations of self-care are reflected in the epo-
nymous scale in the EQ-5D-5L questionnaire. Thus, in
diseases and after injuries of the musculoskeletal system
among patients entering the course of physical therapy at
the outpatient stage, the possibilities of self-care did not
meet the maximum. In particular, on the self-care scale in
the groups G1 and D2, the indicators of Me (25; 75) were 3
(3; 4), and the indicators of X + S were slightly better in G1
and amounted to 2.89 £ 1.08 points and 3.33 £ 0.51 points,
respectively. However, no statistical difference was defined
(P> 0.05) between the groups on this scale.

Disorders and injuries of the musculoskeletal system
affect the level of daily activities. Therefore, patients with
these conditions can not fully perform normal activities,
which affects the deterioration of the “usual activities” of
EQ-5D-5L questionnaire scale. This scale is a subjective
assessment of a patient's degree of restriction in work,
study, work at home, involvement in family affairs, leisure.
The closer the index is to one, the better the result and less
limited. The obtained statistical indicators in G1 and G2 did
not differ significantly (P > 0.05), and the indicators of Me
(25; 75) on the scale “usual activities” were 3 (3; 3) points
and X = S were 3.02  0.68 points in the general sample.

The next scale of the EQ-5D-5L questionnaire is “pain/
discomfort”, which reflects the severity of pain and dis-
comfort. Low scores on this scale reflect their absence. An
analysis of the “pain/discomfort scale” (Table 1) revealed
Me (25; 75) in G1 at the level of 4 (3; 5) points, and the av-
erage result was 3.87 + 0.88 points; and in G2 - 3 (3; 4)
scores and 3.10 + 0.64, respectively. The results obtained
in the groups differed significantly ( P < 0.01).

The “anxiety/depression” level in the EQ-5D-5L ques-
tionnaire is determined by the eponymous scale. Thus, on
the “anxiety/depression” scale in the groups G1 and G2,
the indicators of Me (25; 75) were 3 (2; 3) points and 2.5 (2;
3) points, and the indicators of X+ S were 2.75 + 0.82 points
and 2.59 +0.70 points, respectively. There was no statistical
difference between the groups on this scale (P > 0.05).

On the EQ VAS scale of the EQ-5D-5L questionnaire,
which reflects a subjective health assessment at the time
of completion, a statistically significant difference (P < 0.05)
was found between groups G1 and G2. So, group G2
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Table 2. EQ-5D-5L quality of life indicators in groups of patients depending on

the psychotype, points

QOL indictors B
G* (n=58) G- (n=55)

Mobility Me (25;75) 2(1;3) 2(1;3)
XtS 207£1.15 220£1.18
Self-care Me (25; 75) 3(3;4) 3(3;4)
Xt$S 3.05+0.91 3.18+0.82
Usual activities Me (25; 75) 3(33) 3(3,4)
XS 3.00 £ 0.65 3.0410.72
Pain/discomfort Me (25; 75) 3(3;4) 3(3;4)
xS 3.40+0.88 3.56 +0.83
Anxiety/depression Me (25; 75) 2(2;3) 3(3;4)
Xt$S 2.21+0.52 3.15+0.68
EQ VAS Me (25; 75) 65 (55; 70) 55 (45; 60)**
XS 62.07 £ 11.70 50.18 + 10.36

*: the difference in the indicators between groups is statistically significant P < 0.05;
** P<0.01.

Table 3. Statistical differences in groups, taking into account two factors of patient
grouping, points

QOL indicators _
G1+(n=28) [ G2+(n=30)

Mobility Me (25; 75) 3(3;4) 1(1; 1)
PER) 3.11+0.69 11404
Pain/discomfort Me (25; 75) 3(3;5) 3(3;3.25)*
XS 3.79.+0.92 3.03 +0.67
Mobility Me (25; 75) 3(3;4) (15 1)
X+S 3.26 +0.66 1.18+0.39
Pain/discomfort Me (25; 75) 4(3;5) 3(3;4)
X+S 3.96 +0.85 3.18 £ 0.61
EQVAS Me (25; 75) 50 (40; 55) 55 (46.3; 60)*
Xt$S 4759+10.23 52.68 £ 10.05

*: the difference in the indicators between groups is statistically significant P < 0.05; **: P < 0.01.

had better Me (25; 75) 60 (50; 70) scores, with X £ S at
58.53 + 12.46 points, provided that 100 points corresponded
to the best possible level of health. And the G1 group had
slightly lower Me (25; 75) — 55 (45; 65) scores, with X £ S
at 53.91 £ 12.27 points.

