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Abstract: 

The unclear etiology and pathogenic mechanisms, as well as the multitude of symptoms displayed by Fibromyalgia 
patients, are some of the factors that prevent the therapeutic approach of this condition from a single angle.The 

Fibromyalgia (FM) syndrome was the object of a considerable number of therapeutic attempts, most of them with 

unconfirmed results. The fact that there are no pharmacological treatments with undoubted efficacy has led to the 

appearance of other types of therapy such as kinetic therapy, occupational therapy or cognitive-behavioral therapy  

among others.  

The objective of our prospective study was to evaluate the effects of an interventional programin quality of life of FM 

patients using domains such as pain and associated symptoms, impact of the disease and functional status. We aimed at 

monitoring the patients’ response to several types of therapy including cognitive-behavioral therapy and occupational 

therapy (n=32), kinetic therapy (n=34) and physical therapy (n=30) compared to a control group (n=32) that was not 

subjected to any form of therapy. The interventional groups registered different improvements in Quality of life 

parameters and some of them were still maintained at the Follow-up evaluation.  
Keywords: fibromyalgia, cognitive-behavioral therapy,kinetotherapy, quality of life. 

 

Introduction: 

Myofascial pain affects millions of people all over 
the world and imposes a significant economic 

burden on its sufferers, the medical system and 

society as a whole [1]. Even though elements of 
the Fibromyalgia syndrome have been described 

for ages, a practical definition has only been 

established for not more than ten years [2] with 

subsequent self-report modifications in 2011 [3] 
and 2016 [4]. Considered by many “a puzzling 

syndrome” [5], Fibromyalgia (FM) can be defined 

as a clinical entity characterized by chronic pain 
of uncertain origin and unexplained by other 

diseases or alterations [6] accompanied by many 

somatic symptoms, fatigue, cognitive dysfunction, 
waking unrefreshed, depression [2].  

FM is one of the most frequent musculoskeletal 

disorders and perhaps the most enigmatic [7]. The 

women:men ratio is 6:1 [8], the peak onset being 
considered between 30 and 50 years old, the 5th 

decade of life being the most affected [6]. 

Nevertheless, its characteristics, and at times even 
its existence remain arguable as most of its 

findings depend on the examiner’s clinical skills 

for identification. Before being diagnosed, a 
Fibromyalgia patient is examined by an average 

of 15 doctors, has been suffering for at least 5 
years and has been wrongly diagnosed and treated 

[9]. 

The load imposed by core FM symptoms 
translates into limitations of productivity, personal 

and family life, as well as a reduced ability to 

complete simple activities of daily living [10]. FM 

has a negative impact on the quality of life 
resulting in a health status that is poorer than that 

of people with rheumatoid arthritis or 

osteoarthritis and comparable with severe 
pulmonary disorders and insulin-dependent 

diabetus mellitus [11]. A different study 

comparing patients with FM with those suffering 
from rheumatoid arthritis or ankylosing 

spondylitis, found FM patients to have had the 

poorest mental health status [12]. 

Despite intensive research, major gaps in our 
understanding of the pathogenesis and etiology of 

FM still remain [13]. Although the exact cause of 

FM is unknown, it is suggested that a combination 
of biological, psychological and social factors 

leads to pain amplification and central 

sensitization to peripheral stimuli [14]. The 
clinical general examination, the neurological 
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examination, as well as the laboratory and 
radiologic findings turn out to be normal. There 

are no valid paraclinical methods currently used in 

diagnosing FM.  

 The unclear etiology and pathogenic 
mechanisms, as well as the multitude of 

symptoms displayed by FM patients, are some of 

the factors that prevent the therapeutic approach 
of this condition from a single angle. For that 

reason, interdisciplinary programs are the ones to 

obtain the best results [15]. 

The importance of physical exercise in the FM 
syndrome has been observed for decades. Pilates 

exercises emphasize core strengthening, posture 

and coordination of breathing with movement, 
combining Asian and Western techniques [16]. 

