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Abstract. The aim of this study was to determine the treatment preferences of physiotherapists (PTs) in fibromyalgia 
syndrome (FMS) and the related chronic pain. Methods. In this descriptive study, 13 open-ended questions created by 
literature review were used to determine the preferences of the PTs about methods they use to evaluate and manage 
FMS and the related chronic pain over an imaginary patient scenario. Results. One hundred sixty-two PTs (100 females 
and 62 males) participated in the study. Mean of years of professional experience was 6.6 ±7.1 and the mean age was 
29.30±6.86 years. The most preferred methods by PTs to evaluate chronic pain intensity: 156 (96.3%) Visual Analogue 
Scale, 94 (58.0%) McGill Pain Questionnaire. 87 PTs (53.7%) reported that preferred to evaluate the pain threshold 
using by an algometer. According to the scenario, while the most preferred method by PTs is manual therapy techniques 
(94.4%), the least preferred method is complementary therapies (30.2%). Conclusion. Although the results of the study 
showed that PTs' preferences regarding the treatment of individuals with FMS comply with international guidelines, it 
is need to establish national guidelines for the treatment of patients with FMS. 
Keywords: Fibromyalgia syndrome, chronic pain, physiotherapy modalities. 
 

 

 

Introduction 
Fibromyalgia syndrome (FMS) is a multisystemic disease that occurs with chronic diffuse locomotor system 
pain and tender points in specified anatomical regions (1). Widespread pains of long-lasting muscular origin 
are common clinical signs of FMS. The main symptoms of FMS patients are fatigue, sleep disturbances, 
anxiety, depression, subjective soft tissue swelling, paresthesia, tension and diffuse pain and headache (2). 
FMS is mostly seen in women between the ages of 20-50. In the United State of America, the incidence in 
the general public was 2%, it was 3.4% in women and 0.5% in men (3). The cause and process of FMS are 
not fully understood. Genetic and environmental factors and peripheral and central mechanisms are thought 
to play a role in the cause of widespread pain and sensitivity to pain in patients with FMS (4,5). 
Treatment of FMS, which is a chronic pain disorder, involves a difficult process by the patient and physician. 
Treatment protocols differ due to the lack of standardization in treatment protocols in FMS. According to 
some clinicians, FMS does not have an effective treatment method (6). At the present time, the treatment of 
FMS continues as a multidisciplinary. The main preferred treatment methods are pharmacological treatments 
and non-pharmacological treatment methods such as raising awareness about the disease, exercise therapy, 
psychological approaches, hydrotherapy methods, cognitive behavioral therapies, physical therapy 
modalities (7,8). Physiotherapy methods including transcutaneous electrical nerve stimulation (TENS) (9), 
ultrasound (US) (10), superficial heat agents, interferential current (11), stretching, mild physical activity, 
rest and local soft tissue mobilization are preferred by PTs (5). There is no research about preferences of PTs 
in the treatment of FMS in Turkey. That's why, this study was conducted to determine the most preferred 
methods by the PTs. 

 
Material and Method 
In this cross-sectional descriptive study, 162 PTs (100 females and 62 males) participated. Inclusion criteria 
of PT’s were: PTs working with patients with FMS for at least 3 years or more; volunteers who agreed to 
participate in the study. PTs' e-mail addresses were obtained from Turkey Association of Physiotherapists in  
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Denizli region. This study was approved by the Pamukkale University Non-Interventional Clinical Research 
Ethics Committee (dated 10.01.2017 and numbered 01). 
This study was carried out in two parts. 
First part - Descriptive data. Descriptive data about the field of physical therapy, daily working hours, 
number of patients treated daily, the number of years of professional experience, education degree and 
courses attended after graduation were recorded. 
Second part -The case. FD is 36 years old, female she works as a banker 165cm, 75kg. She complains of   
severe neck and back pain lasting one year.  She also suffers from sleep trouble and depressive symptoms. 
She had 14 of 18 tender points (on front lower sides of neck, upper chest, inner elbows, above inner knees, 
back of head, top of the shoulders, upper back). The pain intensity of the patient is 7 according to the visual 
analogue scale (VAS). The patient diagnosed with FMS was referred to a physiotherapist for physical 
therapy. 
Considering the scenario, 13 open-ended questions created by literature review were used. The questions 
prepared were examined by 5 experienced PTs. PTs' feedback were received and the final version of the 
questionnaire was created. PTs reported the most preferred assessment methods including pain intensity, pain 
threshold, history of pain, and palpation for trigger points. PTs were also asked which of the following 
approaches they preferred to manage FMS and related the chronic pain: electrophysical agents, 
balneotherapy applications, manual therapy (MT), therapeutic exercise and complementary therapies. 
Statistical analysis. The data were analyzed using the SPSS (Statistical Package for the Social Sciences) 
package program. Continuous variables were described as mean±standard deviation and categorical variables 
were presented as numbers and percentages. Chi-square test was used to examine the relationship between 
categorical variables. The statistical significance level was accepted as p≤0.05 (12). 
 