QOL analysis in groups of patients by psychotype.
Taking into account the results of the analysis of QOL indi-
cators according to EQ-5D-5L questionnaire, it was agreed
to study the data obtained on the presence of significant
differences in groups depending on the psychotype. Table
2 shows the results of the comparison between G+ and G-,
since the differences between these groups were similar to
that when comparing G1+ with G1-and G2+ with G2—, and
only two of the six scales differed significantly when com-
paring G1+ and G2+ and three when comparing G1- and
G2-. In addition, the differences identified will be discussed
in more detail. The results of the groups were compared
based on the distribution.

The statistical analysis revealed no significant differen-
ces in the results of the G+ and G- groups on the “mobility”
scale (P > 0.05). Thus, the indicators of Me (25; 75) in G+
and G- were similar and amounted to 2 (1; 3) points, but
indicators of x £ S were slightly different and amounted to
2.07 + 1.15 points and 2.20 + 1.18 points, respectively. So,
the advantage of the G+ group was not significant.
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The statistical analysis results on the “self-care” scale
were similar; no significant differences in the results of
the G+ and G- groups were detected (P > 0.05). However,
the indicators of Me (25; 75) and X + S in G+ were 3 (3; 4)
and 3.05 £ 0.91 points, respectively, and these indicators in
G—were 3 (3;4) points and 3.18 + 0.82 points, respectively.

Indicators on the “usual activities” scale were minimally
worse in G- and this difference was not sufficient to estab-
lish a significant difference between the groups (p > 0.05).
Me (25; 75)and X £ Sin G + were 3 (3; 3) and 3.00 + 0.65
points, respectively, and these indicators in G- were 3 (3;
4) and 3.04 + 0.72 points, respectively.

The results obtained on the “pain/discomfort” scale were
slightly worse in G-, but this difference was not sufficient
to establish the statistical difference between the groups
(P > 0.05). Thus, the values of Me (25; 75) in G+ and
G- were similar and amounted to 3 (3; 4) points, butx+ S
were slightly different and amounted to 3.40 + 0.88 points
and 3.56 + 0.83 points, respectively. Thus, the advantage
of the G+ group was not significant.

Asignificant difference between G+ and G- was found
on the “anxiety/depression” scale. Thus, the score on
the scale was better (P < 0.01) in G+, and the indicators of
Me (25; 75) in G+ and G- were 2 (2; 3) points and 3 (3; 4)
points, respectively. The difference between the average
values of the groups was 0.94 points, which was a significant
difference when considering the features on the rating scale.
Thus, patients with rational perception of the disease had
better subjective levels of anxiety and depression.

The statistical difference between G+ and G- was also
obtained on the EQ VAS scale of the EQ-5D-5L question-
naire, which reflects a subjective health assessment at
the time of its completion. Thus, the score on the scale was
statistically higher (P <0.01) in G+, and the values of Me (25;
75)in G + and G- were 65 (55; 70) points and 55 (45; 60)
points, respectively, provided that 100 points corresponded
to the best possible level of health. The X £ S indicators were
62.07 = 11.70 points and 50.18 + 10.36 points, respectively.
The difference between the mean values of the groups
was 11.89 points. Thus, patients with rational perception
of the disease (G+) rated their health status better than
patients in group G-.

When comparing patients with rational psychotypes,
statistical differences were found on the scales of “mobil-
ity” (P < 0.01) and “pain/discomfort” (P < 0.01) between
the groups with lesions in the lower (G1+) and upper (G2+)
parts of the body (Table 3). Thus, on the “mobility” scale, Me
(25; 75) in G1+ were worse than in G2+, and the statistical
indicators were the following: 3 (3; 4) points in G1+ and 1
(1; 1) pointin G2+. The difference between the mean values
of the groups on this scale was 2.01 points, and the X £ S
were 3.11 £ 0.69 points and 1.1 + 0.4 points, respectively.
In addition, the G1+ group had significantly better “pain/
discomfort” scores: G1+ had 3 (3; 5) and G2+ had 3 (3;
3.25) points (P < 0.01). The difference between the mean
values of the groups on the “pain/discomfort” scale was 0.76
points, and the X+ S were 3.79 + 0.92 points and 3.03 £ 0.67
points, respectively.

