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Abstract. – OBJECTIVE: Fibromyalgia syn-
drome (FMS) is a chronic disease that is more 
common in adult women and is characterized 
by widespread pain in the body, especially in 
the musculoskeletal system. Fatigue, sleep dis-
turbance, anxiety disorder, and depression can 
be observed in this syndrome alongside pain. 
The aim of our study was to investigate the ef-
fect of FMS on the quality of life, psychological 
condition, and sleep quality of affected female 
patients and their spouses compared to women 
without FMS and their spouses.

PATIENTS AND METHODS: Thirty female pa-
tients diagnosed with fibromyalgia and their 
spouses and 38 healthy women and their spous-
es similar in age to these patients voluntarily 
participated in our study (136 participants to-
tal). The diagnosis of the patients was made ac-
cording to the American College of Rheumatol-
ogy. Turkish versions of the Short Form-36 (SF-
36), the Hospital Anxiety and Depression Scale, 
and the Pittsburgh Sleep Quality Index (PSQI) 
questionnaires with validity and reliability were 
applied to all participants. The statistical analy-
ses were carried out using SPSS 24.0 for Win-
dows (SPSS Inc., Chicago, IL, US). Differences 
with p-values of ≤0.05 were statistically signif-
icant, and all results are expressed with a 95% 
confidence interval.

RESULTS: A total of 136 people, including 
women with FMS (n=30), spouses of FMS wom-
en (n=30), non-FMS control women (n=38), and 
spouses of the control women (n=38), were in-
cluded in the study. The patient and control 
groups were similar in age and gender. How-
ever, participants in the study group had high-
er mean Body Mass Indexes compared to the 
controls. Quality of life and its sub-scales 
(except SF-36/Social function parameter), de-
pression, anxiety status, and sleep quality 
were significantly different between the pa-
tients and controls. Additionally, quality of life 

and its sub-scales (except SF-36/Social func-
tion parameter), depression, and anxiety sta-
tus were significantly different between the 
spouses of the patients and controls. There 
were no significant differences between the 
groups regarding the mean SF-36/SF (p=0.995 
for both). Additionally, there was no signifi-
cant difference between the spouse of the pa-
tient and control regarding the mean PSQI val-
ues (p=0126). 

CONCLUSIONS: We believe that new and 
more comprehensive studies are necessary re-
garding the spouses of women with FMS in de-
pression, anxiety, sleep quality disorders that 
we frequently see in women with FMS, and other 
psychosocial conditions that we have not men-
tioned here. In conclusion, women with FMS and 
their spouses.
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Introduction

Fibromyalgia syndrome (FMS) is a chronic 
disease that is more common in adult women, and 
the etiology remains unknown. It is characterized 
by widespread pain in the body, especially in 
the musculoskeletal system. Fatigue, sleep dis-
turbance, anxiety disorder, and depression can 
be seen in this syndrome alongside pain1,2. The 
prevalence of the disease varies between 1.8-4 
% in women and 0.1-05 % in men in different 
studies conducted according to different diagnos-
tic criteria. The prevalence of fibromyalgia (FM) 
in a meta-analysis of 65 studies revealed that the 
overall population was 4% in adult females and 
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0.5 % in males. As can be seen, the prevalence 
of FM in women varies between 6-10 times more 
than men in some prevalence studies1,3.

In 1990, the American College of Rheumatol-
ogy (ACR) established two diagnostic criteria: 
first, the presence of generalized pain for at least 
three months, and second, detection of hypersen-
sitivity in at least 11 of the 18 predefined points 
in the application of a digital force 4kg per sur-
face unit. ACR updated the diagnosis of FMS in 
20104,5. However, the 1990 criteria are indispens-
able for most clinicians. That is why we based 
our study on the 1990 criteria. The prevalence of 
FMS is approximately 4% for the general popu-
lation6. Approximately 8% of applications in pri-
mary health care are patients with FMS. Notably, 
approximately 20% of primary care applications 
are related to rheumatology7,8.

FM is mostly seen in women between the 
ages of 20 and 55 years, the prevalence is ap-
proximately 3% and increases with age9-12. FM 
is more common in women than men. However, 
it occurs also in both children and adults besides 
women9,12,13. 

The diagnosis may be under-recognized in 
clinical practice. Prevalence estimates vary great-
ly with the specific diagnostic criteria applied. 
The prevalence of FM was much higher using 
surveys with standardized criteria than estimates 
based upon medical record documentation of the 
diagnosis (6.4% vs. 1.1%)9. Fayaz et al14 on the 
United Kingdom population found a prevalence 
of chronic widespread pain (CWP) of 14% and 
FM of 5%. In a National Health Service electron-
ic health records survey in the United Kingdom, 
there was an increase in the diagnosis of FM for 
the period 2001 to 2013 compared with 10 years 
earlier15.

