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Background: Research indicates that 
chronic inflammation of the fascia and 
an impaired healing response contribute 
to central pain sensitization in fibromy-
algia. The International School of Bowen 
Therapy (ISBT)-Bowen Therapy is a manual 
therapy that may stimulate the flow of 
blood and lymph, thus activating the 
body’s healing mechanisms.
Objective: The main objective of this 

study is to determine the effectiveness of 
Bowen therapy in alleviating pain, enhanc-
ing functional capability, reducing sleep 
and mood disturbances, and improving 
quality of life in patients with fibromyalgia.
Methods: Seventy-eight patients were 

randomly assigned to either the ISBT-
Bowen Therapy (BT) (n = 40) or Control 
(CT) (n = 38) group in this randomized 
controlled trial. The BT group received 
eight sessions of Bowen therapy over 12 
weeks, in addition to their conventional 
pain treatment, while the CT group did 
not receive Bowen therapy but contin-
ued their conventional treatment. Both 
groups were followed for 12 weeks after 
treatment. The primary outcome was pain 
intensity, measured by the Numeric Rat-
ing Scale. Secondary outcomes included 
limb endurance, activity interference, 
sleep disturbance, psychological distress, 
and quality of life.
Results: The median age of the patients 

was 58 (interquartile range (IQR): 50–62) 
years, and 68 of them (87%) were female. 
While there was no signif icant differ-
ence in pain intensity over time between 
the two groups, patients experienced 

improved endurance in the lower extremi-
ties (p < 0.001) and dominant arm (p = 
0.020), reduced activity interference by 
pain (p = 0.005), and improved mental 
health-related quality of life (p = 0.002) 
after BT.
Conclusion: ISBT-Bowen Therapy may 

be effective for f ibromyalgia patients 
in improving limb endurance, reducing 
activity interference, and enhancing qual-
ity of life.

KEYWORDS: Bowen therapy; fibromyal-
gia; pain management

INTRODUCTION

Fibromyalgia is a chronic pain condition 
characterized by widespread pain, sleep 
problems, mood disturbances, and various 
somatic symptoms.(1) Current evidence(2–6) 
suggests that fibromyalgia is related to 
the dysfunction or dysregulation of the 
central nervous system, leading to a clinical 
phenomenon known as central sensitiza-
tion. Studies have reported that muscular 
endurance in patients with fibromyalgia 
was lower compared to healthy subjects, 
impairing their functional capacities and 
motivation.(7,8) These overwhelming symp-
toms and dysfunctions significantly impair 
patients’ ability to work(9) and quality of 
life(10) and also affect those who are close 
to them.(11)

Fascia, a thin layer of connective tissue 
that covers every organ, muscle, bone, 
nerve, blood vessel, and lymphatic,(12–14) 
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may also play a role in contributing to 
these symptoms. These structures are 
interdependent and interact with each 
other to influence the shape, function, and 
support of the entire body system.(14–16) 
Fascia is primarily composed of colla-
gen(14) and is sensitive to local inflam-
matory responses.(17) Liptan(18) explained 
that inflammation of the fascia alters the 
release of growth hormone, secretion of 
cytokines, and production of collagen. The 
resulting overproduction of collagen may 
lead to the formation of adhesions.(18,19)  
Chronic tension in the fascia sensitizes 
nociceptors, causing widespread pain and 
impairing the fascial healing response. This 
leads to the dysfunction of the nervous 
system and contributes to the develop-
ment of central sensitization in patients 
with fibromyalgia.(18)

The application of myofascial release 
techniques may help break down exces-
sive collagen adhesions and relieve fascial 
tension.(18–20) When this tension is released, 
the flow of blood and lymph can be 
improved, thereby activating the body’s 
healing mechanisms.(21) Bowen therapy, 
developed by an Australian osteopath, 
Thomas Bowen (1916–1982), in the 1950s, 
is a non-invasive myofascial release tech-
nique. It involves specif ic sequences of 
gentle cross-f iber moves over muscles, 
tendons, ligaments, and fascia.(18,22) These 
moves involve applying a few grams of 
force to the restricted fascia layer with slow 
and continuous pressure, either directly 
or indirectly. Between the moves, there 
are 2-min pauses, allowing the patient’s 
body to respond to the stimulation. This 
gentle force may stimulate and improve 
the flow of blood and lymph, thereby acti-
vating tissue repair mechanisms(23) as the 
tension in the affected area is released 
and improved.(18,22) There were no serious 
adverse events associated with the safety 
of this technique.(23,24)

