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Abstract The objective of the study was to analyse the
impact of fibromyalgia (FM) on health-related quality of
life (HRQOL) and to identify clinical and psychological
factors associated with the disease. A cross-sectional study
was conducted with adult Portuguese women with FM.
Analysed data were demographic, clinical and psycholog-
ical variables and HRQOL: SF-36 and Fibromyalgia Impact
Questionnaire (FIQ). The relationship between HRQOL
and the other variables was made with a bivariate analysis.
To assess the relative contribution of clinical and psycho-
logical variables, a series of multiple regression analyses
were designed and made. The study sample consisted of 76
women with FM (49.61±10.07 years). All dimensions of
HRQOL were affected in FM, especially Physical Func-
tioning, Physical Role Functioning and General Health. The
mean FIQ total score was 68.59±17.54, and 40 patients
(53%) presented scores ≥70. Pain intensity, assessed by a
10-cm visual analogue scale (VAS), was a significant
predictor of HRQOL in expressing association with FIQ
and all dimensions of SF-36, except Emotional Role
Functioning. Anxiety (Hospital Anxiety and Depression
Scale (HADS)) was a significant predictor of the Mental
Component and General Health (SF-36). Depression
(HADS) was related with Vitality, Mental Health and FIQ.

Emotion-focused coping was related with General Health
and Emotional Role Functioning, and social support
(Satisfaction with Social Support Scale (ESSS)) was related
with the Social Functioning. These clinical and psycholog-
ical variables explained an acceptable proportion of
variability (R2), ranging from 31.3% on Emotional Role
Functioning to 70.6% on FIQ, except for Physical Role
Functioning (R2=6.1). FM has a negative impact on both
general and specific dimensions of HRQOL, especially the
physical dimensions. Pain intensity, anxiety and depression
symptoms and the emotion-focused coping are the most
relevant explanatory variables of the impact of FM on
HRQOL.
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Introduction

Fibromyalgia (FM) is a rheumatic disorder that affects 2–
3% of the general population [1], and it is predominant in
women [2]. With unknown aetiology, it is characterized by
chronic widespread muscular pain, often accompanied by
somatic and psychological symptoms which can cause a
marked deterioration in health-related quality of life
(HRQOL), although there are no pathologic lesions or
deformity involved. The aim of the 2000–2010 Bone and
Joint Decade was to improve the HRQOL of patients with
musculoskeletal disorders [3]. Therefore, in recent years,
there has been increased interest in the study of the impact
of FM on HRQOL. To evaluate the effect of FM on patients
HRQOL, it is important not only to quantify the degree of
decline but also to determine the impact on the different
physical, psychological and social domains. Such informa-
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tion may support health professionals to establish areas in
which to direct their research to; this will enable improve-
ment to the clinical management and the health status.
However, few studies have been conducted for this
purpose, so in many aspects the information we currently
have on the connection between HRQOL and the variables
of socio-demographic, clinical or psychological character
cannot be considered convincing.

As far as socio-demographic data are concerned, the
impacts of age, sex, employment status and economic income
on HRQOL results are contradictory, as different studies
suggest both the presence and the absence of correlation
between variables [4–10]. Other variables such as educational
level and number of children are only mentioned in a recent
study [9], which suggests a higher impairment of quality of
life, reported by the FIQ, in FM patients with lower academic
education and with a higher number of children.

As to the clinical factors, only pain intensity results show
consistent and significant effect on HRQOL [11, 12], but
the relationships between HRQOL and the number of
tender points and pain threshold, as well as fatigue and
illness duration, are controversial [8, 11–15]. The pharma-
cological treatment has been scarcely studied, and the only
study we found that examines the impact of this aspect on
HRQOL indicates that patients in pharmacological therapy
had a poorer HRQOL [9].