Results 

A total of 162 PTs, (100 females and 62 males) participated in the study. The demographic characteristics of 
PTs are shown in Table I. The number of years in profession, postgraduate course attendance and course 
participation of the PTs are given in Table II. 
 

Table I. Demographic data of physiotherapists who answered the questions 

Variables Min-Max Mean ± SD 

Age (years) 22-51 29.30±6.86 
Daily working hours 2-13 8.03±1.15 
Professional Experience, year 1-28 6.6 ±7.18 

 
                      Table II. Descriptive characteristics of the physiotherapists answered the questions 

Number of years in profession 
n (%) 

5 years and below 104 (64.2) 

6 years and above 58 (35.8) 

Postgraduate course attendance  

None 104 (64.2) 

Master Degree 33 (20.4) 

Doctorate Degree 25 (15.4) 

Course participation  

Yes/No 129 (76.6) / 33 (20.4) 

Type of courses attended  

Kinesio taping 92 (71.3) 
Manual therapy 92 (71.3) 

Dry needling 73(56.6) 
Cupping therapy, hirudotherapy, hijama therapy 18 (13.9) 
Pilates 11(8.5) 
Reflexology, Orthosis, Sensory integration 10 (7.7), 6 (4.6), 4 (3.1) 

 
Table III shows the most preferred methods by PTs to evaluate chronic pain intensity: 156 (96.3%) Visual 
Analogue Scale (VAS), 94 (58.0%) McGill Pain Questionnaire. 87 PTs (53.7%) reported that preferred to  
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evaluate the pain threshold using by an algometer. The most preferred treatment modalities by PTs are 
shown in Table IV. While the most preferred treatment technique by the PTs is MT the least preferred 
method is complementary therapy. All details about the distributions of the results regarding the most 
preferred treatment methods are illustrated in the Table IV. 
 

Table III. Distribution of most referred pain assessment methods by the physiotherapists 

Pain assessment methods n (%) 

Visual Analog Scale 156 (96.3) 

McGill pain questionnaire 94 (58) 

Algometer 87 (53.7) 
History of pain 76 (46.9) 
Trigger point palpation 68 (68.0) 

 
Table IV. Distribution of most preferred physiotherapy methods by the physiotherapists 

Physiotherapy methods n (%) 

Manual therapy techniques 158 (94.4) 

Joint and soft tissue mobilization 131(80.9) 
Classical massage 120 (74.1) 
Connective tissue massage 103 (63.6) 
Trigger point massage 91(56.2) 
Myofascial stretching 91 (56.2) 
Electrophysical agents 144 (88.9) 

TENS 142 (87.7) 
Interferential current therapy 49 (30.2) 
Therapeutic ultrasound therapy 40 (24.7) 
Therapeutic exercise 144 (88.9) 

Postural exercises 78 (48.1) 
Stretching exercises 71 (43.8) 
Strengthening exercises 68 (42) 
Clinical Pilates 50 (30.9) 
Relaxation exercises 48 (29.6) 
Balneotherapy 62 (38.3) 

Hotpack 61 (37.7) 
Hydrotherapy /whirlpool 31(19.1) / 18 (11.1) 
Spa therapy 17 (10.5) 
Complementary therapy 49 (30.2) 

Dry needling 49 (30.2) 
Kinesiotaping 35 (21.6) 

 

 

 