In Hong Kong, occupational therapists 
certif ied by the International School of 
Bowen Therapy (ISBT) use this technique in 
government-funded hospitals. Our recent 
local pilot study showed that Bowen therapy 
reduced pain and improved cervical range 
of motion, occupational performance, 
mood, and quality of life in patients with 
neck pain.(23) Many of these positive effects 
lasted for at least 12 weeks after completing 
the course of Bowen therapy. Other studies 
have shown that Bowen therapy provided 
short-term benefits for multisite chronic 

pain,(25) sleep,(26) developmental coordina-
tion disorder,(27) and stroke rehabilitation.(28) 
However, its effectiveness in patients with 
fibromyalgia has not been explored.

The aim of this prospective, randomized 
controlled trial (RCT) was to determine the 
effectiveness of Bowen therapy in reduc-
ing pain, enhancing functional capability, 
alleviating sleep disturbances, reducing 
psychological distress, and improving qual-
ity of life in patients with fibromyalgia.

METHODS

Study Population and Design

This study was a prospective RCT. It was 
approved by the Joint Chinese University 
of Hong Kong (CUHK)—New Territories 
East Cluster (NTEC) Clinical Research 
Ethics Committee (Ref. No. 2020.357-T) 
and registered in the clinical trial registry 
(ClinicalTrials.gov PRS ID: NCT04554784; 
https://www.clinicaltrials.gov/study/NCT04
554784?term=NCT04554784&rank=1). The 
study was conducted in accordance with 
the ethical principles of the Declaration 
of Helsinki.

Study Population

Patients were recruited from two pain 
management clinics at the NTEC in Hong 
Kong between September 2020 and 
December 2023. Pain physicians screened 
patients who met the following criteria:  
(i) diagnosed fibromyalgia according to the 
2010 American College of Rheumatology 
criteria;(1) (ii) aged between 18 and 75 years; 
and (iii) agreed to temporarily discontinue 
other alternative therapies that required 
direct body contact (e.g., acupuncture or 
massage). Conventional pain treatments 
were allowed.

Patients were excluded if they refused 
to participate or refused to temporarily 
discontinue alternative therapies that 
required direct body contact during the 
study period; were pregnant; had a his-
tory of major joint or limb surgery, severe 
psychiatric illness, known malignancy, skin 
disease, severe cardiovascular disease, or 
infectious disease; were enrolled in other 
studies; or were taking anticoagulants.

Detailed information about the aims and 
procedures of the study and the right to 
withdraw at any time was explained to all 
participants.

https://www.clinicaltrials.gov/study/NCT04554784?term=NCT04554784&rank=1
https://www.clinicaltrials.gov/study/NCT04554784?term=NCT04554784&rank=1
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Randomization and Concealment

A research assistant, who did not partici-
pate in the study, prepared the randomiza-
tion sequence and allotment, placing it 
in brown, opaque, and sealed envelopes. 
A pain nurse obtained verbal and written 
informed consent after a detailed explana-
tion of the study. Recruited patients were 
randomly allocated to either the Bowen 
therapy group (BT), which received Bowen 
therapy in addition to their conventional 
pain treatment, or the control group (CT), 
which did not receive Bowen therapy.

A designated pain nurse and an occupa-
tional therapist, both blinded to the group 
allocation, performed all outcome assess-
ments. Unblinded occupational therapists 
and pain physicians provided Bowen ther-
apy and conventional treatment, respec-
tively, according to the allocation.

Interventions

In the BT group, certified occupational 
therapists conducted all Bowen therapy 
sessions. To minimize the effect of other 

forms of alternative therapy and their 
influence on the effects of Bowen therapy, 
Bowen therapy was started at least 1 week 
after the screening visit, allowing a wash-
out period after discontinuing other alter-
native therapies.

