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Abstract: Fibromyalgia (FM), through the presence of clinical polymorphism and widespread
chronic pain, stiffens the musculoskeletal system in specific locations. For patients with FM,
this comparative study was conducted to understand the benefits of conservative therapy
versus intrinsic relaxation and to help clinicians select the most appropriate interventions for
this condition. 60 FM patients from two cohorts (Group A and Group B) were included in the
analysis. Group A received physical therapy, and group B received recovery through intrinsic
relaxation. Their assessment was conducted using the Brief Pain Inventory (BPI) scale, the Pain
Catastrophizing Scale (PCS), mobility tests, and nerve decompression procedures. The results
show that experienced pain as well as catastrophizing pain were significantly reduced in both
groups, p = 0.00. In addition, the mobility score increased in group A (p = 0.00), and root
compression decreased, indicating a significant change (p < 0.05). In group B there are
improvements in mobility and compression but not statistically significant (p > 0.05). The
multidisciplinary intervention had an increased effect size of 0.85 points on the BPI and 0.71
points on the PCS, while relaxation produced a moderate effect of 0.75 points on the BPI scale
and a low effect on PCS of 0.39 points. After two weeks of interventions, we observed greater
differences in pain intensity reduction in both study groups.

Keywords: fibromyalgia; pain; rehabilitation; catastrophizing

1. Introduction

Fibromyalgia is a syndrome that affects up to 1-5% of the population [1], which,
according to the World Health Organization, belongs to the rheumatology field, hav-
ing been investigated since the nineteenth century. Over time, it has had various
names; the term fibromyalgia dates to 1976 [2], coined by Smythe and Moldofsky
following the identification of regions of extreme sensitivity known as , pain points”
[3]. It originates from the Latin word ,fibra” and the Greek words , mys” and ,,algos,”
which mean muscle and pain [2].

Fibromyalgia is a chronic pathology whose physiopathological mechanism is
uncertain [4,5] and is characterized by migratory muscle pain [6] associated with in-
creased responses to certain nociceptive stimuli that are related to somatic responses
[7]. Other characteristics are related to stiffness in movement, manifested especially
in the morning or after prolonged rest, hypersensitivity to pressure during the pal-
pation of several bilateral points on the body, being accompanied by symptoms such

Balneo and PRM Research Journal 2025, 16, 1 https://doi.org/ 10.12680/balneo.2025.788

http://bioclima.ro/Journal.htm

ARB

Asociatia Romana
de Balneologie



Balneo and PRM Research Journal 2025, 16, 1 20f 12

as headache, paresthesias, poor sleep, fatigue, attention disorders myalgia, voiding
disorders, cognitive disorders, depression and anxiety [5,6,8,9]. The diagnosis of fi-
bromyalgia is based on the American College of Rheumatology criteria developed in
1990, including bilateral pain above and below the waist, characterized by centralised
pain [10,11] and a history of chronic diffuse pain of at least 3 months and the presence
at the objective examination of 11 pain points on palpation, out of a total of 18
[12,10,13]. The diagnostic criteria were reviewed after their establishment in 2 lines,
first in 2010, and then in 2016 [14].

Fibromyalgia is prevalent in people with affective diseases such as unipolar and
bipolar depression, in people with anxiety disorders, obsessive-compulsive and post-
traumatic stress disorders. Thus, in patients with FM, there is a correlation with the
degree of depression and anxiety, with catastrophic thoughts, and with reduced con-
trol over pain. The disorder accompanies inflammatory joint diseases in some cases,
but it has no specific inflammatory signs and a differential diagnosis should be made
against rheumatoid arthritis, systemic lupus erythematosus, or other inflammatory
diseases of the musculoskeletal system [15]. In most specialized studies it is empha-
sized that health is worse than in patients with other chronic diseases [16-19]. Some
studies show that 2 out of 3 patients who experience chronic pain have first-degree
relatives with chronic pain, one-third of them have relatives suffering from affective
disorders, and a third have people who drink alcohol frequently in their family. FM
also occurs in people who have suffered physical, emotional, or sexual abuse in child-
hood. Therefore, biological vulnerability can be the result of the persistent effects of
early life stress [20-22]. Factors that may trigger fibromyalgia may be: infections (e.g.,
parvovirus, Epstein-Barr virus, Lyme disease, excluding common upper respiratory
tract infections), physical trauma (car accidents), and, psychological stress, hormonal
changes (e.g. hypothyroidism), drugs, vaccines, certain catastrophic events (war, but
not natural disasters) [23,24]. Of the rheumatological pathologies, fibromyalgia rep-
resents 15%, being the second most frequent cause of these diseases. A number of
studies indicate that 10 to 12% of the population suffers from widespread chronic
pain due to inflammation. Studies confirm that inflammation is involved in FM
[23,25,26], with physiological mechanisms linked to stress and emotions being con-
sidered transmitters of neurogenic inflammation [27]. In the United States, fibrom-
yalgia is the second leading cause of chronic pain experienced by the rheumatologist.
Gender prevalence indicates that 3.4% of women are affected (40.8% between the
ages of 35 and 44) compared to male, which is only 0.5% [23]. In all specialized stud-
ies, it is observed that the female sex is reached by FM 5-9 times more than the male
one [28].

