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Abstract

Introduction. In the context of the full-scale war in Ukraine, primary health care (PHC) operates under
conditions of increased psycho-emotional strain, with a growing number of patients presenting combined
somatic and psychological disturbances related to trauma, chronic stress, displacement, and loss. Under
prolonged wartime conditions, rehabilitation acquires a multidisciplinary character, integrating physical
and occupational therapists with psychologists. In this setting, the psychological dimension of care
becomes a structural component of rehabilitation, necessitating the conceptualization of therapeutic
competence as a distinct psychological substructure of professional competence.

Aim. To empirically verify a three-component structural model of therapeutic competence among future
specialists in physical therapy, occupational therapy, and psychology within PHC.

Materials and methods. A cross-sectional multi-institutional study was conducted among 2,696 students
from 11 higher education institutions in Ukraine (mean age 21.4 + 2.8 years; 1,375 in physical and occupational
therapy; 1,321 in psychology and medical psychology). Standardized instruments assessed empathy (IRI),
emotion regulation (ERQ), and attachment (ECR-R), alongside an author-developed Therapeutic Competence
Questionnaire. Structural relationships were examined using exploratory factor and regression analyses.
Results. A three-component structure of therapeutic competence was confirmed, including empathic-
communicative, emotional-regulatory, and relational components. The regression model explained 52% of
variance (R*> = 0.52, p < .001). Empathy was the strongest predictor (B = 0.61, p <.001), while cognitive
reappraisal showed a positive association (f = 0.29, p < .01), and attachment avoidance demonstrated
a negative effect (f =-0.34, p <.01).

Conclusions. Therapeutic interaction may be conceptualized as a universal competence mechanism
within PHC and rehabilitation systems. The integration of empathy, emotion regulation, and attachment
into a unified model expands traditional views of professional competence and supports the development
of psychologically grounded training frameworks in rehabilitation-oriented health professions.

Keywords: professional competence, therapeutic competence, attachment, interaction, empathy, emotion
regulation, primary health care, psychologists, occupational therapists, rehabilitation, war in Ukraine

INTRODUCTION by increasing clinical complexity, multifactorial health

conditions, and the systematic integration of the

The primary health care (PHC) system in the 21st  pigpgychosocial model of care. According to contemporary
century operates within an environment characterized  spproaches to rehabilitation organization, the effectiveness

KniniyHa Ta npodinakrnyna meaunnna, Ne 4 (50) /2026 151



[TPAKTHYHA JOKA30BA MEJIMIIMHA: ITOPIBHAJIbHI OTJIAANU

of primary health care largely depends on interdisciplinary
collaboration among professionals from different fields:
physicians, physical therapists, occupational therapists,
and psychologists [1]. In the context of the full-scale war in
Ukraine, the functioning of PHC has acquired an additional
dimension. Alongside somatic conditions, there has been
a significant increase in the number of patients presenting
with combined physical and psycho-emotional disturbances,
traumatic experiences, post-stress disorders, and chronic
psychological exhaustion. Under prolonged military and
socio-traumatic conditions, the Ukrainian PHC system
operates in an environment of heightened population-wide
psychological strain. Patients seek care not only for somatic
and functional impairments but also for consequences of
trauma, loss, forced migration, and sustained stress exposure.

Within this context, rehabilitation processes
increasingly assume a multidisciplinary character,
integrating specialists in physical therapy, occupational
therapy, and psychology. Psychologists, regardless of
their particular specialization, are involved in supporting
patients with physical limitations, facilitating adaptive
coping strategies, sustaining motivation for recovery, and
stabilizing therapeutic interaction [2].

This situation underscores the necessity of
investigating therapeutic competence as a psychological
dimension of professional competence among specialists
engaged in the PHC system. Under such conditions,
the psychological component of care ceases to be
supplementary and becomes a structural element of the
rehabilitation process [3, 4].

The contemporary rehabilitation paradigm is
grounded in the biopsychosocial model, which assumes
the integration of psychological mechanisms into
clinical practice [5, 6]. Although originally articulated
decades ago, this model has gained renewed relevance
under modern humanitarian  crises, particularly
within rehabilitation and primary health care systems.
Professional competence among helping professionals
has traditionally been conceptualized as an integrative
construct encompassing cognitive, operational, and
personal components [7, 8].

However, contemporary research in medical and
rehabilitation education increasingly emphasizes the central
role of empathy, emotion regulation, and therapeutic
alliance in shaping effective patient interaction [9-12].

Empathy is conceptualized as a central mechanism
of clinical interaction associated with improved patient
adherence and enhanced rehabilitation outcomes [13].
Concurrently, emotion regulation 1is regarded as
a professional resource that ensures specialist stability
under conditions of stress exposure [14].

A distinct line of contemporary research addresses the
influence of attachment styles on the formation of therapeutic
alliance and the quality of professional interaction [15].
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Relational stability, the capacity to establish a secure contact,
and the ability to tolerate emotional tension are critical for
sustained rehabilitation work.

Despite a substantial body of literature, empathy,
emotion regulation, and relational characteristics are
typically examined separately. The literature lacks
a structured model integrating these components
within a unified construct of therapeutic competence
conceptualized as a psychological subsystem of professional
competence among primary health care specialists.

