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ABSTRACT

Objectives. To compare fibromyalgia
(FM) core symptoms, FM impact se-
verity and health status between the
recently defined type A and type B of
fibromyalgia. To compare disease im-
pact and health status between FM pa-
tients and non-FM chronic pain control
group. Finally, to compare health relat-
ed quality of life and disease symptom
severity by demographic background
and widespread pain index (WPI).
Methods. A rotal of 284 consecutive
FM patients and 96 non-FM control
patients were enrolled. The informa-
tion of four questionnaires including
the Fibromyalgia Survey Question-
naire (FSQ), the Fibromyalgia Impact
Questionnaire (FIQ), the 12-item Short
Form Health Survey (SF-12) and ques-
tionnaires regarding demographic fea-
tures were collected from a local FM
registry.

Results. Of all FM patients, 102 (94%)
and 7 (6%) were type A and B, respec-
tively. We found statistically significant
differences in symptomatology, the FIQ
scores and the SF-12 subscales across
two type and control groups (p<0.001).
However, when we compared these
scores pairwise, except WPI there
were no significant differences in oth-
er scores between type A and B. Also,
there were no significant differences in
FIQ and SF-12 scores across different
age or educational status groups. Inter-
estingly, patients with higher WPI had
significantly higher FIQ (overall, symp-
tom, and total) scores, worse PCS-12
and MCS-12 scores, and vice versa.
Conclusion. Type B constitutes a mi-
nor but important component of FM
that probably has a marked impact on
the patient’s perceived illness severity
and quality of life. Further, WPI prob-
ably is the most important single indi-
cator of disease severity and quality of
life in FM.
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Introduction

Fibromyalgia (FM) is a dimensional
illness with continues nature of poly-
symptomatic distress which its eti-
opathogenesis is still debated and mul-
tifactorial (1-4). In addition to chronic
widespread pain, frequently occurring
symptoms include fatigue, unrefresh-
ing sleep, cognitive difficulties, head-
ache, anxiety and depression (1, 5, 6).
Patients with FM often present with
varying combinations and degrees of
severity of these symptoms, which
further complicates the ability to un-
derstand FM and makes its study chal-
lenging.

Development of the 2010 American
College of Rheumatology (ACR) fi-
bromyalgia criteria made it possible
to categorise patients into two major
types: 1) Type A, defined by wide-
spread pain index (WPI) =7/19 pain
sites and symptom severity (SS) score
>5/12 and 2) Type B, defined by WPI
between 3-6/19 and SS score =9/12.
Type B was a minor component of the
fibromyalgia definition and has been
added to the criteria to capture patients
who have all of the symptoms of fibro-
myalgia, but not enough painful areas
(1, 7). As expectable, type A FM pa-
tients have higher painful areas in con-
trast to type B patients which exhibit
lower pain widespreadness and higher
symptoms scores. Although it has been
shown that anxiety, general psycho-
logical distress, physical function, and
fatigue were worse in the type B group
(1), it remains unclear whether the ill-
ness impact severity and health status
are different between these two types
of FM patients.

Due partly to the existence of multiple
cluster symptoms in FM, this illness
has become a worrying health condi-
tion in societies (8). Studies performed
around the world showed that FM pa-
tients had a remarkably consistent pat-



tern of health status impairment, much
more than that seen in other specific
pain conditions which are widely ac-
cepted as impairing (9-12). Although
there are universal reports of impair-
ing quality of life in FM, it seems that
patients’ reported symptoms and their
health status might differ depending
on the geographical region (13, 14).
For this reason, we designed this study
firstly to assess clinical characteristics,
symptom severity and quality of life of
Iranian FM patients; secondly to char-
acterise type A and B in an Iranian FM
population and compare the patients’
core symptoms, fibromyalgia impact
severity and health status between the
two types; thirdly to compare disease
impact and health status between FM
patients and patients in chronic pain
control group; and finally to compare
health-related quality of life and dis-
ease symptom severity by demograph-
ic background and WPI.