Bowen therapy sessions were conducted 
once weekly for the first four sessions and 
bi-weekly for the following four sessions. 
A pre-designed fibromyalgia pain proto-
col was progressively implemented over 
the eight sessions. The first two sessions 
included Bowen Therapy sequences 1, 4, 2, 
and 3 moves to release fascial tension in the 
lower and upper back and neck. “Kidney” 
and “Asthma” sequences of Bowen moves 
were added in the third and fourth ses-
sions to resolve tension, improve fatigue, 
and restore the body’s natural healing 
process. From the fifth session onward, 
treatment was tailored to individual needs, 
with reinforcement and additional moves 
performed in the last two sessions (Table 1).

Each session lasted 20–45 min. Two-
minute pauses were given between 
moves or when the patient appeared over-
stimulated, allowing the body to respond 

Table 1.  Sequences of Bowen Therapy in Different Sessions

Sessions FMS Sequence Remarks

1 and 2 1, 4, 2, 3 To start with a gentle and  
conservative approach. To 
release fascial tension

3 and 4 1, 4, 2, 3
+ “Kidney” and “Asthma”

To resolve tension, improve 
fatigue, and restore the  
natural healing process
To help balance adrenal status

5 and 6 1, 4, 2, 3, “Asthma” and “Kidney”
+ The following moves (depending on needs):
	 i.	� Shoulder: rhomboid, shoulder, pectoralis major, and levator 

scapula
	 ii.	 Neck: lymphatic neck, pectoralis major and minor
	 iii.	� Upper thoracic/lower back: advanced upper thoracic, advanced 

lumbar and sacral
	 iv.	 Headache: lymphatic neck, TMJ, and headache
	 v.	 Hip/knee/ankle: pelvic, hamstring, knee/thigh, and ankle
	 vi.	� Fatigue with lymphatic drainage problem: intercostal, lymphatic 

breast, and lymphatic neck

Depends on patient’s need

7 and 8 Above moves
+ The following moves (depending on needs):
	 i.	� Shoulder: additional rhomboid, infraspinatus, supraspinatus, and  

latissimus dorsi
	 ii.	 Neck: advanced neck, splenius capitis
	 iii.	 Upper thoracic/lower back: advanced sacral
	 iv.	 Headache: advanced TMJ and pterygoid, cranial
	 v.	 Hip/knee/ankle: iliotibial tract, advanced knee, shin, and ankle

Depends on patient’s need

FMS = fibromyalgia syndrome; TMJ = temporomandibular joint.
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to the stimulation. Aftercare and self-
management techniques were reinforced 
at the end of each session to maintain 
proper body postures and habits, such as 
avoiding strenuous activities within 48 h 
after the procedure, encouraging daily 
walking for 15–20 min on level ground, 
and drinking plenty of water to enhance 
hydration and circulation, thereby acti-
vating the body’s healing mechanisms. 
Self-management techniques, including 
arm swings and shoulder exercises, were 
taught to enhance recovery and promote 
mobility. Patients were reminded to avoid 
sitting with crossed legs and to prevent 
from remaining in the same posture for 
prolonged periods.

In the CT group, patients did not receive 
Bowen therapy. The same health educa-
tion pamphlet given to the BT group was 
also provided to the CT group at the start 
of the study. Although they were advised 
not to receive other alternative therapies 
apart from conventional treatment, there 
were no strict restrictions. Any alternative 
therapy received during the study period 
was documented.

Outcome Measures

The primary outcome was pain inten-
sity, measured by the Numeric Rating 
Scale. Secondary outcomes included the 
Endurance Strength Test (EST)(7) for upper 
and lower extremities, measured by the 
total number of correct executions; Brief 
Pain Inventory (BPI)(29) for assessing pain 
interference with activities; Jenkins Sleep 
Evaluation Questionnaire (JSEQ)(30) for 
evaluating sleep disturbances; Hospital 
Anxiety and Depression Scale (HADS)(31) 
for measuring psychological distress and 
mood disturbance; and 36-Item Short-
Form Survey (SF-36)(32,33) for assessing 
physical, mental, and functional wellness. 
Patients were given validated Chinese 
versions of these questionnaires for each 
assessment. Both groups were assessed 
at three different time points: before the 
treatment (baseline), at the end of the 
12-week treatment (post-Rx), and 12 weeks 
after treatment (post-Rx 12W).

