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Abstract: Background: In our modern era, stress has become a pervasive challenge, affecting
individuals across all ages and backgrounds. Acute or chronic stress and elevated cortisol
levels are known to impair neurological function and hinder rehabilitation outcomes.
Therefore, effective treatment methods that reduce stress, enhance mental health, and
promote overall well-being are urgently needed. The aim of this study was to evaluate
the seasonal impact of balneotherapy on distress, as measured by the General Symptoms
Distress Scale (GSDS), and well-being, as assessed using the Arizona Integrative Outcomes
Scale (AIOS), and the effect of winter balneotherapy on salivary cortisol levels. Methods:
In 2023, a multicenter, single-blind, parallel-group, randomized controlled trial was carried
out across six medical spa centers in Lithuania. Participants with a stress intensity greater
than 3 points on the Visual Analogue Scale (VAS) underwent combined natural resource-
based therapies over a 1- to 2-week treatment period. Outcomes were assessed using the
General Symptom Distress and Arizona Integrative Outcomes scales, along with salivary
cortisol measurements after winter intervention. Results: The results demonstrated a
significant reduction in distress intensity by 1–3.5 points (VAS), with winter interventions
showing greater efficacy compared to summer. Participants also experienced an increase in
well-being by up to 3 points (VAS), improved stress management by up to 1.9 points (VAS),
and a reduction in salivary cortisol levels by 0.9 units following winter-based treatments.
Some gender differences emerged in specific groups. Conclusions: Our study provides
robust evidence for the stress-reducing effects of balneotherapy, particularly highlighting
the enhanced efficacy of winter interventions. These findings are especially relevant for
neurological rehabilitation, where stress reduction and improved autonomic regulation
can support neuroplasticity, recovery processes, and overall quality of life. This research
offers valuable insights for developing holistic, seasonally optimized strategies to aid stress
management and promote neurological health.

Keywords: balneotherapy; cortisol; distress; mineral water; peloids; salt therapy;
well-being

Brain Sci. 2025, 15, 165 https://doi.org/10.3390/brainsci15020165

https://doi.org/10.3390/brainsci15020165
https://doi.org/10.3390/brainsci15020165
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/brainsci
https://www.mdpi.com
https://orcid.org/0000-0002-5089-4095
https://orcid.org/0009-0000-5343-3326
https://orcid.org/0000-0002-5782-0937
https://orcid.org/0000-0002-7325-5579
https://orcid.org/0000-0003-1759-0433
https://doi.org/10.3390/brainsci15020165
https://www.mdpi.com/article/10.3390/brainsci15020165?type=check_update&version=2


Brain Sci. 2025, 15, 165 2 of 26

1. Introduction
In today’s modern world, stress has become an omnipresent adversary, affecting indi-

viduals of all ages and backgrounds. Stress is a psychological experience and physiological
response mediated by a complex neuroendocrine, cellular, and molecular infrastructure
within the nervous system [1]. Cortisol, the stress hormone, is released during stressful
situations to help the body respond [2]. Cortisol regulates the stress response, metabolism,
inflammation, blood pressure, and glucose availability and plays a role in the sleep–wake
cycle. Far-reaching stress effects impact both mental well-being and physical health, ulti-
mately compromising quality of life [3]. Extended exposure to stress can cause substantial
psychological and pathological harm, especially in the brain areas responsible for cognition
and emotional regulation, including the hippocampus, hypothalamus, amygdala, and pre-
frontal cortex [4]. These stress-induced changes can hinder recovery, exacerbate cognitive
impairments, and accelerate neurodegeneration through mechanisms such as oxidative
stress, apoptosis, and neuronal imbalance [5]. Stress has been found to exacerbate a range
of neurological conditions, such as Alzheimer’s disease [6], stroke [7], traumatic brain
injury [8], epilepsy [9], multiple sclerosis [10], and Parkinson’s disease [11]. Epidemiologi-
cal studies also indicate a direct link between stress-related disorders and an increased risk
of neurodegenerative diseases [12]. Stress is initially a natural response to adverse environ-
mental factors; however, it is now understood that stress can be categorized into distinct
types: distress, which serves as a non-specific contributor to disease, and eustress, which
acts as a positive factor promoting health and longevity [13]. Unlike eustress, distress lasts
longer, creates discomfort, overwhelms coping skills, and can cause anxiety and physical
issues if unmanaged.

The importance of managing stress has never been more apparent, and stress man-
agement techniques, which encompass physical, emotional, and lifestyle control, have
become essential in promoting overall well-being. Various relaxation techniques, including
meditation, yoga, behavioral therapy, deep breathing, and massage, are effective in allevi-
ating stress [14,15]. Among these, balneotherapy (BT) has gained increasing recognition
for its therapeutic potential [16]. BT, which includes a variety of treatment modalities such
as hydrotherapy, mineral baths, mud therapy, and the use of natural earth remedies, has
been practiced for centuries, dating back to ancient civilizations that valued the healing
properties of natural springs and mineral-rich waters [17]. Over time, BT has evolved into
a structured treatment approach used in health resorts to promote physical and mental
health. Research has demonstrated that balneotherapy is beneficial for improving overall
health, reducing fatigue and stress, alleviating pain, and enhancing quality of life [18–21].
Additionally, different forms of water therapy have been associated with better sleep,
reduced anxiety and depression, and improved health-related quality of life, particularly in
older adults [22]. A systematic review has indicated that balneotherapy (BT) may impact
cortisol levels in both healthy and ill individuals, enhancing stress resilience and providing
significant benefits for managing stress-related conditions [23].

Despite historical and scientific evidence supporting the efficacy of mineral water
and peloid treatments in stress reduction, comprehensive investigations into the broader
therapeutic impacts remain limited. Understanding the connections between these natural
therapies and stress regulation is crucial for advancing holistic health strategies. While
previous studies have explored the relationship between BT and stress, our study introduces
several novel aspects. First, it combines both objective and subjective measures to provide
a holistic assessment of stress. Second, it offers a detailed analysis of specific stress-related
symptoms. Third, it examines gender differences in stress and its predictive value. Finally,
our study is the first to compare the seasonal effects of BT on stress and overall wellness.
By addressing these gaps, our research provides new, clinically relevant insights into the
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impact of BT on stress regulation and well-being, contributing to a more comprehensive
understanding of its therapeutic potential.

BT’s relevance to neurological rehabilitation is particularly significant due to its po-
tential to improve autonomic nervous system regulation, reduce psychological stress, and
induce physiological relaxation. These outcomes can positively influence neuroplasticity,
support recovery processes, and enhance patients’ overall quality of life. For individu-
als suffering from conditions such as post-stroke fatigue, multiple sclerosis, Parkinson’s
disease, and neuropathic pain—where stress and cortisol dysregulation play detrimental
roles—BT could serve as a complementary intervention to optimize rehabilitation outcomes,
but the more research in this field is needed.

The aim of this study was to evaluate the seasonal impact of balneotherapy on distress,
as measured by the General Symptoms Distress Scale (GSDS), and well-being, assessed us-
ing the Arizona Integrative Outcomes Scale (AIOS), and the effect of winter balneotherapy
on salivary cortisol levels.

2. Methodology
2.1. Study Design and Setting

This research was conducted as a multicenter, single-blind (researchers), interventional,
randomized controlled study with parallel groups. It included two intervention periods
during the winter (January–February) and summer (August–September) of 2023 across six
medical spa centers in Lithuania: Egle and Draugystė in Druskininkai, Tulpė and Versmė in
Birštonas, Gradiali in Palanga, and Atostogų parkas in the Kretinga region. The locations
of the participating medical spas are provided in Figure A1.

The study adhered to the guidelines of the Declaration of Helsinki, received approval
from the Kaunas Regional Research Ethics Committee (permission code BE-2-87, issued
on 28 November 2022), and was registered on ClinicalTrials.gov (Identifier: NCT06018649,
registered on 30 August 2023). All participants involved in the study provided written
informed consent.

2.2. Study Participants and Sample Size

The inclusion criteria for the study were being between the ages of 18 and 65, experi-
encing moderate stress (greater than 3 points on a 10-point Visual Analogue Scale (VAS),
and residing near one of the selected medical spas or being able to travel to the service
centers. The exclusion criteria included uncontrolled or decompensated systemic diseases,
active infections, malignant tumors, recent surgery or major trauma within the past year,
use of balneotherapy within the previous 3 months, pregnancy or lactation, bleeding disor-
ders, severe mental or physical health issues, and difficulties accessing the study locations.
All participants provided written informed consent, which included detailed information
about the study’s purpose, terms, and procedures before it began.

The sampling method used was a probabilistic nested (cluster) design, where each
participant’s inclusion in the sample followed a multi-stage, criterion-based process. The
required sample size for statistically significant comparisons of the rehabilitation effects on
quantitative variables before and after the procedures was calculated using the G*Power
Release 3.1.9.5 for Windows program, based on data from the authors’ previous published
studies [16]. The smallest effect size of 0.32, which was statistically significant in assessing
stress management in the control group, was used for the calculation. For effect sizes of
0.32, 0.4, and 0.5, the required group sizes were 79, 52, and 34 subjects, respectively. A
rehabilitation effect size of 0.4 was selected, accounting for a small amount of data loss, so
it was planned to have 55 participants in each group.
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Individuals who met the eligibility criteria were assigned to the Klaipeda and
Druskininkai clusters by trained administrative staff. They were then coded and ran-
domly allocated to one of the six groups (1–6) by a statistician using a computer program
after the initial screening (T0) at the study centers. Randomization was performed using a
predefined SPSS method to ensure unbiased assignment to different treatment arms. The
variables of age, sex, and baseline stress levels were analyzed using Pearson chi-square
tests or ANOVA with Tukey’s post hoc test; no significant differences were found between
the six groups.

The study groups were named using acronyms of treatment mode: 6ABT—6 days
(1-week) ambulatory BT complex treatment, 11ABT—11 days (2 weeks) of ambulatory
BT complex treatment, 11ABTNT—11 days (2 weeks) of ambulatory BT complex plus
nature therapy treatment, 11SBT—11 days (2 weeks) of stacionary (inpatient) BT treatment
in a medical spa, 11NT—11 days (2 weeks) nature therapy, 11C—11 days (2 weeks) control
group without treatment. The groups of delayed procedures were named 6ABTS—6 days
(1 week) of ambulatory BT complex treatment in summer and 11ABTS—11 days (2 weeks)
of ambulatory BT complex treatment in summer. All group participants except 11BTS
continue their daily work activity.

