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Abstract

To evaluate the level of knowledge and adherence to Clinical Practice Guidelines on fibromyalgia of physiotherapists in
Spain. A cross-sectional study using an ad-hoc online survey was implemented to assess aspects on the assessment, treatment,
and decision of the length of the therapeutic approach on fibromyalgia. Based on the results, professionals were classified
as adherent, partially adherent, or non-adherent. The level of agreement with several statements on the condition was also
evaluated across the professionals surveyed to evaluate the potential consensus. A total of 240 physiotherapists met inclusion
criteria, amongst which 68 (28.33%) were adherent. The academic level of studies (Chi-square =48.601, p-value=0.001)
and having had previous training in fibromyalgia (Chi-square =151.011, p-value=0.001) displayed statistically significant
differences across adherence-based groups. Consensus was reached for 15 out of 24 statements. Our findings highlight the
presence of an acceptable level of knowledge and adherence to clinical practice guidelines in the field of fibromyalgia among
physiotherapists in Spain.

Practice implications

Our results also reveal the existence of an evidence-to-practice gap in the field, with potential room for improvement: further
efforts on promoting and reinforcing the importance of evidence-based therapies are needed, from university teaching plans
to clinical updates for daily practice.
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Background

Fibromyalgia (FM) is the third most common muscu-
loskeletal condition worldwide, after lumbar pain and
osteoarthritis [1], with a global prevalence of 2.7%. It is
more common in women than in men, with a 3:1 ratio
[2]. In Europe, the prevalence is 2.3% whilst, in Spain,
these figures correspond to 2.4%, and peaked in a 60-to-
69 years range [3]. FM is considered as a nociplastic pain
condition [4]. It is characterized by chronic widespread
pain, fatigue, and sleep disorders, accompanied by other
symptoms (autonomic disturbances, cognitive dysfunction,
hypersensitivity to external stimuli, somatic symptoms,
and psychiatric disorders) [2]. Despite the fact that the
etiopathogenesis of FM remains unclear, an amplified pro-
cessing of and/or decreased inhibition of nociceptive stim-
uli at multiple levels in the nervous system has been stated
[2, 5]. This dysregulation of the nociceptive system may be
a product of a combination of interactions between neuro-
transmitters, cytokines, hormones, the autonomic nervous
system, behavioral constructs, and external stressors [6].
All these complex symptoms may have an impact on daily
life activities for the subjects affected by FM, decreasing
their quality of life and causing changes in living habits
and daily routines [7]. According to the American College
of Rheumatology (ACR) [8], the diagnosis of FM is based
on four core points: (1) Patient’s identification of general-
ized pain in, at least, 4 out of 5 regions; (2) Symptoms
have been present at a similar level for, at least, 3 months;
(3) Score in the Widespread Pain Index (WPI) > 7 points
and Symptom Severity Scale (SSS) > 5 points, or WPI of
4-6 and SSS >9; In addition, (4) a diagnosis of FM does
not exclude other clinically important conditions. One of
the main reasons behind the therapeutic failure in the man-
agement of FM is the unsatisfactory or deficient commu-
nication between patient and the healthcare provider, fact
that lessens or hinders patient’s adherence [9].

In the past decades, several clinical practice guidelines
(CPGs) have been published with the aim of providing
evidence-based recommendations for the management
of FM, from the initial approach by the American Pain
Society (APS) in 2004 [10] to the most recent publica-
tions by the Italian Rheumatology Society (SIR) [11] and
the European Alliance of Associations for Rheumatology
(EULAR) [12]. A common approach shared by the differ-
ent CPGs published is that the treatment should focus on
improving health-related quality of life, whilst the first line
treatment should be non-pharmacological management
considering dimensions as availability, cost, safety issues
and patient preference [11, 12]. Education, understood
as providing information about the disease and certainty
about the prognosis, is considered the core of the treatment
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[12]. Patients usually express that better self-understand-
ing their condition would lead to greater well-being [13],
and that, conversely, the experience of invalidation and the
inability to receive answers may have a negative impact on
health-related outcomes as anxiety and/or depression [14].
Moreover, psychological therapies as behavioral-cognitive
therapy or mindfulness-based stress reduction programs
could be used as a part of multicomponent treatment,
whether in cases of poor levels of initial improvement, or
in patients with mood disorders (e.g. pain-related depres-
sion or catastrophizing) [12]. These strategies are not only
effective in improving depression, anxiety, or sleep disor-
ders but, moreover, they channel the adoption of an active
role in the management of the pathology from the patient,
which is of paramount importance [15-17]. Thus, a com-
mon characteristic shared by CPGs is that the therapeutical
approach of FM should be patient-centered, even though
the latest publications evince that that FM is not always
addressed in this manner [18].