Sample Size and Statistical Analysis

Based on our recent publication on 
Bowen therapy for neck pain,(23) which had 
a similar study design and used pain inten-
sity as the primary outcome, the effect size 

was 0.69, indicating clinical significance. 
Assuming a similar moderate effect size 
(0.69) for this study, a sample size of 34 par-
ticipants in each group would provide 80% 
power with a two-sided significance level 
of 0.050 to detect a difference. The total 
sample size required was 80, anticipating 
a 20% dropout rate.

Validation rules were established to 
avoid errors during data entry. Data 
cleaning was performed to identify and 
correct abnormal values by referring to 
the original records if discrepancies were 
found. Demographic data were presented 
descriptively as mean (standard devia-
tion (SD)) or median (interquartile range 
(IQR)) for continuous data, depending on 
data normality, or as number (percent-
age) for categorical data. The Shapiro–Wilk 
test was used to test data normality. An 
intention-to-treat analysis was used. Gen-
eralized estimating equation models with 
a Gaussian distribution, identity-link func-
tion, exchangeable correlation, and robust 
variance were used to compare the mean 
differences (MDs) in outcomes between 
groups after adjusting for clinically rel-
evant covariates, such as age, gender, 
duration of pain, number of painful areas 
(i.e., Widespread Pain Index (WPI) score), 
and any baseline variables significantly 
different between groups (i.e., number of 
specialties seen). All statistical analyses 
were conducted using SPSS 27.0 for Win-
dows (SPSS Inc., Chicago, IL) and STATA 
14.2 (StataCorp, College Station, TX). The 
level of significance was set at p < 0.050 
without adjusting for multiplicity.

RESULTS

Eighty-eight patients were screened 
between September 15, 2020, and Decem-
ber 22, 2023 (Figure 1). Of these, eight 
patients were excluded (five did not meet 
the inclusion criteria, and three refused to 
participate). A total of 80 participants were 
randomized, with 40 evenly allocated to 
each group (Figure 1).

In the CT group, one participant with-
drew after the initial assessment, and one 
was found not to meet the inclusion criteria 
by the end of the study. Fifteen patients 
(37.5%) received other alternative thera-
pies (acupuncture: 15) during the study 
period. In the BT group, all participants 
completed the treatment, and one of them 
(2.5%) received other alternative therapies 
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(acupuncture: 1) during the study period. 
Seventy-eight patients were included  
in the intention-to-treat analysis (BT group, 
n = 40; CT group, n = 38). The baseline char-
acteristics of the participants in the two 
groups are shown in Table 2. No adverse 
events related to Bowen therapy were 
reported.

Primary Outcome

Averaged pain intensity
The median (IQR) averaged pain inten-

sity reported was 6.0 (5.0–7.3), 6.0 (4.0–7.0), 
and 6.0 (5.0–7.0) in 78 participants at base-
line, upon completion, and 12 weeks after 
the completion of the 12-week intervention 
series, respectively.

Between-group comparison: Although 
there was no group*time interaction 
effect (p = 0.519) or group effect (p = 0.595), 
there was a time effect (p = 0.005) on pain 
intensity after adjusting for age, gender, 

duration of pain, WPI score, and the num-
ber of specialties seen.

Within-group comparison: Upon com-
pletion of the intervention series, the BT 
group showed a mild reduction in pain 
intensity compared to baseline (MD (95% 
confidence interval [CI]): −0.7 (−1.3 to −0.2); 
p = 0.005), while the CT group did not (MD 
(95% CI): −0.4 (−0.8 to 0.1); p = 0.127) (Figure 2).  
At 12 weeks after the intervention series, 
no significant changes in pain intensity 
compared to baseline were noted in both 
groups (both p > 0.050).

Secondary Outcomes

Limb endurance
Between-group comparison: Overall, 

there were differences in the changes in 
the endurance of lower limbs (Figure 3) 
and the dominant arm (Figure 4) over 
time (group*time p < 0.001 and p = 0.020, 
respectively).