Altan et al. [17] investigated the effects of Pilates 

training compared to home-based relaxation and 
stretching exercises on a group of FM women. He 

demonstrated better improvements in pain (rated 

on a visual analogue scale) and health status 

(using Fibromyalgia Impact Questionnaire) results 
for the Pilates group, but after an additional 12 

weeks of follow-up there were no differences 

between the groups.  
Physical therapy is one of the non-

pharmacological treatments with great potential 

and outcomes among the FM patients. 
Thermotherapy, criotherapy and phototherapy all 

have good results in pain control [18], using the 

sedative effect over the sensitive nerve endings, 

the dilatation of muscle capillaries and the 
reduction of oxidative stress [19]. Electrotherapy 

and ultrasound therapy in FM act on pain, sleep 

and quality of life [20], while biofeedback showed 
to have analgesic effects [21]. One of the most 

successful electrotherapy methods to have 

manifested positive results in FM has been the 

Stanger bath. It significantly improved the pain 
threshold and the quality of life of these patients 

[22].  

Several authors underline the important deficit 
that patients with FM have on a functional and 

occupational level [23]. Moreover, the high levels 

of anxiety and depression that accompany chronic 
pain also lead to an important social and 

occupational impairment [24]. Occupational 

therapy, as part of Medical Rehabilitation, 

represents the therapeutic use of self-care, work 
and game activities in order to increase 

independent functioning, improve physical 

activity and prevent impairment [25]. It can 

include the adaptation of tasks or of the 
environment in order to achieve maximum 

independence and improve the quality of life [25]. 

On the other hand, Cognitive-behavioral therapy 

(CBT) is the most efficient form of psychological 
intervention for the treatment of anxiety and 

depression, chronic pain, inflammatory pain and 

FM with all its associated symptoms [26]. 
Contemporary CBT is based on the cognitive 

theory of emotional responses, a model that is 

founded on the concept that pathological negative 

emotions are the result of dysfunctional thinking, 
which in turn is shaped by the patient’s belief 

system [27]. The main therapeutic techniques 

employed in cognitive-behavioral therapy are 
twofold: first, the identification and modification 

of dysfunctional thought patterns that are 

interfering with therapeutic progress and second, 
the engagement of the patient in behavioral 

interventions aimed at breaking the vicious circle 

between symptoms and patterns of dysfunctional 

performance [27]. The cognitive-behavioral 
model endorses the view that affective, 

behavioral, cognitive, and sensory or physical 

aspects are all important for understanding a 
patient’s experience of pain and emphasizes the 

influence of the individual’s beliefs on the pain 

experience [27]. 
Objective: 

The objective of our prospective study was to 

evaluate the effects of a different non-

pharmacological therapies in quality of life of the 
FM patients. We aimed at monitoring the patients’ 

response to several types of therapy including 

cognitive-behavioral therapy and occupational 
therapy, kinetic therapy or physical therapy 

compared to a control group that was not 

subjected to any form of therapy.  

Patients and methods: 

The population sample included four groups of 

female patients diagnosed with FM. Three of the 

groups were subjected to an interventional 
program, while the fourth group participated as a 

control sample. One of the interventional groups 

was subjected to a program including cognitive-
behavioral therapy (CBT) and occupational 

therapy (OT), another one to physical therapy 

(PT) involving electrotherapy and thermotherapy. 

The other intervention involved a kinetic program 
(KT).  

The inclusion criteria were the following: women 

over the age of 18; patient’s informed consent to 
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participate; a confirmed diagnosis of FM (2010 
ACR criteria); regardless of the pharmacological 

treatment the patient is undergoing; perfectly 

speaking and understanding the language.  

The exclusion criteria that disabled the patients 
from taking part in this study were the following: 

uncooperative patients; illiteracy; alcoholism; 

severe psychiatric disorders; associated conditions 
that might otherwise explain the evolution of the 

symptoms.The study protocol was approved by 

the local Ethics Committee and was conducted 

following the Helsinki Declaration.  
Once the Informed Consent signed, an 

experienced physician of the research team, 

confirmed the FM diagnosis and the patient was 
given an appointment at the respective hospital 

(Madrid, Craiova) where an interview and a 

battery of measures were administered and a 
specialized physiotherapist performed the 

algometry. Socio-demographic parameters (the 

age, level of studies and working status of the 

patient), diagnosis parameters (the year the first 
symptoms appeared, the year of diagnosis, 

medication intake, previous treatment and 

associated conditions previously diagnosted) and 
clinical parameters (pain-intensity rated on a 

numeric scale, functional limitation-using 

observed functional impairment, cognitive 
function, associated symptoms and emotional 

consequences), disease impact (using FIQ) and 

overall health were obtained from each patient 

with the help of the clinical history of the patient, 
self-evaluation surveys and algometer. 