Recovery of fibromyalgia is complex, so a multidisciplinary approach is cur-
rently recommended that includes cognitive-behavioral therapy, physical exercises,
and psychotherapy, as well as, along with medication [1]. Consider pain relief, phys-
ical reconditioning through proper exercise, and cognitive-behavioral therapy
measures. One of the essential means is physical therapy because it is based on move-
ment, essential for life. There are mobilizations, traction for decompressing the nerve
roots, active, active exercises with resistance, isometric, stretching, and people with
FM having low muscle strength and strength [29]. Radicular compression is a condi-
tion in which the nerve root of a spinal nerve is compressed or damaged, causing the
pain to spread and radiate to other areas of the body, muscle weakness and impaired
reflexes are often observed [30]. Along with kinesiotherapy, a number of other phys-
iotherapeutic means are used with success in the recovery treatment of FM. Thus,
therapeutic massage, through its effects, reduces pain and improves the patient's cir-
culation and mobility by helping to relieve muscle tension [31]. Electrotherapy has
antialgic effects [32]. Hydrokinetotherapy, by means of the factors that water has
(thermal, mechanical, and chemical) [33], is one of the main forms of restoration of
diminished functions, since water can support 90% of the weight of the body, reduc-
ing the muscle effort required for the execution of movements and increasing the
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amplitude of movements [34]. Through these interventions, the nervous system re-
sponds to the painful stimulus by releasing endorphins [35]. They are produced by
the pituitary gland and hypothalamus during exercise, being important for the fact
that they block the transmission of the painful impulse [36]. With chronic pain, either
an overactivity of the secretion of endorphins or an increase in the consumption of
released endorphins occurs.

Psychological factors must also be considered when treating FM, as they have a
significant impact on both symptoms and the success of treatment. Relaxation ther-
apy is an autonomous process and a major goal for prevention and rehabilitation of
the patient, as it induces a state of muscle relaxation and inhibits nervous tension.
Intrinsic relaxation rebalances the well-being inside the body, while extrinsic relaxa-
tion is brought from the outside by various techniques such as massage, kinetother-
apy, electrotherapy, and medication. Studies related to the recovery of the body and
the mind as a whole are few and limited [37]. By conducting online sessions, patients
can be monitored from several dimensions such as the presence of stress in their daily
environment, resilience to the program, and coping. Online sessions aim to verify
treatment effectiveness, understand patient vulnerabilities, and enable sustained ad-
herence to recovery during pandemics [38-43].

This study aimed to determine the effectiveness of conservative therapy versus
intrinsic relaxation therapy on pain and reduction of functional disability in patients
with FM and to help clinicians select the most appropriate interventions for recovery.

2. Materials and Methods
2.1. Study Design and Participants

Assessed for eligibility

n=67

g
B Excluded (not meeting the
o . . . . -
a inclusion criteria) (n=7)
4]

Enrolled patients (n=60)
§
5 Allocated to Group A Allocated to Group B
2 (n=30) (n=30)
-«
a Analyzed (n=30) Analyzed (n=30)
_'_3. Excluded from analysis Excluded from analysis
3 (2=0) (@=0)

Figure 1. CONSORT flow diagram of the study.

This study included patients with fibromyalgia diagnosed until the study was
conducted by the rheumatologist. Subjects were selected from January — November
2024. All patients were informed about the study and the publication of the data and
signed a consent for the processing of personal data to ensure voluntary participation

Inclusion/exclusion criteria

Patients were selected following the inclusion criteria. The main criteria for in-
clusion were the age of at least 18 years, the presence of fibromyalgia diagnosis, vol-
untary and independent participation in the study, and the lack of contraindications
to performing the intervention. At the same time, those who did not show up for the
recovery program and those who missed an evaluation were excluded from the
study.
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A total of 67 patients were informed of the study. Of these, 60 signed the in-
formed consent for study participation, coming from two cohorts. They were ran-
domly assigned by the simple randomization method in the two cohorts, as follows:
the participants who followed the recovery program at Baile Felix Recovery Hospital
(Romania) were included in Group A, and patients who had their recovery sessions
at home were included in Group B.