When comparing patients with irrational psychotypes,
statistical differences were found on the scales “mobility”
(P < 0.01), “pain/discomfort” (P < 0.01) and EQ VAS
(P < 0.05) between groups with lower — (G1-) and up-
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per-body (G2-) disorders (Table 3). Thus, on the “mobility”
scale, Me (25; 75) in G1- was worse than in G2—: 3 (3; 4)
scores in G1-and 1 (1; 1) score in G2— (P < 0.01). The
difference between the average values of the groups on
this scale was 2.08 points, and the X + S were 3.26 + 0.66
points and 1.18 + 0.39 points, respectively. However,
the G1- group had significantly worse Me (25; 75) “pain/
discomfort” scores: 4 (3; 5) scores among G1- patients and
3 (3; 4) scores among the G2— patients (P < 0.01).

The difference in mean values on the “pain/discomfort”
scale was 0.78 points, and the X + S were 3.96 £ 0.85 points
and 3.18 £ 0.61 points, respectively. A statistically significant
difference was observed when comparing G1-and G2-on
the EQ VAS scale: 50 (40; 55) points in G1—and 55 (46.3;
60) points in G2—. So, patients in the G1- group rated their
health at a lower level. The difference in the mean values
on the EQ VAS scale was 5.09 points, and the X £ S were
47.59 1 10.23 points in G1—and 52.68 + 10.05 points in G2—.

QOL dynamics analysis in patient groups. Before
considering the characteristics of the dynamics in the pa-
tient groups with lower-body and lumbar spine disorders
(Table 4), we noted that all indicators of the EQ-5D-5L
questionnaire had improved significantly over the standard
course of physical therapy (P < 0.01). Table 4 presents
the final indicators of X + S, Me (25; 75) and the indicator
of change in the average value among the groups with
the lower-body disorders according to rational (G1+) and
irrational (G1-) psychotypes, as well as the final comparison
results of indicators taking into account the distribution.

Thus, the “mobility” scale improved statistically in
both groups (P < 0.01). The average values on the scale
in G1 + and G1- were decreased, 0.82 points and 0.63
points, respectively, (Table 4). Accordingly, the difference in
the dynamics amounted to 0.19 points, which was 30.2 %
of the increase in G1—. However, the changes were not sta-
tistically significantin G1 + (P > 0.05). At the same time, no
statistically significant difference was found between the fi-
nal Me (25; 75) values of groups: 2 (2; 3) points in G1+ and
3(2; 3) points in G1— (P > 0.05). So, the difference between
the final X in G1+ and G1- was increased to 0.34 points.

The particular dynamics on the “self-care” scale in
G1+ and G1- groups showed a decrease in the average
values, 0.54 points and 0.52 points, respectively. Therefore,
the difference between reductions was only 0.02 points,
which was 3.8 % of the G1- decreasing. There were no
statistically significant differences between the group final
results of Me (25; 75) on the “self-care” scale: 2 (2; 3)
scores in G1+ and 3 (2; 3) scores in G1- (P > 0.05). And
the difference between the mean values of the final results
in groups G1 + and G1- was 0.31 points.

According to the statistical analysis results, the parti-
cular dynamics on the “usual activities” scale were such that
a decrease in the average values on the scale in G1 + and
G1- was 0.64 points and 0.48 points, respectively. Thus,
the difference in dynamics was 0.16 points, which was
33.3 % of the increase in G1-.

Therefore, the average value dynamics was more ex-
pressed in the group with rational psychotypes, but the ad-
vantage in this dynamics was not significant (P > 0.05). At
the same time, no statistically significant difference was
found between the final results of Me (25; 75) in the groups
according to “usual activities” scale: 2 (2; 3) points in G1+
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Table 4. EQ-5D-5L quality of life indicators in repeated surveying the patient groups
with lower-body and lumbar spine disorders according to rational (G1+) and irrational

(G1-) psychotypes, points

Q0L incicators roups [52s [ wews7y
2(2:3)

Mobility G1+ 2.29+0.66 -0.82
G1- 2.63+0.74 -0.63
Self-care G1+ 2211074 -0.54
G1- 2.52 £0.80 -0.52
Usual activities G1+ 232067 -0.64
G1- 2.59 +0.64 -0.48
Pain/discomfort G1+ 2.57 +0.69 -1.21
G1- 2.89+£0.85 -1.07
Anxiety/depression G1+ 1.21+042 -1.04
G1- 2.89+042 -0.37
EQ VAS G1+ 68.90 £ 10.03 8.93
G1- 55.20 + 8.93 7.59

w

%
*

W W W w N W N
G S Pl = = g = P
£ = B <

s

65; 75)"
(50; 60)

7
5

*: the difference in the indicators between groups is statistically significant P < 0.05; **: P < 0.01.

and 3 (2; 3) points in G1- (P > 0, 05). The difference be-
tween the average values of the final results in G1+ and
G1-was 0.27 points.