The kinetic therapy intervention included four 

types of sessions: aerobic exercise and balance; 
postural hygiene; stretching and Pilates.  

For PT patients, depending on their tollerance and 

evolution, one or two procedures may have been 

changed during the program. All patients received 
at least two forms of electrotherapy and some of 

them underwent thermotherapy. 

The cognitive-behavioral and occupational 
therapy included: the managing pain, relaxation, 

breathing, visualization and imagination 

tehniques, evaluating one’s activity level, the 
importance of the time concept, learning the 

activity diary, restructuring occupational 

performance and gradual activity, identifying the 

problems emerged in the performance of the roles 
that affect one’s life, explaining aspects that 

influence subjective complaints in FM,  as well as 

different occupational therapy techniques that 
improve attention, memory and concentration. 

The patients that underwent cognitive-behavioral 

plus occupational therapy or kinetic therapy 

attended 12 sessions (one session a week) and the 
duration of each session was of 2 hours for the 

sample subjected to CBT plus OT and of 1 hour 

for the sample involved in KT. The subjects 
involved in PT underwent 12 identical daily 

sessions of individualized physical therapy 

including  4 to 6 procedures. 

The development of the interventional program 
was the following: PRE evaluation (T0)- 12 

sessions interventional program- POST evaluation 

(T1) -4 months waiting period- FOLLOW-UP 
evaluation (T2). 

Regarding the quality of life of the studied 

patients, we used the SF12, a multipurpose 12-
question Short-Form Survey, all selected from the 

SF-36 Health Survey [28]  and Satisfaction Scale 

(ranged from 0 to 10) with 10-item inventory 

asking the respondent to rate the satisfaction with 
different aspects of her life (relation with others, 

spare time, overall satisfaction). For well being 

status the RYFF (Ryff Scale of Psychological 
Well-Being) scale was performed for each patient 

[29].  

The Statistical Package for Social Sciences 
(SPSS) program was used in order to create and 

analyze the data base. Before processing the data, 

we first verified the premises of normality and 

homocedasticity given the fact that the samples 
were superior to the limit of 30 subjects. The 

ANOVA and Chi-Square test for continuous and 

nominal variables were performed in order to 
analyze the possible differences of the variables 

between the four samples. For each group 

independently, mean comparisons were carried 

out (paired-samples T Student test, repeated 
measures) in order to determine the significant 

differences of the parameters between the three 

evaluation moments (T0, T1 and T2). The 
evolution of the means of the considered 

parameters at T0, T1 and T2 moments of each of 

the samples as compared to the control group and 
of the samples among themselves. The variance 

analysis was carried out by means of the 

independent-samples T Student test and ANOVA 

(when the sphericity could not be assumed, the 
Huynh-Feldt correction was applied). 

Results: 
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The total population of this study included 128 
FM patients, all women, out of which 32 received 

cognitive-behavioral therapy and occupational 

therapy, 34 kinetic therapy, 30 physical therapy 

and 32 participated as controls. The average age 
of the participants was 56 years old, with small 

differences between the groups (p<0.05) only for 
the group subjected to PT(compared to the 

samples involved in CBT plus OT or KT). The 

socio-demographic data for each group is 

presented in Table 1. 

  

Socio-demographic 

data  

CBTplusOT 

(n=32)  

KT  

(n=34)  

PT  

(n=30) 

Controls 

(n=32)  

Age mean (SD)  52.4 (7.2)  55.3 (7.2)  59.6 (6.9)  56.3 (8.8)  

No studies  13.8%  0%  0%  19.2%  

Higher education  10.3%  20.6%  3.3%  3.2%  

Working  16.7%  14.7%  10%  15.6%  

Not working  53.3%  14.7%  20%  81.2%  

Table 1. Socio-demographic data (n=number of patients, SD=standard deviation) 

 

Regarding the clinical data observed, the patients reported the onset of the pain, on average, 9 years before 

the diagnoses of FM was set. There were significant differences (p<0.05) between the samples involved in 

CBT plus OT and control group  and the ones with KT and PT regarding the year the pain started. Notable 
differences between the groups were also registered concerning the comorbidities, as shown in Table 2. 