Group A performed 10 recovery sessions over 2 weeks in the rehabilitation hos-
pital in the presence of a physical therapist. Group A treatment plan is based on low-
cost combination therapy: individual kinetotherapy 30 minutes, consisting of aerobic
exercises [44], stretching [45], exercises for muscle strengthening [46], etc, low-fre-
quency electrotherapy TENS (Transcutaneous Electric Neuro Stimulation), massage
and hydrokinetotherapy 20 minutes. Group B performed at home for 2 weeks, with-
out physical supervision of a physical therapist, 20 minutes of relaxation specific to
the author Parow, before bedtime every evening. Parow's relaxation technique is
based on intrinsic relaxation, which helps actively induce relaxation and ensures mu-
tual inhibition between the muscles and the psyche. It is carried out without any other
help tools; it can be carried out at home. The author recommends maintaining the
position of dorsal decubitus in the bed for 20 minutes, breathing unforced, and ex-
haling with the pronunciation “pff”, to automatically attract general muscle relaxa-
tion and eliminate the state of mental tension. All patients in this group communi-
cated daily with the physical therapist to note the session and improve the technique.
This intervention focused only on intrinsic relaxation is based on the need to integrate
a recuperative program as simplified as possible and available to anyone, specialists
in the field claim that notable improvements in the clinical profile occur in people
who have a high adherence to treatment. Group B patients are disadvantaged by in-
tervention through a single procedure and physical non-monitoring by the physical
therapist.

2.2. Assessments

After signing the papers, the basic assessment was carried out consisting of so-
ciodemographic information such as age, gender, height, weight, and medication.
The evaluations were carried out before the start of the study, respectively after the
last recovery session.

2.2.1. The primary outcome measutres

The first variable of the study was the Brief Pain Inventory (BPI) scale [47], a
questionnaire that includes 9 items that assess the severity of pain and its interference
with some physical and psychosocial aspects of everyday life. The patient evaluates
on a scale from 0 to 10 the pain felt in the last 2 weeks, where the responses between
1 and 4 represent mild pain, which is, 5 - 6 moderate pain and 7 - 10 severe pain. It is
widely used in clinical settings, especially for chronic pain and cancer-related pain.
BPI provides a comprehensive picture of the severity of pain and its interference with
the activities of everyday life.

The next variable was the Pain Catastrophizing Scale (PCS) [48] for catastrophic
pain. The severity of the pain and disability created by the catastrophic pain lay the
foundations for chronic pain specific to FM [49]. Catastrophism has been evaluated
using the PCS, a 13-item questionnaire (PCS-13) that allows the patient to describe
their thoughts and emotions during pain, which may contribute to higher levels of
pain perception and chronic pain conditions. The patient indicates to what extent he
has certain thoughts or emotions when he feels pain attributing a score on the Likert
scale between 0 (locally) and 4 (all the time) for each item. The total score is the sum
of the scores for each question. A value of over 30 points out of the maximum of 52,
represents a clinically significant level of catastrophic pain. Sub-scale scores for ru-
mination, enlargement, and powerlessness can also be calculated. One purpose of its
use is to identify patients who might benefit from cognitive-behavioral therapy (CBT)
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or other interventions aimed at reducing catastrophic thinking. In research, it is com-
monly used to study the psychological aspects of pain, especially in chronic pain con-
ditions such as fibromyalgia, arthritis, and back pain.

2.2.2. The secondary outcome measures

Secondary measurements included mobility and the presence of nerve compres-
sion. Mobility was carried out using the shoulder mobility test by approaching the
dactylions on each side. The subject places a hand from above behind the head, over
the shoulder, and tries to reach as far as possible to the middle of the back, the palm
touches the body and the fingers are pointing downwards. The other arm sits in the
back, the palm pointing outwards and the fingers upwards and stretching as far as
possible, trying to touch the fingers of each hand. Scoring consists of scoring “well”
if the distal points of the middle fingers are touched, “reasonable” if they are less than
5 cm, and “weak” if they are more than 5 cm.

