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Abstract

Objective: We aimed to evaluate the sociodemographic and clinical
characteristics as well as the quality of life of patients with fibromy-
algia (FM).

Materials and Methods: A total of 37 female patients diagnosed
with FM and 31 healthy females were included into the study. In-
dividuals were asked about their demographic characteristics. The
number of sensitive points (NSP), skin fold sensitivity, cutaneous hy-
peremia and reticular skin changes of patients and healthy controls
were evaluated during physical examination. Individuals were evalu-
ated for pain severity using the Visual Analogue Scale (VAS), for psy-
chological states using the Beck Depression Scale (BDS), for quality
of life using the Short Form-36 (SF-36) and for functional status using
the Fibromyalgia Impact Questionnaire (FIQ).

Results: The mean age of FM patients was 39.2+6.5 years versus
39.1£6.2 years in the controls. The most frequently encountered FM
symptoms were fatigue (94.6%), sleep disturbances (86.5%) and anxi-
ety (86.5%). Differences between FM patients and controls were sta-
tistically significant for NSP (p=0.001), VAS (p=0.001), FIQ (p=0.001),
BDS (p=0.001) and SF-36 (p=0.003), and FIQ subgroups were also
different between the two groups (p<0.001). In the SF-36 survey,
FM patients were different from the control in the physical function
(p=0.001), pain (p=0.005), general health (p=0.017), physical fitness
(p=0.003), and mental health (p=0.008) portions of the survey.

Conclusion: Fibromyalgia has distinct clinical features that lead to
low functional capacity and quality of life. Thus, patients’ sociodemo-
graphic characteristics and the evaluation of their quality of life may
be important in the diagnosis and monitoring of treatment progress.

Key Words: Clinical signs, Fibromyalgia syndrome, Sociodemograph-
ic characteristics, Quality of life

Ozet

Amag: Fibromiyalji (FM) hastalarinin sosyodemografik, klinik 6zellik-
leri ve yasam kalitesini degerlendirmeyi amagladik.

Gereg ve Yontem: Fibromiyalji tanisi almis 37 kadin hasta ve 31 sag-
likl kadin calismaya alindi. Bireylerin demografik 6zellikleri sorgulan-
di. Hastalarin ve kontrol grubunun fizik muayenesinde hassas nokta
sayisi (HN), deri kivrim hassasiyeti, kutanoz hiperemi ve retikiler cilt
degisikligi degerlendirildi. Bireylerin agr siddeti Gorsel Agri Skalasi
(GAS), psikolojik durumlari Beck Depresyon Olcegi (BDO), yasam ka-
litesi Kisa Form-36 anketi (KF-36), fonksiyonel durumlari Fibromiyalji
Etki Sorgulama Formu (FES) ile degerlendirildi.

Bulgular: Fibromiyaljili hastalarin yas ortalamasi 39.2+6.5, kontrol
grubunun 39.1+6.2 idi. FM'li hastalarda en sik yorgunluk (%94.6),
uyku bozuklugu (%86.5), anksiyete (%86.5) semptomlari tespit edildi.
FM hastalari ile kontrol grubu arasinda HN (p=0.001), GAS (p=0.001),
FES (p=0.001), BDO (p=0.001) ve KF-36 (p=0.003) acisindan anlamli
farklilk saptandh. iki grup arasinda FES alt gruplari acisindan anlamli
farklilik mevcut idi ( p<0.001). KF-36 alt gruplarinin karsilastirmasin-
da gruplar arasinda fiziksel fonksiyon (p=0.001), agr (p=0.005), genel
saglik (p=0.017), zindelik (p=0.003), mental saglk (p=0.008) agisin-
dan anlamli farklilik tespit edildi.

Sonug: Fibromiyalji farkli klinik 6zelliklere sahiptir. FM'li hastalarda
fonksiyonel kapasite ve yasam kalitesi diisiik tespit edilmistir. Bu
yuzden hastalarin sosyodemografik 6zellikleri ve yasam kalitesinin
degerlendirilmesi hastaligin tani, tedavi ve takibinde 6nemli olabilir.

Anahtar Kelimeler: Klinik bulgular, Fibromiyalji sendromu, Sosyode-
mografik dzellikler, Yasam kalitesi

Introduction

Fibromyalgia (FM) is a chronic muscle skeletal system dis-
ease characterized by widespread pain, sleep disturbances,
fatigue, decreased pain threshold and psychological distress [1].