Accordingly, this study proposes a structural
model of therapeutic competence comprising three
interrelated psychological components: (1) an empathic-
communicative component, (2) an emotional-regulatory
component, and (3) a relational component associated
with attachment characteristics. The proposed model
conceptualizes therapeutic competence as a psychological
dimension of professional competence among future
specialists in physical therapy, occupational therapy
(Occupational Therapy, OT), and psychology preparing
for work within the primary health care system under
conditions of heightened psychosocial strain.

While therapeutic interaction has predominantly been
studied within psychology, and professional competence
within pedagogy and medicine, the psychotherapeutic
component in the training of physical rehabilitation
specialists has not been systematically operationalized.
Our study demonstrates that specialists in physical therapy
and occupational therapy require developed therapeutic
competence to the same extent as psychologists, as their
professional activity within PHC inherently involves
building trust-based interaction, providing emotional
support, and regulating interpersonal contact.

AIM

The objective of this study is to empirically verify
the structural model of therapeutic competence as
a psychological dimension of professional competence
among future specialists in physical therapy, occupational
therapy, and psychology within the primary health care
system through a multicenter cross-sectional design.

MATERIALS AND METHODS

Study Design

The study employed a multicenter cross-sectional
quantitative design aimed at the empirical verification of
a structural model of therapeutic competence conceptualized
as a psychological dimension of professional competence
among future specialists in physical therapy, occupational
therapy (OT), and psychology within the primary health
care (PHC) system. The cross-sectional framework
enabled the examination of structural relationships among
psychological components of therapeutic competence across
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a large heterogeneous student sample representing multiple
higher education institutions.

Research Setting

Data collection was conducted between November
2025 and January 2026 across 11 higher education
institutions in Ukraine: Open International University
of Human Development «Ukraine» (Dnipro), Vinnytsia
Institute of the University «Ukraine», Oles Honchar
Dnipro National University, Dnipro State Medical
University, Vinnytsia National Pirogov Memorial
Medical University, National University «Zaporizhzhia
Polytechnic»,  Zaporizhzhia  National  University,
Zaporizhzhia State Medical University, Classic Private
University (Zaporizhzhia), Municipal Institution of
Higher Education «Khortytsia National Educational and

Rehabilitation Academy» of the Zaporizhzhia Regional
Council, National University of Water and Environmental
Engineering (Rivne). The multicenter structure enhanced
sample diversity and strengthened the external validity of
the proposed model.

Participants

The total sample consisted of 2,696 students. Of
these, 1,375 were enrolled in the specialty «Therapy
and Rehabilitation» (physical therapy and occupational
therapy), and 1,321 were enrolled in «Psychology» and
«Medical Psychology» at the bachelor’s and master’s
levels, including both full-time and part-time study
formats. The mean age of participants was 21.4 years
(SD = 2.8). Sociodemographic and socio-professional
characteristics are presented in Tables 1 and 2.

Table 1

Sociodemographic Characteristics of the Sample (N = 2,696)

Indicator Total Sample Therapy & Rehabilitation Psychology / Medical Psychology
(N=2696) (n=1375) (n=1321)
Mean age, years M £ SD) |21.4+2.8 21.2+2.6 21.6+2.9
Age range 17-30 17-29 17-30
Women, n (%) 2048 (76.0%) 1015 (73.8%) 1033 (78.2%)
Men, n (%) 648 (24.0%) 360 (26.2%) 288 (21.8%)

Bachelor’s level, n (%) 1824 (67.7%)

938 (68.2%)

886 (67.1%)

Master’s level, n (%) 872 (32.3%)

437 (31.8%)

435 (32.9%)

Full-time study, n (%) 2435 (90.3%)

1238 (90.0%)

1197 (90.6%)

Part-time study, n (%) 261 (9.7%)

137 (10.0%)

124 (9.4%)

Table 2

Socio-Professional Characteristics by Professional Group* (N = 2,696)

Indicator | Total Sample | Therapy & Rehabilitation | Psychology / Medical Psychology
Year of study, n (%)
Year 1 412 (15.3%) 231 (16.8%) 181 (13.7%)
Year 2 465 (17.2%) 252 (18.3%) 213 (16.1%)
Year 3 538 (20.0%) 285 (20.7%) 253 (19.2%)
Year 4 624 (23.1%) 311 (22.6%) 313 (23.7%)
Year 5 401 (14.9%) 182 (13.2%) 219 (16.6%)
Year 6 256 (9.5%) 114 (8.3%) 142 (10.7%)
Clinical practice experience
Yes 1827 (67.8%) 1048 (76.2%) 779 (59.0%)
No 869 (32.2%) 327 (23.8%) 542 (41.0%)
Experience in rehabilitation institutions
Yes 734 (27.2%) 521 (37.9%) 213 (16.1%)
No 1962 (72.8%) 854 (62.1%) 1108 (83.9%)
Participation in volunteer initiatives during wartime
Yes 1146 (42.5%) 563 (40.9%) 583 (44.1%)
No 1550 (57.5%) 812 (59.1%) 738 (55.9%)

*Socio-professional characteristics are presented to enhance ecological validity and contextual precision of the sample. These
variables were not included in the structural model and were not analyzed as predictors in the present study.