Figure 1.  CONSORT flow diagram.
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Signif icant differences were noted in 
the lower limbs and dominant arm at 
both time points (Post-Rx: p = 0.030 and 
p = 0.001, respectively; Post-Rx 12W: p = 
0.002 and p = 0.001, respectively) when 
comparing with the CT group (Table 3). 
For the non-dominant arm, there was no 
group*time interaction effect (p = 0.198); 

however, there were group (p = 0.007) and 
time (p = 0.013) effects (Table 3). Significant 
differences were noted upon (p = 0.010) and 
12 weeks (p = 0.003) after the completion 
of interventions when comparing with the 
CT group (Table 3).

Within-group comparison: After adjust-
ing for age, gender, duration of pain, 

Table 2.  Demographic and Baseline Data

BT Group (n = 40) CT Group (n = 38)

Age; mean (SD) (years) 55 (11) 57 (8)

Female; n (%) 35 (87.5%) 33 (86.8%)

BMI; mean (SD) (kg/m2) 22.6 (3.5) 21.9 (3.1)

  Missing; n (%) 1 (2.5%) 1 (2.6%)

WPI score; median (IQR) 14 (11–16) 13 (9–16)

Duration of pain; n (%)

  ≤3 months 0 (0%) 0 (0%)

  3 months to 1 year 3 (7.5%) 0 (0%)

  1–2 years 3 (7.5%) 7 (18.4%)

  2–5 years 9 (22.5%) 10 (26.3%)

  ≥5 years 25 (62.5%) 21 (55.3%)

No. of specialties seen; median (IQR) 4 (2–5) 3 (2–3)

No. of analgesic medications prescribed; median (IQR) 2 (1–3) 2 (1–3)

No. of alternative therapy used; median (IQR) 1 (0–2) 2 (0–2)

Average pain intensity; median (IQR) 6.0 (5.0–7.0) 6.5 (5.0–8.0)

EST; median

  Dominant arm (IQR) 7 (2–16) 4 (1–9)

  Non-dominant arm (IQR) 7 (1–15) 3 (1–9)

  Lower limbs (IQR) 5 (0–8) 3 (0–6)

  Missing; n (%) 0 (0%) 1 (2.6%)

JSEQ; mean (SD) 12.6 (3.9) 12.3 (5.1)

HADS score; mean (SD)

  Anxiety 10.6 (4.5) 10.6 (4.7)

  Depression 9.9 (4.3) 9.7 (4.3)

SF-36

  PCS; median (IQR) 17.0 (13.4–24.9) 17.4 (12.8–23.3)

  MCS; mean (SD) 33.5 (10.9) 37.8 (12.4)

BMI = body mass index; BT = Bowen therapy; CT = control; EST = Endurance Strength Test; HADS = Hospital 
Anxiety and Depression Scale; IQR = interquartile range; JSEQ = Jenkins Sleep Evaluation Questionnaire; MCS = 
mental component summary scale; PCS = physical component summary scale; SD = standard deviation;  
SF-36 = 36-Item Short-Form Survey; WPI = Widespread Pain Index.
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WPI score, and the number of specialties 
seen, it was observed that only patients 
in the BT group performed more stands 
and curls (for both dominant and non-
dominant arms) during EST upon and 12 
weeks after completion of Bowen therapy 
(Table 3), compared to baseline levels (all 
p < 0.001).

Physical functioning
Between-group comparison: After 

adjusting for age, gender, duration of pain, 
WPI score, and the number of special-
ties seen, a group*time interaction effect 
was noted on the BPI interference scale  
(p = 0.005) (Figure 5).

Upon completing the interventions, 
the BT group had a lower BPI interfer-
ence score than the CT group (p = 0.043) 
(Table 3).

Within-group comparison: Compared 
to baseline, the BPI interference scale of 
the BT group was reduced immediately 
(p = 0.001) and 12 weeks (p = 0.046) after 
completing Bowen therapy, but not in the 
CT group (Table 3).

Sleep disturbance
Changes in JSEQ, adjusted for age, gen-

der, duration of pain, WPI score, and the 
number of specialties seen, are shown in 
Table 3.

Between-group comparison: Although 
there was no group*time interaction (p = 
0.079) or group effect (p = 0.181), there was 
a time effect for the JSEQ (p < 0.001). The 
BT group showed a significant reduction 
in JSEQ 12 weeks after the intervention 
when compared to the CT group (p = 0.024) 
(Table 3).