Concerning the pharmacological approach, pregabalin,
and duloxetine are considered the most effective drugs
for the management of FM, due to both their effects in
improving the symptoms derived (e.g., pain or depression)
and the low rate of adverse effects caused [19]. Also, ami-
triptyline and cyclobenzaprine are effective in improv-
ing sleep quality, fatigue, and the general quality of life
[20, 21], whereas Nonsteroidal Anti-Inflammatory Drugs
(NSAIDs) and paracetamol are no longer recommended in
the therapeutic approach of primary pain disorders, includ-
ing FM [11, 12].

Focusing on the specific physiotherapy-based manage-
ment included in CPGs, physical exercise (either strengthen-
ing and aerobic resistance training) is considered in CPGs
as the management strategy with the highest degree of rec-
ommendation, since it improves pain and physical function
[22, 23] Although its ideal posology remains unclear, two or
three sessions of 30—45 min of physical activity with mild-
to-moderate intensity could be an effective strategy [24].
Other strongly recommended physiotherapy approaches are
thermal therapy, acupuncture, or hydrotherapy, since their
improvement in pain, anxiety, depression, fatigue, sleep,
physical function, or quality of life have been explored and
confirmed [11, 25-27]. Even though physiotherapy plays
a fundamental key role in the management of FM, several
treatments do not incorporate physiotherapy, and many
patients receiving physiotherapy as a part of the thera-
peutic strategy disclose having had bad experiences [28].
Numerous barriers have been identified when implementing
research into clinical practice: time constraints, low levels
of self-efficacy towards evidence-based practice activities,
or negative perceptions about research, amongst others
[29-31]. This failure to follow evidence-based recommen-
dations could lead to an “evidence-to-practice gap”.
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The different approaches of health professionals to FM
have been explored. In the UK, the PACFiND study [32]
found that, after patient’s education, pharmacological treat-
ment is the most common therapeutical approach used with
FM by healthcare professionals from the National Health
Services (NHS), while solely 33,33% of them provide non-
pharmacological interventions such as structured exercise,
psychological therapies, and multicomponent programs.
In China, eighty percent of the respondents to the study of
Mu et al. [33] declared having difficulties in treating FM
patients. Concerning the specific approach focused on physi-
otherapists, Alodiabi et al. [34] have recently studied the
level of knowledge on FM specifically among physiothera-
pists, evidencing little knowledge and lack of confidence in
assessing and managing FM cases. The operational assess-
ment of the professional adherence to CPGs is not stand-
ardized; however, recent studies have based its evaluation
on a three-section structured survey, encompassing demo-
graphic data, coverage of adherence based on clinical cases,
and level of agreement with CPG-based statements [35, 36].
To date, no research has delved into the level of knowledge
and the degree of adherence to CPGs for FM that physi-
otherapists have in Spain. Therefore, the main objective of
the current study was to evaluate the level of knowledge
and adherence to CPGs on FM of physiotherapists in Spain.