When it comes to the psychological variables, the
influence of depression and anxiety symptoms on HRQOL
of patients with FM was studied by different researchers,
and they are unanimous in pointing to its significant impact
on HRQOL [12, 14, 16]. Social support was also positively
and significantly associated with HRQOL [9, 17], although
the number of studies is reduced. Finally, for coping
strategies the results are controversial [14, 15], so the
potential role of this variable still remains to be clarified.

Given the current state of literature, this study focuses on
assessing the HRQOL of women with FM with a dual
purpose: firstly, to analyse the impact of FM in the general
and specific dimensions of HRQOL and secondly, to
indentify the socio-demographic, clinical and psychological
factors that have a higher impact on this disease.

Method

Patients

A cross-sectional study was conducted with a sample of
Portuguese women diagnosed with FM according to the
American College of Rheumatology (ACR) criteria [18],
belonging to the National Association Against Fibromyal-
gia and Chronic Fatigue Syndrome (MYOS). Patients were
selected with age≥18 years and without physical or

psychological limitations that would prevent them from
filling out questionnaires.

Variables studied and measuring instruments

Socio-demographic characteristics

Using a researcher-designed form, participants gave informa-
tion about their age, residence, marital status, studies, employ-
ment status, economic status, impact of FM on economic
incomes and possible change of workplace due to FM.

Clinical variables

A clinical data sheet was designed for this study to collect
information about age at onset of symptoms, age at
diagnosis, time elapsed since the onset of symptoms, time
elapsed since diagnosis, number of medical visits/emergen-
cy room visits due to FM (last year), number of hospital-
izations due to FM (last year), pain experienced during the
past week, fatigue felt during the past week, morning
stiffness felt last week, morning vigour last week, hours of
physical activity last week, physical comorbidity (present
or absent), psychiatric comorbidity (present or absent) and
pharmacological treatment (present or absent).

Psychological variables

Depression and anxiety symptoms were assessed using the
Hospital Anxiety and Depression Scale (HADS) [19, 20]. It
consists of 14 items divided into two subscales of seven
items. Each subscale ranges from 0–21, and a score of 0–7
points is within normal values. Values between 8 and 10
indicate possible depression/anxiety, and ≥11 suggests
clinical depression/anxiety [21].

Coping strategies were assessed with the Brief Cope [22,
23] which consists of 28 items in 14 subscales including:
active coping, planning, using instrumental support, emo-
tional social support usage, religion, positive reinterpreta-
tion, self-blame, acceptance, expression of feelings, denial,
self-distraction, behavioural disinvestment, substance use
(drugs/alcohol) and humour. Each strategy is scored from 1
(it is never done) to 4 (it is often done). According to
Coolidge et al. [24] it is possible to cluster the coping
strategies in three distinct subgroups: the emotion-focused
coping, problem-focused coping and dysfunctional coping.
The emotion-focused coping includes acceptance, use of
emotional social support, humour, positive reinterpretation
and religion. The problem-focused coping consists of active
coping, instrumental support and the use of planning. The
dysfunctional coping is made through disinvestment be-
haviour, denial, self-distraction, self-blame, substance use
and expression of feelings.
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Social support was evaluated with the Satisfaction with
Social Support Scale (ESSS) [25], and it consists of 15
items divided into four dimensions: satisfaction with
friends, intimacy, satisfaction with family and social
activities. Each item is scored from 1 (totally agree) to 5
(totally disagree).

Health-related quality of life

The HRQOL was assessed with the generic instrument
Short-Form 36 Health Survey (SF-36) [26, 27] and the
Fibromyalgia Impact Questionnaire (FIQ) [28, 29].

The SF-36 consists of 36 items, divided into eight
dimensions which are grouped into two components: the
Physical Component and the Mental Component. The final
scores for each dimension ranges from 0 to 100, with the
highest scores corresponding to a better condition. The
physical component includes the following dimensions:
Physical Functioning (PF), Physical Role Functioning (RP),
Bodily Pain (BP) and General Health (GH). The Mental
Component is measured by the following dimensions:
Vitality (VT), Mental Health (MH), Social Functioning
(SF) and Emotional Role Functioning (RE).