The dynamics on the “pain/discomfort” scale showed
statistically significant improvements in both groups
(P < 0.01), as on the previous scales. A decrease in
the average values of G1+ and G1- were 1.21 points and
1.07 points, respectively. Thus, the difference in dynamics
was 0.14 points. That means, among patients with rational
psychotypes, the “pain/discomfort” scale dynamics was
better by 13.1 %, but the difference in dynamics did not
lead to statistical differences in the Ax index. In addition,
no statistically significant difference was found between
the final Me (25; 75) in the groups: 3 (2; 3) points in G1+
and 3 (2; 4) points in G1- (P > 0.05). Therewith, the differ-
ence between the average values of G1+ and G1- groups
increased slightly and amounted to 0.32 points.

The “anxiety/depression” scale, like all the scales,
improved statistically in both groups with lower-body dis-
orders (P < 0.01). A decrease in average values of G1+
and G1- were 1.04 points and 0.37 points, respectively.
Accordingly, the difference in the rate of downgrading was
0.67 points, which was 181.1 % of the increase in G1-. It
should be noted that the decrease was statistically greater
in G1+ (P < 0.01). From that, among patients with rational
psychotypes, the dynamics was significantly almost three
times better. However, statistically significant differences
were found between the final results of Me (25; 75) in
the groups: 1 (1; 1) point and 3 (3; 3) points (P < 0.01),
respectively.

According to the statistical analysis results, the dynam-
ics on the EQ VAS scale of the EQ-5D-5L questionnaire
was significant, as on the previous scales (P < 0.01). An
increase in the average score in G1+ and G1- was 8.93
and 7.59, respectively. No differences in Ax were found
(P > 0.05). The difference in growth amounted to only
1.34 points, which was 17.7 % of the increase in G1-. At
the same time, statistically significant differences were
found between the final results of Me (25; 75) in the groups
G1+ and G1- on the EQ VAS scale, and the indicators
were 70 (65; 75) points and 55 (50; 60) points (P < 0,01),
respectively. So, the difference between the average val-
ues of the final results in G1+ and G1- groups increased
slightly and amounted to 13.7 points.
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Table 5. EQ-5D-5L quality of life indicators in repeated surveying the patient groups
with upper-body and lumbar spine disorders according to rational (G2+) and irrational
(G2-) psychotypes, points

Mobility

Self-care

Usual activities

Pain/discomfort

Anxiety/depression

EQVAS

- Groups 325 I [meps7y
1(1;1)

G2+ 1.07 £0.25 -0.03

G2- 1.14£0.36 004 1(11)

G2+ 2534063 080 3(23)

G2- 2684077 064 25(23)

G2+ 237076 067 2(23)

G2- 239+0.92 -0.61 2(2:3)

G2+ 220£0.48 083 2(2.00;2.25)"
G2- 2541058 064 3(23)

G2+ 1.20 £0.41 097 1(1 1)

G2 254058 050 3(23)

G2+ 73.00 £ 11.19 9.00 75 (67.5; 80.0)**
G2- 60.9+9.63 8.21 60 (55; 70)

*: the difference in the indicators between groups is statistically significant P < 0.05; **: P < 0.01.
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Before considering the dynamics among the patient
groups with upper-body disorders (Table 5), it should be
noted that all the EQ-5D-5L questionnaire scores had
improved significantly over the standard physical therapy
course (P < 0.01), except the “mobility” scale. Table 5 pre-
sents the final indicators of X £ S, Me (25; 75) and the mean
change among groups with upper-body disorders according
to rational (G2+) and irrational (G2-) psychotypes, as well
as the final results comparison based on the distribution.

Thus, the “mobility” scale did not change significantly in
both groups (P > 0.05). Adecrease in the average values on
the scale in G2+ and G2-was insignificant and amounted to
0.03 points and 0.04 points, respectively (Table 5). Hence,
the difference in the dynamics was minimal.

The particular dynamics on the “self-care” scale in
G2+ and G2- groups reflected a 0.80 point and 0.64 point
decrease in the average values, respectively. Therefore,
the difference in reduction was only 0.16 points, which
was 25 % of the increase in G2—. No statistically significant
difference was found between the final group results of
Me (25; 75) on the “self-care” scale: 3 (2; 3) points in G2+
and 2.5 (2; 3) points in G2— (P > 0.05). And the difference
between the average values of G2+ and G2- final group
results was 0.15 points.