Although the etiology and mechanisms of FM are not com-
pletely understood, neuroendocrine dysfunctions, alterations
of central pain mechanisms and central sensitization are
considered to be the most important factors in its develop-
ment [2]. Signs and symptoms, such as morning stiffness,
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headache, dizziness, irritable bowel and bladder syndromes,
Raynaud’s phenomenon, restless leg syndrome, dysmenor-
rhea, subjective swelling in the hands, paresthesia, skin sensi-
tivity, and reticular skin color changes, often accompany FM [3],
with fatigue as the most frequent complaint [4, 5].

American College of Rheumatology (ACR) 1990 FM crite-
ria include widespread body pain and pain in tender point
sites [6]. However, ACR 2010 FM diagnostic criteria include, in
addition to a widespread pain severity score, a somatic symp-
tom severity score, with its components fatigue, morning
stiffness and cognitive symptoms [7]. This finding illustrates
the importance of the assessment of the clinical characteris-
tics in patients with FM.

Because FM causes pain and fatigue, FM deteriorates the
daily lives and functional statuses of patients to a greater
extent, and therefore, patient productivity is decreased as
well. It is reported that functional disability rate in FM
patients is between 9-44% [8]. Additionally, psychological
problems of FM patients cause negative effects on quality
of life. In one study where myofacial pain syndrome in FM
patients was compared with healthy controls, the quality of
life was found to be very low [9]. Therefore, the evaluation of
FM disease in different aspects, such as environmental fac-
tors, economic status and individual differences, would be
effective to increase the quality of life.

In this present study, we aimed to evaluate sociodemo-
graphic and clinical characteristics as well as the quality of life
in patients with FM compared with healthy controls.

Materials and Methods

Thirty-seven female patients 20 to 60 years in age who
were diagnosed with FM according to the ACR 1990 diag-
nostic criteria and referred to the Physical Therapy and
Rehabilitation Outpatient Clinic with complaints of wide-
spread pain between February 2011 and May 2011 as well
as 31 healthy women in the same age group were included
in the study. Patients with metabolic, endocrine and neuro-
logical diseases, all of which might cause secondary FM, were
excluded. All patients and healthy controls were informed
of the study, and informed consents were obtained from all
subjects.

Laboratory tests containing complete blood count, eryth-
rocyte sedimentation rate and routine biochemistry tests
were performed after physical examinations of FM patients
and control group. The heights and weights of all patients
and controls were recorded, and body mass indices (BMI)
were calculated. Patient age, duration of complaints, occupa-
tion, marital status, number of children, education level, exer-
cise routine, alcohol and smoking habits, psychological trau-

ma and antidepressant drug use histories were ascertained.
The number of tender points, skin fold sensitivity, cutaneous
hyperemia and reticular skin color changes were evaluated
during the physical examination of both the patient and
control groups.

All participants were evaluated for pain threshold mea-
surements using the Visual Analogue Scale (VAS), for psy-
chological states using the Beck Depression Scale (BDS), for
quality of life using the Short Form-36 questionnaire (SF-36),
and for functional states using the Fibromyalgia Impact
Questionnaire (FIQ) form.

Assessment tools used

SF-36: This is a scale composed of 36 questions, which are
used to evaluate the quality of life of patients with chronic
pain. It measures eight different features, namely physical
function, physical role limitation, pain, general health, physi-
cal fitness, social function, emotional role limitation and men-
tal health [10, 11].

VAS: The VAS measures the pain threshold of patients
on a scale ranging from 0 to 10, which was listed along on a
10-cm line. No pain is defined as 0, whereas the most severe
pain is defined as 10. The patient is asked to mark his/her pain
severity on this scale [12].

BDS: This is a scale composed of 21 questions to define
depression levels of patients. Each question receives a point
between 0-3 in increasing order such that the total score
(0-63) can be calculated. The higher the total points, the more
severe the depression [13, 14].

FIQ: The FIQ was developed to measure the functional
states of FM patients. It measures 10 different features,
namely physical disability, feeling good, loss of working day,
difficulty in working, pain, fatigue, feeling fresh, stiffness,
anxiety and depression [15, 16].