Methods

Data for this study were collected from
an existing FM registry. This FM reg-
istry included patients who have been
seen at the six tertiary center clinics
including two teaching rheumatology
clinics (Hazrat-e-Rasoul Akram Gen-
eral Hospital, a teaching hospital of
Iran University of Medical Sciences
[IUMS], and Razi General Hospital,
a teaching hospital of Guilan Univer-
sity of Medical Sciences [GUMS]),
three private rheumatology clinics and
the Iranian Center for Medical Laser
(ICML) affiliated to Academic Center
for Education, Culture and Research
(ACECR). We enrolled 284 consecu-
tive FM patients and 96 chronic pain
control patients from our registry.
The recruitment of patients was done
from September 2011 to April 2014 by
three rheumatologists who were expe-
rienced in the diagnosis and manage-
ment of chronic pain and fibromyalgia.
All patients consented to be enrolled
in the registry. Men were not included
in this study. Furthermore, the control
group was defined as a group of fe-
male non-FM patients with a painful
non-inflammatory rheumatic condition
such as osteoarthritis, periarthritis, and
regional pain syndromes, and no con-
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current diagnosis of FM at the time of
enrollment. This study was approved
by the Ethics Committee of Guilan
University of Medical Sciences.

Data-mining of the existing registry
Data regarding demographic features,
clinical symptoms, 2010 modified
ACR FM criteria and health related
quality of life was extracted from the
existed relevant questionnaires. In fact,
we used the information from four
questionnaires including the Fibromy-
algia Survey Questionnaire (FSQ) (15,
16), the Fibromyalgia Impact Ques-
tionnaire (FIQ) (17), the 12-item Short
Form Health Survey (SF-12) (18) and
questionnaires regarding demographic
features.

The FSQ, derived from 2010 modified
ACR FM criteria, consists of two com-
ponents: WPI and SS score. The WPI
includes 19 pain sites (jaws, shoulders,
upper arms, lower arms, hips, upper
legs, lower legs, neck, chest, upper
back, lower back, and abdomen). The
SS score that ranges from O to 12, how-
ever, includes 3 major symptoms (fa-
tigue, trouble thinking or remember-
ing, waking up tired [unrefreshed]) and
3 additional symptoms (pain or cramps
in lower abdomen, depression, head-
ache). Patients who satisfied the 2010
criteria were divided into two separate
types: (1) type A, defined as patients
with WPI 27/19 pain sites and SS score
=5/12; (2) type B, defined as patients
with WPI between 3-6/19 and SS score
=9/12 (7, 15).

The FIQ is a specific instrument assess-
ing the disease impact on daily living of
fibromyalgia patients. This instrument
measures physical functioning, overall
impact (missed days of work and job
difficulty) and symptoms (depression,
anxiety, morning tiredness, pain, stiff-
ness, fatigue, and well-being over the
past week). The maximum score for the
FIQ is 100, with higher values indicat-
ing greater severity. In the severity anal-
ysis, a FIQ total score that ranged from
0 to <39 was found to represent a mild
effect, =39 to <59 a moderate effect,
and =59 to 100 a severe effect (19, 20).
Health status and quality of life were
assessed by the version-1 of short-form
health survey (SF-12) that includes two
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main domains: the physical component
score (PCS) and the mental compo-
nent score (MCS), and eight scales
for assessing eight dimensions: physi-
cal functioning, physical role, social
role, emotional role, bodily pain, gen-
eral health, vitality and mental health.
Scores range from 0 to 100 where O in-
dicates the worst condition and 100 in-
dicates the best possible condition (18).
All questionnaires have been validated
in Persian language (15, 17, 18).
Written informed consent was obtained
from all the patients. This study was in
compliance with the Helsinki Declara-
tion and approved by the Local Ethics
Committee.

Statistical analysis

Demographic qualitative variables and
quantitative variables were compared
between FM group and non-FM group
by Chi-Square and Independent T-
Tests, respectively.

Using One Sample Kolmogorov-
Smirnov Test, we determined the
normal distribution of data in target
groups. Then, in variables with nor-
mal distributaion, Analiza variance for
comparison between three groups and
post-hoc Tukey HSD for comparison
between two groups were used. On the
other hand, nonparametric Kruskal-
Wallis and Mann-Whitney U-tests were
used for variables without normal dis-
tributaion,

All statistical tests were two-tailed, and
p-values <0.05 were considered signifi-
cant. Statistical analysis was performed
using SPSS for Windows v. 21.0; SPSS,
Chicago, IL, USA.

Results

We recruited 284 consecutive FM pa-
tients and 96 chronic pain control pa-
tients from our registry. All patients
were female with the mean (+SD) age
of 41«11 in FM patients and 48+11
in non-FM chronic pain patients. The
mean (£SD) number of months in
which patients had experienced FM
symptoms before making FM diagno-
sis was 47.6+£62.43. Other socio-demo-
graphic data are shown in Table I.