Methods
Design

A cross-sectional study using an ad-hoc online survey was
implemented, with the aim of exploring the level of knowl-
edge and compliance/adherence to CPGs of Spanish physi-
otherapists with respect to FM [11, 12]. The questionnaire
was developed in Spanish (see Annex 1; also provided in
English as Supplementary Material—see Annex 2-) accord-
ing to the recommendations of the International Handbook
of Survey Methodology [37]. First, the latest GPCs on the
therapeutic management of the condition were identified
and explored in depth [11, 12]. Subsequently, the general
structure of a three-section survey aiming to collect data
on sociodemographic data but, more specifically, to cap-
ture the level of adherence and to cover the agreement with
the different statements observed by the CPGs was adopted,
based on the methodology recently implemented by Battista
et al. [35] and Caffini et al. [36] on different conditions,
namely osteoarthritis and ankle sprains, respectively. The
general recommendations of the STROBE guidelines for
observational studies and the CROSS Checklist for Report-
ing of Survey Studies were followed [38, 39]. This study
was carried out following the principles of the Declaration

of Helsinki and obtained approval from the Ethics Commit-
tee of the University of Murcia under the code 3854/2023.

Participants

To be included in the study, participants had to provide
their consent to participate in the study. Inclusion criteria
included current professional activity as a physiotherapist
in Spain and having treated at least one subject affected by
FM in the 2-year timeframe prior to the study onset. Those
professionals having provided at least a negative answer to
one of these two questions could not continue the survey and
received a thank you message.

Participants were recruited by different sources: contact-
ing them on a one-by-one basis through their professional
email addresses (throughout the contact details of the differ-
ent clinical settings registered on the official website of the
professional associations of Physiotherapy of the different
Spanish autonomous communities). Also, the hyperlink to
the questionnaire was provided through the intermediation
of the professional associations to the emails of the regis-
tered professionals of 7 of the 17 autonomous communities
in Spain. Finally, the authors also encouraged its dissemina-
tion on different socio-professional networks.

Procedure

Data for this study were collected through an electronic
ad-hoc survey created with Google Forms, a secure web
application for building and managing online surveys and
databases in compliance with General European Data Pro-
tection Law [40]. Data were collected between September
2023 and January 2024. Prior to answering the survey, a
cover letter was included with specific information on the
purpose of the study, and participants were provided with
the corresponding informed consent.

The questionnaire was divided into three sections (see
Annex 1) based on the structure and procedure followed in
previous research [35, 36]:

1. Section I (questions 1-12) was subdivided into subsec-
tion A, which included information about the study and
the informed consent, and subsection B, which requested
sociodemographic data.

2. Section II of the survey (questions 13-15) requested
professionals on how they would handle a clinical case
using clinical vignettes. The clinical case presented a
patient diagnosed with FM and provided data on her
socio-demographic characteristics and symptoms. The
respondent was asked to indicate, out from the options
on a list, what aspects he/she would include in the
assessment, treatment, and decision of the length of the
therapeutic approach. Clinical vignettes are valid and
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acceptable tools for measuring clinical decision making
and adherence to evidence-based practice [41].

3. In Section III (questions 16-39) participants were
requested to choose their level of agreement with a
series of 24 statements using a 5-point Likert scale, in
which “1” meant “completely disagree” and “5” stood
for “completely agree”. Participants were considered to
agree with the statements whenever the score was 4-5
and, conversely, to disagree with the statements if the
score ranged in a 1-to-3 range. Furthermore, to limit
acquiescence bias, that is, the tendency to agree with all
research statements in the survey [42], seven inverted
statements out of a total of 24 were included in section
III of the questionnaire, so that disagreement with those
statements (scores 1-2) indicated in fact agreement with
the CPGs. The questions in section II and III were asked
based on the EULAR and SIR CPGs on the diagnosis
and management of fibromyalgia [11, 12]. Table 1 dis-
plays the different statements and recommendations
based on both CPGs.