Statistical analysis

Normal distribution of measured data was examined by
Kolmogorov Smirnov test. If the data were normally distrib-
uted when comparing both groups, Student’s t tests were
employed. If the data were not normally distributed, Mann-
Whitney U tests were employed. Qualitative data compari-
sons of patients and controls was performed using the chi-
squared test. For correlation analyses, normally distributed
data were analyzed by Pearson’s correlation; skewed data
were analyzed by Spearman’s correlation. Measured data
were described as the arithmetic meantstandard deviation
whereas categorical data were described as percentages (%).
A statistical level of significance was accepted at p<0.05.
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Results

Socio-demographic data of the patients with FM and the
controls are given in Table 1. Statistically significant differ-
ences were detected between the groups in psychological
trauma (p=0.004) and antidepressant drug use histories
(p=0.001) (Table 1).

Clinical symptoms of patients with FM and the controls
were given in Table 2. All symptoms were more frequent in
FM patients compared with the control group (Table 2).

While skin fold sensitivity, reticular skin color change
and cutaneous hyperemia in FM patients were detected in
94.6% (n=35), 29.2% (n=11) and 81.1% (n=30) of patients,
respectively, these signs were detected in the control group
in 6.5% (n=2), 0% (n=0), 9.7% (n=3) of subjects, respectively.
Statistically significant differences were detected between
the two groups in skin fold sensitivity (p=0.001), reticular skin
color change (p=0.001), and cutaneous hyperemia (p=0.001).

There were statistically significant differences between
FM patients group and the control group in number of sen-
sitive points (p=0.001), VAS (p=0.001), FIQ (p=0.001), BDS
(p=0.001) and SF-36 (p=0.003) (Table 3).

Fibromyalgia patients and the control group were com-
pared in FIQ subgroups. There were statistically significant
differences between the FIQ subgroups in physical disabil-
ity, well-being, number of lost working days, working ability,
pain, fatigue, feeling fresh, stiffness, anxiety, and depression
(p<0.001) (Table 4).

While there was no statistically significant difference
among the groups in SF-36 subgroup comparisons in emo-
tional role limitation (p=0.095), physical role limitation
(p=0.167) and social function (p=0.858), there were statistical-
ly significant differences in physical function (p=0.001), pain
(p=0.005), general health (p=0.017), feeling fresh (p=0.003),
and mental health (p=0.008) (Table 5).

A significant correlation was found in patients with FM
between FIQ vs. BDS (r=0.430 p=0.008), FIQ vs. SF-36 (r=0.562
p=0.000), and SF-36 vs. BDS (r=0.469 p=0.003) (Table 6).

Discussion

Chronic extensive pain in patients with fibromyalgia has
negative effects on the quality of life and causes functional
disability [17]. The correct initial diagnosis was provided in 34%
of FM patients [18]. We believe that a correct understanding of
clinical and functional features of FM patients is a determinant
in the diagnosis and treatment of FM. Therefore, we aimed to
evaluate the functional levels, quality of life as well as demo-
graphic and clinical features of FM patients in our study.

Socio-demographic features of FM patients in our study
were consistent with many studies in the literature. The typi-

Table 1. Comparison of sociodemographic characteristics of
fibromyalgia patient and control groups

FM patient Control
group group
Mean+SD Mean+SD P

Age (years) 39.2+6.5 39.1+6.2 0.939
BMI (kg/cm?) 27.8+5.2 25.8+5.8 0.131
Number of deliveries 2.5+1.6 2.0+1.5 0.171

n (%) n (%)
Marital status 0.228
Married 30(81.1) 24 (77.4)
Unmarried 3(8.1) 6(19.4)
Divorced 4(10.8) 13.2)
Education level 0.690
llliterate 4(10.8) 13.2)
Primary school 22 (59.5) 20(64.5)
High school 6(16.2) 5(16.1)
University 5(13.5) 5(16.1)
Occupation 0.399
House-wife 23(62.2) 24(77.4)
Craftman-workman 4(10.8) 2 (6.5)
Officer-student 10 (27) 5(16.1)
Economical status 0.077
Good 7(18.9) 2 (6.5)
Fair 25(67.6) 28(90.3)
Poor 5(13.5) 1(3.2)
Smoking 0.151
Yes 10 (27) 4(12.9)
No 27 (73)  27(87.1)
Alcohol intake 0.189
Yes 2(5.4) -
No 35(94.6) 31(100)
Psychological trauma history 0.004
Yes 13 (35.1) 2 (6.5)
No 24 (64.9) 29(93.5)
Antidepressant use history 0.001
Yes 24 (64.9) 4(12.9)
No 13(35.1) 27 (87.1)
Exercise history 0.201
Yes 15(40.5) 8(25.8)
No 22 (59.5) 23(74.2)