 

Clinical data  CBT+OT  

(n=32)  

KT 

(n=34)  

PT 

(n=30) 

 Controls  

(n=32)  

Year of pain onset: mean (SD)  1995.7(9.7)  2000.8(7.3)  1998.4(8.6)  1990.7(11.6) 

Chronic fatigue syndrome  74%  20.6%  16.6%  63.3%  

Tension headaches  73%  52.9%  56.6%  77.4%  

Rheumatic disorders  59.2%  2.9%  23.3%  64.5%  

Anxiety or depression  92.8%  52.9%  60%  83.8%  

Other associated conditions  45.4%  55.8%  53.3%  45.4%  

Table 2. Clinical diagnosis data (n=number of patients, SD=standard deviation)  

 

Regarding the quality of life of the studied patients, the results obtained by computing the scores from the 
Physical Condition Scale of the SF-12 health survey are presented in Chart 1.  
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Chart 1. SF-12, Physical condition scale 

The evolution in time between the three evaluation 

momentsfound no significant differences for the 
group subjected to CBTplus OT or for the control 

sample. On the other hand,for the group that 

underwent KT significant changes were seen 

between T0 and T1 (p=0.000) or between T0 and 
T2 (p=0.014). The group involved in PTalso 

displayed a highly significant difference between 

the T0 and T1 (p=0.000) and between T0 and T2 
(p=0.001). 

Taking into account the inter-group differences 

for SF12 Scale-Physical Condition, at T0, between 

the group subjected to KT compared to the group 
involved in CBTplus OT we found significant 

differences (p=0.011);this difference was highly 

significant toPT group(p=0.000) and to the control 

sample (p=0.002). Another significant difference 

registered at the first evaluation was between the 
groups that underwent CBT plus OT or PT 

(p=0.04). At Post evaluation (T1) the only 

significant differences were the ones observed 

between the group involved in KT and the other 
three groups: the one subjected to CBT plus OT 

(p=0.001), to PT (p=0.01) and control sample 

(p=0.000). At T2 important differences were noted 
between the same group involved in KT and the 

other ones: the sample that underwent CBT plus 

OT (p=0.000), the one subjected to PT (p=0.008) 

or the control sample (p=0.000).  
The results obtained by computing the scores from 

the Mental Condition Scale of the SF-12 health 

survey are presented in Chart 2. 

 
Chart 2. SF-12, Mental condition scale  
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Regardingthe time evolution of mental 
condition,the group subjected to KT showed 

significant differences in the scores at T0 and T1 

(p=0.002) or at T1 and T2 (p=0.03) moments. The 

group involved in PT displayed a highly 
significant increase in the scores between the T0 

and T1 (p=0.000), also observed between T0 and 

T2 (p=0.000). The control sample displayed a 
significant decrease between the T0 and T1 

(p=0.019), while for the group involved in CBT 

plus OT no significant changes were registered. 

The inter-group differences for SF12 Scale-
Mental  Condition:at the first evaluation (T0) 

significant differences were observed only 

between the group that underwent kinetic therapy 
and the other 2 interventional groups: the one 

subjected to CBT plus OT (p=0.002) and the one 

involved in PT (p=0.001). At T1 evaluation, 
notable differences were found between the pairs: 

groups implicated in KT or CBTplus OT 

(p=0.006), group involved in KT and control 

sample (p=0.000), groups that underwent either 
PT or CBT plus OT (p=0.02), group subjected to 

PT and control sample (p=0.002). At T2 the only 

significant difference registered was between the 
groups subjected to CBT plus OT and KT 

(p=0.014).  

The Well Being according to the Ryff Scale of 
Psychological Well-Being demonstrated no 

significant differences in time between the means 

of the total scores of the survey for any of the 
groups, nor for the means of the different sections 

of the scale.In between groups, the only 

significant difference (p = 0.04) was registered at 

T1 evaluation between the group subjected to KT 
(mean total score: 155.1) and the control group 

(mean total score: 142.6). 