The FIQ includes 20 items that measure functional
capacity, number of days the patient felt well and that failed
to work (last week), work capacity, pain, fatigue, morning
tiredness, stiffness, anxiety and depression. The overall
scores range from 0 to 100, one hundred being the higher
negative impact. Patients with a score >70 are considered to
be severely affected cases [9].

The original and Portuguese version of the instru-
ments had adequate psychometric properties: HADS [19,
30], Brief Cope [22, 23, 31], ESSS [25], SF-36 [26, 32]
and FIQ [29, 33].

Procedures

All women who met the inclusion criteria signed a written
informed consent and completed the socio-demographic
and clinical data and the following questionnaires: HADS,
Brief Cope, ESSS, SF-36 and FIQ (presented randomly to
avoid the effect of fatigue).

Statistical analysis

The description of socio-demographic, clinical and psycho-
logical variables was based on observed frequencies
(categorical variables), and mean and standard deviation
(quantitative variables). Internal consistency of the instru-
ments was assessed by Cronbach's α coefficient with
acceptable values≥0.70 [34]. Regarding the SF-36 the
scores were compared with normative data from Portuguese
female population [26]. The scores for the different

dimensions of SF-36 were standardized following the
method proposed by the authors of SF-36 [35] and using
the Portuguese population normative data according to
gender and age [26]. The formula applied was: standardized
score = (patient score−population mean score)/population
standard deviation.

The bivariate relationships between socio-demographic,
clinical and psychological variables, and the scores of SF-
36 and FIQ were calculated by the H Kruskal–Wallis and
the U Mann–Whitney (with Bonferroni correction) and r
Spearman. Multiple regression analysis was used to assess
the relative contribution of clinical and psychological
variables as HRQOL predictors. SF-36 dimensions and FIQ
scores were the dependent variables, and the socio-
demographic, clinical and psychological variables related
with the scales (p<0.05) were the independent variables.
Backward method was used for variable inclusion. The
presence of collinearity was assessed by the statistical factor
of tolerance and variance inflation (VIF).

The statistical significance level was p<0.05, and the
statistical analysis was made using the SPSS version 17.0
for windows.

Results

The sample studied was formed by 76 women with FM
with a mean age of 49.61±10.07 years (range 22–75 years).
Most patients (69, 91%) were being medicated. While 1/3
of the sample had no comorbidity (n=24), 29 (38%)
women expressed physical comorbidity, 10 (13%) pre-
sented psychiatric comorbidity and 13 (17%) had physical
and psychiatric comorbidity.

All the instruments used presented a high internal
consistency, with a Cronbach’s α>0.70 except the Dys-
functional Coping of the Brief Cope (α=0.66).

The sample expressed a high level of psychological
distress for individuals suffering from FM as recorded by
HADS. According to the criteria established by Zigmond
and Snaith [20], 57 patients (75%) had clinical suspicion of
anxiety and 42 (55%) had clinical suspicion of depression.

As far as coping strategies are concerned, following the
dimensions of Coolidge et al. [24], the problem-focused
coping had the highest scores (3.40±1.28) and the
dysfunctional coping showed the lower scores (2.22±
0.82). Social Support Scale (ESSS) revealed low levels of
general social support (ESSS Total Score), with a mean of
44.04 points.

Socio-demographic, clinical and psychological charac-
teristics are presented in Table 1.

The impact of FM on the generic and specific dimen-
sions of HRQOL and the internal consistency for each scale
are presented in Table 2.
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The least affected SF-36 dimension was the SF (43.45±
22.85), contrasting with RP (11.51±21.38) which presented
the most degraded values. FIQ had an average score of
68.59±17.54, and a total of 40 patients (53%) had scores≥
70, considered severely affected cases [9].