The most common painful regions of
FM patients in the descending order of
frequency were: neck (n=132 [76.7%]),
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Table I. Demographic and baseline characteristics of FM patients and control non-FM

patients.
FM patients Non-FM patients p-value
(n=284) (n=96)

Age, mean + SD 41 £11(18-80) 48 = 11 (19-75)  0.000*

Literacy 0.008*
Under diploma 101 (35.8%) 49 (53.3%)
Diploma 116 (41.1%) 31 (33.7%)
Academic 65 (23.0%) 12 (13.0%)

Marital status 0.050*
Single 31 (11.1%) 4 (4.3%)
Married 249 (88.9%) 90 (95.7%)

Habitancy NS
Urban 155 (94.5%) 18 (94.7%)
Rural 9 (5.5%) 1 (5.3%)

FIQ scores
Fiq function 3.65 £2.19 3.09 = 1.78 0.013*
Fiq overal 832 £4.48 525 +442 0.000*
Fiq symptom 4496 +12.18 2720 + 12.32 0.000*
Fiq total 57.08 +15.79 35.86 = 15.40 0.000*

SF-12 subscales
Physical functioning 46.55 £30.34 57.55 + 3144 0.003*
Role physical 4789 £41.72 4531 + 4044 NS
Bodily pain 5495 +24.78 62.24 + 24.60 0.013*
General health 2500 +17.71 37.50 + 20.52 0.000*
Vitality 37.18 £27.02 68.54 + 27.03 0.000*
Social functioning 57.75 +28.77 67.19 + 27.22 0.005*
Role emotional 48.94 +43.82 68.23 + 37.08 0.000*
Mental health 51.09 +£23.23 75.73 + 17.09 0.000*
Physical Component Summary 43.42 +18.18 50.65 + 21.39 0.003*
Mental Component Summary 48.58 +19.54 69.92 + 19.22 0.001*

“p-values less than 0.05 were considered significant - N: not significant

right shoulder (n=114, [66.2%]), left
shoulder (n= 107, [62.2%]), low back
(n= 101 [58.7%]) and upper back (n=
100 [58.1%]). Furthermore, symptoms
of these patients mostly included fa-
tigue, reported in 169 (98.2%), nerv-
ousness in 163 (94.7%), depression in
151(87.7%), headache in 142 (82.5%)
and insomnia in 142 (82.5%).

The mean (xSD) total score of FIQ in
FM patients was 57.08+15.79. In ad-
dition, the mean (£SD) scores for the
Physical Component Summary (PCS-
12) and Mental Component Sum-
mary (MCS-12) in these patients were
43.42+18.18 and 48.58+19.54, respec-
tively. Table I shows all the FIQ scores
and the SF-12 subscales in detail.

FSQ data was only available for 109
FM patients. 102 and 7 of them were
type A and B, respectively. Table II, il-
lustrates the comparison of symptoma-
tology, FIQ scores and SF-12 subscales
between patients with FM type A, FM
type B and patients in chronic pain
control group. As it is shown in Table
II, we found statistically significant

differences between all of the intended
scores across all the three groups. How-
ever, when we compared these scores
pairwise, i.e. between type A and B to-
gether, the results were discordant. In-
deed, except WPI, there was no signifi-
cant difference in other scores between
type A and B. In contrast, when either
type A or B were separately compared
with the non-FM control group, signifi-
cant differences were found in most of
the analysed scores such as FIQ scores
and SF-12 scales (Table II).

Comparison of FIQ and SF-12 scores
by demographics background (age and
educational status) and WPI was done.
Similarly, SF-12 score was compared
by FIQ scores in different severity lev-
els (mild, moderate, and severe). The
results included no significant differ-
ences in FIQ and SF-12 scores between
different age groups. The only excep-
tion was PCS-12 whose scores were
significantly different between 18-24
yr group and 45-64 yr group (Mean
+ SD: 54.38+10.40 and 40.65+19.41,
respectively; 95% CI, 1.38 to 26.08;
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p=0.023). Moreover, comparison of

FIQ and SF-12 scores by educational
status showed no significant differences
in these scores across FM patients who
were different in educational status. Ta-
ble III illustrates the results in detail.
When PCS-12 and MCS-12 scores
were compared against FIQ score se-
verity levels (mild, moderate, severe),
FM patients with higher FIQ scores
had significantly lower PCS-12 and
MCS-12 scores (Table IV). Finally,
when FIQ and SF-12 scores were com-
pared against WPI, patients with higher
WPI had significantly higher FIQ (over-
all, symptom, total) and worse PCS-12
and MCS-12 scores, and vice versa (Ta-
ble V).

