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 “No conozco un valor mayor que el necesario para 

mirar dentro de uno mismo” 

 

“I don’t know highest courage that necessary to look 
inside oneself” 

Osho 
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ABSTRACT   

Fibromyalgia is recognised as one of the major common causes of disability behind 

osteoarthritis. There is a need to expand the knowledge of physiotherapeutic 

approaches in fibromyalgia. The aim of this thesis is to assess the clinical outcomes 

and experiences of Basic Body Awareness Therapy (BBAT) in people suffering from 

fibromyalgia. The specific aims are: a) review clinical trials about the effectiveness of 

body awareness in patients suffering from fibromyalgia, b) evaluate the effectiveness 

of BBAT in relation pain, movement quality, psychological function and quality of 

life, c) analyse the experiences of a group of patients with fibromyalgia in relation to 

BBAT, d) explore the implementation of BBAT education in the University Bachelor. 

   This thesis has been developed in four scientific articles which have been 

conducted using different methodologies. 1) a systematic review of clinical trials 

about the effectiveness of body awareness in patients suffering from fibromyalgia. 2) a 

randomized clinical trial which comparing the effects of BBAT with treatment as 

usual. The quantitative variables were assessed before intervention, post-test 

immediately measured after intervention, and follow-ups at 12 and 24 weeks. 3) 

qualitative data was collected from a BBAT group of patients with fibromyalgia which 

were interviewed individually and in groups. 4) qualitative study on the experiences of 

physiotherapy students enrolled in a  BBAT introduction course. 

  This thesis has shown that Body Awareness Therapies may be applied as an 

intervention for people suffering from fibromyalgia in relation to pain, sleep quality, 

fatigue, anxiety, depression and quality of life. Moreover, there were significant 

differences in the level of pain, movement quality and anxiety when people suffering 

fibromyalgia received a BBAT intervention. BBAT might be an effective and a safe 

intervention for this group of people. 
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RESUMEN   

La fibromialgia está reconocida como una de las mayores causas de incapacidad 

detrás de la osteoartritis. Existe una necesidad de expandir el conocimiento 

fisioterapéutico en la fibromialgia. El objetivo de esta tesis es evaluar los 

resultados clínicos y experiencias de la Terapia de Conciencia Corporal Basal 

(TCCB) en pacientes que sufren fibromialgia en comparación con el tratamiento 

habitual. Objetivos específicos son: a) revisión de los ensayos clínicos sobre la 

efectividad de las terapias de conciencia corporal en pacientes diagnosticados de 

fibromialgia, b) evaluar la efectividad de TCCB en relación al dolor, calidad de 

movimiento, funciones psicológicas y la calidad de vida, c) analizar las 

experiencias de un grupo de pacientes con fibromialgia en relación a TCCB, d) 

explorar la implementación de un curso de TCCB en el grado de fisioterapia.  

Esta tesis ha sido desarrollada en 4 artículos científicos los cuales han 

sido elaborados a través de diferentes metodologías. 1) una revisión sistemática 

de los ensayos clínicos sobre la efectividad de las terapias de conciencia corporal 

en pacientes con fibromialgia, 2) un ensayo clínico randomizado en el cual se 

compara los efectos de TCCB con el tratamiento habitual. Las variables 

cuantitativas fueron valoradas antes, después de la intervención, a las 12 y 24 

semanas. 3) fueron recogidos datos cualitativos del grupo de TCCB que fue 

entrevistado individualmente y en grupo. 4) un estudio cualitativo sobre las 

experiencias de estudiantes de fisioterapia que cursaron un curso introductorio de 

TCCB 

 Esta tesis ha demostrado que las terapias de conciencia corporal pueden 

ser una intervención efectiva para pacientes con fibromialgia en relación al dolor, 

la calidad del sueño, la fatiga, ansiedad, depresión y calidad de vida. Además, 

existen diferencias significativas en el nivel del dolor, calidad de movimiento y 

ansiedad cuando personas con fibromialgia reciben una intervención de TCCB. 

TCCB puede ser una intervención efectiva en pacientes diagnosticados de 

fibromialgia.  
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RESUM 

La fibromiàlgia està reconeguda com una de les majors causes d’incapacitat 

darrera de la osteoartritis. Existeix una necessitat d’expandir el coneixement 

fisioterapèutic sobre la fibromiàlgia. L’objectiu d’aquesta tesis es evaluar els 

resultats clínics y experiències de la Teràpia de Consciència Corporal Basal 

(TCCB) en pacients amb fibromiàlgia en comparació amb el tractament habitual. 

Objectius específics són: a) revisió dels assajos clínics sobre l’efectivitat de les 

teràpies de conciència corporal en pacients diagnosticats de fibromiàlgia, b) 

evaluar l’efectivitat de TCCB en relació al dolor, la qualitat de moviment, 

funcions psicològiques i la qualitat de vida c) analitzar les experiències d’un grup 

de pacients amb fibromiàlgia en relació a la TCCB, d) explorar la implementació 

d’un curs de TCCB al grau de fisioteràpia. 

Aquesta tesis ha sigut desenvolupada en 4 articles científics els quals han 

sigut elaborats a través de diferents metodologies. 1) una revisió sistemàtica dels 

assajos clínics sobre l’efectivitat de les terapies de conciència corporal en 

pacients amb fibromiàlgia, 2) un assaig clínic randomitzat en el qual es compara 

els efectes de la TCCB amb el tractament habitual. Les variables van ser van ser 

mesurades abans, després de la intervenció, a les 12 i 24 setmanes. 3)  van ser 

recollides dades qualitatives del grup de TCCB que va ser entrevistat 

individualment i en grup. 4) un estudi qualitatiu sobre les experiències dels 

estudiants de fisioteràpia que van cursar un curs introductori de TCCB 

 Aquesta tesis ha  demostrat que les teràpies de conciència corporal 

poden ser una intervenció efectiva per pacients amb fibromiàlgia en relació al 

dolor, qualitat del son, fatiga, ansietat, depressió i qualitat de vida. A més, 

existeixen diferències significatives en el nivell de dolor, qualitat de moviment i 

ansietat quan persones amb fibromiàlgia reben una intervenció de TCCB. TCCB 

pot ser una efectiva i segura intervenció en pacients diagnosticats de fibromiàlgia. 
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 INTRODUCTION 

 
 
Physiotherapy has experienced a significant development in recent 

decades, especially since 1981, when it was implemented in higher 

education1 in Spain. The increasing quantity and quality in both 

research and education led the profession to divide into 

specialisations. Among the specialties established in physiotherapy, 

mental health has emerged as a new area of specialisation for 

physiotherapists not only in Spain but worldwide2.  

Physiotherapy in mental health is implemented in different 

health settings such as psychiatry and psychosomatics. It is person-

centred and is provided for children, adolescents, adults and older 

people with mild, moderate or severe, acute and chronic mental 

health problems, in primary and community care as inpatients or 

outpatients. Physiotherapists in mental health provide health 

promotion, preventive health care, treatment and rehabilitation for 

individuals, groups and in group therapy settings. Physiotherapists 

in mental health create a therapeutic relationship to provide 

assessment and services specifically related to the complexity of 

mental health within a supportive environment applying a model 

that includes biological and psycho-social aspects. The aim of 

physiotherapy in mental health is to optimise well-being and to 
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empower the individual by promoting functional movement, 

movement awareness, physical activity, and exercises, bringing 

together physical and mental aspects. Physiotherapists in mental 

health contribute to the multidisciplinary team and inter-

professional care. Physiotherapy in mental health is based on the 

available scientific and best clinical evidence3. 

 

 Physiotherapy in Mental Health 

Although in the twentieth century physiotherapy in mental 

health was included in mental health services, physiotherapists in 

Spain usually treated other chronic conditions in patients with 

psychiatric diseases. In other European countries, physiotherapists 

developed different treatment methodologies under the 

specialisation of mental health. In Norway, the main authorities in 

the field were Bülow-Hansen and Heir-Bunkan who created 

Norwegian Psychomotor Physiotherapy4. Another Scandinavian 

developer was the Swede Roxendal who published the first PhD 

thesis about physiotherapy in mental health in 1985, creating the 

Basic Body Awareness Therapy and Body Awareness Scale5. In 

1998 and 2001, respectively, the Swedish physiotherapists Mattson 

and Lundvik-Gyllensten published their PhD theses6,7 about clinical 

settings of physiotherapy in mental health. In 1990 the Norwegian 



9 
 

physiotherapist Skatteboe published her master’s thesis8 about the 

experiences of Basic Body Awareness Therapy (BBAT) group in 

patients suffering from chronic neurosis and personality disorder. In 

1999, the Norwegian Skjærven wrote her master’s thesis9 about the 

dimensions of movement quality. Indeed, the Scandinavian 

countries have made great developments in the field of 

physiotherapy in mental health, which is a standard practice in 

mental health services. In addition, clinicians and researchers in 

other countries have contributed to the development of the 

physiotherapy specialisation in mental health, such as Dr. Probst, 

from Belgium, who in 1995 published his doctoral thesis10 on body 

awareness in patients suffering from eating disorders, and validated 

the measurement tool “Body Attitude Test”11 which is today used 

worldwide in the clinical practice of eating disorders and has been 

translated into more than 20 languages. Probst had led countless 

researches and created different evaluation techniques to apply in 

patients suffering from eating disorders12,13. 

Since 2011, the International Organisation of Physical 

Therapists in Mental Health (IOPTMH) has existed as an official 

subgroup of the World Confederation of Physical Therapy. It 

currently includes 20 member countries, which have organised 

subsections of physical therapy in mental health. The IOPTMH has 
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also organised the International Conference of Physiotherapy in 

Psychiatry and Mental Health since 2006. The conference has taken 

place in many countries every other year, as follows: 2006 Belgium, 

2008 Bergen, 2010 Lund, 2012 the United Kingdom, 2014 The 

Netherlands, and 2016 Spain.  

 

Mental Health Physiotherapy in Spain 

Spain is a country of 46 millions of inhabitants and about 46.000 

physiotherapists. As in many high-income countries, the prevalence 

of mental disorders among the Spanish population is increasing 

dramatically since the last decade, and at least the 20% of the 

population have suffered from mental disorders during their lives14. 

The Spanish Association of Physiotherapists in Mental Health 

(AEF-SM, according to the Spanish acronym) was built to improve 

health and quality of life in the society by advancing education, 

research, clinical practice and advocacy in the fields of 

Physiotherapy in Psychiatry, Psychosomatics and Mental Health. 

AEF-SM was officially launched during the 14th National Congress 

of Physiotherapy in April 2012 and was included in the National 

Register of Associations (number 600555). Additionally, AEF-SM 

was adopted as a subsection by the Spanish Association of 

Physiotherapists and it’s also the Spanish representative and 
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founding member of the International Organization for 

Physiotherapists in Mental Health.  

The Association is promoting the research field by organising 

national scientific meetings and disseminating research activities 

through its website (http://www.fisioterapiasm.es). A growing 

number of physiotherapists are preparing their PhD thesis since 

2007 when the first Spanish PhD thesis was published with the title 

“Physiotherapy in Mental Health: the effectiveness of a 

physiotherapeutic intervention in eating disorders”15. Spanish 

physiotherapists are also publishing research articles in both 

national and international scientific journals working together 

within an international network of colleagues from Belgium, 

Norway, Sweden, UK and Holland.  

In the field of education, AEF-SM is organizing training 

programs and providing support to educational institutions to 

promote specialized mental health physiotherapists nationwide. At 

the moment, Spanish Universities such as the Autonomous 

University of Barcelona, University of Salamanca, University of 

Malaga, University of Murcia, University of Almeria, Nebrija 

University and University of Lleida are actively providing 

educational programs on mental health. 
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 Basic Body Awareness Therapy 

The Scandinavian approach in mental health physiotherapy applies 

body awareness and psychomotor therapies. Body awareness 

therapies refer to a group of interventions sharing a common 

perspective that focuses on the internal subjective experience of the 

body16,17 encompassing balance, movement, concentration, 

massage, breathing, relaxation and body awareness. Body 

awareness therapies can be defined as body-oriented therapeutic 

approaches using a holistic perspective directed towards an 

awareness of how the body is used, in terms of body function, 

behaviour and interaction with oneself and others18,19. This group of 

interventions promotes physical, mental and emotional well-being. 

Examples of body awareness therapies are BBAT and Norwegian 

Psychomotor Physiotherapy20. 

BBAT is a health-oriented and person-centred approach with 

a focus on the patient’s resources5,21-22 from a multi-perspective 

view based on the biomechanical, physiological, bio-psychosocial, 

and existential perspectives22-23. These aspects mutually and 

simultaneously influence each other. BBAT is a movement 

awareness training approach in physiotherapy aiming to promote 

movement quality in daily life through self-exploration and self-

experience with a goal of learning new movement habits. 
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Understanding movement quality as the art of consciously being, 

doing, and relating to oneself and others results in a more functional 

daily life, relationships, and actions24. In BBAT, the physiotherapist 

focuses the guidance on postural balance, free breathing, and 

awareness to gain more functional movement quality and movement 

coordination25. 

 

Figure 1. The movement Quality Model (MQM): seeing movement quality as interacting 

processes23.  

Furthermore, BBAT includes a broad scope of daily life 

movements in different positions such as lying, sitting, standing, 

and walking, as well as relational movements and use of the voice. 

These movements are practised in therapy with other components 

such as rhythm, form, elasticity, flow, intention, and voice to gain 
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quality in the movements5,26,27. Assessment tools such as the Body 

Awareness Rating Scale (BARS)26 or Body Awareness Scale 

Interview (BAS-I)5 have also been used to observe the development 

of people. Basic Body Awareness Therapy is applied in multiple 

conditions such as psychosomatics,6,28,29 long lasting pain4,31 and 

mental health20,32. 

BARS shows high internal consistency, high inter-tester and 

test-retest reliability, and low measurement error33. The scale is 

composed of 12 movements that are evaluated with a score between 

1 and 7. A score of 1 is given to the most pathological and 

disharmonious coordination, and 7 to the most healthy and 

harmonious; 4 is the midpoint of the scale. The scale represents the 

four perspectives of the movement quality model; it gives a range 

from the biomechanical perspective (movements 1 to 3) to the 

physiological perspective (movements 3 to 5) to the psychological 

aspect (movements 5 to 7). Two main variables are evaluated: 1) 

psychomotor function through observation of movement quality, 

quantitative data arise from that variable 2) movement experiences 

through description of the immediate movement awareness 

experience; qualitative data arise from that variable. 

BAS-I is based on the Comprehensive Psychopathological 

Rating Scale (CPRS) created by Asberg34 and modified by 
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Roxendal5 to include some body-oriented items as well. It was 

validated by the Swede Dr. Lunkvik-Gyllensten35. The interview is 

structured and consists of 20 items. Fifteen items concern 

psychiatric symptoms and five are bodily oriented items, such as the 

description of the body and the attitude towards looks, body 

hygiene, functional ability, and exercise habits. Each item is rated 

on a four step scale, where 0 represents the absence of symptoms 

and 3 represents the greatest severity of a symptom7. 

Different authors have described the importance of 

awareness for BBAT14,23,37. Awareness can be defined as an 

attentive, relaxed, and alert presence, not analogous to 

concentration. Being aware means continually monitoring internal 

and external environments25. Movement awareness is defined as a 

precondition of movement quality expressed when the movement 

comes into contact with the body23.  

Moreover, the concept of body awareness involves an 

attentional focus on and awareness of internal body sensations. 

Body awareness can be defined as the subjective, phenomenological 

aspect of propioception and interoception that enters conscious 

awareness. It is modifiable by mental processes including attention, 

interpretation, appraisal, beliefs, memories, conditioning, attitudes, 

and affect18. In physiotherapy practice the concept of body 
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awareness includes the experience dimension of the body32. This 

can be viewed as the subjective body from the phenomenological 

perspective: We exist in our world through our bodies.  

BBAT is applied individually but also in group physiotherapy. 

According to Yalom37, the therapeutic factors are effective from any 

perspective in all models of group therapy and are common to all 

therapeutic models, including basic mechanisms of change38. 

Skatteboe8 identified five therapeutic factors most applicable to 

clinical work in relation to group therapy in BBAT: interpersonal 

learning, trust and confidence, group cohesion, altruism, and 

motivation. 

 

Fibromyalgia 

Fibromyalgia is a chronic condition causing widespread pain. It is 

recognised as one of the major common causes of disability. Daily 

life activities and movement quality are worsened in people 

suffering from fibromyalgia and its several symptoms are not well 

controlled by existing treatments39. The prevalence of fibromyalgia 

in the world population is 2.7% and it is higher in women (4.2%) 

than in men (1.4%)40. The standard clinical guidelines for 

fibromyalgia include both pharmacological and non-

pharmacological interventions. It was officially declared as a 
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syndrome by the World Health Organization in 199241. 

Fibromyalgia is associated with widespread pain, no restorative 

sleep, fatigue, cognitive dysfunction, and other somatic symptoms 

negatively impacting physical and emotional function and reducing 

quality of life. The classification criteria42 are generalised pain, 

defined as pain in at least four of five regions, with symptoms 

present at a similar level for at least three months scoring: a 

scoring widespread 5; or a widespread pain index of 4-6 and 

symptom severity scale score ≥ 9. 

Evidence-based guidelines43 suggest that fibromyalgia 

should be managed with a multidisciplinary approach, including 

pharmacological, psychological, and physiotherapeutic treatments. 

In the physiotherapy field, moderate aerobic strengthening exercises 

and stretching movements are recommended in clinical 

guidelines43,44 and systematic reviews45. According to the latter 

recommendations of the European League Against Rheumatism 

(EULAR), non-pharmacological therapy should be first-line 

therapy43. However, clinical trial evidence is lacking in 

rehabilitation techniques, although reviews have reported some 

benefits45,46. Additionally, while exercise is beneficial for those with 

fibromyalgia, patients continue suffering from symptoms 

throughout their lives, since, so far, interventions for fibromyalgia 
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only improve symptoms and quality of life. 

Most patients with fibromyalgia have difficulties managing 

activities at home, at work, and during leisure time. This affects 

quality of life, with a subsequent high degree of stress47. However, 

the way to cope with these difficulties is different in the 

fibromyalgia population. Some patients manage their disabilities by 

adapting to their limitation or by struggling with the problems they 

encounter in their daily life; others feel despair, as they no longer 

can cope with their symptoms, feel powerless, and are at risk of 

giving up47,48. 

Some clinical trials demonstrating the self-management of 

symptoms have been developed in people suffering from 

fibromyalgia whose function, symptoms, and, consequently, distress 

have been improved6,28,47. Hence, a qualitative analysis was 

necessary to explore the phenomenological experiences of patients 

with fibromyalgia.  

There is evidence that one’s mental state and stressors in 

daily life influence several physiological processes in the body, with 

impact on sensory-motor co-ordination and movement 

awareness49,50. Decreased awareness is reflected in dysfunctional 

movements and compensatory movement strategies51,52. According 

to Dropsy, this observation is named as the threefold contact 
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problem in subconscious and disharmonious psychomotor 

function24,50,53 relating to 1) the physical body, 2) the inner 

physiological and psychological life, and 3) the outer environment 

and relationship to other persons. All of this can be expressed in 

poor balance, blocked breathing, and dysfunctional movement 

quality as inadequate compensatory movement53.  

 

 Main and secondary objectives 

The main objective of this thesis is to analyse the effectiveness of 

BBAT in patients suffering from fibromyalgia.  

The following secondary objectives emerged and were 

accomplished among the following studies: 

Study 1. Effectiveness of body awareness therapies in patients 

suffering from fibromyalgia: a systematic review 

- Provide a summary of Body Awareness Therapies in patients 

with fibromyalgia 

- Compare the different therapies in relation to psychological 

and physiological symptoms. 

Study 2.  Basic body awareness therapy in patients suffering from 

fibromyalgia: a randomized clinical trial 

- Examine the effectiveness of BBAT in patients suffering 

from fibromyalgia in relation to 1) level of pain, 2) postural 
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pattern and quality of movement, 3) psychological 

perspective as anxiety and depression disease, and 4) quality 

of life. 

Study 3.  Experiences from group basic body awareness therapy by 

patients suffering from fibromyalgia: a qualitative study 

- Explore the qualitative phenomena of participants’ lives and 

how a group of patients suffering from fibromyalgia 

described their experiences from participating in BBAT 

treatment. 