The periods of examination were T0—baseline/before treatment and T1—after treat-
ment. A total of 1137 individuals were evaluated to determine their eligibility for partic-
ipation in the study. Following the initial evaluation and reassessment of inclusion and
exclusion criteria, final Excel files containing the allocation lists of eligible participants
in Klaipėda (for the medical spas Gradiali and Atostogų Parkas) and Druskininkai (for
the medical spas Eglė, Draugystė, Versmė, and Tulpė) clusters (N = 194 in Klaipėda and
N = 179 in Druskininkai) were provided to the allocation manager responsible for ran-
domization and allocation to treatment groups. Randomization was performed using the
SPSS “Random Sample of Cases” function, which enables the selection of a subset of cases
either by a specified percentage or an exact number. After the randomized allocation of
participants into groups within the Klaipėda and Druskininkai clusters, they were assigned
to specific medical spas. In the Druskininkai cluster:

- The 6ABT group received BT treatments at Tulpė.
- The 11ABT group received BT treatments at Versmė.
- The 11ABTNT group received BT treatments at Draugystė.
- Inpatient BT treatment was conducted at Eglė.

In the Klaipėda cluster:

- The 6ABT and 11SBT groups were evenly distributed between Gradiali and Atostogų Parkas.
- The 11ABT group received BT treatments at Atostogų Parkas.
- The 11ABTNT group received BT treatments at Gradiali.

During the summer period, BT treatments in the Druskininkai cluster were equally
distributed between Eglė and Draugystė, while in the Klaipėda cluster, they were equally
distributed between Gradiali and Atostogų Parkas.

This article analyzes the short-term effects of BT across two intervention periods:
winter and summer. The study flow diagram is presented in Figure A2. Six groups of
participants (N = 340) received winter interventions, with assessments conducted after the
treatment course, while two of the (nature therapy and control) groups (N = 59) received
summer interventions (delayed), also with post-treatment assessments.

The assessment periods were as follows: winter-time groups (6ABT, 11ABT, 11ABTNT,
11SBT, 11NT, and 11C): T0: baseline/before treatment (27–29 January 2022) and T1: after
treatment (6ABT group: 5 January 2023; remaining groups: 11–12 February 2023); summer-
time groups (6ABTS, 11ABTS): T0: baseline/before treatment (11–13 August 2023) and
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T1: after treatment (6ABTS group: 21 August 2023; 11ABTS group: 28 August 2023).
The researchers and physicians conducting participant screenings were blinded to group
allocations. Data from 399 participants were included in the analysis.

2.3. Study Outcomes and Instruments

The primary outcomes of the study were the treatment’s effect on the intensity of dis-
tress symptoms, their management, and changes in salivary cortisol levels. The secondary
outcome was the effect on integrative outcomes. Distress was assessed using the GSDS
(General Symptoms Distress Scale, T. Badger), where participants rated the severity of
14 stress-related symptoms on a 10-point scale, with higher scores indicating greater dis-
tress. For stress management, participants rated their ability to manage these symptoms on
a 10-point scale, with higher scores reflecting a better ability to cope with the symptoms [24].
The Cronbach’s alpha for the GSDS used was 0.771. For assessing the effect on integrative
outcomes over the past 24 h, we used the AIOS scale (Arizona Integrative Outcomes Scale,
Iris R Bell) [25]. This is a single-element visual analog scale where participants self-assess
their overall feelings of spiritual, social, psychological, emotional, and physical well-being
over the past 24 h or month. The AIOS can differentiate between individuals who are rela-
tively ill and those who are relatively healthy. It also shows correlations with measures of
distress, positive and negative effects, and indicators of positive mental states. Permissions
to use the scales were obtained from the authors.

Laboratory outcomes—effect on salivatory cortisol level. The stress hormone cortisol
was measured in saliva. Salivary cortisol measurement is a non-invasive and ecologically
valid method for detecting early changes in brain health. It is also useful for evaluating the
effectiveness of strategies aimed at relieving stress, improving brain health, and monitoring
stress-related changes in the brain [26]. A specified amount of saliva was collected into the
dispenser, and cortisol levels were tested in a certified laboratory in Germany. Elevated
cortisol levels indicate higher stress. The method used for cortisol measurement was an
enzyme-linked immunoassay (ELISA) with the Tecan Evolyzer device (Tecan, Männedorf,
Switzerland). The test kit used was the Cortisol Saliva Elisa Tecan (REF: RE52611). The
quantification sensitivity was 0.005 µg/dL (with a precision of 20%), with inter-assay
variability ranging from 10.1% to 19.5% (CV: 13.2%) and intra-assay variability ranging
from 3.2% to 6.1% (CV: 4.3%).

2.4. Treatments

All BT treatment groups (6ABT, 11ABT, 11ABTNT, 11SBT, 6ABTS, 11ABTS) followed
the same BT regimen, which consisted of six days of daily treatment with one rest day
in between. The regimen included 20 min of light exercises in a tap water pool, a 20 min
mineral/geothermal water bath at 34–36 ◦C, 20 min of sapropel wrapping, and 25 min of
salt therapy.

The nature therapy procedure involved a 45 min walk in nature (either in the forest or
by the seaside), a series of simple low-intensity strength and breathing exercises, sensory
experiences (such as aromatherapy from forest smells, listening to natural sounds, and
collecting natural items), mindfulness therapy, and heliotherapy. The first session was
guided by a physiotherapist, while the remaining sessions were carried out independently
by the participants, with clear instructions provided and daily SMS reminders.

The mineral water used at the research centers was a highly mineralized sodium
chloride (salt) solution, rich in calcium, magnesium, and sulfate, with a pH range of
5.71–7.54 and total dissolved solids (TDS) ranging from 16.750 to 82.445 g/L. The prescribed
baths were of moderate mineralization to brine.
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The peloids used for wrapping or bathing had a pH range of 6.6–7.0, humidity between
70.5% and 96%, and total mineralization ranging from 38.5 to 20,000 mg/L. These peloids
varied in their composition, with the organic material content ranging from 14.32% to
91.96%, humic acid content between 1.22% and 28.25%, and fulvic acid content between
0.98% and 17.9%. Additionally, they contained minerals such as calcium, iron, magnesium,
chlorine, sulfur, and silicon.

2.5. Statistical Analysis

Descriptive data were presented as means and standard deviations (SDs), with graphi-
cal representation of means and 95% confidence intervals (CIs). To compare continuous
variables, independent 2-tailed t-tests were used, while chi-square tests were applied to
compare the frequencies of variables within each rehabilitation group. A z-test was used to
examine categorical variables across different categories. Analysis of variance (ANOVA)
with Tukey HSD post hoc multiple comparison tests assessed the differences in the mean
values of variables across study groups. Paired-sample t-tests were used to compare the
means of variables at the start (T0) and end (T1) of treatment. If the normality assump-
tion was not met, the Friedman non-parametric test was used to evaluate differences
between variable values in the rehabilitation groups. Effect sizes, adjusted for sample size
(Cohen’s d statistic), were also calculated. The effect size was calculated as Cohen’s d, with
thresholds defined as 0.2 (small), 0.5 (medium), 0.8 (large), and 1.3 (very large). The regres-
sion analysis was conducted to identify predictive variables for the dependent variable
GSDS_1 (distress symptoms intensity after treatment) and to determine potential prognos-
tic parameters. The following measures were used as prognostic parameters for evaluating
GSDS variable stress intensity: Work and Social Adaptation Scale [27]; Perceived Stress
Scale [28]; Fatigue Assessment Scale [29]; State and Trait Anxiety Inventory (STAI-5) [30];
Depression Scale [31]; Sleep Quality Scale [32]; AIOS; Quality of Life (single question rated
on a 5-point Likert scale); Pain (measured using the Visual Analogue Scale (VAS); and
Blood Pressure (mmHg) and Heart Rate (beats/in) parameters. Permissions to use scales
were obtained from the authors. Regression analysis was made using a linear regression
model with the ENTER method applied. Pearson’s correlation coefficients were used to
assess the relationship between saliva cortisol levels and GSDS variables. A p-value of
<0.05 was considered statistically significant. All analyses were performed using SPSS
(Statistical Package for the Social Sciences, Version 28.0, SPSS Inc., Chicago, IL, USA).

3. Study Results
3.1. The Characteristics of Study Participants

The characteristics of the study participants are presented in Table 1.
The groups did not differ in sociodemographic factors or post-COVID-19 parameters.

However, they did differ in baseline stress intensity and stress management. Stress intensity
was higher in the winter 6ABT group compared to the in 11NT (MD 1.8, p < 0.001) and in
summer groups—6ATBS (MD 1.9, p = 0.002) and 11ABTS (MD 1.8, p = 0.009); in 11ABT
and 11NT (MD 1.6, p = 0.009) and 6ABTS (MD 1.7, p = 0.011); in 11ABTNT than in 11NT
(MD 1.8, p = 0.001) and summer groups—6ABTS (MD 1.9, p = 0.002) and 11ABTS (MD 1.6,
p = 0.029). In terms of stress management, the 11NT group (MD −1.4, p = 0.027) and the
6ABTS group (MD -1.6, p = 0.031) showed better results compared to the 11SBT group.

Correlations between stress and age (−0.103, p = 0.043), working time (0.223,
p < 0.001), physical activity (0.107, p = 0.036), COVID-19 infection (−0.108, p = 0.036),
and stress management (−0.298, p < 0.001) were found.
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Table 1. Participant characteristics in the study.