Statistical Analysis

Data were analyzed wusing SPSS Statistics
(version 26.0). The analysis included: Descriptive statistics
(M, SD), Internal consistency assessment (Cronbach’s a),
Exploratory Factor Analysis (EFA): Kaiser-Meyer-Olkin
(KMO) = 0.92, Bartlett’s test of sphericity: p < .001,
Extraction method: Principal Axis Factoring, Rotation:
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Oblimin (oblique rotation), Factor retention criterion:
Kaiser criterion (eigenvalues > 1), Minimum factor
loading threshold: 0.40, Pearson correlation analysis,
Multiple linear regression analysis, Prior to regression
analysis, statistical assumptions were tested: Variance
Inflation Factor (VIF) < 3 (no multicollinearity),
Durbin-Watson = 1.94 (independence of residuals),
Homoscedasticity of residuals (visual inspection of plots).
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Measures

Data were collected online using three standardized
psychometric instruments, a sociodemographic
questionnaire  (Appendix A), an author-developed
Therapeutic Competence Questionnaire (Appendix B).
Standardized Instruments (Figure 1).

1. Interpersonal Reactivity Index (IRI). The IRI
(Davis) measures multidimensional empathy and was
used to assess the empathic-communicative component
of therapeutic competence. The instrument includes
four subscales: Perspective Taking, Empathic Concern,
Personal Distress, and Fantasy [16].

2. Emotion Regulation Questionnaire (ERQ)

The ERQ (Gross & John) assesses two core
emotion regulation strategies: Cognitive Reappraisal

and Expressive Suppression. In this study, it was used to
operationalize the emotional-regulatory component of
therapeutic competence [17].

3. Experiences in Close Relationships — Revised
(ECR-R)

The ECR-R measures adult attachment along
two dimensions: Attachment Anxiety and Attachment
Avoidance. In this study, it served as an empirical
indicator of the relational (attachment-based) component
of therapeutic competence [18].

The model illustrates three interrelated psychological
components — empathic-communicative, emotional-
regulatory, and relational-forming therapeutic competence.
The validated external measures (IRI, ERQ, ECR-R) serve
as empirical indicators supporting construct validity.

PROFESSIONAL COMPETENCE

t

THERAPEUTIC COMPETENCE
(Psychological Substructure of Professional Competence)

} I
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- Revised (ECR-R)

Figure 1. Structural model of therapeutic competence as a psychological substructure of professional competence among future physical
therapists, occupational therapists, and psychologists in primary health care.

RESULTS AND DISCUSSION

The author-developed Therapeutic Competence
Questionnaire demonstrated a stable three-factor structure.
The proposed structural model received empirical support
in a large multicenter sample.

1. Descriptive Statistics

A total of 2,696 students participated in the study
(M = 21.4 years, SD = 2.8). Of these, 1,375 were enrolled

in «Therapy and Rehabilitation» (physical therapy and
occupational therapy), and 1,321 in «Psychology» and
«Medical Psychology.» Table 3 presents means and
standard deviations for all primary variables.

2. Exploratory Factor Analysis (EFA)

Sampling adequacy was confirmed (KMO = 0.92).
Bartlett’s Test of  Sphericity was  significant:
¥3(435) = 18,473.21, p < .001. Extraction method: Principal
Axis Factoring. Rotation: Oblimin (oblique) (Table 4).

Table 3

Means and Standard Deviations for All Primary Variables (N = 2,696)

Variable M SD Min Max
Overall Therapeutic Competence 3.87 0.54 2.11 4.98
Empathic-Communicative Component 3.94 0.61 2.05 5.00
Emotional-Regulatory Component 3.76 0.58 1.98 4.95
Relational Component 3.72 0.63 1.85 4.96
IRI (Empathy) 3.98 0.47 2.10 4.90
ERQ — Cognitive Reappraisal 3.64 0.52 1.75 4.85
ERQ — Suppression 2.81 0.66 1.20 4.70
ECR-R — Attachment Anxiety 2.71 0.68 1.05 4.88
ECR-R — Attachment Avoidance 2.84 0.64 1.10 4.92

Variable distributions approximated normality (skewness within +1).
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Table 4

Eigenvalues and Explained Variance of Extracted Factors

Factor Eigenvalue % of Variance
1 7.43 24.8%
2 6.09 20.3%
3 5.18 17.3%

Total explained variance: 62.4%. Factor loadings
ranged from 0.54 to 0.81. No items demonstrated
loadings below 0.40. Cross-loadings were below 0.30.
The extracted three-factor solution corresponded to the
theoretically proposed structure.

3. Correlation Analysis

Table 5 presents Pearson correlation coefficients
among the primary variables.

The strongest positive association was observed between
empathy (IRI) and overall therapeutic competence (r =.61).

4. Multiple Regression Analysis

A multiple linear regression analysis was conducted
with overall therapeutic competence as the dependent
variable. Predictors included IRI (Empathy), ERQ
(Cognitive reappraisal), ERQ (Suppression), Attachment
anxiety, Attachment avoidance (Table 6).