Discussion 
The results of the study conducted to determine the treatment methods preferred by PTs for chronic pain due 
to FMS indicate that PTs most commonly preferred the VAS to evaluate chronic pain intensity. On the other 
hand, the most preferred treatment modality were found to be manual therapy technique. The most important 
symptom of FMS is chronic diffuse musculoskeletal pain. The pain intensity is defined as moderate or severe 
in FMS (13). Patients with FMS shows a low pain threshold and their pain tolerancealso decrease (16). 
Patients often complain of axial skeletal pain such as neck, back and waist (14, 15). Optimal management 
requires rapid diagnosis. A detailed understanding of fibromyalgia requires a thorough assessment of pain, 
function, and psychosocial context. It should be regarded as a complex and inhomogeneous condition with 
abnormal pain processing and other secondary features. Overall, the FMS management should take the form 
of a gradual approach (17). VAS, which has been used in the assessment of pain from the past to the present, 
one of the one-dimensional scales accepted in literature and frequently used to measure pain (18). In our 
study, while the primary pain assessment method preferred by PTs was the VAS, which is comply with the 
literature, Mcgill Pain Questionnaire was the second preferred pain assessment method. FMS patients use 
more pain descriptors in the McGill Pain Questionnaire than patients with other rheumatological disorders 
(19). 
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Manual therapy (MT) is the application of systematic manual therapy methods to the soft tissue of the body 
for therapeutic purposes. Four approaches to MT in current use are classical massage, friction massage, 
connective tissue massage and soft tissue mobilization. MT are thought to have physiological, psychological 
components and biomechanical changes, the effects of which are highly interactive. Physiological effects can 
be either mechanical or relexive in nature. Biomechanical changes cause a decrease in the nociceptive stimuli 
arising from the receptive nerve endings in the muscular tissues in the spinal region. This decrease causes the 
sensation of pain to disappear (20). Combined use of MT is recommended in the literature (17). In our study, 
the most preferred method by PTs in the treatment of chronic pain was MT. The MT such as joint and soft 
tissue mobilization, therapeutic massage, stretching were the most prefered methods. 
TENS is one of the electrophysical agents that is used to reduce pain in physiotherapy and is common used. 
The frequency of use of TENS was reported as 88.5% by PTs in the USA (21-23). Positive results have been 
obtained in studies with TENS in the treatment of FMS (24). In studies, there are different results that TENS 
is 25-95% effective in pain control, and it is recommended only for localized pain treatment in FMS (25). In 
our study, it was noted that 87.7% of PTs preferred TENS, which is one of the electrophysical agents to 
reduce pain. Our results are parallel with the related literature. 
There is strong evidence to support the use of cardiovascular exercise, cognitive behavioral therapy, patient 
education, or a combination of these for the treatment of FMS (26). Exercise training may include aerobic 
forms such as stepping and walking; strengthening exercises, such as lifting weights or using resistance 
machines, and stretching for flexibility (27). In FMS, therapeutic exercise programs should be arranged 
individually, should be started below the patient's exercise capacity, and should be gradually increased, and 
arrangements should be made according to the patient's tolerance status (25). Passive stretching exercises 
play an effective role in the treatment of FMS, as it is the only application that can be applied to sensitive 
points and brings a long-lasting feeling of relaxation. Muscle stretching practices provide equalization of the 
length of the sarcomere in the neck of the involved muscle and reduce the pain (28). There is moderate-
quality evidence that only aerobic exercise training improves overall well-being (29). Many studies showing 
that aerobic exercise programs such as cycling and dancing are effective in decreasing pain, improving 
aerobic capacity and general well-being in FMS (30). 12 weeks of moderate-intensity aerobic training can 
improve overall health and physical function; moderate-intensity aerobic exercise probably makes little or no 
difference in pain or tender points (27). Genc explained that a six-week home exercise program consisting of 
flexibility and stretching exercises had a positive effect on symptoms in FMS cases (31). Studies have shown 
that aerobic exercise for at least 20 minutes a day, 2 to 3 days a week, is effective in patients with FMS. 
According to research, strength training should be 2 to 3 times a week, at least 8 to 12 repetitions per 
exercise and exercise programs should be continued for 2 to 24 weeks (27). In our study, 48.1% of the PTs 
stated that they used posture exercises, 43.8% stretching exercises, 42% strengthening exercises, 30.9% 
clinical pilates to reduce pain. 
In randomized controlled studies conducted to date, strong evidence regarding the effectiveness of 
hydrotherapy and balneotherapy in FMS has not been obtained, and moderate evidence has been recorded 
(32). It is opinion that regional hot application agents used to increase the flexibility of the connective tissue, 
reduce muscle spasms and prevent pain (33). Vasodilation is observed with increased temperature, and it 
plays a role in regulating insufficient blood flow and preventing pain (34). One study noted a significant 
increase in pressure pain threshold at tender points from the American College of Rheumatology (ACR) after 
12 sauna sessions (35). Yurtkuran and Çeliktaş found a significant reduction in pain values and an increase 
in pressure pain threshold after balneotherapy sessions at 37°C for 20 minutes a day and a total of 10 
sessions. They stated that this effect continued 6 weeks after the end of the treatment (36). Randomized 
controlled trials in literature is examined; in a study in which 10 sessions of balneotherapy were applied for 
20 minutes each session, it was observed that the pain threshold levels of patients with fibromyalgia 
syndrome increased and pain sensation decreased (37,25). There was consistency in the evidence for 
hydrotherapy and balneotherapy, but little evidence to show superiority of one over the other. The efficacy of 
hydrotherapy has been poorly reported in the literature (17). Although the percentages of aquatherapy and 
balneotherapy approach selection of PTs participating in our study are not very high, their preference rate is 
37.7% for hotpack, 19.1% for hydrotherapy, and 11.1% for whirlpool application. 
There are few studies showing the effectiveness of acupuncture application (38). A high-quality review 
included nine studies with 395 patients and showed that acupuncture added to standard therapy resulted in a 
30% improvement in pain (39). Treatment sessions ranged from 3 to 13 weeks and needle retention time 
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ranged from 20 to 30 minutes. In the related literature, the effectiveness of acupuncture is reported to be 
moderate (17). This is attributed to the recent popularity of dry needling in Turkey (40). In our study, the 
preference rate of dry needling was 30.2%. 
The limitation of this study is that it focused only on pain. In future research, the solution preferences of 
Physiotherapists for other problems caused by FMS should also be investigated. 
 