The survey was initially tested by the six authors of the
current study and, subsequently, by ten professional physi-
otherapists specialized in musculoskeletal rehabilitation, so
that they could review and make a qualitative assessment of
each of the items, the response options, and the structure of
the entire content of the questionnaire. After reviewing and
assessing the clarity, comprehensibility, and appropriateness
for the target-group of the questionnaire, the aforementioned
professionals confirmed both face validity (whether a test
appears to measure what it is supposed to measure) and
content validity (the extent to which and instrument covers
all relevant parts of the construct it aims to measure). The
professionals took a mean length of 4 min 53 s to implement
the questionnaire.

Variables

The main objective of the current research was to describe
the knowledge and adherence to current CPGs and recom-
mendations for Spanish physiotherapists in patients with
FM. The responses provided by participants were compared
to the EULAR and SIR recommendations [11, 12], to estab-
lish the level and extent of agreement. In section II, scores
were compared to those from the EULAR and SIR CPGs
[11, 12], and subjects were classified as 'adherent' (selection
of all the actions recommended by the CPGs and having
selected none of those not recommended, i.e., participants
were considered as “adherents” whenever all the options
marked were indeed recommended -which entails that they
could not have marked all the recommended actions, but
solely a percentage of the recommended items-), ‘partially
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adherent’ (whenever participants marked recommended
options alongside “neutral statements”) and ‘non-adherent’
(whenever at least one of the “weak against recommenda-
tions” or “strong against recommendations” were selected,
or if they decided either not to treat the patient or to treat
him/her for fewer than five sessions) [35]. Concerning the
“controversial statements” found, these were not taken into
account, given the divergence of opinion between both CPGs
used as the gold standard in the current research.

Statistical analyses

A descriptive analysis of the characteristics of the sample
(section I) was implemented. Frequencies and percentages
were displayed for the qualitative variables and mean and
standard deviation values were calculated for the quantita-
tive variables.

In section II, participants were classified as ‘adherent’,
‘partially adherent’ and ‘non-adherent’, and the frequencies
and descriptive statistics of each subcategory were compared
through Chi-square tables and ANOVA tests, respectively.

Concerning section III, participants who totally or par-
tially agreed with a statement (score 4-5) or partially or
completely disagreed with the opposite (score 1-2) were
considered to globally agree with the recommendations of
the CPGs. The overall consensus with each statement was
investigated. In the absence of a standard threshold, a>70%
agreement with a statement was adopted as consensus [43].

All analyses were performed using IBM SPSS Statistics
for Windows, Version 28.0 (Armonk, NY, USA: IBM Corp;
2016), with a p-level of significance set at p <0.05.

Sample size was also calculated as of the formula per
finite populations [44]. Calculation was based on the cur-
rent population of physiotherapists in Spain, correspond-
ing to a total number of 62,691 professionals overall [45].
Considering a 95% Confidence Interval, and a 7% margin
of error [46], the minimal sample size needed consisted of
196 subjects.

Results

A total of 295 physiotherapists initially responded, among
which 240 (81.35%) met inclusion criteria and were sub-
sequently surveyed of the three sections in our study (see
Fig. 1). The total sample surveyed (240 subjects; mean
age + standard deviation=37.21 + 12.98) was gender-bal-
anced (106 men, 44.16%; 134 women, 55.83%). Exactly 50%
(n=120) of the sample had had previous experiences with
reading and/or applying at least one CPG in the field of FM.
Table 2 displays the main characteristics of the participants.

In Section II of the survey, the ‘adherent’ group (i.e.
professionals providing the FM-affected subjects with all
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Table 1 Summary of recommendations according to SIR and EULAR

Level of evidence

SIR EULAR
Assessment and evaluation

For recommendations
Assessment of pain, function, comorbidities and psychosocial context v v
Abidance of laboratory tests and radiographic analysis A\ Undisclosed

Weak against recommendations Tender points

examination
Strong against recommendations
Neutral statements (not disclosed): neurological examination, gait and posture assessment
Treatment and management