Within-group comparison: Both the 
BT (p < 0.001) and CT groups (p = 0.023) 

Figure 2.  Changes in the averaged pain intensity.  
CI = confidence interval; EST = Endurance Strength 
Test; Post-Rx 12W = 12 weeks post-intervention.

Figure 3.  Changes in the lower limbs endurance. 
CI = conf idence interval; Post-Rx 12W = 12 weeks  
post-intervention.

Figure 4.  Changes in the dominant arm endurance.  
CI = confidence interval; EST = Endurance Strength 
Test; Post-Rx 12W = 12 weeks post-intervention.
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Table 3.  (Part 1 of 2) Estimates of Within-Group and Between-Group Differences for Secondary Outcome Measures

Outcome  
Measure

BT Group CT Group Mean Between-
Group Difference 

(95% CI)

p value

Mean (95% CI) Mean Change 
(95% CI)

Mean (95% CI) Mean Change 
(95% CI)

EST (lower limb)

  Baseline 6 (4–9) NA 5 (3–7) NA 1 (−2 to 4) 0.425

  Post-Rx 10 (7–13) 4 (3 to 5)§ 6 (4–8) 1 (0 to 3) 4 (0 to 8)* 0.030

  Post-Rx 12W 11 (8–14) 5 (3 to 7)§ 5 (3–7) 0 (−1 to 1) 6 (2 to 9)§ 0.002

EST (dominant arm)

  Baseline 11 (7–15) NA 7 (4–9) NA 4 (−1 to 10) 0.087

  Post-Rx 17 (12–21) 6 (2 to 9)§ 7 (4–10) 0 (−3 to 3) 10 (4 to 16)§ 0.001

  Post-Rx 12W 17 (12–21) 5 (3 to 8)§ 7 (5–10) 0 (−1 to 2) 9 (4 to 15)§ 0.001

EST (non-dominant arm)

  Baseline 10 (6–13) NA 7 (4–9) NA 3 (−1 to 7) 0.144

  Post-Rx 13 (10–17) 4 (2 to 6)§ 7 (4–11) 1 (−3 to 4) 6 (1 to 11)* 0.010

  Post-Rx 12W 14 (10–17) 4 (1 to 7)§ 7 (5–10) 1 (−1 to 3) 7 (2 to 11)§ 0.003

BPI Interference Scale

  Baseline 5.7 (4.9–6.4) NA 5.5 (4.8–6.2) NA 0.2 (−0.9 to 1.2) 0.773

  Post-Rx 4.7 (4.0–5.4) −1.0 (−1.5 to −0.4)§ 5.8 (5.1–6.4) 0.2 (−0.2 to 0.7) −1.0 (−2.0 to 0.0)* 0.043

  Post-Rx 12W 5.1 (4.5–5.8) −0.5 (−1.1 to 0.0)* 5.7 (5.1–6.3) 0.2 (−0.4 to 0.7) −0.6 (−1.5 to 0.3) 0.217

JSEQ

  Baseline 12.4 (11.1–13.8) NA 12.5 (11.0–14.0) NA −0.1 (−2.1 to 2.0) 0.955

  Post-Rx 10.0 (8.7–11.4) −2.4 (−3.5 to −1.3)§ 11.2 (10.0–12.4) −1.2 (−2.3 to −0.2)* −1.2 (−3.1 to 0.6) 0.201

  Post-Rx 12W 9.9 (8.6–11.3) −2.5 (−3.8 to −1.1)§ 12.1 (10.8–13.5) −0.4 (−1.6 to 0.9) −2.2 (−4.1 to −0.3)* 0.024

HADS (anxiety)

  Baseline 10.2 (8.9–11.6) NA 10.8 (9.4–12.2) NA −0.6 (−2.6 to 1.4) 0.561

  Post-Rx 8.9 (7.7–10.2) −1.3 (−2.2 to −0.4)§ 10.6 (9.2–11.9) −0.2 (−1.2 to 0.7) −1.6 (−3.5 to 0.2) 0.087