Study 4. Introduction of Basic Body Awareness Therapy (BBAT) in 

the subject of Mental Health Physiotherapy in the fourth year 

bachelor education: a qualitative study 

- Study the experiences, attitudes, and beliefs of students 

regarding BBAT in an eight-hour introductory course to 

physiotherapy in relation to mental health within a 

bachelor’s programme. 
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General methodology 

  

One systematic review, one randomised controlled trial and two 

observational studies were conducted in 2015 and 2016, and articles 

were developed and submitted as a result. This research project was 

approved by the Ethics Committee of Clinical Research of the 

University Bellvitge Hospital (reference no. PR183/14). The clinical 

trial was registered in ClinicalTrials.gov (code NCT 02830295). 

The effects of BBAT in addition to treatment as usual (TAU) were 

studied in a randomised controlled trial. 41 patients with 

fibromyalgia were randomly assigned to control group (n= 21) and 

intervention group (n=20). The variables to study were pain, 

movement quality, anxiety, depression and quality of life. The 

assessments tools used were VAS, BARS, STAI, BDI, HAD and 

SF-36. 

 Current status of the studies’ publicationn  

 Study 1: “Effectiveness of body awareness therapies in patients 

with fibromyalgia: a systematic review”. Authors: Cristina 

Bravo, Daniel Catalan-Matamoros, Liv Helvik Skjaerven,  Luisa 

Guitard Sein-Echaluce. Submitted to European Journal of 

Physical and Rehabilitation Medicine in July 2017 and now 
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under  review. 

 Study 2: “Basic body awareness therapy in patients suffering 

from fibromyalgia: a randomised clinical trial”. Authors: 

Cristina Bravo, Anna Espart,  Liv Helvik Skjaerven, Luisa 

Guitard Sein-Echaluce, Daniel Catalan-Matamoros. Submitted 

to Physiotherapy Theory and Practice in January 2017 and is 

under second review. 

 Study 3: “Experiences from group basic body awareness therapy 

by patients suffering from fibromyalgia: a qualitative study”. 

Authors: Cristina Bravo, Daniel Catalan-Matamoros, Luisa 

Guitard Sein-Echaluce, Liv Helvik Skjaerven. Submitted to 

Physiotherapy Theory and Practice in July 2017 and is under 

review. 

 Study 4: “Introduction of Basic Body Awareness Therapy 

(BBAT) in the subject of Mental Health Physiotherapy in the 

fourth-year bachelor program: a qualitative study”. Authors: 

Cristina Bravo, Liv Helvik Skjaerven, Luisa Guitard Sein-

Echaluce, Daniel Catalan-Matamoros. The article is remained to 

adjust to Physiotherapy Journal in September 2017. 
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 Effectiveness of body awareness therapies in patients with 
fibromyalgia: a systematic review 

 Abstract 

Introduction: Fibromyalgia is a long-term condition that causes widespread pain 

and it is recognized as one of the major common causes of disability. The standard 

clinical guidance for fibromyalgia includes both pharmacological and non-

pharmacological interventions. In the latter, very different interventions are being 

implemented such as aerobic exercises, flexibility exercises, strength training, 

stretching and body awareness therapies. The aims of this review were to provide 

a summary of Body Awareness Therapies in patients with fibromyalgia and to 

compare the different therapies in relation to outcomes. 

Evidence acquisition: The search strategy was undertaken using the following 

databases until December 2016: Pubmed, Cinahl, PEDro, PsychoInfo and The 

Cochrane Library. Articles were eligible if they were randomized controlled trials 

(RCTs) compared body awareness therapies with another intervention. 

Evidence synthesis: two authors independently extracted data and assessed trial 

quality. 218 studies were found, twenty three of which met the inclusion criteria. 

Pain symptom was improved with body awareness therapies such as, Affective 

Self-Awareness, T’ai Chi, Yoga, Belly dance, strengthening programm, Resseguier 

method. Positive results in relation to psychological and physiological symptoms 

were showed too.  

Conclusion: this systematic review shows positives results in favour of body 

awareness therapies as adjunct treatment to usual care in patients who suffer from 

fibromyalgia. 

 Keywords 

Awareness, movement quality, pain, exercise, physical activity, physical therapy. 
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 Introduction  

Fibromyalgia is a long-term condition that causes widespread pain and it is recognized 

as one of the major common causes of disability. The activities of daily life and 

movement quality are worsened in people suffering from fibromyalgia being its several 

symptoms are not well controlled by existing treatments39. The prevalence of 

fibromyalgia in the world population is 2.7%40, higher in women (4.2%) than in men 

(1.4%). The standard clinical guidance for fibromyalgia includes both pharmacological 

and non-pharmacological interventions. In the latter, very different interventions are 

being implemented such as aerobic exercises, flexibility exercises, strength training, 

stretching and body awareness therapies46,54. Effectiveness of body awareness therapies 

have been assessed by several authorsman16,55,56.  

Body awareness therapies refer to a group of interventions sharing a common 

perspective that focuses on the internal subjective experience of the body18,19. Body 

Awareness Therapies can be defined as body-oriented therapeutic approaches using an 

holistic perspective directed towards an awareness of how the body is used, in terms of 

body function, behavior and interaction with self and others16,56. This group of 

interventions promotes physical, mental and emotional well-being. As examples of body 

awareness therapies are Basic Body Awareness Therapy and Norwegian Psychomotor 

Physiotherapy20. However, the classification of body awareness therapies remains 

unclear since there are other approaches and traditions in the field. Eastern approaches 

such as T’ai Chi, Qigong and Yoga are considered as meditative movement therapies 

which represent a new category of exercise defined by some form of movement or body 

positioning, focusing on breathing and a cleared or calm state of mind with a goal of 

deep states of relaxation57. Body Awareness Therapies are applied in physical therapy or 

rehabilitation departments across Europe providing services that develop, maintain and 

restore people’s maximum movement and functional ability. These departments help 

people at any stage of life, when movement and function are threatened by ageing, 

injury, diseases, disorders, conditions or environmental factors58. Consequently, authors 

of this article will consider as body awareness therapies those included in structured 
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rehabilitation programs with valid and reliable assessment tools. 

Body Awareness Therapies have shown positive outcomes in several pathologies 

such as cancer59 in terms of physical, psychological and immune function60, quality of 

life and bone density61. On the other hand, European movement approaches such as 

dance therapy, Feldenkrais and Alexander Technique62 or integrative dance therapies as 

biodance and aquatic biodance63 have also shown effectiveness in the rehabilitation 

programmes for fibromyalgia. Therefore, this systematic review intends to provide a 

summary of Body Awareness Therapies in patients suffering from fibromyalgia and to 

compare the different approaches in relation to clinical outcomes. 

 

 Evidence acquisition 

The study undertook a systematic review of randomized controlled trials according to 

the criteria of PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-

Analyses)64. Only randomized controlled trials examining body awareness therapies on 

the treatment of fibromyalgia were included. The articles were included according to the 

following criteria: a) studies with participants with a diagnosis of fibromyalgia by 

international classification of diseases with the code M79.0 such as rheumatism65; b) 

participants were treated with one body awareness therapy approach compared with 

placebo, control intervention or standard care using a randomized controlled trial (RCT); 

c) English language.  

Two independent reviewers searched in PubMed, CINAHL, The Cochrane 

Library, PEDro and PsycINFO from database inception to December 2016. The terms 

used were “fibromyalgia” AND “body therapy” OR “body awareness” OR “body mind 

therapy” OR “body awareness therapy” OR “movement therapy” OR “movement 

quality” in the text. The filter “clinical trial” was also used (see search strategy in Table 

1).  
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Table 1. Example of search strategy in PubMed 

 Search terms Items found 

#1 Search fibromyalgia 9508 
#2 Search body awareness 6332 
#3 Search body therapy 394090 
#4 Search body mind therapy 4511 
#5 Search movement therapy 186939 
#6 Search movement quality 22720 
#7 Search body awareness therapy 2857 
#8 Search (#2 OR #3 OR #4 OR #5 OR #6 OR #7) 

Filters: Clinical Trial 
66575 

#9 Search (#1 AND #8) Filters: Clinical Trial 172 
 
 

The reviewers screened the titles and abstracts of publications found in the 

databases and selected articles based on the eligibility criteria. As well as manual search 

was also performed through the cross-referencing with the studies selected in the 

previous search. In addition, to locate the unpublished research, we searched in 

websites. After selecting the articles based on the eligibility criteria, the studies were 

evaluated with the five-points Jadad scale66 to assess the completeness and quality of 

reporting of randomized controlled trials, as well as potential bias in the trials. A trial 

score of at least 3/5 is considered to be of sufficient quality.  

The body awareness therapy interventions had to include any of the following: 

t’ai chi, yoga, qigong, the Rességuier method, Mindfulness-Based Cognitive Therapy, 

Basic Body Awareness Therapy, Norwegian Psychomotor Therapy or a combination of 

these, as well as any other similar body awareness therapy. In this review, standard care 

was defined as care that people would normally receive in the community, hospital or 

primary centre according to clinical guidance.  

The information from the included studies was presented descriptively (see table 2). The 

study outcomes were classified according to the following aspects: a) physical aspects, 

which include level of pain, pain threshold and number of tender points; b) 

psychological aspects, such as quality of life, self-efficacy, depression and anxiety; c) 

physiological aspects, such as fatigue and sleep quality.  
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Table 2. Overview of included articles in patients with fibromyalgia 

Authors 
Participants 

Intervention 
group versus 

control 

Duration 
and follow-

up 

Intensity and 
Frequency 

Relevant outcomes (experimental 
versus control) 

Relevant 
instruments Adverse 

Effects 
Jadad Scale

Astin et 
al. 

(2003)67 

N=128  

♀  127  

♂ 1 

M=47.7 

Mindfulness 
+Qigong 

group =64 

Educational 
group=64 

8 weeks 

Measurem
ent 
baseline, 
8, 14, 24 
weeks 

2,5 hours  

1 x week 

Both groups showed statistical 
improvements in pain, FIQ, 
depression and total mialgic but not  
significant differences were found 
between groups 

FIQ, Total Myalgic 
Score, SF- 36 pain 
score, 6 minute walk 
test, BDI 

no 4/5 

Baptista et 
al. 

(2012)68 

N= 80♀ 

Age 18-65 

Belly dance 
group=40 

Control group= 
40  

16 weeks 

Measurem
ent 
baseline, 
16 and 32 
weeks 

1 hour  

2 x week 

Significant improvements in pain 
40%, quality of sleep, emotional 
aspects and mental health of SF-36. 
No significant differences were 
obtained about depression or 
anxiety. 

VAS, 6 minute walk 
test, FIQ, SF-36,  
BDI, STAI,  BDDE 

no 3/5 

Parra-
Delgado 

et al. 
(2013)69 

N= 33♀ 

Age 30-70  
M=52.6  

Mindfulness-
Based Cognitive 
Therapy 
(MBCT). 

 

 3 months 
Measurem
ents Pre-
test post-
test and 
follow-up 
3 months 

2 hours and 
half  

8 sessions  

Reduces depressive symptoms and 
this decrease is maintained over 
time. The value for lumbar pain 
intensity decreases significantly 
after treatment although this 
decrease does not continue in the 
follow-up. No change in pain 
intensity 

MINI, BDI, FIQ, 
VAS 

no 3/5 
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Table 2. Overview of included articles in patients with fibromyalgia 

 
 

Authors Participants 
Intervention 
group versus 

control 

Duration 
and follow-

up 

Intensity and 
Frequency 

Relevant outcomes (experimental 
versus control) 

Relevant 
instruments Adverse 

Effects 
Jadad Scale

Hsu  et al. 
(2010)70 

N= 45 ♀ 
Age 25-66  
M= 50.1 
 

Affective Self-
Awareness (ASA) 
intervention 
n = 24 
Control group n= 
21 

 6 months 
Measurem
ents  post-
test and 
follow-up 
6 months 

First: 90-min 
individual 
consultation 2 
hours  
1 x  week  

45.8% of treatment participants had 
at least 30% pain reduction, and 
20.8% had at least 50% pain 
reduction. The ASA group had less 
fatigue at post-treatment and had 
lower post- treatment and 6-month 
scores for the beliefs about pain. 
Improvements in both pain and 
physical function at 6 months  

BPI, SF-36, MFI-20, 
Beliefs about Pain 
Control 
Questionnaire, 
Dolorimeter 

no 4/5 

Liu et al 
(2012) 71 

N= 14 ♀ 
Age 20-70 
M=55.7  

Qigong group n=8 
Control Group: 
Sham Qigong n=6 

 6 weeks 
Pre-test 
and post-
test. 

45-60 min  
1 x week 

Feasibility of a specific Qigong 
exercise format. Improve pain, 
fatigue, sleep quality, and 
functional limitation 

SMPQ, MFI-20, 
PSQI, FIQ 

no 3/5 

Jones et 
al. 

 (2012)72 
N= 101 ♀ 

Age 20-70 
M=55.7 

8-form Yang-style 
T’ai chi program 
n= 51 

Education 
intervention n=50 

12 weeks 

 

Measurem
ents Pre-
test and 
post-test. 

 

 90 min  

2 x week   

Pain decreased significantly in the 
t’ai chi group. Improved in t’ai chi 
group: Sleep quality, all seven FIQ 
non-pain symptoms, Self-
assessment of physical function, 
three functional mobility measures: 
static and dynamic balance, and 
timed Get-Up-and-Go, self-efficacy 
(pain, function and other 
symptoms) 

BPI, ASES, PSQI, 
FIQ, TUG, body 
mass index 

no 3/5 
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Authors Participants 
Intervention 
group versus 

control 

Duration 
and follow-

up 

Intensity and 
Frequency 

Relevant outcomes (experimental 
versus control) 

Relevant 
instruments Adverse 

Effects 
Jadad Scale

Jones  et 
al. 

(2002)73 

N=68 ♀ 

Age 20-60 

strengthening 
program n= 28 

group control: 
stretching 
program n=28 

12 weeks 

Measurem
ents Pre-
test and 
post-test. 

 

60 min  

2 x week  

It was unable to determine 
statistically significant between 
group differences. Treatment group 
demonstrated statistically and 
clinically significant changes in 12 
measures. The control group 
demonstrated statistically 
significant changes in 6 measures  

Cybex II isokinetic 
dynamometer 
(Cybex Inc.), 2-
prong spring loaded 
caliper (Harpenden) 
VAS, BDI, QOLS, 
ASES 

no 3/5 

Maddali 
Bongi et 

al. 
(2010)74  

N=41    

M= 45.5 

38 ♀ 3♂ 

M= 51 

Resseguier group  

n= 22 

Control group 
n=19 

  2 months 

Pre-test 
and post-
test and 
follow-up 
of 6 
months. 

60 min  

1 x week 

It improved pain, movement, sleep 
and relaxation, assumption of 
analgesics, with the achieved 
results maintained after a 6-month 
follow-up 

SF- 36, FIQ, number 
rating scale 0–10 
(NRS- 0–10), HADS 

no 4/5 

Maddali 
Bongi et 

al. 
(2012)75 

N=30 
M=57.3 

Group 1: 
Resseguier 
Method (RM) 
and Qi gong 
(QG) n= 15 
Group 2: Qi gong 
and Resseguier 
Method n=15 

15 weeks 
Pre-test 
and post-
test and 
follow-up 
of 12 
weeks. 
 

 60 min RM 
and 45 min 
QG  
7 weeks= 
1xweek rest+ 
7 weeks  
 2 x week with 
a total of 10 
sessions  

RM and QG reduce pain, 
tenderness and disability and 
improve anxious symptoms. RM 
also ameliorates sleep quality and 
QG acts on depressive symptoms. 
Most of the results are confirrmed 
at a long term follow up. The 
comparison at the end of protocols 
(T2) were not different between the 
2 groups 

SF- 36, FIQ, number 
rating scale 0–10 
(NRS- 0–10), HADS 

no 3/5 
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Authors Participants 
Intervention 
group versus 

control 

Duration 
and follow-

up 

Intensity and 
Frequency 

Relevant outcomes (experimental 
versus control) 

Relevant 
instruments Adverse 

Effects 
Jadad Scale

Carson et 
al. 

(2010)76 
N=53 ♀ 

M=53.7 

Yoga group n= 25 

Standard care 
wait-listed =28 

8 weeks 

Measurem
ents Pre-
test and 
post-test 

120 min  

1 x week  

Improve FIQR symptoms pain, 
fatigue, stiffness, poor, sleep, 
depression, poor memory, anxiety, 
tenderness, poor balance and 
environment sensitivity. 

FIQR, PIGC, TMS, 
Timed Chair Rise, 
SCBT, CPAQ, CSQ, 
VMPCI 

no 4/5 

Wang et 
al. 

(2010)77 

N= 66  

56♀ 

10♂ 

M=50  

T’ai Chi group 
n=33 

Control group 
wellness 
education and 
stretching 
program n=33 

12 weeks 

Test at 
baseline, 
12 weeks 
and 24 
weeks 
follow up 

60 min Twice 
a week 

Significantly greater decrease in the 
total FIQ score -27.8%. The 
improvement in sleep quality was -
2.9 points. Also in 6-minute walk 
test was significantly better with a 
difference 44.4 yd. According SF-
36 physical component the 
difference between groups was 7.1 
points, in the mental component 
was 6.1 points. The grade of 
dysphoria was −5.9 points. 
Improvements with t’ai chi were 
maintained at 24 weeks. 

FIQ, SF-36, VAS, 
PSQI, 6 minutes 
walking test, 
Patient’s Global 
Assessment Score 
Physian’s Global 
Assessment Score 
Body mass index 
Center for 
Epidemiologic 
Studies Depression 
(CES-D) Chronic 
Pain Self-Efficacy 
Scale (CPSS)  

no 3/5 

Mannerko
rpi et al. 
(2004)55 

N=36 ♀ Qigong + body 
awareness 
therapy n=19 
Control group 
n =17 

3 months  1.5 hours 
Once a week 

Significant improvement in 
movement harmony for the 
treatment group (p = 0.03) 
 

Body awareness 
Rating Scale BARS, 
Fibromyalgia impact 
Questionnaire FIQ, 
Hand Grip test, Chair 
Test 

Experienced 
exacerbation of 
symptoms 
while standing, 
and/or 
difficulty in 
concentrating  

2/5 
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Authors Participants 
Intervention 
group versus 

control 

Duration 
and follow-

up 

Intensity and 
Frequency 

Relevant outcomes (experimental 
versus control) 

Relevant 
instruments Adverse 

Effects 
Jadad Scale

Toussaint 
et al. 

(2012)78 
N=44 

M= 48 years 
(27-56) 
91%♀ 

Amygdala 
retraining 

One 
month 

2.5 hours  

A training 
course 

Statistically significant 
improvements in scores for 
physical health, energy, pain, 
symptom distress, and fatigue 

Short Form-36 
Measure Yourself 
Medical Outcome 
Profile, 
Multidimensional 
Fatigue Inventory, 
Epworth Sleepiness 
Scale, and 
Fibromyalgia Impact 
Questionnaire. 

 2/5 

Kendall et 
al. 

(2000)79 

N=20 ♀ Mensendieck 
system group  

Body awareness 
therapy 

20 weeks 

Follow-up 
3 and 6 
months 

MS: 40 
minutes BAT: 
90 minutes  
MS twice a 
week 
BAT once a 
week 

The BAT group had improved 
global health at 18 months 
followup, but lower results than the 
MS group. The MS group had 
improved FIQ, ASES other 
symptoms, and pain at worst site at 
18 months followup. 

VAS, FIQ, ASES, 
Coping Strategies 
Questionnaire CSQ, 
Quality of Life Scale 
QOLS 

 

no 2/5 

Fontaine 
et al. 

(2010)80 

N=92 

88♀ 4♂ 

M= 
47.7±10.7 
years 

Lifestyle physical 
activity group 

Education control 
group 

Twelve 
weeks 

30 minutes 
Five to seven 
days each 
week 

LPA group reported significantly 
less perceived functional deficits (P 
= .032) and less pain (P = .006). 
There were no differences between 
the groups on the six-minute walk 
test (P = .067), fatigue, depression, 
body mass index, or tenderness. 