Table 5
Pearson Correlations among Main Variables
Variable 1 2 3 4 5 6
1. Overall TC =
2. Empathy (IRI) K kol -
3. ERQ (Reappraisal) 48HE* 39k xk -
4. ERQ (Suppression) — 2Kk — 1 8*** —41kr* -
5. Attachment Anxiety A — 2 k** —25k** 34k -
6. Attachment Avoidance — 42Kk — JIkx* —33%** 3@H*H o ke -
**%p <001,
Table 6
Multiple Linear Regression Predicting Therapeutic Competence
Predictor B SE t p
IRI 43 0.02 18.54 <.001
ERQ (Reappraisal) 31 0.03 12.87 <.001
ERQ (Suppression) —.14 0.02 —6.73 <.001
Attachment Anxiety —.12 0.03 —5.42 <.001
Attachment Avoidance —28 0.02 —11.94 <.001

Model fit: R? = .52, Adjusted R? = .51, F(5, 2690) =
582.14, p < .001. Variance Inflation Factors ranged from
1.34 to 2.11, indicating no multicollinearity concerns.

5. Additional analysis: comparison between specialties

An independent-samples t-test was conducted.
Students of psychology demonstrated a slightly higher
mean score on the empathic-communicative component
(M = 4.02, SD = 0.57) compared to students of therapy
and rehabilitation (M = 3.87, SD = 0.62), t(2694) =
6.12, p < .001, Cohen’s d = 0.24 (small effect size). No
statistically significant difference was observed in overall
therapeutic competence (p = .07).

The present multicenter cross-sectional study aimed
to empirically verify a structural model of therapeutic
competence conceptualized as a psychological dimension
of professional competence among future specialists in
physical therapy, occupational therapy, and psychology
within the primary health care system. The findings
support the proposed three-component structure-empathic-
communicative, emotional-regulatory, and relational
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(attachment-based)-as both conceptually coherent and
psychometrically robust.

Importantly, the study did not merely assess empathy
or examine isolated associations between emotion regulation
and professional competence. Instead, it integrated key
psychological mechanisms into a unified competence-based
construct specifically relevant to multidisciplinary primary
care settings. This integrative operationalization represents
a shift from fragmented measurement toward a structurally
grounded model aligned with contemporary biopsychosocial
and process-oriented paradigms of care.

The results support the internal logic of the three-
component model and allow the formulation of three
central conclusions:

1. Empathy emerged as the strongest psychological
predictor of therapeutic competence.

2. Emotion regulation demonstrated a positive
association with therapeutic effectiveness, reflected in
interactional quality and readiness for professional helping
roles.
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3. Attachment avoidance was negatively associated
with therapeutic competence.

These findings align with the contemporary process-
oriented paradigm in which therapeutic interaction-
particularly the therapeutic alliance-is conceptualized as
a central mechanism associated with treatment outcomes
and professional effectiveness [19-21].

Within  this framework, therapeutic alliance
functions as a universal process construct encompassing
empathy, agreement on goals and tasks, and the quality of
relational bonding between professional and patient/client.
Meta-analytic evidence consistently demonstrates a stable
positive association between alliance and outcomes
in psychotherapy, including digital formats. This is
particularly relevant in light of our online data collection
design and the broader expansion of remote educational
and counseling practices under crisis conditions [22, 23].

We consider it particularly important to emphasize
that the concept of alliance has already been operationalized
beyond classical psychotherapy. The adaptation and
psychometric validation of the Working Alliance Inventory
within general practice settings demonstrate the applicability
of alliance models in primary care and their associations with
empathy and patient-centeredness. These findings strengthen
the legitimacy of incorporating therapeutic interaction as
a core training focus for rehabilitation and psychology
specialists preparing for work in PHC [24, 25].

A leading role of empathy within our model is
consistent with the existing evidence base, where empathy
functions as a significant process factor of effectiveness
and is closely linked to the development of therapeutic
alliance. Meta-analytic findings demonstrate that empathy
is consistently associated with therapeutic outcomes
and is embedded within broader models of therapeutic
relationships, supporting its interpretation as a central
element of therapeutic competence in professional
training [26].

Within health professions education, empathy
is increasingly conceptualized as an explicit learning
objective. Systematic reviews and meta-analyses of
randomized controlled trials indicate that empathy can be
enhanced through structured educational interventions,
including reflective group-based formats. This has direct
applied relevance for training programs in physical
therapy, occupational therapy, and psychology, where
therapeutic interaction constitutes a shared professional
language of multidisciplinary teams [27, 28].

Furthermore, empathy profiles of occupational therapy
students have already been examined in cross-sectional
studies using the IRI, supporting the appropriateness of
selecting empathy as a foundational psychological variable in
modeling therapeutic competence [29, 30].

Our findings indicate that empathic characteristics
and emotion regulation strategies are associated with
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therapeutic competence. This is consistent with meta-
analytic evidence demonstrating that therapist empathy
is systematically associated with treatment outcomes,
with effect sizes varying depending on the source of
evaluation [11]. Additionally, alliance has been shown
to be related to perceived empathy and genuineness,
supporting the interpretation of interpersonal skills as
proximal determinants of alliance formation [26].

The observed positive association between emotion
regulation and therapeutic competence is theoretically
coherent with perspectives conceptualizing emotion
regulation as a mechanism supporting professional
presence, stress resilience, and interactional quality.