To provide adequate and quality treatment to 
FMS patients, it is crucial to keep in mind the pa-
tients’ quality of life, functional capacity, details 
of their family life, and accompanying comorbid 
conditions16-18. 

Chronic fatigue is common in fibromyalgia. 
Neuroinflammation has also been shown, es-
pecially in fibromyalgia patients with severe 
pain19. Glial activation in several areas of the 
brain has also been demonstrated in positron 
emission tomography (PET) scans of patients 
with FM. Therefore, should not be ignored diag-
nosis of Myalgic Encephalomyelitis/Chronic Fa-
tigue Syndrome (ME/CFS) in the FM20. Chronic 
widespread and severe pain can be caused anger 
in patients with Fibromyalgia. In addition, asso-

ciation of Fibromyalgia and neurodegenerative 
disease can be observed especially in elderly 
patients as well21.

FMS does not cause any abnormalities in 
routine clinical laboratory testing or imaging. 
However, abnormalities that reveal distinctions 
between patients with FM and control subjects 
have been identified in research studies using 
specialized neuroimaging (e.g., functional mag-
netic resonance imaging [MRI]) and other tech-
niques. Research studies have also found that a 
subset of patients with FM has abnormalities on 
skin biopsies suggestive of small-fibre neuropath-
ic changes. The significance of these findings is 
uncertain for FMS diagnosis, and small-fibre skin 
biopsy is not warranted for diagnosis of FMS in 
routine clinical practice22,23.

FM should be suspected in patients with 
chronic pain of at least three months’ duration 
without another identified cause. The diagnosis 
of FM is symptom-based24. FM can generally be 
diagnosed based upon symptoms of widespread 
pain in multiple sites. It is often accompanied by 
moderate to severe problems with sleep or fatigue 
of at least three months duration; other symp-
toms may also be present. Although widespread 
tenderness is present at multiple sites, there is an 
absence of joint swelling or other inflammatory 
changes on physical examination.

For clinicians who are inexperienced or un-
comfortable with the diagnosis of FM, we con-
sider it appropriate to utilize either the 2010 cri-
teria or the ACTTION-APS Pain Taxonomy 2019 
diagnostic criteria25 to help guide the diagnosis, 
despite several limitations of their use for this 
purpose. 

However, such diagnostic guidelines cannot 
replace clinical judgment, the diagnostic gold 
standard of symptom-based diagnosis26. Because 
of the importance of excluding other conditions 
and recognizing comorbid disorders, clinicians 
unfamiliar with these disorders may need to re-
fer patients identified by using such criteria to a 
clinician familiar with these conditions and with 
FM to confirm the diagnosis.

FMS continues to be a difficult diagnosis for 
many primary care clinicians26. They typical-
ly refer patients to rheumatologists, but most 
rheumatologists, as demonstrated in a study of 
Canadian physicians, do not provide primary 
care for FM, and several do not see patients 
with FM27. Many Canadian rheumatologists in 
another study did not utilize published FMS 
diagnostic criteria to make the diagnosis in 
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their practices28. The diagnosis of FMS, like 
headaches, chronic low back pain, and depres-
sion, can generally be made in the primary 
care setting, although many barriers exist for 
a timely diagnosis of FM in primary care. De-
spite improved awareness among primary care 
clinicians, many continue to be uncomfortable 
with a diagnosis of FMS. There are no objective 
physical, laboratory, or imaging abnormalities, 
and the diagnosis is based on subjective report-
ing of symptoms.

In several studies, it was stated that FMS neg-
atively affected the quality of life of relatives and 
spouses alongside patients affected by associat-
ed physical, psychological disorders, and mental 
health problems29-31.

Our aim of this study was to investigate the 
effect of FMS on the quality of life, psychological 
condition, and sleep quality of affected female 
patients and their spouses compared to women 
without FMS and their women’s spouses.

Patients and Methods

Our study is an analytical case-control type 
survey study. Ethics Committee approval for our 
study was obtained from the Dicle University 
School of Medicine Non-Invasive Research Eth-
ics Committee (22.05.2013/225). Thirty female 
patients diagnosed with FM and their spouses, 
and 38 healthy women and their spouses similar 
in age to these patients voluntarily participated in 
our study. The patient and control group couples 
were staying in the same house and sleeping in 
the same bed. All participants were admitted to 
the Physical Medicine and Rehabilitation and 
Family Medicine outpatient clinics of Dicle Uni-
versity School of Medicine Hospital.