VAS, Fatigue Severity 
Scale (FSS), Center for 
epidemiologic Studies 
Depression Scale 
(CES-D), digital tender 
point examination, 
Body mass index, six-
minute walk test 

no 2/5 
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Authors Participants 
Intervention 
group versus 

control 

Duration 
and follow-

up 

Intensity and 
Frequency 

Relevant outcomes (experimental 
versus control) 

Relevant 
instruments Adverse 

Effects 
Jadad Scale

Carbonell
-Baeza et 

al. 
(2010)63 

N= 59 Biodanza 
intervention 
group (n=27) 

Usual care group 
(n=32) 

3 months 120 minutes 
Once a week 

significant improvement in pain 
threshold of the anterior cervical R 
and L and supraspinatus R and L 
tender points (all p < 0.05), 
algometer score (p = 0.008), tender 
point count (p = 0.002), body fat 
percentage (p = 0.001), and FIQ 
total score (p = 0.003) 

FIQ, SF-36, Vaderbilt 
Pain Management 
Inventory VPMI, 
Hospital Anxiety and 
Depression Scale 
HADS, General Self-
Efficacy Scale 
GSES, Rosenberg 
Self-Esteem Scale 
RSES 

no 1/5 

Hävermar
k et al. 

(2006)81 

N= 240 Physical therapy-
based educational 
programme 

10 weeks 120 minutes 
Twice a week 

Significant improvement on several 
symptoms when comparing before 
and after the programme, and at the 
time of follow up the patients' rated 
well-being was still improved 

FIQ no 1/5 

Horwitz, 
et al. 

(2006)82 

N= 36 Dance/movement 
therapy treatment 
(n=20) 

Control group 
(n=16) 

6 months 

8 months 
follow-up 

60 minutes 
Once a week 

In the self-figure drawings, 
significant differences were seen in 
the variables “amount of body 
details” and “amount of paper use 
in percent” 

Self-figure drawings 
CPRS, SOC, 
Swedish Universities 
Scale of Personality 
SSP, VAS, Global 
Assessment of well-
being and pain, 
Ranking dance/music 
and drawing 

no 2/5 
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Authors Participants 
Intervention 
group versus 

control 

Duration 
and follow-

up 

Intensity and 
Frequency 

Relevant outcomes (experimental 
versus control) 

Relevant 
instruments Adverse 

Effects 
Jadad Scale

Lopez- 
Rodriguez 

et al. 
(2013)83 

N= 59 Aquatic Biodanza 
group Stretching 
group   

12 weeks  60 minutes 
Twice a week 

Significant differences in the 
experimental group (P<.05) on 
sleep quality (49.7%), anxiety 
(14.1%), impact of fibromyalgia 
(18.3%), pain (27.9%), McGill 
(23.7%) and tender points (34.4%). 

Pittsburgh 
questionnaire, STAI, 
CESDS, VAS, 
Algometry and 
McGill, FIQ 

no 2/5 

Lopez- 
Rodriguez 

et al. 
(2012)84 

N=39 Aquatic Biodanza 
group (n=19) 

Stretching group  
(n=20) 

12 weeks  60 minutes 
Twice a week 

There were significant differences 
(P<.05) between groups, in pain 
(P<.01), fibromyalgia impact 
(P<.01), and depression (P<.04) 
after the treatment.  

FIQ,  McGill-
Melzack 
questionnaire, VAS, 
Pressure algometry 
Beck Inventory 

no 2/5 

Taggart et 
al. 

(2003)85 

N=21 T’ai Chi group 6 weeks 60 minutes 
Twice a week 

Statistically significant 
improvement in symptom 
management and health-related 
quality of life 

FIQ, SF-36,  no 1/5 

Ismael 
Martins et 

al. 
(2013)86 

Intervention 
group N= 12 
with 
fibromyalgi
aControl  
group N= 15 
no 
diagnosed 
of FM 

Weekly 
Interdisciplinary 
program  

12 weeks  60 minutes 
Once a week 

There was statistical difference 
between the groups in terms of 
efficacy post intervention WIP 

FIQ, VAS, Post-Sleep 
Protocol PSI, SF 12, 
HAD 

no 1/5 
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Fibromyalgia Impact Questionnaire (FIQ), Short Form 36 (SF-36), Beck Depression Inventory (BDI), Visual Analogue Scale (VAS), Mini International Neuropsychiatric 
Interview (MINI), Brief Pain Inventory (BPI), Body Dysmorphic Disorder Examination (BDDE), Short- FormMcGill Pain Questionnaire (SMPQ), Multidimensional Fatigue 
Inventory (MFI-20), Pittsburgh Sleep Quality Index (PSQI), Arthritis Self-Efficacy Questionnaire (ASES), 8-Foot Timed Get Up and Go (TUG), Quality of Life Scale (QOLS),  
Hospital Anxiety and Depression Scale (HADS), Patient Global Impression of Change (PGIC), Total Myalgic Score (TMS), Sensory Integration for Balance Test (SCBT), 
Chronic Pain Acceptance Questionnaire (CPAQ), Coping Strategies Questionnaire (CSQ), Vanderbilt Multidimensional Pain Coping Inventory (VMPCI), Present pain rating 
intensity (PPI) Patient’s Global Assessment Score, Physian’s Global Assessment Score, Center for Epidemiologic Studies Depression (CES-D), Chronic Pain Self-Efficacy 
Scale (CPSS) 

 
 

Authors Participants 
Intervention 
group versus 

control 

Duration 
and follow-

up 

Intensity and 
Frequency 

Relevant outcomes (experimental 
versus control) 

Relevant 
instruments Adverse 

Effects 
Jadad Scale

Creamer 
et al. 

(2000)87 

N= 28  Education/cogniti
ve-behavioural 
component + 
Relaxation + Qi 
Gong 

8 weeks 2.5 hours 
Once a week 

Significant improvement was seen 
in the Fibromyalgia Impact 
Questionnaire and a range of other 
outcome measures including tender 
points and pain threshold 

FIQ, VAS, Health 
Status RAND, BDI, 
Fibromyalgia 
Attitudes Index FAI, 
CSQ, Health 
Assessment 
Questionnaire HAQ, 
Physical Activity 
Recall Scale PAR 

no 1/5 
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 Evidence synthesis 

The initial electronic database search resulted in a total of 218 studies. Additional 

manual searches of reference lists and websites were also performed but did not provide 

any study. After the removal of duplicates, non-English language articles, non 

randomized clinical trials and movement therapy interventions, 195 were excluded and 

23 were finally included in this review.    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Flow chart of systematic review inclusion and exclusion. 

 

Records screened after duplicates and not relevant 
papers removed  (n= 38) 

Reasons for exclusion: 
Language - 6 
Not RTC - 47 
Not movement therapy 
intervention - 104 Full-text articles assessed 

for eligilibility by 
independent reviewers (n= 
23) 
 

Records Identified: December 
2016 

(n= 218) 
Cinahl  - 62 PEDro - 38 

Cochrane - 16 PsycoInfo - 31 
Pubmed - 71  

 

Studies included in the 
review 
(n= 23) 
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According to the Jadad Scale66 twenty three studies55,63,67-87 were considered to 

be of sufficient methodological quality (see table 2). The most important limitation was 

that no randomized controlled trial was conducted in a single or double-blind fashion. 

For measuring outcomes, all trials included a self-report measure of fibromyalgia 

symptoms. The most common assessment tools were Fibromyalgia Impact 

Questionnaire in 21 of 23 articles, Short-Form-36 in 8 articles, Visual Analogue Scale in 

10 articles, Beck Depression Inventory and Arthritis Self-Efficacy Questionnaire.  

Fibromyalgia Impact Questionnaire is held as one of the most sensitive tools to assess 

fibromyalgia course over the time and a key endpoint in clinical trials aimed at 

evaluating individual’s responsiveness to different intervention models88. The range of 

possible total scores is 0 to 10 of 10 items for the measurement of physical function and 

severity of symptoms.  

In total, 1344 patients who were suffering from fibromyalgia were included in 

the analyses. The studies also included community-based participants. The age range of 

the participants was between 20 and 77 with an average of 51.7 years. According to the 

gender of participants, there were 828 women, 22 men and in 494 the gender was not 

specified as eleven studies did not define the gender of the participants63,75,78,82–84,86,87. In 

all studies fibromyalgia was diagnosed using the criteria of the American College of 

Rheumatology (ACR) except the article of Ismael Martins86 that compared patients with 

fibromyalgia and patients diagnosed of pain. The duration of the interventions was 

between 8 weeks to eight months. Further information on the characteristics of 

participants is provided in table 1. 

 

 The effect on physical symptoms  

The outcomes related to physical symptoms of people suffering from fibromyalgia differ 

according to the therapy. In Affective Self-Awareness (ASA)70, 45.8% of treated 

participants showed at least 30% reduction in pain and the results were also maintained 

at six month follow-up. Moreover, Qigong71 improved the general pain and functional 

limitation in the FIQ score (p < .0125) over 6 weeks. This study compared two 

modalities of qigong and both improved the general pain and functional limitation. In 
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the other hand, another study55 which combined Qigong and body awareness therapy 

only achieved improvement in movement harmony, however this approach should be 

further analysed due to the small number of subjects and the high drop-out rate. 

Moreover, the program of a specific eight-form Yang-style t’ai chi72 also showed 

improvements in the level of pain, physical function, static and dynamic balance, and 

timed Get-up-and-Go, with the FIQ scores improving by 27.8% and the six minute 

walking test with a difference of 44.4 yd. Other studies showed that stretching, 

strengthening73, amygdala retraining78, body awareness therapy and Mesendieck79 

improves the symptoms of fibromyalgia as general pain, according to FIQ scores. 

Additionally, Rességuier method74, qigong75 and yoga76 lifestyle physical activity80, 

improve all symptoms such as general pain, movement quality, functional limitations 

and quality of life. Dance Therapy68, biodance63 and aquatic biodance83 also led to 

improvement in pain and the best results were obtained 32 weeks later (p < 0.022).  

 
 The effect on psychological outcomes 

The body awareness therapies showing effects on psychological outcomes are 

Mindfulness-Based Cognitive Therapy, Affective Self-Awareness (ASA), qigong, t’ai 

chi, strengthening programmes, the Rességuier method and yoga. The most relevant 

assessment tools that have been used are FIQ, BDI, SMPQ, SF-36 and HADS. 

Mindfulness-Based Cognitive and mindfulness meditation plus qigong67 and qi gong 

improve depression symptoms. Moreover, T’ai Chi89 showed that the mental component 

of SF-36 improved by 6.1 points and the grade of dysphoria improved 5.9 points, with 

both being maintained over 24 weeks. In addition, it shows benefits in psychological 

aspects. Strengthening73 improves BDI, FIQ scores and quality of life. Other studies 

about the Rességuier method74,75 and Aquatic biodance83, where the variables of anxiety 

and depression were measured by the HADS scale and SF-36 items, showed improved 

anxiety and depression symptoms. Yoga76 reduced anxiety by 42.2%, depression by 

41.5% and emotional distress by 30.1% over 8 weeks treatment.  
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The effect on physiological outcomes 

People diagnosed with fibromyalgia also suffer some physiological symptoms such as 

sleep disturbances and fatigue. Affective Self-Awareness comprised less fatigue post-

treatment, although this was not observed at follow-up. T’ai chi72,89 improved sleep 

quality with a score of 2.0 versus 0.3 group control. T’ai Chi89 also showed an 

improvement of about 2.9 points in sleep quality. Moreover, qigong71 shows 37.3% 

decrease in sleep disturbances and 24.8% in fatigue, and FIQ impact improved by 

44.3%. Following use of the Rességuier method, sleep quality was increased and it was 

maintained at follow-up. Yoga showed benefits in fatigue of 29.9% and in poor sleep of 

23.9%. Belly dancing also showed significant improvements in the sleep quality item of 

the FIQ (p < 0.006). 

 

 Adverse events  

Only Qigong plus body awareness therapy55 reported exacerbation of symptoms while 

standing, and/or problems in concentrating. Adverse events were not reported in the 

other included studies (see table 2). 

 Discussion 

 General findings 

This systematic review studied the efficacy of body awareness therapies as an adjunct 

treatment for patients with fibromyalgia. Our review demonstrated that there are a 

considerable number of studies but some findings are contradictory and difficult to 

interpret in light of significant methodological shortcomings. Most of the eligible studies 

did not have strong methodological evidence. According to the Jadad Scale, only 23 had 

high methodological quality with a score from 4 to 5. Moreover, only 4 of the studies 

analysed the same therapies: qigong, the Rességuier method, dance therapies and t’ai 

chi. However, with some limitations, our review does indicate that the body awareness 

therapies improve the symptoms of fibromyalgia: the physical symptoms are improved 

by Mindfulness-Based Cognitive Therapy, Affective Self-Awareness, strengthening, 

stretching programmes, t’ai chi, qigong, yoga, the Rességuier method and amygdala 
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retraining, Mesendieck system, Body Awareness Therapy, educational physical activity 

and dance interventions..  

Hence, the therapies that produced benefits in all aspects of the disease are 

Affective Self-Awareness, t’ai chi, qigong, the Rességuier method, Mesendieck system, 

Body Awareness Therapy, aquatic biodance and yoga. Their common feature is the 

person’s holistic view which has been previously described by authors such as Husserl90, 

Sartre91 and Merleau-Ponty92. Merleau-Ponty considered the body as the center of all 

human qualities, such as perception, thoughts and feelings, characterizing the perceptual 

processes as belonging to the body. The therapeutic approach is included by the 

awareness training of how to keep or restore health concerning bodily and mental 

processes. All body awareness therapies involve the whole person including all 

movement perspectives – physical, psychological, physiological and existential 

perspectives23 – and focus on breathing, postural balance and awareness23. Since 

research is still limited, further studies should focus on other movement awareness 

therapies that might also be used among people suffering from fibromyalgia such as 

Basic Body Awareness Therapy45.  

Although the theoretical model of the most of the body awareness therapies is 

still not defined, there are some plausible explanations for the observed benefits. First, 

the therapies achieve positive outcomes, and actively involve awareness of the body in 

the treatment. Some of the analysed therapies such as mindfulness did not involve all 

perspectives of holistic view, with a possible explanation being justified by why they 

didn’t produce improvement in all symptoms of fibromyalgia. Second, the therapies that 

achieved positive outcomes are centred around individual resources as balance, 

breathing and awareness. With this regard, the Rességuier method75 is based on 

continuous attention given to the patient during the whole session. 

The adverse effects of symptoms exacerbation in body awareness therapy must 

be confirmed with further studies due to the small number of subjects and the high drop-

out rate. Some explanations of this could be the increase of symptoms awareness23,30,45; 

the learning stimulated self-observation which could have increased the perception of 

pain.  
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Due to the increasing interest of body awareness therapies and their effect on 

fibromyalgia, various systematic reviews have been conducted. In 2013, Courtois46  

conducted a review focused on body awareness interventions. In our current review, the 

search methodology is wider since Courtois only searched for a limited group of 

therapies such as massage, hypnosis and autogenic training. This could have left out 

some eligible interventions. Another review was published by Cadenas-Sanchez47, 

which is relevant for analysing the interventions focused on physical activity. In this 

review we can find some of our articles analysed. The conclusions of Courtois review 

are consistent showing that body awareness therapies, such as t’ai chi, for example, 

improve the symptoms of fibromyalgia, but it is difficult to predict positive outcomes, 

especially for Fibromyalgia Impact Questionnaire and pain, due to limitations to their 

implementation in clinical practice. 

 
 Limitations 

As with any systematic review, there is a potential for selection bias. Screening 

references of identified trials may bring positive results because trials with positive 

results are more likely to be published than trials with negative outcomes. On the other 

hand, none of the included studies were double-blind, and in addition the researchers 

may not always be able to be blind to the participants in the intervention. Moreover, 

most of the selected research compares the experimental intervention with a 

control/comparison group, which uses the standard care which could differ among 

studies. In addition, the level of education or clinical experience of the therapists who 

ran the body awareness therapy interventions is unknown, which might be a bias 

according to the clinical outcomes. Finally, all studies included follow-up in the short or 

medium term, so the long-term effect of body awareness therapies remains unclear. 

 

 Clinical implications 

Twenty three studies of body awareness therapies obtained positive results in the 

treatment of fibromyalgia.  Body awareness therapies are a cheap intervention as it is 

shown in other fields as psychiatry20, and simple to implement in clinical settings. 
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Moreover, no clear adverse effects have been reported. For this reason, these therapies 

could be implemented within the rehabilitation programme at minimal cost for the 

health system/government. However, this implication should be further analysed 

through an economic evaluation study. The evidence of the positive effects of body 

awareness therapies as well as the lower costs for healthcare and social services is 

discussed. Once body awareness therapies in patients with fibromyalgia seem to be an 

effective intervention, these therapies should be studied in deep and could be 

implemented as innovative rehabilitation programs. However, while body awareness 

therapies appear to be a promising intervention for fibromyalgia symptoms, many 

questions remain unanswered. We need to know whether the benefits are maintained in 

the long term, and due to the extensive number of existing body awareness therapy 

studies we need to clarify whether others are also effective. This would allow a greater 

level of recommendation to include body awareness therapies as a first-line intervention 

together with pharmacological treatment for people suffering from fibromyalgia, 

although it would be necessary a better understanding about these therapies in terms of 

effects, sessions, etc.  

 
 Future research 

Due to the positive preliminary results regarding the effects body awareness approaches 

as a professional treatment for persons suffering from fibromyalgia, future research may 

be focused on analyzing the long-term effects, deeper analysis of each body awareness 

therapy approach in terms of physiological mechanisms as well as exploring other 

therapies which might also have positive effects to these patients. Economic evaluations 

are also suggested.  

 

 

 

 



46 
 

 Conclusion  

This systematic review demonstrates the effectiveness of body awareness therapies 

approaches as an adjunct treatment to usual care in people suffering from fibromyalgia. 

The therapies that may improve a wide range of symptoms are t’ai chi, qigong, yoga, 

Affective Self-Awareness and the Rességuier method. 

The beneficial outcomes for fibromyalgia are achieved in relation to pain, pain 

threshold, number of tender points, sleep quality, fatigue, anxiety, depression and quality 

of life. Future research on other body awareness therapies and on long-term outcomes 

may contribute to currently available evidence. 
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Study 2 

Basic Body Awareness Therapy in patients suffering from 

fibromyalgia: a randomised clinical trial 

 Abstract 

There is a need to expand the knowledge of therapeutic approaches in fibromyalgia. The 

aim of this study is to assess whether Basic Body Awareness Therapy (BBAT) improves 

musculoskeletal pain, movement quality, psychological function and quality of life. 

Methods: The effects of BBAT in addition to treatment as usual (TAU) were studied in a 

randomised controlled trial. 41 patients with fibromyalgia were randomly assigned to 

control group (n= 21) and intervention group (n=20). Both groups received TAU 

including pharmacological therapy. The intervention group received 10 BBAT sessions. 

Outcomes variables were measured regarding pain, movement quality, psychological 

function, and quality of life. Outcome measures were assessed before intervention, post-

test immediately measured after intervention, and follow-ups at 12 and 24 weeks. 

Results: BBAT group showed a significantly improvement in ‘pain’ at post-test 

(p=0.037), and in ‘movement quality’ from baseline to 24 weeks (p=0.000). The 

intragroup analysis showed significant improvements in SF-36 body pain subscale at 12 

and 24 weeks (p=0.001, p=0.014), HAD scale in anxiety subscale at 12 weeks 

(p=0.019), STAI anxiety questionnaire at 12 and 24 weeks (p=0.012, p=0.002) and STAI 

state at 12 and 24 weeks (p=0.042, p=0.004). Conclusion: This study has shown that 

BBAT might be an effective intervention in patients suffering from fibromyalgia in 

relation to pain, movement quality and anxiety. 

Keywords: Pain, depression, anxiety, physiotherapy, movement quality, body awareness 

therapy. 
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 Introduction 

Fibromyalgia (FM) was first described in 1904 and later defined in 1990 by the American 

College of Rheumatologist (ACR)39 after carrying out a clinical trial referring the diagnosis 

criteria developed for FM. FM was subsequently officially declared a syndrome by the World 

Health Organization in 199241. Since then, it has been recognized as the most common cause 

of widespread chronic muscle pain, being frequently diagnosed in the last decade. This 

disorder has been described by widespread pain, no restorative sleep, fatigue, cognitive 

dysfunction, and other somatic symptoms, negatively physical impacts and emotional function 

such as depression and anxiety42,93 and diminishes the quality of life54. FM is included in the 

Tenth Revision of the International Statistical Classification of Diseases and Related Health 

Problems with number M79.0 as Rheumatism unspecified. The classification criteria42 are 

generalized pain, defined as pain in at least 4 of 5 regions, symptoms have been present at a 

5, or widespread pain index of 4-6 and symptom severity scale score ≥ 9.  