In psychotherapy process research, therapists’
emotion regulation capacities have been linked to
alliance quality and treatment outcomes, strengthening
the interpretation of emotion regulation as a competence-
related resource for future helping professionals [31, 32].

Within student training contexts, systematic reviews
of emotion regulation (ER) interventions in health
professions education suggest that ER can be developed as
a trainable component of professional readiness and well-
being, which is particularly relevant under conditions of
heightened psychosocial strain [33, 34].

The negative association between attachment
avoidance and therapeutic competence observed in
our study is consistent with evidence suggesting that
professionals’ attachment characteristics are linked to
communication quality, emotional processes during
consultation, and interactional outcomes in both medical
and psychotherapeutic contexts. Studies in primary care
and medical training demonstrate that attachment styles
are associated with communicative effectiveness and
patients’ emotional expressions during consultations,
conceptually supporting the inclusion of a relational
component within the competence model [35, 36].

Within psychotherapy research, a recent systematic
review and meta-analysis examining therapist attachment
style and working alliance highlights the importance of
therapists’ relational schemas as «input» variables shaping
the interactional process. This provides theoretical
grounds to interpret attachment avoidance as a potential
risk factor for the formation of therapeutic interaction
among future specialists in multidisciplinary primary care
teams [37]. From this perspective, relational patterns are
not peripheral traits but structural determinants of alliance
formation and interactional stability.

In the rehabilitation domain, the growing emphasis on
psychologically informed practice and the biopsychosocial
approach further supports the conceptual positioning of
therapeutic competence as a shared psychological platform
for physical therapists, occupational therapists, and
psychologists. Contemporary rehabilitation frameworks
increasingly integrate psychological mechanisms — belief
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systems, emotional processes, communication styles, and
behavioral factors-into physical therapy and rehabilitation
services. This strengthens the novelty of our model,
which conceptualizes therapeutic competence as a cross-
disciplinary psychological substrate within primary care
teams [38, 39].

Relevance to primary care is further reinforced
by evidence concerning the integration of occupational
therapy (OT) services into primary health care teams
and the expanding role of OT within collaborative
practice models. These developments resonate with the
multidisciplinary context articulated in the present study
and support the systemic relevance of relational and
psychological competence within PHC settings [40, 41].

Within occupational therapy education, a parallel
and conceptually aligned direction is the construct
of therapeutic use of self and its operationalization
through the Self-Efficacy for Therapeutic Use of Self
Questionnaire (SETUS). Although the present study
employed different measures (IRI, ERQ, ECR-R, and
the author-developed questionnaire), the existence
of standardized approaches for assessing relational
effectiveness in OT education enhances the theoretical
validity of our model and supports positioning therapeutic
competence as a teachable and measurable component of
professional competence [42-47].

The prolonged wartime context in Ukraine further
intensifies the demand for psychologically competent
interaction within primary health care and rehabilitation.
The present findings should be interpreted in light of
publications emphasizing competency requirements in
primary care, communication models in preventive work,
and examples of online studies addressing psychosomatic
and comorbid conditions in national scientific practice.
Ukrainian research underscores the relevance of
competency frameworks at the primary level and the
importance of communication models in population-
based work [48, 49]. The wartime context as a factor of
professional strain potentially increasing demands for
emotion regulation and resilience has also been reflected
in Ukrainian scholarship [4].

Additionally, the interdisciplinary findings of the
present study in the field of primary care and comprehensive
rehabilitation may extend prior scholarly developments by
the authors in the domain of digital mental-psychological
health literacy and rehabilitation of war veterans, further
strengthening the integrative positioning of therapeutic
competence within PHC systems [50, 51].

In the domain of psychology education under
wartime conditions, the present findings resonate with
studies examining the quality and content of university
education as well as the specific features of therapeutic
training during armed conflict. This supports prioritizing
interactional competencies as practically oriented
educational outcomes [52-55]. Future studies could
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complement self-report measures with behavioral and
observational indicators, such as standardized interaction
scenarios or simulated consultations.

Third, although the online data collection format
reflects contemporary educational and crisis conditions,
it may influence response patterns. Replication in offline
samples and invariance testing across administration
modes would strengthen generalizability.

Fourth, to enhance construct validity, confirmatory
factor analysis (CFA) should be conducted in independent
samples. Multi-group invariance testing (psychology vs.
physical/occupational therapy students) would further
clarify structural stability. Expanding criterion variables
to include indicators of «practice readiness» and simulated
or real clinical performance would also strengthen applied
relevance.

Practical Implications for Education and Primary
Health Care

Given the leading role of empathy identified in the
model, training programs for future specialists in physical
therapy, occupational therapy, and psychology may benefit
from incorporating structured tools for the development
of clinical empathy, including simulation-based learning,
work with standardized patients, and reflective group
formats. Evidence from randomized controlled trials
and meta-analyses in medical education supports the
practical relevance of such approaches for strengthening
interactional competencies [12].

Emotion regulation may represent a target mechanism
for psychoeducational modules and supervision formats,
as ER has been associated with interactional quality and
professional effectiveness in helping practices [31, 33].
Conceptualizing ER as a trainable professional resource is
particularly relevant in high-demand clinical environments,
including primary care settings characterized by
psychosocial complexity.