Radicular compression was assessed using the traction test, namely the shoulder
abduction test. In the traction test (compression of the nerve roots), the examiner ap-
plies one outlet under the chin and the other at the occiput level and pulls upwards,
pulling the cervical spine. Because the test is used for patients who experience pain
due to compression of the nerve roots, the test is considered positive if this maneuver
decreases or makes the pain go away. On the Shoulder Abduction Test (brachial
trunk compression check), the subject abdicates the shoulder or the examiner pas-
sively abdicates it so that the subject's palm or forearm sits on the head. Because the
test is used for patients who experience nerve pain, if this movement decreases pain,
then, it means that the test is positive and we are dealing with a problem in the cer-
vical spine such as herniation of the intervertebral disc, compression of the epidural
veins, compression of a nerve root.

2.3. Statistical Methods

For statistical processing of the data in the study, IBM SPSS Statistics for Win-
dows, Version 29.0 (30-day trial version) Harmonk, NY: IBM Corp, was used. Nomi-
nal data were described as frequency and percentage, and variables continued as
mean, median, standard, minimum, and maximum deviation. The analysis of the as-
sociation between the categorical variables was made using the cross table and the
test x2. For comparison of the mean by dichotomic variables in the study, the t-test
for independent samples was used. To compare two dependent datasets or pairs we
used the t-test for dependent samples (pairs). The major advantage of this statistical
model is that it captures the intrasubject variation, by the fact that the basis of calcu-
lation is the difference between the two values of each subject individually. A value
of the coefficient of statistical significance p<0,05 was considered significant.

3. Results
3.1.General characteristics

In both groups, the distribution of data was consistent for age (p=0.484), gender
(p>0.05), body fat (p =0.426), and use of pain medication. This suggests that in terms
of these variables group A and group B are comparable.

Table 1. Distribution of demographic data (mean + standard deviation) in the two
studied groups, Group A and Group B (n=60).

Characteristics Group A (n=30) Group B (n=30) p-value
Age (years) 46.97 £ 13.163 44.73 +11.317 0.484
BMI (kg/m?) 2442 +4.416 23.63 + 3.057 0.426

Gender (%) women 93.3 90.0 0.99
Pain Medication (%) 100 100 1

BMI = body mass index
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3.2. Pain assessment

Analysis data obtained at the cohort level suggest that the final PCS and BPI
scores decreased from the initial ones (Figures 2a and 2b). In Figure 2c, it can be seen
that Group A has higher scores for BPI variables, with a maximum of 101 points and
a minimum of 27 points at the initial evaluation, compared to Group B which has a
maximum of 80 points and a minimum of 28. In the end, the maximum values de-
crease to 77 points for group A and 74 points for group B, and the minimum values
to 27, respectively 26 points, indicating a more difficult state before intervention for
group A (figure 2d). These differences suggest that group A is composed of partici-
pants with higher levels of pain and its interference in their lives. The results under-
line the importance of analysing post-intervention improvements to see if Group A
benefits more from the intervention, given the initially high level of pain. Regarding
PCS, the maximum values decrease from 52 to 50 points, and the minimum values
from 17 points to 16 points in group A. In group B, the maximum decreases from 52
to 51 points and the minimum remains stable at 13 points (Figures 2e and 2f). These
results indicate comparable variation across participants and the differences do not
reach strict statistical significance (p <0.05), but some variables, such as total PCS and
Helplessness, are close to this threshold.
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Figure 2. Descriptive analysis of the minimum, maximum, and average values of the analyzed
variables. a) The average values of the PCS variable at the initial and final moments in the two
groups; b) The average values of the BPI variable at the initial and final moments in the two
groups; c) the initial results of the BPI variable in group B, respectively A; d) the final results
of the BPI variable in group B, respectively A; e) the initial results of the PCS variable in group
B, respectively A; f) the final results of the PCS variable in group B, respectively A.
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Referring to group A, in Table 2, all three pairs of variables (total BPI, pain se-
verity, pain interference) show a significant reduction between initial and final meas-
urements. The p-value =0.00 for all pairs suggests that these improvements are highly
statistically significant and likely not due to chance. The decrease in standard devia-
tion suggests a leveling of pain experience between participants, which may reflect
the increased effectiveness of the intervention, i.e., as pain severity decreased, differ-
ences between participants narrowed. The intervention appears to have had a posi-
tive impact in reducing catastrophizing and helplessness, but pain magnification was
not significantly affected.