Parameters 6ABT
N = 59

11ABT
N = 63

11ABTNT
N = 63

11SBT
N = 61

11NT
N = 43

11C
N = 51

6ABTS
N = 30

11ABTS
N = 29

χ2,
p-Value

Age, years ± SD 45.3 ± 10.0 49.0 ± 11.5 46.3 ± 10.1 49.0 ± 10.5 44.8 ± 12.8 46.0 ± 10.9 45.5 ± 12.1 48.3 ± 10.6 0.279 a

BMI a ± SD 26.6 ± 5.3 26.4 ± 4.9 2673 ± 5.5 27.1 ± 4.5 25.6 ± 4.5 27.0 ± 5.5 24.7 ± 3.6 27.4 ± 5.6 0.447

Gender, Female (%) 44 (75.9) 47 (87) 41 (66.1) 44 (72.1) 34 (79.1) 37 (77.1) 26 (86.7) 21 (75) 0.108

Marital status, Married N (%) 45 (77.6) 35 (64.8) 42 (68.9) 35 (60.3) 26 (65.0) 36 (75.0) 19 (65.5) 22 (78.6) 0.355

Education, University level N (%) 39 (67.2) 33 (61.1) 29 (47.5) 37 (62.7) 31 (75.6) 32 (66.7) 23 (76.7) 18 (64.3) 0.085

Profession, White-collar N (%) 29 (50.0) 25 (47.2) 27 (44.3) 35 (59.3) 23 (56.1) 21 (43.8) 18 (62.1) 12 (42.9) 0.523

Nature of work, Sedentary N (%) 31 (53.4) 22 (40.7) 28 (48.3) 29 (50.9) 22 (53.7) 18 (38.3) 17 (58.6) 11 (39.3) 0.946

Work experience, >20 years N (%) 33 (56.9) 27 (50.0) 34 (55.7) 40 (67.8) 24 (60.0) 25 (52.1) 18 (62.1) 21 (75.0) 0.169

Working time, ≤8 h N (%) 29 (50.0) 32 (59.3) 30 (50.0) 24 (43.6) 20 (52.6) 22(45.8) 15 (53.6) 13 (46.4) 0.989

Rest time,7–8 h N (%) 24 (41.4) 24 (45.3) 26 (43.3) 23 (39.0) 21 (52.5) 23 (50.0) 18 (62.1) 11 (40.7.4) 0.797

COVID-19 infection N (%) 39 (67.2) 31 (57.4) 41 (66.1) 32 (54.0) 21 (52.5) 30 (62.3) 17 (58.6) 21 (75.0) 0.551

Alcohol consumption, 2–3 times/week N (%) 23 (39.7) 19 (35.2) 20 (32.8) 20 (33.9) 13 (31.7) 20 (41.7) 11 (36.7) 9 (32.1) 0.534

Non-smoking N (%) 44 (74.6) 43 79.6) 48 (77.4) 50 (84.7) 36 (85.7) 35 (74.5) 25 (83.3) 22 (81.5) 0.761

Physical activity, 2–3 times/week
N (%) 18 (30.5) 20 (37.0) 15 (24.2) 21 (35.6) 20 (46.5) 15 (31.3) 17 (56.7) 8 (28.6) 0.235

Stress intensity (VAS) ± SD 6.4 ± 2.3 6.1 ± 2.1 6.4 ± 2.7 6.0 ± 1.6 4.6 ± 2.0 5.2 ± 2.1 4.4 ± 2.5 4.8 ± 2.3 <0.001 a

Stress management (VAS) ± SD 6.5 ± 1.6 5.5 ± 1.7 6.4 ± 2.4 5.0 ± 1.6 6.7 ± 2.2 6.7 ± 1.6 6.6 ± 2.3 6.5 ± 2.4 <0.001 a

a—ANOVA, Tukey’s honestly significant difference test. Abbreviations: 6ABT—1-week ambulatory BT complex treatment, 11ABT—2 weeks of ambulatory BT complex treatment,
11ABTNT—2 weeks of ambulatory BT complex plus nature therapy treatment, 11SBT—2 weeks of inpatient BT treatment, 11NT—2-weeks nature therapy, 11C—2 weeks control group.
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3.2. The Treatment Effect on Distress
3.2.1. The Effect on Distress Symptoms

The study results regarding changes in distress symptoms on the GSDS during win-
ter and summer interventions are summarized in Tables 2 and 3. Statistically significant
improvements were observed in 11 (1-week BT) and 12 (2-weeks BT) out of 14 distress symp-
toms following winter interventions and in 3 (1-week BT) and 6 (2-weeks BT) symptoms
after summer interventions.

Wintertime interventions

• One-week BT interventions showed large effect sizes for fatigue, headache, anxiety,
and memory/concentration; moderate effects for sleep, pain, depression, appetite,
obstipation, and rash; and small effects for diarrhea. No significant effects were
observed for nausea, vomiting, and tingling.

• Two-week outpatient BT interventions produced large effects for fatigue and anxiety;
moderate effects for sleep, pain, headache, depression, memory/concentration, and
tingling; and small effects for appetite, nausea, obstipation, and rash. No significant
effects were observed for vomiting and diarrhea.

• BT combined with nature therapy demonstrated large effects on fatigue, anxiety,
and memory/concentration; moderate effects for sleep, appetite, and nausea; and
small effects for pain, depression, vomiting, obstipation, diarrhea, tingling, and rash.
No significant effects were observed for pain and headache.

• Inpatient BT interventions had very large effects on fatigue, large effects for pain,
anxiety, and tingling; moderate effects for sleep, memory/concentration, appetite, and
nausea; and small effects for headache, depression, obstipation, and diarrhea. No
significant effects were observed for vomiting and rash.

• Nature therapy alone significantly reduced pain and headache with moderate and
small effects, respectively, but slightly worsened diarrhea.

• Minimal effects were observed in the control group, including small reductions in
fatigue and tingling, alongside a slight worsening of obstipation.

Summertime interventions

• Significant positive results after the 1-week summer BT were observed in fatigue and
rash (moderate effect size) and anxiety (small effect size).

• The 2-week summer BT demonstrated more extensive positive changes, including a
reduction in fatigue (large effect size), pain, anxiety, and memory and concentration
problems (moderate effect size), as well as tingling and sleep problems (small effect
size) (Table 3).

After conducting post hoc tests for multiple comparisons, significant differences were
identified between groups before and after treatment (Table 3). At baseline, all distress
symptoms, except for diarrhea, were more pronounced during the winter season, making
it challenging to accurately assess differences following the treatment course.

There were no significant differences observed in the summer groups when com-
paring the data before and after treatment. However, in the winter season groups, the
effect on fatigue significantly differed between treatment modalities after treatment. The
inpatient group showed superior outcomes compared to the outpatient group (MD −1.36,
p = 0.02), BT with nature therapy (MD −1.25, p = 0.046), and the nature-only (MD −2.21,
p < 0.001) and control groups (MD −2.30, p < 0.001). Memory/concentration showed
greater improvement in the 1-week BT group compared to the inpatient group (MD −1.26,
p = 0.008).
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Table 2. Changes in distress symptoms on the GSDS in winter-season study groups after the treatment period.

6ABT a

N = 59
11ABT b

N = 63
11ABTNT c

N = 63
11SBT d

N = 61
11NT e

N = 43
11C f

N = 51

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Fatigue BT 5.4 ± 2.6 <0.001 5.4 ± 2.3 <0.001 4.7 ± 2.7 <0.001 5 ± 2.2 <0.001 4 ± 2.9 0.14 4.8 ± 2.4 0.010

AT 1.6 ± 2.1 1.2 2.6 ± 2.6 1.2 2.5 ± 2.2 0.8 1.2 ± 1.9 1.5 3.4 ± 2.4 0.2 3.5 ± 2.3 0.1

Sleep BT 3.1 ± 3.4 <0.001 2.9 ± 2.6 <0.001 4.1 ± 3.6 <0.001 4.5 ± 2.5 <0.001 2.3 ± 2.5 0.95 3 ± 2.4 0.659

AT 1.5 ± 2.5 0.6 1.8 ± 2.6 0.5 1.7 ± 2.6 0.6 2.7 ± 2.4 0.7 2.3 ± 2.6 0.01 2.8 ± 2.6 −0.2

Pain BT 2.1 ± 2.6 <0.001 2.4 ± 2.8 <0.001 1.5 ± 2.1 0.731 2.0 ± 3.1 <0.001 2.3 ± 3 0.004 2 ± 2.3 0.703

AT 0.6 ± 1.1 0.6 0.9 ± 1.5 0.6 1.4 ± 2.2 0.4 1.3 ± 2.1 0.8 1.7 ± 2.4 0.5 2.1 ± 2.4 −0.3

Headache BT 2.6 ± 2.8 <0.001 2 ± 2.3 <0.001 1.3 ± 1.5 0.067 1.3 ± 1.8 0.003 1.9 ± 2.5 0.014 0.9 ± 1.6 0.857

AT 0.8 ± 1.5 0.9 0.9 ± 1.7 0.6 0.8 ± 1.7 0.2 0.7 ± 1.4 0.4 0.9 ± 1.7 0.4 1 ± 1.8 −0.3

Anxiety BT 3.8 ± 3.5 <0.001 4.1 ± 3.2 <0.001 4.4 ± 3.3 <0.001 4.3 ± 2.5 <0.001 2.6 ± 2.6 0.109 2.9 ± 2.9 0.081

AT 1.6 ± 2.2 0.8 1.9 ± 2.3 1.0 2.3 ± 2.4 0.8 1.9 ± 2.1 1.1 2 ± 2.1 0.3 2.2 ± 2.4 −0.03

Depression BT 2.1 ± 3.4 <0.001 1.6 ± 2.9 <0.001 2.5 ± 3.5 0.002 1.3 ± 1.7 0.012 0.7 ± 1.5 0.132 0.7 ± 1.6 0.488

AT 0.8 ± 1.8 0.6 0.6 ± 1.4 0.5 1.4 ± 2.2 0.4 0.6 ± 1.6 0.3 0.4 ± 0.7 0.2 0.5 ± 1.3 −0.2

Memory BT 3.4 ± 3.2 <0.001 2.9 ± 3.1 <0.001 3.7 ± 3.1 <0.001 3.5 ± 2.4 <0.001 2 ± 2.5 0.110 2.3 ± 2.6 0.525

AT 0.6 ± 1.3 0.8 1.6 ± 2.2 0.6 1 ± 1.5 0.8 1.9 ± 2 0.6 1.4 ± 2 0.3 2.1 ± 2.6 −0.2

Appetite BT 1.4 ± 2.6 <0.001 1.3 ± 2.6 0.002 2 ± 3.1 <0.001 1.3 ± 2.2 <0.001 0.1 ± 0.8 0.125 0.4 ± 1.1 0.462

AT 0.3 ± 1.1 0.5 0.2 ± 0.8 0.4 0.4 ± 1.4 0.5 0.7 ± 1.5 0.6 0.4 ± 1.1 −0.2 0.3 ± 0.8 −0.2

Nausea BT 0.2 ± 0.9 0.062 0.2 ± 0.6 0.019 0.7 ± 1.4 <0.001 0.2 ± 0.4 <0.001 0.1 ± 0.8 0.156 0.2 ± 0.5 0.351

AT 0.1 ± 0.3 0.3 0.1 ± 0.3 0.3 0.2 ± 0.8 0.5 0 ± 0.2 0.5 0.5 ± 1.7 −0.2 0.1 ± 0.4 0.1

Vomiting BT 0.1 ± 0.7 0.340 0.1 ± 0.3 - 0.2 ± 0.7 0.033 0 ± 0.1 0.321 0 0.323 0.1 ± 0.7 0.180

AT 0.02 ± 0.1 0.1 0.1 ± 0.3 - 0 0.3 0 0.1 0.1 ± 0.3 −0.2 0 0.2

Obstipation BT 1.6 ± 2.4 <0.001 1.7 ± 2.6 0.005 1.6 ± 2.6 0.002 0.6 ± 1.2 0.005 0.6 ± 1.7 0.246 1.7 ± 2.7 0.007

AT 0.2 ± 0.6 0.6 0.8 ± 1.4 0.4 0.5 ± 1.3 0.4 0.3 ± 1.2 0.4 0.9 ± 2.3 −0.2 2.4 ± 3.4 −0.4

Diarrhea BT 0.4 ± 1.3 0.016 0.5 ± 1.3 0.162 0.8 ± 1.8 0.002 0.7 ± 1.8 0.006 0 0.046 0.1 ± 0.2 0.322

AT 0.0 ± 0.1 0.3 0.6 ± 1.4 −0.2 0.1 ± 0.3 0.4 0.3 ± 0.8 0.4 0.6 ± 1.8 −0.3 0.2 ± 0.8 −0.1

Tingling BT 0.7 ± 1.7 0.197 2.7 ± 3.2 <0.001 1.6 ± 2.6 0.013 1.5 ± 2 <0.001 0.9 ± 1.9 0.242 1.4 ± 2 0.016

AT 0.4 ± 1.2 0.2 1.2 ± 2.2 0.5 0.7 ± 1.8 0.3 0.4 ± 1.1 0.8 0.6 ± 1.3 0.2 0.8 ± 1.4 0.4
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Table 2. Cont.