The relational component-specifically attachment
avoidance-may be interpreted as a potential marker of
professional risk among future specialists working in
primary care, where the quality of contact often influences
adherence to recommendations, engagement, and
trust [24, 36]. From this perspective, relational awareness
and reflective work on attachment-related tendencies may
serve as preventive elements within professional training.

Educational programs in physical therapy,
occupational therapy, and psychology may utilize the
proposed model as a framework for what may be termed
a «core of interaction»: empathy (as a clinical skill),
emotion regulation (as a professional resource), and
relational stability/attachment orientation (as a predictor
of contact style). The documented -effectiveness of
empathy training and reflective formats at the level of
RCT-based meta-analyses supports the feasibility of
targeted educational interventions [12].
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Assessment Tools in Primary Care

In primary care, shortened measures of interaction
quality (e.g., WAI-GP) may be used alongside psychological
indicators of empathy, emotion regulation, and attachment
orientation. This is consistent with adaptation studies of
alliance measurement in general practice settings [24, 25].

Integration of Occupational Therapy in PHC

The model may also function as a competence-based
bridge between the clinical role of occupational therapists
in primary care and the requirements of interprofessional
collaboration [40, 41]. In this sense, therapeutic
competence is positioned not as discipline-specific,
but as a shared psychological infrastructure supporting
multidisciplinary practice.

Online Learning and Crisis Contexts

Given the evidence on digital therapeutic alliance,
the model may provide a conceptual basis for fostering
therapeutic interaction within remote learning formats, where
professional presence is enacted through communication
practices and self-regulation capacities [22, 23].

CONCLUSIONS

1. The present multicenter cross-sectional study
empirically verified a three-component structural model of
therapeutic competence conceptualized as a psychological
dimension of professional competence among future
specialists in physical therapy, occupational therapy, and
psychology within the primary health care system.

2. The  empathic-communicative, = emotional-
regulatory, and relational (attachment-based) components
form a coherent psychological subsystem of professional
competence associated with therapeutic interaction in
multidisciplinary primary care settings.

3. Empathy and cognitive reappraisal demonstrated
positive associations with overall therapeutic competence,
whereas attachment avoidance and dysfunctional emotion
regulation strategies were associated with lower levels
of competence. These findings are consistent with
contemporary process-oriented models of therapeutic
alliance.

4. The results support the conceptual position that
therapeutic interaction represents not only a characteristic
of psychotherapeutic practice but also a universal
competence-related mechanism within primary health
care, including rehabilitation and interprofessional teams.

5. The theoretical contribution of the study
lies in integrating empathy, emotion regulation, and
relational characteristics into a unified competence-based
model, thereby extending traditional understandings
of professional competence in helping professions and
providing a psychologically grounded framework for
educational standards and training design.
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Perspectives for future research. The present
findings provide a basis for improving the quality of
training in rehabilitation-oriented health professions
within primary health care. At the same time, several
unresolved issues and study-related constraints define
directions for further investigation.

Future research should focus on examining
the generalizability of the proposed structural model
by testing measurement invariance across different
specialties, academic levels, and socio-demographic
groups, thereby enhancing the inclusiveness and external
validity of the findings. Additionally, longitudinal designs
and repeated-measures approaches are needed to explore
the dynamic development of therapeutic competence
and its relationship with clinical performance, including
standardized assessments of practical skills.

A promising direction involves integrating targeted
educational interventions-such as reflective practice
groups, emotion regulation training, and empathy
development programs-into experimental and quasi-
experimental designs. The incorporation of digital
technologies (e.g., e-learning platforms, telehealth
simulations, and real-world data monitoring) may further
strengthen the ecological validity of such interventions
and align them with contemporary trends in digital health.

From a broader perspective, future studies should
explore interdisciplinary approaches that combine
psychological, pedagogical, and clinical frameworks, as
well as address ethical and accessibility considerations
in training models. These directions are consistent with
emerging evidence on relational competence development
and therapeutic alliance in both traditional and digital
health care environments [22, 44, 45].

COMPLIANCE WITH ETHICAL REQUIREMENTS

The study was conducted in accordance with the
ethical principles outlined in the Declaration of Helsinki
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participants. Prior to participation, all respondents were
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procedures, potential risks, and benefits. Participation
was voluntary and based on informed consent, which was
obtained electronically from all participants before data
collection.

Participants were informed of their right to withdraw
from the study at any time without providing a reason.
All data were collected anonymously and processed in
compliance with applicable data protection regulations,
including the General Data Protection Regulation
(GDPR). The collected information was used exclusively
for scientific purposes and analyzed in aggregated form.

The study protocol was reviewed and approved by
the Ethics Committee of the Institute for the Development
of Practical Psychology (Zaporizhzhia), Protocol No. 9,
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dated 10 September 2025. All authors declare no conflict
of interest.

Study limitations. Several limitations of this
study should be acknowledged to ensure a balanced
interpretation of the findings.

First, the cross-sectional design does not allow
for causal inferences regarding the directionality of
associations  between psychological characteristics
and therapeutic competence. This limits the ability to
determine whether the identified components represent
stable predictors or context-dependent correlates.