The SF-36 scores obtained were compared with the
Portuguese female population [26], and FM patients showed
lower values in all dimensions (p<0.001). According to

score standardization (Ss) of the SF-36 dimensions, the most
impaired dimensions were PF (Ss=−2.42), RP (Ss=−1.83)
and GH (Ss=−1.81) corresponding to the Physical Compo-
nent. Comparatively less impaired were SF (Ss=−1.38), RE
(Ss=−1.32) and MH (Ss=−1.23) (see Fig. 1).

The relationship analysis between socio-demographic
variables and HRQOL showed that patients with FM, living
in urban areas, had a better quality of life on RE (U=208; p<

Table 1 Socio-demographic, clinical and psychological variables

Socio-demographic variables Clinical variables Psychological variables

No. patients
(n (%))

x ± SD (range) x ± SD (range)

Residence Age at onset of symptoms (years) 32.86±10.53 (3–54) HADS
Rural 13 (17.10)

Urban 63 (82.90) Age at diagnosis (years) 43.47±9.86 (21–68) Anxiety 13.12±4.66 (2–21)
Marital status

Married+common
law marriage

65 (85.50) Time elapsed since onset of
symptoms (years)

16.42±10.40 (2–50) Depression 10.74±4.55 (2–20)

Maiden+divorced or
separate+widow

11 (14.50) Time elapsed since diagnosis (years) 6.19±4.12 (1–19) Brief Cope

Studies No. medical/emergency room
visits due to FM (last year)

9.06±10.34 (0–55) Emotion-focused coping 3.22±1.16 (1–5.8)
Higher education 16 (21.10)

≤12 years 60 (78.90) No. hospitalizations due to FM
(last year)

0.08±0.48 (0–4) Problem-focused coping 3.40±1.28 (0.66–6)
Employment status

Active 39 (51.30) Pain experienced during past week
(0–10 scale)

7.63±2.15 (1–10) Dysfunctional coping 2.22±0.82 (0–5)
Not active 37 (48.70)

Economic status Fatigue felt during past week
(0–10 scale)

8.00±1.99 (2–10) ESSS
Very poor+poor 11 (14.50)

Reasonable+good 65 (85.50) Moring stiffness felt in last week
(0–10 scale)

7.62±2.23 (1–10) Total Score 44.04±12.8 (19–73)
Reduced economic
incomes
Yes 54 (71.10) Morning vigour in last week

(0–10 scale)
7.49±2.44 (1–10)

No 22 (28.90)

Change of workplace No. hours of physical activity
(last week)

2.06±2.88 (0–15)
Yes 21 (27.60)

No 55 (72.40)

HADS Hospital Anxiety and Depression Scale, ESSS Satisfaction with Social Support Scale

Table 2 Internal consistency
and descriptive statistics for
the SF-36 and FIQ

Cronbach’s α x ± SD Range

SF-36

Physical Functioning (PF) 0.86 33.42±19.86 0–85

Physical Role Functioning (RP) 0.64 11.51±21.38 0–100

Bodily Pain (BP) 0.81 25.69±17.30 0–84

General Health (GH) 0.78 26.46±16.81 0–92

Vitality (VT) 0.78 25.52±18.96 0–85

Social Functioning (SF) 0.61 43.45±22.85 0–100

Emotional Role Functioning (RE) 0.80 26.64±37.65 0–100

Mental Health (MH) 0.86 39.31±22.55 0–96

FIQ

Total Score (FIQ) 0.78 68.59±17.54 15.73–96.66
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0.005). This suggests that living in urban areas was the only
socio-demographic variable associated with HRQOL.