The diagnosis of the patients was made ac-
cording to the ACR. Turkish versions of Short 
Form-36 (SF-36), The Hospital Anxiety and De-
pression Scale (HADS), and The Pittsburgh Sleep 
Quality Index (PSQI) questionnaires with validi-
ty and reliability were applied to all participants. 
In addition to these questionnaires, a socio-demo-
graphic data form containing questions such as 
age, gender, marital status, and educational status 
was also filled.

The questionnaires were conducted face-to-
face by the researchers without any interven-
tion to the participants. Patient, patient spouse, 
control, and control spouse, for a total of 136 
participants, attention was paid to the absence of 

psychiatric diseases or systemic/metabolic disor-
ders, which were the exclusion criteria, and the 
participants were included in the study accord-
ingly. Any laboratory/imaging method was not 
used in our study.

The quality of life of all participants in the 
patient and control groups was evaluated using 
the SF-36 questionnaire, which includes the fol-
lowing eight sections: physical functioning (PF), 
role limitations resulting from physical problems 
(PR), role limitations resulting from emotional 
problems (ER), social functioning (SF), mental 
health (MH), energy/vitality (EVT), bodily pain 
(BP), and general health (GH). Each section is 
evaluated individually and scored from 0 to 100. 
The validity and reliability of the Turkish version 
of the questionnaire were demonstrated by Kocy-
igit et al32.

HADS: In the patient, to determine the risk re-
garding anxiety and depression, HADS was 
applied. The scale was developed by Zigmond 
and Snaith33 to measure the level and change 
of violence and adapted to Turkish by Aydemir 
et al34. It is a self-rating scale consisting of 14 
items with seven depression subscales (even 
numbers) and seven of their anxiety (odd num-
bers) symptoms. It is evaluated in a four-point 
Likert format and is scored between 0-3. 

PSQI: The index was developed by Buysse et 
al35 with sufficient internal consistency (Cron-
bach alpha = 0.80), and test-retest reliability 
and validity. The validity of PSQI in Turkey 
and its reliability was demonstrated in a study 
by Ağargün et al36. In this study, Cronbach’s 
alpha value was 0.79 (Cronbach alpha = 0.79). 
The PSQI assesses sleep quality over months 
with 24 questions. While 19 questions were 
answered by the patients, 5 questions were an-
swered by spouses. The questions answered by 
the spouses were not consideration. These sev-
en sub-dimensions are subjective sleep quality 
(component 1), sleep latency (component 2), 
sleep duration (component 3), habitual sleep 
efficiency (component 4), sleep disturbance 
(component 5), sleep drug use (component 6), 
and daytime function disorder (component 7). 
Seven component scores give the total PSQI 
score. Each response is scored between 0-3 
according to the symptom frequency. The total 
score is between 0-21. A high level of sleep 
disturbance is indicated by a high score, dis-
playing poor sleep. A total score above five 
clinically displays poor sleep quality.
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Statistical Analysis
The statistical analyses were carried out using 

SPSS 24.0 for Windows (SPSS IBM, Armonk, 
NY, USA). Distributions of parametric variables 
were evaluated with the one-sample Kolmogor-
ov-Smirnov test. The independent-samples t-test 
was used if the data were normally distributed, 
and the Mann–Whitney U test was used if the da-
ta were skewed to compare independent samples. 
Pearson’s correlation test was used to determine 
the relationships between variables. All demo-
graphic and quantitative data were expressed as 
mean ± SD. Differences with p-values of ≤0.05 
were statistically significant, and all results are 
expressed with a 95% confidence interval.

Results

A total of 136 people, including women with 
FMS (n=30), spouses of FMS women (n=30), 
non-FMS control women (n=38), and spouses 
of the control women (n=38), were included in 
the study. The patient and control groups were 
similar in age and gender. However, participants 
in the study group had higher mean Body Mass 
Indexes (BMIs) compared to controls (Table I). 

Quality of life and its’ sub-scales (using the SF-
36 quality of life index), depression, and anxiety 
status (using the HAD scale) differed significant-
ly between the patients and controls and between 
their spouses. There were no significant differ-
ences between the groups regarding the mean 
SF-36/SF. Additionally, there was no significant 

difference between the spouses of the patients 
and controls regarding the mean PSQI values 
(Table II).