Conclusion 

In Turkey, there is no study on PTs' preferences regarding treatment modalities most prefered in chronic pain 
related FMS. That's why; this study was planned to determine the preferred treatment options of 
physiotherapists for chronic pain related with fibromyalgia. While 82.7% of the PTs think that physiotherapy 
alone is not sufficient in the treatment of FMS, 98.1% of PTs recommend sports and recreational activities 
(85.2% swimming, 43.8% walking and 40.1% pilates training) in addition to physiotherapy treatment in 
patients with FMS. 
Pain is a dominant symptom in FMS. It alsoshows other symptoms such as fatigue, nonrefreshed sleep, mood 
disturbance and cognitive impairment which are common. It has an important influence on quality of life and 
it is a complex condition. Full understanding of FMS requires comprehensive assessment of pain, function 
and psychosocial context. Management of FMS should aim at improving health-related quality of life 
balancing benefit and risk of treatment. It often requires a multidisciplinary approach including both non-
pharmacological and pharmacological treatment modalities. 
The European League Against Rheumatism (EULAR) has recommendations for the management of FMS. 
Approaches such as aerobic and strengthening exercise, cognitive behavioural therapies, multicomponent 
therapies, physical therapy, acupuncture, hydrotherapy, meditative movement therapies (qigong, yoga, tai 
chi) and mindfulness-based stress reduction should be included in individual treatment program. Moreover 
evidence level of all applications is 1a (17).  
The results of our research show that a consensus should be formed for the treatment of patients with FMS in 
our country. 
Funding/support. This research did not receive any specific grant from funding agencies in the public, 
commercial, or not-for-profit sectors. Acknowledgments. The authors are grateful to the physiotherapists and 
institutions for their cooperation for this study. 
 