Evidence-based guidelines suggest that FM should be managed with a 

multidisciplinary approach including pharmacological, psychological and physiotherapeutic 

treatments. In the physiotherapy field, moderate aerobic strengthening exercises and stretching 

movements are recommended by clinical guidelines43,44 and systematic reviews94. According 

the latter recommendations of the European League Against Rheumatism (EULAR) non-

pharmacological therapy should be first-line therapy43. However in rehabilitation techniques 

clinical trial evidence is lacking, although reviews report some benefits95. Moreover, body 

awareness interventions such as yoga, t’ai chi and Basic Body Awareness Therapy are being 

currently studied46. The EULAR committee suggested an update to determine whether those 

therapies have enough evidence for the management of fibromyalgia43.   

FM is a disorder of central pain processing/modulation, that can no longer be 

categorized as a musculoskeletal disease process, but rather as a pain syndrome maintained by 

perturbed central nervous system activity96. We now understand pain as a complex and highly 

sophisticated protective mechanism. Pain depends upon the brain evaluating a massive amount 

of information, including data from the danger detection system, but also cognitive data; for 
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example expectations, previous exposure, cultural and social norms, beliefs97 and other 

sensory data such as from vision98, or from other sensors in the area. In chronic pain, the 

biological structures involved in conveying and processing danger messages and in integrating 

other threatening cues increases its sensitivity97.  

Basic Body Awareness Therapy (BBAT), which is a health oriented, multi-perspective 

and person-centred approach with focus on the patient’s resources5,21,22,26, is a movement 

awareness training approach in physiotherapy, aiming to promote movement quality in daily 

life through self-exploration and self-experience to learn new movement habits. 

Understanding movement quality as the art of consciously being, doing and relating to oneself 

and others will result in a more functional daily life, relationship and actions24. The features of 

movement quality as phenomenon in a physiotherapeutic context are classified in four 

perspectives: the biomechanical, physiological, bio-psycho-social and existential23,53 which 

mutually and simultaneously influence and are influenced by each other. In relation to 

biomechanical perspective, the movement quality includes the analysis of postural stability 

and the path and form of movement; regarding physiological perspective, flow, elasticity, 

rhythm, free breathing and centering are considered; moreover psycho-socio-cultural 

perspective includes the concepts of awareness and emotional, cognitive, intentional aspects; 

at last, existential perspective as  self-awareness, the presence and unity in movement are 

experienced though the movement23. To gain more functional movement quality, the 

physiotherapist focuses the guidance on postural balance, free breathing and awareness 

searching to integrate them into movement25. BBAT consists of a broad scope of movements 

in the following positions: lying, sitting, standing and walking. Relational movements and use 

of the voice are also performed. Those movements are practiced in therapy with components 

as rhythm, form, elasticity, flow, intention and voice5,22,26. Assessment tools such as the Body 

Awareness Rating Scale  or Body Awareness Scale Interview21 have also been developed. This 

method is applied in multiple conditions such as psychosomatic6,28,29, long lasting pain and 

mental health20,32,15,99.   

Therefore, in order to expand the knowledge-base about new therapeutic approaches in 

FM, in this trial we conducted a randomised control trial to compare the physical and 

psychological benefits of BBAT in addition to treatment as usual. The aim of this study is to 
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assess whether Basic Body Awareness Therapy (BBAT) improves musculoskeletal pain and 

psychological function, as well as movement quality and quality of life.   

 

 Methods 

 

 Trial design 

A clinical trial was conducted with two controlled and randomized parallel groups. The 

randomised process was done using the software Epidat v 4.0. A number was assigned to the 

participants and then the programme generated two groups of numbers, the control and 

intervention groups. The results of randomisation were communicated by telephone to the 

participants. The study started in April 2015 during 30 weeks and all participants were 

assessed at baseline, at the end of 5 weeks treatment period, and 12 weeks and 24 weeks 

follow-ups were also done. Participants of both groups continued their pharmacological 

treatments as usual which included pharmacological therapy only (see in Introduction main 

pharmacological recommendations in FM). Participants in the control group had the same 

exposure in time as the intervention group. The control group was kindly asked to maintain 

their lifestyle during the whole study and to refrain from starting any new regular physical 

activity or exercise programmes unrelated to the study or other non-pharmacological 

interventions for FM. In case they could not maintain the same lifestyle during the study 

period, they were asked to inform the researchers at any of the assessments.  

 

 Study Participants 

According to the research protocol, the study was conducted at a primary healthcare centre. 

The Ethical Committee of Clinical Research of Bellvitge University Hospital approved the 

research protocol with the reference number PR183/14. The clinical trial was registered in 

ClinicalTrials.gov with the number NCT02830295. Participants were eligible if they were 18-

65 years old and fulfilled the American College of Rheumatology 1990 diagnostic criteria for 

FM. The patients had been diagnosed at least for 6 months ago and they could manage to 
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stand in lying, sitting and standing positions without assistance. The exclusion criteria were a) 

pregnancy or those women who were planning to become pregnant during the study period; b) 

those who were suffering from other diseases that increased the pain or another specific 

diagnosis as rheumatic, heart and infectious diseases c) those who changed their lifestyle and 

physical activity habits during the study period. 

 All the patients were recruited through the database of the primary healthcare centre 

and they were invited to attend an informational meeting. In this meeting all patients willing to 

participate signed the written informed consent to participate in the trial according to the 

Helsinki declaration100. 

 The therapist who leaded the intervention CB is a senior clinical physiotherapist and 

graduated in Basic Body Awareness Methodology by Bergen University College (Norway). 

Evaluation was performed by CB and AE, and analysis of results were done by DC and LG.  

 

 Assessment 

The main outcome was musculoskeletal pain, and the secondary outcomes were movement 

quality, psychological function and quality of life. Pain was measured by the Visual Analogue 

Scale (VAS) which measures subjective characteristics that cannot be directly measured as 

pain in this case. The pain is measured from 0 to 10 with 0 representing “no pain” and 10 

“unbearable pain”. This scale has been useful in pain101 and in fatigue102,103. 

Movement quality was measured with Basic Awareness Rating Scale (BARS), which 

shows a high internal consistency, high inter-tester and test-retest reliability, and low 

measurement error33. The scale contains two parts: 

Part 1: the physiotherapist guides each patient in the BARS movements which is 

composed of 12 movements. The patients performed five repetitions of each movement (3–4 

min for each), and the most healthy, functional movement was scored. The scale includes half 

(0.5) scores to make the scale more sensitive to differences between individuals and sensitive 

to nuances of change, both over time and within each therapy session. A score of 7 is defined 

as the most healthy, functional movement quality, described as balanced, free, centered, 

unified, rhythmic, and synchronous. A score of 1 is defined as the most pathological, 

dysfunctional movement quality, described as unstable, mechanical, stiff, un-rhythmical and 
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with a lack of unity23. The sum score of all items ranges from 12 to 84; and was collected by 

notebook.  

Part 2: interview with the patient about movement awareness immediately after 

exploring each movement. In BARS the patients’ general movement quality is evaluated and 

scored according to the way the movements are performed, relating to space, time and energy. 

When observing movement quality using BARS, the physiotherapist directs attention to the 

whole moving person, more than separate parts of the body33. 

Depression was assessed by the Beck Depression Inventory (BDI-II)104 consisting in 

21 items score range from 0 to 63, with a higher score indicating a greater degree of 

depression. Depression was also assessed by the Hospital Anxiety Depression (HAD) 

questionnaire, which measures the depression and anxiety. It consists of 14 statements and two 

subscales of depression and anxiety that range score is from 0 to 21 each one. A score higher 

than or equal to 11 indicates moderate to severe intensity symptoms. This instrument is 

validated and reliable105. Anxiety was measured with State-Trait Anxiety Inventory (STAI), 

with statements scoring from 1 to 4, the whole score is from 0 to 60 with higher scores 

indicating a greater degree of anxiety106. Quality of life was measured with Short Form 36 

(SF-36)  which is a generic tool whose scores range from 0 to 100; higher scores denote a 

better quality of life. It contains 36 items grouped into 8 subscales: physical functioning, 

physical role, bodily pain, general health, vitality, social functioning, emotional role and 

mental health. In this study, we used the language-adapted version107 in the patient’s language.  

 

 Data analysis 

Data analysis was performed using IBM SPSS Statistics for Windows Version 20.0 (SPSS 

Armonk, NY, IBM Corp). The data from all patients were analysed using the intention-to-treat 

approach. First, descriptive statistical analyses were performed to describe the participants’ 

profile. Baseline differences in demographics and illness characteristics between participants 

from both groups were investigated by independent t-tests and chi-square. Second, the 

comparison between the effects produced in the experimental group and in the control group 

were analysed for each dependent variable. This measure represents the amount of change in 

the value of the questionnaires (dependent variables) that can be attributed to the effect of the 
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physical therapy intervention (independent variable). The analyses of the effects between both 

groups as intersubject factors were done through parametric t-tests or and chi-square test, 

which were used to analyse categorical variables between groups to determine whether there 

were any differences between the experimental and control groups. The confidence interval 

was 95% and the level of significance was 0.05 in all analyses. 

 

 BBAT intervention 

Basic Body Awareness Therapy was developed twice a week for 5 weeks. The intervention 

consisted of two individual sessions of 1 hour each. In the first two sessions, the BBAT 

sessions individually consisted on 12 movements of BARS-MQ and dropsy massage108. 

During the subsequent sessions, the patients participated in BBAT group sessions of 90 min 

each. Each session included BBAT movements, dropsy massage, and 15 minutes for sharing 

reflections about the experiences during the session within the group. During the guidance, the 

therapist focused on balance, free breathing, awareness as well as new habits in the 

movements. In each treatment session, the patients were stimulated to include these 

movements in their daily life.  

The control group followed the treatment as usual according to the guidelines of the 

primary healthcare centre. The treatment as usual consisted in pharmacological treatment 

under medical prescription. According to the European League Against Rheumatism, the 

pharmacological recommendations are amitriptyline, pregabalin and cyclobenaprine43. This 

pharmacological treatment is recommended by the psychiatrist or physician.  

 Results 

After baseline evaluation, the 41 patients enrolled in the study were randomly allocated to 

either BBAT group (n=20) or control group (n=21). One patient assigned to control group 

withdrew because she had health problems that did not let her  attend the appointment, and 

another patient from BBAT group withdrew because scheduling conflicts were reported (see 

figure 1). Thus, a total of 39 FM patients (1 male and 38 female) participated in the study; the 

average age 51.05 ± 10.75 and 53.50 ± 9.19 in the BBAT and control group, respectively. On 

average, participants had had fibromyalgia for 8.16 ± 6.68 and 8.98 ± 5.68 years, for the 



56 
 

BBAT and control group, respectively (see table 1). Data analysis of the baseline evaluation 

showed that both groups were homogeneous for the majority of variables studied. However, 

the SF-36 variables -physical and mental component and body pain- were not homogeneous 

between groups in the pretest analysis, according to the Levene test (p<0.05); wherewith no 

statistical differences could be analyzed using the t-Student test. 

Figure  1. Screening, randomization and completion 24 week evaluation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 

 

 

 

 

 

 

 

 

 
 

6 were excluded: 
3 had scheduling conflicts 
3 had preexisting medical 
condition 

33 were excluded: 
15  had scheduling conflicts 
8 did no report fibromyalgia 
10 had preexisting medical 
condition 

21 were assigned to the control 
group 
 

1 declined to 
participate 

20 completed the 24 week 
evaluation 

20 were assigned to the BBAT 
group 

1 had scheduling 
conflict 

19 completed the 24 week 
evaluation 

80 patients were prescreened 

47 underwent baseline 
evaluation 

41 underwent randomization 
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Table 1. Baseline characteristics of the study participants 
 

 
a              Visual Analogue Scale (VAS). Scores range from 0 to 10, with 0 equaling no pain 
b Basic Awareness Rating Scale (BARS). In this questionnaire were evaluated 11 movements with a score 

from 1 to 7, with 7 equaling very good functional movement quality. The range of score was to 11 to 77. 
c Short-Form 36 (SF- 36); Ware y Sherbourne, 1992 patient-reported survey of patient health.  Score of 0 is 

equivalent to maximum disability and a score of 100 is equivalent to no disability. 
d Hospital Anxiety Depression (HAD). Score range from 0 to 21. This questionnaire measures the depression 

and anxiety. The score > 10 indicates more severe symptoms. 
e Beck Depression Inventory (BDI-II). This questionnaire measures the depression. Score range from 0 to 63. 

The score > 29 indicates more severe depression. 
F State-Trait Anxiety Inventory (STAI).This questionnaire evaluated the anxiety and the state to be anxious.  

Score range from 0 to 60. The score > 40 indicates more severe symptoms 

 

 

 

Variable BBAT group 
 N=19 

Control group 
N=20 

Female sex - n (%) 18 (94.70) 20 (100) 
Age  average  ± SD 51.05 ± 10.75 53.5 ±9.19 
High school or higher education – n (%) 13 (68.40) 10 (50) 
Years of diagnosed fibromyalgia ± SD 8.16 ± 6.68 8.98 ± 5.68 
Civil State   

Married n (%) 13 (68.40) 16 (80) 
Single (separated/divorced/widowed) n (%) 6 (31.50) 4 (20) 

Occupational Status    
Working people n (%) 6 (31.50) 8 (40) 
Unemployed n (%) 5 (26.30) 4 (20) 
Retired n (%) 8 (42.10) 8 (40)  

Visual-analogue Scale a score ±SD 7.89 ±1.98 7.55 ±2.40 
BARS scoreb ± SD 26.97 ±5.43 29.80 ±4.91 
SF- 36 score c   

Mental Component ± SD 33.42 ±11.63 33.80 ±15.15 
Physical Component ± SD 29.09 ±5.10 34.50 ±11.17 
Body pain ± SD 14.36±9.55 30.93 ±18.72 

HAD score d   
Anxiety- n with score > 10 n (%) 18 (94.70) 14 (70) 
Depression - n with score > 10 n (%) 12 (63.10) 8 (40) 

BDI scoree – n with score >29 n (%)  8 (42.10) 8 (40) 
STAI score f   

Anxiety –n high anxiety n (%) 11 (57.80) 11 (55) 
State–n high state n (%) 10 (52.60) 8 (40) 
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One of the main findings was found in the VAS post-test analysis, as severe pain was 

improved significantly in the BBAT group compared to the control group (p=0.037). BARS 

also revealed significant differences between groups showing better movement quality in the 

intervention group (p=0,000). However, chi-square p<0.05 of BARS at 3 months (p=0.075) 

and 6 months (p=0.072) did not show significant differences between groups. In relation to 

BARS score, the study showed that 2 participants in the BBAT group and 20 participants in 

the control group scored a low movement quality of 11 to 30 points respectively, where 77 

points is the maximum possible score and 11 points is the minimum score according to BARS. 

Full analysis can be found in tables 2 and 3 
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Table 2. Changes in categorical variable. No. of patients with high score and % of each group 

 
HAD n of patients with score > 10- STAI n of patients high anxiety > 40- BDI n of patients with score >29-VAS n of patients with 
high intensity of pain >7-BARS n of patients with a mostly dysfunctional movement <30 
a                Visual Analogue Scale (VAS). Scores range from 0 to 10, with 0 equaling no pain 
b Basic Awareness Rating Scale (BARS). In this questionnaire were evaluated 11 movements with a score from 1 to 7, with 

7 equaling very good functional movement quality. The range of score was to 11 to 77 
c Hospital Anxiety Depression (HAD). Score range from 0 to 21. This questionnaire measures the depression and anxiety. 

The score > 10 indicates more severe symptoms. 
d Beck Depression Inventory (BDI-II). This questionnaire measures the depression. Score range from 0 to 63. The score > 

29 indicates more severe depression. 
e State-Trait Anxiety Inventory (STAI).This questionnaire evaluated the anxiety and the state to be anxious.  Score range 

from 0 to 60. The score > 40 indicates more severe symptoms 

Variable BBAT group Control group p value 
p< 0.05 

Visual-analogue Scalea- patients with high 
intensity of pain n (%) 

   

Post-test 12 (63.1) 5 (26.3) 0.037 
12 weeks 13 (72.2) 10 (52.6) 0.320 
24 weeks 10 (55.5) 11 (68.7) 0.593 
BARS scoreb –patients with a mostly 
dysfunctional movement n (%) 

   

Post-test 2 (5.26) 20 (100) 0.000 
12 weeks 10 (52.6) 16 (88.8) 0.075 
24 weeks 3 (17.6) 6 (40.0) 0.072 
HAD scorec    
Anxiety- patients with score > 10 - n (%)    
Post-test 12 (66) 14 (82.3) 0.058 
12 weeks 13 (76.4) 10 (62.5) 0.598 
24 weeks 13 (72.2) 9 (69.2) 0.940 
Depression –patients with score > 10 - n(%)    
Post-test 6 (33.3) 8 (47) 0.584 
12 weeks 7 (41.1) 7 (43.7) 0.452 
24 weeks 8 (44.4) 7 (53.8) 0.875 
BDI scored –patients with score >29 n (%)    
Post-test 4 (22.2) 7 (41.1) 0.275 
12 weeks 7 (41.1) 8 (44.4) 0.592 
24 weeks 7 (38.8) 7 (53.8) 0.389 
STAI scoree    
Anxiety –patients high anxiety- n (%)    
Post-test 10 (52.6) 10 (55.5) 0.591 
12 weeks 9 (50) 6 (35.2) 0.657 
24 weeks 8 (44.4) 9 (69.2) 0.231 
State–patients high state n (%)    
Post-test 6 (31.5) 8 (50) 0.304 
12 weeks 8 (44.4) 6 (35.2) 0.744 
24 weeks 7 (38.8) 6 (46.1) 0.164 
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Table 3. Changes of BARS at post intervention between control and BBAT group 

 
 
BARS post test Control group BBAT group total p<0.05 

 

 

p=0.000 

Dysfunctional movement 0 0 0 

Mostly dysfunctional movement 10 1 11 

Weak functional movement 10 1 11 

Some functional movement 0 6 6 

Moderate functional movement 0 9 9 

Good functional movement 0 2 2 

TOTAL participants 20  19 39 

 
 

More statistical significances were found through the comparison of variables in the 

BBAT group over time. The HAD scale on the anxiety subscale shows a significant 

improvement at 12 and 24 weeks (p=0.019, p=0.071, respectively), STAI questionnaire 

anxiety at 12 and 24 weeks (p=0.012, p=0.002 respectively); STAI state at 12 and 24 weeks 

(p=0.042, p=0.004 respectively); and SF-36 body pain subscale at 12 and 24 weeks 

(p=0.001, p=0.014 respectively). Full analysis can be found in table 4. 
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Table 4. Changes intra group intervention. Number of patient with high level of 
symptoms n (%) and mean and ± SD 
 
 

Variable Baseline Post test p value 
p< 0.05 

12 weeks pvalue 
p<0.05 

24 
weeks 

pvalue 
p<0.05 

VAS n (%) 11 (57.8) 5 (26.3) 0.483 10 (52.6) 0.336 10 (55.5) 0.340  
BARS n (%) 14 (73.6) 2 (5.26) 0.955 10 (52.6) 0.538 3 (17.6) 0.365 
SF-36 mental 
score ± SD 

33.4 
±11.63 

38.59± 
14.07 

0.385  35.05 ± 
14.62 

0.684 36.50 ± 
15.20 

0.199 

SF-36 physical 
score ± SD 

29.09 ± 
5.10 

31.99 ± 
9.05 

0.094  29.72± 
4.81 

0.156 29.70 ± 
4.59 

0.714 

SF-36 body pain 
score ± SD 

14.36 ± 
9.55 

28.57 ± 
28.67 

0.084  29.62 ± 
19.90 

0.001  24.82 ± 
17.65 

0.014  

HAD Anxiety 
n(%) 

18 (94.7) 12 (66) 0.667   13 (76.4) 0.019 13 (72.2) 0.071 

HAD Depression 
n (%) 

12 (63.1) 6 (33.3) 0.206 7 (41.1) 0.447 8 (44.4) 0.098 

BDI n (%) 8 (42.1) 4 (22.2) 0.539 7 (41.1) 0.086 7 (38.8) 0.078 
STAI Anxiety 
n(%) 

11 (57.8) 10 (52.6) 0.121 9 (50) 0.012  8 (44.4) 0.002  

STAI State n(%) 10 (52.6) 6 (31.5) 0.138 8 (44.4) 0.042 7 (38.8) 0.004 
HAD patients with score > 10- STAI patients high anxiety > 40- BDI patients with score >29-VAS patients with high 
intensity of pain >7-BARS patients with a mostly dysfunctional movement <30 

 

 Discussion 

This randomized controlled trial shows that BBAT might be an effective intervention for our 

sample of people suffering from FM in terms of pain, movement quality and anxiety, which 

were improved after the BBAT intervention. No adverse events were reported among the study 

participants, suggesting that BBAT might be a safe therapy for patients with fibromyalgia.  