SD: Standard deviation, HADSa: Hospital 
Anxiety Depression Scala for anxiety, HADSd: 
Hospital Anxiety Depression Scala for depres-
sion. SF-36: Short form 36, PF: Physical Function, 
PR: Physical Role, BP: Body Pain, GH: General 
Health, EVT: Energy/Vitality, SF: Social Func-
tion, ER: Emotional Role, MH: Mental Health, 
PSQI: Pittsburgh Sleep Quality Index

Discussion

Although there are many scientific articles on 
quality of life, depression, anxiety, sleep state, 
and other clinical conditions in female patients 
with FMS, there are quite a few studies on spous-
es of these patients. In our study, comparisons 
were made not only between women with FMS 
and healthy women in the control group but also 
between the spouses of women with FMS and 
healthy control group women. Therefore, we hope 
that the results of our study, especially regarding 
the spouses of patients with FMS, will contribute 
to the scientific literature.

In our study, depression and anxiety scores 
in the patient group were significantly higher in 
the patient and patient spouses group compared 
to the control and control partners. In a study by 
Tutoglu et al37, the depression score was higher 
and significant in patients with FMS and their 
spouses compared to the control and control 

Table I. Comparison of basic features between the groups.

              Patient               Control                       Patient spouse        Control spouse

 Mean/ SD/ Mean/ SD/  Mean/ SD/ Mean/ SD/
 n % n % p n % n % p

Age (years) 42.1 8.12 41.87 10.4 0.921* 48.2 9.43 45.03 10.65 0.204
BMI 26.7 3.64 24.46 3.55 0.018* 27.3 3.56 25.89 2.45 0.075
Education          
Primary sch. or less 15 50 13 34.2 0.107# 7 23.3 4 10.5 0.181#

Highschool 6 20 4 10.5  8 26.7 7 18.4 
University and above 9 30 21 55.3  15 50 27 71.1 
Smoking          
Yes 6 20 4 10.5 0.318$ 12 40 12 31.6 0.471#

No 24 80 34 89.5  18 60 26 68.4 
Systemic disease          
Yes 7 23.3 6 15.8 0.432# 5 16.7 8 21.1 0.648#

No 23 76.7 32 84.2  25 83.3 30 78.9 

*Independent samples t-test, #Chi-square test, $Fisher’s exact test. BMI: Body Mass Index.
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partners, similar to our study. However, while 
the anxiety scores were higher in favour of the 
patient in comparing the patient and control, the 
anxiety score was higher in the patient’s spouse 
and was not significant in comparing the patient’s 
spouse and control partner. In the study, unlike 
us, for depression and anxiety. Notably, while the 
Back Depression Index (BDI) and Back Anxiety 
Index (BAI) were used for depression and anxi-
ety scores in the study conducted by Tutoglu et 
al36, HAD was used in the our study. Dogan et al38 
used BDI and BAI in their study, similar to study 
of Tutoglu et al36 and in contrast to our study, 
reported no significant difference in the BDI and 
BAI scores between the spouses of patients with 
FMS and the control subjects. However, similar 
to the findings of Dogan et al38, there was no 
significant difference in the BAI score between 
patients with FMS and the control subjects.

In our study, in the quality-of-life assessment 
we performed using SF-36, a significant differ-
ence was found in all sub-evaluations except SF, 
both in patients with FMS compared to the con-
trol group and in patients with FMS compared to 
the spouses of the control group. Tutoglu et al37, 
in their study using SF-36, found PR and ER to be 
significant in quality-of-life parameters in a com-
parison between spouses of patients with FM and 
control partners, while no significant difference 
was found in the other six sub-parameters.

In a study conducted by Kim et al39, 2098 pa-
tients with FMS were recruited, and 92% of these 
patients were women. Health-related quality of 

life (HRQOL) was found to be low. Since there is 
a lack of scientific studies on the patient’s spouse 
and control spouse, more studies are required on 
FMS partners, especially psychological, physical, 
mental, and sleep conditions, and life mentality. 
With diseases that affect many lives negatively 
for a long time, we should consider the spouses 
of those with FMS, and question and follow up 
according to the situation if female patients are 
suffering from FMS in all health institutions, 
especially in primary care. In this percentage, 
we believe that we should consider the spouses 
of these women patients and take steps to protect 
their health.

Similar to our study, Salaffi et al40, patients 
with FMS and patients with rheumatoid arthritis 
were compared to the healthy population in their 
study using SF-36 and found a significant differ-
ence in all sub-parameters of SF-36. In our study, 
there was no significant difference, only in the SF 
parameter of SF-36.