References 
1. Bradley LA, Alarcon GS (2001). Fibromyalgia, in arthritis and allied conditions. Koopman W (ed), Lippincott 

Williams and Wilkins; Philadelphia, pp 1811-1844. 
2. Cindas A, Tüzün C (2002). Clinical features of female patients with fibromyalgia syndrome. Türk Fiz Tip ve 

Rehab Derg; 13(2): 90-93. 
3. McBeth J, & Silman AJ (2001). The role of psychiatric disorders in fibromyalgia. Current Rheumatology 

Reports; 3(2), 157-164. 
4. Sindel D, Saral İ, & Esmaeilzadeh S (2012). Management Approaches in Fibromyalgia Syndrome. Journal of 

Physical Medicine & Rehabilitation Sciences/Fiziksel Tıp ve Rehabilitasyon Bilimleri Dergisi; 58. 
5. İnanıcı F 2005. Fibromyalgia and myofascial pain syndromes. Türkiye Klinikleri Fiziksel Tıp ve Rehabilitasyon 

Dergisi; 10: 11-18. 
6. Sarzi-Puttini P, Buskila D, Carrabba M, Doria A, & Atzeni F (2008). Treatment strategy in fibromyalgia 

syndrome: where are we now?. Seminars in arthritis and rheumatism; (Vol. 37, No. 6, pp. 353-365). WB 
Saunders. 

7. Hadhazy V, Ezzo JM, Berman BM, Creamer P, Bausell B (2006). Mind and Body Therapy for fibromyalgia 
(protocol). The Cochrane Database of Systematic Reviews; (2): 1-5. 

8. Morris CR, Bowen L, Morris AJ (2005). Integrative therapy for fibromyalgia: possible strategies for an 
individualized treatment program. Southern Med J; 98(2): 177-184. 

9. García AM, Serrano-Munoz D, Bravo-Estebanb E, Lafuenteb SA, Avendano-Coy J, Gómez-Sorianob J (2018). 
Efectos analgésicos de la estimulación eléctrica nerviosa transcutánea en pacientes con fibromialgia: una 
revisión sistemática. Aten Primaria; 1596: 10. 

10. Kuran B, Özgüzel M, Çağlar N, Alpay K, Gülşen G, & Boneval F (1994). Comparison of the efficacy of 
tizanidine and ultrasound therapy in fibromyalgia syndrome. Türkiye Fiziksel Tıp ve Rehabilitasyon 
Dergisi; 18(1), 29-33. 

11. Kozanoğlu ME, Uysal FG, Kapuağası G, Sur S, Göncü K (2000). Analgesic effect of interference current in 
fibromyalgia patients. Romatoloji ve Tibbi Rehab Derg; 11(3): 189-192. 

12. Sümbüloğlu K, Sümbüloğlu V (2004). Biyoistatistik. Hatiboğlu Yayınevi; Ankara, p 299. 



Treatment preferences of physiotherapists in fibromyalgia syndrome and the related chronic pain: a descriptive study 
Gülçin Uruş  & all 

 

  

Medicina Sportiva 
 

3341 
 

13. Göksoy, T. (2002). Romatizmal hastalıkların tanı ve tedavisi. Yüce Reklam Yayın dağıtım; pp 777-89. 
14. Endresen GK (2007). Fibromyalgia: A rheumatologic diagnosis? Rheumatol Int; 27:999-1004. 
15. Bradley LA, Alarcon GS (1996). Fibromyalgia, Arthritis and Allied Conditions; 84:1619-99. 
16. Brückle W, Lautenschlager J, Müler W (1992). The course and topography of pain in fibromyalgia. EULAR 

Bulletin; 1:12-18. 
17. Macfarlane GJ, Kronisch C, Dean LE, Atzeni F, Häuser W, Fluß E et al (2017). EULAR revised 

recommendations for the management of fibromyalgia. Annals of the rheumatic diseases; 76(2), pp 318-328. 
18. Eti-Aslan F (2002). The assessment methods of pain. C.Ü. Hemşirelik Yüksekokulu Dergisi; 6(1): 9-16. 
19. Borchers AT, & Gershwin ME (2015). Fibromyalgia: a critical and comprehensive review. Clinical reviews in 

allergy & immunology; 49(2), 100-151. 
20. Pickar JG (2002). Neuropysiological effect of spinal manipulation. Spine J; 2(5): 357-71. 
21. Melzack R, Vetere P, Finch L (1983). Transcutaneous electrical nerve stimulation for low back pain. A 

comparison of TENS and massage for pain and range of motion. Phys Ther; 63(4): 489-93. 
22. Paxton SL (1980). Clinical Uses of TENS. A survey of physical therapists. Phys Ther; 60(1): 38-44. 
23. Shahbandar L, & Press J (2005). Diagnosis and nonoperative management of lumbar disk 

herniation. Operative Techniques in Sports Medicine; 13(2), 114-121. 
24. Akyüz G (2001). Transkütan Elektriksel Sinir Stimülasyonu. Tuna N (ed). Elektroterapi; İstanbul: Nobel Tıp 