For recommendations
Global pharmacological treatment 1 *ok
Physical therapies
Aerobic resistance training 1 ook
Strengthening exercise 1 o
Water activity/water jogging 1 ok
Thermal therapy I wE
Psychological Therapies
Behavioral-cognitive therapy and occupational therapy I *E
Therapeutic writing I Undisclosed
Non-conventional therapies
Meditative movement therapies (qigong, yoga, tai chi) I *E
Mindfulness I *E
Acupuncture I *E
Hydrotherapy I **
Return to work \Y% Undisclosed
Self-management and promotion of self-efficacy I Not specifically defined
Patient education I *E

Weak against recommendations
Strong against recommendations

Controversial statements: hypnosis, guided imagination

Biofeedback, massage
Homeopathy, chiropractic

I Hypnosis: weak against;
guided imagination: strong
against

Neutral statements (not disclosed): stretching, postural reeducation, magneto therapy, ultrasounds, electrotherapy, trigger points

SIR follows the Oxford levels of evidence: I. From meta-analysis of randomised controlled trials or from at least one randomised controlled
trial; II. From at least one controlled study without randomisation or from at least one cohort study; III. From at least one case—control study;
IV. From case-series or poor-quality cohort and case—control studies; V. From expert committee reports or opinions and/or clinical experience of
respected authorities. EULAR follows either the aforementioned Oxford system, or the following one

*It has limited evidence
**t has some evidence
*#*]t has quite a lot of evidence

*#%%]t is supported by a lot of evidence

treatments included amongst the CPGs recommended treat-
ments) corresponded to 68 subjects of the sample (28.33%).
A total of 52 subjects (21.67%) were ‘partially adherent’
(since at least one of the “neutral statements” was included
within the assessment -neurological, gait and posture- or
management therapeutic strategy -stretching, postural reedu-
cation, magnetotherapy, ultrasounds, electrotherapy, trigger

points-), and the extant figures, i.e., a total of 120 sub-
jects (50.00%), corresponded to the ‘non adherent’ group.
Amongst them, 13 subjects proposed a therapeutic strategy
below 5 sessions, whilst 116 subjects chose massage and 8
physiotherapists specifically indicated chiropractic and/or
homeopathic approaches as part of the therapy (the three
aforementioned approaches are specifically indicated as
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Fig. 1 Study flowchart
n= 398

Subjects Initially Contacted

J

Initial Respondents
n- 295

<

Did not meet eligibility critenia (n= 55)
Reasons for exclusion

® Not active as a profesional (n=8)

® Not having treated patients with fibromyalgia in the last 2-yvear period (n=47)

n= 240

Subjects Meeting Inclusion Criteria

Study Participants
n=240

Table 2 Participants’ characteristics

Mean =+ standard devia-
tion; frequency (percent-

Participants’ characteristics (n=240)

age)
Sociodemographic variables
Age (years) 37.21+12.98
Gender (female) 134 (55.83)
Academic-professional variables
Professional experience (years) 15.4+7.06
Academic level of studies
Undergraduate degree 145 (60.41)
Master’s degree 86 (35.83)
PhD 9 (3.75)
Previous training in fibromyalgia (yes) 76 (31.66)
Having previously read clinical practice 120 (50.00)

guideline in fibromyalgia (yes)

“non-recommended” in the current guidelines); with the
aim of better understanding the physiotherapists’ beliefs
on FM, some questions on the assessment of the condi-
tion was also included, and the responses showed a high
number of professionals including, for instance, the evalu-
ation of tender points as a useful assessment-based strategy
(n=118; 49.16%), whilst its examination has little clinical
relevance and does not confirm a diagnosis of fibromyalgia
(level 5 recommendation) [11]. Since some responses over-
lapped (i.e.: some professionals, for instance, supported and
endorsed the use of chiropractic approaches and massage
concurrently), the final number of respondents included in
the ‘non adherent’” group accounted for 120 subjects overall.

Patient education (n =222), strength exercises (n=194),
and aerobic exercise (n=180) were supported and
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endorsed by a vast majority of professionals. Therapies
as stretching (an actual “neutral statement”) received 127
responses, whilst biofeedback, for instance, expounded
a lower number of responses (n=27). Other therapeutic
approaches diverting from the physiotherapy-based daily
clinical activity experienced a heterogeneous response
rate: cognitive-behavioral therapy accounted for 129
responses. Figure 2 displays the response rate for each
one of the different statements explored.