As far as clinical variables are concerned, significant
relationships were found (p<0.05) between the follow-
ing: age at diagnosis with RE (r=−0.299); time elapsed
since diagnosis with SF (r=0.280); number of medical/
emergency rooms visits due to FM with PF (r=−0.345), BP
(r=−0.407), GH (r=−0.343), VT (r=−0.281), SF (r=−0.323),
RE (r=−0.279), MH (r=−0.470) and FIQ (r=0.432); number
of hospitalizations due to FM with PF (r=−0.230); pain felt
last week with all SF-36 dimensions (range from r=−0.275
to r=−0.606) and with FIQ (r=0.620); fatigue felt last week
with the majority of SF-36 dimensions (except on RP and
RE) (range from r=−0.169 to r=−0.465) and with FIQ (r=
0.544); morning vigour felt last week with PF (r=−0.360),
BP (r=−0.371), GH (r=−0.279), VT (r=−0.301) and
FIQ (r=0.518); morning stiffness felt last week with PF
(r=−0.389), RP (r=−0.282), BP (r=−0.396), GH (r=−0.384),
VT (r=−0.434), SF (r=−0.355), RE (r=−0.262) and FIQ
(r=0.541); number of hours of physical activity last week
with SF (r=0.172); presence of physical comorbidity with
RE (U=483.5; p<0.05); and the pharmacological treat-
ment with PF (U=27; p<0.05).

When it comes to psychological variables, as evaluated
by HADS, a significant association was found with all SF-
36 dimensions (p<0.05), except RP (range from r=−0.156
to r=−0.714), and a positive association with FIQ (depres-
sion: r=0.650; anxiety: r=0.570) included. As to emotion-
focused coping, a significant relationship was found (p<0.05)
between the following data: GH (r=0.401), SF (r=0.263),
RE (r=0.346) and MH (r=0.463). Regarding the problem-
focused coping, no significant correlation was found with the
HRQOL. As to dysfunctional coping, a significant correlation
was found between HRQOL dimensions GH (r=−0.487), SF
(r=−0.272), RE (r=−0.362), MH (r=−0.392) and FIQ (r=
0.230). Social support was significantly correlated with BP
(r=0.298), GH (r=0.260), VT (r=0.256), SF (r=0.456), RE
(r=0.300), MH (r=0.307) and FIQ (r=−0.403).

Finally the multivariate analysis revealed that among
dimensions of SF-36 and FIQ, the pain felt last week was a
significant predictor of HRQOL (SF-36+FIQ) because it
expressed associations with all dimensions excepting RE.
Morning stiffness predicted a worst HRQOL assessed by
the FIQ. Both the pharmacological treatment and the
number of medical/emergency rooms visits were significant
predictors for the PF dimension. Depression symptoms
were a significant predictor of a higher impact on VT and
MH and of higher scores on FIQ. Anxiety symptoms were
significant predictors of a worst GH, SF, RE and MH.
Emotion-focused coping was a predictor of a worst GH and
RE. At last, social support was only a significant predictor
of a better SF (Table 3).

The clinical and psychological variables analysed
explained an acceptable proportion of variability (R2), ranging
from 31.3% on RE to 70.6% on FIQ. The percentage of
explained variance, in all cases, exceeded 25%, the minimum
to consider the model an acceptable one [36]. The exception
occurred in RP with 6.10% of explained variance, presenting
an unacceptable model, indicating that the variance of this
dimension on HRQOL may be better explained by other
variables that were not considered in this study. The results
of regression analysis are presented in Table 3.

Discussion

The data reported in this study indicate that FM has a
negative impact on both general and specific dimensions
that comprise HRQOL, with particular focus on physical
dimensions. Pain intensity and anxiety and depression
symptoms are the most relevant explanatory variables of
the impact of FM on HRQOL.