BMI: body mass index
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Table 2. Frequencies of concomitant symptoms in patients with
fibromyalgia and control group

Table 4. Comparison of FIQ subgroups between fibromyalgia
patient group and control group

Fibromyalgia Control FM patient Control
group group group group
n (%) n (%) Mean+SD MeantSD p
Sleep disturbances 32 (86.5) 8 (25.8) Physical disability 6.8+1.0 5,616 0.00
Fatigue 35 (94.6) 11 (35.5) Feeling good 47+23 89415 0.00
Morning stiffness 30 (81.1) 3(9.7) Loss of workpower 4.1+3.0 1.4+1.8 0.00
Headache 31(83.8) 9 (29) Working ability 6.2+29  0.7+1.1  0.00
Dizziness 24 (64.9) - Pain 7.4+2.7 0.5£09 0.00
Urethral syndrome 20 (54.1) - Fatigue 7.5%24  09+14 0.00
Dysmenorrhea 28 (75.7) 3(9.7) Feeling fresh 77423  0.7+1.1  0.00
Paresthesia 29 (78.4) 2 (6.5) Stiffness 6.9+2.6 0.7+1.1 0.00
Dyspnea 19 (51.4) 2 (6.5) Anxiety 7.1+2.2 0.7£14  0.00
Anxiety 32 (86.5) 9 (29) Depression 6.5+2.7 0.9+1.7 0.00
Depression 25 (67.6) 6(19.4) Total score 64.8+15 21+8.5 0.00
Irritable bowel syndrome 27 (73) -
Sicca syndrome 23 (62.2) -
Raynaud’s phenomenon 20 (54.1) _ Table 5. Comparison of SF-36 subgroups in fibromyalgia patient
’ group and control group
Feeling of swelling 19(51.4) -
Total 37 31 FM patient  Control
group group
Mean+SD Mean=SD p
Tab.le 3. Comparison of clinical characteristics of fibromyalgia Physical function 5894216 816+147 0.001
patient group and control group
Physical role limitation 30.4+£37.8 46.8+43.7 0.167
FM patient Control .
group group Pain 37.3+£14.7 48.8£16.2 0.005
Mean+SD MeantSD p General health 432421 54.8+17.5 0.017
Number of sensitive points 14.8+1.7 1.6£2.3 0.001 Physical fitness 432+19.6 56.1+13.9 0.003
VAS (cm) 7.9+1.8 1.6+1.6 0.001 Social function 66.9+21.3 67.7+17 0.858
BDS 16£5.8 10.4+7.4 0.001 Emotional role limitation  36.9+42.2 59.1+48.5 0.095
FIQ 64.8+15 21+8.5 0.001 Mental health 56.1+£16.9 66.1+£12.4 0.008
SF-36 46.6+18 60.1£17.4 0.003 Physical function score 426x17 57.6x£17.3 0.001
VAS: visual analogue scale, FIQ: fibromyalgia impact question- Mental health total score  49.3+18.5 60.8+17.1 0.010
naire, BDS: beck depression scale, SF-36: short form-36 Total score 466418 60.1+17.4 0.003

cal FM patient graduated from primary school graduated, was
married and was a housewife, similar to previous findings in
the literature [19-21].

In addition to the complaint of widespread pain, which
was observed in all of the patients with FM, we frequently
detected the symptoms of fatigue, sleep disturbances, anxi-
ety, headache, morning stiffness and paresthesia and found
a significant difference compared with the control group.
The incidence of these symptoms in many literatures also
supported our study. In a large study in which 2596 patients
with FM were evaluated, complaints of morning stiffness,

fatigue and sleep disturbances were frequently identified [22].
Girer et al. frequently found complaints of fatigue, morning
stiffness, headache, paresthesia and sleep disturbances in
patients included in their study [23]. We believe that improv-
ing the frequent complaints observed in patients with FM,
which might have resulted in functional impairments, such
as fatigue, headache and sleep disturbances, will significantly
improve the patients’ quality of life.