6ABT a

N = 59
11ABT b

N = 63
11ABTNT c

N = 63
11SBT d

N = 61
11NT e

N = 43
11C f

N = 51

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Mean
(±SD)

P
Effect

Rash BT 1.9 ± 3.0 <0.001 1.6 ± 2.8 0.004 2.3 ± 2.9 0.008 0.8 ± 1.5 0.059 0.8 ± 2.1 0.199 1.1 ± 2.1 0.355

AT 0.5 ± 1.3 0.5 0.6 ± 1.2 0.4 1.2 ± 2.1 0.4 0.4 ± 1.3 −0.0 1.3 ± 3 −0.2 0.8 ± 1.8 0.1

Abbreviations: 6ABT—1-week of ambulatory BT complex treatment, 11ABT—2 weeks of ambulatory BT complex treatment, 11ABTNT—2 weeks of ambulatory BT complex plus nature
therapy treatment, 11SBT—2 weeks of inpatient BT complex treatment in resort, 11NT—2-weeks of nature therapy, 11C—2 weeks control group without treatment, SD—standard
deviation; a–f groups names for the between-group comparison; BT—before treatment, AT—after treatment, effect–effect size calculated as Cohen’s d.

Table 3. Changes in distress symptoms on the GSDS in summer season study groups after the treatment period.

6ABTS g (N = 30) 11ABTS h (N = 29) Between-Group Comparison

Mean (±SD) P
Effect Mean (±SD) P

Effect
BT

p/sig. Diff. Groups
AT

p/sig. Diff. Groups

Fatigue BT 3.5 ± 2.3 0.002 4 ± 2.7 <0.001 0.003 <0.001

AT 2.1 ± 2.4 0.6 1.5 ± 2.1 1.0 a vs. g, b vs. g a vs. e, a vs. f, a vs. b, c vs. d, d vs. e, d vs. f, d vs. e, f vs. h

Sleep BT 1.6 ± 2.5 0.718 1.9 ± 2.3 0.039 <0.001 0.002

AT 1.4 ± 2.2 0.1 0.8 ± 1.6 0.4 c vs. e, c vs. g, c vs. h, d vs. e, d vs. g, d vs. h d vs. h, f vs. h

Pain BT 1.1 ± 1.5 0.389 1.9 ± 2.5 0.003 0.033 0.002

AT 0.8 ± 1.6 0.2 0.8 ± 1.6 0.6 c vs. d, d vs. g a vs. f, b vs. f

Headache BT 0.9 ± 1.7 0.255 0.9 ± 1.6 0.129 <0.001 0.796

AT 0.5 ± 1 0.2 0.4 ± 0.9 0.3 a vs. c, a vs. d, a vs. f, a vs. g, a vs. h -

Anxiety BT 1 ± 1.7 0.037 2.6 ± 2.7 <0.001 <0.001 0.001

AT 0.4 ± 0.8 0.4 0.8 ± 1.5 0.7 a vs. g, b vs. g, c vs. g, d vs. g, c vs. e b vs. g, c vs. g, d vs. g, e vs. g, f vs. g

Depression BT 0.1 ± 0.7 0.476 0.6 ± 1.4 0.275 <0.001 0.002

AT 0.0 ± 0.2 0.1 0.3 ± 1.5 0.2 a vs. g, c vs. g, c vs. e, c vs. f, c vs. h c vs. e, c vs. g, c vs. h

Memory BT 1.1 ± 1.8 0.637 2.2 ± 2.6 0.003 <0.001 <0.001

AT 1 ± 1.5 0.1 0.8 ± 1.4 0.6 a vs. g, c vs. g, d vs. g, c vs. e a vs. d, a vs. f, c vs. f

Appetite BT 0.0 ± 0.2 - 0.2 ± 1 0.742 <0.001 0.200

AT 0.0 ± 0.2 - 0.3 ± 1.3 −0.1 c vs. e, c vs. f, c vs. g, c vs. h -
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Table 3. Cont.

6ABTS g (N = 30) 11ABTS h (N = 29) Between-Group Comparison

Mean (±SD) P
Effect Mean (±SD) P

Effect
BT

p/sig. Diff. Groups
AT

p/sig. Diff. Groups

Nausea BT 0.1 ± 0.3 1 0 - <0.001 0.015

AT 0.1 ± 0.4 0 0 - a vs. c, b vs. c, c vs. d, c vs. e, c vs. f, c vs. g, c vs. h a vs. e, b vs. e, d vs. e, e vs. h

Vomiting BT 0.0 ± 0.2 0.326 0 - 0.345 0.146

AT 0 0.2 0 - - -

Obstipation BT 0.8 ± 2.1 0.083 0.3 ± 1.1 0.326 0.003 <0.001

AT 0.6 ± 2 0.3 0.2 ± 0.6 0.2 a vs. h, b vs. h, c vs. h a vs. f, b vs. f, c vs. f, d vs. f, e vs. f, f vs. g, f vs. h

Diarrhea BT 0.0 ± 0.2 0.326 0.2 ± 0.6 0.477 0.003 0.002

AT 0.1 ± 0.3 −0.2 0.1 ± 0.4 0.1 c vs. e, c vs. f a vs. b, b vs. c

Tingling BT 0.5 ± 0.9 0.095 1.1 ± 1.9 0.035 <0.001 0.015

AT 0.2 ± 0.5 0.3 0.3 ± 1 0.4 a vs. b, b vs. e, b vs. g, b vs. h b vs. d,b vs. g

Rash BT 0.9 ± 2.1 0.03 0.7 ± 1.5 0.313 0.004 0.034

AT 0.5 ± 1.4 0.4 0.3 ± 1 0.2 c vs. d, c vs. h c vs. d, c vs. h, e vs. d, e vs. h

Abbreviations: 6ABTS—1 week of ambulatory BT complex treatment in summer, 11ABTS—2 weeks of ambulatory BT complex treatment in summer; a—6ABT group, b—11ABT
group, c—11ABTNT group, d—11SBT group, e—11NT group, f—11C group, g—6ABTS group, h—11ABTS group, SD—standard deviation; a–h—groups names for the between-group
comparison; BT—before treatment, AT—after treatment, vs.—versus, effect—effect size calculated as Cohen’s d. In-between group comparison made using POSTHOC = TUKEY T2, ANOVA.
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In reducing diarrhea, BT combined with nature therapy was more effective than
the 2-week BT group (MD −0.57, p = 0.016). Tingling and numbness were signifi-
cantly reduced by inpatient BT procedures compared to outpatient treatments (MD 0.83,
p = 0.036). Additional significant differences were identified between treatment groups
when compared to the nature-only and control groups (Table 3).

3.2.2. The Effect on Distress Symptom Intensity

Figure 1 presents the data on overall distress symptom intensity changes across
treatment groups. Statistically significant reductions in distress intensity were observed in
both the winter and summer BT groups between the baseline and post-treatment periods.
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Figure 1. The change in distress intensity in study groups after interventions. * significant changes,
p-value < 0.05. Abbreviations: 6ABT—1-week of ambulatory BT complex treatment, 11ABT—2 weeks
of ambulatory BT complex treatment, 11ABTNT—2 weeks of ambulatory BT complex plus nature
therapy treatment, 11SBT2 weeks of inpatient BT complex treatment, 11NT—2-weeks of nature
therapy, 11C—2 weeks control group. 6ABTS—1 week of ambulatory BT complex treatment in
summer, 11ABTS—2 weeks of ambulatory BT complex treatment in summer.

• In the 1-week winter ambulatory BT group, stress intensity decreased by 3.5 points
(VAS) (p < 0.001, Cohen’s d = 1.1, large effect).

• Similarly, reductions of 2.6 points (VAS) (p < 0.001, Cohen’s d = 1.0, large effect)
and 2.9 points (VAS) (p < 0.001, Cohen’s d = 0.8, large effect) were observed in the
2-week winter ambulatory BT group and the 2-week BT with nature therapy
group, respectively.

• In the 2-week inpatient BT group, distress intensity was reduced by 2.6 points (VAS)
(p < 0.001, Cohen’s d = 1.3, very large effect).

• During the summer, stress intensity decreased by 1.0 point (VAS) (p = 0.032,
Cohen’s d = 0.4, small effect) in the 1-week ambulatory BT group and by 1.8 points
(VAS) (p < 0.001, Cohen’s d = 0.8, large effect) in the 2-week ambulatory BT group.

• Notably, a reduction was also observed in the control group, with stress intensity
decreasing by 1.2 points (VAS) (p < 0.001, Cohen’s d = 0.6, moderate effect).

• No significant changes in distress intensity were found in the nature therapy group.
• The between-group comparison revealed significant differences in baseline distress

intensity (p < 0.001, ANOVA effect size = 0.1) and post-treatment distress intensity
(p = 0.031, ANOVA effect size = 0.04) (Table 1). After treatment, a significant difference
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was noted between the 1-week BT group and the control group, with a mean difference
(MD) of −1.2 (p = 0.045).