Discussion

This study showed that Iranian FM pa-
tients probably experience higher levels
of pain widespreadness and a moderate
to severe illness impact. Most clinical
characteristics and patients’ reported
symptoms were consistent with previ-
ous studies done in other geographic
regions (21-24). Although type B was
seen in only a small minority of FM
patients (6%), its disease impact and
health status did not show to have any
significant difference compared to the
cardinal type of FM (type A).

This study also revealed that FM pa-
tients might have worse physical and
psychological scores than other pain-
ful disorders which are also expected
to impair health status. Furthermore,
the poorest physical and mental health
status were found in FM patients with
highest pain index (WPI). Of note, FM
patients exhibited more impairment in
physical than psychological health.
Distribution of pain locations in pa-
tients in this study was concordant with
previous studies such as Bennett ef al.
study (25) which compared the results
of the pain location survey in FM pa-
tients with that of other pain groups
such as rheumatoid arthritis (RA) and
lupus. Our study showed that the FM
patients generally reported many more
pain locations and higher WPI scores
than the patients in the control group.
Of note, axial pain (neck and lumbar)
was the most prevalent area of pain in
our FM patients. This result is compa-
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Table II. Symptomatology, FIQ scores and SF-12 subscales in 2 types of FM and control non-FM patients.

Type A (n=102)  Type B (n=7) Control group p-value p-value p-value p-value
(mean + SD) (mean = SD) (n=96) (It is defined (Itis defined (It is defined (It is defined
(mean + SD) between between type between type between type
3 groups) Aandtype A andcontro B and control
B groups) groups) groups)
WPI 1038 + 3.25 529 + 0.756 221 + 238 0.000* 0.000* 0.000* 0.016*
ss_score 820 + 1.76 9.28 + 048 338 + 2.17 0.000* NS 0.000* 0.000*
pain vas’ 778 + 1.84 7.14 £ 234 574 + 252 0.000* NS 0.000* NS
fatigue vas 7.75 = 201 771 £ 205 3.82 + 2.60 0.000* NS 0.000* 0.000*
fiq function 386 = 1.82 405 + 201 309 = 1.78 0.010* NS 0.009* NS
fiq overal 1094 + 4.39 1021 + 3.13 525 + 442 0.000* NS 0.000* 0.012*
fig symptom 4949 + 1100 49.71 + 10.60 2720 + 1232 0.000* NS 0.000* 0.000*
fiq total 6439 + 1476  63.83 = 11.97 35.86 = 1540 0.000* NS 0.000* 0.000*
Physical functioning 4191 +29.04 32.14 + 18.89 57.55 + 3143 0.001* NS 0.001* NS
Role physical 3333 + 3398 2142 + 3933 4531 + 4044 0.039* NS NS NS
Bodily pain 4411 + 2257 4642 + 26.72 62.23 + 24.60 0.000* NS 0.000* NS
General health 1838 + 1570 2142 = 17.25 37.50 + 20.51 0.000* NS 0.000* NS
Vitality 28.62 + 2379 2571 = 19.02 68.54 + 27.02 0.000* NS 0.000* 0.000*
Social functioning 4779 + 2587 3928 + 24.39 67.18 + 27.22 0.000* NS 0.000* 0.021*
Role emotional 3480 + 39.67 28.57 + 48.79 68.22 + 37.07 0.000* NS 0.000* 0.026*
Mental health 46.17 £ 2229 3571 = 13.97 7572 = 17.09 0.000* NS 0.000* 0.000*
Physical Component Summary 3443 + 1698  30.35 + 21.17 50.65 + 21.39 0.000* NS 0.000* 0.021*
Mental Component Summary 3935 + 19.86 3232 + 1943 69.92 + 19.22 0.000* NS 0.000* 0.000*
MEAN (TPC.2) 16.87 + 2.33 14.82 + 2.73 - 0.028* NS - -

*p-values less than 0.05 were considered significant - NS: not significant. fvisual analog scale.

rable with prior studies in which high
rates of WPI and axial pain have been
reported in FM patients as well (6, 22,
25). Indeed, this underscores the wide-
spreadness and the axial nature of pain
in FM. On the other hand, fatigue was
observed in nearly all of our FM pa-
tients; the fact that is consistent with
the previous literature showing it to
be the second most reported symptom
in FM (7, 26). At last, comparison of
cardinal symptoms such as pain and
fatigue between the FM and non-FM
groups demonstrated higher scores in
the former.