In this study, and in accordance with previous findings,
people with FM have a remarkably consistent pattern of
health status impairment marked by deterioration in
physical, psychological and social well-being [8, 13, 15,

Fig. 1 Standardized scores of
the SF-36 dimensions. PF
Physical Functioning, RP Phys-
ical Role Functioning, BP
Bodily Pain, GH General
Health, VT Vitality, SF Social
Functioning, RE Emotional Role
Functioning, MH Mental Health
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16]. The FIQ results are close to the threshold of 70 points
(68.59) considered severely affected cases [9], and it is
higher than in preceding studies showing scores ranging
from 42.30 [37] to 63.60 [9]. Similarly, the percentage of
patients with scores ≥70 is high (52.63%) and higher than
recently reported in a Spanish sample of 214 FM patients
(♂=17; ♀=197) by Ubago et al. [9] who estimated a
percentage of 41.60%. Socio-demographic characteristics,
health care systems and other conditions may differ from
country to country, and this may explain the differences
found. However, since we have no previous data on
Portuguese population to compare, this aspect should be
evaluated in subsequent studies.

According to the SF-36 results, all aspects related to
quality of life analysed in this sample of female patients

with FM are severely impaired when compared to
general female population, so the multiple aspects that
encompass the HRQOL in FM need to be further
explored [13]. FM female patients experienced the
maximum influence of their disease on physical dimen-
sions, particularly on PF, RP, GH and BP, which is
consistent with data reported in the literature [13, 14, 16,
38]. Our findings are also consistent with those of
Hoffman and Dukes [39] who reviewed 34 studies and
reported that patients with FM had 2 SD below the
average for the Physical Component (our standardized
score ranges between −2.42 on PF and −1.59 on BP) and
1 SD below average on Mental Component (our standard-
ized score ranges between −1.55 on VT and −1.23 on
MH), when compared with the general population.

Table 3 Results of the regression analysis for each of the dimensions of the SF-36 and FIQ Total Score

Predicting variables R2 F p β t p

SF-36

Physical Functioning 0.421 17.423 <0.001

Pain −0.304 −2.934 <0.01

Pharmacotherapy 0.349 3.501 <0.001

No. med./emerg. visit due to FM −0.209 −2.197 <0.05

Physical Role Functioning 0.061 4.774 <0.050

Pain −0.246 −2.185 <0.05

Bodily Pain 0.469 65.335 <0.001

Pain −0.685 −8.083 <0.001

General Health 0.469 21.184 <0.001

Anxiety −0.363 −3.529 <0.001

Pain −.327 −3.494 <0.001

Emotion-focused coping 0.211 2.197 <0.050

Vitality 0.323 17.390 <0.001

Depression −0.379 −3.608 <0.001

Pain −0.298 −2.834 <0.010

Social Functioning 0.365 13.783 <0.001

Social support 0.313 3.084 <0.010

Pain −0.284 −2.772 <0.010

Anxiety −0.221 −2.043 <0.050

Emotional Role Functioning 0.313 16.610 <0.001

Anxiety −0.411 −3.790 <0.001

Emotion-focused coping 0.239 2.204 <0.050

Mental Health 0.608 37.280 <0.001

Depression −0.373 −3.532 <0.001

Anxiety −0.358 −3.393 <0.001

Pain −0.196 −2.395 <0.050

FIQ

Total Score 0.706 57.716 <0.001

Pain 0.372 4.716 <0.001

Depression 0.419 6.007 <0.001

Stiffness 0.316 4.284 <0.001
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The characteristics associated with higher impact are
clinical and psychological variables. Of all aspects ana-
lysed, pain intensity is the most important and explanatory
variable, and it is the only one that shows significant
correlations with all dimensions of quality of life collected
on the SF-36 (except RE) and on FIQ, which marks the
important role that pain experienced last week serves as the
predictor variable for the quality of life in patients with FM.
These results seem expected since the main symptom in
FM is diffuse and chronic pain, and it is in accordance with
the results reported in the literature [7, 8, 11].