Second, the reliance on self-report instruments
introduces the potential for response-related biases,
including social desirability and reporting bias, which may
lead to overestimation of competence-related indicators.
Although standardized psychometric tools were employed,
the absence of objective behavioral or performance-based
measures restricts the robustness of the conclusions.

Third, the online format of data collection, while
appropriate for contemporary educational and crisis
conditions, may have influenced response patterns and
sample composition, potentially introducing selection
bias. This factor may limit the generalizability of the
findings to populations with restricted digital access or
different learning environments.

Fourth, although the sample was large and multi-
institutional, it was limited to students within the
Ukrainian higher education system. This constrains the
external validity of the results and their applicability to
other cultural, educational, and health care contexts.

Fifth, limitations related to statistical modeling
should also be considered. The use of exploratory factor
analysis, without confirmatory validation in independent
samples, may affect the structural stability of the proposed
model. Additionally, the absence of longitudinal data
restricts the assessment of developmental dynamics and
temporal consistency of therapeutic competence.

To minimize these limitations in future research,
it is recommended to employ longitudinal and mixed-
method designs, incorporate behavioral and observational
measures (e.g., simulated clinical interactions), and
conduct confirmatory factor analysis and multi-group

invariance testing across diverse populations. Such
approaches would enhance both the internal and external
validity of the proposed model.
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Beryn. B yMoBax moBHOMacuITabHOI BiiHU B YKpaiHi cucTeMa nepBUHHOI MeauuHoi gonomoru ([IM/]) dyHKIioHYE
3a YMOB MiZIBUILIEHOTO NMCHUXO0EMOI[IHHOI0 HaBaHTaXXeHHs HaceJIeHHsl. 3pOCTA€E KiJIbKICTh Malli€eHTIB i3 MOeJHAaHUMU
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npodecikiHoi niaroroBku ¢axiBuiB ¢pisuyHOI Teparii, eproreparii Ta NcUxoJi0ril.

MeTa. EMNipyu4yHO nepeBipuTH CTPYKTYPHY MOJeJ/Ib TepaleBTUYHOI KOMIIETEHTHOCTI K IICUXOJIOTIYHOI NiICUCTEMH
npodeciiHOi KOMIIeTeHTHOCTI MaiOyTHiX paxiBuis [IM/.

Marepiasiu Ta MeToAaM. [IpoBeZieHO 6araToycTaHOBYE KpPOC-CEKIiiiHe AOCHiKEHHS 3a y4acTi 2696 CTyIeHTiB
MalbyTHixX eproTepaneBTiB, daxiBLiB 3 peabiniTanii Ta ncuxosoris 11 3akyafiB BUILOi 0cBiTH YKpaiHu. BukopucTtaHo
cTaHZapTh30BaHi MeTofuku oniHku eMmmatii (IRI), emonilinoi peryasanii (ERQ), cruniB npus’sazanocti (ECR-R) Ta
aBTOPCHKY aHKETY TeparneBTUYHOI KOMIIETEHTHOCTI. 3aCTOCOBAaHO GAaKTOPHUH Ta MHOXXKMHHUM perpeciiHu{ aHaIi3.
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APPENDIX A
SOCIODEMOGRAPHIC QUESTIONNAIRE

Section 1: Basic Information

1. Age

Question type: Short answer
Validation: Number — Greater than 17
2. Gender

Question type: Multiple choice

* Male

* Female

* Other

* Prefer not to say

Section 2: Educational Background

3. Specialty

Question type: Multiple choice

* Physical Therapy

* Occupational Therapy

* Psychology

* Medical Psychology

* Other (please specify)

4. Level of education

Question type: Multiple choice

* Undergraduate student

* Graduate student

* Other

5. Degree program

Question type: Multiple choice

* Bachelor’s degree

» Master’s degree

Section 3: Clinical and Professional Experience
6. Do you have clinical practice experience?
Question type: Multiple choice

Conditional logic:

If Yes — Go to Question 7

If No — Skip to Question 8

7. Duration of clinical practice (in months)

Question type: Short answer

Validation: Number — Greater than or equal to 0

8. Do you have work experience in rehabilitation settings?

Question type: Multiple choice

* Yes

* No

Conditional logic:

If Yes — Go to Question 9

If No — Skip to Question 10

9. Duration of professional experience (in months)

Question type: Short answer

Validation: Number — Greater than or equal to 0

Section 4: Volunteer Activity

10. Have you participated in volunteer activities during
the war?

Question type: Multiple choice

* Yes

* No

Conditional logic:

If Yes — Go to Question 11

If No — End of questionnaire

11. Type of volunteer activity

Question type: Checkboxes (multiple answers possible)

* Psychological

* Medical

* Humanitarian

* Yes * Other (please specify)
* No
Appendix B
AUTHOR QUESTIONNAIRE

«Therapeutic Competence of Future Specialists»

BLOCK 1. EMPATHIC-COMMUNICATIVE COMPONENT
(capacity for therapeutic interaction, active listening, and understanding the patients emotional state)

1. T am able to accurately recognize a person’s emotional
state during professional interaction.

2. When communicating with a patient, [ strive to
understand their inner experience rather than focusing
solely on symptoms.

3. I can maintain professional contact even in emotionally
difficult situations.

4. 1 find it easy to establish trust-based professional
relationships.