In this study, and in accordance with
previous findings, patients with FM
had a moderate to severe impact of ill-
ness. Of note, the mean total FIQ result
was 57.08+15.79 meaning that our pa-
tients were moderately affected cases.
It is comparable with preceding studies
showing scores ranging from 42.30 to
63.60 (19, 22, 27). It can indicate that
the FM impact in Iranian patients who
were seen in tertiary level of care is
probably similar to FM impact in pa-
tients of other regions.

The present study is one of the few
studies that assesses and compares

Table III. Comparison of FIQ scores and SF-12 subscales by age groups in FM patients.

the characteristics, illness impact and
health status between defined sub-
groups of FM patients. Wolfe et al. re-
ported that although type B FM patients
had not enough painful areas, they had
all of the symptoms of FM, psycho-
logical distress and physical function-
ing which were worse than type A. Of
note, other dimensions of quality of
life were similar in both groups in that
study (1). Our results indicated that
type B might have better scores only in
pain variables (including WPI and pain
VAS). Other measures, however, such
as SS score, FIQ scores (total, function,
overall and symptom scores), SF-12
subscales, PCS-12 and MCS-12 scores
were similar between two types. It thus

18-24yr 25-44yr 45-64yr >65 yr p-value seems that patients’ symptom severity

(n=16) (n=168) (n=93) (n=4) between and their quality of life were not differ-

(mean + SD) (mean + SD)  (mean + SD) (mean + SD) groups ent between patients with type Aand B.

Fiq function 442+243  364+205  3.61+240 2.51+204 NS This supports the idea that type B con-
Fiq overal 741+371  826+451  858+457 1001+ 535 NS stitutes a minor but important compo-
Fiq symptom 4459+ 1134 4577+11.16 44.15+1395 4300+ 11.51 NS nent of FM that probably has a marked
Fiq total 5932+1750 5748+1438 56.67+17.85 5552+ 1494 NS impact on the patient’s perceived illness
Physical Component 54381040 43.69+ 1723 40.65+19.41 3438+ 1301 0025 severity and quality of life. It supports
Summary that type B has been tapped into the
Mental Component 5483+ 1442 48.10+18.64 4798 +21.41 37.50+ 19.18 NS new FM diagnostic criteria appropriate-

Summary

*p-values less than 0.05 were considered significant- NS: not significant.

S-137

ly and it is in the low WPI area of FM
continuum but still in the high distress
intensity region.
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Table IV. Comparison of SF-12 subscales by FIQ score severity level in FM patients.

FIQ total score <39 (n=37)  40-59 (n=109) >60 (n=136) p-value
(mean = SD)  (mean = SD) (mean + SD)  between groups
Physical Component Summary  58.51 + 1945 47.12 + 1656 3630 + 15.72 0.000*
Mental Component Summary 64.12 + 1938 53.65 + 18.43 40.10 + 16.23 0.000*
“p-values less than 0.05 were considered significant.
Table V. Comparison of FIQ scores and SF-12 subscales by WPI in FM patients.
<3 (n=15) 3-6 (n=49) 7-9 (n=55) >9 (n=53) p-value
(mean = SD)  (mean +£SD) (mean = SD) (mean +SD) between
groups
Fiq function 2.82+£227 329+192 400 = 1.82 378 +1.77  0.027*
Fiq overal 6.86 £4.78 8.17+439 10.06 458 11.60 =422  0.000*
Fiq symptom 3653 £17.02 39961296 46.67 +11.29 5121 +10.62 0.000*
Fiq total 4784 +£17.51 5156+1681 6194 £ 1507 6551 = 14.74 0.000*
Physical Component 4542 £2472 4592+2344 3920 = 1834 30.07 = 1409 0.000*
Summary
Mental Component 53.00 £2536 50.18+21.40 45.02 +20.77 35.19 £ 17.87 0.000*
Summary

*p-values less than 0.05 were considered significant.

Moreover, compared to the chron-
ic pain control group, FM patients
had significantly more impaired FIQ
scores, all eight scales of the SF-12
and both component summary scores.
These findings are also in line with
the previous studies performed around
the world suggesting that FM patients
have a remarkably consistent pattern of
health status impairment and disease
impact, even more than that seen in
other rheumatic disorders such as RA,
osteoarthritis and lupus (9-12). Never-
theless, due to the subjective nature of
symptoms and lack of physical or labo-
ratory findings in FM, patients may be
faced with disbelief and distrust about
the legitimacy of their illness from
family and/or even from health care
providers and receive much less atten-
tion than other chronic pain disorders.
This is what has recently been referred
to as “invalidation” (28, 29). Regard-
ing this concept of invalidation, now, it
is the time to pay more attention to FM
patients with poorer health status and
higher negative impact on their life and
providing them with better recognition
and disease management.