3.2.3. The Effect on Distress Symptom Management

Significant improvements in distress management were observed in three winter
intervention groups following treatment (Figure 2).
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Figure 2. The change in distress symptom management in study groups after interventions.
* significant changes, p-value < 0.05. Abbreviations: 6ABT—1-week of ambulatory BT complex
treatment, 11ABT—2 weeks of ambulatory BT complex treatment, 11ABTNT—2 weeks of ambula-
tory BT complex plus nature therapy treatment, 11SBT2 weeks of inpatient BT complex treatment,
11NT—2-weeks of nature therapy, 11C—2 weeks control group, 6ABTS—1 week of ambulatory BT
complex treatment in summer, 11ABTS—2 weeks of ambulatory BT complex treatment in summer.

The 2-week ambulatory BT group demonstrated an improvement of 1.1 points
(p = 0.002, Cohen’s d = 0.4, small effect), the 2-week BT plus NT group showed an im-
provement of 1.0 points (p = 0.012, Cohen’s d = 0.3, small effect), and the 2-week inpa-
tient BT group exhibited the largest improvement, with a 1.9-point increase (p < 0.001,
Cohen’s d = 0.9, large effect). The control group experienced non-significant reductions in
stress management, while non-significant positive changes were observed in the short-term
winter and summer intervention groups.

Between-group comparisons showed significant differences in baseline stress intensity
(p < 0.001, ANOVA effect size 0.1) (Table 1). However, no significant differences were found
between the groups after treatment (p = 0.181).

3.3. The Treatment Effect on Salivary Cortisol

The changes in salivary cortisol levels following winter interventions are illustrated in
Figure 3. Salivary cortisol levels significantly decreased after BT treatments: a reduction
of 0.67 nmol/L was observed in the 1-week BT group (p = 0.013, Cohen’s d = 0.3, small
effect), a reduction of 0.69 nmol/L was observed in the 2-week ambulatory BT group
(p = 0.014, Cohen’s d = 0.4, small effect), a reduction of 0.87 nmol/L was observed in the BT
plus nature therapy (NT) group (p = 0.006, Cohen’s d = 0.4, small effect), and a reduction of
0.74 nmol/L was observed in the inpatient group (p = 0.034, Cohen’s d = 0.2, small effect).
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Between-group comparisons indicated significant differences in baseline cortisol levels
(p = 0.040, ANOVA effect size = 0.04). However, no significant differences in cortisol levels
were observed between the groups following treatment (p = 0.283).

3.4. The Treatment Effect on Integrative Outcomes

The changes in integrative outcomes, as measured by the sense of overall well-being,
are depicted in Figure 4. Winter interventions significantly improved the sense of well-
being. Specifically, 1-week ambulatory BT increased well-being by 2.7 points (p < 0.001,
Cohen’s d = −1.1, large effect), 2-week ambulatory BT increased well-being by 1.9 points
(p < 0.001, Cohen’s d = −0.8, large effect); the BT plus NT group increased well-being by
3.0 points (p < 0.001, Cohen’s d = −1.4, very large effect); and inpatient BT increased
well-being by 1.4 points (p < 0.001, Cohen’s d = −0.8, large effect).
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Figure 4. The change in integrative outcomes in study groups after interventions. * significant
changes, p-value < 0.05.Abbreviations: 6ABT—1-week of ambulatory BT complex treatment,
11ABT—2 weeks of ambulatory BT complex treatment, 11ABTNT—2 weeks of ambulatory
BT complex plus nature therapy treatment, 11SBT2 weeks of inpatient BT complex treatment,
11NT—2-weeks of nature therapy, 11C—2 weeks control group, 6ABTS—1 week of ambulatory
BT complex treatment in summer, 11ABTS—2 weeks of ambulatory BT complex treatment in summer.
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Between-group comparisons of integrative outcomes showed significant differences in
baseline integrative outcomes (p < 0.001, ANOVA effect size = 0.15). At baseline, the nature
therapy, control, and summer intervention groups had higher scores (indicating a better
sense of well-being) compared to the winter interventions. After treatment, significant
differences emerged between groups (p < 0.001, ANOVA effect size = −0.16).

• The 1-week winter ambulatory BT treatment (6ABT group) led to a greater improve-
ment compared to the inpatient treatment (11SBT group) (MD = 1.2, p = 0.003), nature
therapy (11NT group) (MD = 1.2, p = 0.008), and the control treatment (MD = 1.4,
p < 0.001).

• The 2-week winter ambulatory BT treatment (11ABT group) had a greater effect
compared to the summer treatment: 1-week BT (6ABTS group) (MD = −1.2, p = 0.026)
and 2-week BT (11ABTS group) (MD = −1.5, p = 0.003).

• The BT combined with nature therapy group (11ABTNT group) showed a greater
improvement compared to the inpatient (MD = 1.1, p = 0.003), nature therapy
(MD = 1.2, p = 0.008), and the control groups (MD = 1.4, p < 0.001).

• The inpatient BT group (11SBT group) demonstrated greater improvement compared
to both summer groups: 1-week (MD = −1.7, p < 0.001) and 2-week (MD = −1.9,
p < 0.001).

3.5. Analysis of Stress Outcomes for Predictive Value and Gender Differences

We conducted a regression analysis with the dependent variable GSDS_1 (distress
symptoms intensity after treatment) to identify potential prognostic parameters (Table 4).

The model demonstrated a coefficient of determination (R2) of 0.362, with a statistically
significant regression model (p < 0.001, ANOVA). The analysis identified significant beta
coefficients for the following predictors: work and social adaptation (β = 0.32), state anxiety
(β = 0.33), trait anxiety (β = −0.29), and integrative outcomes (β = −0.26). Notably, saliva
cortisol levels and other variables did not demonstrate significant predictive value. We
attempted to assess the correlation between subjective stress intensity (as measured by the
GSDS item) and saliva cortisol levels using Pearson correlation analysis, but the correlation
was not significant (pre-treatment: r = 0.027, p = 0.320; post-treatment: r = 0.041, p = 0.244).

An increase in the predictor variables “work and social adaptation” and “state anxiety”
was associated with an increase in the dependent variable distress symptom intensity, while
the “sense of well-being/integrative outcomes” and “trait anxiety” were associated with a
decrease in distress intensity. These results are summarized in Table 4.

Since salivary cortisol did not demonstrate significant predictive value for the
GSDS variable of stress intensity (Table 4), we performed a regression analysis with salivary
cortisol as the dependent variable and all items of the GSDS. The prognostic value of corti-
sol was independent of GSDS symptoms at both the beginning and end of rehabilitation.
None of the models reached statistical significance (ANOVA p > 0.05). Pearson correlation
analysis between salivary cortisol and all GSDS scale variables revealed some correla-
tions. After treatment, a significant correlation was found between salivary cortisol and
appetite loss (r = 0.106, p = 0.037). Additionally, weak or marginally significant correlations
were observed for pain (r = 0.094, p = 0.057), anxiety (r = 0.080, p = 0.089), and vomiting
(r = 0.079, p = 0.091). No other significant correlations were identified.

In the overall winter and summer intervention sample, no significant differences
in stress intensity were found between males and females at the beginning and end of
treatment. Before treatment (T0), the average stress intensity for males was 5.44 (SD 2.40),
while for females it was 5.67 (SD 2.25) (t = −0.811, df = 392, p = 0.418). After treatment
(T1), the average stress intensity for males decreased to 3,88 (SD 2.04) and for females it
decreased to 3.45 (SD 1.99) (t = 0.122, df = 275, p = 0.903). Similar results were found in
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the winter interventions sample: before treatment (T0), the average stress intensity for
males was 5.65 (SD = 2.40), while for females it was 5.91 (SD = 2.16) (t = −0.911; df = 319;
p = 0.363); after treatment (T1), the average stress intensity for males decreased to 3.32
(SD = 1.99) and for females it decreased to 3.55 (SD = 2.00) (t = −0.851; df = 317; p = 0.396).

Table 4. The findings from the regression analysis on distress intensity.

Unstandardized
Coefficients

Standardized
Coefficients

t Sig.

95.0% Confidence
Interval for B Collinearity Statistics

B Std. Error Beta Lower
Bound

Upper
Bound Tolerance VIF

(Constant) 40.40 12.17 3.32 0.001 16.42 64.37

Work and social
adaptation (WSAS) 0.46 0.10 0.32 4.78 <0.001 0.27 0.64 0.65 1.53

Perceived stress
scale (PSS-10) 0.26 0.20 0.11 1.34 0.181 −0.123 0.647 0.39 2.54

Fatigue (FAS) −0.16 0.21 −0.05 −0.77 0.44 −0.57 0.25 0.58 1.74

Anxiety_state
(STAIS-5) 1.97 0.47 0.33 4.16 <0.001 1.036 2.898 0.47 2.15

Anxiety_trait
(STAIT-5) −1.27 0.38 −0.29 −3.37 <0.001 −2.01 −0.53 0.39 2.55

Depression
(CESD-R) −0.15 0.12 −0.11 −1.28 0.20 −0.38 0.08 0.38 2.65

Integrative
outcomes scale

(AIOS)
−2.06 0.57 −0.26 −3.60 <0.001 −3.19 −0.93 0.56 1.79

Sleep (single item
SQS) −0.31 0.49 −0.04 −0.64 0.53 −1.27 0.65 0.65 1.55

Systolic blood
pressure, mmHg 0.05 0.07 0.05 0.69 0.49 −0.09 0.20 0.49 2.03

Diastolic blood
pressure, mmHg −0.17 0.12 −0.12 −1.47 0.14 −0.40 0.06 0.47 2.15

Heart rate,
beats/min 0.04 0.07 0.03 0.52 0.61 −0.11 0.19 0.88 1.14

Quality of life
(5-point Likert

scale)
0.79 1.49 0.04 0.53 0.60 −2.15 3.72 0.54 1.87

Pain, VAS 0.71 0.43 0.10 1.66 0.10 −0.13 1.55 0.79 1.27

Saliva cortisol,
nmol/L 0.09 0.41 0.01 0.22 0.83 −0.72 0.90 0.93 1.07

When analyzed by winter groups (Table 5), before treatment (T0), males had lower
stress than females, with a significant difference in the 1-week BT group (6ABT) (p = 0.024,
effect size = 0.72). The other groups showed no significant gender differences. After
treatment (T1), stress levels decreased for both genders, but the 1-week BT group still
showed a significant gender gap (p = 0.002, effect size 0.79), with males benefiting more.
Overall, gender differences in stress remained only in the 1-week BT group, while the other
groups showed balanced reductions over time.