Dysfunctional movements and pain are common characteristics in patients with FM, in 

whom body awareness interventions indicate to be effective16,46,72. A relevant finding was in 

relation to the level of pain. Significant differences were found in the score of Visual Analog 

Scale. VAS tests are widely used to assess pain in patients with FM68. The improvement in the 

level of pain might be a result of the effect of Basic Body Awareness Therapy in the postural 

control. According to Jones109 middle-aged people with fibromyalgia have consistent objective 

sensory deficits as measured by dynamic posturography, despite a normal clinical neurological 
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examination. In addition, Russek and Fulk110 found that patients suffering from fibromyalgia 

have problems in postural control, sensory organization, and balance self-efficacy. BBAT 

provides stability in the vertical axis improving balance and efficacy of the motor muscles and 

perceptual experience111. Therefore, BBAT effects on postural control may have decreased 

pain symptoms in people suffering from FM  

During the intervention, almost all patients referred to a pain increase around the 

second week treatment. According to Coppieters112, the patients with FM experience a 

detrimental effect on endogenous pain inhibition after a session of relaxation. Recently, a 

systematic review regarding the effects of relaxation therapy on pain also showed limited 

evidence supporting the use of muscle relaxation113.  However, in our study the level of pain 

described by the patients improved gradually. That fact point to the theory of central 

sensitisation explaining an increase in symptom severity post-treatment in response to low to 

moderate exercise therapy114. Alternatively, the factors known to influence central 

sensitisation could be tackled, including the stress response system, cognition, emotions and 

tissue specific factors, among others113. 

Another aim of BBAT in patients with FM is to improve the quality of movement in 

daily life through self-exploration and self-experience. According to Skjaerven the movement 

in fibromyalgia is mostly dysfunctional; the vertical axis mostly lacks balance, stability, 

firmness and freedom. In addition, other aspects of the person such as physiological, bio-

psycho-social and existential, also improve with BBAT23. One of the important hypothesis of 

BBAT is the lack of contact with the body, and since the three basic co-ordination movements 

connect with the psychological perspective26, those movements are intimately related to the 

emotional life through the close connection with breathing26,115,116. Three basic co-ordination 

in the trunk are regarded as the core of all human movement. They have a close connection to 

the breathing co-ordination and the psychological functions through the origin of the co-

ordinations as located in the center of the trunk, at the level of the diaphragm22. This fact may 

explain the improvement in the score of anxiety on the STAI and HAD scale. Moreover, 

BBAT also include a structure to integrate movements in daily life117, not only during the 

therapy session. The concrete and structured strategy, training to integrate what is learned in 

the therapy session, directly into daily life, guided by the physiotherapist, may explain the 
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improvement in the score for HAD and STAI anxiety at 12 and 24 weeks intra group. 

According to Di Tella118 the patients suffering from fibromyalgia have a high prevalence of 

psychological distress levels of depressive and anxiety symptoms. Furthermore, alexithymia is 

especially present in the subscales “Difficulty in identifying feelings” and “Difficulty 

describing feelings”. Through BBAT they come in contact with psychological life and learn to 

handle difficult situations22. Because of this, the patients have impairments both in the 

regulation of their own affect and in recognising other’s emotions, as well as in representing 

other people’s affective mental states. With this regard, researchers as Okur Güney119 have 

shared this finding and discussed the idea that the patient had a more restricted awareness and 

reflection to his own and other’s emotions, as well as being prone to anger and poor anger 

regulation. Though BBAT the patients learn to handle symptoms of FM, getting concrete 

strategies to use in daily life, simple but strong components to cope with FM. 

With regards to body awareness, there are various approaches, according to Sze120 body 

awareness training was not associated with differences in emotional reactivity, but with greater 

coherence between subjective emotional experience and heart period during film-induced 

emotional episodes121. Moreover, the association between emotional experience and somatic 

symptoms was stronger in those whose training emphasises visceral awareness such as 

Vipassana meditation, and intermediate in those whose training emphasises somatic awareness 

in modern dance and ballet. Damasio122 adds that the requirement for awareness is that the 

substrate of sensations has to be known before by the body. In this way, feelings depend on a 

previous cerebral mechanism of vital regulation as the feelings do not appear from a real body 

states. In relation to BBAT, the main aim is to connect with whole body that was lacking 

contact with itself, so we assume that previously, the patient’s whole body was connected and 

there was an innate awareness.  

 

 Limitations 

Despite the encouraging preliminary data presented here, there were some limitations in the 

study. First, the intervention period in the study was short when compared to similar studies 

that included over 20 sessions16. In fact, the patients described major improvement in the lasts 

sessions. To overcome this limitation, further studies should be conducted during longer 
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periods. Blinding was another major limitation of this study, the outcome assessor was not 

blinded to the patient group. Consequently, there could be large bias in favour of the 

experimental treatment. However, it should be taking into account that most assessments 

consisted of self-reported questionnaires. In the future, we would suggest training more BBAT 

therapists to be able to conduct double-blinded studies. 

 

 Conclusion 

This study has shown the effectiveness of Basic Body Awareness Therapy in patients with 

fibromyalgia through the improvement of some symptoms such as pain, movement quality 

and anxiety at 12 and 24 weeks follow up. No adverse events were reported among the study 

participants, suggesting that BBAT might be a safe therapy for patients with fibromyalgia. 

Further studies should include blinding systems and longer intervention periods. 
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Study 3 

Experiences from group basic body awareness therapy by patients 

suffering from fibromyalgia: a qualitative study 

Abstract 

The aim of this study was to obtain a deeper understanding of how patients with 

fibromyalgia experienced movement awareness through a basic body awareness therapy 

group treatment programme. A total of 19 participants with fibromyalgia diagnosis were 

interviewed individually and in groups. Data collection was done from three sources: 1) 

interviews from the Basic Body Awareness Rating Scale (BARS) part 2 at baseline, at 

end of treatment, as well as at 12 and 24 weeks follow-up, 2) focus group discussions 

that took place at the end of each session, and at the end of treatment, and 3) an in-depth 

focus group. Giorgi’s method was followed for data construction and analysis. The 

researchers conducted 57 interviews, 10 focus groups, and one in-depth focus group. 

The findings revealed the following categories: “creating a new relation to self”, 

“change the pattern of body awareness”, “living in a group”, and “experiencing physical 

capacity”, showing influences among them. Embodied and relationship of group in the 

therapy process have an impact on the healing process in patients who suffer from 

fibromyalgia. 

 

 

 

Keywords 

Body awareness, movement awareness, fibromyalgia, therapeutic group factors, basic 

body awareness therapy 
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Introduction 

Fibromyalgia is a long-term condition causing widespread pain. It is recognized 

as one of the major common causes of disability. Daily life activities and movement 

quality are worsened in people suffering from fibromyalgia and its several symptoms 

not well controlled by existing treatments (Wolfe et al., 1990). The prevalence of 

fibromyalgia in the world population is 2.7% (Queiroz, 2013) and higher in women 

(4.2%) than in men (1.4%). The standard clinical guidelines for fibromyalgia include 

both pharmacological and non-pharmacological interventions. It has been officially 

declared as a syndrome by the World Health Organization in 1992 (Wolfe et al., 1995), 

Fibromyalgia is associated with widespread pain, no restorative sleep, fatigue, cognitive 

dysfunction, and other somatic symptoms negatively impacting physical and emotional 

function and reducing quality of life. The classification criteria are generalized pain, 

defined as pain in at least four of five regions, with symptoms present at a similar level 

scoring widespread 5, or widespread pain index of 4-6 and symptom severity scale score 

≥ 9 (Wolfe et al., 2016). 

Most patients with fibromyalgia have difficulties managing activities at home, at 

work, and during leisure time. This affects quality of life with a subsequent high degree 

of stress (Mannerkorpi & Gard, 2003). However, the way to cope with these difficulties 

is different in the fibromyalgia population. Some patients manage their disabilities by 

adapting to their limitation or by struggling with the problems they encounter in their 

daily life, others feel despair as they no longer can cope with their symptoms, feeling 

powerless and at risk of giving up (Mannerkorpi & Gard, 2003; Mannerkorpi, 

Kroksmark & Ekdahl, 1999). 

Evidence-based guidelines suggest that fibromyalgia should be managed with a 

multidisciplinary approach, including pharmacological, psychological, and 

physiotherapeutic treatments. In the physiotherapy field, moderate aerobic strengthening 

exercises and stretching movements are recommended in clinical guidelines (Collado et 

al., 2011; Macfarlane et al., 2016) and systematic reviews (Cadenas-Sánchez & Ruiz-

Ruiz, 2014). According to the latter recommendations of the European League Against 
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Rheumatism (EULAR), non-pharmacological therapy should be first-line therapy 

(Macfarlane et al., 2016). However, treatments that focus on pathoanatomical aspects 

and physiotherapy interventions have been shown to have few or no long-term effects in 

patients with long-lasting musculoskeletal pain conditions. The treatment interventions 

have found to be superior to  other treatment include elements common to body 

awareness therapies (Kvale & Ljunggren 2007). 

In the last few decades, physiotherapy in mental health and psychosomatics has 

been an emerging professional field, especially in northern European countries 

(Gyllensten, 2001; Mattsson, 1998; Roxendal, 1985). Basic body awareness therapy has 

shown to be effective in people suffering from chronic pain and psychosomatics 

(Mattsson, 2000; Olsen, Skjaerven, et al. 2016). Basic body awareness therapy is a 

health-oriented and person-centred approach with a focus on the patient’s resources 

(Antonovsky, 1987; Roxendal, 1985; Skatteboe, 2005; Skjærven, 2002b) from a multi-

perspective view based on four perspectives: the biomechanical, physiological, bio-

psychosocial, and existential (Dropsy, 1998; Kristoffersen & Gard, 2008; Skjærven, 

2002b). These aspects mutually and simultaneously influence each other.  

Basic body awareness therapy is a movement awareness training approach in 

physiotherapy aiming to promote movement quality in daily life through self-

exploration and self-experience with a goal of learning new movement habits. . 

Basic Body Awareness Therapy implements basic movement principles, such a 

postural stability, adjustment of energy used in the movements, free breathing, and 

movement coordination. The movement awareness training includes daily-life 

movements of lying, sitting, standing, and walking as well as relational 

movements(Olsen, Skjaerven, et al. 2016)(Skjaerven et al. 2008). Assessment tools such 

as the Body Awareness Rating Scale (Skatteboe, 2005) or Body Awareness Scale 

Interview (Roxendal, 1985) have also been developed. Basic body awareness therapy is 

applied in multiple conditions such as psychosomatic conditions (Mattsson, 1998; 

Mattsson, 2000; Stade, Sammeritz, Hjortkjær, & Carlsson, 2015), long lasting pain 

(Gard, 2005; Olsen et al., 2016) and mental health (Gyllensten, Ekdahl, & Hansson, 

2009; Hedlund & Gyllensten, 2010).  
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There is evidence that mental state and stressors in daily life influence several 

physiological processes in the body with impact on sensory-motor co-ordination and 

movement awareness (Laisné, Lecomte, & Corbière, 2012; Skjaerven, 2015). Decreased 

awareness is reflected in dysfunctional movements and compensatory movement 

strategies (Dropsy, 1975). According to Dropsy, this observation is named as the 

threefold contact problem in subconscious and disharmonious psychomotor function 

(Dropsy, 1998; Skjærven, 2003; Skjærven, 2015), relating to 1) the physical body, 2) the 

inner physiological and psychological life, and 3) the outer environment and relationship 

to other persons. All of this can be expressed in poor balance, blocked breathing, and 

dysfunctional movement quality as inadequate compensatory movement (Dropsy, 1998).  

Different authors have described the importance of awareness for basic body 

awareness therapy (Gard, 2005; Gyllensten, Skär, Miller, & Gard, 2010; Skjærven, 

Kristoffersen, & Gard 2008). Awareness can be defined as an attentive, relaxed, and 

alert presence, not analogous to concentration (Skjærven et al. 2010). Being aware 

means continually monitoring internal and external environments (Skjærven et al., 

2010). Movement awareness is defined as a precondition of movement quality expressed 

when the movement comes into contact with the body (Skjaerven, Kristoffersen, & 

Gard, 2008).  

Moreover, the concept of body awareness involves an attentional focus on and 

awareness of internal body sensations. Body awareness can be defined as the subjective, 

phenomenological aspect of propioception and interoception that enters conscious 

awareness. It is modifiable by mental processes including attention, interpretation, 

appraisal, beliefs, memories, conditioning, attitudes, and affect (Mehling et al., 2011). In 

physiotherapy practice the concept of body awareness includes the experience 

dimension of the body (Gyllensten et al., 2010). This can be viewed as the subjective 

body from the phenomenological perspective: “We exist in our world through our 

bodies”.  

According to Yalom (1985) the ”therapeutic factors” are effective from any 

perspective in all models of group therapy and it is common to all therapeutic models, 

including basic mechanisms of change (Skjærven, 2004). Skatteboe (1991) identified 
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seven therapeutic factors most applicable to clinical work in relation to group therapy: 

interpersonal learning, trust and confidence, group cohesion, altruism, and motivation. 

Some clinical trials demonstrating the self-management of symptoms have been 

developed in people suffering from fibromyalgia whose function and symptoms, and, 

consequently, distress have been improved (Mannerkorpi & Gard, 2003; Mattsson, 

1998; 2000). Hence, a qualitative analysis was necessary to explore phenomenological 

experiences of patients with fibromyalgia. Therefore, the aim of this study was to obtain 

a deeper understanding of how patients with fibromyalgia experienced and described 

movement awareness through a basic body awareness therapy group treatment 

programme. 

Methods 

Design 

This study follows a qualitative case study design aiming to explore a deeper 

understanding and reflection to describe the phenomenon of participants’ lives, minds, 

and realities through collection, organisation, and interpretation of textual material. 

Giorgi’s analysis (Broomé, 2011; Giorgi, 1985) was followed to generate systematically 

a theoretical understanding of concepts emerging from the data to explain basic body 

awareness therapy. 

A clinical trial was conducted with two controlled and randomized parallel groups. The 

randomised process was done using the software Epidat v 4.0. A number was assigned to 

the participants and then the programme generated two groups of numbers, the control 

and intervention groups. The results of randomisation were communicated by telephone 

to each of the participants. The study started in April 2015 during 30 weeks and all 

participants were assessed at baseline, post-test at the end of the 5 weeks treatment 

period, and 12 weeks and 24 weeks follow-ups were also done. Participants of both 

groups continued their treatment as usual which included pharmacological therapy only.  



 

Figure 1. Study design and sampling flow chart

 

 

Participants 

In total, 19 participants with fibromyalgia diagnosis (1 male and 18 females) belonging 

to an intervention group of randomized clinical trial were assessed.
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Figure 1. Study design and sampling flow chart  

participants with fibromyalgia diagnosis (1 male and 18 females) belonging 

to an intervention group of randomized clinical trial were assessed. . The average age 

had been diagnosed with fibromyalgia for 8.16 ± 6.68 

According to occupational status, six participants were working during the treatment 

and eight were retired. (see table 1) 

The Qualitative research data from BBAT group 
structured focus group 

at the end of each session
Researcher  CB

Interview after treatment
Researcher: external interviewer 

(employer of public Health 
Center)

39 participants were randomised 

20 patients assigned to the control group

80 Study participants 
Exclusion Criteria:

pregnancy, other diseases that increased the 
pain

changed their lifestyle
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participants with fibromyalgia diagnosis (1 male and 18 females) belonging 

he average age 

 years. 

were working during the treatment 
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Variable BBAT group 

 N=19 

Female sex - n (%) 18 (94.70) 

Age  average  ± SD 51.05 ± 10.75 

High school or higher education – n (%) 13 (68.40) 

Years of diagnosed fibromyalgia ± SD 8.16 ± 6.68 

Civil State  

Married n (%) 13 (68.40) 

Single (separated/divorced/widowed) n (%) 6 (31.50) 

Occupational Status   

Working people n (%) 6 (31.50) 

Unemployed n (%) 5 (26.30) 

Retired n (%) 8 (42.10) 

Table 1. Baseline characteristics of the BBAT group intervention 

According to the research protocol, the study was conducted at a primary healthcare 

centre. The Ethical Committee of Clinical Research of Bellvitge University Hospital 

approved the research protocol with the reference number PR183/14. The clinical trial 

was registered in ClinicalTrials.gov with the number NCT02830295. Participants were 

eligible if they were 18-65 years old and fulfilled the American College of 

Rheumatology 1990 diagnostic criteria for FM. The patients had been diagnosed at least 

for 6 months ago and they could manage to stand in lying, sitting and standing positions 

without assistance. The exclusion criteria were a) pregnancy or those women who were 

planning to become pregnant during the study period; b) those who were suffering from 

other diseases that increased the pain or another specific diagnosis as rheumatic, heart 

and infectious diseases; c) those who changed their lifestyle and physical activity habits 

during the study period. 

All the patients were recruited through the database of the primary healthcare centre and 

they were invited to attend an informational meeting. In this meeting all patients willing 

to participate signed the written informed consent to participate in the trial according to 

the Helsinki Declaration (World Medical Association, 2013). 



74 
 

 The therapist who leaded the intervention was CB who is a senior clinical 

physiotherapist and graduated in Basic Body Awareness Methodology by Bergen 

University College (Norway). Evaluation was performed by CB and AE and none were 

blinded. Data analysis was conducted by DC and LG. 

 

Assessment 

Movement quality was measured with the BARS (Skjærven, Gard, Sundal, & 

Strand, 2015), which consists of two assessment parts: part 1, observation and 

assessment of movement quality; and part 2, interview with the patient about movement 

awareness immediately after performing each movement (Skjærven et al., 2015).  

Due to the qualitative nature of the study, the second part of the BARS was employed as 

follows: immediately after performing each movement the patient is given time to 

reflect upon the question about the movement awareness: “how was this movement for 

you?” The answers were transcribed by two of the authors’ team CB and DC and when 

no consensus was reached, a third author LG participated in the transcription 

The main researcher CB encouraged participants to talk about the experiences of 

movements during the session and to describe and observe movement changes in their 

daily life exploring a specific set of movements from daily life and elicited comments 

concerning the changes that occurred during the week. They were encouraged to talk 

and interact with each other for half an hour. This technique is built on the notion that 

group interaction encourages respondents to explore and clarify individual and shared 

perspectives (Tong, Sainsbury, & Craig, 2007). The BARS interview served to generate 

new concepts, explanations, and individual experiences that would not come about 

without the group. 

With these regards, focus group was chosen to collect qualitative data at the end 

of treatment. Due to the participants given similar topic, socio-characteristics and 

phenomenological topics appear. According to Wong (Wong 2008), the focus group 

interview is a well-established research method, in which the participants are guided and 

encouraged by an interviewer to reflect on different aspects of specific questions 
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designed by the interviewer. A focus group is a technique involving the use of an in-

depth group interviews in which participants are selected to discuss a given topic. 

Participants in this form of research are selected based on the criteria that they have 

similar socio-characteristics and will be comfortable talking to the interviewer and each 

other. The optimal number of participants in a focus group may vary, but a group of 6-10 

participants is generally suggested to be manageable (Rabiee 2004). According to 

Krueger (22), the interviewer should be skilful in group discussion, use semi-structured 

questions and establish a permissive environment that encourages engagement and the 

exchange of experiences. Focus group discussions also have some limitations. A 

fundamental disadvantage of focus groups is their susceptibility to bias, because group 

and individual opinions can be swayed by dominant participants or by the interviewer 

(Wong 2008). 