According to the statistical analysis results, the par-
ticular dynamics on the “usual activities” scale were that a
decrease in the average values on the scale in G2+ and
G2- groups was 0.67 points and 0.61 points, respectively.
Thus, the difference in dynamics was only 0.06 points, which
was 9.8 % of the increase in G2—. Therefore, the dynamics
of average value was more pronounced in the group with
rational psychotypes, but an advantage of this dynamics
was not insignificant (P > 0.05). Moreover, no statistically
significant difference was found between the final results of
Me (25; 75) in the “usual activities” groups: 2 (2; 3) points
in G2+ and 2 (2; 3) points in G2— (P > 0.05).

The dynamics on the “pain/discomfort” scale showed
statistically significant improvements in both groups
(P<0.01), as on the previous scales. Adecrease in the ave-
rage values on the scale reached 0.83 points and 0.64 points
in G2+ and G2—, respectively. So, the difference in dynamics
was 0.19 points. Besides, among patients with rational
psychotypes, the dynamics on the “pain/discomfort” scale
was better by 29.7 %, but this difference in the dynamics

did not lead to statistical differences in the Ax indicator.
In addition, statistically significant differences were found
between the final Me (25; 75) in the groups: 2 (2; 2.5) points
in G2+ and 3 (2; 3) points in G2— (P < 0.05). At the same
time, the difference between the mean values of G2+ and
G2- groups increased slightly to 0.34 points.

The “anxiety/depression” scale, like all other scales,
improved statistically in both groups with upper-body
disorders (P < 0.01). A decrease in the average values
on the scale was 0.97 points and 0.50 points in G2+ and
G2-, respectively. Accordingly, the difference in reduction
was 0.47 points, which was 94 % of the increase in G2—. It
should be noted that the decrease was statistically larger in
G2+ (P <0.01). Thus, in patients with rational psychotypes,
the dynamics was significantly better and almost doubled.
However, statistically significant differences were found
between the group final results of Me (25; 75): 1 (1; 1) points
and 3 (2; 3) points (P < 0.01), respectively.

According to the results of the statistical analysis, the dy-
namics on the EQ VAS scale of the EQ-5D-5L questionnaire
was as significant as on the previous scales (P < 0.01). An
increase in average values on scales in G2+ and G2— were
9 points and 8.21 points, respectively. No differences in Ax
were found (P > 0.05). The difference in the increase was
only 0.79 points, which was 9.6 % of the increase in G2—.
At the same time, statistically significant differences were
found between the final results of Me (25; 75) in G2+ and
G2- groups on the EQ VAS scale, and the indicators were
75 (67.5; 80) points and 60 (55; 70) points (P < 0.01), respec-
tively. Thus, the difference between the average values of
G2 + and G2- final results increased slightly to 9.1 points.

At the same time, it should be noted that comparing
the dynamics based on disorders localization, the patients
with lower-body disorders showed more pronounced dy-
namics on the scale of “mobility” and “pain/discomfort”; while
patients with upper-body disorders had more pronounced
dynamics on the “self-care” scale.

Discussion

The study revealed differences in the initial results on
the “mobility”, “pain/discomfort” and EQ VAS scales between
G1 and G2 groups (grouped by localization). It should be
noted that all these differences confirmed worse results in
patients with lumbar, pelvic girdle and the lower extremity
disorders. The most pronounced difference was on the scale
of “mobility”, taking into account the peculiarities of scale as-
sessment. Thus, the assumption about possible differences
in the QOL depending on the localization of musculoskeletal
disorder was substantiated.

When dividing patients based on the disease charac-
teristics, we obtained statistical differences on the “anxiety/
depression” and EQ VAS scales. It should be noted that
the differences on the EQ VAS scale were more pro-
nounced than when dividing groups based on the disorder
localization.

Among patients with lower-body and lumbar spine
disorders, dynamics analysis revealed statistically better
changes and final scores on the “anxiety/depression” scale
in G1+ group compared to the irrational psychotype group
(G1-). The dynamics on other scales also showed advan-
tages in G1+, but they were not significant. In the mean
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time, the difference was significant on the EQ VAS scale
between G1+ and G1-.