In our study, the PSQI scores of the patients 
with FMS were significantly worse regarding sleep 
quality than the control group. In comparing the 
spouses of the patients and the control partners, 
the PSQI scores were worse in the spouses of the 
patients but were not significant. In a meta-analysis 
conducted by Wu et al41, it was stated that FMS 
patients were found to be higher and significant 
in sleep evaluation compared to control groups. 
However, in this meta-analysis, there are no stud-
ies involving the spouses of the patients. Similar 
to our study, in the study conducted by Dursun et 

Table II. Comparison of life quality variables between the groups.

               Patient               Control                         Patient spouse        Control spouse

 Mean SD Mean SD p Mean SD Mean SD p

HAD/anxiety 10.6 4.21 5.79 4.45 < 0.001* 6.1 2.77 4.29 3.3 0.019*
HAD/depression 9.9 4.08 4.39 3.49 < 0.001* 6.9 3.46 3.71 3.38 < 0.001*
SF-36/PF 54 21.67 83.42 17.94 < 0.001* 75.83 20.3 87.89 14.22 0.014#

SF-36/PR 28.33 33.95 83.55 32.51 < 0.001* 55.0 37.94 86.84 28.32 < 0.001#

SF-36/BP 39.33 20.13 82.3 19.53 < 0.001* 69.0 24.96 84.08 18.44 0.006*
SF-36/GH 35.13 11.77 61.81 15.58 < 0.001* 53.36 17.35 62.85 14.87 0.018*
SF-36/EVT 32.17 13.63 57.37 17.96 < 0.001* 51.5 18.06 65 14.47 0.001*
SF-36/SF 53.92 19.83 49.67 11.44 0.995# 57.08 18.18 53.29 7.51 0.995#

SF-36/ER 38.89 39.23 70.17 38.59 0.002* 54.44 39.62 82.45 25.4 0.002#

SF-36/MH 45.07 17.39 67.16 13.22 0.006# 63.87 14.31 73.37 12.17 0.004*
PSQI 9.1 3.62 5.23 2.59 < 0.001# 5.23 2.6 4.37 2.01 0.126*

*Independent samples t-test, #Mann-Whitney U test. SD: Standard deviation, HADSa: Hospital Anxiety Depression Scala for 
anxiety, HADSd: Hospital Anxiety Depression Scala for depression. SF-36: Short form 36, PF: Physical Function, PR: Physical 
Role, BP: Body Pain, GH: General Health, EVT: Energy/Vitality, SF: Social Function, ER: Emotional Role, MH: Mental Health, 
PSQI: Pittsburgh Sleep Quality Index.
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al42, a significant difference was found between 
the spouses of patients with FMS and their control 
group sleep quality scores. However, this study is 
also one in which the spouses of the patients did 
not participate in the study.

Since we did not investigate personality traits 
in FMS patients in our study, it is necessary to 
investigate the effect of this disease on person-
ality. Because it can be thought that this disease, 
which has negative effects on quality of life, sleep 
quality and psychological effects, may also affect 
personality traits.

As we have seen in most of these studies which 
we cited, evaluating the quality of life of women 
with FMS compared to the control group or the 
general population revealed that the quality of 
life was affected in almost all of them, consistent 
with our study, and this difference was signif-
icant. However, considering that the disease is 
observed nine times more in women than men, 
it is apparent that there are very few studies re-
garding the effect of FMS on men who live with 
these diagnosed women. Therefore, we think 
that further and more comprehensive studies are 
necessary to evaluate the quality of life of the 
spouses of women with FMS. We believe that in 
this disease, which is observed between 2-4% in 
the population and negatively affects the quality 
of life, we should consider the population they 
live with, if any, and accordingly, we should take 
steps to improve their health. 

Conclusions

Further studies are required regarding the 
spouses of women with FMS concerning de-
pression, anxiety, and sleep quality disorders 
that we frequently see in women with FMS, and 
other psychosocial conditions that we have not 
mentioned here. Because in our study, it was 
determined that women with FMS have worse 
quality of life, depression, anxiety, and sleep 
quality than healthy women. We were surprised 
by the fact that there was no significant differ-
ence in the sleep quality, although the quality of 
life and depression and anxiety scores were even 
negative in the spouses of women with FMS. It 
was thought-provoking that sleep was not exam-
ined while almost all parameters were affected in 
spouses as well as patients. In conclusion, their 
spouses should be evaluated alongside women 
with FMS regarding the quality of life, anxiety, 
depression, and sleep quality. 
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