Moreover, an interview was done after each session to reflect on different aspects 

of experiences of Basic Body Awareness Therapy. The method for recording data was 

tape recording interview, and later transcribed to notebook. That last interview was done 

by independent employed of public health center to avoid bias of influence’s interviewer 

on the answer of patients. 
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Questions about BBAT treatment 

1 What do you think about the treatment with Body Awareness Therapy? 

2 Do you have a goal for your treatment with Body Awareness Therapy? 

3 Do you perceive the treatment with Body Awareness Therapy as meaningful? 

4 What would you tell a friend who had similar problems to yours about this form of 

treatment? 

5 Do you have anything to add about what good physical therapy treatment should 

be? 

6 Do you feel to be understood in your disease? 

7 Do you think that she believe in your improvement? 

8 Do you feel that group trust in you?  Do you trust in group? 

9 Do you feel integrated in the group? 

10 Do you think your experiences are important to others? 

11 Can you feel here and now in the sessions? Can you forget anything else during 

the session? 

12 Had you felt some catharsis during the sessions? Do you felt your emotions 

freedom? 

Questions about relationship with the PT 

1 Can you tell me about your PT? 

2 Can you tell me about whether you think that your PT is warm or cold as a person? 

3 Do you think that she is interested or not so interested in you?  

4 Is she capable or not so capable in her work, as you see it? 

5 Do you trust her?   

6 Do you feel accepted or respected? 

7 Do you think that she is a person that can help you? 

8 What do you think about the cooperation with your PT? 

9 Do you think that you are making any progress? 

10 Do you think that she thinks that you are making any progress? 

Table 2. Open interview guide after BBAT treatment 
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Intervention 

The basic body awareness therapy intervention was provided by a physiotherapist (CB) 

with 18 years of clinical experience and who had graduated in Basic Body Awareness 

Methodology by Bergen University College (Norway). The intervention was conducted 

in a primary healthcare setting during five-week basic body awareness therapy treatment 

programme taking place twice a week, each one lasting 60 minutes. Participants 

continued their pharmacological treatment as usual. In the first two sessions, patients 

received the basic body awareness therapy sessions individually for 60 minutes each. 

The intervention consisted of 12 movements related to the BARS and Dropsy massage 

(Roxendal & Winberg, 2002). During the subsequent sessions, the patients received 90 

minutes of group sessions. The session included basic body awareness therapy 

movements (Skjærven et al.,2015), Dropsy massage, and ended with reflections and 

description about the movement experiences after each of the movements during the 

session. In the guidance, the therapist focused on balance, free breathing, and awareness 

during the movements. After the intervention period, participants were invited to include 

these movements in their daily life.  

Focus groups were also conducted, as an open-ended communication between 

the researcher and the whole group. It was important for the interviewer to exhibit 

openness to new and unexpected phenomena (Kvale & Brinkmann, 2009). The patients 

were invited to express themselves without any preconceptions from the interviewer. 

They were encouraged to restrict their descriptions to their actual clinical experiences 

and to describe simply what they experienced as successful therapeutic processes 

promoting movement quality. 

 

Data Collection 

In total, 19 informants contributed to data collection. Three data collections were used: 

1) the BARS part 2 at baseline, at the end of treatment, as well as at 12 and 24 weeks 

follow-up; 2) semi-structured focus group discussions took place at the end of each 

session; and 3) an in-depth focus took place on the last day of group therapy. The data 
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resulted from the BARS was collected in a notebook while the focus group interviews 

were recorded using an audiotape and they were transcribed verbatim.  

Data collected through BARS was performed individually; the participants were 

invited to describe their experiences about the movement experiences during the 

movement body awareness. The questions were “How do you experience the 

movement”? and “What is your experience doing that movement”? Data were collected 

at baseline, as well as at three and sixth months follow-up. Data were recorded using a 

notebook.  

 

Analysis and Interpretation 

The focus of interest was the person’s existence and his or her experience during the 

treatment process. Analysis of qualitative data involves decontextualisation and 

recontextualisation; decontextualisation allows parts of the subject matter to be lifted out 

and investigated more closely, together with other elements across the material that 

address similar issues; recontextualisation will ensure that the patterns still agree with 

the context from which they were collected (Malterud, 2001). 

According to Malterud, Giorgi’s analysis is commonly referred in the literature to 

analyse qualitative data (Malterud, 2001) and it was created for the development of 

descriptions and notions reported by participants (Broomé, 2011). It consists of a four-

step analysis procedure: Step 1) getting a total impression, Step 2) identifying meaning 

units with a focus on the phenomenon under study, Step 3) coding the meaning units and 

grouping them into themes by examination of the original text; identifying the main 

themes and categories on the basis of the patients’ expressed experiences, and Step 4) 

synthesising themes and underlying categories, producing a consistent structure of the 

phenomenon being studied, in addition to summarising their importance (Skjærven et 

al., 2010). 



 

Figure 2. Steps in the analysis used in this study

 

There were 11 interview transcripts from group interviews and 57 individual interviews 

and research literature that contributed to the current theory development. The analysis 

was based on the knowledge provided through body awareness therapy according to the 

informants’ explanations. During the process of identifying meaning units, the text was 

broken down and labelled into parts. Fourteen meaning units were then grouped into 

four categories. The authors’ preunderstanding of body awareness grounded in literature 

and experiences of working in rehabilitation have also influenced the analysis as we 

were interested in the relationship between the body and movement awareness in the 

context of physiotherapy.  

 

Ethical Considerations 

All participants were recruited through the database of the primary healthcare centre and 

they were invited to attend a meeting. 

participate signed written informed consent 

(World Medical Association, 2013).  

Following research protocol, the study was 

Step 1
•Getting a sense of the whole process. Reading through the 

transcriptions several times

Step 2
•Identifying and distinguishing the meaning units such as therapeutic 

factors of the group and movement quality features

Step 3
•comparison and grouping the meaning units regarding to similarities 

and differences

Step 4
•Sinthesis of categories and overview with the main concept
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labelled into parts. Fourteen meaning units were then grouped into 

four categories. The authors’ preunderstanding of body awareness grounded in literature 

and experiences of working in rehabilitation have also influenced the analysis as we 

in the relationship between the body and movement awareness in the 
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participate signed written informed consent forms. We followed the Helsinki declaration 

 

Following research protocol, the study was conducted at a primary healthcare centre. 

Getting a sense of the whole process. Reading through the 

Identifying and distinguishing the meaning units such as therapeutic 
factors of the group and movement quality features

comparison and grouping the meaning units regarding to similarities 

Sinthesis of categories and overview with the main concept

79 

There were 11 interview transcripts from group interviews and 57 individual interviews 

ure that contributed to the current theory development. The analysis 

was based on the knowledge provided through body awareness therapy according to the 

informants’ explanations. During the process of identifying meaning units, the text was 

labelled into parts. Fourteen meaning units were then grouped into 

four categories. The authors’ preunderstanding of body awareness grounded in literature 

and experiences of working in rehabilitation have also influenced the analysis as we 

in the relationship between the body and movement awareness in the 

were recruited through the database of the primary healthcare centre and 

meeting, all patients willing to 

the Helsinki declaration 

conducted at a primary healthcare centre. 



80 
 

The Ethical Committee of Clinical Research of Bellvitge University Hospital approved 

the research protocol. The study was registered in ClinicalTrials.gov with the number 

NCT02830295.  

 

Results  

Here we present four qualitatively different descriptive categories describing reflexions 

and experiences of patients suffering from fibromyalgia when received Basic Body 

Awareness Therapy group.  We describe each of the descriptive categories and the 

variation of themes in detail and quotes from participant’s descriptions considered to be 

relevant. 

In this analysis, coded four categories were labelled “Experiencing physical capacity”, 

“Changing the pattern of body awareness”, “Experiences of living in a group”, and 

“Creating a new relation to self”. The findings described how participants had 

experienced basic body awareness therapy treatment and how the basic body awareness 

therapy movements can be applied to daily life. 

Excerpts from the data are included to illustrate the key aspects of the categories, citing 

expressions used by participants with numbers. The letter after the number indicates if 

the quotation is taken from a BARS (a), open-interview (b) after each session or final 

interview (c). 

 

Experiencing Physical Capacity 

In the first descriptive category, the participants described biomechanical 

experiences. The participants reflected that the path and the form of movements were 

freer and wide, they emphasized that the sensation of being in an effortless movement 

was a different experience from what they were used to. As well, they described how the 

movements produced less pain, improve the elasticity and centering; the movement were 

soft and slow and they found it to be too easy or too simple. 

I can move the arms up more than before I have more mobility 

(Lali, 27 years old, a); I have more flexibility and elasticity in my 
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shoulders I feel that I’m stretching (Eva 47 years old, b), 

The participants described more resistance and energy. The experience of softly 

movement gave the capacity of safe energy in their daily life movement, this report 

plenty experience of empowerment that influence in other categories. 

I do more activity; I have less pain, I can walk with my 

friends, I have a shot of energy (Annie 40 years old, a) 

Another biomechanical feature appeared was the balance, they described an increased 

of balance and it allowed to move with less effort and they gain energy too. 

Before, I felt a lack of balance when I was walking along the 

street, even when I was holding onto the baby’s pram, but 

now this has stopped (Lali 27 years old, b)”. 

The participants described how challenging it was to be attentive and present in the 

movements. They experienced time to stop and observe in silence their personal space. 

They didn’t used to be attentive to themselves in their daily life. 

I listen only to your voice; I disconnect from everything 

today” (Maria 47 years old, b) 

 

Changing the Pattern of Body and Movement Awareness 

In the second descriptive category, Changing the pattern of body and movement 

awareness, the participants described that some areas of the body, such as legs, were out 

of the frame of awareness. Movement, such as standing movements and daily tasks in 

general, helps them to be aware of their legs and also improved their stability. This was 

described as being aware with increased movement sensations. One aim of treatment 

was exploring and being curious of new variety of movement and sensations come to the 

fore. 

The basic body awareness therapy treatment helps me to be 

aware of my legs; they were lost, and now my stability has 

improved (Joana 47 years old, c) 

In addition, the participants explored being present in the here and now; this 

helped them identify emotions and contact with the body, particularly with respect to 
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moving. 

I feel the emotions in the body; this therapy helps me to be in 

contact with my body; now my body doesn’t still work properly, 

but it’s good to move it (Kitty 56 years old, b), 

 

Experiences of Living in a Group 

The patients’ experiences reflected how awareness was directed towards the external 

environment and their personal sphere. Descriptions of the richness of group and 

therapeutic factors came to the surface. Regarding this trial the group experience is more 

than the sum of each member’s group; in relation to this, the sub-themes such as trust, 

confidence, group cohesion, altruism, motivation and interpersonal learning emerged 

(see Table 3). The group experiences have been identified according to Yalom (1985).  

In this third descriptive category, the patients described, that awareness of movement 

aspects was useful to be understood by colleagues; that sense allowed them to trust in 

themselves and the others, also it allowed them to build group cohesion and to increase 

the altruism and motivation. 

When you stand up very slowly, my colleagues understand what 

happens to you” (Annie 64 years old, a), In just a few days, we 

have become a little family unit  ( Roxane, 60 years old, a), I 

think that my experiences are important to others, and this fact 

helps me to know that what happens is a part of the process ( 

Kitty, 56 years old,c) 

 

Creating a New Relationship to Self 

Finally, the patients’ experiences showed participating in basic body awareness 

therapy treatment changes the relation patients have with themselves. They described 

their priority in life centres more on their own life. Furthermore, before basic body 

awareness therapy treatment, the patients referred that they had to “do” something what 

they described as being “more important than taking care of themselves”; after 

treatment, their priority was their health before anything else.  
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I have more energy. It changes my mind; before, all of the 

things that I had to do were first and now the first thing is me. I 

need my time and I dedicate it to me (Amelie, 56 years old,c),  

Now I’m aware that I give more affection than I receive 

(Carme, 62 years old,c) 

 

Discussion 

This study developed a phenomenological understanding of body awareness process. 

The data regarding participants suffering from fibromyalgia after the basic body 

awareness therapy treatment revealed an increase of movement awareness and therefore 

started a process of embodiment. The embodied process generated was understood as a 

means to be in contact with one’s body and in contact with relationship to others. This 

process included improvements in physical capacity, a changing pattern of body and 

movement awareness, experiences of living in a group, and creating new relationships 

with others. 

 

Experiencing Physical Capacity  

The analyses of the patients’ data in basic body awareness therapy revealed a 

sense of improved biomechanical and physiological aspects such as path, form, time, 

elasticity, and centring of movement. In addition, balance, resistance, energy, and 

mental concentration are improved. Basic body awareness therapy treatment emphasises 

balance, grounding, and the centre line as important aspects in treatment (Skjærven, 

2002b). Stability along the vertical axis is a precondition of movement quality 

(Skjaerven et al., 2008). Balance gives background stability. Motor stability, postural 

stability and postural orientation exist at the same time to increase a perceptual 

experience. Through this stability, the experience of being in equilibrium arises. Studies 

of physical activity interventions in fibromyalgia show that can reduce fibromyalgia 

symptoms and improve quality of life (Busch et al. 2011)(Macfarlane et al. 2016)  
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Changing the Pattern of body Awareness 

Body awareness or “embodied identity” is understood as a means to feel alive in 

one’s body and alive in one’s relationship to others and to society (Gyllensten et al., 

2010). To be in contact with the body in the present moment is essential to having 

contact with emotions. According to Damasio (2003), emotions are the physical 

manifestations of the body striving to maintain homeostasis. Emotions, then, are found 

as physical manifestations of how the body feels, and feelings as the body experiences in 

a particular state correlates to the experience of a certain state of thoughts. Feelings arise 

from homeostatic reactions, rather than only from emotions. Additionally, perceptions 

originate from the body and generate a new associated mental state. In relation to basic 

body awareness therapy, the change originate in movement; the new bodily movement 

experiences can be seen as generating a new homeostasis. Because of new movement 

experiences, new feelings and psychological changes can appear, new ways of thinking 

can be present, and new existential aspects can arise.  

We explain the improvement of pain symptom because it depends upon the brain 

evaluating a massive amount of information, including data from the danger detection 

system, but also cognitive data: for example expectations, previous exposure, cultural 

and social norms, beliefs (Butler & Moseley 2013). Beliefs and thoughts can turn on a 

pain neurotag and increase pain. Moreover, emotional distress states such as depression 

or anxiety can increase the amount of pain. Therefore any psychological factor that 

draws attention away from pain will decrease pain perception(Main et al. 2008).  

In our study, the intention of treatment is the rise of perception and awareness of 

patients. and to connect with body regions that are disconnected. We posit that earlier in 

the individual’s life, the whole body was connected and there was an innate awareness. 

In this project, we can observe that individuals felt their legs were disconnected and 

thought the body movement from therapy helps them feel that the legs are reconnected. 

The results aroused that patients were more present, the bodily experiences 

always are experienced in the present moment (Gyllensten et al. 2010). More else, the 

presence is key to achieve the awareness of unity of body and mind. According to Yalom 



85 
 

(Yalom 1985), presence is the hidden agent for learning.  

The literature shows the importance of identifying and expressing emotions 

(Gard & Gyllensten, 2000). The identification and expression of emotions in treatment 

situations may lead to good treatment outcomes. Studies of the rehabilitation of patients 

with long-lasting pain have shown that patients can improve after body awareness 

enhancing interventions (Gard, 2005; Gustafsson, Ekholm & Broman, 2002; Malmgren-

Olsson, 2002)  

The results of changes in the emotional or existential perspectives include the 

choice of new options and actions. In this respect, some patients reflect that they were 

able to choose themselves before something else, whereas before the treatment, they 

were their last choice. To explain this, several authors (Bechara & Naqvi, 2004; Calsius, 

De Bie, Hertogen, & Meesen, 2016; Damasio, 2000) postulated that one of the main 

roles of emotions is to bring the autonomic processes of our bodies into awareness, 

providing “somatic markers” that guide our choices and actions. 

 

Experiences of Living in a Group 

According to Di Tella (2015), patients who are suffering from fibromyalgia have 

a high prevalence of psychological distress levels as well as symptoms of depression and 

anxiety. Moreover, alexithymia is especially present in the subscales of “difficulty in 

identifying feelings” and “difficulty describing feelings”. Due to this, patients have 

impairments in the regulation of their own affect, in the recognition of the emotions of 

others, and in representing other people’s affective mental states Güney (2015). They 

may also have high trait anger and poor anger regulation. These improved with the 

movements of flexing and extending, in addition to arm movement and relational 

movement. At the end of therapy, participants acknowledged together that they were 

able to express their understanding and felt understood by others in the group. 

One important finding was the relationship between the group and between 

group and therapist. Earlier self-development research, states that self-organization 

occurs in a relationship with another self (Schore 2003). The core of the self is 

nonverbal and unconscious and lies in the pattern of self-regulation, grounded in the 
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intuitive knowledge that one can regulate the flows and shifts of one’s bodily based 

emotional states (Schore 2003). The qualitative results show that trust and confidence 

were the most important features of the relationship. According to Gard (2000; 2005), if 

the therapist and patient interaction is good in terms emotional factors, the treatment 

effectiveness increases. Additionally, Rosberg (2000) explains that trust is decisive for 

being able to develop a sense of presence in the movement and being-in-the-world; 

movement awareness makes it possible to sense the relationship between the body and 

life. Not only did participants seem trust in the physiotherapist, but they also seemed to 

trust in themselves and their capacities. In the same way as when we turn “one eye in 

and one eye out”, the relations develop more trust and confidence both outside and 

inside the relationship. 

The greatest motivating force in the group cohesion was contact among them. 

This contact deepened in the process, even leading to the organisation of a social net to 

share emotions, feelings, and thoughts. The main group dynamics that arose were 

acceptance and understanding, which helped the patients to develop a well-balanced 

state and an increase in the harmony in their life. From this arises a functional balance, 

power, and freedom to act (Yalom, 1985; Damasio, 2003). 

 

 

Creating a New Relationship to Self 

Regarding the fourth category, the process of embodied empowered the patients, 

both in relation to the experience of the self and in relation to other people. The 

experience of a well-developed body awareness was understood as giving more to 

themselves. They always dedicated to others and after treatment they recognized them 

and interact with others for identity development, this concept has been also confirmed 

by other researchers (Rochat & Striano, 1999).  

The results confirmed a mind-body connection according to theories described 

by Merleau-Ponty (1962) increasing our knowledge about the body awareness relating 

to the body, themselves, and to others. As physiotherapists we need to integrate this 

understanding into theory and practice (Gyllensten et al., 2010). The principles emerging 
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in this study should be further explored in an effort to generate a fuller theory of body 

awareness that in turn can contribute to developments in physiotherapy. 

Limitations of this study are inherent to phenomenological methodology. The 

results in this study are influenced by our preundestanding. Due to the positive 

preliminary results about the effects of the basic body awareness therapy in 

fibromyalgia, future research may focus on analysing other experiences of basic body 

awareness therapy in patients suffering from fibromyalgia such as the experiences of 

family members to verify the changes in daily life.  

 

Conclusion 

A phenomenological understanding was conceptualised from which a core category of 

awareness emerged: “Creating a new relation to self”. This core category was related to 

three categories: “Experiencing of physical capacity”, “Change of pattern of body and 

movement awareness” and “Living in a group”. Working with body awareness in 

physiotherapy practice should include an understanding of the influence of movement 

awareness. Embodied and relationship of group in the therapy process have an impact 

on the healing process in patients who suffer from fibromyalgia.  
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Study 4 
 Introduction of Basic Body Awareness Therapy (BBAT) in the subject 
of Mental Health Physiotherapy in the fourth-year bachelor education: 
a qualitative study  
 
Abstract 

Objectives: The aim of this study was directed towards how a group of fourth` year 

bachelor physiotherapy students, describes their experiences, attitudes and beliefs from 

participating in a short introduction course of 8 hours in Basic Body Awareness Therapy. 

Basic Body Awareness Therapy is a movement awareness training approach in 

physiotherapy aiming to promote movement quality in daily life through self-

exploration and self-experience with a goal of learning new movement habits 

Design: This study was a qualitative case study. Data were collected through using: 1) 

focus group at the end of each practice session; 2) qualitative research interview at the 

end of whole course. Giorgi’ analysis was used. 