5. I am able to listen without premature conclusions or
judgment.

BLOCK II. EMOTIONAL-REGULATORY COMPONENT

6. In professional interaction, I take the psychological
state of the person into account.

7. 1 am attentive to non-verbal
communication.

8 I am aware of how my tone of voice and
communication style affect the patient.

9. I can adapt my communication style according to
individual patient characteristics.

10.1 maintain a balance between professional distance and
empathic engagement.

signals  during

(self-regulation, professional resilience, management of personal emotional reactions)

1. I am able to maintain professional stability in stressful
situations.
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2. 1 am aware of my emotional reactions during
professional work.
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3. I can regulate my emotions so that they do not
negatively influence the patient.

4.1 am able to restore emotional
emotionally demanding interactions.

5. I can differentiate between my own emotions and those
of the patient.

6. I am capable of working with individuals who have
experienced traumatic events.

balance after

BLOCK III. RELATIONAL COMPONENT

7.1 do not avoid emotionally difficult topics in
professional interaction.

8. 1 can maintain internal
professional activity.

9. 1 am aware of the risks of professional emotional
exhaustion.

10.1 use self-regulation strategies to maintain professional
effectiveness.

focus during intensive

(therapeutic interaction and attachment-related interaction patterns)

1. T am able to create a sense of psychological safety in
interaction.

2. 1 maintain relational stability in my professional
contact with patients.

3. I do not avoid close professional engagement when it
is therapeutically appropriate.

4. 1 can establish and maintain healthy professional
boundaries.

5. I feel confident in long-term therapeutic relationships.

Scoring Procedure

Subscale scores are calculated as the mean of items:

Subscale 1: Items 1-10

Subscale 2: Items 11-20

Subscale 3: Items 21-30

The integral therapeutic competence index is
calculated as the mean score across all 30 items.

Psychometric Evaluation

Psychometric evaluation was conducted to examine:

factor structure

internal consistency

convergent validity

discriminant validity

The psychometric analysis was performed on the
full empirical sample.

1. Content Validity

The initial version of the questionnaire was
developed based on a theoretical analysis of literature
addressing therapeutic interaction, empathy, emotion
regulation, and attachment theory in helping professions.

Content validity was established through expert
evaluation (n = 7), including:

PhDs and Doctors of Medical and Psychological
Sciences

Professors
disciplines

Primary health care professionals

Following expert review:

6 items were reformulated for clarity

4 semantically redundant items were removed.

This process ensured conceptual alignment with the
theoretical model and professional relevance.

2. Internal Consistency (Reliability)

Internal consistency was assessed using Cronbach’s
alpha (o).

in psychotherapy and rehabilitation
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6. I am able to tolerate emotional tension within
professional interaction.

7. 1 am aware of my own interaction style with others.

8. I can maintain the stability of the therapeutic alliance.

9. I do not avoid difficult or conflictual moments in
professional interaction.

10.1 can preserve my professional position even when the
patient is emotionally highly involved.

Results:

Total scale (30 items): a = 0.91

Empathic-Communicative subscale: a = 0.86

Emotional-Regulatory subscale: a = 0.84

Relational subscale: o= 0.81.

All coefficients exceeded the acceptable threshold of
0.70, indicating high internal consistency.

«Alpha if item deleted» statistics did not
demonstrate any improvement in reliability after removal
of individual items, supporting structural coherence.

3. Factor Structure (Exploratory Factor Analysis)

Exploratory Factor Analysis (EFA) was conducted to
examine latent structure.

Preliminary tests:

KMO = 0.92 (excellent sampling adequacy)

Bartlett’s Test of Sphericity:

¥? (df =435)=18473.21, p < 0.001

Extraction method: Principal Axis Factoring
Rotation method: Oblimin (due to expected factor
intercorrelations)

Factor retention criterion: Eigenvalues > 1

Minimum loading threshold: 0.40

Results:

Three factors were extracted, explaining 62.4% of
total variance:

Factor 1 (Empathic-Communicative): 24.8%

Factor 2 (Emotional-Regulatory): 20.3%

Factor 3 (Relational): 17.3%

Factor loadings ranged from 0.54
Cross-loadings (< 0.30) were non-systematic.

The resulting structure corresponded to the
theoretically proposed three-component model.

4. Convergent Validity

to 0.81.
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Convergent validity was examined via correlation
analysis with validated instruments:

Empathic-Communicative  subscale
correlated with IRI (r=0.61, p <0.001)

Emotional-Regulatory subscale positively correlated
with ERQ cognitive reappraisal (r = 0.48, p <0.001)

Relational subscale negatively correlated with
attachment avoidance (r =-0.42, p <0.001)

These findings support theoretical consistency of the
scale with established psychological constructs underlying
therapeutic interaction.

5. Discriminant Validity

Inter-factor correlations ranged between r = 0.42-0.56,
indicating related but distinct components.

positively
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No correlations exceeded 0.80, confirming relative
autonomy of the three factors.

6. Summary of Psychometric Properties

The author-developed questionnaire:

demonstrates high internal consistency

shows stable three-factor structure

corresponds to the theoretical model

provides adequate evidence of convergent and
discriminant validity.

The instrument may be used for assessing
psychological components of therapeutic competence
among future specialists in multidisciplinary primary
health care settings.
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