Interestingly, our FM patients reported
higher impairment in physical health
status rather than mental health status.
This is comparable with the results
of Segura-Jiménez et al. study which

showed that generally physical dimen-
sions of quality of life are more im-
paired than its mental dimensions (23).
These data reinforce the idea that FM
is not a pure psychological or pure so-
matic illness but it is a more physical
illness in which pain and physical dis-
ability impacts patients’ physical qual-
ity of life, more severely. This charac-
teristic of the disease underscores the
importance of focusing more on the
efficacy of physical treatment in FM
management.

To provide a more detailed interpretive
context for understanding the health
status and disease impact severity, SF-
12 and FIQ in FM patients were com-
pared against demographic features
and WPI. Except minor significant dif-
ferences between the two age groups,
there were no important differences in
quality of life and disease severity be-
tween subgroups of FM patients who
were different in age and educational
status. Notably, previous studies have
shown controversial results regard-
ing the influence of age on quality of
life and disease impact in FM. In fact,
while some studies suggest that elder-
ly patients have a worse health status
and disease severity when compared
with younger patients (12, 27), oth-
ers did not find differences according
to age (30, 31). For instance, Campos
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et al. showed that after controlling the
age effect on health status, the disease
had less impact on physical and social
dimensions in elderly (more than 60
years) women with FM than in young-
er patients (30). We found only PCS-
12 scores being significantly lower in
patient aged 45-65 compared to the
youngest group (24, 29). Taken all to-
gether and using the present results, it
seems while the increasing age is not
associated with more FM impact, the
predominant FM age group which is
between 40 to 60 years may exhibit
higher negative impact on healthiness
rather than other age groups.

Our study is the first study that has at-
tempted to identify the impact of WPI
on disease severity and health status. In
this regard, our results suggests that the
more WPI that is reported by patients,
the higher the FIQ scores, the worse the
SF-12 scores, the greater the disease
severity and the poorer the quality of
life. This actually reflects the fact that
the pain index is the most important in-
dicator of disease severity and quality
of life in FM. It is thus recommended
that WPI be considered as a simple and
effective surrogate marker for fibromy-
algia impact severity and health status
assessment.

The present study also tried to identify
FM patients with higher impairment in
illness severity and quality of life. Con-
cerning this, our findings showed that
45-65 year old FM patients with high-
er WPI, had poorer health status and
worse illness impact. Such information
may help health professionals to estab-
lish which FM populations they should
direct their research to; this will enable
improvement to the clinical manage-
ment and the health status.

In conducting this study we had some
limitations as well. Firstly, there were
significant differences in demographic
characteristics (e.g. age) and literacy
level between patients in FM and con-
trol. For example, FM patients were
a little younger than non-FM controls
(41«x11 vs 48+11); the fact that, how-
ever, does not seem to be clinically
significant. Secondly, since we only
enrolled women who had referred to
tertiary care centers, results of this
study cannot be extrapolated to men or



to the general population samples. At
last, as the number of FM patients in
type B subgroup was low, interpreta-
tion of their scores and comparison of
them with type A subgroup must be ex-
ercised with caution.

To summarise, our FM population had
similar characteristics, illness impact
severity and health status to that of
patients in other geographic regions.
They exhibited a negative impact on
quality of life, with particular focus on
physical dimensions even much more
than that seen in other chronic pain dis-
orders. Interestingly, symptom severity
and quality of life were not different
between type A and B FM patients.
Future studies are warranted to char-
acterise FM type A and B subgroups
and to identify impact disease severity
and health status in these groups. Such
studies can provide a novel approach
for a more realised understanding of
the continuum nature of FM and also
management of varying features of this
disorder. It must be emphasised that
identification of patients with poor ill-
ness severity and quality of life is the
most important issue in their treatment
and outcome. In this line, it seems that
WPI can be used as a simple and ef-
ficient surrogate marker for more com-
plex and time-consuming measures
commonly used to assess health status
and FM impact severity. This will give
clinicians an opportunity for a more
rapid and also efficient clinical assess-
ment of disease impact in FM.
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