None of the sociodemographic variables differed
across the three groups (adherent vs partially adher-
ent vs non-adherent). As for the academic and profes-
sional characteristics, the years of professional experi-
ence did not account for differences (ANOVA: F=1.011,
p-value =0.471), whereas both the academic level of
studies (Chi-square =48.601, p-value=0.001) and hav-
ing had previous training in FM (Chi-square =151.011,
p-value=0.001) displayed statistically significant differ-
ences across groups.

Focusing on section III, overall consensus (i.e., equal
or above 70%) was reached for 15 out of 24 statements.
Amongst the nine statements below the threshold of 70%,
a total of seven corresponded to inverted statements. Thus,
solely two “true” statements did not reach the aforemen-
tioned threshold: “Weak opioids (tramadol), anticonvul-
sants/antiepileptics (pregabalin), serotonin and norepi-
nephrine reuptake inhibitors (fluoxetine, paroxetine and
duloxetine), as well as tricyclic antidepressants (amitrip-
tyline) and cyclobezaprine and cannaboids can be used
to modulate pain” reached 65% consensus, whereas “The
use of acupuncture is recommended” covered a consensus-
based percentage of 62%, as shown in Fig. 3.
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Fig.2 Response rate for each

recommendation statement o~ ASSESSM ENT & EVALUAT'ON s

(n=240) Psychosocial Context 224 (93.33%)
Pain 221 (92.08%)
Function 197 (82.08%)
Comorbidities 157 (65.41%)
Gait & Posture 145 (60.41%)

Neurological Evaluation

107 (44.58%)

~ TREATMENT & MANAGEMENT ~

Patient Education 222 (92.50%)
Strengthening Exercise 194 (80.83%)
Aerobic Exercise 180 (75.00%)
Self-management 177 (73.75%)
Behavioral-cognitive therapy 129 (53.75%)
Stretching 127 (52.91%)
Recommendation for Fibromyalgia Association 119 (49.58%)

Mindfulness

Postural Reeducation

117 (48.75%)

109 (45.41%)

Ultrasounds

Hydrotherapy 101 (42.08%)
Trigger Points 100 (41.66%)
Meditative therapies (gigong, yoga, tai chi) 98 (40.01%)
Balneotherapy and/or Thermal Therapy 53 (22.08%)
Acupuncture 47 (19.58%)
Electrotherapy 45 (18.75%)
Magnetotherapy 28 (11.66%)

Green: Recommended statements; Grey: Neutral Statements; Red: Advised-against Statements

Discussion and conclusion
Discussion

To the best of our knowledge, this is the first study to explore
the level of knowledge and adherence to CPGs in the field of
FM by physiotherapists in Spain.

In our study, exactly 50% (n=120) of the sample had had
previous experiences with reading and/or applying at least

one CPG in the field of FM. This finding is in line with pre-
vious research having stated that roughly one physiotherapist
out of two follows evidence-based recommendations in clini-
cal practice [47]. Furthermore, among those professionals
who adhere to CPGs, the implementation of those strategies
is not always adequately channeled, since recommendations
from CPGs do not have an automatic translation to clinical
practice, as expounded by Kristensen et al. [48], facts that
promote the so called “evidence-to-practice gap”.
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Fig.3 Overall consensus per statement

The level of knowledge and adherence seems to be condi-
tioned by both the academic level achieved and the existence
of a previous background and training on FM. Counterin-
tuitively, the years of professional experience do not dis-
play a significant impact in this respect. However, although
practical experience provides an outstanding substratum for
theoretical knowledge [49], the conceptualization of FM
has thoroughly and consistently evolved, in the last decades,
from a substrate of difficult-to-explain pain mixed with psy-
chosocial symptoms alongside the emergence of multiple
criteria to define the disorder, to the current paradigm of
the condition [50]. This double context could explain the
fact that some professionals with a relevant length of profes-
sional experience could subsequently not be updated despite
their wide experience.