When evaluating summer stress intensity differences by gender, the following results
were found. Before treatment, there was no significant change in stress intensity for males
(t = −0.177; p = 0.860) or females (t = −0.305; p = 0.762). After treatment, there was
no significant change in stress intensity for males (t = 0.839; p = 0.409) but a significant
reduction in stress intensity for females (t = 2.975; p = 0.006, large effect) (Table 6).
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Table 5. Stress intensity before and after treatment by gender across winter intervention groups.

Study
Groups 6ABT 11ABT 11ABTNT 11SBT 11NT 11C

Parameters Mean
(SD)

Mean
Diff

Effect
Size

Mean
(SD)

Mean
Diff

Effect
Size

Mean
(SD)

Mean
Diff

Effect
Size

Mean
(SD)

Mean
Diff

Effect
Size Mean Mean

Diff
Effect
Size

Mean
(SD)

Mean
Diff

Effect
Size

t, df, p t, df, p t, df, p t, df, p t, df, p t, df, p

Stress
intensity

BT
Male 5.08

(2.33) −1.63 0.719
t = −2.329;

df = 56;
p = 0.024

5.43
(1.99) 0.614 -

t = 0,721;
df = 52;
p= 0.479

6.45
(3.12) 0.035 -

t = 0.045;
df = 30.03;
p = 0.965

6.18
(1.81) 0.245 -

t = −0.521;
df = 59,

p = 0.604

3.50
(2.07) −1.235 -

t = −1.413;
df = 38,

p = 0.166

5.33
(1.56) 0.133 -

t = −0.194;
df = 45

p = 0.847
Female 6.71

(2.20)
6.04

(2.12)
6.41

(2.37)
5.93

(1.58)
4.74

(1.96)
5.20
(2.19

Stress
intensity

AT
Male 1.69

(0.86) 1.40 0.794
t = −3.29;
df = 52.36;
p = 0.002

3.29
(1.98) 0.193 -

t = 0.233;
df = 52;

p = 0.816

3.70
(2.60) 0.432 -

t = 0,658;
df = 29.80;
p = 0.515

3.76
(1.39) 0.469 -

t = 1.151;
df = 59,

p = 0.254

3.00
(1.53) −1.235 -

t = −1.548;
df = 39,

p = 0.130

4.09
(1.97) −0.081 -

t = −0.115;
df = 44,

p = 0.909
Female 3.09

(2.34)
3.48

(2.04)
3.27

(1.95)
3.30

(1.44)
4.24

(1.97)
4.17

(2.04)

Abbreviations: 6ABT—1-week of ambulatory BT complex treatment, 11ABT—2 weeks of ambulatory BT complex treatment, 11ABTNT—2 weeks of ambulatory BT complex plus nature
therapy treatment, 11SBT—2 weeks of inpatient BT complex treatment, 11NT—2-weeks of nature therapy, 11C—2 weeks control group, SD—standard deviation; BT—before treatment,
AT—after treatment, effect—effect size calculated as Cohen’s d.
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Table 6. Stress intensity before and after treatment by gender across summer intervention groups.

Study
Groups 6ABTS 11ABTS

Parameters Mean (SD) Mean Diff Effect Size Mean (SD) Mean Diff Effect Size

t, df, p t, df, p

Stress
intensity

BT
Male 4.14

(2.67) −0.18 - t = −0.177;
df = 36;

p = 0.860

4.75
(2.44) −0.287 - t = −0.305;

df = 33;
p = 0.762

Female 4.32
(2.46)

5.04
(2.31)

Stress
intensity

AT
Male 4.25

(2.18) 0.90 - t = 0.839;
df = 28;

p = 0.409

4.71
(2.36) 2.289 0.966 t = 2.975;

df = 26;
p = 0.006

Female 3.35
(1.98)

2.43
(1.53)

Abbreviations: 6ABTS—1 week of ambulatory BT complex treatment in summer, and 11ABTS—2 weeks of ambu-
latory BT complex treatment in summer; SD—standard deviation; BT—before treatment, AT—after treatment,
effect—effect size calculated as Cohen’s d.

Before treatment, cortisol levels differed significantly between men and women (the
mean cortisol level for men was 3.62 nmol/L, which was higher than that for women
at 2.98, p = 0.036). After treatment, this difference became statistically insignificant (p = 0.22).
When analyzing gender differences in the winter intervention groups, several significant
differences were observed (Table 7). Before treatment (T0), males had significantly higher
cortisol levels than females in the 1-week (6ABT) group (p = 0.047, effect size = 0.78).
The other groups showed no significant gender differences (p > 0.05), although males
generally had slightly higher cortisol levels than females. After treatment (T1), cortisol
levels decreased in both genders. In the 2-week BT with nature therapy group (11ABTNT),
males still had significantly higher cortisol than females (p = 0.043, effect size = 0.55), but
the reduction in cortisol was greater in males (0.96 vs. 0.76 nmol/L). No significant gender
differences remained in the other groups (p > 0.05).

To determine the effects of BT on different genders, a paired-samples t-test was used to
assess the change in salivary cortisol after treatment. The results were significant for both
genders. For men, the mean difference (MD) was 0.84 (SD = 0.26), with a 95% confidence
interval (CI) of 0.3275 to 1.355, p < 0.002, and an effect size of 0.39. For women, the mean
difference (MD) was 0.52 (SD = 2.42), with a 95% confidence interval (CI) of 0.2030 to 0.8401,
p = 0.001, and an effect size of 0.22. According to the effect size, the treatment had a larger
effect in men.
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Table 7. Salivary cortisol before and after treatment by gender across study groups.

Study
Groups 6ABT 11ABT 11ABTNT 11BTS 11NT 11C

Parameters Mean
(SD)

Mean
Diff

Effect
Size

Mean
(SD)

Mean
Diff

Effect
Size

Mean
(SD)

Mean
Diff

Effect
Size

Mean
(SD)

Mean
Diff

Effect
Size Mean Mean

Diff
Effect
Size

Mean
(SD)

Mean
Diff

Effect
Size

t, df, p t, df, p t, df, p t, df, p t, df, p t, df, p

C-BT Male 4.81
(3.29) 2.07 0.784 t = 2.179;

df = 14.06;
p = 0.047

3.50
(2.27) 0.694 - t = 0.989;

df = 42;
p = 0.329

4.59
(2.87) 1.258 - t = 1.621;

df = 57;
p = 0.110

2.94
(1.43) −0.592 - t = −0.986;

df = 58,
p = 0.328

2.94
(1.28) 0.424 - t = 0.675;

df = 26;
p = 0.506

1.97
(0.80) −0.698 - t = −0.811;

df = 44,
p = 0.422Female 2.74

(1.77)
2.80

(1.46)
3.33

(2.75)
3.53

(2.30)
2.52

(1.27)
2.67
(2.79

C-AT Male 3.00
(1.79) 0.62 - t = 1.175;

df = 56;
p = 0.245

2.26
(1.43) 0.240 - t = 0.380;

df = 42;
p = 0.706

3.63
(2.20) 1.064 0.547 t = 2.071;

df = 57;
p = 0.043

2.26
(1.64) −0.656 - t = −1.149;

df = 58,
p = 0.255

2.55
(1.40) −0.422 - t = 0.567;

df = 26;
p = 0.575

2.25
(1.41) −0.482 - t = −0.715;

df = 44,
p = 0.478Female 2.38

(1.64)
2.01

(1.44)
2.57

(1.66)
2.92

(2.13)
2.13

(1.53)
2.74

(2.08)

Abbreviations: C—saliva cortisol, 6ABT—1-week of ambulatory BT complex treatment, 11ABT—2 weeks of ambulatory BT complex treatment, 11ABTNT—2 weeks of ambulatory BT
complex plus nature therapy treatment, 11BTS—2 weeks of inpatient BT complex treatment in resort, 11NT—2-weeks of nature therapy, 11C—2 weeks control group without treatment,
SD—standard deviation; BT—before treatment, AT—after treatment, effect—effect size calculated as Cohen’s d.
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4. Discussion
This study offers an in-depth analysis of the effectiveness of balneotherapy and its

variations, including combinations with nature therapy, in alleviating distress symptoms,
altering salivary cortisol levels, and enhancing an overall sense of well-being. We found
that the intensity of distress was reduced using different modes of procedures that include
different natural resources, regardless of treatment duration, composition, and season
(MD 1–3.5 points, VAS). The 2-week interventions, both ambulatory and inpatient, consis-
tently produced superior results compared to shorter 1-week treatments.

The findings suggest that winter interventions were more effective than summer inter-
ventions at reducing distress symptoms and enhancing well-being, with winter treatments
improving twice as many symptoms as the 2-week summer intervention. The 2-week
inpatient BT program showed the greatest benefits, particularly for fatigue, pain, anxiety,
and tingling, with additional improvements seen when combined with nature therapy.
According to research, the integration of BT with green exercises further enhanced quality
of life and emotional well-being, especially for patients with lower back pain [33]. Although
the control group showed the smallest reduction in stress intensity compared to the winter
intervention groups, the statistically significant decrease may be influenced by uncontrolled
variables, such as natural fluctuations, seasonal changes, or lifestyle modifications. Par-
ticipants may have gained a better understanding of their feelings and benefited from
reflection and attention from medical staff during the examination. These factors, even
without active treatment, could have contributed to the reduction in stress levels. This
highlights the need to consider such influences when interpreting the results.

In contrast, summer BT interventions showed only modest improvements, mainly in
fatigue, rash, and anxiety. This seasonal variation suggests that winter treatments provide
a more controlled and intensive therapeutic environment. Between-group analysis found
that inpatient treatment was most effective for fatigue and tingling, while short-term winter
BT was better for memory and concentration. No significant differences were observed
among summer groups.

Despite some treatment-specific effects, baseline differences between winter and
summer groups make it difficult to establish a direct causal link. Interestingly, memory and
concentration improved more in the 1-week BT group than in the inpatient group, possibly
due to the stimulating effects of returning to work. In contrast, inpatient participants,
removed from work and deeply relaxed, may require more time to regain focus. The
interpretation of these results remains complex and may be influenced by the number of
statistical comparisons performed, warranting further research.

Saliva cortisol levels, an objective marker of stress, were significantly reduced follow-
ing winter BT interventions. However, no significant differences were observed between
groups after treatment, indicating that while BT is effective in lowering cortisol, the effects
may not vary drastically across different modalities. This finding supports BT as a viable
intervention for stress reduction and highlights its potential integration into broader stress
management and neurological rehabilitation strategies.