Participants: The participants were 80 physiotherapy students within the subject of 

mental health physiotherapy, in the fourth year’s study course belong to University of 

Lleida. The study was carried out through two years 40 students each year. 

Interventions: The BBAT introduction course consisted of six hours theory and two 

hours practical implementation with a particular focus on promoting movement quality 

through a movement awareness learning strategy. 

Results: 16 emerging themes are grouped into four categories physical perceptions, 

body awareness characteristic, self-awareness and Body Awareness professional 

development.   

Conclusions: Albeit, learning process of movement quality didn’t become completely; 

the practice achieved take contact with the body through movement. Contact with 

physical perceptions as pain and blockages, perceptions as heaviness or relaxation, 

problems with coordination, elasticity and balance emerged as the body awake. More 

else, emotions as cry, calm, peace or nervous and body awareness as “body turned”, 

“didn’t feel the hands” and “found parts of body” appear. Therefore, there is an 

indication for the future course longer clinical practice course is needed to arise aware of 
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movement quality.  

 

 Keywords 

Qualitative research, physiotherapy in mental health, basic body awareness therapy, 

learning process, movement quality 

 

 Introduction 

This study is directed towards the implementation of a short introduction course in Basic 

Body Awareness Therapy (BBAT) in the context of undergraduate physiotherapy study 

program, fourth year, within the subject on mental health physiotherapy.  

The history of physiotherapy in Spain officially dates back to 1981 when it was 

first implemented in university education1. Since then physiotherapy has developed its 

own identity through research and the high quality of education. Mental health has 

emerged as a new area of specialization for physiotherapists, not only in Spain but 

worldwide2. Physiotherapists who take into account mental health usually meet patients 

with psychiatric co-morbidities secondary to other chronic diseases. The attitudes of 

student’ physiotherapists concerning mental health and psychiatry have been the subject 

of study147. Probst and Peuskens found that the attitudes of Flemish physiotherapy 

students towards psychiatry were moderately positive compared to a control group. 

However, they recommended obtaining additional information regarding specific 

physiotherapy strategies or techniques to develop more positive attitudes towards mental 

disorders through high-quality courses and personal patient contact or practice. 

In the physiotherapy context, body awareness is defined as a treatment directed 

towards awareness of how the body is used in terms of body function, behaviour and 

interaction with the self and others. Body awareness therapies aim to normalize posture, 

balance, breathing, and muscular tension, which are experienced and visible in 

movement behaviour36,35. Norwegian Psychomotor Physiotherapy (NPMP) and Basic 

Body Awareness Therapy (BBAT) are two examples of body awareness therapies that 

have been developed. According to Dragesund, a body-oriented psychotherapeutic 
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approach is present in both therapies as the concept considers that posture, balance, 

breathing and muscle tension are very closely related to emotional states. 

According to Greenfield and Jensen148 phenomenology is an important approach 

for human caring professions as it underscores the importance of the connection 

between caring and exploring the lived experiences of patients with disabilities. 

Greenfield and Jensen148 state that language is paramount because the use of language 

and metaphor over time can help the caregiver determine changes in a person´s recovery 

experiences and self-identity. The therapist should just be willing to listen to the person 

relate experiences in his or her own voice and at his or her own pace to allow his or her 

own life-world to reveal itself.  

Furthermore, the tools of phenomenology offer strategies for developing 

students´ narrative reasoning skills in professional education148. In a phenomenological 

approach, this reasoning strategy is consistent with the therapist´s role of listening to the 

person and fully understanding the person´s lived experience. Greenfield and Jensen148 

state that reflective inquiry is an important meta-cognitive skill that has to begin with a 

focus on the self and needs nurturing and development in professional education.  

Basic Body Awareness Therapy (BBAT), a health oriented, multi-perspective and 

person-centred approach with a focus on the patient’s resources5,21,26,117, is a movement 

awareness training approach in physiotherapy, aiming to promote movement quality in 

daily life through self-exploration and self-experience enabling the learning of new 

movement habits. Understanding movement quality as the art of consciously being, 

doing and relating to oneself and others will result in more functional daily life, 

relationships and actions24. The features of movement quality as a phenomenon in the 

physiotherapeutic context are classified into four perspectives- biomechanical, 

physiological, bio-psycho-social and existential23,53 which mutually and simultaneously 

influence and are influenced by each other. In relation to the biomechanical perspective, 

movement quality includes the analysis of postural stability and the path and form of 

movement. From the physiological perspective, flow, elasticity, rhythm, free breathing 

and centring are considered. The psycho-socio-cultural perspective includes the concepts 

of awareness, as well as emotional, cognitive and intentional aspects. Finally, the 
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existential perspective represents self-awareness, human presence and unity during 

movement23. To gain higher functional movement quality, the physiotherapist focuses 

the guidance on postural balance, free breathing and awareness in order to integrate 

them in movement25. 

BBAT consists of a broad scope of movements, lying, sitting, standing, walking 

and relational movements and use of the voice. The movements are practised in therapy 

with a focus on particular movement aspects, such as rhythm, form, elasticity, flow, 

intention and voice23,26. Assessment tools such as the Body Awareness Rating Scale and 

Body Awareness Scale Interview5 have also been developed. 

Movement quality is a central concept in Basic Body Awareness Therapy. The 

awareness learning cycle is the capacity of reflect and conceptualize; in this way, finding 

words, talking about his/her experience, it’s important to give time to find the words to 

express in order to learn how to move more efficiently24. The movement awareness 

learning cycle is a strategy for promoting movement quality. It consists in a few steps: 

the first step is to gain contact with the body. The patient needs guidance to come into 

contact with how she/he is moving. The second is to explore how the process of 

exploring and searching that becomes the experience becomes a part of consciousness. 

Then the person has to integrate the movement. After that, the movement creates 

meaning in her/his daily life and the person can see the connection between the 

therapeutic situation and daily life, it gives a bodily understanding of training. And in 

this way, the patient becomes master of a new and improved way to move.  

In addition to the movement awareness learning cycle, there are others strategies 

for promoting movement quality include being in movement. Repeating and focusing on 

the exercises help the patient to become increasingly aware. What is more, guidance 

versus correction is a main point: the therapist acts as a guide, coaching and guiding 

movements towards health and full function. The use of words is also a concept 

requiring attention; particularly employing words of encouragement and metaphors, but 

without saying too many words that might disturb the process of learning. Finally, 

references for internal and external movement are important in promoting movement 

quality; moving is an interplay between internal and external references and both are 
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necessary for the movement to be functional and the training to be effective25. 

Because promotion of movement quality through a body and movement 

awareness learning course is for the first time introduced recently in Spain 

physiotherapy, it was of interest to study the students’ description of experiences when 

being exposed to the course, to study how their experiences from participating in a 

short-time course were described. Furthermore it was of interest to study because BBAT 

course has a practice, theory and structure that have been accepted within the profession 

of mental health physiotherapy in the Scandinavian countries for about 30 years. More 

else BBAT is implementing a structured physiotherapy program representing daily life 

movements that it provides useful therapy for clinical settings as chronic pain, mental 

diseases, psychosomatics disease and promotion and preventive health care. 

The aim of this study was to study the experiences attitudes and beliefs of 

students regarding BBAT in an eight-hour introductory course to physiotherapy in 

relation to mental health within a bachelor’s programme. 

 

 Method 

 Design 

Understanding the phenomenon of experiences and beliefs from the 

physiotherapy students’ point of view demands a research design and method to reveal 

descriptions of students. Regarding to this a qualitative case study design was chosen134. 

Giorgi’s method of analysis126,127 was followed to generate systematically a theoretical 

understanding of concepts emerging from the data and explain experiences of learning 

BBAT.  

The analysis of qualitative data involves decontextualization and 

recontextualization: decontextualization allows parts of the subject matter to be lifted 

out and investigated more closely, together with other elements across the material that 

provide information on similar issues; recontextualization ensures that the patterns still 

agree with the context from which they were collected134. 

Focus group was chosen to collect qualitative data due to the participants given 
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similar topic, socio-characteristics and phenomenological topics appear. According to 

Wong129, the focus group interview is a well-established research method, in which the 

participants are guided and encouraged by an interviewer to reflect on different aspects 

of specific questions designed by the interviewer. A focus group is a technique involving 

the use of an in-depth group interviews in which participants are selected to discuss a 

given topic. Participants in this form of research are selected based on the criteria that 

they have similar socio-characteristics and will be comfortable talking to the interviewer 

and each other. The optimal number of participants in a focus group may vary, but a 

group of 6-10 participants is generally suggested to be manageable130. According to 

Krueger131, the interviewer should be skilful in group discussion, use semi-structured 

questions and establish a permissive environment that encourages engagement and the 

exchange of experiences. Focus group discussions also have some limitations. A 

fundamental disadvantage of focus groups is their susceptibility to bias, because group 

and individual opinions can be swayed by dominant participants or by the interviewer129. 

More else, a qualitative research interview was used on the last day of course to 

reflect on different aspects of expectations and beliefs of body awareness introduction 

course. The method for recording data was writing interview, that decision was took due 

to the lack of time of course, in this way the student could reflect on relaxed. 

 

 Participants 

The study was carried out among students on a bachelor’s programme in physiotherapy 

at the University of Lleida over a period of two years. In total, 80 fourth-year students 

participated in the study, 40 students in each year. Each group of 40 students was further 

subdivided into four subgroups of 10 students. The eight-hour BBAT introduction course 

was presented group by group. Attendance on the BBAT-course was obligatory. 
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Basic Body Awareness Therapy introductory course 

In the fourth year of the physiotherapy bachelor’s programme, a course introducing the 

BBAT physiotherapeutic approach was especially developed within the subject of 

Physiotherapy in Mental Health. The course consisted of six hours of theory and two 

hours of practical implementation, in total eight hours taken by a physiotherapist (CB) 

who had gained clinical competence in BBAT at the Basic Body Awareness 

Methodology (BBAM) study program from Bergen University College (Norway).  

The introduction to BBAT consisted of the presentation of theoretical concepts, 

its philosophical basis and historical roots. In addition, it introduced Skjaerven’s 

Movement Quality Model (MQM) and evaluation tools, such as the Basic Awareness 

Rating Scale (BARS)33, as well as therapeutic factors when implementing BBAT in 

individual and group therapeutic settings. 

The practical part of the course included two movement sessions, each lasting 60 

minutes. The first session included standing, sitting and lying operationalizing 

movement quality from biomechanical and physiological perspectives50. The second 

session included standing and lying operationalizing movement quality from psycho-

socio-cultural and existential perspectives according to Skjaerven’s MQM23. Both 

movement sessions placed an emphasis on being present and aware of how the 

movements were done implementing a strategy for the participants to experience the 

movements themselves. 

The whole course was conducted in a training room with open space, mats and 

chairs for the practice sessions on one side and table and slide projector on the other for 

theory presentation. The students were asked to wear clothes allowing them to move 

freely in the practice sessions.  
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 Data collection 

The focus of interest was the views about BBAT, expectations, beliefs and experience 

during the educational course. Two means of data collection were used: 1) focus groups 

at the end of each practice session; 2) a qualitative research interview, completed by all 

80 students on the last day of the course.  

Focus groups were conducted as a means of open-ended communication between 

the researcher and the whole group. The stance of the interviewer showed openness to 

new and unexpected phenomena133. The students were invited to express themselves 

without any preconceptions from the interviewer. The reflexivity about body awareness 

of interviewer is essential on the process. They were encouraged to describe their 

experiences during the practical session. What’s more the respective social or 

professional roles always shape the interview process and that the act of interviewing is 

invasive. For this reason, reflexivity on the part of the researcher is essential149.  In total, 

16 focus groups were conducted immediately after each two practice session. The 

students were given time to reflect on questions related to movement awareness: “How 

was that movement session for you?” and “What was your experience after a period of 

being in the movement?”  

At first of reflection time couple of students shared their reflections between 

them, later they shared on group. In total, each focus group session lasted around 30 

minutes and was audio recorded and later transcribed for analysis. In the case of dissent, 

when no consensus was reached between the two transcribers, a third author participated 

in the transcription. 

Second, a qualitative research interview was gathered last day of whole course to 

collect the experiences, beliefs and expectations about course. It consisted of six open 

questions about course, expectations beliefs before the course, experiences during the 

BBAT sessions, future of physiotherapy in mental health in our country. The questions 

were “What do you think about BBAT?”, “What’s your experience doing BBAT?”, 

“What were your expectations about BBAT?”, “Do you think BBAT can be useful?”, 

“Do you think physiotherapy in mental health has professional projection?”, “What did 

you think about body awareness?”. The interviews were given out the day before to last 
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day and they could fill in during 1 week. 

 

 Data analysis  

According to Malterud, Giorgi’s analytic method is commonly employed in the 

literature to analyse qualitative data134. This method was followed in the development of 

descriptions reported by participants 127. It consists of a four-step procedure: 1) getting a 

total impression, 2) identifying meaning units with a focus on the phenomenon under 

study, 3) coding the meaning units and grouping them into themes by examining the 

original text and identifying the main themes and categories on the basis of the 

participants’ expressed experiences and 4) synthesizing themes and underlying 

categories, producing a consistent structure of the phenomenon being studied, in 

addition to summarizing their importance25. 

The analytic stage started with Step 1) was to read and re-read the transcription 

of audiotape data of focus group and qualitative research interviews, initial studying of 

both dataset as a whole to gain an overall sense. Step 2) dividing the interview data into 

parts, identifying meaning units. The content of the meaning units was in relation to 

pain, balance and body perceptions. Step 3) was to express the structure of the 

phenomenon by combining meaning of data. During the organization of meaning units 

were transforming them to themes. Step 4) was made to synthesize and analyze the 

themes to develop into categories. Sixteen themes were then grouped into four 

categories according to the same nature of themes as “Experiencing physical 

perceptions”, “Body awareness characteristic”, “Self-Awareness”, “BBAT professional 

development”. 

 

 Ethical Considerations 

According to Helsinki Declaration100, the students participation in that study was 

voluntary and students could choose not take part in the interview or share their 

reflections. All students willing to participate on the presented design signed written 

informed consent forms. 
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Results 

The data analysis of this study will be presented by categories are presented one by one, 

by quotes in boxes (Box 1-4). The themes were revealed from the descriptions made by 

the physiotherapy and how they described their experiences of participating in BBAT 

introduction course of 8 hours. The main findings are grouped in four categories as 

physical perceptions, body awareness characteristic, self-awareness and BBAT 

professional development. The movement quality experiences represent the 

characteristics of movement quality that the students expressed in the box 1 – 3. The 

characteristics represent aspects expressed in movement. The expectations of students’ 

physiotherapy of BBAT were further described in Box 4. 

 

 Category 1 Experiencing physical perceptions 

With regards to physical perceptions, students initially reflected on themes related to 

pain, balance, body perceptions, coordination, elasticity and path and form. 

Experiencing physical perceptions theme is according to biomechanical and 

physiological perspectives and it represents a spatial and time aspect of human 

movement. 

 

Table 1. Category Experiences of physical perceptions 

Box 1. Experiences of physical perceptions 

1.1 Pain: pain in knees pain due to injury; pain in my neck, low back pain; I felt my left 

side blocked; I felt pain in my bunions. 

1.2 Body perceptions: Good sensations; I was relaxed; I felt heat in my hands and this 

made me feel nervous; when we did the M sound I felt my voice go up and down in 

level; I felt a growing sensation; I felt heaviness in my body; I’m aware of blockages in 

my body; when I opened my eyes I saw more light in the room; The standing 

movements made me feel nervous; When I was aware about breathing I relaxed so 

much. 
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1.3 Balance: I felt unstable when we did sideways movement; I felt dizzy. 

1.4 Coordination: My left side didn’t coordinate with my right side. 

1.5 Elasticity: I stretched my arm more than my leg; I felt that my body stretched so 

much; I felt stiffness; the movement was flowing and tensions were free. 

1.6 Path and form: I felt the movements freely; I felt the movements to be bigger than 

they really were. 

 

 

 Category 2 Body awareness characteristic 

The category of body awareness characteristic explains the experiencing of body 

awareness in relation to being present in the body, emotional factors and concentration. 

 

Table 2. Body awareness characteristic 

 

Box 2. Body awareness characteristic 

2.1  Emotions in the body: I can understand my emotions better, suddenly I want to cry; 

When someone observe me, I’m uncomfortable and nervous; I was calm; I felt 

peace, disconnection; I released emotions and feelings.  

2.2  Embodied presence: I connected with myself; I felt overwhelmed and nervous when 

I was in contact with the ground; I didn’t feel the hands; I felt my body turned; I 

found parts of my body that I didn’t move. 

2.3  Concentration: It’s difficult for me to concentrate on the movements; I don’t feel 

like the patient, we don’t have a role as the patient; I laugh because of  my partners 

in the practice; it’s difficult for me to be quiet; when you viewer it at beginning it’s 

easy; at first you don’t know what to do.  
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Category 3 Self-Awareness 

The students reflected the awareness about themselves. Awareness appeared in relation 

to present person, unity in the movement. Time was experienced in different ways; some 

of them experienced no time during the session and others experienced eternal time. 

 

 

Table 3. Category Self-Awareness 

Box 3. Self-Awareness 

3.1. Awareness: Now I am aware of my muscular tension; In the standing movement I 

felt my mind empty, I moved like a robot, I didn’t think about the movement; my mind 

wasn’t aware of the movement but I moved, the relaxation moment was so pleasant; I 

am more aware of my body.  

3.2. Awareness of time: I experienced that the time was stopped, as if I wasn’t here; For 

me the experience was eternal in time. 

3.3. Relation to self: I experienced disconnection from the world and connection with 

myself; I was more attentive to others than to me; Basic Body Awareness Therapy 

allowed me to know myself better; Basic Body Awareness Therapy can help you 

connect with yourself and it allows you to know your body deeper. 

 

 

 

 Category 4.  Body Awareness as professional development 

The results show that some concepts in the introduction of BBAT were related to 

students’ initial interpretation of Basic Body awareness Therapy. 
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Table 4. Category Body Awareness professional development 

Box 4. Body Awareness professional development 

4.1.Preconception of body awareness therapies (Bas): I think that body awareness 

therapies only gain relaxation; I believe that it was undervalued and it is useful; I 

believed that Body Awareness therapy had a relation with neurology and it was 

more communicative; I didn’t understand how it works, I didn’t believe; I believed 

that Body Awareness therapy were field far from physiotherapy, but now I’ve 

changed my mind; Body Awareness therapy were impressive although they aren’t 

explored;; I didn’t think that Basic Body Awareness Therapy could be such a global 

therapy, I’m surprised about it; I didn’t think that Basic Body Awareness Therapy 

could be so relaxing; I thought that these kinds of therapies didn’t work. 

4.2.First sight:  I didn’t expect this; it’s similar to another therapies of body awareness; 

Basic Body Awareness Therapy is so new I’d never heard about it; I expected that 

Basic Body Awareness Therapy would be more about emotions; Some parts of the 

sessions didn’t make sense to me; Basic Body Awareness Therapy is like yoga; I 

don’t believe in this therapy, it’s necessary concentrate so hard. 

4.3.Usefulness: This work can help us to connect with the patient; I’ve learned another 

way to treat patients; Basic Body Awareness Therapy is useful for anxiety and 

stress; I think it could be useful as a complementary therapy in association with 

others; it could be useful for body and mental relaxation; Basic Body Awareness 

Therapy gives body awareness and life style awareness; I think it is useful for the 

management of emotions, thoughts, beliefs, anxiety, panic; I don’t believe in it; It’s 

good to improve patient motivation; I think it enhances other previous treatments; I 

think it is a powerful tool that helps reflection; I think it improves self-esteem, sleep 

and body awareness. 

4.4    About the future: I think physiotherapy in mental health doesn’t have career 

opportunities in our country; there is so much clinical evidence exists and this is 
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useful to open doors to physiotherapy; a lot of experience is necessary; I think 

Basic Body Awareness Therapy can have a future in the field of chronic pain, 

somatic pain and every pathology related to the mind; I think it’s necessary to 

promote it more in the population; For most pathologies related to lack of 

movement and life style BBAT movements can be useful; I need more information 

about mental health; Basic Body Awareness Therapy can have a great future if it 

can be integrated as a specialization of physiotherapy, but it has to be defined 

better; BBAT has a future due to demonstrating improvements and the experience 

has been good. 