  Post-Rx 12W 9.3 (7.9–10.6) −0.9 (−2.0 to 0.1) 10.6 (9.1–12.1) −0.2 (−1.3 to 1.0) −1.4 (−3.4 to 0.7) 0.183

HADS (depression)

  Baseline 9.7 (8.4–11.1) NA 9.8 (8.5–11.1) NA −0.1 (−2.0 to 1.8) 0.915

  Post-Rx 8.3 (7.0–9.6) −1.4 (−2.4 to −0.4)§ 9.9 (8.5–11.4) 0.1 (−0.8 to 1.0) −1.6 (−3.6 to 0.4) 0.117

  Post-Rx 12W 9.1 (7.6–10.6) −0.6 (−1.8 to 0.5) 9.6 (8.2–11.1) −0.2 (−1.3 to 0.9) −0.5 (−2.6 to 1.6) 0.643

SF-36 (PCS)

  Baseline 21.1 (17.7–24.5) NA 18.2 (14.8–21.6) NA 3.0 (−2.0 to 7.9) 0.243

  Post-Rx 22.7 (19.4–26.0) 1.6 (−0.9 to 4.1) 18.6 (15.2–22.0) 0.5 (−2.1 to 3.1) 4.1 (−0.9 to 9.1) 0.110

  Post-Rx 12W 22.2 (19.2–25.3) 1.1 (−1.7 to 3.9) 17.8 (14.4–21.2) −0.4 (−2.7 to 1.9) 4.5 (−0.3 to 9.2) 0.063
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showed reductions in JSEQ after complet-
ing the interventions (Table 3). However, 
only the BT group showed a reduction in 
JSEQ 12 weeks after the intervention com-
pared to baseline (MD (95% CI): −2.5 (−3.8 
to −1.1); p < 0.001).

Psychological distress
Between-group comparison: After 

adjusting for age, gender, duration of pain, 
WPI score, and the number of specialties 
seen, there was no group*time interac-
tion (p = 0.277), group effect (p = 0.187), or 
time effect (p = 0.058). Similar results were 
found for depression scores; no group*time 
interaction (p = 0.066), group (p = 0.431), or 
time effect (p = 0.158).

Within-group comparison: BT group 
reported a mild reduction in anxiety (p = 
0.003) and depression levels (p = 0.007) 
upon the completion of Bowen therapy 
compared to baseline (Table 3).

Quality of life
Between-group comparison: No dif-

ference in the SF-36 physical component 
summary score between groups was found 
(Table 3). After adjusting for age, gender, 
duration of pain, WPI score, and the number 
of specialties seen, there was no group*time 
interaction (p = 0.696), group effect (p = 
0.092), or time effect (p = 0.516). However, 
there was a group*time interaction effect 
(p = 0.002) on the SF-36 mental component 
summary (MCS) score after adjusting for 
age, gender, duration of pain, WPI score, 
and the number of specialties seen.

Within-group comparison: The BT 
group reported improved SF-36 MCS at 
the completion of Bowen therapy (p < 
0.001) and 12 weeks later (p = 0.003) com-
pared to baseline (Figure 6), while the CT 
group did not show any difference over 
time (Table 3).

DISCUSSION

The results of this study showed sig-
nificant functional improvement in limb 
endurance strength, activity interference 
by pain, and mental health-related quality 
of life in the BT group compared to the con-
trol group, despite there was no clinically 
significant improvement in pain reduction 

Outcome  
Measure

BT Group CT Group Mean Between-
Group Difference 

(95% CI)

p value

Mean (95% CI) Mean Change 
(95% CI)

Mean (95% CI) Mean Change 
(95% CI)

SF-36 (MCS)

  Baseline 33.3 (29.9–36.7) NA 37.7 (33.9–41.5) NA −4.4 (−9.6 to 0.7) 0.090

  Post-Rx 38.6 (34.9–42.3) 5.3 (2.5 to 8.1)§ 36.6 (32.1–41.2) −1.1 (−3.3 to 1.1) 2.0 (−4.0 to 8.0) 0.516

  Post-Rx 12W 38.3 (34.6–42.1) 5.1 (1.2 to 8.4)§ 39.5 (35.4–43.6) 1.8 (−1.3 to 4.8) −1.1 (−6.8 to 4.5) 0.688

BPI = Brief Pain Inventory; BT = Bowen therapy; CT = control; EST = Endurance Strength Test; HADS = Hospital 
Anxiety and Depression Scale; JSEQ = Jenkins Sleep Evaluation Questionnaire; MCS = mental component  
summary scale; NA = not applicable; PCS = physical component summary scale; Post-Rx = post-intervention; 
Post-Rx 12W = 12 weeks post-intervention; SF-36 = 36-Item Short-Form Survey.
*p < 0.050; §p < 0.010.