Kitapevleri 2. baskı, pp 163-176. 
25. Lu M (2009). Nonpharmacological and multidisciplinary treatment of fibromyalgia syndrome. Turkiye 

Klinikleri J Immunol Rheumatol-Special Topics; 2:59-66. 
26. Goldenberg DL, Burckhardt C, & Crofford L (2004). Management of fibromyalgia syndrome. Jama; 292(19), 

2388-2395. 
27. Busch AJ, Barber KA, Overend TJ, Peloso PMJ, & Schachter CL (2007). Exercise for treating fibromyalgia 

syndrome. Cochrane database of systematic reviews; (4):CD003786.  
28. Berker E (1997). Myofascial pain syndrome and treatment. Romatol Tıb Rehab; (2): 121-124. 
29. Häuser W, Thieme K, & Turk DC (2010). Guidelines on the management of fibromyalgia syndrome–a 

systematic review, European Journal of Pain; 14(1): 5-10. 
30. Mannerkorpi K, Henriksson C (2007). Non-pharmacological treatment of chronic widespread musculoskeletal 

pain, Best Pract Res Clin Rheumatol; 21:513-34. 
31. Genç A (2010). Fibromiyalji sendromlu hastalarda, aerobik egzersiz tedavisine hipotalamik-hipofizer-adrenal 

hormonal yanıtın değerlendirilmesi, Uzmanlık Tezi, Ankara Üniversitesi Tıp Fakültesi Fiziksel Tıp ve 
Rehabilitasyon ABD, Ankara, p 98. 

32. Vernon M, Ko H, Lawson G, Perera G (2009). Chiropractic management of fibromyalgia syndrome: a 
systematic review of the literature. J Manipulative Physiol Ther; 32: 25-40. 

33. Bloodworth D, Calvillo O, Smith K, Grabois M (2000). Chronic pain syndromes: evaluation and treatment, 
Physical medicine and rehabilitation, Braddom RL (ed), Philadelphia, 2000; 913-33. 

34. Kitchen, S (2002). Thermal effects, Electrotherapy evidence based practise, Kitchen S (ed), London, Churchill 
Livingstone, p 11. 

35. Piso U, Gutenvrunner C, Gehrke A (1998). Effekte einer sechswöchigen saunatherapie auf die 
Schmerzschwelle an den ACR-tenderpoints bei der generalisierten tendomyopathie, Phs Rehab Kur Med; 8: 
156. 

36. Yurtkuran M, Celiktas M (1996). Randomized controlled trial of balneotherapy in the treatment of patients 
with primary fibromyalgia syndrome, Phys Rehab Kur Med; 109-12. 

37. Buskila D, Abu-Shakra M, Neumann L, Odes L, Shneider E, Flusser D, et al (2001). Balneotherapy for 
fibromyalgia at the Dead Sea, Rheumatol Int; 20: 105-8. 

38. Rooks DS (2007). Fibromyalgia treatment update, Curr Opin Rheumatol; 19: 111-17. 
39. Deare JC, Zheng Z, Xue CC, Liu JP, Shang J, Scott SW, & Littlejohn G (2013). Acupuncture for treating 

fibromyalgia. Cochrane Database of Systematic Reviews; (5). 
40. Eroglu PK, Yılmaz Ö, Bodur H, Ateş C (2013). A comparison of the efficacy of dry needling, lidocaine 

injection, and Oral flurbiprofen treatments in patients with myofascial pain Syndrome: A double-blind (for 
injection, groups only), randomized clinical trial, Turk J Rheumatol; 28(1):38-46. 

 
Corresponding author 
Uğur Cavlak 
Department of Physiotherapy and Rehabilitation, Faculty of Health Sciences 
Biruni University, İstanbul, Turkey 
E-mail address: ucavlak@biruni.edu.tr 
                                 Received: October 10, 2021                                   Accepted: November 25, 2021 

 

mailto:ucavlak@biruni.edu.tr