The sense of overall well-being improved significantly across all winter BT interven-
tions, with very large effects observed in the BT plus NT group. Improvements in well-being
were less pronounced in summer interventions and the control group, emphasizing the
enhanced efficacy of winter interventions. Notably, the regression analysis indicated that a
higher sense of well-being was associated with a decrease in distress intensity, underscoring
the importance of integrative outcomes in evaluating treatment success.

By comparing our results with existing trials and the literature, we can elucidate the
unique contributions and implications of mineral water and peloid treatments in stress
reduction. Firstly, our study corroborates previous research demonstrating the stress-
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alleviating effects of balneotherapy. It has been demonstrated that BT provides a variety of
benefits, especially in improving quality of life, overall well-being, and physical fitness [34].
Research indicates that even short-term BT can reduce subjective stress [20] and lower
cortisol levels in saliva [21,35]. Balneotherapy, which includes spa therapy and aquatic
exercises, helps reduce mental stress and sleep disturbances, while also enhancing overall
health in individuals with suboptimal health [36]. A study comparing the physical and
mental effects of a 2-week bathing versus showering intervention found that bathing was
more beneficial than showering. VAS scores showed significantly greater improvements in
fatigue, stress (−15.3 vs. −10.2), pain, and self-reported health (9.9 vs. 5.5) following the
bathing intervention compared to the showering intervention [21]. From a physiological
standpoint, BT treatment has the potential to boost serum β-endorphin levels and may
influence cortisol levels, enhancing an individual’s resilience to stress without disrupting
the hormone’s natural circadian rhythm [37,38]. A significant effect has been observed on
serotonin, a neurotransmitter that influences various biological and behavioral processes,
including sleep, food intake, circadian rhythms, pain perception, cognition, reproductive
activity, mood, and responses to anxiety or stress [39]. Research revealed positive effects
of BT in reducing stress, fatigue, mood disturbances, feelings of depression and burnout,
and waist circumference [36] as well as improving quality of life, sleep, psychomotor
performance, and mental activity [16,23,40]. Compared to progressive muscle relaxation,
BT provides greater relaxation and similarly reduces cortisol levels in saliva [41]. The
study conducted by Toda et al. demonstrated that salivary cortisol levels decreased after
spa bathing, based on samples collected from 12 healthy males before and after the treat-
ment [42]. A new study shows that daily bathing in a neutral bicarbonate ionized bath can
reduce psychological tension, improve sleep quality, enhance immune system function,
and have a positive impact on health for those experiencing daily life stressors [43]. The
systematic review concluded that spa therapy, whether combined with peloid therapy
or not, effectively reduced cortisol levels in both suboptimal-health and ill individuals.
Cortisol levels decreased after a single session and showed further improvement following
a complete cycle of spa therapy [23]. The 2017 study involving 4265 hot spring users demon-
strated that hot spring bathing led to significant improvements in insomnia, anxiety, and
depression [20]. Various scientific evidence confirms that BT is an effective and valuable
supplementary method for reducing stress and enhancing mental health [44]. Our findings
align with these studies, providing further evidence of the efficacy of balneotherapy as a
non-pharmacological approach to stress management in a broader context.

In our study, the significant predictors of perceived stress highlight the essential role
of psychological and social factors in the regulation of distress, with biological markers
such as cortisol appearing to have a less direct impact. The regression analysis revealed
that work and social adaptation, state anxiety, trait anxiety, and integrative outcomes were
key predictors of distress symptom intensity. Specifically, higher levels of poor work/social
adaptation and state anxiety were associated with greater distress, while better integrative
outcomes and lower trait anxiety were linked to reduced distress.

Interestingly, salivary cortisol did not demonstrate significant predictive value for
distress intensity. Although weak correlations were found between cortisol levels and
appetite loss (r = 0.106, p = 0.037), as well as marginal correlations with pain, anxiety,
and vomiting, the overall association between cortisol and distress intensity remained
limited. These results suggest that cortisol may not serve as a reliable or direct predictor of
distress intensity.

This raises the possibility that cortisol’s role in stress measurement may be more
nuanced or that other subjective stress scales might offer a better means of assessing the
complex relationship between physiological and psychological stress. Future research
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should explore cortisol’s relationship with other stress measurement tools to clarify its
validity as an objective biomarker of stress and to determine whether it can more effectively
contribute to stress assessments in clinical settings.

Overall, while no significant gender differences in stress intensity were found in the
full winter and summer sample, differences emerged in specific groups. Subjective stress
intensity showed greater reductions in females after summer treatment, whereas in winter,
males in the 1-week BT group benefited more, although significant gender differences were
observed in this group, where males had lower stress levels than females. In contrast, objec-
tive measures of stress (salivary cortisol) were initially higher in males but equalized after
treatment, except in the 2-week BT with nature therapy group, where males maintained
higher cortisol levels despite a greater reduction in them. These findings highlight varia-
tions in how men and women respond to stress interventions, with subjective and objective
parameters showing different patterns. The treatment effects on cortisol were significant
for both genders, with a larger effect size in males. Our finding of higher perceived stress
in women supports research showing well-established sex differences in hypothalamic–
pituitary–adrenal axis responses, with women typically exhibiting stronger reactions to
stress [45]. Other researchers have found significant improvements in physical and social
functioning, pain, and vitality in BT-treated patients, regardless of age or gender [46].

The study results highlight significant seasonal and treatment-related differences,
emphasizing the potential of BT in the context of brain health and neurological rehabilita-
tion. Stress negatively impacts brain injuries and diseases, affecting brain regions through
various pathways. It can lead to mental disorders in children and adults, impairing neural
plasticity and increasing the risk of emotional issues [4]. Chronic stress and associated
distress symptoms are known to negatively affect cognitive function, emotional regulation,
and overall neurological health. The observed improvements in memory, concentration,
and anxiety suggest that BT can support cognitive rehabilitation and mental well-being
in patients with neurological impairments. The large effect sizes for fatigue and pain
also indicate its utility in managing common neurological symptoms, such as chronic
fatigue syndrome and neuropathic pain. The demonstrated efficacy of BT, particularly in
winter, highlights its potential as a non-invasive, holistic intervention for stress-related
neurological conditions. The findings support the integration of BT into multidisciplinary
treatment frameworks for neurological rehabilitation. Its stress-reducing effects, evidenced
by cortisol reductions and improvements in stress management, align well with therapeutic
goals in managing neurodegenerative diseases, stroke recovery, and traumatic brain injury.
Furthermore, the inclusion of nature therapy as an adjunctive therapy offers a promis-
ing avenue for enhancing the therapeutic impact of BT, particularly for cognitive and
emotional outcomes.

Limitations and Future Directions

While the study has notable strengths, it also has limitations, such as the relatively
small sample size in certain groups, particularly during the summer season, the lack of
salivary cortisol results for the summer group, the complex nature of the spa effect, and the
potential for confounding variables. There was also a lack of standardization for the content
of natural resources, application mode used, and longer or shorter rest periods during
activities. These factors make it challenging to compare results across groups and draw
definitive conclusions. Standardized protocols would enhance the comparability of studies.
The seasonal differences in baseline distress symptoms, particularly the higher levels
observed during winter, may have influenced treatment outcomes. The lack of significant
changes in some variables, such as saliva cortisol and distress symptoms in summer
interventions, warrants further investigation. Future research should investigate the long-
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term effects of BT and its potential application to various populations, including individuals
with specific neurological disorders, and the use of objective together with subjective
to measure the outcomes. The potential role of NT as a standalone or complementary
therapy also merits further exploration to optimize treatment protocols for brain health
and neurological rehabilitation. Further research on stress mechanisms and therapeutic
approaches is needed.

5. Conclusions
Our study highlights the significant stress-reducing benefits of combining natural

resources, particularly balneotherapy and nature therapy, with the enhanced efficacy
observed during winter and inpatient treatment modes.

This study underscores the efficacy of BT, particularly during winter, in reducing
distress symptoms, improving stress management, and enhancing overall well-being.
The findings highlight the potential of BT as an integrative approach in brain health and
neurological rehabilitation. By addressing both psychological and physiological dimensions
of stress, BT offers a holistic, innovative, and evidence-based intervention for improving
quality of life and supporting neurological recovery.
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16. Rapolienė, L.; Razbadauskas, A.; Sąlyga, J.; Martinkėnas, A. Stress and Fatigue Management Using Balneotherapy in a Short-Time
Randomized Controlled Trial. Evid. Based Complement. Altern. Med. 2016, 2016, e9631684. [CrossRef]

17. Fioravanti, A.; Karagülle, M.; Bender, T.; Karagülle, M.Z. Balneotherapy in Osteoarthritis: Facts, Fiction, and Gaps in Knowledge.
Eur. J. Integr. Med. 2017, 9, 148–150. [CrossRef]

18. Kamioka, H.; Tsutani, K.; Mutoh, Y.; Honda, T.; Shiozawa, N.; Okada, S.; Park, S.J.; Kitayuguchi, J.; Kamada, M.; Okuizumi, H.;
et al. A Systematic Review of Randomized Controlled Trials on Curative and Health Enhancement Effects of Forest Therapy.
Psychol. Res. Behav. Manag. 2012, 5, 85–95. [CrossRef] [PubMed]

19. Silva, J.; Martins, J.; Nicomédio, C.; Gonçalves, C.; Palito, C.; Gonçalves, R.; Fernandes, P.O.; Nunes, A.; Alves, M.J. A Novel
Approach to Assess Balneotherapy Effects on Musculoskeletal Diseases—An Open Interventional Trial Combining Physiological
Indicators, Biomarkers, and Patients’ Health Perception. Geriatrics 2023, 8, 55. [CrossRef]

20. Clark-Kennedy, J.; Cohen, M. Indulgence or Therapy? Exploring the Characteristics, Motivations, and Experiences of Hot Springs
Bathers in Victoria, Australia. Asia Pac. J. Tour. Res. 2017, 22, 501–511. [CrossRef]

21. Goto, Y.; Hayasaka, S.; Kurihara, S.; Nakamura, Y. Physical and Mental Effects of Bathing: A Randomized Intervention Study.
Evid. Based Complement. Alternat. Med. 2018, 2018, 9521086. [CrossRef] [PubMed]

22. Bernard, P.L.; Ninot, G.; Raffort, N.; Aliaga, B.; Gamon, L.; Faucanie, M.; Picot, M.C.; Maurelli, O.; Pla, S.; Soriteau, L.; et al.
Benefits of a 3-Week Outpatient Balneotherapy Program on Patient-Reported Outcomes. Aging Clin. Exp. Res. 2021, 33, 1389–1392.
[CrossRef] [PubMed]