Analyzing the correlations between different 
parrameters (pain, observed functional limitation 

or impact of the disease) and the SF-12 for the 

three groups subjected to interventions (CBT plus 

OT, KT and PT) we saw that some of these 
parrameners had a strong influences in patients 

perception of their quality of life. The analyse was 

made at a general level, as well as at each of the 
evaluation moments (T0, T1 and T2), both as a 

whole population and separately.Reverse general 

correlations were found between the observed 
impairment (represented by the observed 

functional limitations) and the physical scale of 

SF-12 (r = -0.518, p=0.000) or the mental scale of 

SF-12 (r = -0.489).Reverse correlations were also 
found between the disease impact (evaluated using 

FIQ) total score and the two dimensions of SF-12: 

physical condition scale (r = -0.632, p=0.000; T0: 
r = -0.460, T1: r = -0.578, T2: r = -0.768) and 

mental condition scale (r -0.696, p=0.000; T0: r = 

-0.713, T1: = -0.661, T2: r = -0.657), as shown in 
Chart 3. 

 

Chart 3. Correlation between FIQ total score and SF-12 
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Table 3 summarizes the coefficients correlation between the total score of FIQ and the scores of SF-12. 

Correlation   CBTplusOT 
r (p) 

KT  
 r (p)  

PT  
 r (p)  

FIQ-SF-12 

(Physical scale)  

-0.350 (0.002)  -0.675 (0.000)  -0.603 (0.000)  

FIQ-SF-12 
(Mental scale) 

-0.671 (0.000)  -0.547 (0.000)  -0.775 (0.000)  

Table 3. Correlations between FIQ and SF-12 

 
As it can be observed, the FIQ total score could be 

correlated with the two scales of SF-12, Mental 

and Physical Condition for all the studied patients, 

regardless the non-pharmacological treatment 
applied. 

General correlations were also found between the 

average pain level rated by the patients on a 

numeric scale (VAS100mm),physical scale of SF-

12 (r = -0.588, p=0.000) and mental scale of SF-
12 (r = -0.584, p=0.000) without any different 

beetween the interventional groups.  

Discutions: 

Due to high disability levels and poor health‐

related quality of life reported by the patients with 

fibromyalgia [30], this syndrome was the object 
of a considerable number of therapeutic attempts, 

most of them with uncertain and unconfirmed 

results. Therefore, there are many possibilities 

that can be explored. Generally, the compliance to 
treatment in FM patients is mediocrewhile the 

placebo response rates are relatively high [31], 

thus leading to a limitation in the duration of the 
studies. This reduces even more the significance 

of the outcomes. Since drop-out rates are 

significant for FM patients, ranging from 10% for 

the untreated control groups to 22% for the 
patients involved in physical exercise programs 

[32], adherence to the interventional program was 

one of our major concerns. However, in our study, 
a total of 80% of the initial participants managed 

to complete the cognitive-behavioral plus 

occupational therapy program, 81% the kinetic 
therapy program and 83% the physical therapy 

one. The highest drop-out rate was registered for 

the control group, 24% of the initially interested 

patients having abandoned the study. 
The two major non-pharmacologic techniques that 

are constantly used in the treatment of FM are 

cognitive-behavioral therapy and physical 
exercise. By comparingCBT with KT, we hoped 

to shed some light on the benefits of each one and 

on the areas each of them is best suited for. We 
also wanted to see if the less investigated physical 

therapy could complement these treatment forms 

or even may be an alternative to any of them. 

Physical deconditioning is common in FM 
patients, women with FM have significantly lower 

perceived functional ability and demonstrate 

impaired physical performance [33]. The goals of 
physical activity and exercise training are to 

improve physical fitness and function, reduce the 

symptoms and optimize overall health and well-
being [34]. Therefore,besieds the most common 

effects of training, the reduction of stress, 

depression and anxiety, it is important to state 

primarily the main objective of the rehabilitation 
therapy, which is to preserve the quality of life of 

the patient and allow his independence and 

autonomy [35]. That is why the exercise training 
program as a part of FM treatment is considered 

critical [36]. At cardio-vascular level, no 

significant differences were found in regard to 

heart rate, but the maximum oxygen consumption 
(23-30ml/kg min) was lower than the level (30-

40ml/kg min) corresponding to healthy untrained 

persons [37]. In addition, the isometric force in 
bilateral leg extensors, unilateral knee extensors 

and flexors is lower in FM women compared to 

healthy subjects [38].Recent evidence suggests 
that regular exercise decreases the inflammatory 

cytokines by monocytes [39]. No significant 

seasonal changes in IL8 and noradrenaline were 

observed during 8 months period in the group of 
non-exercised FM patients. In patients who 

performed aquatic exercise program (8months, 

2sessions/week, 60min/session) a neuro-immuno-
endocrine variation was observed  suggesting that 

anti-inflammatory adaptations may contribute to 

the clinical benefits of the regular exercise in FM 
syndrome [39]. The main purpose of this therapy 

was an elevation in the quality of life that was 

visible in our studied group by the increase in the 

scores of the physical condition scale and mental 
condition scale of the Short form-12 inventory. 