 

 

 

Discussion 

The main focus in this study was on studying and obtaining a deeper understanding of 

how physiotherapy students could gain from participating in a short introduction course 

of Basic Body Awareness Therapy, approaching the course with 6 hours theory and 2 

hours movement awareness practice. The categories Experiencing physical perceptions, 

Body awareness characteristic, Self-awareness and body awareness professional 

development were identified. The qualitative design, using 16 focus groups and 

individual written interviews, was found to be adequate. The important contributions to 

research concerning the learning process of body awareness include an increase in 

knowledge, the clinical reasoning process and reflection on practice and skills 

acquisition. Moreover, the phenomenological experiences of students reflect the learning 

process of movement quality; the practice achieved take contact with the body through 

movement; students explored how the movements were became in experience and all 

experience generated part of consciousness. However, the learning comes for being in 

movement; for being in movement is necessary time and then becoming increasingly 

aware. Time to find the words to express and to learn how to move more efficiently is 

essential. Furthermore, in some students the capacity of reflect and conceptualize 

appeared. More else, repeating and focusing on the movement become increasingly 
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aware. Longer practice course is needed to arise aware of movement quality 

 

 Experiencing physical perceptions 

The analyses of the students’ experiences of the introduction to BBAT practice of two 

hours revealed glimpses of changes in biomechanical and physiological aspects, such as 

pain, the perceptions of balance, coordination, elasticity and path and form. The BBAT 

practice emphasizes balance, grounding and the vertical axis as important aspects of 

movement quality27. What is more, stability along the vertical axis is a precondition for 

movement quality23. Balance gives background stability. Motor stability, postural 

stability and postural orientation also simultaneously increase the perceptual experience; 

in this way, the experience of being in equilibrium arises. The results concerning 

physical perceptions show changes among physiotherapy students in relation to the 

MQM23. The students’ experiences were in different ways due to their brief contact with 

BBAT. 

One of the most important hypothesis of BBAT is the person’s lack of contact 

with the physical body, the physiological and mental processes and with the external 

environment including relationships with other people50. Due to the main aim is to 

connect with body regions that are disconnected. We posit that earlier in the individual’s 

life, the whole body was connected and there was an innate awareness. Suddenly pain 

and blockages, perceptions as heaviness or relaxation, problems with coordination, 

elasticity and balance emerged as the body awake. Our sensory system experiences 

aspects that constitute the inner and outer environment in which we live150.  

 

 

 Body awareness characteristics 

The experience of body awareness is related to being present in the body: if one’s 

awareness is directed outwards, one cannot be aware of what one is experiencing; 

awareness is a precondition for coming into contact with the body24p>According to 

Gyllensten36, the “embodied identity” is understood as a means of feeling alive in one’s 

body and alive in one’s relation to others and to society. Regards to the threefold contact 
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problem hypothesis, the results showed the contact with body parts were perceived by 

them in different ways as “body turned”, “didn’t feel the hands” or “found parts of 

body”. In that study, we can observe that students could recognize parts of their physical 

body were disconnected 

Furthermore, emotional factor appears due to the feelings expressed through the 

movement. According to Damasio122, emotions are the physical manifestations of the 

body striving to maintain homeostasis. Emotions, then, are physical manifestations of 

how the body feels and in turn, the feelings the body experiences in a particular state 

correlate to the experience of a certain state of thoughts. Feelings arise from homeostatic 

reactions, rather than only from emotions. In addition, perceptions originate from the 

body and generate a new associated mental state. In relation to basic body awareness 

therapy, the changes originate in movement; the new bodily movement experiences can 

be seen as generating a new homeostasis. Because of new movement experiences, new 

feelings and psychological perceptions can appear, new ways of thinking can develop, 

and new existential aspects can arise. Thus, the lack of contact with mental and 

emotional processes was presented when they referred a wish to cry, calm, peace or 

nervousness. 

 Finally, concentration was expressed as the experience of “I am” in the 

movements; the ability to “be in” or embody oneself is important. One of the keys in 

connecting body awareness and emotions is the fact that bodily experiences are always 

here and now23,137. The students expressed difficulty taking the patients’ role. Their 

attention was focused more on their colleagues than the practice. This expresses their 

difficulty to connect and their distortion in awareness. 

 

 Self-awareness 

In terms of self-awareness, some experiences appeared as body awareness, others as 

awareness of time and yet others the relation to the self. 

Awareness can be defined as an attentive, relaxed, and alert presence, not 

analogous to concentration. Being aware means continually monitoring the internal and 

external environments; it is possible to be aware of stimuli without making them the 
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centre of attention. Attention is a process that includes focusing on conscious 

awareness25. Regarding this, the students expressed being aware of tension, the way in 

which they moved and time. 

Time is the carrier of both the external rhythm and the internal rhythm in the 

human being23. Internal circulation and breathing are internal movements that affect 

movement quality. In BBAT, breathing has been described as a fundamental factor to be 

integrated in movement training, giving a flowing, elastic and rhythmical movement 

quality.  

 

 Body Awareness professional development 

Four themes appeared in the category Body Awareness professional development. The 

first theme was related to prior knowledge of body awareness therapies. In Spain there is 

no tradition of such kinds of therapy. The prior beliefs were about relaxation, neurology. 

The students’ concerned and reflections expressed scepticism and a lack of confidence, 

for example “I believe that it was undervalued” and “I thought that these kinds of 

therapies didn’t work”. However, although some expressed a lack of confidence in the 

therapy, there were also positive experiences as impressive or surprise. 

In terms of the usefulness of the therapy, opinions varied; some students 

understood the concepts of connecting with the body and changes in life style, whereas 

some students did not see broad usefulness for its applications. BBAT was for some of 

them as a complementary therapy and relaxation technique. 

Health professionals tend to show negative attitudes towards people with mental 

disorders, even more so than the general population2. Stigma is defined as a sign of 

disgrace or discredit, which sets a person apart from others151.  Regarding stigma, the 

physiotherapy students did not present negative attitudes, but did express surprise 

concerning the possibility of treating mental disease through physiotherapy.  However, 

some negative attitudes were expressed in relation to body awareness therapies. 

Concerning the future, they were in agreement with the implementation of BBAT as a 

new field of physiotherapy, but they were of the opinion that physiotherapy in mental 

health requires more clinical experience, training and promotion among the population. 
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The main limitation of the study was the short duration of introductory course 

which comprised only six hours of theory and two of practice. The process of learning 

BBAT includes not only developing understanding of theoretical concepts, but also 

inherently its practical implementation. The learning process includes teaching 

movements, situations and approaches, all of which should be designed to involve the 

student personally25.  

 

 Conclusion 

The results of this study revealed that physiotherapy students understand their 

own movement quality in variety ways. A phenomenological understanding was 

conceptualised from categories emerged: “Experiencing physical perceptions”, “Body 

awareness characteristic”, “Self-awareness” and “Body Awareness professional 

development”.  

 Despite the learning process of movement quality did not become completely; 

the practice achieved take contact with the body through movement. In that study, we 

can observe that students could recognize that parts of their physical body were 

disconnected. Contact with physical body perceptions as pain, blockages, physiological 

processes as heaviness or relaxation, coordination, elasticity and balance emerged as the 

body awake. Moreover, the lack of contact with mental and emotional processes were 

presented when they referred cry, calm, peace or nervous. At last difficulty to connect 

with external environment were expressed in taking the patients’ role. Therefore, there is 

an indication for the future course longer clinical practice course is needed to arise 

aware of movement quality. 
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 DISCUSSION 
 
 
This thesis has analysed the effectiveness of BBAT as an adjunct treatment for patients 

with fibromyalgia. In relation to the outcomes revealed and shown in each of the studies, 

the discussion is developed accordingly.  

 

Systematic Review 

The systematic review about body awareness therapies as a treatment for patients with 

fibromyalgia showed a considerable number of studies without strong methodological 

evidence. Furthermore, not all therapies achieve benefits in all the areas of fibromyalgia. 

The therapies that produced better benefits or outcomes are affective self-awareness, t’ai 

chi, qigong, the Rességuier method and yoga. Their common feature is a holistic view of 

the person in all perspectives, representing health-oriented and person centred 

approaches. The therapeutic approach involves training in awareness of how to keep or 

restore health concerning bodily and mental processes. These therapies involve the 

whole person, including all movement perspectives - physical, psychological, 

physiological and existential perspectives111- and focus on breathing, postural balance 

and awareness22,33. Moreover, the therapies centred on individual resources in the 

patient, such as the Rességuier method, achieved positive outcomes. 
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 Study 2: Basic Body Awareness Therapy in patients suffering from fibromyalgia: a 

randomised clinical trial 

During the randomized clinical trial, most patients referred to a pain increase 

around the second week treatment. According to Coppieters112, the patients with 

fibromyalgia experience a detrimental effect on endogenous pain inhibition after a 

session of relaxation. Recently, a systematic review regarding the effects of relaxation 

therapy on pain also showed limited evidence supporting the use of muscle relaxation.113 

However, in our study the level of pain described by the patients improved gradually. 

That fact points to the theory of central sensitisation explaining an increase in symptom 

severity post-treatment in response to-low-to moderate exercise therapy152. 

Alternatively, the factors known to influence central sensitisation could be tackled, 

including the stress response system, cognition, emotions and tissue-specific factors, 

among others152. 

Body awareness or ‘embodied identity’ is understood as a means to feel alive in 

one’s body and alive in one’s relationship to others and society36. To be in contact with 

the body in the present moment is essential to having contact with emotions. According 

to Damasio122, emotions are the physical manifestations of the body striving to maintain 

homeostasis. Emotions, then, are found as physical manifestations of how the body 

feels, and feelings as the body experiences in a particular state correlate to the 

experience of a certain state of thoughts. Feelings arise from homeostatic reactions, 

rather than only from emotions. Additionally, perceptions originate from the body and 
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generate a new associated mental state. In relation to BBAT, the change is originated in 

movement; the new bodily movement experiences can be seen as generating a new 

homeostasis. Because of new movement experiences, new feelings and psychological 

changes can appear, new ways of thinking can be present, and new existential aspects 

can arise. 

 According to the Movement Quality Model of Skjaerven, the movement in 

fibromyalgia is mostly dysfunctional23; the biomechanical aspects in the vertical axis 

mostly lack balance, stability, firmness, and freedom. In addition, other aspects of the 

person, such as physiological, bio-psycho-social and existential aspects, showed a 

requirement to improve23. One of the important hypotheses of BBAT is the lack of 

contact with the physical body, the physiological and mental processes and the external 

environment, including relationships with other people50.  

Regarding the physical body, a lack of contact with the body regions was 

observed. Most patients expressed that their legs were disconnected and thought the 

body movement helped them feel reconnected to their legs. In relation to BBAT, the 

main aim is to connect with the body regions that are disconnected. We posit that earlier 

in the individual’s life, the whole body was connected and there was an innate 

awareness. 

Therefore, the three basic co-ordination movements connect with the 

psychological perspective26, those movements are intimately related to the emotional life 

through the close connection with breathing26,115,116. Three basic co-ordinations in the 

trunk are regarded as the core of all human movement. They have a close connection to 
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the breathing co-ordination and the psychological functions through the origin of the co-

ordinations located in the centre of the trunk, at the level of the diaphragm22. This fact 

may explain the improvement in the anxiety score on the STAI and HAD scales.  

BBAT includes a structure to integrate movements in daily life117, not only during 

the therapy session. The concrete and structured strategy, providing training to integrate 

what is learned in the therapy session, directly into daily life, guided by the 

physiotherapist, may explain the improvement in the score for HAD and STAI anxiety at 

12 and 24 weeks intra-group. According to Di Tella118, the patients suffering from 

fibromyalgia have a high prevalence of psychological distress levels of depressive and 

anxiety symptoms.  

 

 Study 3: Experiences from group basic body awareness therapy by patients suffering 

from fibromyalgia: a qualitative study 

In this study we analysed the qualitative data resulted from the randomized 

clinical trial. The patients expressed their feelings and experiences of BBAT treatment. 

Furthermore, alexithymia is especially present in the subscales ‘Difficulty in identifying 

feelings’ and ‘Difficulty describing feelings’. Through BBAT patients come in contact 

with their psychological life and learn to handle difficult situations27. Because of this, 

patients have impairments in the regulation of their own affect, in the recognition of the 

emotions of others, as well as in representing other people’s affective mental states119. In 

this regard, researchers, such as Okur Güney119 have shared this finding and discussed 

the idea that the patient had a more restricted awareness and reflection on his own and 
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others emotions, as well as propensity to anger and poor anger regulation. At the end of 

therapy, participants acknowledged that they were able to express their understanding 

and felt understood by others in the group. Though BBAT, patients learn to handle 

symptoms of fibromyalgia, receiving concrete strategies to use in daily life that are 

simple but strong means to cope with fibromyalgia. 

The results of changes in the emotional or existential perspectives include the 

choice of new options and actions. In this respect, some patients reflected that they were 

able to choose themselves before something else, whereas before the treatment, they 

were their last choice. To explain this, several authors141–143 have  postulated that one of 

the main roles of emotions is to bring the autonomic processes of our bodies into 

awareness, providing ‘somatic markers’ that guide our choices and actions. 

Regarding the relationship to others, one important finding was the relationship 

between the patients and the therapist. To promote movement quality in BBAT, the 

physical therapist’s attitudes of trust and acceptance towards the patient were important 

throughout therapy. The physical therapist had to be open, unbiased, and non- 

judgmental to build a relationship and communicate with the patient. A focus on 

movement resources was a means of involving and motivating the patient24. Moreover, 

gaining closer contact with the body was considered to be essential for developing 

movement quality and provided a basis for exploring new ways of moving. Encouraging 

exploration was found to be important for stimulating the patient’s curiosity and 

involvement in learning. 

The qualitative results show that trust and confidence were the most important 
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features of the relationship. According to Gard16,138, if the therapist patient interaction is 

good in terms of emotional factors, the treatment effectiveness increases. Additionally, 

Rosberg145 explains that trust is decisive for developing a sense of presence in the 

movement and being-in-the-world; movement awareness makes it possible to sense the 

relationship between the body and life. Not only did participants seem to trust in the 

physiotherapist, they also seemed to trust in themselves and their capacities. In the same 

way as when we turn ‘one eye in and one eye out’, the relations develop more trust and 

confidence both inside and outside the relationship. 

The greatest motivating force in the group cohesion was contact between 

patients. This contact deepened in the process, even leading to the organisation of a 

social network to share emotions, feelings, and thoughts. The main group dynamics that 

arose were acceptance and understanding, which helped the patients to develop a well-

balanced state and an increase in the harmony in their life. From this arises functional 

balance, power, and freedom to act37,122. 

 

 

Study 4: Introduction of Basic Body Awareness Therapy (BBAT) in the subject of Mental 

Health Physiotherapy in the fourth-year bachelor education: a qualitative study  

Future physiotherapists’ experience of a BBAT introductory course of eight hours 

on movement quality showed some interesting points. The phenomenological 

experiences of students reflect the learning process of movement quality; the practice 

achieved take contact with the body through movement; they explored how the 
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movement was that became into experience and all experience generated part of 

consciousness. However, the learning comes for being in movement; for being in 

movement is necessary time and repetitions; then becoming increasingly aware. Time to 

find the words to express and to learn how to move more efficiently is essential. 

Furthermore, in some students the capacity to reflect and conceptualise appeared. More 

else, repeating and focusing on the movement become increasingly aware. For the future 

course, if would arise aware of movement quality longer practice is needed. 

 
 
 

LIMITATIONS 
 
This thesis shows some limitations which are discussed according to each of the studies 

conducted: 

 Systematic review 

Regarding the systematic review, the potential for selection bias is the main 

limitation. Screening references of identified trials may have positive results, 

because trials with positive results are more likely to be published than trials 

with negative outcomes. On the other hand, none of the included studies were 

double-blind, and the researchers may not have always been able to be blind to 

the participants in the intervention. Moreover, most of the selected research 

compares the experimental intervention with a control/comparison group, which 

uses the standard care, which could differ among studies. In addition, the level of 

education or clinical experience of the therapists who ran the body awareness 
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therapy interventions is unknown, which might be a bias according to the clinical 

outcomes. Finally, all studies included follow-up in the short or medium term, so 

the long-term effect of body awareness therapies remains unclear. 

 Clinical trial 

A limitation of the clinical trial was the short period of the study, due to the 

patients’ described major improvement in the last session. Blinding was another 

major limitation of this study; the outcome assessor was not blinded to the 

patient group. Consequently, there could be large bias in favour of the 

experimental treatment. However, it should be considered that most assessments 

consisted of self-reported questionnaires.  

 Qualitative studies 

In qualitative studies the phenomenological methodology contained inherent 

limitations, as influenced by our preunderstanding. Moreover, the qualitative 

studies’ research limitation was the short duration of the course. 

 

FUTURE RESEARCH RECOMMENDATIONS 
 
The findings of this doctoral thesis suggest new ways for the treatment of people 

suffering from fibromyalgia, providing a good body of clinical research knowledge for 

physiotherapists and future researches. 

Professional Implications: 

 Physiotherapists should change the treatment focus in fibromyalgia and 

add holistic perspectives in the therapeutic interventions, including 
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strategies for the special psychological conditions for example through 

group therapeutic factors. 

 The Physiotherapy Bachelor should include specific training in mental 

health physiotherapy due to benefits showed as for example including 

BBAT as a physiotherapeutic intervention. 

 The therapeutic intervention in people suffering from fibromyalgia should 

include a multidisciplinary approach, it’s necessary to improve the 

collaboration between different professionals through team work. 

Policy implications: 

 Clinical guidelines should include body awareness therapies as non-

pharmacological interventions. 

 Health systems should include body awareness therapies in the care 

services as BBAT, yoga, Tai’ Chi, etc. 

Future research: 

 It’s recommended to improve the evidence of research, adding longer 

treatments, increasing the participants and carring out double-blinded 

studies for future research of BBAT. 

 Due to the positive preliminary results on the effects of the BBAT in 

fibromyalgia, future research could focus on analysing qualitative data, 

such as the views, experiences and reflections of patients when they 

received BBAT, as well as, the integration of BBAT in their daily life 

across time. Also, future studies might collect the experiences of family 
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members to verify the changes in daily life.  

 Future research in mental health could validate scales such as Attitude 

Towards Psychiatry or Body Awareness Scale Interview especially in 

other cultures and languages such as the Spanish one. 
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CONCLUSIONS 
 
 
1. This thesis has shown that BBAT is an effective adjunct treatment to the usual care 

in people suffering from fibromyalgia.  

2. Regarding the systematic review, Body Awareness Therapies may be an effective 

intervention for people suffering from fibromyalgia. However further research on 

body awareness therapies and on long-term outcomes may contribute to the available 

evidence. 

3. Body Awareness Therapies that may improve a wide range of symptoms are t’ai chi, 

qigong, yoga, affective self-awareness and the Rességuier method. The beneficial 

outcomes for fibromyalgia achieved were in relation to pain, pain threshold, number 

of tender points, sleep quality, fatigue, anxiety, depression and quality of life. 

4. There was a significant difference in the level of pain in the post-test scores of the 

visual analogue scale between groups.  

5. Significant differences in movement quality were found in the post-test scores of 

BARS between groups. 

6. Significant differences in the anxiety level of STAI anxiety and state were found in 

the 12 and 24 weeks follow up intra-group. 

7. Further studies of BBAT in patients suffering from fibromyalgia should include 

blinding systems and longer intervention periods. 

8. The phenomenological understanding of how patients with fibromyalgia experienced 

BBAT was emerged within core category of ‘Creating a new relation to self’ and 

categories such as ‘Experiencing physical capacity’, ‘Change of pattern of body and 
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movement awareness’ and ‘Living in a group’. 

9. Group factors in the therapy process and the relationship between the group and 

physiotherapist have an impact on the healing process in patients suffering from 

fibromyalgia. 

10.  The phenomenological understanding of how physiotherapy students of a BBAT 

introductory course could identified as categories ‘Experiencing physical 

perceptions’, ‘Body awareness characteristic’ and ‘self-awareness’.  

11. Longer clinical practice course is needed to arise aware of movement quality within 

physiotherapy bachelor.  
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