23. Antonelli, M.; Donelli, D. Effects of Balneotherapy and Spa Therapy on Levels of Cortisol as a Stress Biomarker: A Systematic
Review. Int. J. Biometeorol. 2018, 62, 913–924. [CrossRef] [PubMed]

24. Badger, T.A.; Segrin, C.; Meek, P. Development and Validation of an Instrument for Rapidly Assessing Symptoms: The General
Symptom Distress Scale. J. Pain Symptom Manag. 2011, 41, 535–548. [CrossRef] [PubMed]

https://doi.org/10.1210/jcem.91.2.9994
https://doi.org/10.14744/nci.2017.42103
https://www.ncbi.nlm.nih.gov/pubmed/28900385
https://doi.org/10.1155/2022/8111022
https://www.ncbi.nlm.nih.gov/pubmed/35663199
https://doi.org/10.1089/neu.2018.6314
https://doi.org/10.1007/978-981-32-9358-8_20
https://www.ncbi.nlm.nih.gov/pubmed/32096043
https://doi.org/10.1080/10253890.2019.1678023
https://doi.org/10.1007/s12035-022-02735-4
https://www.ncbi.nlm.nih.gov/pubmed/35001355
https://doi.org/10.1016/j.neuint.2017.09.002
https://doi.org/10.7224/1537-2073.2013-034
https://www.ncbi.nlm.nih.gov/pubmed/25337056
https://doi.org/10.1016/j.bbi.2015.08.015
https://doi.org/10.1001/jamaneurol.2020.0117
https://doi.org/10.20431/2455-4324.0502002
https://doi.org/10.1177/20552076231184052
https://doi.org/10.1155/2016/9631684
https://doi.org/10.1016/j.eujim.2017.01.001
https://doi.org/10.2147/PRBM.S32402
https://www.ncbi.nlm.nih.gov/pubmed/22888281
https://doi.org/10.3390/geriatrics8030055
https://doi.org/10.1080/10941665.2016.1276946
https://doi.org/10.1155/2018/9521086
https://www.ncbi.nlm.nih.gov/pubmed/29977318
https://doi.org/10.1007/s40520-020-01634-9
https://www.ncbi.nlm.nih.gov/pubmed/32564305
https://doi.org/10.1007/s00484-018-1504-8
https://www.ncbi.nlm.nih.gov/pubmed/29455296
https://doi.org/10.1016/j.jpainsymman.2010.06.011
https://www.ncbi.nlm.nih.gov/pubmed/21131168


Brain Sci. 2025, 15, 165 26 of 26

25. Bell, I.R.; Cunningham, V.; Caspi, O.; Meek, P.; Ferro, L. Development and Validation of a New Global Well-Being Outcomes
Rating Scale for Integrative Medicine Research. BMC Complement. Altern. Med. 2004, 4, 1. [CrossRef]

26. Clow, A.; Smyth, N. Salivary Cortisol as a Non-Invasive Window on the Brain. Int. Rev. Neurobiol. 2020, 150, 1–16.
27. Mundt, J.C.; Marks, I.M.; Shear, M.K.; Greist, J.M. The work and social adjustment scale: A simple measure of impairment in

functioning. Br. J. Psychiatry 2002, 180, 461–464. [CrossRef] [PubMed]
28. Cohen, S.; Kamarck, T.; Mermelstein, R. A global measure of perceived stress. J. Health Soc. Behav. 1983, 24, 385–396. [CrossRef]
29. Michielsen, H.J.; De Vries, J.; Van Heck, G.L. Psychometric qualities of a brief self-rated fatigue measure the fatigue assessment

scale. J. Psychosom. Res. 2003, 54, 345–352. [CrossRef] [PubMed]
30. Zsido, A.N.; Teleki, S.A.; Csokasi, K.; Rozsa, S.; Bandi, S.A. Development of the short version of the spielberger state—Trait

anxiety inventory. Psychiatry Res. 2020, 291, 113223. [CrossRef]
31. Radloff, L.S. The CES-D scale: A self-report depression scale for research in the general population. Appl. Psychol. Meas. 1977, 1,

385–401. [CrossRef]
32. Snyder, E.; Cai, B.; DeMuro, C.; Morrison, M.F.; Ball, W. A new single-item sleep quality scale: Results of psychometric evaluation

in patients with chronic primary insomnia and depression. J. Clin. Sleep Med. 2018, 14, 1849–1857. [CrossRef] [PubMed]
33. Huber, D.; Grafetstätter, C.; Proßegger, J.; Pichler, C.; Wöll, E.; Fischer, M.; Dürl, M.; Geiersperger, K.; Höcketstaller, M.;

Frischhut, S.; et al. Green Exercise and Mg-Ca-SO4 Thermal Balneotherapy for the Treatment of Non-Specific Chronic Low Back
Pain: A Randomized Controlled Clinical Trial. BMC Musculoskelet. Disord. 2019, 20, 221. [CrossRef]

34. Matsumoto, S. Evaluation of the Role of Balneotherapy in Rehabilitation Medicine. J. Nippon Med. Sch. 2018, 85, 196–203.
[CrossRef]

35. Matzer, F.; Bahadori, B.; Fazekas, C. Short-Term Balneotherapy Is Associated with Changes in Salivary Cortisol Levels. Endocr.
Abstr. 2011, 26, 155.

36. Yang, B.; Qin, Q.-Z.; Han, L.-L.; Lin, J.; Chen, Y. Spa Therapy (Balneotherapy) Relieves Mental Stress, Sleep Disorder, and General
Health Problems in Sub-Healthy People. Int. J. Biometeorol. 2018, 62, 261–272. [CrossRef]

37. Fioravanti, A.; Cantarini, L.; Guidelli, G.M.; Galeazzi, M. Mechanisms of Action of Spa Therapies in Rheumatic Diseases: What
Scientific Evidence Is There? Rheumatol. Int. 2011, 31, 1–8. [CrossRef]

38. Antonelli, M.; Donelli, D.; Veronesi, L.; Vitale, M.; Pasquarella, C. Clinical Efficacy of Medical Hydrology: An Umbrella Review.
Int. J. Biometeorol. 2021, 65, 1597–1614. [CrossRef] [PubMed]

39. Gálvez, I.; Fioravanti, A.; Ortega, E. Spa Therapy and Peripheral Serotonin and Dopamine Function: A Systematic Review. Int. J.
Biometeorol. 2024, 68, 153–161. [CrossRef] [PubMed]

40. Falagas, M.E.; Zarkadoulia, E.A.; Ioannidou, E.N.; Peppas, G.; Christodoulou, C.; Rafailidis, P.I. The Effect of Psychosocial Factors
on Breast Cancer Outcome: A Systematic Review. Breast Cancer Res. 2007, 9, R44. [CrossRef]

41. Matzer, F.; Nagele, E.; Bahadori, B.; Dam, K.; Fazekas, C. Stress-Relieving Effects of Short-Term Balneotherapy: A Randomized
Controlled Pilot Study in Healthy Adults. Forsch. Komplementmed. 2014, 21, 105–110. [CrossRef] [PubMed]

42. Toda, M.; Morimoto, K.; Nagasawa, S.; Kitamura, K. Change in Salivary Physiological Stress Markers by Spa Bathing. Biomed. Res.
2006, 27, 11–14. [CrossRef]

43. Ushikoshi-Nakayama, R.; Yamazaki, T.; Omagari, D.; Matsumoto, N.; Inoue, H.; Nukuzuma, C.; Nishino, S.; Saito, I. Evaluation
of the Benefits of Neutral Bicarbonate Ionized Water Baths in an Open-Label, Randomized, Crossover Trial. Sci. Rep. 2024, 14,
1261. [CrossRef]

44. Dubois, O.; Dubois, B. 170 Ans de Recours aux Soins Hydrothérapiques: L’Apport des Thermes de Saujon. Ann. Méd. Psychol.
Rev. Psychiat. 2022, 180, 1090–1095. [CrossRef]

45. Méndez-Chacón, E. Gender Differences in Perceived Stress and Its Relationship to Telomere Length in Costa Rican Adults. Front.
Psychol. 2022, 13, 712660. [CrossRef]

46. Terzic Markovic, D.; Kocic, S.; Bradic, J.; Jurisic-Skevin, A.; Jakovljevic, B.; Majstorovic, B.; Dimoski, Z.; Stojanovic, G.; Maksimovic,
V.; Pavlovic Jugovic, K.; et al. Novel Insight into the Association between Balneotherapy and Functional State and Health
Perception in Chronic Low Back Pain: A Cross-Sectional Study. J. Clin. Med. 2024, 13, 5248. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1186/1472-6882-4-1
https://doi.org/10.1192/bjp.180.5.461
https://www.ncbi.nlm.nih.gov/pubmed/11983645
https://doi.org/10.2307/2136404
https://doi.org/10.1016/S0022-3999(02)00392-6
https://www.ncbi.nlm.nih.gov/pubmed/12670612
https://doi.org/10.1016/j.psychres.2020.113223
https://doi.org/10.1177/014662167700100306
https://doi.org/10.5664/jcsm.7478
https://www.ncbi.nlm.nih.gov/pubmed/30373688
https://doi.org/10.1186/s12891-019-2582-4
https://doi.org/10.1272/jnms.JNMS.2018_85-30
https://doi.org/10.1007/s00484-017-1447-5
https://doi.org/10.1007/s00296-010-1628-6
https://doi.org/10.1007/s00484-021-02133-w
https://www.ncbi.nlm.nih.gov/pubmed/33866427
https://doi.org/10.1007/s00484-023-02579-0
https://www.ncbi.nlm.nih.gov/pubmed/37950094
https://doi.org/10.1186/bcr1744
https://doi.org/10.1159/000360966
https://www.ncbi.nlm.nih.gov/pubmed/24851847
https://doi.org/10.2220/biomedres.27.11
https://doi.org/10.1038/s41598-024-51851-9
https://doi.org/10.1016/j.amp.2022.10.002
https://doi.org/10.3389/fpsyg.2022.712660
https://doi.org/10.3390/jcm13175248

	Introduction 
	Methodology 
	Study Design and Setting 
	Study Participants and Sample Size 
	Study Outcomes and Instruments 
	Treatments 
	Statistical Analysis 

	Study Results 
	The Characteristics of Study Participants 
	The Treatment Effect on Distress 
	The Effect on Distress Symptoms 
	The Effect on Distress Symptom Intensity 
	The Effect on Distress Symptom Management 

	The Treatment Effect on Salivary Cortisol 
	The Treatment Effect on Integrative Outcomes 
	Analysis of Stress Outcomes for Predictive Value and Gender Differences 

	Discussion 
	Conclusions 
	Appendix A
	References