Concerning the diagnosis of the condition, roughly half of
the respondents (n=118; 49.16%) selected pain on palpation
of the tender points as part of the examination, in line with
the findings displayed by other authors [32, 33, 51], even
though its inclusion as part of the diagnostic criteria has
been advised against in the last decades, because of its lack
of validity and/or clinical relevance [8, 11, 52]. Even though
the specific diagnosis is not a professional competence of
physiotherapists, the clear identification of the diagnostic
criteria for FM becomes of paramount importance, since
they are often first-line healthcare providers, i.e. patients
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70%

If there is improvement with exercise, continued continuation should be considered E | 99%
Passivity, lack of self-control and psychoafJective alterations can negatively influence the resuits H | 97%
Therapy should include education on the palhophplolopx and to promote self-management and self-contfol from the patient 95%
The main goal of therapy will be to improve health-related quality of life H 95%
The evaluation of the patient with fibromyalgia should include assessments on pain, function, romrbldm;s. and psychosocial context 93%
In cases with little improvement from the standard treatment, it is recommended to carry out a multimodalppproach l 93%
Non-pharmacological treatment of fibromyalgia is based on the active participation of the patient H 93%
Physical exercise, both strength and aerobic, is recommended . | 929%,
Fibromyalgia is characterized by chronic and widespread pain, along with fatigue, sleep and neurocognitive disturbances 90%
The use of meditation and mindfulness (meditation) should be considered - 88%
The use of cognitive behavioral therapy is recommended . 85%

* should be chosen according to sy 85%
I . 80%
Patient participation in Fibromyalgia associations should be encouraged 2 78%
In fibromyalgia, the presence of tissue damage cannot be observed . | 74%
Weak opioids, anticonvulsants, serotonin reuptake inhibitors, antidepressants can be used E 65%
The use of acupuncture is recommended | - 62%
The rehabilitation program should include the application of massage (inverted statement) . 58%
Palpation of the “tender points” is relevant (inverted statement) E 55%
Laboratory and imaging tests for diagnosis (inverted statement) e 50%
In acute phases, avoidance of physical activity (inverted statement, s 42%
Non-pharmacological trimnt as second line (inverted statement) H 40%
Chiropractic manipulations (inverted statement) | E 35%
Leave job (inverted statement, e 24%

commonly consult a physiotherapist in a “first intention”
fashion, which results in a safe, less expensive, and reliable
management model of care [53].

Focusing on the therapeutic approach, patient education
(n=222; 92.50%), strength training (n=194; 80.83%), aero-
bic exercise (n=180; n=75%), and self-management strate-
gies (n=177; 73.75%) were identified by the vast majority
of respondents. These findings are aligned with the state-
ments supported and endorsed by the most recent CPGs [11,
12], and run along similar lines to the findings expounded
in previous similar research in the field [34]. On another
note, therapies labelled as “neutral” received a heterogene-
ous level of support, with figures on a 3.75-52.91% range,
corresponding to ultrasound and stretching, respectively.
An interesting aspect in this framework is the similarity
on the percentage of respondents who selected palpation
of tender points as an exploration means (n=118; 49.16%)
and the treatment of trigger points as a therapeutic strategy
(n=100, 41.66%). This aspect may reinforce the idea that
both entities are frequently mistaken, as stated elsewhere
[54, 55]. Approximately 50% of the participants considered
massage as a useful therapeutic approach in the management
of patients with FM: this high response rate may be influ-
enced by the relevance of massage-therapy across university
curricula in Spain. Despite not presenting adverse effects,
its application is not recommended, given that no evidence
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on its potential impact on pain has been found [12]. Finally,
techniques with high levels of evidence and recommenda-
tion, such as acupuncture or balneotherapy, received low
support levels (22.08% and 19.58%, respectively). These
results are consistent with those from Alodiabi et al. [34],
in which less than 30% of the participants endorsed and sup-
ported the use of acupuncture. Furthermore, the manage-
ment of FM involves other healthcare providers [56] and,
consequently, physiotherapists should be aware of potential
concomitant aspects (i.e., worsening of symptoms, or mental
health issues) to eventually refer the patient to a rheumatolo-
gist or psychiatrist for an integral approach.