In group B, all three measured BPI dimensions showed significant improve-
ments. The largest reduction was seen for total BPL, p = 0.00, with a moderate effect
size of 0.75 points followed by pain severity, and the smallest reduction was for pain
interference. The PCS total score decreased significantly, p = 0.00, with a small effect
size of 0.39 points indicating a global reduction in pain catastrophizing, but rumina-
tion and magnification showed no significant change, suggesting that the interven-
tion did not influence these dimensions. There are no significant differences between
the initial and final values for shoulder mobility tests, pull tests, and left and right
shoulder abduction. The p-value for each test is greater than 0.05, which means that
the observed changes are not statistically significant and the effect size is low.

Comparing the scores of the final evaluation between the two groups shows that
none of the studied variables presented significant differences. Regarding pain, the
applied interventions reduced or equalized the initial differences between the two
groups, leading to similar scores in pain perception at the end of the study period.

Table 2. Evolution and differences of results group A vs. group B after two weeks of

intervention.
Group A (n=30) (meant SD) Group B (n=30) (meanx SD) p- Group A Group B
Parameters p-value value Changes Changes
Initial Final Initial Final
(initial) (final) t P t P
BPI total 71.70 17,660  54.30 + 15,897 0.001 57.10 + 15.160 53.13+13.992  0.764 13.202  0.000 9.460  0.000
Severity pain 25.57 + 6,033 18.37 + 4,679 0.000 20.43 + 3.645 18.17 +3.374 0.850 12.673  0.000 9.663  0.000
Pain interference  46.13 + 14.253  35.93 + 13.214 0.007 36.67 +11.987 34.87+£11.434  0.739 10.936  0.000 6.310  0.000
PCS total 36.57+11.022  33.70 + 10.541 0.091 31.27 +12.768 30.60 +12.569  0.305 8.478 0.000 4.325  0.000
Rumination 12.13 +3.048 11.87 +2.849 0.096 10.70 + 3.495 10.63 + 3.528 0.142 2.112 0.043 1.439 0.161
Magnification 7.73 +3.005 7.63 +3.011 0.215 6.732+3.172 6.732+3.172 0.264 1.795 0.083 2 2
Helplessness 16.77 + 5.237 14.23 +4.953 0.054 13.83 + 6.265 13.23 + 6.050 0.486 8.839 0.000 3.844  0.001

@ The correlation and t cannot be computed because the standard error of the difference is 0; N
= the number of patients; SD = standard deviation; t = the t-test of the difference in means; p =
statistical significance coefficient.

3.3. Evolution of physical performance

Performance improved significantly in shoulder mobility tests, p =0.00 (table 3).
The Left Shoulder Abduction and Right Shoulder Abduction tests showed a slight
decrease in performance, but the differences are significant, indicating a real change
(p < 0,05). The traction test showed no significant change between initial and final
values. Regarding the size of the effect, the two weeks of intervention suggest an in-
creased effect of 0.85 points on the BPI scale on pain, indicating a clear improvement
in the condition of the participants in terms of the severity and impact of pain on
daily life. The intervention on pain catastrophizing had a moderate effect of 0.71
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points, while for the other analyzed variables the size of the effect was low, corre-
sponding to 0.41 points for shoulder mobility 0.16 for right shoulder abduction, and

0.13 points for the left one.

Table 3. Evolution of physical performance.

Group A (n=30) (meant SD) Group B (n=30) (meant SD) Group A Group B
Parameters p-value P Changes Changes
Initial Final Initial Final value
t p t p
SM right 1.63 +0.928 2.30 +1.119 0.084 2.07 £ 0.980 2.13 +1.042 0.553 -4.551 0.000 -1.000 0.326
SM  left 1.53 +0.819 2.13 +1.042 0.130 1.87 +0.860 1.93 +0.944 0.439 -4.539 0.000 -1.000 0.326
T 0.80° £ 0.407 0.80° + 0.407 0.744 0.83*+0.379 0.83*+0.379 0.744 a a 2 a
SAT right 0.67 +£0.479 0.50 +0.509 0.434 0.572+0.504 0.572+0.504 0.441 2.408 0.023 2 a
SAT left 0.67 +0.479 0.53 + 0.507 0.791 0.632 +0.490 0.632 +0.490 0.612 2.112 0.043 2 2

SM = shoulder mobility; TT = traction test; SAT = shoulder abduction test.