When comparing the final results of G2+ and G2, a
significant difference was observed on the “pain/discomfort”’,
“anxiety/depression”, and EQ VAS scales. Among patients
with upper-body disorders, dynamics analysis revealed
statistically better changes on the “anxiety/depression”
scale in the group with rational disease perception (G2 +)
compared to the group of irrational psychotypes (G2-). The
dynamics on other scales also showed advantages in G1+,
which were not significant.

The results of our work supplemented the data on
the QOL in musculoskeletal disorders.

Thus, in the study of C. H. Roux and co-authors [15],
the QOL dynamics among healthy patients and its change
with the musculoskeletal disorders development was exa-
mined as well as a comparison of the QOL levels was done.
In particular, the study showed the development of spine dis-
orders (neck pain, back pain, disc herniation, osteoporosis
(stress fractures)), joint disorders (osteoarthritis, microcrys-
talline arthritis, and arthritis), and extra-articular disorders
(tendonitis, capsulitis and carpal tunnel syndrome).

A noteworthy detail is that the lowest scores were
defined on the “viability” and “mental health” scales in
all surveys. The authors pointed out that, compared to
the control group, patients with disorders had significantly
more serious reductions in the following indicators: somatic
pain (-7.4 points difference in dynamics), vitality (-2.7),
general health (—1.8) and physical functioning (-1.3). In
the group of musculoskeletal disorders, chronic disorders
had a greater impact than acute on physical functioning
(—2.1), role emotional (-8.4), and social functioning (-5.9).
However, it should be noted that the figures obtained were
significantly lower. At the same time, the results of patients
with musculoskeletal disorders presented by Roux C.H.
and co-authors, much better than the results of a healthy
population in Ukraine [5].

Picavet H. S. J. and Hoeymans N. in their study [11]
reported that all diseases of the musculoskeletal system
are associated with pain and physical function impairment,
and the combination of musculoskeletal system diseases
should be considered in studies and clinical practice be-
cause of their high occurrence and a significant impact on
health-related QOL. At the same time, the authors examined
the health-related QOL in healthy people and people with
one or more musculoskeletal disorders using the SF-36 and
Euroqol (EQ-5D) questionnaires. The sample included Dutch
residents aged 25 years (n = 3664). Twelve descriptions of
common musculoskeletal diseases were presented and
the respondents were asked whether they had ever been
told by a doctor that they had any of these. Their responses
were used to evaluate the prevalence of these conditions.
Thus, it was found that people with musculoskeletal disorders
had significantly lower scores on all SF-36 scales than those
without musculoskeletal disorders, especially for “physical
functioning” (75.2 vs. 87,8); “the role of physical problems
in limiting life” (67.1 vs. 85.8) and “pain” (68.5 vs. 84.1). The
worst health-related quality of life indicators were found were
found for osteoarthritis of the hip, osteoporosis, rheumatoid
arthritis, and fibromyalgia. Those with multiple musculoskele-
tal disorders had the worst quality of life. Similar results were
found for the EQ-5D questionnaire.
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Similar to the previous comparison, our results were also
lower than in the work of H. S. J. Picavet and N. Hoeymans
[11]. This can be explained by the fact that, as mentioned,
the quality of life of a healthy population in Ukraine [5]
may be lower than among the population of others with
the musculoskeletal disorders. Secondly, respondents with
musculoskeletal pathologies in the study of H. S. J. Picavet
and N. Hoeymans [11] were a sample of residents, and in
our study, patients themselves sought the outpatient physical
therapy program or were referred by a physician as they could
not endure such pain any longer or due to limited mobility
and activity, as is often happens, since the patients reported
considerable periods of discomfort and limitations.

At the same time, there are a lot of papers in scientific
bases dealing with the problems of quality of life in specific
musculoskeletal diseases, but the results of mixed groups
are less frequently reported.

Conclusions

The data obtained indicate that not only localization but also
features of disease perception affect the quality of life and
the effectiveness of physical therapy. Based on the results
obtained in the physical therapy for patients with disorders in
the lower body and lumbar part, considerable attention should
be paid to their mobility. Special approaches should be applied to
apatientin dealing with irrational disease perception, taking into
account the higher level of anxiety and EQ VAS, which reflects
a subjective assessment of health at the time of completion.
The prospects for further research are identifying
directions to improve the dynamics through the introduction
of new physical therapy tools and methods of their use as
well as techniques of managing the physical therapy pro-
cess. In particular, developments regarding improvement
of the therapeutic alliance formation, patients and staff
motivation, identification of ways to improve the quality of
physical therapy services. Thus, recent articles [4,17] have
been published in this area and further work is underway.
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