Several studies showed that FM is often accompanied by
depressive disorders. It was reported that patients with FM
have a lifetime prevalence of depression of 50-70%, while
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Table 6. Correlation coefficients between VAS, BDS, FIQ, SF-36 in
fibromyalgia patients (r)

VAS BDS FIQ SF-36
VAS - 0.211™ 0.476 0.637™
BDS 0.211" - 0.430° 0.469°
FIQ 0476 0.430° - 0.562™
SF-36 0.637™ 0.469° 0.562™ -

VAS: visual analogue scale, FIQ: fibromyalgia impact question-
naire, BDS: beck depression scale, SF-36: short form-36, *: p<0.05,
**: p>0.05, ¥**: p<0.001

major depression was diagnosed in only 18-36% [24]. In a
study conducted in Turkey, the proportion of depression in
patients with FM was found to be 32% [25]. Again, in a study
evaluating 100 patients with FM, the prevalence of anxiety
was found to be 52% [26]. Yunus et al. [27] determined
that the depression rate in patients with FM was similar to
rheumatoid arthritis and healthy individuals. Many studies
suggested that FM is associated with anxiety accompanying
the clinical findings of the disease but not with a depressive
personality disorder [28, 29]. In one study, BDS results of the
patients with FM were classified, and a score of <9 was con-
sidered normal (10%), 9-16 was mild depression (50%), 17-30
was moderate depression (38%), >30 was severe depression
(2%), and average BDS was defined as 15 [30]. Sivas et al. [4]
found the mean BDS to be 22 in their study in patients with
FM and detected a significant correlation between FIQ and
BDS. Similarly, in our study, we found the average BDS to be
16 (mild depression), and the prevalence anxiety to be 86.5%
for patients with FM. We identified a history of psychological
trauma in 35.1% and a history of antidepressant use in 64.9%
of the patients. We found a significant relation between SF-36
and FIQ and BDS when we evaluated the functional level
and quality of life of patients with FM. These results made us
believe that the differences in socioeconomic status, educa-
tion level and lifestyle may have a played role in determining
the depression and anxiety levels of FM patients.

Chronic widespread pain in FM negatively affects functional
activity and quality of life of patients. The FIQ scale was devel-
oped to assess the functional capacity, physical symptoms and
psychological state of FM patients. In a study conducted in
Turkey, the mean FIQ was found to be 57 in patients with FM
and 16 in the control group [4]. Pagano et al. [17] evaluated
FIQ sub-groups and found all parameters to be significantly
higher than those of the control group in their study of 40 FM
and 40 control patients. Similar to this study, we found FIQ
sub-group values high in patients with FM. We detected a
significant difference between patients with FM and the con-
trol group. We found the mean FIQ to be 65 in patients with
FM and 21 in the control group. In our study, we also found

lower functional impairment in patients with FM compared
with the control group.

We provided FM patients with a SF-36 form, which includ-
ed one scale to assess the quality of life. We found a mean
score of 46 in patients with FM and 60 in the control group. At
the same time, when we assessed the SF-36 subgroups and
found a significant difference between the FM patients group
and the control group. Additionally, we detected a significant
relation between FIQ and SF-36 in our study. In an investiga-
tion evaluating SF-36 subgroups in patients with FM, a signifi-
cant difference was found between the patients with FM and
the control group similar to our study [31]. Martinez et al. [32]
assessed 32 patients with FM, found lower scores for SF-36
subgroups, when compared with our study. In a similar study,
SF-36 subgroups were found to be lower in patients with FM
compared with our study. We believe that this difference may
be due to the demographics of the patients.

In conclusion, fatigue, sleep disturbances and anxiety are
frequently reported in FM patients. Complaint of widespread
pain affects FM patients’ quality of life and limits their func-
tional status. Contributing to this might be high incidences
of anxiety and mild depression, according to patients’ BDS
scores. We believe that using various questionnaires during
the evaluation of the patients with FM for these symptoms
may be important to plan the required treatment. Moreover,
patients’ request for treating the pain may alter the psycho-
logical component of this disease.

Conflict of interest statement: The authors declare that
they have no conflict of interest to the publication of this article.
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