As far as the consensus of the different statements is con-
cerned, the application of acupuncture and the use of phar-
macological treatment, for instance, did not reach the thresh-
old of consensus. The lack of consensus on acupuncture
seems congruent and foreseeable in view of the low level
of support received by the therapy in the previous section.
A feasible explanation lies on the fact that acupuncture is
usually excluded from the study plans of the university cur-
ricula of Physiotherapy degrees in Spain, and its training is
usually provided by means of postgraduate and professional
specific courses after graduation [57]. On another note, the
lack of consensus concerning the use of pharmacological
treatment may respond to a commonly-shared aspect from
different Physiotherapy degrees across most universities in
Spain: no specific training on pharmacology is approached
in the degree, since physiotherapists are solely allowed to
indicate, use, and authorize, autonomously, medications not
subject to medical prescription, which widely hinders the
competence of dispensing and, subsequently, the specific
need for a thorough training in this discipline, in contrast to
the professional competences of physiotherapists in other
health-care systems [58]. However, and despite the fact that
pharmacological treatment is not considered the first line of
action in the management of FM [11, 12], a deeper under-
standing of the pharmacological interactions and potential
adverse events from physiotherapists would be not only rel-
evant but advisable for a better global management of the
condition.

The results stemming from our study should be inter-
preted in the light of its methodological limitations. First,
one of the potential exclusion criteria corresponded to sub-
jects not having treated at least one patient with FM in the
last 2 years. This criterion aims to select professionals with
a certain recent contact with the condition. However, the fact
that professionals with an adequate theoretical and/or aca-
demic training on the condition could have been potentially
excluded because of their lack of therapeutical experience
remains possible. Secondly, the sample size selected may
be observed as relatively low, but both the minimum sam-
ple size calculated and the representation of 16 out of 19
regions -17 regions plus two autonomous cities- of Spain

in the sample support and endorse the inferential potential
of the results stemming from the current study. Third, the
criterion for classification as “non-adherent”, although con-
gruent with previous research, could be observed as poten-
tially “severe”, since some of the study participants solely
selected one non-recommended therapy among a wide range
of recommended therapies, fact that made them ‘tilt’ into the
“non-adherent” group. Finally, the potential professional-
based social desirability response bias was not controlled
in the current study. Since this bias is common and inherent
to questionnaires and survey-based studies, future research
could delve into the methods suggested to avoid or minimize
the potential impact of its effects [59].

The main impact stemming from the results of the current
study is based on the possibility to objectify the “picture” of
the current therapeutic approach to fibromyalgia by physi-
otherapists in Spain, in a first step to improve the treatment
strategies and to enhance the bonds between scientific evi-
dence and clinical practice. Future research should focus on
factors facilitating and hindering the implementation of the
existing scientific evidence in daily clinical practice in the
field of FM. This fact could enhance and improve the gen-
eral picture of the physical therapy approach of the condi-
tion, leading to the implementation of tailored interventions
and resulting in better care for patients with fibromyalgia.
University-based study plans could also be updated and
enhanced in terms of evidence-based practice, to empower
new graduates with better knowledge on the management of
FM, in accordance with the most current scientific evidence.

Conclusion

Our findings highlight the presence of an acceptable level of
knowledge and adherence on clinical practice guidelines in
the field of fibromyalgia among physiotherapists in Spain.

Practice implications

Our results also reveal the existence of an evidence-to-prac-
tice gap in the field, with potential room for improvement.
Further efforts on promoting and reinforcing the importance
of evidence-based therapies are needed, from university
teaching plans to clinical updates for daily practice.
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