It was also found that receiving pharmacological
treatment is associated with lower levels of generic
HRQOL on the dimension PF. Although this result may
seem surprising, it coincides with results previously
reported by Ubago et al. [9] that pointed to higher FIQ
scores (worse HRQOL) in patients that were receiving
pharmaceuticals. According to these authors, the inherent
complexity of the therapeutic treatment for FM, with its
many symptoms and interactions between drugs, could
explain this apparent contradiction. Furthermore, in the
study by Ubago et al., patients receiving non-
pharmacological treatment obtained a lower FIQ score
(better HRQOL) than those who did not, although in this
case it has shown no significant differences. These findings
coincide with recent results on the beneficial effects of
these alternative therapies [40]. Alternatively, it is possible
that patients with higher intensity symptoms (and therefore
with major impact on their HRQOL) will seek medical
advice from their doctor who will prescribe pharmacolog-
ical treatment.

The psychological variables also play a key role on
HRQOL particularly on the mental component of SF-36
and on FIQ. Anxiety and depression symptoms appear as
explanatory variables of the Mental Component on
HRQOL (VT, SF, RE and MH), although anxiety is also
associated with GH, while depression relates significantly
with the impact of this illness measured by the FIQ,
showing similar results to those reported by previous
studies [8, 11, 14, 16]. Dobkin et al. [41] had already
assessed the psychological distress and reported that it was
an important predictor of HRQOL, on both a longitudinal
and a transversal analysis, which is consistent with our
cross-sectional analysis.

When examining the coping strategies, only the
emotion-focused coping is related to the HRQOL. In this
study, after controlling clinical and psychological variables,
it was found that the emotion-focused coping is signifi-
cantly and positively related with the GH and RE, which is
consistent with the results reported by Nicassio et al. [42]
who found that patients who exhibit less active coping had
higher quality of life. Nicassio et al. postulated that active
coping exacerbated muscular or other psychological mech-

anisms that might contribute to FM pain. Regarding this, it
is worth mentioning that coping styles are not inherently
good or bad. For example, distraction may be more efficient
when a stressor (e.g. illness) is considered easy to control
[43]. According to Melding [44], it can be hypothesized
that the problem-focused strategies are more adaptive in
groups of patients whose perception of pain control is
higher and their perception of pain is lower, while emotion
coping strategies may be more adaptive in patients with FM
who have a higher perception of pain and are less likely to
control it. Thus, one possible explanation for these findings
may be that given the high degree of pain presented by this
sample, the coping strategies focused on emotions would be
presented as adaptive as the control of pain and its intensity
seems to be beyond reach of patients.

When analysing the relationship between social support
and HRQOL, we observed a significant and positive
relationship between ESSS Total Score and SF (after
control of clinical and psychological variables), which is
consistent with the literature [9, 17].

The significant relationship observed between psycho-
logical variables and HRQOL in patients with FM suggests
that when treating FM a broad therapeutic approach should
be applied, taking into account the non-physical symptoms
such as anxiety and depression and other psychological
variables such as coping strategies and social support that
are related to the effects of FM on HRQOL. Identifying
factors that determine the extent of its impact will allow the
design of more effective therapeutic strategies.

However, while considering this data the limitations of
the study should be taken into account. Firstly, there were a
limited number of patients, and all of them were women.
Since the data from some studies suggest that as far as
gender is concerned the profile and degree of impairment
could be different in men [14], future studies should include
larger populations of both sexes. Secondly, it is necessary to
take into account that the data corresponds to a sample of
Portuguese female patients with FM, and its extrapolation
to other populations should be made with caution, since
patients’ socio-demographic characteristics, health care
systems and other conditions may vary in different
countries. Finally, considering the cross-sectional design
of this study, interrelations among factors studied can be
extracted [45], but no causal relations can be established
from this data.

To sum up, the data from our study shows that FM has a
negative impact on the HRQOL with particular emphasis on
physical dimensions. Pain intensity and anxiety/depression
symptoms and emotion-focused coping are the most relevant
explanatory variables of the impact of FM on HRQOL.

Disclosures None.
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