4. Discussion

This study aimed to examine the effects of an extensive 2-week exercise program
on pain levels compared to the effects of a simple relaxation procedure that can be
performed daily without assistive materials, thus involving no cost. The homogene-
ity of the groups in terms of age, gender, body mass index, pharmacological treat-
ment, and perceived symptoms demonstrates that the changes occurring during the
treatment are due only to the recovery intervention. We expected that multidiscipli-
nary therapy would have significant effects on the improvement of pain and joint
range, but the final analysis of the BPI and PCS scales showed statistically significant
improvements in both groups, p values = 0.00 confirming that the observed data are
not random, but reflect robust and replicable results. Reduction in scores indicates a
clinically significant improvement in perceived pain and its impact on daily life.
These data support the conclusion that the minutes of relaxation were effective in
reducing the severity and interference of pain in the case of group B. The results of
the study have clinical relevance and help specialists in the field to improve manage-
ment.

After two weeks of intervention in the Hospital, the results show performance
in terms of shoulder mobility, p = 0.00, and significant improvements in root com-
pression, p < 0.05, emphasizing the effectiveness of mobility exercises and their prac-
tice in water. The results demonstrate that relaxation has low effects on mobility but
is not statistically significant as the p-value is greater than 0.05. This is also explained
by the fact that the radicular decompression was not performed, and the patients
failed to reach the full articular amplitude. Results obtained after the intervention on
pain indicate a large size effect in group A and a moderate size effect in group B.

Aerobic exercise [50] has been documented in many studies as the most appro-
priate exercise to reduce pain. Protocols combining aerobic and strength exercises
have unclear results regarding efficacy on pain in patients with fibromyalgia [51].
Conversely, some studies have noted that high-intensity exercise may increase pain
because it blocks the anti-inflammatory response and keeps inflammation present
[52]. And long-term aerobic exercise does not show statistically satisfactory results
[34]. A study by Ruth Izquierdo-Alventosa [53] et al looked at the effectiveness of
low-intensity aerobic exercise on pain catastrophizing, anxiety, and depression. The
study was conducted on a sample of 32 women divided into 2 groups. Results
showed a reduction in pain catastrophizing from 27.31 (11.55) to 20.00 (10.86) with an
effect size of 0.65 points.
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To emphasize the effectiveness of relaxation on pain, in a study investigating the
influence and modification of pain characteristics in patients with fibromyalgia when
breathing exercises are added to the exercise program, the results show that pain was
significantly reduced (p<0.01) both in terms of concerns the severity of pain as well
as its interference [54]. This can also be seen in the present study, where pain was
reduced by p <0.01 and had less impact on daily functioning.

Discussions on the use of currents in recovery show that electroacupuncture has
moderate effects on pain reduction, and non-invasive electrotherapy has low effects
[55]. The short time of the intervention is beneficial for group A because some authors
attest that fear related to pain is associated in FM patients with decreased tolerance
for physical performance, which would explain the behaviors of avoiding physical
activities in these patients [56]. Negative cognitive states lead to a low level of phys-
ical activity and according to the authors Asimina Lazaridour and collaborators [57],
daily physical exercises increase the level of pain especially in people who suffer from
pain catastrophizing, by the fact that they cannot adapt to the diagnosis, thus the
results study suggests that the association between physical activity and pain inten-
sity is moderated by pain catastrophizing.

Comparing the results obtained with the specialized literature, we can see that
the pain threshold has been reduced for most types of intervention, but just as the
lack of activity damages the nervous and muscular system, so too does overstimula-
tion have negative effects, necessitating the implementation of a focused recovery
program on aerobic exercise [58] and types of breathing or relaxation and on shifting
the focus to psychological variables to reduce fear of movement and promote an ac-
tive lifestyle in people with chronic pain.

Strengths and Limitations of the Study

The study has limitations regarding the short duration and the small number of
patients due to the incidence of the diagnosis and due to the legislation in force in
Romania. However, the study also has strong points because such comparisons re-
garding FM have not been made in Romania. To observe the long-term results, the
patients in group A will be re-evaluated 3 months after the intervention, and the pa-
tients in group B received the recommendation to continue the relaxation technique
at home for 3 months, to observe if a treatment based on a single form of relaxation
can improve the state of fatigue, by acting on sleep, following that after this period
the multidisciplinary treatment should begin if no beneficial results appear on the
evaluated variables.

5. Conclusions

Referring to the purpose of the study, we can state that due to the unclear path-
ogenesis of fibromyalgia, the multidisciplinary approach of restorative treatment has
better effectiveness than the therapy focused only on relaxation.
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