Table 3.  (Part 2 of 2) Estimates of Within-Group and Between-Group Differences for Secondary Outcome Measures

Figure 5.  Changes in the Brief Pain Inventory (BPI) 
interference score. CI = confidence interval; Post-Rx 
12W = 12 weeks post-intervention.
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and mood disturbance between the two 
groups.

As mentioned, the Bowen moves may 
stimulate and improve the flow of blood 
and lymph, thereby activating tissue repair 
mechanisms.(23) This effect is hypothesized 
to occur as a result of the tension in the 
affected area being released and circula-
tion improved,(18,22) which can lead to over-
all improvements in the myofascial system. 
Our observed improvement in limb endur-
ance strength and physical functioning 
enhances patients’ motivation to engage 
in more activities, thereby improving their 
mental health-related quality of life. This 
likely reflects the direct effect of Bowen 
therapy. On the other hand, fibromyalgia 
is a syndrome characterized by widespread 
pain, diffused sensitization, and somatic 
symptoms. It involves complex pathophysi-
ological processes, including neurochemi-
cal imbalance and dysfunction in both 
excitatory and inhibitory mechanisms, 
likely mediated by multiple systems.(11) 
Moreover, studies revealed that patients 
with chronic pain demonstrated a biased 
interpretation of ambiguous information, 
favoring pain-/illness-related interpreta-
tions.(34,35) This may explain why there 
was no clinically significant improvement 
in pain reduction despite after Bowen 
therapy.

Most patients with fibromyalgia have 
lived with pain for many years and may 
have developed maladaptive illness 
behaviors and inappropriate coping 
skills, making them more resistant to 

treatment.(36) In addition, underlying 
bio-psycho-social stressors are known 
contributors to low mood and higher 
reported pain intensity.(37) All these factors 
affect pain modulation and contribute to 
an emotional burden that could be ben-
efited by combining Bowen therapy with 
psychosocial therapy.

For managing patients with chronic pain 
conditions like fibromyalgia, there is no sin-
gle treatment modality that can resolve all 
problems faced by these patients. It should 
focus on the improvement of functional 
capacity and quality of life.(38) Our result 
showed that even with similar levels of 
pain, patients could boost their functional 
capacity and self-help ability after receiving 
Bowen therapy.

We suggest combining Bowen ther-
apy with conventional multidisciplinary 
chronic pain management, including 
but not limited to cognitive behavioral 
therapy and exercise, which may pro-
long the treatment effect and ameliorate 
patients’ bio-psycho-social issues. This 
approach may help them regain control 
over their lives.

Limitations

There are limitations in this study. First, 
no sham treatment was arranged for 
patients in the CT group as taking part in 
sham treatment would have incurred costs 
to the patients, which would discourage 
them from enrolling in the study. Second, 
although we discouraged the participants 
from receiving other forms of alternative 
therapy with direct body contact during 
the study period, 1 (2.5%) and 15 (37.5%) 
of the patients in the BT and CT groups, 
respectively, did not discontinue other 
forms of alternative therapy, making it 
hard to determine the efficacy of Bowen 
therapy.

CONCLUSION

The benefits of ISBT-Bowen Therapy 
for patients suffering from fibromyalgia 
may include improved limb endurance 
strength, reduced activity interference, 
and enhanced quality of life. Future studies 
may investigate the benefits and efficacy 
of combining ISBT-Bowen Therapy with 
other treatment modalities, such as psy-
chological therapy and physical therapy in 
patients with fibromyalgia.

Figure 6.  Changes in the SF-36 mental component 
summary (MCS) score. CI = confidence interval; Post-
Rx 12W = 12 weeks post-intervention.
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