Not surprisingly, at the final evaluation important 
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benefits were still registered in regards to the 
physical condition scale and not as important for 

the mental condition scale. The aspect that all 

physical parameters taken into account still 
displayed improvements at Follow-up, could be 

explained by the effects in time of the physical 

exercise and also by the fact that the patients 
experienced the benefits of movement and kept 

doing the exercises on their own, at home, once 

the program was over.It has already been 

published by our team that home-training, as a 
continuation of a supervised kinetic program, is 

safe and effective for FM patients in terms of 

pain, physical function and quality of life [40].  
Physical therapy has been less studied than other 

forms of therapy in regards to its benefits on FM 

patients. The published data refers to the effects of 
one form of physical therapy or to a combination 

of two forms (usually of electrotherapy). In a very 

recent review on the effectiveness and safety of 

the electrotherapy in the treatment of fibromyalgia 
[41], the authors concluded that non-invasive 

techniques are related to none or minor side 

effects butfurther studies are needed to identify 
the optimal treatment protocols.In our study, the 

different modalities of physical therapy applied 

lead to increase the quality of life appreciated by 

the patient through the Short Form-12. Both the 
physical and the mental scale were positively 

influenced by this treatment, influence that could 

be seen both immediately after the therapy and 
four months later. The preservation in time of the 

benefits may have been a result of the long-lasting 

effects of physical therapy. There is no other 
mention in literature, except for ours [42], of a 

mixed program that includes besides the kinetic 

therapy, physical therapy. This way, to the 

positive results on pain, sleep and disease impact 
provided by the electrotherapy or thermotherapy, 

we hoped to add those of relaxation and 

psychological well-being offered by the same 
therapy in FM patients.  

The implication of psychology in the somatic 

diseases is a growing reality in the past years. 

When considering the relationship between FM 
and psychology, two factors should be taken into 

account: on the one hand, the psychological 

factors that can influence the onset and 
development of the condition (such as childhood 

traumas, emotional problems, chronic stress) and 

on the other hand, the psychological factors that 
emerge as consequences of this disease (like 

behavioral and emotional alterations). A recent 

review synthesized the short and long term effects 

of different psychological interventions on FM 

and showed significant improvements in the 
perception of pain, sleeping problems, depression 

and catastrophic thoughts, besides the benefits on 

functional status [43]. Even if the most substantial 
results were displayed by kinetic therapy and 

physical therapy in our study, small benefits were 

also registered by the cognitive-behavioral plus 
occupational therapy. The nationality of the 

patientscan be one of the factor swho influenced 

the relation between different symptoms and 

treatment response in ourstudied FM patients. 
As for the number of sessions, we tried to find a 

balance between the three forms of therapy. If, in 

different studies, for cognitive-behavioral therapy 
the number varies from 6 to 24, for physical 

exercise from 4 to 32 and for physical therapy 

from 6 to 12 sessions, we decided that 12 would 
be the optimal number for these three types of 

therapy in order to obtain substantial benefits and 

still maintain adherence to the program.  

In a recent meta-analysis, Nüesch et al. [44] 
concluded that  a multicomponent therapy, 

including pharmacological treatment, aerobic 

exercise, balneotherapy and cognitive behavioural 
therapy seems to be most promising for the 

management of FM patients.  Clearly, treating a 

complex syndrome such as FM requires a 

persistent collaborative effort between patients 
and medical team as well as between phycians, 

clinical psychologist, occupational-, physical- and 

kinesiotherapist . 
Conclusions: 

In order to control and improve the quality of life 

in FM patients, besides proper medication, we 
propose an interdisciplinary intervention mainly 

focusing on long-term individualized kinetic 

therapy. The addition of complex physical therapy 

adapted to each person’s needs, and the 
simultaneous integration of a cognitive-behavioral 

and occupational therapy intervention, which 

mainly targets the neglected psychological and 
labor aspects of fibromyalgia condition. 
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